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Abstract

Informal payments for health care are common in most former communist countries.
This paper explores the demand side of these payments in Albania. Using tobit and
Heckman selection models we control for individual determinants of informal
payments in outpatient and inpatient health care. Propensity score matching techniques
are used to investigate the changes in the characteristics of people paying informally
over the different years. Our findings suggest that vulnerable groups in society remain
less protected against such payments and policy measures have not reached the most
deprived regions of the country.

Key words: informal payment, health policy, Heckman selection model, propensity

score matching.
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I. Introduction

Informal payments for health care providers are widespread not only in the
former communist countries in Central and Eastern Europe and the former Soviet
Union, but also in other middle income and developing countries (Killingsworth, 1999;
McPake et al.,, 1999; Lewis, 2000; Gaal et al., 2006; Vian et al., 2006). They are
usually defined as payments made to health care providers for services, which are
supposed to be provided at no charge to the patient (Lewis, 2000). Informal payments
in health care can be conceptualized as strategies adopted by both the demand and
supply side to cope with the lack of resources and poor performance of the health care
system (Lewis, 2000; Vian et al., 2006). Patients pay informally to jump the queue,
receive higher quality of health services or more care (Lewis, 2000; Vian et al., 2006;
Liaropoulos et al., 2008). For providers of medical care, informal payments can turn
into an instrument to supplement their low salaries or to satisfy the desire for a higher

income (Liaropoulos and Tragakes, 1998).

In countries like Albania informal payments to medical staff in the public health
care sector have accompanied the transition from a central planned economy to a
market economy. The existence and magnitude of such informal payments is often
attributed to a mix of causal factors (Gaal and McKee, 2005; Vian et al., 2006; Tomini
and Maarse, 2011). Often the phenomenon is linked to the legacies of ‘Semashko’
systems formerly implemented in post-communist CEE and FSU countries (MCKee
1991). The freely available services and the growing health care demand in the
transition period are also considered as driving factors from this perspective (Gaal and
McKee 2005). Other causes are also believed to be the culture of expressing gratitude
through gifts (Delcheva et al., 1997; Balabanova and McKee 2002) and the lack of
resources (Ensor and Savelyeva, 1998; Ensor and Witter, 2001; Chawla et al., 1998).

The presence of wide spread informal payments to medical staff is generally seen
as an indicator of governance failure in the health sector (Lewis and Petterssen 2009).
Governance failure in this case (condoning fraudulent behaviour) is closely linked with
tolerance towards corruptive practices in other parts of society which are indicative for
a lack of good governance. The general low probability of being detected or penalised

when engaging in such practices contributes directly to the spread of informal



payments. In some cases informal payments — although illegal — are condoned by
governments that are unable to provide sufficient funding for health care providers.

A disputable topic regarding informal payments in health care is also that of the
‘ultimate’ remedy against these practices. Previous studies have argued that improving
the remuneration mechanisms for medical staff, increasing providers’ accountability
and empowering patients’ voice may be remedies against such phenomena (Lewis and
Pettersson 2009). Policy measures in the last years in Albania have addressed mainly
the financing of primary care services and the compensation of general doctors. The
impact that these measures have on informal payments is questionable. The persistence
of informal payments (both inpatient and outpatient services) poses major questions
both for the dynamics of the main causes over time but also on the effectiveness of the
public measures against them. In this paper we use a propensity score matching (PSM)
technique that allows for matching individuals over different cross-sectional surveys so
that we can evaluate the effect that individual characteristics (like health insurance or

other factors) have on the probability to pay informally.

The main aim of this paper is to test for the main motives behind informal
payments in health care and to assess the effectiveness of various measures that have
been implemented to reduce such informal payments over the last years in Albania.
Data from the Albanian Living Standard Measurement Survey (ALSMS) for 2002,
2005 and 2008 are used for this purpose. A tobit and Heckman selection model are
employed to identify the main individual determinants. We also use propensity score
matching (PSM) techniques to investigate how individual characteristics of people

paying informally have changed over the years.

Il. Informal payments and recent reforms in the health care sector in Albania
Albania, as most of the other ex-communist countries, has inherited a health care
system based on the former Soviet ‘Semashko’ model. This system was designed to
cover the entire country including every single village, following the communist
ideology of “free health care services for all”. The health sector during the communist
period was underfinanced and considered as a non-productive sector (Nuri and
Tragakes, 2002). The funds allocated to the health sector were low and investments in

health technology were even lower. The priority of the government in health care was



mainly related to providing access to primary and secondary care. This led to a widely
distributed web of primary health care (PHC) posts and centers and to a relatively large
number of local and regional hospitals (most of which had outdated equipments and

were overstaffed).

The Ministry of Health (MoH) in Albania (National Health Sector Strategy, 2004)
has recognized that informal payments in health care are widespread both in inpatient
and outpatient care. However the government has not succeeded to contain these

informal payments so far.

Table 1. Responsibilities in the health care sector

MINISTRY OF HEALTH HEALTH INSURANCE INSTITUTE LocAL GOVERNMENT UNITS

YEAR
IS RESPONSIBLE FOR: IS RESPONSIBLE FOR: ARE RESPONSIBLE FOR:
- Salaries of medical staff’ - Salaries of GPs - PHC operating costs
- Capital investments " - Salaries of PHC medical staff in
(hospitals only) Tirana
2002 . . . .
- Operating costs - Durres hospital (pilot project)
- Human resources planning - Drugs reimbursement
- Salaries of medical staff® - Salaries of GPs - PHC capital investments
- Capital investments for - Salaries of PHC medical staff in (conditional grants)
hospitals Tirana
2005 Operating costs - Durres hospital (pilot project)
- Human resources planning - Diagnostic reimbursements for
expensive tests
- Drugs reimbursement
- Salaries of medical staffin - Contracting of PHC services (420 - PHC capital investments
hospitals PHC units since 2007) (conditional grants)
- Capital investments for - Durres hospital (pilot project)
2008  hospitals - Diagnostic reimbursements for
- Human resources planning  expensive tests
- Drugs reimbursement
- Capital investments for - Contracting of PHC services (salaries - PHC capital investments
hospitals and operating costs) (conditional grants)
2009- Human resources planning - Con'_[racting of hos_pital services
2010 (salaries and operating costs) —

ongoing
- Drugs reimbursement

Source: World Bank 2006, MOH 2004, HIl 2010

1 This excludes the salaries of general practitioners, primary health staff in Tirana and medical staff in Durres hospital
which are paid directly by the Health Insurance Institute.



Table 1 gives an overview of the changes in responsibilities for health care
throughout the recent years. As can be seen from the table, the main changes between
years 2002 and 2005 relate to consolidating the financing of Primary Health Care
(PHC) through the Health Insurance Institute (HII) (but limited in the salaries of
general practitioners). The reforms between 2005 and 2008 consist of a further
increase of the HII role in contracting PHC services. The first changes began in 2007
but to the best of our knowledge no evaluation of the effects exists. Generally, reforms
between 2002 and 2008 were focused on primary health care and outpatient service.
Little was done with regard to inpatient care (the contracting of such services from the
HIl will only be implemented in 2009-2010 and the effects are still to be seen).

Figure 1. Monthly salaries of General Practitioners (in 000 ALL)
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Source: Own calculations based on World Bank (2006) and Health Insurance Institute (2010). Note: All amounts
are in Albanian Leks are deflated to 2002 prices. 100 ALL = 0.73 Euros in June 2002 (Bank of Albania, 2010)

One of the measures linked to informal payment has been the increase of medical
staff’s salaries. Between 2002 and 2005 such salaries have significantly increased for
the general practitioners (GPs) who were paid through the HII. Figure 1 shows the
average salary level of GPs between 2000 and 2008 both in nominal values and in real
terms (adjusted for Consumer Price Index). This increase has been substantive in real
terms between 2000 and 2005, but there is a decline of average salaries in real terms
between 2006 and 2008.

Salaries of medical staff in the inpatient sector have also constantly increased
during this period (especially after 2005), but the average wage for medical specialists
in this sector remains below the average wage of the medical staff in PHCs.



Data and descriptive statistics

The data used in this study come from Albania Living Standard Measurement
Survey (ALSMS) 2002, 2005 and 2008. These are cross sectional surveys
representative for four main stratified regions; Tirana (the capital), mountainous,
coastal and central areas. The number of households sampled were 3599 in 2002, 3640
in 2005, and 3600 in 2008. The questionnaires include information on household
demography, education, labor, income/consumption, health status, health care episodes
and out-of-pocket payments in health care. The variables that we have used in our
analysis all come from identical questions in these three years. Using the fact that
poverty measures in countries like Albania are based primarily on
expenditure/consumption rather than income (World Bank, 2006) we present here
figures based on aggregate consumption. The ALSMS consumption aggregate includes
the main components of consumption: food consumption (both purchased and
consumed from own production), non food expenses, utilities, and durables (World
Bank, 2006).

For the purpose of our analysis we restrict our samples to individuals who have
visited outpatient care during the last four weeks (visited public ambulatory services),
or who have been visiting inpatient care in the last 12 months (hospitalized in the
public hospitals). The selected individuals are then asked separately about the amount
they have paid informally as payments to the medical staff.

The incidence of informal payments is relatively high throughout the years.
However, the incidences of informal payments for outpatient and inpatient care differ
significantly when the two types of services are compared. Informal payments are less
frequent in outpatient than in inpatient care. One explanation for this can be the fact
that the average wages for medical specialists in inpatient services is less than the
wages of the medical staff in PHCs. Another reason may be the severity of treatment.
Patients may feel more obliged to pay specialists in inpatient care than general

practitioners as they may feel more time and efforts are involved in the first case.

Informal payments are widespread also across consumption quintiles, with the
lowest quintiles having a large incidence of such payments. What is more interesting is

that while there is a general declining trend of such payments in 2005 and 2008, the



poorest quintiles are the ones for whom this declining trend is least pronounced. In fact
in outpatient care in 2005 and 2008 the poorest quintile is the one with the highest
incidence of informal payments (26.8 and 22.1 per cent respectively). This tendency is
certainly signaling that whatever measures were taken between years these were

certainly not targeted to the poor (see Table 2).

Table 2. The share of patients paying informal payments to medical staff in outpatient
and inpatient health care by consumption quintiles (ALSMS data 2002-2008)

CONSUMPTION

YEAR 2002 YEAR 2005 YEAR 2008
QUINTILES
Outpatient care
1 0.228 (0.041) 0.268 (0.042) 0.221 (0.047)
2 0.293 (0.042) 0.244 (0.046) 0.158 (0.035)
3 0.268 (0.032) 0.203 (0.039) 0.200 (0.040)
4 0.327 (0.042) 0.222 (0.035) 0.215 (0.035)
5 0.271 (0.028) 0.162** (0.029) 0.150 (0.032)
Total population 0.281 (0.021) 0.218 (0.021) 0.190 (0.021)
Nr of observations 2120 1463 1151
Inpatient care
1 0.479* (0.063) 0.548 (0.060) 0.465 (0.071)
2 0.569 (0.060) 0.602 (0.056) 0.495 (0.085)
3 0.654 (0.048) 0.586 (0.061) 0.351 (0.080)
4 0.644 (0.049) 0.529 (0.057) 0.445 (0.078)
5 0.598 (0.048) 0.517 (0.055) 0.434 (0.086)
Total population 0.597 (0.030) 0.559 (0.032) 0.439 (0.041)
Nr of observations 707 677 377

Note: Quintiles refer to total per capita consumption quintiles. Standard errors are in brackets. Stars indicate if the
mean for the subgroup is significantly different from the mean of all other subgroups. *** p<.01, ** p<.05, * p<.1

The amounts paid informally to medical staff for inpatient care (per admission)
are much higher than those paid in outpatient care (per visit). Over the years we
observe a decline (in real terms) in the average amount paid in outpatient care, while
there is an increase for the inpatient care between 2002 and 2005 and a slight decrease
between 2005 and 2008. Again, as for the incidence of payments, the poorest quintiles

are the most heavily burdened by the payments (see Table 3).

Table 3. The mean of the amount paid informally per outpatient visit and per day
hospitalized by consumption quintiles (ALSMS data 2002-2008)

CONSUMPTION

YEAR 2002 YEAR 2005 YEAR 2008
QUINTILES




The mean of the amount paid informally per outpatient visit in Albanian Leks (series with
2002 prices)

Quintile 1 74.733 (20.639) 82.088 (20.486) 67.548 (16.590)

Quintile 2 76.037* (11.757) 71.665 (17.044) 38.499 (9.838)

Quintile 3 86.652 (20.342) 80.278 (21.037) 53.222 (11.613)

Quintile 4 125.885 (37.708) 71.945 (14.106) 59.052 (11.992)

Quintile 5 122.419 (23.090) 52.283 (10.410) 35.356* (7.874)
Total Population 103.163 (12.875) 71.110 (9.866) 50.810 (6.206)
Nr of observation 2120 1463 1151

The mean of the amount paid informally per inpatient admission in Albanian Leks (series
with 2002 prices)

Quintile 1 2698.46%**  (612.39)  4292.77  (899.46) 2564.90  (710.81)

Quintile 2 3348.46**  (679.37)  4809.48  (753.51) 4127.07 (1676.40)

Quintile 3 4739.35 (828.56)  5020.69  (1033.69) 2090.51  (709.64)

Quintile 4 6097.60 (935.21) 5289.25 (1188.33) 4924.74  (1483.99)

Quintile 5 6470.97*  (1193.82) 7679.65 (1904.73) 3396.17  (1003.77)
Total Population 4835.32 (450.216) 5284.28  (574.32)  3341.70  (525.99)
Nr of observation 697 660 354

Note: Quintiles refer to total per capita consumption quintiles. Standard errors are in brackets. Stars indicate if the
mean for the subgroup is significantly different from the mean of all other subgroups. *** p<.01, ** p<.05, * p<.1

IV. Empirical strategy
The descriptive statics show clearly that certain characteristics of individuals (e.g.
economic status) might be closely associated with the amounts paid. There are also
distinct changes between the years and between consumption categories. In order to
further explore this we look at how patients’ characteristics influence informal

payments during the years.

Determinants of informal payments

The Albanian LSMS it is not a panel survey so we have to rely on cross section
analysis to determine the effect of individual characteristics on the amount paid
informally to medical staff. In order to have an estimation of such determinants over
the years and also compare the changes between the years we pool the data from
ALSMS 2002, 2005 and 2008. The ALSMS allows this due to the identical questions

asked over the years.

Our first goal is to get more insights in the individual characteristics that

determine the amount paid informally. Not all patients who visited health care have



reported informal payments to medical staff. Therefore we have a share of people
reporting zero payments. We suspect this may be linked to two possible reasons: 1) the
left censoring at zero, or 2) a possible selection problem.

As we are dealing here with informal payments in health care it is completely
reasonable to imagine that some people may be aware that they should get treatment at
no costs, as they have already contributed to the public health care by paying health
insurance premiums or through taxes and that the law guarantees access to health care
as a right. Moreover, they may also feel that they contribute far more than they
actually benefit from the treatments or visits. Therefore it is feasible to assume that the
data can be better described by a model that accounts for self-selection.

The possible selection bias may be a classical case where the selection and the
outcomes are determined by different probability functions. This is a two part model
where the first part is a binary outcome, modeled as the probability that the binary
variable is bigger than 0, and the second part uses a linear regression to model the
outcome if the outcome is bigger than 0. The Heckman selection model is used to
check whether there exists any potential biases in the selection of respondents who do
pay and for whom we observe positive values on informal payments. This model is
supposed to capture the overall effect that certain observable characteristics may have
on the selection of respondents who pay informally. This is a very important aspect if
we want to avoid any biases associated with the estimates from the tobit model.
Results from the two models are compared with each other to check for

inconsistencies.

Impact over the years

Evaluating the between-years changes in individual informal payments for health
care requires a panel survey that follows the same individuals over the years and
measures the incidence and amounts paid informally over time. In the absence of such
panel data, we use the potential of similar representative surveys for 2002, 2005 and
2008 and employ propensity score matching (PSM). PSM helps in identifying
individuals with similar characteristics over different years in the absence of an
experimental set up, where we would be able to construct counterfactuals. After these

counterfactuals are identified we can use them to observe the changes over the years



for those paying informal payments and those not paying. This would capture the real
change over the years not for the total population but for people having similar
characteristics and therefore produce more accurate estimates. Thus, PSM creates a
situation similar to an experiment where everyone has the same probability of
participating in the consecutive year, and this probability is balanced among the
participants and not participants and conditional on observed variables.

We assume vy, to be the participation outcome for individual i when this
individual is subject to participating in the current and previous survey and y,; to be the

outcome in absence of the participation for the same individual (see also Deheija and
Wahba, 2002; Dabalen et al., 2008). The effect for an individual is:

T = Y — Yoi (%)
and population effect can therefore be defined as:
i = E(yli IT, :1)_ E(in IT, = 0) (6)

whereT indicates the participation in the survey, and T, is equal to 1 if individual

I participates in the survey and O if not. As the “treatment” here refers to the
consecutive year of the survey we do not observe outcomes that would have
materialized if corresponding individuals had not participated in the survey

E(y, | T =1). In our case the “treatment” involves the entire population and therefore
the participation is independent of the potential outcomes(y,,y, LT,). The average

participation effect for the population participating is:
t=E(y, |T,=1)-E(y, |T, =0) 7)

The variables used for matching correspond to observable characteristics of
individuals that are stable over the years. The random selection of participants in the
surveys makes sure that the qualities of the participants and the non participants are

identical in terms of the distribution of the observed characteristics. Given that all



surveys were country representative, we can assume that individuals had the same
probability of participating in the consecutive surveys, and that both participants and
not participants came from the same economic environment. Both the condition of
random selection of participants and the similarities in the background (Heckman et
al., 1997) are fulfilled in our analysis.

V. Results

Table 4 gives the results of tobit and Heckman selection models for the amounts
paid informally for both outpatient and inpatient care. The exclusion instruments used
for non-random assignment of systematic non-payers (patients who will not pay an
informal payment under the given circumstances) are the dummies corresponding to
having health insurance, having difficulties to pay for health care, and being a health
practitioner (as the profession of the patient). These instruments are chosen as they are
related to the probability of paying informally, but not to the amount paid. The
overidentifying restriction tests (Sargan, 1958; Basmann, 1960) indicate whether the
exclusion instruments fulfill the requirement of being exogenous to the amount paid
informally (while correlated with the probability of paying). The outcomes of the tests
do not reject the null hypothesis (the lower part of Table 3). This suggests that our
exclusion instruments can be considered valid. At the same time we also test for the
validity of the selection correction. The likelihood-ratio test for rho=0 rejects its null
hypothesis showing that OLS estimates without the selection correction would be

inconsistent.

As we can see, the effects of individual characteristics on the amount paid
informally (expressed here as the natural logarithm) vary slightly across the tobit and
Heckman selection models for both health care services. The results show that the
mean of the amount paid informally for outpatient and inpatient care has decreased
over time. Patients pay lower amounts informally in 2008 and 2005 compared to 2002.
However, the exclusion instruments in the selection model suggest that such decrease
is mainly due to a lower probability of paying in these later years (some individuals are
not likely to pay and their share increases over the years). However, the Heckman
selection model shows that the change in the amount paid over the years in both
outpatient and inpatient care turns out to be positive and significant (except for

outpatient care in 2008). In other words, in 2005 and 2008 people may be less likely to



pay informally than they were in 2002 but those who pay informally, pay higher

amounts.

Residents of rural areas pay higher amounts of informal payments for outpatient
care compared to residents of urban areas. The selection correction shows that such
difference is statistically significant only for the amount paid and negative (not
statistically significant) for the probability of paying. This shows that patients coming
from rural areas are less likely to pay (for every patient from rural area the logs of
paying informally decrease by 0.3 percent times compared to urban area patients), but
pay in general higher amounts. Such differences can be a result of a mix of visits in
health care centers located in rural or urban areas. Due to social connections they are
less likely to pay informally in their own localities (Vian and Burak, 2006), but pay
higher amounts in urban areas where such network connections are lacking and higher
opportunity costs are involved (e.g. higher transportation costs, staying over, etc). The
situation is different for inpatient care where being a rural resident does not have a
statistical significant effect on the amount paid informally for inpatient care. This is
evidence that the amounts paid informally in inpatient care do not differ significantly

between patients living in rural or urban areas.

Table 4. Informal payments for Outpatient and Inpatient health care — Results from

tobit and Heckman selection models

OUTPATIENT SERVICES INPATIENT SERVICES
TosIT MODEL HECKMAN SELECTION MODEL ToBIT MoDEL HECKMAN SELECTION
VARIABLES MODEL
Log of the Selection Log of the Log of the Selection Log of the
amount paid model amount paid amount paid model amount paid
(Year 2002)
Year 2005 -0.683*** -0.240*** 0.123** -0.080 -0.033 0.192*
(0.150) (0.050) (0.058) (0.305) (0.071) (0.111)
Year 2008 -0.672*** -0.220*** -0.041 -1.044** -0.230** 0.354**
(0.175) (0.058) (0.069) (0.405) (0.092) (0.155)
Rural area 0.039 -0.003 0.147*** 0.224 0.046 -0.049
(0.146) (0.049) (0.050) (0.320) (0.073) (0.113)
(Stratum central)
Stratum coastal 0.486*** 0.187*** -0.162*** 0.900** 0.169** 0.055
(0.153) (0.051) (0.055) (0.359) (0.085) (0.132)
Stratum mountain -0.870*** -0.293*** 0.063 -1.799*** -0.328*** -0.416***
(0.183) (0.061) (0.071) (0.339) (0.077) (0.129)
Stratum Tirana -0.983*** -0.316*** 0.111 -1.388** -0.270** 0.144
(0.221) (0.073) (0.090) (0.540) (0.122) (0.205)
Gender (“0” male, “1” female) 0.091 0.031 0.007 0.265 0.060 -0.057
(0.126) (0.042) (0.045) (0.279) (0.064) (0.104)




Age (in years) 0.009 0.002 0.008 0.024 0.004 0.033***
(0.014) (0.005) (0.005) (0.031) (0.007) (0.011)

Age squared -0.000** -0.000 -0.000* -0.000 -0.000 -0.000***
(0.000) (0.000) (0.000) (0.000) (0.000) (0.000)

Chronic illness 0.008 -0.001 0.063 -0.864** -0.180** -0.020
(0.176) (0.059) (0.062) (0.397) (0.091) (0.149)

(Health rate: bad)

Health rate: average -0.034 -0.010 -0.035 0.023 -0.071 0.437***
(0.158) (0.053) (0.057) (0.387) (0.088) (0.144)

Health rate: good -0.237 -0.066 -0.094 0.496 -0.008 0.650***
(0.198) (0.066) (0.072) (0.452) (0.104) (0.166)

(Primary/No education)

Secondary education 0.014 -0.007 0.122** 0.547 0.113 0.025
(0.171) (0.057) (0.061) (0.363) (0.084) (0.132)

University education -0.471 -0.164 0.223* 0.777 0.088 0.380
(0.322) (0.108) (0.129) (0.7112) (0.166) (0.255)

(Nuclear families)

Extended families 0.116 0.038 -0.008 -0.094 -0.035 0.182*
(0.135) (0.046) (0.048) (0.298) (0.069) (0.109)

Quintile 1 -0.033 -0.016 0.050 -0.981** -0.192** -0.016
(0.214) (0.072) (0.077) (0.426) (0.097) (0.160)

Quintile 2 -0.008 0.013 -0.104 -0.149 -0.043 -0.084
(0.206) (0.069) (0.073) (0.416) (0.095) (0.153)

(Quintile 3)

Quintile 4 0.460** 0.154** -0.003 0.163 0.052 -0.064
(0.189) (0.064) (0.067) (0.427) (0.099) (0.155)

Quintile 5 0.307 0.080 0.186*** 0.599 0.103 0.295*
(0.197) (0.066) (0.069) (0.441) (0.103) (0.159)

Has health insurance -0.748%** -0.256%** - -0.952%** -0.216%** -
(0.142) (0.047) (0.310) (0.062)

(Have no difficulties to pay for

health care services)

Have difficultie_s to pay for 0.266* 0.090% ) 0.563* 0.152%* )

health care services
(0.140) (0.046) (0.313) (0.062) -

Health practitioners -0.653 -0.215 - -0.368 -0.091 -
(0.495) (0.166) (0.888) (0.170) -

Constant 2.031%** -0.357*** 5.625*** 2.026** 0.252 5.964***
(0.386) (0.128) (0.173) (0.910) (0.205) (0.322)

N (Left-censored N) 4734 4734 1711 1711 -
(3634) (3634) (788) (788) -

Log likelihood -4294.121 -3603.754 -3418.707 -2669.832 -

Pseudo R 0.0317 - 0.021 - -

Rho: Correlation of error terms - -0.394*** - -0.798** -

(0.120) (0.537) -
LR test of independent egns. i 5.80 [0.016] i 14,65 [0.000]

(HO: rho = 0),[Prob>chi?]

Wald chi? [Prob>chi?] Whole
model

69.72 [0.000]

101.23 [0.000]

Overidentification tests:

Sargan (score) chi® (HO: Instruments are exogenous
to log of amount paid informally) [Prob>chi?]

1.140 [0.566]

0.218 [0.896]

Basmann chi® (HO: Instruments are exogenous to
to log of amount paid informally) [Prob>chi?]

1.135 [0.567]

0.215 [0.897]

Note: Stars indicate: *** p<.01, ** p<.05, * p<.1; Reference categories in italics. Standard errors are in brackets.
Results of the middle column “Selection model” should be interpreted as the increase



The results of the geographic divisions (stratums) show that there are significant
regional differences in paying informally to medical staff. The results from the tobit
and Heckman selection models differ at this point. Residents of coastal areas seem to
be more likely to pay informally to medical staff for both outpatient and inpatient care
compared to others areas but they pay lower amounts (after the selection correction).
On the other hand, residents of mountainous areas and Tirana are less likely to pay
informally compared to residents of coastal and central areas. This difference may be
due to the fact that mountainous areas and Tirana are on average poorer than central
and coastal areas (World Bank, 2006).

Older people are faced with higher informal payments for outpatient and
inpatient care. This is related to the higher predisposition of requiring health care
(older people have a higher demand for health care). The negative slope of the age
squared variable indicates an inverted-U shape of the amount paid informally to age.
This shows that working-age adults are the ones who pay larger amounts informally
and this can be linked to their higher income generating capabilities and higher
opportunity costs. As expected, patients in the higher consumption quintiles generally
spend more on informal payments for both health care services. However, coefficients
are not always statistically significant showing that differences between quintiles are
not clearly marked. For instance for outpatient service the selection correction shows
that patients in quintile 1 may have a lower probability of paying but pay (for every
patient from rural area the logs of paying informally decrease by 0.3 percent times
compared to urban area patients) larger amounts than higher quintiles (though results
are not statistically significant), or that quintile 4 may pay lower amounts than
respondents from lower quintiles (the coefficient for the logarithm of amount paid is
negative but again not statistically significant). This shows that informal payments do
not follow the trend of the income distribution and that the lowest quintiles are the

most disadvantaged ones.

Health insurance is among the identifying instruments in the selection equation.
As we have shown the major contribution of health insurance is that it lowers the
probability of paying informally for outpatient and inpatient care (this also explains its
significance in the tobit model) but does less so for the amount paid. The use of the

other correction instruments shows that people who have difficulties to pay for health



care are more likely to pay informally. This demonstrates the unfairness of informal
payments and also indicates that vulnerable groups (e.g. those who are also less likely
to be protected by health insurance) are more prone to such payments. On the other
hand, the results show that groups with more social connections and information, like
health practitioners, have a lower probability to pay informally for health care (though
results are not statistically significant showing that informal payments nevertheless

occur among all groups).

Table 5. Propensity Score Matching results for Outpatient and Inpatient health care —
Time impact on the average amount paid informally to medical staff

OUTPATIENT HEALTH INPATIENT HEALTH CARE
CARE SERVICE SERVICE

Year 2002 — 2005

Nearest — neighbour matching 0.021 (0.059) 0.113 (0.113)
Kernel matching 0.020 (0.053) 0.062 (0.106)
Year 2005 - 2008

Nearest — neighbour matching -0.152** (0.067) -0.026 (0.152)
Kernel matching -0.180*** (0.063) -0.044 (0.138)
Year 2002 — 2008

Nearest — neighbour matching -0.111* (0.065) 0.096 (0.145)
Kernel matching -0.125** (0.058) 0.094 (0.136)

The matching results reported in Table 5 show that there were no big differences
in the average amount paid informally for outpatient and inpatient care between the
years 2002 and 2005, but there is a decrease in the average amount of such payments
between the years 2005 and 2008 (statistically significant for outpatient care). The
effect of different measures (i.e. financing health services and wages directly from the
HIl and increasing the wages of GPs) could only be seen in later years. The overall
effect between the years 2002 and 2008 differs for outpatient and inpatient service.
So, for outpatient care there is even a slightly decrease (a 11 and 12.5 per cent
decrease of the average amounts in real terms). This can be considered as a relatively
small achievement in this regard. In inpatient care the overall effect between years
2002 and 2008 is positive (but statistically not significant). Again, it looks like there
have been more incentives to reduce informal payments between years 2005 and 2008
than there were between years 2002 and 2005.



Table 6 shows the time impact on the main characteristics of patients paying
informally when individuals are matched following similar characteristics. For the
geographical areas we notice that the share of patients paying informally does not
change in a similar direction over the years. Rural area residents become more likely
to pay informally in inpatient care services if year 2008 is compared to year 2002 and
this confirms that the burden is shifting towards those with higher opportunity costs
(due to longer distances) or fewer social connections and information (since hospitals

are mostly located in Tirana and urban areas).

For outpatient service results show that residents of the central area and Tirana
become more likely to pay informally for outpatient care if years 2005 and 2008 are
compared to 2002. Patients living in the mountainous area are more likely to pay
informally in 2008 compared to 2002. Only patients living in the coastal area, which
is among the wealthier areas (World Bank, 2006), have become less likely to pay
informal payments over the observed years. The tobit and Heckman selection models
show that patients living in coastal area have the highest probability to pay compared
to all other areas and therefore the decline over the years can be attributed to the
effectiveness of policy measures in this particular area. However, such policy
measures fail to affect deprived regions (i.e. the mountainous areas, whose residents
are less likely to pay in 2002 and 2005 but more likely to pay informally between
2002 and 2008). Similar to outpatient services there are differences between residents
of geographical regions of the country. Patients living in central Albania become more
likely to pay informally in inpatient care if year 2008 is compared to 2002 while
patients coming from other regions become less likely to pay informally (though
differences are not always significant). These between-areas differences could be a
consequence of more resources being allocated to certain geographical areas (e.g.

higher salaries for medical staff willing to work in remote hospitals, etc).

Table 6. Time impact for patients paying informally (Propensity Score Matching

results for Outpatient and Inpatient care services)

THE DIFFERNCE BETWEEN YEAR FOR THE DIFFERNCE BETWEEN YEAR FOR
OUTPATIENT SERVICE INPATIENT SERVICE
VARIABLES
years years years years years years
2002-2005 2005-2008 2002-2008 | 2002-2005 @ 2005-2008 | 2002-2008
Rural area -0.139*** -0.039 -0.061 0.060 0.066 0.109**




(0.040) (0.050) (0.047) (0.039) (0.051) (0.051)
Stratum central 0.174*** 0.036 0.170*** 0.047 0.109** 0.177***
(0.037) (0.049) (0.044) (0.035) (0.050) (0.049)
Stratum coastal -0.090** -0.144%=*= -0.274%** -0.064* -0.053 -0.150%**
(0.041) (0.048) (0.045) (0.037) (0.045) (0.046)
Stratum mountain -0.150%** 0.087*** 0.011 -0.030 -0.006 -0.014
(0.028) (0.032) (0.035) (0.037) (0.046) (0.046)
Stratum Tirana 0.066*** 0.021 0.093*** 0.047** -0.049* -0.013
(0.023) (0.035) (0.030) (0.020) (0.031) (0.028)
Gender (“0” male, “1” female) 0.028 -0.203*** -0.128*** 0.007 -0.228*** -0.220***
(0.040) (0.049) (0.047) (0.039) (0.051) (0.050)
Age (in years) -0.023 1.644 0.071 1.101 4.686** 5.367**
(1.999) (2.493) (2.282) (1.746) (2.278) (2.159)
Age squared 144518 181.639 183.316 185.505 377.037* | 522.859***
(158.96) (204.37) (186.134) (140.670) (202.331) (194.429)
Chronic illness -0.020 0.014 -0.007 -0.084** 0.057 -0.026
(0.040) (0.049) (0.046) (0.039) (0.052) (0.052)
Health rate: bad 0.025 -0.005 0.047 0.084** -0.058 0.081*
(0.037) (0.047) (0.044) (0.035) (0.048) (0.046)
Health rate: average -0.036 -0.008 -0.107** -0.092%** 0.005 -0.080*
(0.038) (0.048) (0.046) (0.033) (0.040) (0.043)
Health rate: good 0.020 -0.001 0.062 0.043 0.009 0.017
(0.038) (0.047) (0.044) (0.039) (0.051) (0.051)
Without education -0.017 -0.004 -0.018 -0.011 0.012 -0.011
(0.014) (0.015) (0.018) (0.009) (0.009) (0.013)
Primary education 0.059 -0.010 0.080* 0.062 -0.038 0.049
(0.041) (0.050) (0.048) (0.039) (0.051) (0.051)
Secondary education -0.072** 0.056 -0.035 -0.060* 0.077* -0.009
(0.032) (0.042) (0.041) (0.032) (0.044) (0.045)
University education -0.039*** -0.001 -0.065*** -0.032* -0.007 -0.038*
(0.013) (0.013) (0.016) (0.017) (0.019) (0.020)
Nuclear families -0.049 -0.431%** -0.494*** | -0.129*** | -0.439*** | -0.535***
(0.040) (0.042) (0.039) (0.039) (0.042) (0.040)
Extended families 0.034 0.440%** ABB*** 0.117*** 0.413*** 0.501***
(0.040) (0.043) (0.040) (0.039) (0.044) (0.042)
Quintile 1 0.080*** 0.037 0.052 0.076*** 0.054 0.043
(0.029) (0.041) (0.035) (0.029) (0.043) (0.041)
Quintile 2 0.031 -0.065* -0.029 0.034 -0.036 0.001
(0.031) (0.038) (0.035) (0.032) (0.043) (0.041)
Quintile 3 -0.042 0.019 -0.005 0.033 -0.051 -0.077*
(0.032) (0.041) (0.039) (0.033) (0.040) (0.039)
Quintile 4 -0.010 -0.007 0.026 -0.053* -0.040 -0.016
(0.035) (0.043) (0.042) (0.032) (0.041) (0.042)
Quintile 5 -0.059* 0.016 -0.044 -0.090*** 0.073* 0.048
(0.034) (0.038) (0.039) (0.032) (0.040) (0.042)
Has health insurance 0.043 0.145*** 0.133*** -0.022 0.176*** 0.169***
(0.041) (0.049) (0.046) (0.039) (0.051) (0.051)
Have difficulties to pay for health care services -0.025 -0.095* -0.156*** -0.023 -0.093* -0.105**
(0.039) (0.049) (0.046) (0.036) (0.049) (0.048)
Health practitioners -0.022** 0.011 -0.008 -0.027** 0.001 -0.023
(0.009) (0.008) (0.012) (0.012) (0.011) (0.016)

Note: Results are displayed for the matching using 5-nearest neighbour estimator. The caliper width is 0.01. Stars
indicate: *** p<.01, ** p<.05, * p<.1; Standard errors are in brackets.



People with any university education are less likely to pay informally for
outpatient and inpatient care if years 2005 and 2008 are compared to 2002. This effect
shows that higher educated people have become more aware of their rights or are in a
better bargaining position with medical staff. The time effect turns positively only for
people with primary education if year 2008 is compared to 2002 showing that they
become more likely to pay informally for all health care services. Having very basic
education reduces the chances to be formally employed (and therefore to benefit from
health insurance) and may also limit social connections with medical staff (the same
table shows that being a health practitioner lowers the probability of paying over the
years because of these connections).

The share of people in the highest quintile who pay informally decreased
between years 2002 and 2005. The same trend is more or less maintained for the three
top quintiles throughout the years (even though not statistically significant). The
opposite has happened for the first and second quintiles. The first quintile becomes
consistently more likely to pay informally throughout all years confirming our
previous findings and showing a regressive effect of measures taken to reduce

informal payments in the Albanian outpatient care.

In the tobit and the Heckman selection models we have found that having health
insurance reduces the probability of paying informally. Despite this, the effect of
health insurance over the years has not moved in the same direction. Patients having
health insurance become more likely to pay if year 2008 is compared to 2002 and
2005. The positive (and statistically significant) coefficients show that the effect of
health insurance in lowering the probability of paying has decreased over the years. In
fact, it looks like that the lack of further policy measures between years 2005 and
2008 has created reverse incentives for participation in the social health insurance

scheme.

VI. Discussion
By using the results for inpatient and outpatient care, we are able to say
something about the causes of informal payments in Albania. The high incidences of
informal payments among certain groups of payers (e.g. rural residents, lower

educated patients, and those with difficulties to pay for health care) shows how wide



spread this phenomena is. The significant effects of having less information on the
amount required (as with patients with basic or no education) or having fewer social
connections (as with rural residents seeking health care in urban areas) clearly
indicate a governance failure in the system and demonstrate that not all causal factors
are exclusively linked to scarcity of resources. Moreover, certain groups in the
population seem to be more disadvantaged than others. Patients belonging to the
lower consumption quintiles pay similar amounts compared to the middle quintile,
while rural residents pay higher amounts for outpatient care. This shows that they are
very vulnerable to informal payments. The government fails to protect these groups in
the population that are left to cope with market mechanisms (You need care? You
have to pay for it!). It is clear that lack of government support and a lower bargaining

power of these groups will make them more susceptible to poverty in the long-run.

Having national health insurance lowers the probability of paying informally
both for outpatient and inpatient care. This may be due to the greater bargaining
power of these patients in interacting with medical staff. They are better informed on
what their rights are. However, such relation was proven to be fragile in the long-term
as we showed that the role of health insurance has become weaker between 2005 and
2008. This frail status of health insurance in Albania calls for more attention to

evaluating the effect of ongoing reforms especially in the inpatient care.

Other aspects we have tested were the effects of particular policy changes that
have taken place mostly between 2002 and 2005 (such as the contractual agreement
between HII and outpatient care and the increase of GPs salaries). Assuming that most
of the changes took place in outpatient care (in terms of reorganization and financing
primary health care centers), we expect most of the effects to be associated to this
service. In fact, the matching techniques show that the amount paid by individuals did
not change much during the first years after 2002. Moreover, the direction of the
changes was not always as expected. Some of the unexpected results included: the
increase in the average amount paid between 2002 and 2005 for outpatient care; the
gradual increase of the probability of paying among patients having health insurance
between 2002 and 2005/2008; and the relatively high amounts (and probability) paid

for patients in lower quintiles, i.e. among patients who have the most difficulties to



pay. This is evidence for some debatable effects of the reform measures and clearly
indicates that weak governance remains one of the biggest challenges in the sector.

Previous research has highlighted government failure as one of the main causes
for informal payments in health care (Lewis, 2006). When the government fails to
enforce accountability or fails to prevent non-ethical behavior of medical staff, the
most vulnerable will bear the consequences. Our findings show that in the Albanian
context one of the main reforms directly linked with the underpaid health care staff
(the increase of GPs wages), has proven ineffective in reducing informal payments in
the long run. This was due to lack of a follow up on reforms and the indexation of
wages over the years. The evidence shows that even though economic factors may
play a role in determining the amount of informal payments to medical staff,

governance issues are more closely linked to the incidence of such payments.

VII. Conclusion

Informal payments to medical staff are widespread in Albania both for outpatient
and inpatient care. Most of the evidence coming from ALSMS data for 2002, 2005
and 2008 support a scarcity of resources and governance failure in health care as the
main reasons behind them. The past reforms and reorganization of the primary health
sector have only managed to achieve small reductions in the amounts and incidence of
informal payments. The empirical evidence shows that even though the wages of
primary care medical staff have doubled (in real value) over the years, informal
payments remain widely spread. Vulnerable groups in society remain less protected
against such payments and policy measures have not reached the most deprived

regions of the country.

Patients and physicians are using informal payments as coping strategies to ease
problems brought about by a lack of resources and poor governance. Judging from the
evidence provided by the ALSMS data for 2002, 2005 and 2008, the most effective
policy measure in Albania from a supply-side perspective would be to include
inpatient care in the benefits package of the health insurance scheme. The direct
contracting of inpatient services by the health insurance fund would increase
efficiency and accountability of inpatient care provision. Such measures have only

started to be implemented in 2009. The effects on inpatient care are yet to be seen



while the experience with outpatient care calls for more attention on the outcome of
this reform. The data analysis in this paper has demonstrated that the people suffering
the effects of informal payments are the poorest or regionally most disadvantaged (i.e.
residents of rural areas). Providing better protection for the most vulnerable groups of
the population and adjusting the regional distribution of resources will certainly help
in this direction. Moreover, every extension of health insurance to inpatient care must
be combined with policy measures to protect the chronically ill and the uninsured. It
goes without saying that the increased efficiency in financing the health care system
would also require taking measures to eliminate informal payments. Experiences from
other countries (see also Lewis and Pettersson, 2009) have shown that providing more
incentives for physicians (e.g. revenue sharing) and increasing control and

accountability would contribute in this regard.



Bibliography

Balabanova, D. and McKee, M. (2002) Understanding informal payments for health
care: the example of Bulgaria, Health Policy, 62, 243-273.

Basmann, L. R. (1960) On Finite-Sample Distributions of Generalized Classical
Linear Identifiability Test Statistics, Journal of the Americal Statistical
Association, 55, 650-659.

Mukesh, C., Berman, P. and Kawiorska, D. (1998) Financing health services in
Poland: New evidence on private expenditures, Health Economics, 7, 337-346.

Dabalen, A., Kilic, T. and Wane, W. (2008) Social Transfers, Labor Supply and
Poverty Reduction, World Bank Institute Working Paper 4783.

Rajeev, H. D. and Wahba, S. (2002) Propensity Score-Matching Methods For
nonexperimental causal studies, The Review of Economics and Statistics, MIT
Press, 84, 1, 151-161.

Delcheva, E., Balabanova, D. and McKee, M. (1997) Under-the-counter payments
for health care: Evidence from Bulgaria, Health policy, 42, 89-100.

Ensor, T. and Savelyeva, L. (1998) Informal payments for health care in the Former
Soviet Union: some evidence from Kazakstan, Health Policy Plan, 13, 1, 41-9.

Ensor, T and Witter, S. (2001) Health Economics in low income countries: Adapting
to the reality of the unofficial economy, Health Policy, 57, 1-13.

Gaal, P., Belli, P. C., McKee, M and Szdcska, M. (2006) Informal Payments for
health care: Definitions, distinctions, and dilemmas, Journal of Health
politics, Policy and Law, 31, 2.

Gaal, P. and McKee, M. (2005) Fee-for-service or donation? Hungarian perspectives
on informal payment for health care, Social Science and Medicine, 60, 7, 1445—
1457.

Heckman, J. J., Ichimura, H. and Todd, P. (1997) Matching as an econometric
evaluation estimator: Evidence from evaluating a job training program, The
Review of Economic Studies, 64, 4, 605-654.

Killingsworth, J. J. (1999) Unofficial fees in Bangladesh: price, equity and
institutional issues, Health Policy and Planning, 14, 2, 152-163.

Lewis, M. and Pettersson, G. (2009) Governance in Health Care Delivery. Raising

Performance, World Bank Institute Working Paper 5074



Lewis, M. (2000) Who is paying for health care in Eastern Europe and Central Asia,
Human Development Sector Unit Europe and Central Asia region. The World
Bank, Washington, D.C.

Liaropoulos, L., Siskou, O., Kaitelidou, D., Theodorou, M. and Katostaras, T. (2008)
Informal payments in public hospitals in Greece, Health Policy, 87, 72-81.

Liaropoulos, L. and Tragakes, E. (1998) Public private financing in the Greek health
care system: implications for equity, Health Policy, 43, 153-169.

McKee, M. (1991) Health services in Central and Eastern Europe: past problems and
future prospects, Journal of Epidemiology Community Health, 45, 260-265.
McPake, B., Asiimwe, D., Mwesigye, F., Ofumbi, M., Ortenblad, L., Streefland, P.
and Turinde, A. (1999) Informal economic activities of public health workers in
Uganda: implications for quality and accessibility of care, Social Science and

Medicine, 49, 849-865.

Nuri, B. and Tragakes, E. (2002) Health Care Systems in Transition, European
Observatory on Health Care Systems, 4, 6.

Sargan, J. D. (1958) The estimation of economic relationships using instrumental
variables, Econometrica, 26, 393-415.

Tomini, S. and Maarse, H. (2011) How do patient characteristics influence informal
payments for inpatient and outpatient health care in Albania: Results of logit and
OLS models using Albanian LSMS 2005, BMC Public Health, 11: 375.

Vian, T. and Burak, L. J. (2006) Beliefs about informal payments in Albania, Health
Policy Planning, 21, 5: 392-401.

Vian, T., Grybosk, K., Sinoimeri, Z. and Hall, R. (2006) Informal payments in
government health facilities in Albania: Results of a qualitative study, Social
Science and Medicine 62: 877-887.

World Bank. (2006) Albania Health Sector Note, World Bank Institute Report No.
32612-AL, Washington DC.



The UNU-MERIT WORKING Paper Series

2012-01 Maastricht reflections on innovation by Luc Soete

2012-02A methodological survey of dynamic microsimulation models by lJinjing Li and
Cathal O'Donoghue

2012-03 Evaluating binary alignment methods in microsimulation models by lJinjing Li and
Cathal O'Donoghue

2012-04 Estimates of the value of patent rights in China by Can Huang

2012-05 The impact of malnutrition and post traumatic stress disorder on the performance
of working memory in children by Elise de Neubourg and Chris de Neubourg

2012-06 Cross-national trends in permanent earnings inequality and earnings instability in
Europe 1994-2001 by Denisa Maria Sologon and Cathal O'Donoghue

2012-07 Foreign aid transaction costs by Frieda Vandeninden

2012-08 A simulation of social pensions in Europe by Frieda Vandeninden

2012-09 The informal ICT sector and innovation processes in Senegal by Almamy Konté and
Mariama Ndong

2012-10The monkey on your back?! Hierarchical positions and their influence on
participants' behaviour within communities of learning by Martin Rehm, Wim
Gijselaers and Mien Segers

2012-11 Do Ak models really lack transitional dynamics? by Yoseph Yilma Getachew

2012-12 The co-evolution of organizational performance and emotional contagion by R.
Cowan, N. Jonard, and R.Weehuizen

2012-13 "Surfeiting, the appetite may sicken": Entrepreneurship and the happiness of
nations by Wim Naudé, José Ernesto Amords and Oscar Cristi

2012-14 Social interactions and complex networks by Daniel C. Opolot

2012-15New firm creation and failure: A matching approach by Thomas Gries, Stefan
Jungblut and Wim Naudé

2012-16 Gains from child-centred Early Childhood Education: Evidence from a Dutch pilot
programme by Robert Bauchmdiiller

2012-17 Highly skilled temporary return, technological change and Innovation: The Case of
the TRQN Project in Afghanistan by Melissa Siegel and Katie Kuschminder

2012-18 New Technologies in remittances sending: Opportunities for mobile remittances in
Africa Melissa Siegel and Sonja Fransen

2012-19 Implementation of cross-country migration surveys in conflict-affected settings:
Lessons from the IS Academy survey in Burundi and Ethiopia by Sonja Fransen,
Katie Kuschminder and Melissa Siegel

2012-20 International entrepreneurship and technological capabilities in the Middle East
and North Africa by Juliane Brach and Wim Naudé

2012-21 Entrepreneurship, stages of development, and industrialization by Zoltan J. Acs and
Wim Naudé

2012-22 Innovation strategies and employment in Latin American firms by Gustavo Crespi
and Pluvia Zuniga

2012-23An exploration of agricultural grassroots innovation in South Africa and
implications for innovation indicator development by Brigid Letty, Zanele Shezi and
Maxwell Mudhara

2012-24 Employment effect of innovation: microdata evidence from Bangladesh and
Pakistan by Abdul Waheed



2012-250pen innovation, contracts, and intellectual property rights: an exploratory
empirical study by John Hagedoorn and Ann-Kristin Ridder

2012-26 Remittances provide resilience against disasters in Africa by Wim Naudé and Henri
Bezuidenhout

2012-27 Entrepreneurship and economic development: Theory, evidence and policy by Wim
Naudé

2012-28 Whom to target - an obvious choice? by Esther Schiiring and Franziska Gassmann

2012-29 Sunk costs, extensive R&D subsidies and permanent inducement effects by Pere
Arqué-Castells and Pierre Mohnen

2012-30Assessing contingent liabilities in public-private partnerships (PPPs) by Emmanouil
Sfakianakis and Mindel van de Laar

2012-31 Informal knowledge exchanges under complex social relations: A network study of
handloom clusters in Kerala, India by Robin Cowan and Anant Kamath

2012-32 Proximate, intermediate and ultimate causality: Theories and experiences of
growth and development by Adam Szirmai

2012-33 Institutions and long-run growth performance: An analytic literature review of the
institutional determinants of economic growth by Richard Bluhm and Adam Szirmai

2012-34 Techniques for dealing with reverse causality between institutions and economic
performance by Luciana Cingolani and Denis de Crombrugghe

2012-35 Preliminary conclusions on institutions and economic performance by Denis de
Crombrugghe and Kristine Farla

2012-36 Stylized facts of governance, institutions and economic development. Exploring the
institutional profiles database by Bart Verspagen

2012-37 Exploring the Panel Components of the Institutional Profiles Database (IPD) by
Luciana Cingolani and Denis de Crombrugghe

2012-38 Institutions and credit by Kristine Farla

2012-39 Industrial policy for growth by Kristine Farla

2012-40 Explaining the dynamics of stagnation: An empirical examination of the North,
Wallis and Weingast approach by Richard Bluhm, Denis de Crombrugghe and
Adam Szirmai

2012-41 The importance of manufacturing in economic development: Past, present and
future perspectives by Wim Naudé and Adam Szirmai

2012-42 Lords of Uhuru: the political economy of elite competition and institutional change
in post-independence Kenya by Biniam Bedasso

2012-43 Employment and wages of people living with HIV/AIDS by Pilar Garcia-Gomez, José
M. Labeaga and Juan Oliva

2012-44 Prescriptions for network strategy: Does evidence of network effects in cross-
section support them? by Joel A.C. Baum, Robin Cowan, and Nicolas Jonard

2012-45 Perspectives on human development theory in democracy promotion: A
comparison of democracy promotion programmes in Egypt through the lenses of
classical and revised modernisation theory by Inger Karin Moen Dyrnes

2012-46 Nonlinearities in productivity growth: A semi-parametric panel analysis by
Théophile T. Azomahou, Bity Diene and Mbaye Diene

2012-47 Optimal health investment with separable and non-separable preferences by
Théophile T. Azomahou, Bity Diene, Mbaye Diene and Luc Soete

2012-48Income polarization and innovation: Evidence from African economies by
Théophile T. Azomahou and Mbaye Dien



2012-49 Technological capabilities and cost efficiency as antecedents of foreign market
entry by Fabrizio Cesaroni, Marco S. Giarratana and Ester Martinez-Ros

2012-50 Does the internet generate economic growth, international trade, or both? by
Huub Meijers

2012-51 Process innovation objectives and management complementarities: patterns,
drivers, co-adoption and performance effects by Jose-Luis Hervas-Oliver, Francisca
Sempere-Ripoll and Carles Boronat-Moll

2012-52 A systemic perspective in understanding the successful emergence of non-
traditional exports: two cases from Africa and Latin America by Michiko lizuka and
Mulu Gebreeyesus

2012-53 Determinants of quadic patenting: Market access, imitative threat, competition
and strength of intellectual property rights Can Huang and Jojo Jacob

2012-54 Envy and habits: Panel data estimates of interdependent preferences by Jose Maria
Casado, Francisco Alvarez-Cuadrado, Jose Maria Labeaga and Dhanoos Sutthiphisal

2012-55The impact of Medium-Skilled immigration: A general equilibrium approach by
Joan Muysken, Ehsan Vallizadeh and Thomas Ziesemer

2012-56 Tax incentives or subsidies for R&D? by Isabel Busom, Beatriz Corchuelo and Ester
Martinez Ros

2012-57 The impact of development aid on education and health: Survey and new evidence
from dynamic models by Thomas Ziesemer

2012-58 Do R&D tax incentives lead to higher wages for R&D workers? Evidence from the
Netherlands by Boris Lokshin and Pierre Mohnen

2012-59 Determinants of the prevalence of diarrhoea in adolescents attending school: A
case study of an Indian village school by Shyama V. Ramani, Timothée Friihauf,
Arijita Dutta and Huub Meijers

2012-60 Communication costs and trade in Sub-Saharan Africa by Evans Mupela and Adam
Szirmai

2012-61 Differential welfare state impacts for frontier working age families by Irina S.
Burlacu and Cathal O'Donoghue

2012-62 Microeconometric evidence of financing frictions and innovative activity by
Amaresh K Tiwari, Pierre Mohnen, Franz C. Palm, Sybrand Schim van der Loeff

2012-63 Globalization and the changing institution for sustainability: The case of the
Salmon farming industry in Chile by Michiko lizuka and Jorge Katz

2012-64 Chronic and transitory poverty in the Kyrgyz Republic: What can synthetic panels
tell us? by Mira Bierbaum and Franziska Gassmann

2012-65 Worker remittances and government behaviour in the receiving countries by
Thomas H.W. Ziesemer

2012-66 Switching the lights off: The impact of energy tariff increases on households in the
Kyrgyz Republic by Franziska Gassmann

2012-67 The dynamics of renewable energy transition in developing countries - The case of
South Africa and India by Radhika Perrot

2012-68 Government R&D impact on the South African macro-economy by Radhika Perrot,
David Mosaka, Lefentse Nokaneng and Rita Sikhondze

2012-69 The determinants of home based long-term care utilisation in Western European
countries by Sonila M Tomini, Wim Groot and Milena Pavlova

2012-70 Paying informally for public health care in Albania: scarce resources or governance
failure? by Sonila M Tomini and Wim Groot



