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Summary: The ar﬒ cle is analyzing the dynamics 
of main economic components of the health 
system, examined as an economic system, in the 
framework of ten-year period (1995 – 2005) – 
resources, ac﬒ vi﬒ es, impar﬒ al and subjec﬒ ve 
indicators of health-related results. The 
conclusions show, that the healthcare system 
suff ers of substan﬒ al scarci﬑  of public funding 
and personnel resources (nurses), reduc﬒ on 
of ac﬒ vi﬒ es in the outpa﬒ ent care, hyper-
admissions in hospitals and worsening of main 
health indicators. 

Key words: health care economics in Bulgaria, 
health resources, health eff ec﬒ veness

JEL : I10.

O
ne of the most complicated systems in 
the socio-cultural sphere is that of the 
healthcare. The complexi﬑  evolves from 

the varied forms of health structures, funding 
and correla﬒ ons amongst them – market, quasi-
market and non-market ones, regula﬒ ons and 
deregula﬒ ons, economic and administra﬒ ve, 
ethical and unethical.  The economic signifi cance 
of the health system is condi﬒ oned not solely 
by the fact that it engages 3-4 % of the 
employed in the na﬒ onal economy, 3/4 of 
whom is universi﬑  graduated. As well as that 
it is absorbing 4 billions of private and public 
funds and it generates about 5 % of the GDP.  

More important is that the health care system 
off er professional services, aimed at protec﬒ ng, 
restoring and stabilizing the heath of the 
popula﬒ on, thus infl uencing human capital, 
quan﬒ ﬑  and quali﬑  of offi  ce hours and free 
﬒ me, needed for produc﬒ on of other wealth for 
the human development.

At the end of the 90th and in 2000 the 
system was exposed to radical changes of legal 
regula﬒ on, proper﬑ , funding and remunera﬒ on 
of the health care performers. The reasons 
for that were substan﬒ al deforma﬒ ons in the 
preceding system, divided in two non compe﬒ ng 
sectors – public, funded by the budget, and 
private – with direct funding by the households 
(2, 4, 5). Within the old system the dark economy 
was more vital that the offi  cial economy (2).  
The reform philosophy was, that by economic 
s﬒ mula﬒ on of the private owner, working for 
profi t medical ins﬒ tu﬒ ons and development of 
pubic-private compe﬒ ﬒ ve environment funded 
by third par﬑  – health insurance funds, the 
reformed system will start performing more 
effi  ciently and eff ec﬒ vely will bare greater u﬒ li﬑  
to the consumers, therefore to the socie﬑ . 

Seven years later, the media alarm, that the 
system is shaken by confl icts and tension, and 
the consumers are par﬒ cularly disappointed and 
unhappy. The dark economy is s﬒ ll strong in the 
eyes of the people, up to whom the doctors 
have long ago outwent the custom’s offi  cers on 
bribery skills. Is this the real objec﬒ fi ed situa﬒ on? 
Reply to this ques﬒ on could be given through the 
scien﬒ fi c research and the logic of the scien﬒ fi c 
evidences. 

Economic Parameters 

of the Modern Health Reform
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The modern literature is quite modest in such 
kind of impar﬒ al assessments. We would try here 
to assessing the status of the reformed health 
system leaning on the dynamic posi﬒ ve analysis, 
implan﬒ ng a number of regulatory comparisons. 

In the present paper we make it our objec﬒ ve to 
analyze the dynamics and the trends in varia﬒ on 
of the main economic components of the health 
system examined as an economic system in ten-
year period (1995 – 2005) – resources, ac﬒ vi﬒ es 
and achievements. The data sources are the 
na﬒ onal and ins﬒ tu﬒ onal health sta﬒ s﬒ cs, the 
WHO Data Base, publica﬒ ons, own scien﬒ fi c 
research and other sociologic studies.

Resources

T
he health system resources are more 
diversifi ed than the usually examined in other 

systems.  In their composi﬒ on aside of labor, 
durables and nonmaterial assets, short-term 
assets, fi nancial resources and management, 
they comprise health resort resources as well as 
the pa﬒ ent himself, who is the object and the 
subject of his own health, i.e. the result of the 
off ered health services.

The most important resource is the unique 
labor of the health specialists. There are 
approximately 100.000 persons engaged in the 
system, represen﬒ ng 3 % of the employed in the 
na﬒ onal economy, divided on doctors, den﬒ sts, 
master pharmacists, nurses, materni﬑  nurses, 
laboratory assistants and other speciali﬒ es 
with a level “specialist” and “secondary school 
graduated”, hospital a﬐ endants as well as  
diff erent non-medic occupa﬒ ons – biologists, 
chemists, engineers, psychologists,  economists, 
lawyers, IT specialists etc. In the years before the 
reform the health system was engaging 4 % of 
the employed and between 5 and 10 % of them 
are working in the health systems of various EC 
countries.

The medical personnel are the core of the human 
resources (see Fig. 1).

It is seen from Figure 1, that the doctor’s labor 
in the system is reduces during the last 10 
years from the point of view of the number of 
employed in clinical prac﬒ ce and administra﬒ on. 
On the background of the reducing Bulgarian 
popula﬒ on this slight tendency does not excite 
grave apprehensions. However, quite hard and 
endangering the system stabili﬑  is the almost 

Figure 1. Dynamics of the employed in the healthcare during 1995 – 2005.

Sources: Statistical Reference Book, NSI, 2001, p.20; Statistical Reference Book, NSI, 2006, p. 25.
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double reduc﬒ on of the number of nurses and 
other specialists, gradua﬒ ng at medical colleges. 
The good medical prac﬒ ce requires having not 
less than 2 nurses per 1 doctor. In Bulgaria 
the propor﬒ on is 1.1 being much lower as 
interna﬒ onally, where 3-5 nurses are falling on 
1 doctor.

Figure 2 presents the coverage of 100,000 persons 
from the popula﬒ on with medical specialists for 
the same ﬒ me period. It’s confi rming the alarming 
tendency of low coverage with nurses, but the 
fi nancial incen﬒ ves and the widening insurance 
funding of hospitals has posi﬒ ve infl uence, 
showing signs of improvement star﬒ ng on 2003. 
The coverage with doctors and den﬒ sts is stable 
and slightly improving under the condi﬒ ons of 
the reform. 

Except for the scarci﬑  of nurses and other 
employed persons with degree “specialist” 
and “secondary school graduated” toward the 
popula﬒ on and the doctors, there are other 
dispropor﬒ ons in the coverage with human 
resources – for instance the dispropor﬒ on 
between the doctors in the primary 
outpa﬒ ent care and those in the specialized 
outpa﬒ ent care. It is seen from Figure 3 the 

excessively big and growing number of the 
doctors on the higher level of medical care – 
the specialized outpa﬒ ent care (during the last 
years the growth results from the ranks of the 
hospital doctors, working in medical ins﬒ tu﬒ ons 
for outpa﬒ ent care).  One can also see the even 
though weak trend of reducing number of 
general prac﬒ ﬒ oners, that forms the main 
body of the newly reformed system and who are 
to be relied on for the coverage of non less than 
60-70 % of the health needs. In view of the 
being in arrears with the popula﬒ on coverage 
with doctors in the outpa﬒ ent care toward 
the EC (5), the lines of the people wai﬒ ng in 
front of the cabinets, as well as the unoccupied 
350 medical prac﬒ ces in small living places, this 
phenomenon looks quite anxiously.

Another important “produc﬒ vi﬑ ” operator is 
the durable material assets in the system, 
which we would analyze through the indicators: 
number of the medical/ treatment ins﬒ tu﬒ ons 
and beds in them. In inheritance from the 
system of socialism, the country disposes with 
quite big and diversifi ed number of medical 
ins﬒ tu﬒ ons, most of them having old-fashioned 
and ill-kept building fund, and improper 
technological assurance. The health reform 

Figure 2. Coverage of population with main human healthcare resources (on 100 000 persons) for the 

period 1995 – 2005.

Sources: Computed based on the population and number of medical personnel data in: Statistical 

Reference Book, NSI, 2001, p.7, p.20; Statistical Reference Book, NSI, 2006, p.12, p. 25.
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served as an accelerator in the registra﬒ on 
of growing number of ins﬒ tu﬒ ons mainly 
in the specialized outpa﬒ ent and inpa﬒ ent 
care. In spite that the number of hospitals 
does not varies signifi cantly, seen from Fig. 4, 
the same if compared with the popula﬒ on is 
the biggest in the EC and leads to a very big 
pressure on the public funding system (5, 6). The 
number of hospital beds was reduced in the last 

years to the necessary minimum with internal 
dispropor﬒ ons between the beds for ac﬒ ve 
treatment (quite a lot) and for fi nalizing the 
treatment and for long treatment (miserably 
insuffi  cient).

The funding resources are the cardiovascular 
system of the resources’ provision. The 
healthcare is one of the most expensive ﬑ pes 

Figure 3. Dynamics of the doctors engaged in primary and specialized outpatient care in the period 

1995 – 2005.

Remarks: The number of GPs for 1995 comprises the district physicians (without the obstetricians) of the 

in town treatment and prophylactic institutions and the physicians working in the country. The number 

of the specialists in the outpatient care is the difference between the total number of doctors in the 

outpatient departments and the district and country doctors.

Sources: m. “Healthcare”, 1996, p. 70, 71 and 74; Health Report, MoH, 2004; NHIF Activity Report, 2005.

0

2000

4000

6000

8000

10 000

12 000

1995 2000 2003 2005

GPs

outpa﬒ent care 
specialists

Figure 4. Dynamics of the number of outpatient and hospital institutions and population coverage with 

hospital beds for the period 1995 – 2005.

Sources: Statistical Reference Book, NSI, 2001, p. 7, p. 17; Statistical Reference Book, NSI. 2006, p. 12, p. 23.
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of ac﬒ vi﬑  and its fi nancing is a func﬒ on of the 
general social-economic state of the country, the 
municipali﬒ es, the business and the households. 
The health reform centre was the implementa﬒ on 
of contractual model of mandatory health 
insurance, which should secure fresh funds for 
the health needs, increase the individual and 
shared responsibili﬑  for the health and to keep 
the approachabili﬑  to a universal package of 
health assistance. Priori﬑  of the insurance model 
was also the possibili﬑  of equal approach to the 
enlarging number of private medical ins﬒ tu﬒ ons, 
having contract with NHIF. 

Seven years since the beginning of the health 
reform we ascertain, that none of these 
expecta﬒ ons came true aside that the health 
insured persons have access to private medical 
ins﬒ tu﬒ ons with modern medical technologies. 
The public fi nancial resources haven’t almost 
increased in real values (see Figure 5) despite 
the more and more penetra﬒ on of NHIF as a 
payer of around 80 % of the medical care 
(Figure 6.). The reason for this nega﬒ ve result 

is the restric﬒ ve macroeconomic policy followed 
by IMF and le﬎  by it to the state in rela﬒ on 
of the public expenditures. As the NHIF budget 
represents part of the consolidated budget 
program, all insurance expenses, as well as part 
of state and municipal health expenditures are 
framed by the adopted budget fl oor, set yearly 
by IMF for health care.  In comparison with the 
BDP the public health expenditures take 
almost constant share of 4 – 4,5 %, which 
is extremely insuffi  cient towards the real  
needs of the ageing Bulgarian popula﬒ on, for 
building renova﬒ on and purchase of new medical 
technologies. This is the lowest level of the 
public health expenses towards the other EC 
member countries, as well as Romania (5, 6). 

By contrast with the low coverage with funding 
from public sources, private sources – mainly the 
households’ budgets have extensively developed 
in the country. For instance as per NSI data the 
health-related expenditures of the households 
are con﬒ nuously increasing from 2.1 % (1995) 
to 5.1 %  (2005) of the fi nancial expenses, 

Figure 5. Nominal and real public health expenditures for the period 1995 – 2005.

Remarks: The nominal expenditures are deflated with GDP deflator (Main macroeconomic indicators, NSI, 

2005).

Sources: Health Care Systems in Transition – Bulgaria, WHO, 1999, р. 23; Health Report, MoH, 2004; 

Ministry of Health. 
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and the ul﬒ mate consumer expenses of the 
households for health in 2004 reach BGN 1 113 
mio., only for the period of the reform increasing 
3 ﬒ mes (13).  Two our studies comprising the 
ques﬒ on of  the consumer health expenses (2.4) 
indicate that since 1999 to 2005 the increase is 
2,5 ﬒ mes and for the last year are accumulated 
BGN 1 427 mio. (1), non negligible part of which 
represents non regulated payments for health 
services. In view of the fact, that 90 % of the 
den﬒ stry, 10 % of the primary care and almost 
50 % of the specialized medical care are shady, 
one can conclude that Bulgaria has taken 
the road of the underdeveloped “banana” 
republics, where more than 50-60 % of the 
health expenses are private and in cash. 

The internal structure of the public expenditures 
by ac﬒ vi﬒ es is asymmetric too. The WHO 
requirements are for inves﬒ ng more than the 
half of the resources in the primary outpa﬒ ent 
medical care, which is less expensive and could 
produce economy of hospital expenses.  During 
the majori﬑  of the past 10 years and mainly in 
the last 2-3 years the rate of the expenditures 
for inpa﬒ ent care surpasses 50 % of all public 
expenses, which orientates the system toward 

more expensive medical services and thus 
becomes source of ineffi  ciency. Except for that 
the newly built two-level outpa﬒ ent system, 
composed by subjects of the private law working 
for profi t doesn’t fulfi ll its high responsibili﬒ es 
for assuming the prevailing part of the needs 
and for eff ec﬒ ve preven﬒ on and treatment in 
outpa﬒ ent condi﬒ ons. In quite a lot cases due to 
the low qualifi ca﬒ on of the outpa﬒ ent doctors 
the pa﬒ ents enter the hospitals in very bad 
shape and with imprecise diagnoses. 

Activity

T
he new quasi-market and market rela﬒ ons, 
the based on ac﬒ vi﬑  funding by NHIF and 

the Ministry of health and the requirements for 
concluding contracts have posi﬒ ve eff ect on the 
part of the main indicators for the ac﬒ vi﬑  of the 
medical ins﬒ tu﬒ ons. This conclusion is especially 
valid for the hospitals, which intensify their 
ac﬒ vi﬑ , use more and more ﬒ ghtly their bed 
capaci﬑  and treat more intensively (see Table 1). 
Simultaneously NHIF alarms con﬒ nuously for 
“excessive hospitaliza﬒ ons” – overburden 
growth of the pa﬒ ents passed, which is due to 

Figure 6. Nominal public health and NHIF expenditures for the period 1995 – 2005.

Sources: Health Care Systems in Transition – Bulgaria, WHO, 1999, p. 23; Health Report, MoH, 2004; 

Ministry of Health; NHIF Budget Report, 2005.
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the striving of the hospitals to increase their 
earnings by fi nancing every pa﬒ ent (clinical path 
case) (11,12). Bulgaria has never been known 
with so high levels of hospitaliza﬒ on (par﬒ cularly 
for 2005 and the last years) including within 
the counter-plans in the socialism. Despite that 
from the point of view of the economic appraisal 
could be concluded, that the system performs 
more effi  ciently, this doesn’t illustrate the social 
effi  ciency because of ins﬒ tu﬒ ons’ orienta﬒ on 
towards more expensive inpa﬒ ent care and the 
transfer of expenditures from the lower system 
levels to the most expensive level.  

The outpa﬒ ent medical ins﬒ tu﬒ ons work quite 
pathe﬒ cally with the health insured persons in 
comparison with the inpa﬒ ent ins﬒ tu﬒ ons – 
such are the conclusions of MoH and NHIF in the 
reports for the NIHF ac﬒ vi﬑  during the last years 
(6, 11, 12). This is valid mainly for the preven﬒ ve 
and the dispensary ac﬒ vi﬒ es which are of very 
substan﬒ al social signifi cance, but are covered 
on lower prices. 

The repor﬒ ng informa﬒ on on the ac﬒ vi﬑  and 
the coverage of popula﬒ on with diff erent kinds 
of services is twisted in the new circumstances. 
For example the introduced in 2003 addi﬒ onal 
payment for each person registered as chronically 
ill in the GP pa﬒ ent’s list and for the visit of 

such a pa﬒ ent to a specialist, has resulted in 
increasing the number of so registered pa﬒ ents 
(see Table 1). At the same ﬒ me the ac﬒ vi﬑  
doesn’t increase, but slowly decreases (the 
number of visits of one person falls from 4 to 2 
for a period of 2-3 years).

In conformi﬑  to our es﬒ ma﬒ ons the consump﬒ on 
of publicly funded inpa﬒ ent care measured 
through the number of visits per person has 
fallen if compared with 1995 and reaches 
approximately 4 visits in 2005 (Table 1). For 
comparison with the other Central and East 
European Countries, the number of visits per 
capita is usually higher than 5, and in Hungary is 
above 10 (19). The reasons for that situa﬒ on are 
the more insignifi cant fi nancial resources which 
are devoted for the outpa﬒ ent care in the NHIF 
budget, the severe restric﬒ ons and the limita﬒ on 
of the doctors for the number of submi﬐ ed 
direc﬒ ons for consulta﬒ ons and laboratory tests 
(through the so called “regulatory standards”), 
the shi﬎  of part of the pa﬒ ents to self-fi nanced 
examina﬒ ons and laboratory tests, which aren’t 
reported to avoid taxes, self treatment and 
increased preferences to alterna﬒ ve medicine.

Table 1. Main activity indicators in health care during 1995 – 2005.

Ac﬒ vi﬑  indicators 1995 2000 2003 2005

Ambulatory visits per person 5.5 5.0 3.5 4.0

Listed by GP and specialist as 
chronically ill

139.6 n.a. 252.2 196.8

Hospitalized per 100 persons 17.7 15.4 17.3 20.8

Usage of beds in days 241 242.0 272.0 288.0

Beds’ turnover 18.0 21.0 30.0 35.0

Average stay per pa﬒ ent 13.6 11.5 9.1 8.1

Sources: m. “Healthcare”, NSI, MoH 1996, p.74, 78, 82; : m. “Healthcare”, NSI, MoH, 2006 p. 89, 92; NHIF 

Activity Report, 2003; NHIF Activity Report , 2005
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Achievements 

T
he health results for the period 1995-2005 
will be traced through objec﬒ ve and subjec﬒ ve 

health indicators. The eff ec﬒ veness will be 
analyzed also through the degree of sa﬒ sfac﬒ on 
by the health care, a synthe﬒ c expression for 
the individual usefulness of the consumed 
health services. Most of the health-demographic 
indicators (objec﬒ ve sta﬒ s﬒ cal indicators for the 
health status of the popula﬒ on) are changing 
for the worse in the circumstances of transi﬒ on 
and a﬎ er the implementa﬒ on of the health 
reform. The Interna﬒ onal Health Sta﬒ s﬒ cs (19) 
unambiguously shows, that during the health 
reform our country lags behind the other 
comparable countries (newly associated and 
candidates) and even deteriorates the indexes 
mortali﬑  (highest in EC 25+ Rumania), birth-
rate (lowest in the same comparison), natural 
growth (lowest). Bulgaria dis﬒ nguishes with 
the most unpleasant development of the index 
of standardized mortali﬑  from cardiovascular 
system diseases among E25 and Rumania.  Its 
value is 80 % higher than that in EC-10 and 3 
﬒ mes above that in EC-15. We are on one of 

the bo﬐ om places in rela﬒ on with the cerebral-
vascular diseases (15). Bulgaria occupies one of 
the leading places on occurrence with a trend to 
growth of smoking among the whole popula﬒ on 
mainly the youth and the women (6). 

In the assessments of the fulfi llment of the 
Lisboan Strategy (16) Bulgaria takes the bo﬐ om 
place among the new 10 member countries, 
behind Turkey and Rumania  on the social 
inclusion index (3.07 % with average 4.81 for 
these countries) and steady development (3.08 
with average for the same – 5.16). On the 
index of human development  our country shi﬎ s 
from the 60th place (1998) to 56th in 2002, but 
with deteriorated health status – lower than 
expected life expectancy – 70.9 years with 71.3 
years in1998 (17). 

The data of the Bulgarian health sta﬒ s﬒ cs also 
show nega﬒ ve changes in some basic health 
indicators shown in Table 2. In 2005 the total 
morbidi﬑  from malignant new forma﬒ ons 
increases with 25 % towards 2000 and with 
45 % towards 1995. The morbidi﬑  from ac﬒ ve 
tuberculosis marks apogee in 2000 and a﬎ er 

Table 2. Main health indicators for the period 1995 – 2005

Indicators 1995 2000 2003 2005

Registered general mortali﬑  from malignant new 
forma﬒ ons and localiza﬒ ons on 100 000 persons.

2119.60 2462.90
2981.90

(2004)
3069.90

Morbidi﬑  by ac﬒ ve tuberculosis on 

100 000 persons.
154.90 173.40

168.20 
(2004)

127.70

General mortali﬑  on 1000 persons 13.60 14.10 14.30 14.60

Child’s mortali﬑  on 1000 born alive  14.80 13.30 11.60 10.40

Premature mortali﬑  on 1000 persons 28.30 25.00 24.90 24.60

Standardized factor of mortali﬑  from cardiovascular 
diseases on 100 000 persons

691.38 737.07 713.01
685.35

(2004)

Standardized factor of mortali﬑  from malignant new 
forma﬒ ons on 100 000 persons

152.43 150.06 152.48
156.53

(2004)

Source: Healthcare, 2006, NSI, MoH, p. 28-29, 34, 46, 192, 194, 195.
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that decreases slowly, but in 2004 is s﬒ ll 8.6 % 
higher from that in 1995. In comparison with 
comparable EC countries it is s﬒ ll higher with 
50 % (19). The general mortali﬑  increases 
permanently and higher with 4 % from the level 
in 2000 and with 7 % from the level in 1995. 

Posi﬒ ve changes in unison with the European 
and world trends are noted in the indicators of 
children mortali﬑  and premature mortali﬑ , but 
the levels are s﬒ ll enough more nega﬒ ve than 
in EC.

Par﬒ cularly unfavorable is the trend to 
increase of standardized mortali﬑  due to 
malignant new forma﬒ ons in the years of the 
heath reform. Certain improvement is observed 
in the indicator of mortali﬑  from cardiovascular 
system diseases, but the levels are much higher 
if compared with that in the 10 new members 
of EC and even more in comparison with that 
in EC (15).

The deteriora﬒ on of most of the health-
demographic indicators during the years of the 
health reform has mul﬒ factor predetermina﬒ on. 
The main determinants are the socio-economic 
factors (low incomes, unemployment, problems 
of the approach to the health system, stress 
etc.), as well as risky behavior and unhealthy 
way of life.  Factors like aging of popula﬒ on, 
menaces of new pandemics and invasion of new 
technologies in the healthcare on their part 
generate bugger health requirements as well. 
These nega﬒ ve dynamics and reali﬑  predetermine 
growing health needs and health aid demand 
that on their side require conforming purchasing 
power of the funding bodies and off er which 
could meet the demand.

Aside from impar﬒ al indicators for health results 
we are to observe the subjec﬒ ve aspect of the 
health measured through self es﬒ ma﬒ on of 
the health as well.

According to data of the na﬒ onal study of the 
heath of the popula﬒ on eff ected by NSI in 
December 1996 in very good and good health 
are defi ned 66.4 % and in sa﬒ sfactory, bad and 
very bad – totally 33.6 % (9). Another analogous 
study of NSI conducted in March 2001 10) 
indicates that the health of the popula﬒ on 
assessed through the subjec﬒ ve opinion 
of the ques﬒ oned persons is signifi cantly 
deteriorated – the specifi c part of those defi ning 
their health as good and very good is decreased 
with 11 % and reaches 55.5 %. The percentage 
of men with worsened health from 27.8 % for 
1996 increases to 35.9 % in 2001 so with 5.6 
points. In the women the self es﬒ ma﬒ on for 
worsened health increases as a percentage from 
38.8 % to 44.4 % or with 5.6 points. The high 
level of the considera﬒ on for worsened health 
among women needs special a﬐ en﬒ on as it 
shows presence of health problems in substan﬒ al 
part of them.

During the last years NSI has not conducted similar 
study for comparabili﬑  in the new circumstances 
but the body of Chair “Management of socio-
cultural ac﬒ vi﬒ es” – UNWE in analyzing the 
market transforma﬒ on in the socio-cultural 
sphere (4) has studied the self-assessment of 
health based on answers of 780 respondents. 
As of 2005 in “very good” and “good” health 
have es﬒ mated themselves 52.1 % the others 
being in sa﬒ sfactory, bad and very bad health.  
This result shows values lower with 3.4 
percentage points from that at the beginning 
of 2001, but the rate of deteriora﬒ on is 
lower if compared with that for the period 
1996 – 2001.

In conformi﬑  with the representa﬒ ve research of 
AFIS Agency for chronically ill consider themselves 
22 % of whom 34 % men and 66 % – women. 
The indicated chronicle illness is approximately 3 
﬒ mes bigger than the average for EC and around 
4 ﬒ mes if compared with USA. 
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From the referred studies it is possible to 
conclude that the subjec﬒ ve assessment of 
the health status is decreasing during the 10-
years period and inclusive – in the condi﬒ ons 
of the health reform even if with lower rates in 
the last years.

The sa﬒ sfac﬒ on from the medical services 
received is studied diff eren﬒ ated for public and 
for paid by the consumer medical services in two 
of our studies (with comparabili﬑  between the 
ques﬒ ons) in 1999 and in the summer of 2005 
(1, 2, 4).

From the point of view of the consumer of 
publicly funded health services six years a﬎ er 
the beginning of the health reform is kept 
the same percentage of totally unsa﬒ sfi ed 
persons from the received public health 
services – 28 % which is a sign that in the 
eyes of the consumer the reforms have not 
changed the nega﬒ ve es﬒ ma﬒ ons. Though 
certain improvement in the new circumstances 
is reported – in 2005 the rela﬒ ve part of 
the wholly sa﬒ sfi ed persons is increasing – 
from 14 % in 1999 to 20 % for the account 
of the par﬒ ally sa﬒ sfi ed.  In comparison with 
1999 the consumer assessments of the quali﬑  
and technologic equipment of the healthcare 
have improved but the wai﬒ ng ﬒ me in front 
of cabinets is becoming leading problem. Slight 
improvement is observed in terms of the reason 
for “lack of a﬐ en﬒ on” but it is s﬒ ll emphasized 
in the foreground. The consumer taxes and the 
pa﬒ ents’ co-payment are another reason for 
lack of sa﬒ sfac﬒ on.

The sa﬒ sfac﬒ on with the medical services 
paid by the consumer is slightly higher – 
24.6 % and the unsa﬒ sfac﬒ on is fairly lower 
of that of the public health services in 2005 – 
7.3 %.  In comparison with the study held in 
1999 one could note drop of the sa﬒ sfac﬒ on 
(from 31 % wholly sa﬒ sfi ed to 24.6 %) while 
keeping the rate of the totally unsa﬒ sfi ed – on 

the level of 7 %. Aside from the high costs as 
reasons for unsa﬒ sfac﬒ on are shown the low 
quali﬑ , the insuffi  cient choice and incomplete 
market in the private sector.

The conclusion from the subjec﬒ ve assessments 
of the sa﬒ sfac﬒ on is that health reform which 
introduces public funding of public-private 
treatment and medical ins﬒ tu﬒ ons and new 
market and quasi-market rela﬒ ons has weak 
infl uence on the increase of the degree of 
sa﬒ sfac﬒ on from the public health services 
(the 6 % increase coming from the group of 
par﬒ ally sa﬒ sfi ed, that already fi x their assessment 
more categorically) without decreasing the 
rate of the totally unsa﬒ sfi ed. It is evident that 
with services paid by the consumer they are far 
from always receiving eff ec﬒ ve and procedural 
u﬒ li﬑ . The assessment of sa﬒ sfac﬒ on from 
paid medical services is worsening and the 
rate of totally unsa﬒ sfi ed is kept, like before 
the beginning of the health reform.

Summary

T
he compara﬒ ve overview on the dynamics of 
the main economic parameters of the health 

system in the last ten years with an accent 
on their development in the health reform 
circumstances enables the deduc﬒ on of the main 
trends in them. 

The present analysis illustrates that the reformed 
health system has become highly fragmented 
and disintegrated. From social point of view the 
increased number of medical ins﬒ tu﬒ ons seams 
unneeded and leads to low capaci﬑  using. 
The medical ins﬒ tu﬒ ons increase their ac﬒ vi﬑  
only with cost incen﬒ ves aiming at absorbing 
more public funds but with low eff ec﬒ veness.  
The system worsens its structures rela﬒ ve 
to:  therapeu﬒ c ac﬒ vi﬑ ; outpa﬒ ent/inpa﬒ ent 
ac﬒ vi﬑ ; ac﬒ ve/fi nishing treatment.
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Trends in the triad resources-ac﬒vi﬑-results
for the period 1995-2005

Resources Ac﬒vi﬑ Results

Human resources:

1. General reduc﬒on of the 
employment with dras﬒c worsening 
the provision with nurses.

2. Insufficient provision with GPs and 
excessive provision with specialists. 

3. Worsened propor﬒on doctors 
versus nurses (subs﬒tu﬒on of cheaper 
with costly labor).

Health network:

1. Excessive provision with specialized 
and inpa﬒ent medical ins﬒tu﬒ons 
(pressure on the public system of 
funding, leads to inefficiency).

2. Reduc﬒on of the number of 
hospital beds (posi﬒ve trend, reaching 
the sanitary minimum).

3. Excessive provision with ac﬒ve 
treatment beds and insufficiency of 
beds for finishing and con﬒nuous 
therapy.

Financial resources:

1. Nominal increase with slight real 
grow of the public funding in gradual 
subs﬒tu﬒on of the budget funded 
with health insurance funded 
(shortage of fresh money). 

2. Freezing and significant backward-
ness on the part of the public health 
expenditures from the GDP.

3. Non-European health expenditures’ 
structure (promptly increasing share 
of the direct payments from the 
budgets of the households.).

4. Dispropor﬒on in the public health 
expenditures (domina﬒ng expendi-
tures for the ter﬒ary level – hospital 
care).

Outpa﬒ent ac﬒vi﬑:

1. Reduc﬒on in number of visits to a 
doctor, in posi﬒ve trend.

2. Insufficient volume of preven﬒ve 
ac﬒vi﬑.

3. Growth of chronically illness 
registra﬒on in decreasing volume of 
outpa﬒ent ac﬒vi﬑.

Inpa﬒ent ac﬒vi﬑:

1. Excessive hospitaliza﬒on.

2. Improved extensive and intensive 
use of the hospital beds’ fund.

3. Orienta﬒on of the system towards 
the cost expensive hospital care 
(social inefficiency).

Impar﬒al health indicators:

1. Worsening indicators of general 
mortali﬑, mortali﬑ from oncological 
and cardiovascular diseases, and 
morbidi﬑ from malignant new 
forma﬒ons. Great lagging behind EC. 

2. High levels in posi﬒ve trend of 
ac﬒ve tuberculosis morbidi﬑ (great 
lagging behind EC).  

3. Improvement in the child’s and 
premature mortali﬑.

Subjec﬒ve health indicators:

1. Worsening health status.

2. High chronically morbidi﬑.

Sa﬒sfac﬒on 
by the health services:

1. Retaining unsa﬒sfac﬒on by public 
and paid medical services.

2. Slight increase of the full 
sa﬒sfac﬒on by the public services (for 
the account of the par﬒ally sa﬒sfied) 
in reduc﬒on of the complete 
sa﬒sfac﬒on by the paid sector.
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The Modern Health Reform

The possible solu﬒ ons of the durable problems 
and nega﬒ ve phenomena are in reforming the 
already reformed system guaranteeing improved 
insured persons’ accessibili﬑  to needed by them 
medical care, ver﬒ cal integra﬒ on of new ﬑ pe 
and a na﬒ onal policy targe﬒ ng the health and 
the healthcare. 
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