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Abstract: The role of the public and private sector in healéte systems remains
one of the crucial problems of these systems' dlperaThe purpose of this re-
search is to identify the relationships betweengbdormance of health systems in
CEE and CIS (Central and Eastern Europe and Comreatitv of Independent
State) countries, and the mix of public-privatetgein the health care of these
countries.

The study uses a zero unitarization method to cocisthree measures of
health system performance in the following ared¥:résources; (2) services; and
(3) health status. The values of these measurexa@related with the share of
public financing that represents the public-privaté in the health systems.

The data used is from World Health Organizationtsakth for All Database for
23 CEE and CIS countries and comprises the yea®201
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The results show that the performance of healttesysin the countries inves-
tigated is positively associated with a higher prdjn of public financing. The
strongest relationship links public financing wiplerformance in the area of ser-
vices production. For policy makers, these resittply that health systems in
post-communist transition economies could be stikdefo a decreasing role of
the state and that growing reliance on the marketmanism in health care can
deteriorate the operation of these systems.

Introduction

The role of the public and private sector in depelb economies seems to
be one of the crucial problems in both economiécgand research agen-
da. Health care systems are not free from dilemooeserned with the
extent to which the government and market shouldtiheir operation. The
growing pressure on public finance of contemporagifare states has led
to increased importance of market mechanism intlheare systems over
the last 25 years. Privatization processes, inttioiu of managed care and
internal market as well as increasing private hetftancing are some ex-
amples of this trend. The expectations behind thesmdet-enhancing poli-
cies were to restrain growth in health expendiaumé to introduce the vital
forces of competition into health care, traditidpadominated by public
economics thinking. Nowadays, it is clear that thi@forcement of private
mechanism has not led to improved control overtheadre spending and
one of the side effects of market oriented refoisna problem of health
inequities. Currently, the question of appropriatblic and private roles in
health care is far from being answered and thenctsi Saltman (2003, p.
24) that "...one of the most striking aspects & gublic-private debate is
that it never seems to be finally settled" stilsciibes the state of present
policy and research debates in the area of heatfth ¢

This study attempts to contribute to the debatéherrole of public and
private sectors in health care by investigating tive the public-private
mix in health care financing is associated with pfeeformance of health
systems. To do so, data from 23 transition ecor®mieCentral and East-
ern Europe (CEE) and Commonwealth of Independenatess (CIS) is
used. The way the public-private mix influences diperation and perfor-
mance of health system is subject to heated debatksxtensive literature
on the topic has been published. However, a vagirityaof these contri-
butions focus on highly developed economies, ugu@ECD member
states (see: e.g. Gobtze & Schmid, 2012; Holdenb28®thganget al,
2008; Rothgangt al, 2005; Touhyet al 2004). The intention of this re-
search is to shed more light on the topic by aiadythe relationships be-
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tween the magnitude of public/private sector amdg@rformance of health
care in transition economies context.

The paper is organized as follows. The introducfieayt of the paper
describes the motivation behind the paper and gesvicontext for the
study. Next, in the theoretical section, the publiwate dichotomy in
health care context, as well as the concept ofttheare system perfor-
mance, are briefly discussed. In the third sectiba,results of the empiri-
cal analysis are reported and discussed. The datibs concludes the pa-
per and provides future research directions.

Theoretical Background

There are two theoretical issues to be discussediherder to clarify the
concepts used in the empirical analysis. First,glablems of ownership
and public-private distinction are considered; rafteat, a brief discussion
of health care system performance is provided.

Public and private sector in health care

There is no single and unambiguous meaning or itlefinof public and
private domains in health care context. The ambygsicaused by a great
complexity of health care systems that cannot Iptucad in a straightfor-
ward model describing ownership issues. Conseqgueatteliable taxono-
my of public and private spheres is difficult tanstruct, and the classifica-
tions used often do not follow the dynamics of mradeealth care systems.

Simplifying the reality of these complex interacts) one can use the
Donaldson's and Gerard's model of the public/pgivaix in health care
financing and provision (Donaldson & Gerard, 200557). According to
them, there are two 'pure' sectors in health daréhe pure public sector,
public providers are publicly financed, while irethure private sector, both
service delivery and financing are organized pelyatThe point is that in
health care public finance does not match publwigion in each case, and
private delivery does not have to be financed peiya Private provision
accompanied by public provision, as well as pubidivery financed pri-
vately, both represent the mixed sector (Donalds@erard, 2005).

In fact, the public-private dichotomy in health €as not limited to the
financing and provision dimensions. Maarse (20083atns the public and
private dimensions also in the management and tperas well as in in-
vestment areas, while Rothgang, Cacace, Grimmess®h Wendt (2005)
distinguish also a regulation aspect of the pubticate mix.
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Therefore, the complexity of the ownership problenthe health care
context brings conceptual confusion and makes #iimitlons of ‘private’
and 'public' ambiguous and contextual. What isgtey particularly, is dif-
ficult to define, as the arrangements in the pevegctor range from pri-
vate-for-profit, through self-employment, to prigatot-for-profit and each
of the above can be extensively financed and/aula¢gd publicly (WHO,
2002). In fact, the phenomenon called 'melting abljz-private bounda-
ries' is increasingly observed with new schemeshioimg public and pri-
vate elements, and where the public and privateagdmnare not easily
distinguishable (Maarse, 2005; Saltman, 2003). Asrassequence, the ap-
plication of the public-private dichotomy to empal analyses in health
care depends on data availability and, inevitabigplifies the complex
issue of ownership.

Performance of health care systems

The performance of an economic organization is lisuefined in
terms of achievement of some specified objectiVésls, the performance
of health care systems should refer to the goatlsesfe systems.

According to World Health Organization (WHO), a hleaystem con-
sists of all the people and actions whose primampgse is to improve
health (WHO, 2000). In practical applications, thigle definition is often
restricted to those activities that refer to forrhahlth care services and
exclude actions from other than health care incesstr

There is an ongoing debate on the objectives dtthegstems. Proba-
bly, the most prominent approach to the issueasathe of WHO. As it is
maintained by this organization, there are threenrgaals of health sys-
tems: (1) health, (2) responsiveness, and (3)dagrin financial contribu-
tion (Murray & Frenk, 2000, p. 719). In other wordealth systems to
meet their goals should deliver effective, prewantand curative health
services to a whole population, equitably and ffity, and protect indi-
viduals from catastrophic health care expensesk&r&reedman, 2008, p.
264). The defining goal of health systems is tontzn and restore health
both in terms of average health status improveraadthealth inequalities
reduction. Responsiveness, the second intrinsid¢ defined by WHO,
refers to respect for the people interacting wlid $ystem as well as client
orientation. The third goal, fairness in finanaahtribution, means that the
operation of health systems should not lead houdgho impoverishment
when in need of obtaining necessary health cark ttzat poor households
ought to contribute to the health system less ti@nhouseholds do.
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Translating these goals into operational meastnrasdould be applied
internationally is a complex issue, and it was oohce when WHO ap-
proached the problem constructing a composite inofekealth system
performance (WHO, 2000). Thenceforth, the authamsing at assessing
the performance of health care systems focus rathesingle aspects of
systems' operation. The performance dimensionsatieatisually evaluated
are effectiveness in outcomes (health status, mas&tisfaction) and out-
puts (access to and quality of care); equity incomes (health status of
disadvantage groups, fair financing and risk pitt@ed and outputs (access
to and quality of care for disadvantaged groupsyvel as efficiency in
outcomes (value of resources) and outputs (adegufadnding, costs and
productivity, administrative efficiency) (Kruk & Eedman, 2008, p. 267-
268).

In this research, selected categories of healttesyperformance in
CEE and CIS countries are chosen, basing on tleadailability; the de-
tails are provided below.

Research Methodology

The empirical analysis in the paper consists of stages. First, the per-
formance of health care systems in CEE and CIStdesris assessed. In
this stage, three measures of health system peafarenare constructed,
and their values are calculated for each countryhé next step, the values
of these performance indices are correlated wittaréable measuring the
public-private mix of health care. A detailed dgstton of methodology
(variables, methods, time span of the analysisdata source) is provided
further in this section.

The performance of health care systems is desciibbadree dimen-
sions, namely, their inputs, outputs and outcorbg approach draws on
Donabedian's structure-process-results approachmatizmlian, 1988, p.
1745-1746) and a health production model, whickslihealth care inputs
through outputs to health outcomes (Cumming & $Sd®68, p. 55). The
study follows a framework used in the recent pdpeusing on health sys-
tems of OECD member states (Tchouakedl, 2012).

Figure 1 presents a conceptual framework to hegtem performance
assessment applied here.
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Figure 1. Conceptual framework for assessing performandealth care systems

Health system performance
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Source: own work.

Three synthetic measures are constructed in ooderaluate the per-
formance of health systems in each of the threeealagpects separately.
The construction of one general index that woulchloime all three aspects
of health care seems not to be well-grounded ifthhealicy theory.

As it is discussed above, the concept of healttesyperformance is
multidimensional, and its investigation requiregigsappropriate methods.
Here, zero unitarization method (ZUM) (Kukuta, 2p0@hich is a multi-
variate analysis technique, is used to incorpattemultidimensional na-
ture of health systems.

The method allows for constructing a synthetic tlgwment measure
which is characterized by some specific properitespmbines the speci-
ficity of individual variables that it is built oand reflects the investigated
phenomena thoroughly (Mtodak, 2006, p. 119). Théhoetis based on the
variables normalization procedure and is considéweloe one of the sim-
plest methods of synthetic measure constructiod,cere that is character-
ized by desired properties

The method requires assigning variables to stintsilan destimulants.
The former category groups those variables, in wisse the higher val-
ues are preferred over lower values, while in thgecof the latter, lower
values have preference over higher ones.

Consider the complex phenomenon observed anmonfjects, each
characterized by diagnostic variables. The ZUM method allows fdcaa
lating a synthetic measure using the normalizapimtedure for the varia-
bles which are originally expressed in varioustsuriror stimulants nor-
malization is performed with the formula:

L1t ignores units of measurement allowing for tleenparison of diverse variables; it is
characterized by equal variation range for all redized variables [0,1]; it allows for nor-
malizing positive, negative as well as zero valigesnpare Kukuta, 2000, pp. 81, 107).
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Xij — min Xij

max X;; — min X;;

Zij

where Zj; € [0,1], also Zy = 0 e Xjj = min Xjj and Zjj = 1 o Xjj =
max x;;. When a variable is a destimulant the followingrala is used:

max Xij - Xij

max xj; — min X

Zij

and againz;; € [0,1]; moreoverz; = 0 © x;; = maxx;; andz; =1 <
x;j = min x;;. (Kukuta, Bogocz, 2012, p. 6-7).

With the variables normalized in the above way, uheveighted mean
of thesen variables constitutes a synthetic measure. Thuelk measures
are calculated here for resources, services arithigatus for each of thre
countries.

Since the problem of weighting indicators in consting synthetic
measures is controversial, | decided not to welghvariables. Both the
methods applied in weighting as well as the prodessdf are subject to
a heated debate, and a vast majority of reseacdlytassign equal weights
to the diagnostic variables used (Kukuta, 200@4). What is more, health
services literature does not provide any conclusea@mmendations on
weighting variables in synthetic measures. In facte influential study
(WHO, 2000) which attempted to do so, was heauviiljczed for the ap-
proach based on weighting.

There are numerous indicators that allow to desctibalth care in
terms of inputs, outputs, outcomes, and their seleaisually depends on
data availability. The data for this analysis haerb taken from World
Health Organization'$lealth for All DatabasgWHO, 2014), an online
database that collects information on various dspeichealth systems in
the European countries. The analysis covers 23tgesof Central and
Eastern Europe, as well as some members of the Gamealth of Inde-
pendent States. The time span is limited to yed0 Zblely, however, in
cases of missing data, data from the nearest yearérlier than 2007) is
used. Using more recent data would be more apjptepregrettably, the
availability of data from the years after 2010de timited to rely on it.
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The first step of the empirical procedure is taestlariables according
to data availability. Table 1 shows the initial sétvariables selected with
the use of this criterion. Potentially, more measuwould be included, un-
fortunately, the data constraints prevented frorimgigo. The table also
shows which of the variables are stimulants, anithvare destimulants.

The resources employed in the health care systeene measured in
physical, human and monetary terms. The physicalurees were proxied
by densities of hospitals and hospital beds; uanfately the data on
measures of technologically advanced equipment feagnetic resonance
imaging or computer tomography scanners) is notlaha. The human
resources were represented by two most commonindestors, i.e. den-
sities of physicians and nurses. Of the monetargsoes used, two were
defined as stimulants and these were expenditurealth, expressed both
as a share of GDP and in US dollars. On the othrd htwo measures of
out-of-pocket payments were classified as destims)abecause a higher
share of direct private payments puts householdgester risk of cata-
strophic health expenditures. Clearly, not all tesources contribute to
health status with the same efficiency and somihe (e.g. doctors) are
more efficient in improving the quality of care thethers (e.g. hospital
beds). Yet, due to reasons explained above, noistents approach to
weighing variables exists and their contributionthie synthetic measures
calculated was equal. The same applies to thecgeditnension and health
status dimension of the health systems' performance

Table 1. Definitions of variables used in the constructidrsynthetic measures

HEALTH CARE RESOURCESEMPLOYED

Stimulants:
R1: Hospitals (number per 100.000 population)
R2: Hospital beds (number per 100.000 population)
R3: Physicians (number per 100.000 population)
R4: Physicians per 100 beds (number)
R5: Nurses (number per 100.000 population)
R6: Total health expenditure as a share of grossedtic product (%)
R7: Total health expenditure in US dollars, adjdsi@r purchasing power
parity (US$)
Destimulants:
R8: Share of out-of-pocket payments in total heakpenditure (%)
R9: Share of out-of-pocket payments in private theakpenditure (%)
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Table 1 continued

HEALTH CARE SERVICES PRODUCED

Stimulants:
S1: Inpatient care discharges per year (numbet @&r
S2: Outpatient contacts per year (number per pgrson
S3-S7: Hospital discharges adjusted for by-cause rtafitg*:
(S3) neoplasms; (S4) circulatory system disea$#s); ischeamic heart dis-
ease;(S6) cerebrovascular disead&s (S7) respiratory system diseases
(number per 100.000)
S8-S11:Share of infants vaccinated against: (S8) diphthe(S9) tetanus;
(S10) pertussis; (S11) measles (%)

HEALTH STATUSACHIEVED

Stimulants:
H1-H2: (H1) Female and (H2) male life expectancy at b{ythars)
H3-H4: (H3) Female and (H4) male life expectancy at Guryéyears)
Destimulants:
H5: Difference in life expectancy between femaled males (years)
H6: Infant mortality rate (deaths per 1.000 liveths)
H7: Maternal mortality rate (maternal deaths pe3.Q200)
H8-H10: Incidence of (1) tuberculosis; (2) HIV; (8ancer (number per
100.000 population)
H11: Standardized death rate for all causes andagdls (number per
100.000 population)
* - the study uses hospital discharges divided bytatity by cause. Raw data on discharges
should not be used as it not only reflects the laldity of services; it also depends on
incidence of diseases.
** - jtalic text format— variables excluded from the analysis due to &measons (see text
for details).

Source: own work.

The services produced in the health care systems measured using
inpatient care discharges and outpatient contabisse were supplemented
with five disease-specific discharges adjustedhiortality rates as well as
with shares of infants vaccinated against fouratiss. Each of the above
services indicators was classified as a stimulant.

The population health status was proxied by denpigcaand epide-
miological measures based on mortality and monpidiita. Life expectan-
cies, infant and maternal mortality rates and saatided death rates are
considered to be the best choice in internatioralth status comparisons
(Bonitaet al, 2006, ch. 2; Murragt al, 2000), while the incidence of three
ailments reflects problems caused by communicabbefculosis and HIV)
and non-communicable (cancer) diseases. Of théhhesdasures, all but
life expectancy measures were classified as delstitsy
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In the subsequent step, the set of potential vi@salas limited accord-
ing to formal criteria required to apply the methefticiently. Firstly, the
variation of indicators was investigated in ordereixclude the variables
characterized by too low variability. For that reas, the measures of life
expectancy (H1-H4) as well as infant vaccinatiatigators (S8-S11) were
excluded, as their coefficient of variation valwesre lower than 10 per-
cent, usually accepted threshold. Secondly, to davhiplicating infor-
mation contained in the selected variables, cdiogla among potential
variables were investigated. Based on the coroslatriteria, the measure
of (adjusted) hospital discharges caused by cevaboolar diseases (S6)
was excluded as it was highly correlated (over &Bh the circulatory
system discharges. The reason for excluding thadois that it is of lower
magnitude for health care operation than the latter

In the final step of the empirical analysis, thegyathetic measures con-
structed in the way described above were correlaifdthe share of pub-
lic financing in total health expenditure. Publioancing was the only
measure that allowed for proxying the magnitudeudilic sector in health
care in international context. Obviously, this wator is not without draw-
backs, still it reflects the public-private mix &n acceptable way and is
widely used in country-level analyses (see e.ghganget al, 2005). For
the purpose of correlation, Spearman rank coroglatoefficient is used.

Results and Discussion

The results of performance analysis are reportadbie 2. The values of
the indicators range from zero to one and highésesmare interpreted as
higher performance of the systems.

The countries with the highest resources availgbiliere Slovenia,
Belarus and Russia, while the ones with the lovpestormance in this
aspect were Bosnia and Herzegovina, MontenegroAamenia. When it
comes to service accessibility, the group of topntges includes Belarus,
Lithuania and Ukraine, whereas low services pradootharacterized Ka-
zakhstan, Armenia and Azerbaijan. The health stajughetic measure
values place Bosnia and Herzegovina, Slovenia d&RTMacedonia at
the top of the healthiest nations rank; Ukrainesstuand Kazakhstan were
characterized by the poorest population health.
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Table 2. Values and ranks of synthetic measuresin three dimensions of health care
system performance in CEE and CIS countries

Country Resour ces Services Health status
SM Rank SM Rank SM Rank

Armenia 0,188 22 0,081 20 0,634 11
Azerbaijan 0,332 17 0,051 21 0,700 9
Belarus 0,557 2 0,907 1 0,474 18
Bosnia and Herzegovina 0,264 20 n.a - 0,834 1
Bulgaria 0,365 13 n.a - 0,642 10
Croatia 0,361 15 0,324 17 0,777 4
Czech Republic 0,494 4 0,551 5 0,751 5
Estonia 0,414 9 0,479 8 0,564 14
Georgia 0,406 10 0,396 15 0,536 17
Hungary 0,429 7 0,562 4 0,628 12
Kazakhstan 0,364 14 0,269 19 0,306 22
Latvia 0,326 18 0,429 13 0,559 15
Lithuania 0,424 8 0,570 2 0,554 16
M ontenegro 0,259 21 0,433 12 n.a -
Poland 0,371 11 0,525 6 0,741 6
Moldova 0,367 12 0,274 18 0,348 19
Romania 0,296 19 0,421 14 0,594 13
Russia 0,496 3 0,469 9 0,310 21
Serbia n.a - 0,436 11 0,736 7
Slovakia 0,485 5 0,446 10 0,727 8
Slovenia 0,560 1 0,511 7 0,814 2
TFYR Macedonia 0,337 16 0,372 16 0,793 3
Ukraine 0,440 6 0,569 3 0,332 20
Median value 0,369 - 0,436 - 0,631 -

Notes: SM - synthetic measure.

Source: own calculations based on WHO (2014).

The results suggest that countries differ in the way they transform their
health care resources and services to headlth status improvement. Some
countries employed relatively abundant resources and used them rather
efficiently obtaining a good health status, see e.g. the Czech Republic, Po-
land, Slovenia and Slovakia. Expectedly, these are the countries which
perform well not only in terms of health status, but also in terms of eco-
nomic and socia conditions. There were also countries, however, the socie-
ties of which benefited from good health with little resource utilization and
production of services (see e.g. Croatia, TFYR Macedonia, Azerbaijan).
Conversely, some countries that performed well in terms of resources and
service availability failed to transform these into the health improvement of
their populations; the examples are Belarus, Estonia, Lithuania, Russia and
Ukraine. Interestingly, the countries which perform poorly in terms of
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health status are the former Soviet Union (FSUlbbéps, suggesting that
there is an intrinsic pattern of population heaé#velopment in this group
of countries. Apparently, the adverse health statube FSU in 2010 still
reflects a rapid decline in life expectancy in dely 1990s (Rechalt al
2013).

Two conclusions can be drawn from the above diffees in the inputs-
outputs-outcomes transformation in particular coast Firstly, the differ-
ences seem to reflect the efficiency variation agntime CEE and CIS
countries’ health care systems. The countries @ith (high) resources
and/or low (high) services utilization that werensltaneously character-
ized by good (poor) health status are probablyoties with relatively effi-
cient (inefficient) health care systems. Secondiwéwver, good health sta-
tus in particular countries may result from factotiser than health care, i.e.
a higher income level and lower income inequaliteeshigher education
attainment, health-enhancing life style, betterdig and working condi-
tions. In this research these health affectingofactvere excluded from
analysis, still, one can presume that the diffeesna efficiency of health
care system among CEE and CIS countries are tiee cas

The final stage of the analysis shows a relatignskitween the perfor-
mance of health care systems in the group of cmsnénd the magnitude
of public sector in these systems. The share ofigtipancing in total
health expenditures represents the public-private m

The three following Figures (2, 3 and 4) show seagpiots illustrating
the associations between the three measures ofparice and the propor-
tion of public financing.

There is a positive, but quite weak, associatiotwéen the resource
dimension of health systems performance and the siigoublic financing
in CEE and CIS countriepg € 0,296; p = 0,17). More health care resources
in the countries with a higher proportion of thebliw sector suggests that
the governments secure relatively high accessilwfihealth care resources
there. Conversely, in the economic transition sg#j as the share of the
private sector in health financing increases, tlagecless resources availa-
ble. This conclusion should be treated with cautfiugh, since the value
of Spearman rank correlation is insignificant abhdnast moderate (Figure
2).
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Figure 2. The association between health care resourcesedimtheasure and the
share of public financing
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Source: own calculations based on WHO (2014).

The correlation between health system performandbe area of ser-
vices produced and the extent of public financiagalso positive and the
association is quite strong € 0,482; p = 0,03). The positions of marks on
the scatter plot (Figure 3) suggests that an inergnm the share of public
financing is related to a quite high improvementhe services synthetic
measure. It is in contrast to the previous grapgufleé 2), where, there is
a slight variation in the resources synthetic memasuith a growing share
of public financing. Thus, it is the volume of siees delivered rather than
the resources employed to produce them whichrigeladed more strongly
with the public/private mix in CEE and CIS healifstems. For the health
policy makers in the region it implies that in arde secure accessibility of
services, they should focus on changing the mifingfncing sources to-
wards a higher proportion of public funding. Clgadue to relatively low-
er public revenues in the less developed statssadtion seems to be diffi-
cult, still, it shows a direction for the future.
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Figure 3. The association between health care services dimtheasure and the
share of public financing
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Note: The value of the Spearman rank correlatiaffiment is 0,482 (p = 0,03).
Abbreviated country names as in figure 2.

Source: own calculations based on WHO (2014).

The correlation between the health status perfocmar the CEE and
CIS countries and the share of public financinglé® positive 4 = 0,381;
p = 0,08) and the relationship is moderate (FighteAfter removing the
outlier case (Azerbaijan) the value of the coriefatcoefficient becomes
statistically significant = 0,440; p = 0,05). Generally, the societies & th
countries with a high proportion of public finangienjoy better health,
examples being Croatia and the Czech Republic. Memwealso the coun-
tries with a low public involvement in financing.ge Azerbaijan and Ar-
menia, perform quite well, suggesting that alsceotiactors play an im-
portant role in determining a population's heattitus. There are at least
two possible explanations for the positive assamiabetween the share of
public financing and health status. Firstly, mowli financing secures
access to services for vulnerable groups whichltseesu improving the
average health status. Alternatively, other factds® correlated with pub-
lic financing improve health and these could pdgdile income level and
inequalities, education, lifestyle and health exjieme. To shed more light
on the reasons for the association identified h#ve, health production
function could be used in future research.
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Figure 4. The association between health status synthetisuneand the share of
public financing
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Note: The value of the Spearman rank correlatiogffiment is 0,381 (p = 0,08). After
removing the case with outlier value (Azerbaijdm value of correlation coefficient grows
to 0,440 (p = 0,05).

Abbreviated country names as in figure 2.

Source: own calculations based on WHO (2014).

Conclusions

The purpose of the empirical analysis was to eséinttae performance of
health care systems in the transition economieSk# and CIS countries
and to establish possible relationships betweenpdréormance of these
systems and the magnitude of the public and prisattor in their opera-
tion. The performance of the health systems wassass using three syn-
thetic measures describing: (1) the resources gmpjo(2) services pro-
duced; and (3) health status achieved.

The results show that the countries differ in teohtheir systems' per-
formance. Generally, the wealthier countries arzratterized by high per-
formance in both the resources availability andlthestatus. The other
ones, however, engage less than average resoudgsaduce quite little
services, but still are able to achieve a goodthesthtus. On the other
hand, the former Soviet republics are the counttied fail to achieve
a good population health status, despite quite néslources in most of the
cases.

When it comes to the relationships between the madg of public
sector in the health systems and their performaiheeas shown that the
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share of public financing is positively associatgith the performance in
all the three investigated areas. The strengthefelationships was varied,
but still the correlations proved to be significamttwo of the three cases.
To sum the discussion up, one can conclude thdtcpfitancing is posi-
tively related to the performance of the healtlrecarstems in the CEE and
CIS countries. The conclusion has important poimplications, suggest-
ing that the states should not decrease theirweweént in the operation of
their health systems. Otherwise, the performandhesfe systems would be
put at the risk of deterioration and, consequerntcline in the health sta-
tus of the populations.

Before concluding, a limitation of this study ne¢d$e outlined. Here,
the public-private mix of health care is descrilmedy in terms of health
care financing and no other dimension of this ni&liery, investments,
and regulations) is investigated. The shortcommgaused by data re-
strains. No systematic and comparable data onubbBcpprivate structure
of providers is available. Also, statistics con@egrthe investments owner-
ship structure in the group of CEE and CIS coustare non-existent. The
data on the regulation is qualitative in nature endlso uncollectable for
the group of the investigated countries.

The study results suggest many possibilities fouriu research. The
investigation of health system operation in thetymosnmunist transition
economies could be extended by e.g. efficiencyyaral and grouping
countries of similar characteristics.
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