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Objective. To assess accessibility and affordability of health care in eight countries of
the former Soviet Union.
Data Sources/Study Setting. Primary data collection conducted in 2010 in Arme-
nia, Azerbaijan, Belarus, Georgia, Kazakhstan, Moldova, Russia, and Ukraine.
Study Design. Cross-sectional household survey using multistage stratified random
sampling.
Data Collection/Extraction Methods. Data were collected using standardized
questionnaires with subjects aged 18+ on demographic, socioeconomic, and health
care access characteristics. Descriptive andmultivariate regression analyses were used.
Principal Findings. Almost half of respondents who had a health problem in the pre-
vious month which they viewed as needing care had not sought care. Respondents sig-
nificantly less likely to seek care included those living in Armenia, Georgia, or
Ukraine, in rural areas, aged 35–49, with a poor household economic situation, and
high alcohol consumption. Cost was most often cited as the reason for not seeking
health care. Most respondents who did obtain care made out-of-pocket payments, with
median amounts varying from $13 in Belarus to $100 in Azerbaijan.
Conclusions. Access to health care and within-country inequalities appear to have
improved over the past decade. However, considerable problems remain, including
out-of-pocket payments and unaffordability despite efforts to improve financial protec-
tion.
Key Words. Access, former Soviet Union, health systems, equity, out-of-pocket
payments

Research on what has been termed global health is geographically uneven.
Much of the published literature can be divided into two categories; that
addressing issues which are truly global, such as climate change, pandemic
influenza, and global health institutions and that addressing issues affecting
low-income countries, especially those in sub-Saharan Africa and South Asia.
By contrast, there is remarkably little on regions containing middle-income
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countries, such as the former Soviet Union, the Middle East and North Africa,
and the Pacific Islands. Among middle- and low-income countries, a few, such
as Bangladesh, Thailand, and Uganda, have been the subject of intensive
research while others are almost absent from the literature.

In this study, we examine access to care and its determinants in the con-
text of rapid and diverse change in the funding and delivery of health care in
one of these neglected regions, the former Soviet Union, two decades after
these countries gained independence. Each country has followed a different
trajectory of health system change, and we seek to take a snapshot of access to
services for those who believe they need care.

Now is an appropriate time to take stock. The first decade following
independence involved a process of state building, as politicians struggled
with a new reality in which the old political and economic dogma no longer
applied. They all faced catastrophic financial problems and, in some, gross
domestic product per capita has not yet returned to 1989 levels. Others recov-
ered more rapidly, but this was often as a consequence of profits from oil, gas,
andminerals that were concentrated in the hands of a few.Within the available
resources countries varied in how much governments were willing to allocate
to public budgets and, in turn, the priority they gave to the health budget (Kut-
zin, Cashin, and Jakab 2010) (Table 1). In those newly independent states most
affected, the Semashko health system inherited from the Soviet Union virtu-
ally collapsed, as they were unable to raise the necessary funds, skilled health
workers left, and pharmaceuticals and technology, now at world prices (or
often higher, as the newly privatized distributors took their cut) became unaf-
fordable (Rechel andMcKee 2009). Some sought, with varying degrees of suc-
cess, to implement new financing systems based on health insurance, while
Azerbaijan, Belarus, Tajikistan, Turkmenistan, Ukraine, and Uzbekistan
essentially retained many of the features of the Soviet health system, although
in the face of growing economic pressures (Figueras et al. 2004; Kutzin 2010).
In many, out-of-pocket payments expanded to fill the space left by drastic
reductions of state funds.
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They have also struggled to reform health care delivery, with health pro-
fessionals coming to terms with new roles (Healy andMcKee 1997) during the
reconfiguration of an inefficient and increasingly obsolete health care estate
(Healy and McKee 2002). There were many failures but also some successes,
with a few countries managing to implement effective policies and achieve
good results despite severe economic and institutional constraints (Kutzin,
Jakab, and Cashin 2010; Rechel et al. 2011).

This period was extremely traumatic for those living in the region; they
were plunged into uncertainty as the paradigm they had grown up with was
abandoned (Field and Twigg 2000). New and unfamiliar institutional frame-
works were put in place and those interacting with them had to learn the new
rules (Lewis 2000). This was especially difficult for many users of health care,
who inevitably include many of the most vulnerable in society who have the
fewest economic and social resources.

A series of household surveys we conducted in eight former Soviet coun-
tries in 2001 as part of the Living Conditions, Lifestyles, and Health (LLH)
project revealed the impact on ordinary people (Balabanova et al. 2004). In
Belarus, which had rejected rapid economic reforms, people were still able to
obtain health care without great difficulty (although it was clear even then that
the same lack of reform was also causing the country increasingly to fall
behind economically, raising questions about the sustainability of the system).
By contrast, for those living in Armenia and Georgia, which in addition to
more severe economic collapse had experienced major armed conflicts, the
systems were clearly failing. Those who needed care were unable to obtain it
and, when they were, largely paid out of pocket. Those who were already dis-
advantaged were experiencing the greatest problems.

In this study, we report the findings from a new wave of surveys under-
taken in countries in this region in early 2010. Since our earlier surveys, things
have changed considerably, although not in a consistent way. Most of the
economies are growing, in some cases rapidly as a consequence of exploiting
natural resources. However, the benefits have not been shared by all and while
the share of households with income below the poverty line ($1.25 and $3) has
fallen since the early 1990s, incomes are now much more unequal and
inequalities continue to grow (World Bank 2010).

Many of the new institutions and practices introduced during the transi-
tion from socialism are now embedded in their societies, but reforms to health
care financing have proven difficult to implement. Kyrgyzstan and Moldova
(Kutzin, Jakab, and Shishkin 2009) have managed to introduce insurance sys-
tems with individual enrollment, risk pooling, and output-based payments,
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although some of these elements can be found in other countries (Kutzin
2010). People in the region now have much greater understanding about how
their reconfigured health systems work, although the persistence of informal
payments continues to create considerable uncertainty. Populations that were
once isolated now have access to developments in the rest of the world,
although not necessarily to the democratic systems they see elsewhere. Thus,
we were unable to undertake surveys in Turkmenistan, where the government
actively suppresses information on the health of its population (Rechel and
McKee 2007), or Uzbekistan, which also seeks to control what is reported
about it. Finally, the overall stability that has come about in the region remains
susceptible to disruption, exemplified by our need to postpone our survey in
Kyrgyzstan because of the civil disorder that erupted in early 2010 while the
field work in Georgia was complicated in the aftermath of the conflict with
Russia over SouthOssetia and Abkhazia.

Our approach draws on theWHO framework that identifies the goals of
a health system as not only to improve health but also to ensure responsive-
ness, fairness, and financial protection (WHO 2007). Access to necessary
services is a core element of this concept and this is what we focus upon here.
It is not possible, with only two studies only a decade apart, to attribute partic-
ular findings to specific reforms with any degree of certainty. Hence, our arti-
cle is of necessity primarily descriptive.

Our focus is on a region of the world that has a number of specificities,
in particular the historical legacy of communist rule for most of the 20th cen-
tury, ending in political, social, and economic collapse. Nonetheless, we
believe that some of our findings do have implications for countries else-
where, including those emerging from major conflicts or large-scale political
change.

Aims and Objectives

The aim of this article is to assess the accessibility and affordability of health
care in eight countries of the former Soviet Union. It seeks to achieve this in
four ways. The first is to describe overall rates of utilization of care in each
country among those who had recent illnesses that they felt justified a consul-
tation. Second, it looks at the characteristics of those who were ill and did not
obtain care and asks why they did not. Third, it examines where care is
obtained, raising questions of whether patterns of utilization are appropriate.
Fourth, it explores the scale and nature of out-of-pocket payments for health
care.

844 HSR: Health Services Research 47:2 (April 2012)



METHODS

Data Sources

Household surveys were undertaken between March and June 2010 in Arme-
nia, Azerbaijan, Belarus, Georgia, Kazakhstan, Moldova, Russia, and Uk-
raine. These are the same as those included in the 2001 LLH study, with the
addition of Azerbaijan but exclusion, for now, of Kyrgyzstan, as noted above.
In addition to the exclusion of Uzbekistan and Turkmenistan, for the reasons
set out above, the three Baltic States were excluded as they are now members
of the European Union and thus are quite different from the rest of the region.
Tajikistan was excluded for a combination of budgetary and logistical rea-
sons.

The sampling approach was the same as in the earlier LLH surveys
and was designed to capture nationally representative samples of those
aged 18 years and older (Pomerleau et al. 2004). A few small regions of
Georgia, Russia, and Moldova were omitted from the sampling frame due
to geographic inaccessibility, dangerous political situations, and ongoing
military actions. The surveys included 1,800 respondents in each country,
except in Russia and Ukraine, where 3,000 and 2,000, respectively, were
sampled to reflect their larger and more regionally diverse populations.
A booster survey of 400 additional respondents was conducted in Georgia
in November 2010 to ensure a fully representative sample, so the total
sample size there was 2,200. Individual exclusion criteria included being
institutionalized, hospitalized or homeless, being intoxicated at the time of
the survey, and being in the military or in prison. The total sample size was
16,200.

Subjects were selected using multistage random sampling with stratifica-
tion by region and rural/urban settlement type. Within each primary sam-
pling unit (approximately 100–200 per country), households were selected by
standardized random route procedures. One person was randomly chosen
from each selected household (nearest coming or last birthday). If after three
visits (on different days and times) there was no one at home, the next house-
hold on the route was selected. Face-to-face interviews were conducted by
trained fieldworkers in the respondents’ homes. All persons gave their
informed consent prior to their inclusion in the study. The research was
approved by the ethics committee of the London School of Hygiene and
Tropical Medicine.
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Questionnaire Variables

The surveys employed a standardized questionnaire to enable the comparison
of countries. It was designed to be compatible, as far as possible, with the LLH
surveys, but it also improved in the light of experiences with them. The draft
questionnaire was forward and backward translated and piloted before being
finalized. Except in Russia andBelarus (where all interviewswere conducted in
Russian) respondents were given the choice of answering in Russian or a local
language. The final version contained questions which covered the folllowing:
demographic characteristics; social factors such as health service utilization,
social capital, living conditions, exercise, alcohol and tobacco; economic char-
acteristics such as income sources, household assets, and economic situation;
and a range of self-reported physical and mental health conditions. The ques-
tions on utilization of health care employed a shorter recall period than in the
2001 LLH surveys (4 weeks rather than a year) to improve validity.

Analysis

Our analyses examined the presence of self-reported health problems in the
4 weeks before the interview, asking whether the respondent felt that it
required health care and, if so, what action he or she took. Those that received
health care were asked about out-of-pocket payments they made for that
health care (with amounts recorded in national currencies and converted into
U.S. dollars using the exchange rates prevailing in March 2010 at the time of
the surveys).

The determinants of not seeking care when suffering an illness that the
respondent felt justified care were explored using logistic regression. Potential
explanatory variables were demographic, social, and economic characteris-
tics. Demographic variables included sex, age, marital status, education level,
disability status, number of persons living in the household, and household
location (urban/rural). Social variables included living conditions, frequency
of drinking alcohol, coverage by a health insurance scheme (public or private)
and social capital elements of trust in people, sense of freedom of choice and
control, and active membership of a club or organization, and levels of sup-
port. Economic variables included employment status, household economic
situation, and number of household assets. Further details on the key variables
used in the final regression analysis can be found in Appendix SA2.

Multivariate analysis was employed to adjust for the influence of the
other variables given that some of the putative independent variables are
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themselves correlated. Backward stepwise regression was then used to elimi-
nate variables with odds ratios that were not statistically significant (p < .05).
The results of univariate analysis of the separate associations between the indi-
vidual variables and the outcome are presented, along with the multivariate
analysis, which is presented in two separate models. The first multivariate
model consists of all the demographic and social and economic variables
except the country of residence variable. The second multivariate model
added the country variable to explore the influence of country-specific effects.
Data were adjusted for the sampling design effect.

RESULTS

Illness and Utilization

Thirty-four percent (n = 5,519) of all respondents reported an illness in the
previous week, but this varied considerably among countries, from 17 percent
in Azerbaijan to 52 percent in Georgia. However, 678 of them did not believe
their illness was of sufficient severity to justify seeking care, leaving 45 percent
(n = 2,184) of those reporting illness who did feel care was justified but who
did not seek it. This figure varied considerably, from 61 percent in Georgia to
30 percent inMoldova (Figure 1).

Who Does Not Seek Care When Needed?

The next step was to determine the demographic and socioeconomic charac-
teristics of those who did not obtain care despite feeling it was justified, and
the results of the regression analysis are shown in Table 2. For brevity, only
those variables for which there was a significant association are shown. The
significant characteristics shown in the univariate analysis remain significant
after adjustment in the multivariate analysis, with the exception of coverage
by health insurance, which only becomes significant when the other significant
variables are taken into account. Having greater than primary education and
being aged 35–49 is associated with lower probability to seek care when
needed. Those with only primary education in the former Soviet Union are a
now small proportion of the population and often tend to have missed out on
education because of disabilities from childhood. Residing in a rural area sig-
nificantly reduced the likelihood of obtaining care. Utilization is predictably
associated with having a long-term illness or certified disability, both of which
are likely to require frequent access to services and thus familiarity with the
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system. People perceiving their financial situation to be “bad” or having the
fewest household assets (three or less) were significantly less likely to seek care
when needed. More frequent alcohol use is also significantly associated with
lower probability of obtaining care.

Those living in Armenia, Georgia, and Ukraine were significantly less
likely to obtain care when needed when compared to Russia. However, those
in Moldova were more likely to do so. When adjusting for country of resi-
dence, in model 2, most predictors still hold, apart from marital status and
education.

Why Do People Not Obtain CareWhen They Believe They Need It?

Respondents were asked why they did not seek care and could give multiple
responses. The most frequent reason cited for not seeking health care (55 per-
cent of the 2,184 who thought that care would have been justified) was the cost
of treatment (including drugs), followed by the choice to self-treat (Figure 2).
However, self-treatment often involves using various cheaper drugs and tradi-
tional remedies and may infer not having resources to obtain conventional
treatment.

The proportion of thosewith illness seen as justifying carewho cited unaf-
fordability (of either treatment or drugs) varied hugely across countries, from
70and58percent, respectively, inGeorgia andAzerbaijan tounder5 and3per-
cent, respectively, in Russia and Belarus (Table 3). However, Belarus, Kazakh-
stan, and Ukraine have the highest share of those who choose to self-treat
despite stating that their condition was serious enough to justify seeking care,
suggesting that cheaperhome-based treatmentmaybe a substitute for accessing
thehealth system in those countries. Problems related to lackof time, geograph-
ical inaccessibility, and lackof health insurance didnot appear to deter access.

Where Do People Obtain Care?

Of those reporting a health problem, 2,639 (48 percent) consulted a health
care professional. These included primary care physicians (including family
physicians where these exist) (48 percent of respondents who sought health
care), specialists (33 percent), pharmacists (7 percent), feldshers (health work-
ers with basic medical training that played an important role in delivering
care, especially in rural areas, in the Soviet system) (5 percent), dentists (3 per-
cent), midwives (2 percent), alternative medicine specialists (1 percent), and
others (1 percent).
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Most of those who did seek care consulted primary care physicians.
The Soviet system employed large numbers of what were termed special-
ists with very basic training in a narrow field (in part reflecting the Soviet
system of undergraduate specialization). The retraining of many of these
specialists as family physicians has been a major feature of health reforms
in the region over the past decade, albeit with varying degrees of success.
The balance between consultations with primary care physicians and spe-
cialists varied among countries, with the former predominating in Moldo-
va (77 percent), while the share of consultations with primary care
physicians and specialists is about equal in Georgia (40 and 39 percent,
respectively).

Compared to the previous 2001 LLH surveys, the use of feldshers and
midwives has fallen (4 percent of users living in urban areas consulting with a
feldsher or midwife; 11 percent living in rural areas). Rural utilization varied
from 4 percent in Azerbaijan to 16 percent in Kazakhstan and 21 percent in
Ukraine.
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Georgia Ukraine Armenia Azerbaijan Belarus Kazakhstan Russia Moldova

%

Consulted Did not consult

Figure 1: Proportion of Respondents Who Consulted a Health Care Profes-
sional in the Previous 4 Weeks (for Those Reporting an Illness They Felt Justi-
fied Attendance), by Country (n = 4,823)
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Payment for Health Care

Among the 2,639 respondents who sought health care in the last 4 weeks,
out-of-pocket payment (formal and informal) for health care is common-
place (Table 4). This is surprising given that 95 percent of respondents in
the sample as a whole nominally have access to care funded from general
government revenues or insurance (26 percent government revenues and
69 percent insurance). The frequency of out-of-pocket payment varies, with
four out of five respondents using outpatient facilities in Azerbaijan making
out-of-pocket payments compared with less than one in five in Belarus and
Russia. The median out-of-pocket payments for outpatient care vary from
$9 in Belarus to $29 in Russia and for inpatient care from $0.04 in Kazakh-
stan to $172 in Azerbaijan. Payment for drugs is common in all countries,
although country differentials are high and payments were extremely high
in Azerbaijan. The highest level of expenditure (expressed as a proportion
of annual per capita GDP in 2009) on total health care and drugs (for the 1-
month recall period) were in Azerbaijan (1.03 percent), Georgia (0.83 per-
cent), and Moldova (0.83 percent). The lowest proportions were in Belarus
(0.10 percent), Kazakhstan (0.15 percent), and Russia (0.17 percent)
(Table 4).

Figure 2: Illness and Consultation Pathway in the Last 4 Weeks, All Coun-
tries (n = 16,181, Multiple Responses Allowed)
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DISCUSSION

Many of the health reforms implemented in the former Soviet Union follow-
ing independence sought to mobilize and restructure financing and improve
efficiency without compromising the affordability and accessibility of health
services for vulnerable groups. However, evidence about the situation facing
users “on the ground” is scarce. This study seeks to redress this by employing
a set of comparable, nationally representative surveys conducted in eight
countries.

The study has some limitations. First, it is a cross-sectional descriptive
study that by its design cannot attribute change to particular policies. Instead,
we sought to interpret access to services in the context of ongoing health
reforms by describing the broader fiscal contexts and priority given to funding
the health system within the public budgets across the study countries
(Table 1). Second, it used a standardized questionnaire to provide comparable
data between the countries, and the meanings of certain terms could poten-
tially have varied between countries, although this risk was minimized
through a thorough process of re-translation, pretesting and piloting, and
external validity tests. Third, we were unable to obtain objective information
on the health problems reported by respondents over the previous 4 weeks,
and reliance on subjective understanding of a health problem and their thresh-
old for seeking care inevitably reflects their individual experiences and expec-
tations of the health care system. This threshold appears to be higher in
countries where health systems are less effective (e.g., just 40 percent of
respondents in Georgia with a health care problem sought care compared to
70 percent in Moldova or 62 percent in Russia). As a result, the study findings
may underestimate the scale of the problem where the situation is worst.
Fourth, there may have been some recall problems especially about payment
for care. A 4-week recall period was introduced to improve accuracy (it was
12 months in the 2001 survey), but this reduced the sample size in the regres-
sion analysis which meant there was insufficient power to look at differences
in explanatory factors among countries and between regions in the larger
countries. Fifth, as noted above, certain geographic regions of countries were
excluded, due to inaccessibility although these regions accounted for only
small proportions of the populations in the study countries (approximately 3
percent of the Georgian population, 5 percent of the Moldovan population,
and 2 percent of the population of the Russia). Although there are major logis-
tical and security constraints to doing so, future studies of these excluded
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populations would be useful as they are likely to have different patterns of
health care utilization.

The analysis indicates the persistence of considerable problems with
access to health services in the region, with only a half of those who thought
their illness justified consulting a health professional actually seeking care.
While some differences in health-seeking behavior are to be expected due to
cultural norms and attitudes shaping the way people interact with the health
system, <50 percent of those reporting illness in Armenia, Georgia, and Uk-
raine reported seeking care. Our earlier analysis also found that the situation
was much worse in Georgia and Armenia than elsewhere, while at that time
the situation in Ukraine was much closer to that in Russia (Balabanova et al.
2004). Although the scale of these problems has slightly decreased in the cur-
rent surveys, unaffordability has persisted despite attempts at reform, particu-
larly in Georgia (Gotsadze, Zoidze, and Vasadze 2005). Our findings are
consistent with those from other country-level surveys in Moldova (Richard-
son et al. 2011) and Russia (Balabanova, Falkingham, andMcKee 2003).

Interestingly, the current study indicates that geographical access may
not be a major barrier to seeking care. Payments for transport were generally
low. Since independence, all of the countries except Azerbaijan have intro-
duced family practitioners trained inmodern primary health care to replace the
poorly trained and equipped district physicians, although the distribution of
family practitioners remains uneven inmanyof the countries (Rese et al. 2005).
However, the extent towhich thishasbeenachievedvaries greatly amongcoun-
tries—family practitioners operate in rural areas in Russia and Belarus and in
pilot regions ofGeorgia andUkraine. Evenwhere there are family practitioners
in place, they are often not supported and are under-resourced, limiting their
effectiveness. The creation of a new cadre of family physicians was in large part
to address the bypassing of thedistrict physicians that began in thedyingdays of
the SovietUnion, so reinvigoratingprimary care (Healy andMcKee1997).Our
findings indicate that primary care physicians (some of whom will include the
new family practitioners) are themain group of health care provider consulted.
With the exception of Kazakhstan and Ukraine, the feldsher system is largely
obsoletenow that health systemshave, in theory, the capacity todelivermodern
health care that extends beyond first aid and symptomatic relief. While migra-
tion of health workers and deteriorating infrastructure are causes for concern,
access tofirst-lineproviders near topeople's homes appears tobemaintained.

Governments in this region have inherited an expectation that they will
provide, at least in theory, universal health coverage, which in some countries
is enshrined in constitutions. However, they have also had to confront stark
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challenges. Availability of funds has reduced as they have struggled to establish
effective systems to raise revenues. The scope of health care has expandedwith
the availability of often expensive Western drugs and other elements of mod-
ernmedicine. Governments have responded in different ways. Somemeasures
are explicit, such as by introducing cost sharing or reducing the package of care
that is funded (Gotsadze andGaal 2010). Others are implicit, allowing capacity
to wither, tolerating a growing gap between entitlement and capacity. The con-
sequence has been, to varying degrees, a form of de facto privatization. In this
situation, where citizens are denied the usual remedies of voice and exit, they
have instead opted for what has been termed “inxit,” or informal exit, whereby
the remain partly within the public system, using its staff and facilities, and
partly outside it, as they pay out of pocket for the service they receive (Gaal
and McKee 2004). Inevitably, given that a major purpose of public funding of
health care is to redistribute resources from the rich and well to the poor and
ill, this has the greatest impact on themost vulnerable individuals.

Attempts to formalize the situation by implementing formal payments,
in the hope that they will displace informal payments, have not been success-
ful in Armenia (Hakobyan et al. 2006). However, in Kyrgyzstan results of a
recent longitudinal survey of payment for care in Kyrgyz hospitals shows a
clear reduction in the overall level of out-of-pocket payments between 2001
and 2006 as well as reductions in informal payments. While informal pay-
ments to health workers slightly increased over the period, this was more than
offset by reductions in informal payments for drugs and medical supplies
( Jakab and Kutzin 2009; Kutzin 2010). While large sums are still being paid
for specialist care, the frequency of payment has declined for routine consulta-
tions and treatment and there appears to have been sustained decrease in out-
of-pocket and informal payments (Falkingham, Akkazieva, and Baschieri
2010; Ministry of Health 2011). There is also some evidence from Russia,
where regions now have the ability to impose different payment schemes, that
formal and informal payments may substitute for one another (Aarva et al.
2009).

Other efforts to implement reforms of financing have also been prob-
lematic. There have been many attempts to introduce forms of health insur-
ance, dating from the mid-1990s. Most countries have draft laws, some have
been enacted, and some have been at least partly implemented. However,
these policies were subsequently reversed in Georgia and Kazakhstan (Rechel
and McKee 2009). Thus, in Georgia, payroll-based earmarked tax for health
care was abolished in 2004 and a radically different system based on pri-
vate insurance was introduced in 2008 (Chanturidze et al. 2009). The two
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countries in this study that currently have health insurance systems, Moldova
and Russia, have not managed to achieve universal coverage, with some
groups being particularly difficult to include (Balabanova, Falkingham, and
McKee 2003; Jowett and Shishkin 2010).

An important historical feature of health care systems in this region was
the existence of employment-based health services for employees of major
industries, the military, transport workers, and civil servants, among others.
Use of these “parallel” services is now extremely low with the exception of
Azerbaijan. This is likely to reflect a combination of privatization of industry
(although this has varied considerably among countries) and reduced
resources to those sectors still within the state apparatus.

In the absence of formal support, people experiencing illness employ a
range of coping strategies. These include self-treatment with herbs, alcohol,
and traditional medicines (Brown and Rusinova 2002). This may be a cultural
preference (e.g., in Belarus and Ukraine), but it is likely that it is often used as a
substitute for mainstream health care. If this is considered a manifestation of
affordability, then the situation is likely to be rather worse than at first seems
from the responses to the question of reasons for not seeking care. Unsurpris-
ingly, reported unaffordability was most commonly reported from Georgia
where the benefits package is most tightly circumscribed, and in Azerbaijan,
where out-of-pocket payments for care are highest.

A majority of respondents report making out-of-pocket payments
despite large-scale reforms that have sought to improve financial protection.
Paying to obtain treatment (including formal or informal payment) is now
almost universal, showing a dramatic increase since 2001. Although some of
this difference can be attributed to different recall period (with payments less
accurately reported for the 1-year period compared to the 4 weeks in the cur-
rent study), there are substantial increases in most countries. It is important to
note that the composition and level of expenditure varies. More than three
quarters of respondents in Azerbaijan paid for outpatient care and the
amounts are high. Payments for inpatient care are more common in Kazakh-
stan and Belarus, but the amounts paid are much lower than elsewhere. An
alarming finding is that expenditure on drugs is now becoming very significant
and is commensurate with payment for outpatient care. For example, pay-
ments for drugs are high even where patients are protected from out-of-pocket
payments for care; this may help explain why in countries such as Belarus
use of homemade drugs and treatments is high despite formal access not being
a problem. A high proportion of those who had used services paid for
drugs regardless of the health financing system. This is in part a legacy of the
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Semashko system, where outpatient pharmaceutical costs were not part of the
universal package; this has allowed governments to omit many pharmaceuti-
cal costs from the general package of benefits made available to the popula-
tion. The cost of pharmaceuticals in the region is also higher as a result of
market forces: there is inadequate capacity in the former Soviet Union to man-
ufacture all the drugs needed for the population so most are imported, gener-
ally through privatized supply networks, at high cost. The pharmaceutical
sector is among those that were fully liberalized after the transition with often
limited safeguards (Balabanova and Coker 2008). There is evidence of exten-
sive inappropriate prescribing (Danishevski, McKee, and Balabanova 2008)
and there is strong resistance from patients and physicians to the substitution
of brand-name drugs with generics. One manifestation of this is the irregular
use of medication by those suffering from hypertension (Roberts et al. 2010).

The analysis of determinants of utilization presents an interesting pic-
ture. In the 2001 survey, there was much more variation between sociodemo-
graphic and economic groups. Only the poorest and most disadvantaged
groups are now significantly less likely to obtain care. Now, country of resi-
dence and having a long-term illness or disability are the variables most
strongly associated with the probability of not using health services, suggest-
ing that there are structural issues affecting the whole population. For exam-
ple, Georgia has devoted a low proportion of its national income to public
health care and has high out-of-pocket payments and poor access to care when
needed. Moldova, which is much poorer, has given a higher priority to gov-
ernment health care expenditure, achieving lower out-of-pocket payments
and has better access to care (Table 1 and Figure 1). In the early stages of tran-
sition, during the initial health care reforms, personal knowledge and advice
from others, many of whom were themselves struggling to understand how to
navigate an unfamiliar system, may have been crucial in facilitating access to
appropriate care. These may have become less important as the reforms
advance and rules are set, with the reform design and implementation more
likely to affect actual reality on the ground.

In general, this article shows that the countries are diverging from each
other and the nature of their problems is increasingly different. The countries of
theSouthCaucasus (Armenia,Azerbaijan, andGeorgia) continue toexperience
sustained problems in their health systems, consistent with their overall eco-
nomic and political situations. The very limited state health expenditure in all
threecountrieshas resulted in thecontinuinggrowthofout-of-pocketpayments,
and in the case of Armenia, offset by remittances from relatives living abroad
(Roberts andBanaian 2004). InRussia,Moldova, andBelarus, gaps in coverage
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gaps are less severe, potentially reflecting the greater political priority afforded
to thehealth sector in thesecountries.

In summary, while the eight countries included in this analysis have suf-
fered major political and economic problems, with widening socioeconomic
inequalities, inequalities in access to health care within countries have
declined compared to our 2001 study. These findings are encouraging,
although it is difficult to attribute these improvements to specific reforms.
Despite efforts to implement reforms to health system financing and delivery
of care, with the goal of universal financial protection, results have not been
encouraging, particularly in central Asia and the Caucasus. Armenia and
Georgia show similar or worse access than in 2001 (although in Georgia,
where reforms were introduced in 2008, it may be too soon to assess the
results). Even in countries that have implemented new financing mechanisms,
significant elements of the population are excluded and they confront other
obstacles such as inadequate infrastructure. In many countries, out-of-pocket
payments remain common and expensive, and what progress has been made
is vulnerable to future economic problems. There are still significant unmet
needs among the most vulnerable which require targeted strategies.
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