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Introduction

The health-care reform in Poland was introducdukrdate - only in 1999. The insurance
system in force until then had been budget-basedl9P9 health insurance started to be
implemented through health insurance instituticaiged Sick Funds. Because of its defective
operation, but primarily for political reasons gliystem was replaced by a National Health Fund,
which turned out to be inconsistent in many poith the Constitution. That is why in 2004 it
was modified to rectify those deficiencies. Theibabaracteristics of the health-care system
currently in force will be presented below. At tpisint, however, it should be emphasised that
the reforms instituted between 1999 and 2004 tetiazompetition between public and non-
public (private) health care.

The chief aim of the paper is to characterise tmepetitiveness of public and non-public health
care (hospitals) in Poland in a spatial aspectti#grogoal is a brief presentation of the current
system and sources of its financing.

1. The present health-care system in Poland

The Polish health-care system amended in 2004ebgelv Health Care Provision from Public
Means Act has achieved the following:

1. it has removed the former Act's inconsistendjthe Constitution;

2. it has taken full account of the consequenc®oteEnd's accession to the European Union and
made it possible for those insured to use the EBaopiealth Insurance Card in any EU member
state and in the European Economic Area as debigede European Free Trade Association
(EFTA);

3. it has simplified the system of planning hea&#ne needs at the level of the voivodeship
(NUTS 2) and the country (NUTS 1);

4. it has defined 'own tasks' of local authoritesthe levels of communes, poviats and
voivodeships and of the Ministry of Health in tiedd of ensuring equal access to health care;
5. it has made it possible for a patient to seeltinent in any public or private health-care
facility also beyond the boundaries of a voivodpgNUTS 2) if it has signed a contract with the
National Health Fund. In an emergency, medicaliseswcan also be provided by those facilities
that have no such contracts; and

6. it has introduced a new form of access to speethmedical services through compiling public
lists of people waiting for those services (cf..AY

The organisation of the current health-care systeRoland is presented in Fig. 1.
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Fig. 1. Medical services in Poland since 2004,rfoeal from health insurance contributions
after the introduction of the Health Care Providiamm Public Means Act of 27 August 2004.

Source: own compilation.

Although it has removed the flaws of its predecesbe new Act has not solved many problems
that are perceived as the main defects in the bperaf health care in Poland.

1. It has not introduced the so-called portfolidhetlth-care services: (a) guaranteed (with the
financial responsibility resting on the public pgyéb) recommended (with private means as the
principal source of their financing and public meamly as auxiliary), and (c) above-standard
(with the financial responsibility resting exclusly on the private payer) (Golinowska 2006).
2. The GDP-related means earmarked for healthararstill too low.

3. There are no clear rules of health-care finandiy the local authorities despite the
decentralisation of powers and their taking ovethefresponsibility for health care at the local
and regional levels (Suréwka 2004).

4. Failure to introduce the principle of co-paymémt health services, which would help to
rationalise their use.

5. Public health-care facilities have not beenruestired through commercialisation and
privatisation to increase the inflow of investmeapital and rationalise costs.

After the parliamentary election of 2005 and theuasption of power by right-wing parties, a
new debate on health-care reform started in Poksitek. the old Act was amended five times in
2005, a new bill is currently being prepared.
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2. Health care financing in Poland

The financing of the present health care systeRoiand relies on funds coming from various
sources, both public and private (Fig. 2). In 26@5funds allocated to health care were around
55 billion zlotys (13.8 billion euro), i.e. 6% di¢ GDP.

SOURCES OF FINANCING OF
HEALTH CARE IN POLAND

PUBLIC PRIVATE FOREIGN
ASSISTANCE

FUNDS FOR
Household means HEALTH CARE

Health insurance
| contributions

Funds of establishments

State budget

Private health insurance funds

Local government
| budgets

Funds of charitable institutions

Fig. 2. Sources of financing of health care in Rdla
Source: own compilation.

In the opinion of both experts and citizens, th@esditure on the health care system is
insufficient. A comparison with other countries pogs this opinion. To give an example,
Poland's total per capita expenditure in 2001 weeseaghth of that in the US. Other standard
parameters used to evaluate the state's effatssiare adequate health care also demonstrate the
unfavourable situation of Polish citizens. Thigige to the financial imbalance in the Polish
health-care system, which shows an income of Bhiltlotys against expenditure of 6 billion
(0.8 and 1.5 billion euro respectively). And thisheut allowing for the expected rises in salaries
of the medical staff.

The factors accounting for the financial imbalameude (Golinowska 2006):

1. System faults:

. Chief among them is the discrepancy between timeiple (applied) of full access to
health services in life- or health-threatening aitbtns and quota limits on these services
contracted with health-care providers. Once a piervexceeds the quota, the services are not
refunded. This is a side effect of the nonexistarfaebasket of guaranteed services.

. Polish legislation has not yet introduced insteais relevant to public entities and private
persons' interactions common in health-care systewes though about 20% of private services
in Poland are covered by public funds.

2. Management faults:

. In the Polish health-care system, service reotpi@re deprived of information about
service costs, rates and price ranges in publithireare facilities. Neither do they have any
influence on decisions concerning a particulartheedre provider as an institution in which they
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are treated. There is no legal procedure they sanwhich is a result of the National Health
Fund's taking over the control of citizens' oblgggtpublic health insurance contributions.
Equally ineffectual is the management of humanueses in the health-care system. This is
partly due to alarmingly low salaries of medicaiftt

Thus, according to the Ministry of Health (2004)2002 monthly wages of full-time employees
in all the sectors of the economy amounted to 223%s (ca. 526 euro) as against 1,724 zlotys
(ca. 435 euro) in health care. This is 77% of theextors figure. Besides, wages differed
significantly from occupational group to occupatibgroup within the health service itself, being
always markedly lower than the national averageirtstance, in 2002 physicians received 2,959
zlotys (747 euro) and so did pharmacists - 2,98tyzI(745 euro), while dentists only got 1,820
zlotys (459 euro) and nurses a mere 1,568 zlo§6 €Biro).

At the scale of the country, in 2002 the cost ofj@sin health care was 12 billion zlotys (3.12
billion euro), but expectations were much higheralth-care trade unions demanded an increase
in salaries to 2 or 3 times the national averages Would boost them to a total of 23-26 billion
zlotys (5.8-6.6 billion euro). Despite social difaces and the approval of the expectations of the
health service, this level of wages has never gehlyeached in Poland.

The low wages in the Polish health-care system gsesto a serious problem: they tend to
generate corruption, which some sources even dstiaa total of 5 billion zlotys (1.25 billion
euro) (Ministry of Health 2004: 205).

In this situation of permanent underfunding, news\at obtaining additional financial means for
health care are being sought by both, beneficiamesservice providers (Sowada 2004).

1. Conceptions concerning beneficiaries:

. Co-paymentThis conception recommends the participationeo¥ise recipients in the
costs of treatment, e.g. through an additional gayrfor a visit to a general practitioner or a
specialist.

. Additional private insurancdncreasing the participation of service recipsentthe costs

of treatment through additional private insurarexnss to be a solution for the future, i.e. for the
time of greater wealth of the entire society, antlonly some of its more privileged groups.

2. Conceptions concerning service providers. Neysved payment for the provision of health
services should be sought. Given the lack of cortipetamong health-care establishments, the
methods employed at present are not rational. €hemethods should allow the introduction of
uniform treatment standards (the portfolio of gnggad services) and a pattern for the calculation
of the sums of money indispensable for the treatrokooncrete diseases.

3. Social perception of access to medical services

Accessibility of medical care is a notion with maspects (institutional, organisational, spatial,
and so on; see e.g. Penchansky and Thomas 19&iis paper it is understood as a possibility of
making use of the health-care system, or as araang and organised supply of essential health
services available to all people with no unreastengbographical or financial barriers.

The patient's access to basic and specialisedindez the system in force (after the 2004 reform)
is presented in Fig. 3. Its characteristic featsifthe existence of two levels: first the patient i
examined by the doctor of first contact and thenecessary, referred to a specialist. In this way
long waiting lists are created - an exasperatiopeoiple in need of medical help.
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Fig. 3. Access of the beneficiary (patient) to treakrvices in the health-care system after the
2004 reform.
Source: own compilation.

To establish the effects of the 2004 reform, thatf@eof the Health Care Information System
(CSIOZ) carried out a survey research on accessetical services and the perception of
inequality in it. Selected results are presented gnaphic form in Figs 4, 5 and 6. They show,
respectively, assessment of accessibility to daxftbrst contact, accessibility to specialistsjan
the percentage of people who had to wait more ghaonth to obtain a specialist's advice.
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Fig. 4. Assessment of accessibility to doctor dtfcontact. Respondents giving negative
opinions about possibility of arranging visit inatié centre on day of application - differences
by place of residence, education, and type of Wik

Source: Selected aspects of the assessment obdodesalth care.
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Fig. 5. Accessibility to specialists.
Negative opinions about accessibility to speciadstice (%)
Source: Selected aspects of the assessment osdodesalth care.
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Fig. 6. Percentage of patients who had to wait ritaa a month to obtain a specialist's
advice
Source: Selected aspects of the assessment osdodesalth care.

The results of studies made in the years 2004-RB3fi% a generalising statement that the second
health-care reform failed to produce the effects tihe reformers had expected. It was found that:
* The assessment of access to medical service@0h @he first year of the operation of the
National Health Fund) did not differ significanftpm the 2003 result, whether in terms of access
to the doctor of first contact or to specialists.

 The principal factors obstructing access to thetar of first contact and specialists were the
waiting time in the queue to the reception, theugu® the doctor's office, and for a home visit.
» Over the period under study there was no sigmitichange in access to hospital treatment,
which was assessed highly (80% in 2003 and 72%04 2

* The factors differentiating the responses, opisiand patterns of health-oriented behaviour to
the largest extent were education, occupationatippnsand material situation.

4. Spatial accessibility to hospital care and primgy health care

Access to health services has also a spatial abperdes legal, financial, organisational, and
social ones. The measure of spatial accessibiltpleyed in this presentation was the
geographical potential model, because potentiabeaconsidered to be the expected value of
accessibility to a specified point in space (Raalc1999: 237). This notion was used to
construct maps of accessibility to joint (consadif public and non-public hospital care, public
hospital care, non-public hospital care, and pryntiealth care in the entire country (NUTS 1).
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number of hospital beds and the potential model

Source: own compilation
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Fig. 9. Spatial accessibility to non-public hoaptiare in 2006 calculated on the basis of
the number of hospital beds and the potential model

Source: own compilation
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Source: own compilation
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The maps presented in Figs 7-10 illustrate spatightions in accessibility to public and non-
public care, both hospital and primary. In paréeuthe maps of accessibility gradients make it
possible to identify areas with a very sharp drogpatial access to health care. For example, with
reference to public hospital care (Fig. 8), ther@tiapid drop in accessibility in the voivodeships
(NUTS 2 units) of Opole and Ma_opolska in the sputhbuska Land in the west, Warmia-
Mazuria in the north-east, and Lublin in the eddtis means that in the neighbouring
voivodeships accessibility to public hospital aarsignificantly better. In the case of non-public
hospital care, in turn, accessibility slumps moatkeadly in Opole and Lublin voivodeships (Fig.
10).
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Fig.11. The surface of differences between valliespatial accessibility to public
hospital care calculated on the basis of hospédtsland potencial model for 2006 and
2005 respectively.

Source: own compilation.
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Fig.12. The surface of differences between vallispatial accessibility to non-
public hospital care calculated on the basis opltakbeds and potencial model for
2006 and 2005 respectively.

Source: own compilation.

The maps of accessibility to hospital care continmthesis about the great differences in it at the
scale of the country as a whole. A detailed analysiealed the following:

 The area of the highest accessibility to pubtid aon-public hospital care considered jointly is
roughly a triangle whose vertices are the big sibEWarsaw, Katowice and Pozndhis is also

an area of the highest population density.

» The greatest slumps in accessibility, or the égglgradient values, occur in Opole and Kielce
voivodeships (NUTS 2).

» The spatial distribution of accessibility to pigtthospital care is an almost identical image of
that of joint public and non-public hospital caFéis is not surprising in view of the fact that the
proportion of non-public hospitals is low: 4.5%080 beds) as against 95.5% (171,355 beds).
* The distribution of accessibility to non-publiodpital care differs from that of public hospital
care. In the former case, the highest accessilvidityes are recorded west of the line joining
Olsztyn in the north-east and Wroctaw in the souést. This confirms that the organisation of
non-public hospitals is much more vigorous in tletmwestern part of Poland. Hence the
population of the voivodeships of Warmia-Mazuriayjdvy-Pomerania, Pomerania, Lower
Silesia, Wielkopolska, and Opole enjoys betterugiomore costly, access to hospital care.
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5. Privatisation of health care on the strength cd decision by local government
units

Privatisation of health care in Poland can be edrout by local government units, i.e.
voivodeship, poviat and commune authorities. Owmprshanges have predominated in towns.
Between 1999 (the first year of the reform) and&Ggh the strength of a decision by local
government units, privatisation embraced 45 putd&pitals (6.3% of all hospitals in Poland), 31
hospital wards, and 95 ambulatory-patient facsitidMost decisions were taken by the local
authorities of towns and poviats. They privatiséotal of 119 public health care establishments,
of which 37 hospitals, 22 hospital wards, and 6®alatory-patient facilities. Other local-
government units also made such decisions, busatadler scale (cf. Fig. 13).
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Fig.13. Structure of units transformed into nondpubealth care establishments,
1999-2006
Source: Ministry of Health, 2007.
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Fig.14. Privatisation of 45 hospitals since 199%biyodeship
Source: Ministry of Health, 2007.
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Fig.15. Spatial distribution of non-public locahgmnment hospitals in Poland, 2007
Source: Ministry of Health, 2007.

The privatisation of self-supporting public heattre establishments is a process whose effects
may be advantageous to both, patients and hos(siaisra 2007). From the point of view of the
patients, the main benefits of privatisation waaltlude: the possibility of free treatment for the
health insurance contribution paid, the possibitityofficial part-payment for other medical
services, liquidation of the 'grey zone', higheansiards of services, etc. For hospitals,
privatisation would mean a reduction in their opieracosts by about 30%, the necessity to
introduce efficient financial management, stiffempetition, etc.

Today, there are 700 public hospitals in Polarabasnst a mere 170 private facilities and about
50 non-public, local government-financed ones. &foee privatisation should be made more
dynamic, but a major consideration in this prostgaild be the differences in the material status
of the Polish society.
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Conclusions

* The chief weakness of the Polish health-careeayss its permanent underfunding. Annual per
head public expenditure on health care is the lbam®ng the OECD countries and roughly one-
fifth of that in Norway, the leader in this fiel@his is accompanied by an increasing proportion of
the population's private means in the costs ofrireat, 35% at present. These, however, are not
always means spent judiciously.

» The means for health care, both public and ndsiiplcould be put to better use if there were a
portfolio of guaranteed health-care services. Hargyiven the well-known difficulties that the
establishment of its coverage meets, not only lariy it still remains in a conceptual sphere.

* Privatisation in Poland has included hospitatsgdital wards, ambulatory-patient facilities, as
well as other institutions and organisational uwnitoublic health care establishments. This
process varied in space and time. Since the $tme diealth care reform in 1999, the process was
the most dynamic in 2005. The greatest numberigapsed hospitals can be found in Lower
Silesia, Kujawy-Pomerania, Matopolska and SileBe privatisation of hospitals on the strength
of a decision by local government units has beestrimequent in Kujawy-Pomerania (18%).

» Only a small proportion of hospital services hamdergone privatisation. At the national scale,
non-public hospitals can compete with public omea way felt by the society only in Lower
Silesia and Kujawy-Pomerania. Some symptoms of ebitign can also be observed in Silesia
andSwigtokrzyska Land.

 Further reforms of the Polish health-care syst@ennecessary, but on the assumption that
reform is not a one-time act but an evolutionancpss that produces increasingly better variants
on the way to a perfect model, which is not likiglype ever achieved.

References:

Golinowska S., Boni M. (eds), 2006. Nowe dylematyitgki spotecznej (New dilemmas of
social policy). Raport CASE nr 65/2006. Warszawa.

Ministerstwo Zdrowia, (Ministry of Health 2004).elona Ksgga finansowania ochrony zdrowia
w Polsce. Raport (Green Book of financing healtreca Poland. A report). In:
Golinowska S. (ed.), Warszawa.

Ministerstwo Zdrowia, (Ministry of Health 2007). Z&ksztatcenia wiaskociowe w sektorze
ochrony zdrowia, przeprowadzone degyednostek samosdu terytorialnego w latach
1999-2006. (Privatisation of health care on therght of a decision by local government
units from 1999 to 2006), Warszawa

Penchansky R., Thomas J.W., 1981, The Concept oé¥sc Definition and Relationship to
Consumer Satisfaction. Med Care 19(2): 127-40.

Ratajczak W., 1999. Modelling Transportation NetkgorAdam Mickiewicz University Press.
Pozna.

Sikora D., 2007. Niepubliczne szpitalezakecz bezptatnie. (The non-public hospitals also give
free medical service). Gazeta Prawna Nr 203 (2073)



Technical University of KoSice, Faculty of Econonas
2"! Central European Conference in Regional Scier€ERS, 2007 —1193 -

Sowada Ch., 2004. Wspoéiptacenie — szanse, zagi® i warunki szerszego zastosowania w
systemie powszechnego spotecznego ubezpieczeniaanego (Co-payment - chances
of, threats to, and conditions of its broader aggtion in the system of general social
health insurance). Zeszyty Naukowe Ochrony ZdrowiaZdrowie Publiczne i
Zarzadzanie.

Surdéwka K., 2004. Rola samadu terytorialnego w finansowaniu opieki zdrowotnefiobie
kryzysu opieki zdrowotnej w Polsce. (The role afdbgovernment in the financing of
health care in the period of its crisis in Polarteszyty Naukowe Ochrony Zdrowia.
Zdrowie Publiczne i Zaeglzanie. T Il, nr 1. 5-10.



