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Abstract: (1) Background: Informal patient payments continue to persist in the Serbian health care
system, exposing vulnerable groups to private spending on health care. Migrants may in particular
be subject to such payments, as they often experience barriers in access to health care. Little is known
about migrants paying informally to access health care in Serbia. The study aims to explore pathways
of accessing health care, including the role of informal patient payments, from the perspectives of
civil servants and non-western migrants in Serbia. (2) Methods: Respondents (n = 8 civil servants
and n = 6 migrants) were recruited in Belgrade in 2018, where semi-structured interviews were
conducted. The interviews were analysed applying the grounded theory methodological steps.
(3) Results: Data reveal different pathways to navigate the Serbian health care system, and ultimately
whether paying informally occurs. Migrants appear less prone to paying informally and receive the
same or better-quality health care. Locals experience the need to pay informal patient payments,
quasi-formal payments and to bring medicine, materials or equipment when in health facilities.
(4) Conclusions: Paying informally or using private care in Serbia appear to have become common.
Despite a comprehensive health insurance coverage, high levels of out-of-pocket payments show
barriers in accessing health care. It is highly important to not confuse the cultural beliefs with
forced spending on health care and such private spending should be reduced to not push people
into poverty.

Keywords: informal patient payments; out-of-pocket-payments; health systems governance; Serbia;
migrants and civil servants

1. Introduction

In health care, governance is the steering and rulemaking related function that is
carried out by decision makers when attempting to reach national health policy objectives
and improve the well-being of populations [1]. Governance concerns the interaction
between governments and other social organizations, the decision-making process, and
the inclusion and interaction with citizens [2]. Defining health system governance includes
the principles of transparency and equity in access to health care [3–5]. One of the main
pillars of the European Union is in particular timely access to affordable health care of
good quality [6]. However, waiting times and financial barriers to access health care are
evident across Europe and especially among vulnerable groups such as migrants and
refugees [7–16].

A substantial proportion of refugees and migrants originate from countries where
health care systems are weak and characterized by low quality and poor access to ser-
vices [17]. Many migrants face hardships through their journey, leading to serious illnesses
such as post-traumatic stress disorder, mood and anxiety disorders, panic attacks or
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vaccine-preventable diseases, for example, hepatitis, tuberculosis, and measles [12,18–20].
Becoming a part of European societies, the migrants will be further susceptible to a variety
of non-communicable diseases [19–21]. European Union member states are, therefore,
faced with pressing needs to address these public health consequences and the challenges
to adequately address migrants’ health care needs [13,18–22].

The Western Balkan countries were affected by the influx of migrants in 2015 [23–25]. In
particular, Serbia was affected, as the country was part of the ‘Western Balkan Route’ [24–26].
Approximately 100,000 migrants transited Serbia, but because of border closures in March
2016, up to 7700 migrants remain stranded in the country [26,27]. Today the events in
Africa and the Middle East continue to raise migration trends, with approximately 126,000
in 2019, 94,405 in 2020 and 16,217 in the first part of 2021 arriving via the Mediterranean
countries [28].

In a humanitarian crisis, like the influx of migrants in Western Balkan, it is vital
that health care systems function and are able to cope with the increased pressure of
migration flows [23,29]. Migrants need human rights protection and health care from
local clinics/hospitals since vulnerability increases during migration, and since they are
exposed to poor travel conditions, injuries, traumatic events, and lacking access to health
care [17,26,30]. Most Western Balkan countries are reluctant to provide health care services
to some migrants such as irregular migrants or asylum seekers [26].

The Serbian health care system is characterized by universal health coverage that is
both publicly financed and provided. The National Health Insurance Fund manages the
contributions made to the fund. Sometimes co-payments are required for selected services
or private insurance can be obtained to enhance consumer choices [31,32]. Reforms were
recently implemented to improve access to the health care system and to reduce inequalities
in health [33]. Being a country with economic, social, and demographic difficulties, the
Serbian health care system suffers from underfunding [24,34–36]. One of the symptoms
is the informal patient payments that have shown to be common in Serbia and other
Western Balkan countries [37–39]. These payments may be in the form of presents (e.g.,
chocolates, drinks), small tips or large sums of cash [40] and are perceived as being outside
the official system. Research emphasizes that informal patient payments are symptoms of
poor management, underfunding, political weakness, lack of accountability and deficits in
rule of law—therefore, poor governance [41–43]. Other studies reveal that informal patient
payments compensate for in example, poor salary or lacking availability of drugs [37,44–49].
Such health systems are often characterized by inequality, injustice, and denial of basic
rights [1]. Some evidence suggests that migrants in the Western Balkans may pay informally
more often than other population groups [47,50].

In the beginning of the 2015 migration crisis to Europe, Serbia was viewed as a transit
country and mainly emergency care services were being provided to migrants [51]. Closing
the Balkan Route in 2016 stranded people in Serbia and thus the country’s health care
system needed to respond to the changing circumstances [23,51]. Therefore, a strategy and
action plan were implemented to deal with the increased number of migrants, where several
initiatives were taken towards better quality care and access to services for migrants [51].

The large influx of migrants was not predicted and financing of services for this
group was difficult. Migrants are generally covered by the national compulsory health
insurance scheme and may receive services defined in this scheme, some with additional
co-payments [32]. They access primary health care services at the asylum centres or can be
referred to specialist care services at the local hospitals or clinics. Intercultural mediators
and sometimes health care professional assist the migrants when leaving the asylum centres
to access specialist care [32]. Primary care services have been financed by NGOs, whereas
public secondary and tertiary care was not reimbursed, forcing hospitals to cover these
costs [51]. The cost, therefore, went to the public health care institutions, which were
already under constraints [33,35,36,52–54].

Until now, studies about access to health care have primarily focused on Roma People
and Bosnian immigrants. Little literature is available on access to health care of other vul-
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nerable migrants, such as the recent influx of non-western asylum seekers and refugees in
Western Balkan countries [9,26,55,56] and whether they pay informally to access health care.

In Serbia, the intercultural mediators and information workers from the NGOs were
often highly important when non-western migrants needed to navigate the public health
systems. They thus had valuable knowledge about non-western migrants’ access and
experiences with the public health care systems. For simplicity, non-western migrants
will be mentioned as migrants in the study, and intercultural mediators and information
workers as civil servants. The present study therefore aims, to explore pathways of
accessing health care, including the role of informal patient payments, from the perspectives
of civil servants and migrants in Serbia.

2. Materials and Methods

Grounded in empirical evidence, we sought to uncover the processes inherent to
paying informally in Serbia. We adapted a grounded theory method [57] in our study,
with a multi-perspective approach. Such an approach allowed us to uncover multiple
understandings of the topic in question, from the perspective of both the migrants and
those working in the field of migration.

In the 1960s, grounded theory was originally developed by Glaser and Strauss [58].
Grounded theory was intended to be a new approach to qualitative research serving to
explain the studied phenomenon as opposed to, for example, explore or describe the
phenomena [59]. Others have sought to further develop the method, such as Bowers and
Schatzman [60], Charmaz [57] Clarke [61], known as second-generation grounded theorists.
Thus, there are different methodological genres (e.g., traditional, evolved, constructivist)
to be used in grounded theory research, with each seen as an extension of the original
work by Glaser and Strauss [59,62]. This study identifies with Charmaz’s genre of construc-
tivist grounded theory because we believe that data are co-constructed by the researcher
through interaction with the respondents. Data collection and analysis is coloured by
the researcher’s perspectives, values and interactions [57]. Data are thus not discovered
without preconceived ideas about the concepts in question. The pre-existing knowledge
was used to enhance the theoretical sensitivity, without forcing conclusions on the collected
data. Using Charmaz’s genre, we were thus provided with practical steps in data collection
and analysis [57,59].

2.1. Qualitative Interviews
2.1.1. Ethical Approvals and Informed Consent

An ethical approval was given by the Faculty of Medicine at the University of Bel-
grade (Number: 2650/VI-12). In Denmark an ethical approval was received from the
University of Southern Denmark (SDU) (Number: 18/33066 CEAN) and the South Re-
gional Committee on Health Research Ethics (Number: S-20182000-84). All participants
signed an informed consent form before conducting the interviews. We further followed
the SDU Data Protection Guidelines, based on GDPR, ensuring data confidentiality, and
safeguarding of data files.

2.1.2. Sampling and Data Collection

In August and September 2018, qualitative interviews were conducted with civil
servants and migrants living in asylum centres. These two groups of interviewees made
it possible to ensure the consistency and credibility of the findings. The civil servant
interviewees worked in the field with migrants or were involved in an organization dealing
with migration. They included information officers and intercultural mediators were
working with the local NGOs and were aged 25–53. Six were Serbian nationals and two
were from other European countries. The migrant interviewees were asylum seekers
or intended asylum seekers, residing in an asylum centre near Belgrade. They were
aged 19–62 years, while two were from Iran and four from Afghanistan. The migrant
interviewees were invited to participate by staff at the centre. To ensure informed consents,
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migrants were asked orally and were provided with written materials on the purpose of
the study.

The University of Belgrade, Serbian Red Cross, the Danish Refugee Council, Doctors
Without Borders, two Belgrade-based NGOs, and the local WHO unit for Serbia assisted
during the spring of 2018 in finding and recruiting interview respondents. Inclusion
criteria were migrants from an asylum centre or civil servants in the field of migration. The
University of Belgrade also assisted in obtaining access to an asylum centre near Belgrade,
to interview migrants. Respondents (eight civil servants and six migrants; eight men,
six women) were recruited in Belgrade with a purposive sampling method. Snowballing
sampling was also needed to recruit other respondents from among acquaintances.

Since the migrant populations are highly diverse, only asylum seekers or intended
asylum seekers were included, to generate a meaningful analysis. Thus, we only included
non-western migrants and not the internally displaced or regional Western Balkan migrants.
The included migrants had lived in an asylum centre for a period of three months to
three years. All interviews were conducted in English, using an interview guide with four
overall questions. The interview guide thus provided a skeleton for all interviews. The
interviews with migrants were assisted by local researcher from the University of Belgrade
and an intercultural mediator. The intercultural mediators spoke their local languages
(Persian, Dari, Farsi) and knew the migrants in advance. Two intercultural mediators
assisted, and the interviews were, therefore, organized in terms of migrants’ languages.
All civil servants spoke English fluently. All interviews were recorded on a dictaphone and
lasted from 45 min to 2 h.

2.1.3. Data Analysis

The interviews were analysed applying the grounded theory methodological steps [57,59]
by first condensing the text into codes and categories, and in parallel collecting new data
to evolve new categories. The initial coding was completed by identifying important
words or sections of the interview transcripts and labelling them accordingly. The data was
then divided into overall categories, from where the most significant codes were selected,
synthesized, and explained, also called focused coding [57,63]. A fundamental part of
the grounded theory method is concurrent data collection and analysis, as well as the
constant comparative analysis [57,59,63]. Concurrent data collection and analysis was
conducted by listening to the interview tapes immediately after the interview, including
writing down the initial codes that were then used in and adapted for the next interviews.
During the analysis of data, the constant comparative analysis included comparing codes
and categories with each other. Memos were used to write down discoveries, questions
raised in the researcher’s mind, and ideas emerged during the analysis. These memos were
used later to conceptualize the data. Respondents were recruited during the collection of
data, to find those that would be suitable to explain these new ideas and questions that
arise. This theoretical sampling made it possible to elaborate meaning, discover variations
and define gaps among the categories. Memos were used from the early stages to the
completion of a concepts, recording the thoughts and ideas about the data. These steps
were an iterative process that continued until saturation, meaning that no new categories
emerged. NVivo was a used to assist in the analysis of the data.

2.1.4. Theoretical Integration

Advanced coding is critical to theoretical integration and is a core part of the grounded
theory method. It is a comprehensive method that includes storytelling and theoretical
coding [57,59]. Thus, the relationships between the concepts that make up the theory are
explicated. Memos and diagrams were used to intellectually raise the data by analysing,
developing and scrutinizing the codes in an advanced stage [59].

Creating the models of pathways to paying informally was a process of abstraction,
reflecting on the concepts/categories and their relationship and a re-confirmation from the
collected data. Negative cases from the results, that would contradict the initial models,
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were used to revise them. Furthermore, the already existing theory about Institutional
Asymmetry [64,65] catalysed the development of the models of pathways. Thus, the
theory’s distinguishing between formal institutions, with codified laws and regulations,
and informal institutions with socially shared (unwritten) rules inspired the models. The
higher the asymmetry between the institutions, the higher is the likelihood for informal
patient payments. Institutional asymmetry, therefore, occurs when, for example, informal
institutions take over the formal ones that are performing imperfectly [64–66]. In that sense,
the theory also inspired the depicturing of the complex interaction occurring between
formal and informal institutions when paying informally for health care.

3. Results

The data revealed that migrants and local residents had different pathways when
navigating the Serbian health care system, and ultimately whether paying informally.
Generally, informal patient payments were perceived as unacceptable by all respondents
and none of them had given such payments in Serbia. However, some distinguished
the illegality of paying informally from the practice of giving gifts to motivate doctors.
Migrants mostly reported narratives about their own experiences, whereas civil servants
gave their views on the migrants’ experiences and the practices they believed occurred in
the Serbian health care system. The results are illustrated in Figures 1 and 2.
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3.1. Civil Servants’ and Migrants’ Perceptions of Informal Patient Payments

Giving illegitimate gifts and money to health care providers is a practice that re-
mains present in Serbia. All local civil servants expressed that there was an illegal and
unacceptable aspect of giving gifts and money to health care providers.

I mean it’s for me I don’t approve it at all. Not before, not after the treatment ( . . . ) I
think people are pissed off but I think all of them will do that if needed. (Civil Servant 2)

The payments were often rooted in the lack of resources of the health care system.
Often informal patient payments would compensate for the poor working conditions, the
low salary of doctors or the lacking equipment or drugs in the institutions. Generally, there
was an acceptance that bringing goods, like sheets, medicine, equipment, to the hospitals
was common and acceptable (due to the lack of resources). For some, gift giving was also
acceptable in a traditional view and the respondents expressed that it should be allowed in
some form. Most of the civil servants believed that the reason for traditional gift giving
between health care professionals and patients was because of the high value placed in
doctors. Doctors thus have a very important duty to carry out and patients may perceive
this as almost ‘godlike’.

So you have some layers of society who are more powerful than others. Doctors now have
power over life and death, like the clergy did before. And just a way to honour this power.
So, it is something like a tradition basically. (Civil Servant 1)

Doctors in Serbia, however, also work under miserable conditions, such as receiving
a poor salary, working long hours, lacking equipment or receiving poor skills development.
Thus, informal patient payments were viewed as a legitimate way to compensate doctors
(see Figures 1 and 2). Generally, respondents believed it was acceptable to motivate or pay
respect to doctors for doing a good job or for working in the public health care system,
despite the poor working conditions. Some of the respondents disputed this, saying that
they, as civil servants, were not rewarded for their job so why should doctors be. This latter
group were typically completely against any form of gift or money sharing in health care.
They believed there was no such thing as a gratitude gift to health care providers.

This is one of the things where people are talking about cultural you know; I really don’t
believe in that because the thing is that this is just a pure bribe. (Civil Servant 3)
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Most migrants were also familiar with the concept of giving gifts and money to health
care providers, mostly from their country of origin and in situations like giving birth or
having a serious operation. Typically, they would describe it as a gratitude gift, showing
gratitude for the positive experience. They would further have done similar to Serbian
health care providers, if they had the means to do so.

( . . . ) they gave you drugs you know they help you when they take care of your problems,
they cure you, you know, the next time you go there you say thanks to them. (Migrant 4)

Migrants and civil servants, however, all agreed that migrants did not have the means
to either give gifts or cash to health care providers in Serbia. They were in some ways
protected from this when being assisted by intercultural mediators and nurses.

Informal Patient Payments as a Regular Practice

Several of the civil servants believed that paying informally was decreasing in society.
All of the respondents seemed to be aware of the unlawful practice of informal patient pay-
ments. Most of them believed that it occurred primarily when seeking care from specialists,
typically when needing surgery or maternity care. The respondents especially referred to
maternity care as an example for illegitimate and legitimate bribes. The former as an in-
formal patient payment and the latter as a ‘quasi-formal payment’ (see Figures 1 and 2).
Several civil servants had themselves or with relatives experienced a form of ‘legal bribe’
in maternity care. They distinguished this from informal patient payments, since it was
reported to be a well-known practice that most people adopted to ensure better quality
care. Thus, patients would pay a doctor, at his own private practice, to take care of them
when giving birth in a public hospital. If patients chose not to pay extra for a private
doctor, the respondents explained that these patients were at risk of being treated poorly.
The fear of poor treatment when giving birth led patients to pay the extra money, the
respondents reported.

( . . . ) When you go to a doctor in a hospital ( . . . ) it’s tradition to also go to a private
practice of this doctor, and me and my ex-wife we just never did that. ( . . . ) nobody
would ask her anything like ‘are you feeling okay’. All the other patients would be
constantly visited by their doctors ( . . . ) who they hired privately in their private clinics.
My ex-wife’s doctor would never come and check up on her or anything like she just gave
birth, and after that it was done. (Civil Servant 3)

Thus, it was a common perception that if a patient refused to ‘buy’ a doctor, the service
level to the women giving birth would be significantly poorer (e.g., being ignored, being
spoken improper to, or being denied treats, food, water, or the like). Most patients were not
willing to take that risk and it was, therefore, believed to have become a systematic practice
to pay informally. According to the respondents, this practice had become so regular that
patients were used to it and expected it to occur.

3.2. Multiperspective Perceptions on Pathways to Informal Patient Payments

The respondents mentioned repeatedly that lack of resources as one of the main
reasons for the poor functioning health care system. The poor functioning of the health care
system was thus perceived by both civil servants and migrant as the triggering element to
the pathway of paying informally. Another element was the excessive value that patients
placed on doctors, believing in their ability to cure their illness better than any other
professional, and thus hoping for restoration in health. Those beliefs were crucial when
choosing to pay informally (Figures 1 and 2).

The data revealed different pathways for migrants and local residents when accessing
health care services and their reasoning of paying informally.

3.2.1. Civil Servants’ Perceptions on Pathways to Informal Patient Payments

Civil servants all agreed that the Serbian health care system was under-funded, but
some were also sceptical about the financial support from EU or other international organi-
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zations. Thus, if the Serbian health system was expected to function without international
assistance, there would be a need to reform the entire system. Respondents believed that
willingness to change and funding were needed within health care professionals, local
residents and decision makers.

At the moment it looks unfixable like really there is some kind of a disease in the health
care system. The problem is with the not so huge budget, and more funds is not going to
solve this. Of course, you will motivate doctors and people to work better if they have
better salaries and better conditions but that’s like a second thing. The first thing is that
you need to do something else to improve it. (Civil Servant 6)

The resource drained health system had several consequences for its functioning.
One being the brain drain of Serbian doctors to European countries and, another, the
overburdened health care system. One respondent called it “a permanent fatigue” (Civil
Servant 3) of doctors and claimed that migrants coming to Serbia may be the ones to
“tip them (read doctors) over the edge” (Civil Servant 3). The meaning of this was that
carelessness and other informal or poor behaviour would likely increase if no actions were
taken to alleviate the migrants’ accessing health care.

Civil servants described several issues of poor quality or organization of services, such
as long waiting lists, the ambulances being late, speaking to patients in incomprehensible
or rude language, denying treatment of the elderly (merely because of age) or denying
migrants the care that they need. The respondents believed that the health care systems’
poor resources made money or gifts acceptable to motivate health professionals. They thus
argued that public doctors could, for example, have chosen to work in a private clinic with
a much larger salary. Instead, they chose to stay in public institutions and supporting these,
which should be rewarded.

Poor quality and organization of the public health care system led people to private
health care services. There was thus a general narrative that if people had money, they
would choose private institutions. Stated implicitly, those who did not have the money
to pay for their own medical treatments in a private clinic, would have to accept the level
of treatment that was given to them in public institutions. There was a general idea that
private institutions for instance, were cleaner, had better services and facilities. Even
though it was expensive to pay a private clinic, some would never go to the public health
care institutions but would always choose private care.

If you have money, that is. You would never really go to the public institutions. You
would choose the private because they are just better. (Civil Servant 1)

In some areas of public health care, such as the long waiting lists, access to services
was limited. Civil servants believed that if paying yourself to have, for example, surgery in
a private clinic, it could be done immediately instead of waiting for almost a year.

3.2.2. Migrants’ Perceptions on Pathways to Informal Patient Payments

Migrants were aware of the issues of poor quality or organization of services. They
described experiences of doctors prescribing the cheapest medicine regardless of the side-
effects, general practitioners not sending very ill children further to the hospital or being
spoken to rudely. However, the interviewed migrants came from poor conditions in either
their home country or countries surrounding Serbia. They were, therefore, satisfied with
the access to health care services that they received when compared to the services in their
home countries. For some selected services, migrants would have to wait to be treated
since they were incapable of paying for private care. Otherwise, they generally did not
experience poor health care resources to the same extend as other local residents did, mainly
as they accessed health care through different institutions. Some locals would become
upset about migrants’ quicker health care access, but usually it did not raise problems.
Migrants were further aware of the differences between private and public institutions and
would typically have had the same experiences in their native countries.
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( . . . ) if I have good money for sure I would go to private and (receive) good service about
clinic, hospitals, staff, materials, anything. (Migrant 2)

The first entry point for the migrants was the available doctor in the asylum centre.
If needing further medical care, they were sent to the local hospitals. Here, they would
typically (but not for all services) receive an appointment quite quickly, contrary some local
residents. They would thus bypass waiting lists.

Migrants were further supported by an intercultural mediator and sometimes a nurse.
Generally, the intercultural mediators were crucial for the migrants in accessing health care
since there was a high degree of trust between them. Migrants would call the intercultural
mediators after working-hours or during the night if they had emergencies, and the inter-
cultural mediators would assist them. By having a broad understanding of the migrants’
background and being always available, intercultural mediators created and maintained
a high degree of trust. Being assisted by intercultural mediators and nurses made it nearly
impossible for the migrants to give informal patient payments to the health care staff, due
to the high degree of control. It also made access to services easier since there was a higher
degree of organization. Typically, the doctors would have timeslots for migrants that could
be booked within a few days. The access to health care was thus very organized, making it
easier for the migrants to receive the services needed.

The differences in access to health care between local residents and migrants was
viewed as a consequence of the rapid influx of migrants to the Western Balkan countries.
Thus, other migrants residing in Serbia still faced obstacles in accessing health care services
such as language barriers, cultural understanding and utilization of services.

4. Discussion

The present study found different pathways to paying informal patient payments of
migrants and local residents. Different pathways to and through the health care system
were found, resulting in different outcomes when it comes to informal patient payments.
The respondents reported many of the same issues such as lacking resources in the health
care system and the high value that patients placed on doctors in Serbia. Such high value
was perceived as one of the main reasons for the pervasiveness of informal patient pay-
ments, believing that doctors needed motivation for working under miserable conditions
or to receive gratitude for the service given to patients. Several respondents mentioned
that it was a cultural phenomenon to view doctors as almost ‘godlike’ which correspond to
other literature, finding patient-provider relationships to vary according to culture [67–69].
Health care systems and governance systems varies and are thus shaped by the social
context and relies heavily on the inclusiveness and responsiveness to culture, social justice
and human rights [2]. In some cultures, doctors may, therefore, have more authority in the
decision-making process than patients, and patients thrive in a paternalistic relationship
with them [70].

The lack of resources in the Serbian health care system was generally understood to
cause poor access to health services and poor quality of health services. Thus, respondents
had higher acceptance of giving informal patient payments or quasi formal payments.
It seemed that they would rather use private health care services, despite being almost
entirely based on direct out-of-pocket payments and unregulated by the state. The social
health insurance coverage is 98% [32] and thus there appears to be staggering gaps in the
utilization of services.

The issue of constrained resources in the Serbian health system is well-known [2,32].
The consequences may be the inequities in access to Serbian health care that is observed
for particularly vulnerable groups, such as Roma and the people uninsured from the
National Health Insurance Fund [32]. High levels of reported unmet needs among, for
instance, women, the elderly, lower educated and those with lower income are seen in
Serbia, together with high levels of private out-of-pocket payments [71]. Correspondingly,
the most reported unmet need reported by Serbians were financial reasons, followed by
waiting times and distance or transportation difficulties. Such challenges in health care
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systems are not uncommon. A 2019 study from WHO [72] showed that nearly half of the
worlds’ population cannot obtain the necessary health care services. They therefore pay
out of pocket, leaving them without financial protection while being pushed into poverty.
Several studies on informal patient payments [43,73–75] have similarly found that those
with money are more likely to pay informally. This may correspond with the findings on
unmet needs in Serbia, while those who access care are those that are able to pay. The high
unmet needs are, therefore, largely present to the most vulnerable groups.

The findings from the present study, however, illustrate another dimension of mi-
grants accessing health care. The respondents all agreed that newly arrived migrants
in Serbia were given easy access to most services through intercultural mediators, quick
access to services and the presence of primary care doctors in the respective camps. Gen-
erally, the compulsory health insurance scheme covers migrants, Roma and unemployed
from the state budget [32]. They are thus covered officially, but barriers exist for some
when accessing health care. In particular, research shows that any cultural insensitive or
misunderstood encounters with the health care system can undermine trust in the system
and make migrants reluctant to utilize services [76,77]. The newly arrived migrants in
Serbia were, however, given greater attention by authorities. In this regard, the WHO
Country Office in Serbia supported the Ministry of Health in Serbia in developing and
implementing various interventions [51]. The plan followed the ‘Strategy and action plan for
refugee and migrant health in the WHO European Region’ [78] where priorities and strategic
areas addressed specifically the public health and health system challenges related to
migration. This plan appears to have made a difference in the access to health care between
these newly arrived migrants and other vulnerable groups (e.g., other migrants) in Serbia,
who otherwise reported high unmet needs and barriers in accessing health care. The
initiatives implemented in the current humanitarian situation was the use of intercultural
mediators when accessing health care services; establishing a framework for collaboration
between relevant public and private sectors; and training of professionals in the provision
of mental health, psychosocial support and communicable disease prevention [51]. The
lack of access to health care services is a highly important issue, as it may cause migrants
to seek alternative health-seeking strategies that undermines the health care systems [79].
The aforementioned initiatives may therefore be taken into consideration when addressing
the barriers to access health care services of other vulnerable groups in Serbia.

4.1. Addressing the High Level of Out-of-Pocket Payments and Informal Patient Payments

The Serbian health system faces challenges such as migration, fiscal sustainability,
and an aging population [32,80–82]. However, Serbia has increasingly overcome several
obstacles in health care since the 1990s break-up of Yugoslavia. Increases in the welfare
of citizens, the purchasing power and living standards have been seen over the past
years [32,83]. Such factors are also indirectly important for a well-functioning health
system [78,84]. In Serbia, health system reforms focused on improving the infrastructure
and technology and implementing health information systems [32]. Although the system
also faces challenges in several areas, e.g., a shortage of human resources, difficulties
with the newly build health information systems, poor health financing and difficulties in
investing in technologies [32].

Poor-performing health systems, measured in the financial protection of patients,
typically have higher levels of out-of-pocket payments [85]. As part of the direct out-of-
pocket payments, informal patient payments also become more frequent. Such unregulated
direct payments to health care providers are one of the main barriers to access health
services and may push people into poverty, as health expenses absorb the household’s
financial resources [85]. In the last decade, public sources of funding for health have
decreased while consequently increasing the private out-of-pocket payments in Serbia. The
private out-of-pocket payments levelled at approximately 40% of total health expenditure
over the past years [86]. These include also informal patient payments and correspond
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to the findings of the present study, regarding the commonness in using private care or
paying informally for services.

Some respondents believed it was acceptable to give gratitude gifts, whereas others
were completely opposed, calling it corruption. This resembles the present duplicitous
aspects when attempting to combat informal patient payments in health care. There are
various beliefs about whether payments are a fee-for-service or out of gratitude, whether
they are forced or voluntary and what it constitutes when they are paid in money or given
gifts (e.g., beverages, flowers, chocolate). Beliefs about money or gifts being given out of
gratitude versus out of corruption is discussed in numerous literature on informal patient
payments [37,87,88]. These issues are no exemption in Serbia [37,48,52]. In an attempt
to combat the illegality of informal patient payments, in 2019 Serbia adopted the new
Health Protection Act (Zakon o zdravstvenoj zaštiti “Official Gazette of RS”, No. 25/2019)
and Health Insurance Act (Zakon o zdravstvenom osiguranju “Official Gazette of RS”, no.
25/2019), which legalizes gifts worth up to 5% of the average monthly net salary in Serbia
to health professionals. Legalizing gifts may be viewed as a de-criminalization of citizens,
but also greatly increases the likelihood of direct out-of-pocket payments, which can have
harmful economic effects on private households.

The legalization of gifts to health care providers may be based on an acceptance
that there are national-cultural aspects of doing so. Thus, banning the practice may lead
to further informal and illegitimate behaviour, as people would most likely not end the
practice. Legislators may, therefore, have reversed the (to legislators) illegitimate practice
to be a legitimate one. In this regard the institutional asymmetry perspective [64,65]
distinguishes between informal (socially shared rules) and formal institutions (codified
laws and regulation) [66]. When formal and informal institutions are in alignment and
consequently state morality is in symmetry with individual morality, then the illegitimate
practices (as perceived by the state) will be largely absent. Thus, the socially shared norms
and values are aligned with the formal rules [65]. In that regard, Serbian authorities may
attempt to acknowledge the cultural elements that are present when paying informally
and consequently aim at formalizing the practice. Attempting to align state and individual
morality may be important when talking about e.g., trust in government and the rule of
law and thereby also the health system governance [87,89,90]. However, the high level of
out-of-pocket payments seen in Serbia poses the question of whether patients voluntarily
choose to pay privately or because there is a need to. Caution in shifting the responsibility
of financing health care services to patients is in this regard highly important.

When discussing the legitimacy of informal patient payments, the institutional asym-
metry theory poses that it is only when the socially shared (informal) rules and the formal
rules deem a behaviour illegitimate, that it may be classified as criminal behaviour (e.g.,
human and drug trafficking). Whether informal patient payments are criminal behaviour
or not may vary between people’s perceptions. In the present study there were various
opinions about gift giving between patients and health professionals. Nearly all respon-
dents believed that bribery was not acceptable, however, it was necessary at some point.
The criminalization of the phenomena will depend on the socially acceptability by citizens.
Such acceptance may change with generations and therefore it may have been acceptable
but is not anymore [64].

4.2. Considerations about Methodology

Qualitative research methodology can rarely be generalized due to small sample
sizes [91]. In the present study, we recruited 14 participants and reached saturation of data,
though generalizability is not present. The civil servants were selected in a purposeful
manner, to conduct the theoretical sampling in the grounded theory methodology. During
the entire data collection process, we intended to find health care professionals working in
health care institutions, but they were often too over-worked or not motivated to participate.
Due to the difficulties in recruiting health care professionals, a questionnaire was sent to
a wide variety of primary, secondary and tertiary clinics and hospitals in Serbia. However
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only a small number responded, and it became clear that there was a need for better collab-
oration, networking, and face-to-face communication to recruit these respondents. Gifts or
other honorariums could have been provided to motivate participation. Time and budget
constraints, however, made these initiatives unrealistic. Other researchers [92,93] have
also acknowledged the limitations when recruiting participants for qualitative research.
Some initiatives could be supported for non-English speakers, forming collaborations
to improve access to participants and reducing the participation burden. The present
study considered several of these initiatives, although there was a need for broader and
more comprehensive collaboration with relevant institutions to potentially have higher
respondents’ participation.

When recruiting migrants, it was necessary to retrieve approvals for interviewing,
which slowed the process. Only limited access was given to the migrant respondents
and the asylum centre chose them on our behalf. The interviews were also under time
constraints, which contradicts the time-consuming nature of qualitative research methodol-
ogy [91]. Furthermore, we interviewed only those that were able to undergo an interview
and thus not the migrants that were under greater physical or psychological pressure.
Researchers [93,94] find that there may be several limitations to the willingness of migrants’
participation in research, namely their gender, religious beliefs, language barriers, educa-
tional level or fear of changes in their asylum process. A successful approach to recruit
migrants may be via their own network [93]. We were thus present at their local hubs and
the areas that they socialized in, to invite them to participate. If choosing to participate,
migrants were offered gratitude gifts. However, as undocumented or moving migrants in
vulnerable situations, they did not have the motivation to participate. Only migrants in the
local asylum camp were interviewed.

Generally, the recruitment of participants was a long process. Sampling bias may
be present in the study, potentially resulting in missing information and perspectives in
the data.

In order to address potential bias in the analysis and coding of data [95,96], we con-
ducted intercoder reliability (ICR) (for the present study, only one coder did the analysis).
The ICR test was done using NVivo software which resulted in a Kappa’s coefficient (K),
ranging from below 0 (no agreement) to 1 (total agreement). For the present ICR test, results
below 0.41 were regarded as poor, whereas values from 0.60 were satisfactory or solid
agreements and values above 0.80 were nearly perfect agreement [95,97]. Two researchers
conducted the test on 10% of the data and initially met to discuss and agree upon the
pre-selected categories to be coded that were selected by the main researcher [98]. After
the first coding of the categories, the results were discussed, and the codes were revised to
reach a higher level of agreement and reduce misunderstandings in categorization. A final
test was done with the resulting mean Cohens Kappa 0.718, showing a high agreement
level, thus indicating that the coding was consistent.

5. Conclusions

We sought to uncover the process inherent in paying informally in Serbia. In this re-
gard, the present study concluded that migrants and local residents had different pathways
to and though the Serbian health care system. The newly arrived migrants were given
special attention by authorities, due to the humanitarian situation. Therefore, differences
were seen in the organization of health care between the two groups and thus also the
ability or need to pay informally. The newly arrived migrants neither experienced the
same barriers as other vulnerable groups, such as the financial barriers, waiting times and
physical distance. This situation illustrates the ability and willingness to organize services
in a manner that reduces unequal access to health care. Overall, mainly vulnerable groups
faced obstacles when accessing health care in Serbia and it may therefore be possible to
learn from the structural factors seen in addressing the access to care for newly arrived
migrants, such as the use of intercultural mediators. The intercultural mediator’s role in
the process to paying informally, however, needs more investigation. However, being
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a country with social and financial difficulties, one of the main perceived reasons for paying
informally, and thus poor health system governance, was the lack of health care resources.
Consequently, poor working conditions, low salaries of doctors or lacking equipment or
drugs in the institutions were seen. The access to care of vulnerable groups, therefore,
seems to be a consequence that stems from a wider systems failure and tackling this issue
demands actions from several areas of the health care system.

Gift giving was identified as a duplicitous phenomenon, where some found it unac-
ceptable and illegal while also being perceived as a value-laden practice that was necessary.
Doctors were thus perceived to be very important in society and there was a need to
motivate them with gifts and money. Such beliefs are discussed in numerous literature
and illustrate the difficulty when attempting to eradicate the practice. Informal patient
payments appeared pervasive and rooted in Serbian society and were, to a certain extent,
legalized in the newest health care legislation. Such legalization of informal patient pay-
ments was perhaps based on an acceptance of important national-cultural aspects to be
taken into consideration. Informal patient payments are, however, typically rooted in
poorly functioning health care systems, and it is therefore highly important to not confuse
cultural beliefs with forced spending on health care. Private payments could be involuntary
from the patient’s side.

The present study found a commonality of paying informally or using private care in
Serbia, together with the identification of high level of out-of-pocket payments. Despite the
majority of the population being covered by the national health insurance, the high level of
out-of-pocket payments showed the staggering barriers to health care that are present in
Serbia. Such private out-of-pocket spending for health care should be reduced in order not
to push people further into poverty.
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68. Pantović, L. Not-So-Informal Relationships. Selective Unbundling of Maternal Care and the Reconfigurations of Patient–Provider

Relations in Serbia. Südosteuropa 2018, 66, 371–391. [CrossRef]

http://doi.org/10.1016/j.healthpol.2020.04.005
http://doi.org/10.1186/1472-6963-12-17
http://doi.org/10.1215/03616878-31-2-251
http://doi.org/10.1016/j.socscimed.2004.08.009
http://doi.org/10.1377/hlthaff.26.4.984
http://doi.org/10.1186/s12913-019-4647-3
http://doi.org/10.1108/IJHG-01-2019-0006
http://doi.org/10.5699/slaveasteurorev2.91.3.0535
http://doi.org/10.1016/j.healthpol.2005.02.003
http://doi.org/10.5455/msm.2014.27.4-9
http://doi.org/10.15171/ijhpm.2017.73
http://doi.org/10.1016/j.socscimed.2013.08.033
http://doi.org/10.1080/17441692.2011.641990
http://doi.org/10.1111/birt.12096
http://doi.org/10.1080/14631377.2018.1442051
http://doi.org/10.1080/13608746.2015.1013518
http://doi.org/10.1177/1049732309335269
http://www.ncbi.nlm.nih.gov/pubmed/19363141
http://doi.org/10.1515/soeu-2018-0029


Int. J. Environ. Res. Public Health 2021, 18, 10247 16 of 17

69. Stambolović, V.; Ðurić, M.; Ðonić, D.; Kelečević, J.; Rakočević, Z. Patient–physician relationship in the aftermath of war. J. Med.
Ethics 2006, 32, 739–742. [CrossRef]

70. Flores, G. Culture and the patient-physician relationship: Achieving cultural competency in health care. J. Pediatrics 2000, 136,
14–23. [CrossRef]

71. Mitrasevic, M.; Radovanovic, S.; Radevic, S.; Maricic, M.; Macuzic, I.Z.; Kanjevac, T. The Unmet Healthcare Needs: Evidence
from Serbia. Iran. J. Public Health 2020, 49, 1650. [CrossRef]

72. World Health Organization. Primary Health Care on the Road to Universal Health Coverage: 2019 Monitoring Report: Executive
Summary; World Health Organization: Geneva, Switzerland, 2019.

73. Arsenijevic, J.; Pavlova, M.; Groot, W. Out-of-pocket payments for health care in Serbia. Health Policy 2015, 119, 1366–1374.
[CrossRef]

74. Tomini, S.; Groot, W.; Pavlova, M. Paying informally in the Albanian health care sector: A two-tiered stochastic frontier model.
Eur. J. Health Econ. 2012, 13, 777–788. [CrossRef]

75. Vian, T.; Grybosk, K.; Sinoimeri, Z.; Hall, R. Informal payments in government health facilities in Albania: Results of a qualitative
study. Soc. Sci. Med. 2006, 62, 877–887. [CrossRef]

76. Barghadouch, A.; Norredam, M. Psychosocial Responses to Healthcare: A Study on Asylum-Seeking Families’ Experiences in
Denmark. J. Immigr. Minority Health 2021, 1–5. [CrossRef]

77. Funge, J.K.; Boye, M.C.; Johnsen, H.; Nørredam, M. “No Papers. No Doctor”: A Qualitative Study of Access to Maternity Care
Services for Undocumented Immigrant Women in Denmark. Int. J. Environ. Res. Public Health 2020, 17, 6503. [CrossRef]

78. World Health Organization. EUR/RC66/8 Strategy and Action Plan for Refugee and Migrant Health in the WHO European Region;
WHO Regional Office for Europe: Copenhagen, Denmark, 2016.

79. Biswas, D.; Kristiansen, M.; Krasnik, A.; Norredam, M. Access to healthcare and alternative health-seeking strategies among
undocumented migrants in Denmark. BMC Public Health 2011, 11, 1–11. [CrossRef]
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82. Nikitović, V.; Lukić, V. Could refugees have a significant impact on the future demographic change of Serbia? Int. Migr. 2010, 48,
106–128. [CrossRef]

83. Eaton, M.L.; Kennedy, D. Innovation in Medical Technology: Ethical Issues and Challenges; JHU Press: Baltimore, MD, USA, 2007.
84. World Health Organization. Key Components of a Well Functioning Health System; WHO: Geneva, Switzerland, 2010. Available

online: http://www.who.int/healthsystems/EN_HSSkeycomponents.pdf (accessed on 26 September 2021).
85. World Health Organization. Out-of-Pocket Payments, User Fees and Catastrophic Expenditure. Available online: https:

//www.who.int/health_financing/topics/financial-protection/out-of-pocket-payments/en/ (accessed on 15 April 2021).
86. World Health Organization. Global Health Expenditure Database: Out-of-Pocket Expenditure. Available online: https://data.

worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locations=RS (accessed on 20 June 2021).
87. Aasland, A.; Grødeland, Å.B.; Pleines, H. Trust and Informal Practice among Elites in East Central Europe, South East Europe

and the West Balkans. Eur.-Asia Stud. 2012, 64, 115–143. [CrossRef]
88. Khodamoradi, A.; Ghaffari, M.P.; Daryabeygi-Khotbehsara, R.; Sajadi, H.S.; Majdzadeh, R. A systematic review of empirical

studies on methodology and burden of informal patient payments in health systems. Int. J. Health Plan. Manag. 2018, 33, e26–e37.
[CrossRef]

89. Greer, S.; Wismar, M.; Figueras, J. Strengthening Health System Governance: Better Policies, Stronger Performance; McGraw-Hill
Education: London, UK, 2015.

90. Siddiqi, S.; Masud, T.I.; Nishtar, S.; Peters, D.H.; Sabri, B.; Bile, K.M.; Jama, M.A. Framework for assessing governance of the
health system in developing countries: Gateway to good governance. Health Policy 2009, 90, 13–25. [CrossRef] [PubMed]

91. Brinkmann, S.; Tanggaard, L. Kvalitative metoder, tilgange og perspektiver. In Kvalitative Metoder: En Grundbog; Hans Reitzels
Forlag: Copenhagen, Danish, 2020; pp. 15–29.

92. Newington, L.; Metcalfe, A. Factors influencing recruitment to research: Qualitative study of the experiences and perceptions of
research teams. BMC Med. Res. Methodol. 2014, 14, 1–11. [CrossRef] [PubMed]

93. Reiss, K.; Dragano, N.; Ellert, U.; Fricke, J.; Greiser, K.H.; Keil, T.; Krist, L.; Moebus, S.; Pundt, N.; Schlaud, M. Comparing
sampling strategies to recruit migrants for an epidemiological study. Results from a German feasibility study. Eur. J. Public Health
2014, 24, 721–726. [CrossRef] [PubMed]

94. Gabriel, P.; Kaczorowski, J.; Berry, N. Recruitment of Refugees for Health Research: A qualitative study to add refugees’
perspectives. Int. J. Environ. Res. Public Health 2017, 14, 125. [CrossRef]

95. Burla, L.; Knierim, B.; Barth, J.; Liewald, K.; Duetz, M.; Abel, T. From text to codings: Intercoder reliability assessment in
qualitative content analysis. Nurs. Res. 2008, 57, 113–117. [CrossRef]

96. Hruschka, D.J.; Schwartz, D.; St. John, D.C.; Picone-Decaro, E.; Jenkins, R.A.; Carey, J.W. Reliability in coding open-ended data:
Lessons learned from HIV behavioral research. Field Methods 2004, 16, 307–331. [CrossRef]

http://doi.org/10.1136/jme.2003.005942
http://doi.org/10.1016/S0022-3476(00)90043-X
http://doi.org/10.18502/ijph.v49i9.4081
http://doi.org/10.1016/j.healthpol.2015.07.005
http://doi.org/10.1007/s10198-011-0331-1
http://doi.org/10.1016/j.socscimed.2005.07.005
http://doi.org/10.1007/s10903-021-01183-x
http://doi.org/10.3390/ijerph17186503
http://doi.org/10.1186/1471-2458-11-560
http://doi.org/10.2298/EKA1610047A
http://doi.org/10.1186/s12992-018-0348-7
http://doi.org/10.1111/j.1468-2435.2009.00519.x
http://www.who.int/healthsystems/EN_HSSkeycomponents.pdf
https://www.who.int/health_financing/topics/financial-protection/out-of-pocket-payments/en/
https://www.who.int/health_financing/topics/financial-protection/out-of-pocket-payments/en/
https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locations=RS
https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locations=RS
http://doi.org/10.1080/09668136.2011.635897
http://doi.org/10.1002/hpm.2464
http://doi.org/10.1016/j.healthpol.2008.08.005
http://www.ncbi.nlm.nih.gov/pubmed/18838188
http://doi.org/10.1186/1471-2288-14-10
http://www.ncbi.nlm.nih.gov/pubmed/24456229
http://doi.org/10.1093/eurpub/cku046
http://www.ncbi.nlm.nih.gov/pubmed/24872519
http://doi.org/10.3390/ijerph14020125
http://doi.org/10.1097/01.NNR.0000313482.33917.7d
http://doi.org/10.1177/1525822X04266540


Int. J. Environ. Res. Public Health 2021, 18, 10247 17 of 17

97. Hallgren, K.A. Computing inter-rater reliability for observational data: An overview and tutorial. Tutor. Quant. Methods Psychol.
2012, 8, 23. [CrossRef]

98. Zenk, S.N.; Schulz, A.J.; Mentz, G.; House, J.S.; Gravlee, C.C.; Miranda, P.Y.; Miller, P.; Kannan, S. Inter-rater and test–retest
reliability: Methods and results for the neighborhood observational checklist. Health Place 2007, 13, 452–465. [CrossRef]

http://doi.org/10.20982/tqmp.08.1.p023
http://doi.org/10.1016/j.healthplace.2006.05.003

	Introduction 
	Materials and Methods 
	Qualitative Interviews 
	Ethical Approvals and Informed Consent 
	Sampling and Data Collection 
	Data Analysis 
	Theoretical Integration 


	Results 
	Civil Servants’ and Migrants’ Perceptions of Informal Patient Payments 
	Multiperspective Perceptions on Pathways to Informal Patient Payments 
	Civil Servants’ Perceptions on Pathways to Informal Patient Payments 
	Migrants’ Perceptions on Pathways to Informal Patient Payments 


	Discussion 
	Addressing the High Level of Out-of-Pocket Payments and Informal Patient Payments 
	Considerations about Methodology 

	Conclusions 
	References

