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Reimbursement and payment models in
Central and Eastern European as well as
Middle Eastern countries: A survey of
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There is growing interest in innovative reimbursement and payment models in Central and Eastern
European (CEE) and Middle Eastern (ME) countries. A questionnaire was sent to payers from CEE and
ME countries regarding the current use of, future preferences for and perceived barriers with these
models. Twenty-seven healthcare payers from 11 countries completed the survey. Results showed
participants preferred using outcome-based reimbursement models and delayed payment models more
often; however, currently they are rarely applied. Barriers hindering implementation were mostly
related to IT and data infrastructure, measurement issues, transaction costs and the administrative
burden. Given these barriers highlighted in our study, policymakers should focus on the development
of an implementation framework with contract templates for the preferred reimbursement and
payment schemes to aid the feasibility of a successful implementation.

Keywords: outcome-based reimbursement; managed entry agreements; Central and Eastern Europe; delayed payment;
Middle East; pharmaceutical reimbursement
Reimbursement and payment models in
CEE and ME countries
Pharmaceutical interventions associated
with high prices and large uncertainties
are increasingly challenging the sustain-
ability of healthcare reimbursement sys-
tems.1–6 Given that healthcare budgets
are restricted, competent authorities for
pricing and reimbursement (CAPR), such
as healthcare payers, governmental organ-
isations or health technology assessment
1359-6446/� 2022 The Authors. Published by Elsevier Ltd. This is a
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(HTA) agencies, are challenged to find
solutions for optimising expenditure of,
and access to, medicines.2–4,7–8 Conse-
quently, innovative arrangements
between CAPR and drug manufacturers
aiming to enable access to new medicines,
while sharing risks due to uncertainty, are
gaining relevance.4,7,9–13.

These arrangements can exist in a vari-
ety of forms and combinations and are
often referred to as ‘managed entry agree-
n open access article under the CC BY license (http://creativecommons.o
ments’ (MEAs) and/or ‘risk-sharing
arrangements.2,13–15 They can be defined
as “arrangements between drug manufac-
turers and CAPR that ensure access to cov-
erage or reimbursement of a drug under
specified conditions”.2,13–15 Such agree-
ments can be further divided into arrange-
ments that relate to pricing and
reimbursement status (reimbursement
models) and the way payments are organ-
ised (payment models). Reimbursement
rg/licenses/by/4.0/).
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models are usually broken down into two
main categories: purely financial agree-
ments (e.g., discounts); and outcome-
based agreements (e.g., pay-for-
performance).2,16–19 Payment models can
be structured such that the therapy is paid
upfront (i.e., before the treatment is deliv-
ered it is agreed that full payment will be
made before or after delivery, possibly
with rebates when a result is not achieved)
or with a delayed or spread-out payment
[possibly only after certain (prespecified)
results have been achieved].2,16–18.

To mitigate high upfront payments and
to answer remaining uncertainties that
often go hand in hand with the introduc-
tion of innovative therapies, outcome-
based reimbursement models and delayed
payment models have especially been seen
as promising alternatives to the more com-
monly used finance-based and upfront
agreements.2,18,20 However, there is con-
siderable variation between countries
regarding how payment and reimburse-
ment systems are organised.21 Research
shows that the applicability of these mod-
els might therefore differ between
countries.3,8,18,21

Much attention has been given to dif-
ferent models and their implementation
feasibility in high-income countries.9–10,1
8–19,22–24 Nevertheless, little is known
about how transferable these models are
to lower-income countries such as those
in Central and Eastern Europe (CEE)25

and the Middle Eastern (ME)26 that are fac-
ing the same challenges as high-income
countries.1,27–28 The population health sta-
tus in these countries is generally poorer
compared with high-income countries
and healthcare resources are more limited.
Most CEE and ME countries often do not
have a clear roadmap for HTA implemen-
tation and have a much greater social
opportunity cost of adopting inappropri-
ate health technologies and introducing
inappropriate decisions on pricing and
reimbursement.1,29–31 Given that the way
in which countries organise their health-
care systems and funding and the way
decisions are made have an impact on
the success of the implementation of pay-
ment and reimbursement models, a greater
understanding is required of the compati-
bility and transferability of these models
to CEE and ME countries because there
can be considerable concerns with funding
and reimbursing new biological medicines.
2 www.drugdiscoverytoday.com
This study was designed to gain an
understanding of the implementation of
innovative payment and reimbursement
models in CEE and ME countries and to
provide future directions that might be fol-
lowed. Through a survey, the experiences
and barriers experienced in pricing and
reimbursement by stakeholders from CEE
and ME countries were investigated, as
well as their preferences regarding the cur-
rent and future use of innovative payment
and reimbursement models.
The view of relevant payer experts
The survey was aimed at experts in pricing
and reimbursement, most notably those
with current or former payer experience
or involvement in CAPR processes from
multiple CEE and ME countries. Depend-
ing on their jurisdiction, the stakeholders
fell into the following categories: current
or former members of regional or national
healthcare payers and health technology
assessment agencies; academic experts; or
consultants in healthcare financing.
Selecting the response group across these
categories allowed opinions from different
perspectives and experiences to be cap-
tured. The specific stakeholder representa-
tives were selected based on their
seniority and their involvement in pricing
and reimbursement mechanisms and were
approached through purposeful sampling.
The targeted stakeholders were invited to
take part through a standardised email
between May and July 2021. The invita-
tion included a Word document of the sur-
vey as well as an online link. To secure that
all participants had the same definition in
mind when answering the survey, a
knowledge clip was shown when opening
the survey and a definition list of the dif-
ferent payment and reimbursement mod-
els was included (see Supplementary
Material online). The survey was followed
up by a workshop for which the results
are reported elsewhere.32 The survey and
the workshop are part of the HTx project.
HTx is a Horizon 2020 project supported
by the European Union lasting for 5 years
from January 2019. The main aim of HTx
is to create a framework for the Next Gen-
eration HTA to support patient-centred,
societally oriented, real-time decision-
making on access to and reimbursement
for health technologies throughout
Europe.33
Out of the 37 stakeholders invited to fill
out the survey a total of 27 participants
completed the survey (response rate
73%). In total, stakeholders from 11 differ-
ent countries (17 countries were invited)
completed the questionnaire (Table 1).
More than half of the stakeholders who
filled out the survey were current members
of regional or national healthcare payers
(n = 15). The other stakeholders were
mainly former members of regional or
national healthcare payers who now have
a position at a health technology assess-
ment agency (n = 4) or work as consultants
in healthcare financing (n = 5) or academia
(n = 3). Most respondents indicated they
came from a country with a centralised
HTA institution (n = 12). Additionally,
most HTA institutions have a weak influ-
ence on health-decision-making (n = 13),
according to the respondents. In over half
of the countries there are multiple payer
organisations to provide a basic benefit
package (n = 15).

The questionnaire was divided into two
parts according to the split of managed
entry agreements into reimbursement
models as well as payment models. The
first part questioned the current use of,
future preferences for and perceived barri-
ers with reimbursement models; whereas
the second part questioned these three ele-
ments for payment models. These ques-
tions were asked for in- and out-patient
pharmaceuticals to identify whether differ-
ences exist between them for these three
elements. To supplement the two main
sections of the survey, information was
gathered about the individual stakeholders
and the healthcare systems, and there was
room for additional comments. Thus, in
total, the questionnaire included 22 ques-
tions arranged according to five domains:
(i) the role of the respondent within the
healthcare system; (ii) how the healthcare
system of the respondent is organised;
(iii) the use of reimbursement models;
(iv) the use of payment models; and (v)
arrangements beyond those included in
this survey (questionnaire available, see
Supplementary Material online). The
included reimbursement and payment
models and taxonomy were based on pre-
vious work,17 with minor adaptations to
reflect the setting of lower-income coun-
tries (see Supplementary Material online
for definitions). The developed survey
was tested on content and construct valid-



TABLE 1

Respondent nations and healthcare system descriptions.

Description Number of descriptions (overall
n = 27)

Nations
Jordan 4
Turkey 4
Kazakhstan 3
Poland 3
Slovakia 3
Croatia 2
Egypt 2
Slovenia 1
Serbia 1
Hungary 1
Czech Republic 1
Ukraine 1
Romania 1

Centralized HTA institution
No 6 (22%)
Yes 12 (44%)

No HTA institution exists 9 (33%)
Influence of HTA institutions on healthcare decision-making
Strong HTA institution 5 (19%)
Weak HTA institution 13(48%)
No HTA institution exits 9 (33%)

Number of payer organizations to provide basic benefit package
One 12 (44%)
Multiple 15 (56%)

Difference between inpatient and outpatient pharmaceuticals regarding types of reimbursement models
applied
Yes 15 (56%)

Difference between inpatient and outpatient pharmaceuticals regarding types of payment models applied
Yes 14 (52%)
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ity by the authors and was pilot tested to
verify the format, clarity, length and
usability of the survey for the setting in
question.34,35 Any comments were used
to make revisions. The survey instrument
was programmed in LimeSurvey. The
results were generated from completed sur-
veys; however, if some answers were miss-
ing but the survey was still completed to
the end those responses were included.

The collected information was of a
qualitative and quantitative nature. Quan-
titative questions included reimbursement
and payment models currently used and
which models are preferred to be used
more often for in- and out-patient phar-
maceuticals by indicating this using Likert
scales. If no large differences were found
between the results for in- and out-
patient pharmaceuticals the results were
combined and presented in one figure.
Country characteristics were questioned
using multiple-choice questions where
the results were analysed individually.
Qualitative information focused specifi-
cally on the introduction of innovative
models (i.e., the perceived barriers with
outcome-based reimbursement models
and delayed payment models). These open
questions were analysed using NVivo 12
Pro (QRS International).36 Where a node
structure was used to structure the barriers
that were perceived (see Supplementary
Material online). The basis of this node
was inductive and deductive because the
main categories were based on previous lit-
erature18,37,38; but if mentioned barriers
fell outside these predefined categories
new categories were added. The results
are presented by first discussing the cur-
rent use of reimbursement and payment
models, followed by the preferred use and
perceived barriers.
The current use of reimbursement and
payment models
Current use of reimbursement models
In Figure 1 we merged data on in- and out-
patient pharmaceuticals because, overall,
no large differences were seen between
those two categories. In the experience of
the stakeholders, the finance-based reim-
bursement models are more often applied
compared with the outcome-based reim-
bursement models – specifically, discounts
and/or rebates are applied most. The
outcome-based reimbursement models
with evidence development and pay-for-
outcome and outcome-guarantee models
are currently used very little with �60%
of the stakeholders indicating that these
reimbursement models are currently never
applied in their countries.

Current use of payment models
Again, no large differences in the current
use of payment models between in- and
out-patient pharmaceuticals were reported
and therefore the results were combined in
Figure 2. It shows that upfront payment is
the most applied payment model, whereas
more than half of the respondents indi-
cated that in their experience the different
delayed payment models are currently
rarely-to-never applied. Only for the coun-
tries where an HTA institution exists,
annuity payments and health leasing are
sometimes, or in a few cases rarely,
www.drugdiscoverytoday.com 3
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FIGURE 1
Current use of reimbursement models for inpatient and outpatient pharmaceuticals. The horizontal axis indicates the percentage of how respondents
indicated the current use of the reimbursement model on a Likert scale.

Drug Discovery Today

FIGURE 2
Current use of payment models for outpatient and inpatient pharmaceuticals. The horizontal axis indicates the percentage of how respondents indicated the
current use of the payment model on a Likert scale.
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applied. In countries where no HTA insti-
tution exists only upfront payment mod-
els are applied.
Future preferences for reimbursement
and payment models
Preferences for reimbursement models
The respondents were asked to indicate
which models they would prefer to be
applied more often in 5 years from now.
No large differences were found, and the
results were combined. The majority of
the stakeholders indicated that they would
prefer the outcome-based reimbursement
model pay-for-outcome and outcome-
guarantee to be applied more often (Fig-
4 www.drugdiscoverytoday.com
ure 3). A majority would also prefer value-
based pricing to be applied more often.
Preferences for payment models
Stakeholders indicated a clear preference
for certain payment models to be applied
more often than currently. For in- and
out-patient pharmaceuticals, almost 80%
of the stakeholders indicated that they pre-
fer the payments at outcomes achieved to
be applied more often (n = 24). Stakehold-
ers from CEE and ME countries show sim-
ilarities in their preferences for payment at
outcome achieved, with 80% of the stake-
holders from these countries indicating
this.
Perceived barriers with the
implementation and use of outcome-
based reimbursement models and
delayed payment models
Perceived barriers with the
implementation and use of outcome-
based reimbursement models
To gain insight into what is currently pre-
venting outcome-based models to be
applied more often, the respondents were
asked to elaborate on which barriers are
currently encountered with pay-for-
outcome, conditional treatment continua-
tion and coverage with evidence develop-
ment (Table 2). The most often
mentioned barriers experienced with pay-
for-outcome reimbursement models are
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FIGURE 3
Percentage of stakeholders that indicated per reimbursement model whether they preferer the reimbursement models (Yes/No) to be applied more often
5 years from now.
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related to ‘IT and data infrastructure’,
where especially “the failure to capture
the necessary data to reduce uncertainty
within the current infrastructure” was fre-
quently mentioned. Additionally, barriers
regarding ‘transaction costs and adminis-
trative burden’ were raised often with,
specifically, the complex and timely nego-
tiations on contractual terms with drug
manufacturers. ‘Measurement issues’ given
a lack of health economic and outcome
research expertise to define hard end-
points were also perceived as a main bar-
rier. For the ‘conditional treatment
continuation’ of the reimbursement
model, this measurement issue was also
the most mentioned barrier. Hereafter the
most perceived barrier for conditional
treatment continuation was related to
‘transaction costs and administrative bur-
den’ where especially “the lack of
resources to organise and implement the
reimbursement model” such as lacking
personnel, budget and capacities were
mentioned as barriers hindering a more
frequent use. However, the most barriers
were perceived for coverage with evidence
development reimbursement models.
Especially, barriers around ‘IT and data
infrastructure’ again were mentioned often
as a reason why this model is not imple-
mented more often. Barriers surrounding
the failure to capture the necessary data
to reduce uncertainty within the current
infrastructure were perceived most, fol-
lowed by a limited uptake of patient reg-
istries. Another mentioned barrier was
related to ‘governance’, wherein the expe-
riences of the respondents regarding the
regulatory framework of CEE and ME
countries do not support coverage with
evidence development models to be imple-
mented more often.

Perceived barriers to the implementation
and use of delayed payment models
When asked to elaborate on what the
greatest barriers are that prevent delayed
payments to be applied more often in their
country, the stakeholders mentioned the
most barriers with the payment-at-
outcome-achieved models (Table 2). The
greatest barriers with this payment model
were perceived with its “transaction costs
and administrative burden” where respon-
dents especially mentioned the costly
implementation and the complexity of
the contracts as barriers hindering the
implementation of payments-at-outcome-
achieved in models more in the future.
Barriers with the ‘IT and data infrastruc-
ture’ were also mentioned frequently,
especially the lacking infrastructure to
monitor patient statuses, in addition to
barriers with the ‘payment schedule’,
owing to limited experience with deter-
mining the optimal amount and/or dura-
tion of payments. Looking at the delayed
payment model annuity payments and
health leasing, the most perceived barrier
relates to the ‘payment schedule’ where
difficulties are experienced with conflict-
ing financial flows of both parties involved
owing to 12-month budgetary cycles.
Implications of the observed current use
of, future preferences for and perceived
barriers with the different
reimbursement and payment models
Our inquiry shows that the stakeholders
from CEE and ME countries report that
finance-based reimbursement models,
specifically discounts, are currently
applied most in CEE and ME countries.
The respondents indicated a preference
for using outcome-based reimbursement
models more in the future, where particu-
larly pay-for-outcome models were pre-
ferred. Upfront payments are currently
the most frequently applied payment
model in CEE and ME countries. However,
delayed payment models are preferred to
be applied more often. The respondents
especially preferred payment at outcome-
achieved models to be applied more often
in the future. A type of payment model
that goes hand in hand with the preferred
pay-for-outcome reimbursement model
enforces the moment of payment for the
therapy to be only after certain results
have been achieved. The barriers of imple-
menting outcome-based agreements were
mostly related to IT and data infrastructure
for payment-at-outcome-achieved models
and coverage with evidence-development
models, whereas the perceived barriers for
conditional treatment continuation
mostly related to measurement issues. Bar-
riers preventing a more frequent imple-
mentation of delayed payments are
mostly related to transaction costs, IT and
data infrastructure when applying
www.drugdiscoverytoday.com 5



TABLE 2

The most frequently perceived barriers with outcome-based reimbursement and delayed payment models.

Outcome-based reimbursement barriers Delayed payment barriers

IT and data infrastructure Failure to capture the necessary data IT and data infrastructure Lacking infrastructure to monitor patient statuses
Transaction costs and

administrative burden
Complex and timely negations on
contractual terms
The lack of resources to organize and
implement the reimbursement model

Transaction costs and
administrative burden

Costly implementation and the complexity of the
contracts

Governance Regulatory framework of CEE and ME
countries does not support

Payment structure Conflicting financial flows of both parties due to
12-month budgetary cycles
Limited experience with determining the optimal
amount and/or duration of payments.

Measurement issues Lack of expertise to define hard endpoint
and to capture them
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payment-at-outcome-achieved models.
Barriers concerning the payment struc-
tures were perceived most often for annu-
ity payments and health leasing.
Considering that there is still a limited
amount of available literature surrounding
payment and reimbursement models in
CEE and ME countries, the gained insights
into which payment and reimbursement
models are currently applied in CEE and
ME countries, in addition to exploring
future preferences and barriers perceived
by current and former healthcare payers,
are of added value. The presented overview
can provide stakeholders from CEE and
ME countries with future direction when
implementing innovative reimbursement
and payment models.

The results are in line with previously
reported findings from CEE and ME coun-
tries and Western countries, where various
studies confirm that finance-based reim-
bursement models and upfront payments
are currently applied more often than
outcome-based reimbursement models
and delayed payments.8,27,39–42 Ferrario
et al. showed that the most common man-
aged entry agreements (MEAs) in CEE
countries are confidential discounts, a con-
clusion that was also found by Rotar et al.
where finance-based MEAs are used fre-
quently but performance-based MEAs are
scarce and used to a limited extent in
CEE countries.28,38 Similar results are
shown for ME and North African coun-
tries. The study by Maskineh et al. con-
cluded this as well. Given the
complexities typically involved in
outcome-based and delayed payment
models, as well as the necessary infrastruc-
ture to undertake such models, these
results are not surprising.22,37,41,43 Many
countries, including CEE and ME but also
6 www.drugdiscoverytoday.com
Western countries, appear to still be in
their infancy when it comes to the neces-
sary preconditions for such models, for
example a mature information infrastruc-
ture.14,27,39–41 Multiple studies argue that
the best practices for more-complex reim-
bursement and payment models, such as
outcome-based agreements and delayed
payments, are developed in countries with
solid government mechanisms for reim-
bursement decisions and health outcomes
research.14,19,27,40,44 Given that more than
half of the stakeholders from different CEE
and ME countries indicated having a weak
or absent HTA organisation, it is under-
standable that finance-based models are
being applied most often.

Several studies illustrate a similar prefer-
ence for outcome-based reimbursement
models over finance-based models and
delayed payment models over upfront
payment.9,27,37,45 Previous literature shows
that these models are seen as promising
alternatives to improve and ensure patient
access, diminish the budget impact, reduce
uncertainty, manage utilisation and
address payer concerns regarding afford-
ability in the pharmaceutical mar-
ket.14,37,46 Nevertheless, other studies
show increasing use of more finance-
based reimbursement models and
upfront-payment models owing to the
administrative burden and complexity of
outcome-based agreements and delayed
payments.44,47

Consistent with previous literature, we
found that barriers relating to IT and data
infrastructure, transaction costs and gover-
nance hinder the implementation of
outcome-based reimbursement mod-
els.9,19,24,38,41,44,47,48 However, other litera-
ture highlighted more concerns about
bureaucracy and burdens mainly for clini-
cal personnel.19,24,49 In the recent litera-
ture review by Michelsen, the different
barriers hindering spread payments are
outlined in detail.41 In this review, it is
concluded that the main identified barriers
for the implementation of spread pay-
ments reach an agreement on financial
terms while considering 12-month budget
cycles and the possible violation of corre-
sponding international accounting rules.
These results differ somewhat from ours
where also other barriers preventing a
more frequent implementation of delayed
payments were mentioned, which related
to the transaction costs, the IT and data
infrastructure and the limited experience
with determining the optimal amount
and/or duration of payments. Given that
the included countries in this study are
lower-income countries compared with
the countries in previous studies, it is
explainable that these perceived barriers
play a more prominent part in CEE and
ME countries owing to more-restricted
resources.

Recommendations
Some preliminary recommendations can
be made on how to overcome these barri-
ers and provide future direction. Firstly, a
greater dialogue between experts in pricing
and reimbursement, clinical opinion lead-
ers, industry, governmental organisations,
HTA agencies and patient representatives
capturing different perspectives is encour-
aged at the initiation and follow-up of
agreements stages. Through enhanced
insight into each other’s perspectives,
more awareness is created about what the
feasible options are and how each stake-
holder group can contribute. This includes
dialogues at the national and international
levels. Through more European collabora-
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tion and by joining international initia-
tives, learnings can be taken from each
other’s best practices. Secondly, if difficul-
ties are expected with the data collection
within the current infrastructure, a pilot
phase to compare and evaluate different
methods could be considered. Given that
the stakeholders experienced barriers with
how the current IT and data infrastructure
support the implementation of the pre-
ferred outcome-based reimbursement
models and delayed payment models, a
lot could be gained by investigating how
the existing infrastructure could be opti-
mally used. Finally, the promotion of a
national platform for outcome-based reim-
bursement models and delayed payment
models could aid to overcome barriers
related to the transaction costs and admin-
istrative burden. By providing country-
specific implementation frameworks, con-
tract templates for the most common
reimbursement and payment schemes
and legal guidance, the implementation
of the preferred models would be more
accessible.

Further research
Our findings could lead to some areas for
further research. By including a broader
range of involved stakeholders, such as
stakeholders from pharmaceutical compa-
nies, clinicians or patient organisations, a
more comprehensive overview can be
given of the current situation, future pref-
erences and perceived barriers. Given that
it is still debated19,28,46 about how much
is exactly gained by implementing more-
complex outcome-based reimbursement
and delayed payment models, a frequent
update on current use and experiences of
CAPR stakeholders is of value to provide
future direction in successfully imple-
menting the most feasible models. Better
knowledge of the effects of these agree-
ments would help to improve the design
of future agreements. Therefore, it is neces-
sary to analyse whether the agreements are
fit-for-purpose, while keeping the charac-
teristics of governmental structures of
CEE and ME countries in mind. This could
be achieved by initiating pilot studies to
systematically review the consequences of
implementing outcome-based and delayed
payment models in CEE and ME countries.
Additionally, a pilot could also be initiated
to review whether the additional data col-
lected with these reimbursement and pay-
ment agreements could aid possible re-
evaluations of the cost-effectiveness and
recalculation of a value-based price.50 This
could enable the possibility of making
better-informed reimbursement decisions
and protect healthcare systems from a pos-
sible considerable loss of resources. More-
over, a pilot could also focus on what the
consequences are when the medicine used
as the reference in the calculations of the
cost-effectiveness in reimbursement deci-
sion becomes available at a low-cost gen-
eric or biosimilar, appreciably altering the
potential value the new medicine.45

Finally, the application of the studied
models is not mutually exclusive, there-
fore future research should focus on the
possibility to combine elements in the
same agreement and address different
issues at the same time (e.g., budget impact
and use, access and cost-effectiveness),
specifically for CEE and ME
countries.18,37,51

Limitations
The survey targeted stakeholders from
CAPRs in CEE and ME countries; but it
was not possible to contact stakeholders
from all CEE and ME countries. Given that
stakeholders were invited based on pur-
poseful sampling, selection bias should be
taken into account. Additionally, the gen-
eral response rate from some countries
was low. Furthermore, the presented
results do not differentiate between coun-
tries that are part of the European Union
and those that are not. These factors
emphasise that caution should be taken
with generalising the results to the entire
CEE and ME region. However, our out-
comes show a high level of homogeneity,
and we aimed to invite key stakeholders
with a vast knowledge of their fields, there-
fore they provide an adequate representa-
tion of the experiences and preferences
for these models in these countries.

Concluding remarks
Despite the preference healthcare payers
have for using outcome-based reimburse-
ment models and delayed payment mod-
els more often in the future, they are
currently rarely applied. For future use,
stakeholders have indicated a specific pref-
erence for applying pay-for-outcome reim-
bursement models and payment-at-
outcome-achieved models more often.
These insights can provide stakeholders
from CEE and ME countries with a future
direction when implementing innovative
reimbursement and payment models.
Attention should be paid to which barriers
are currently perceived because this could
aid successful implementation. Further
research is required and should focus on
how to overcome the perceived barriers
best and on exploring which combina-
tions of reimbursement and payment
models are most likely to be successful in
CEE and ME countries.

Data availability
Data will be made available on request.
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