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This dissertation is about trust, authority, social personhood, and the importance of
everyday negotiations that take place within a shifting health care landscape. Specifically, this was
an ethnographic inquiry, grounded on twelve months of fieldwork, of how maternal care is
provided in a low-income Eastern European country, Serbia. Maternal care is the case study for
understanding how the previously exclusively public health care system is slowly unbundling
along the seams of the different levels of care and thus opening new avenues for interventions by
the private sector. While previous studies focused on the civil sector and informal economy,
private medical sector has been an invisible avenue in the studies of informality. The private sector
is not just reserved for elites, nor has it, as some scholars of Eastern European public health
predicted, ended informal economies such as those expressed through the concept of “connections”
(veze).

The starting point in this dissertation was the concept of “negotiating,” as a signal for
looking at the practices and intersections of seemingly fixed dimensions, such as private and
public, formal and informal, trust and mistrust; and how through the articulation of these seemingly
fixed binaries we gain insight into how a health care system actually works. I looked at the sites
of negotiations to understand the importance of sociality and social personhood within health care
systems thus demonstrating that while the public health care system is being disarticulated in
segments, neoliberal reforms are not replacing them but reconfiguring them. The selective
privatization of maternal care has generated new avenues for (re)negotiating trust and authority

between patients and providers, and thus contributed to reshaping the health care landscape. My



work shows how patients and medical providers, in different but mutually congruent ways,
leverage the emerging private medical sector as brokering strategies with and within the public

health institutions.
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A Note on Names and Translation

In this dissertation, all of the names of my interlocutors are pseudonyms. To protect
anonymity, | also use composite characters based on interactions with multiple people. The names
of private practices and institutions have also been altered or discuss in generic terms (example:

“the maternity hospital,” “the primary care center”).

In constructing the pseudonyms, | reproduced the naming structures that were used in
practice. For example, the new mother’s | spoke with | was on a first name basis. In regards to the
hierarchies within the health care institutions, | wanted to reproduce the unequal naming system
as it is used in practice among the medical practitioners. Nurses, nurse-midwives, residents are
called by their first names (Darko, Vera, Mira), while staff physicians and specialists are referred
to by their title and last names (example: Dr. Ivanovi¢ or Professor Jovanovic).

All of the translations from Serbian to English are my own. | have used letters with

diacritical signs for the names of people and places throughout the dissertation. The Serbian

language is phonetical; each letter of the alphabet represents one sound.
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Forward

“To negotiate, n.” according to the Oxford dictionary, is a verb with
several meanings including:
1. to obtain or bring about by discussion.

2. to find a way over or through (an obstacle or difficult path).

I find that the verb to negotiate, in both meanings noted above, truly encapsulates the goal
of this project to present the various strategies, micro level, daily negotiations used by patients and
medical service providers to try to obtain their desired goals. It also applies to my case, in which
the desired goal is a Ph.D. in anthropology. In the case of my interlocutors, the goal was to be
treated as more than a birthing body or an impersonal medical expert, but rather as a social person,
who both is and has someone.

This dissertation itself is a product of much negotiating: with my adviser, with various
Internal Review Boards (IRB), and with the dissertation committee. | also had to negotiate my
positionality as a native anthropologist, as a researcher conducting participant observation in a
medical institution, specifically a maternity hospital, and the one where over thirty years ago |
myself was born. | had to negotiate the trust of my informants whose own personalities varied
within these medical institutions. However, out of all of these, the most important forms of
negotiations that this dissertation deals with are those going on every day in the second-floor

delivery ward of the maternity hospital in Novi Sad.
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1.0 Introduction

1.1 Aleksandra’s negotiating strategies

The summer after completing my first year in the graduate program at the University of
Pittsburgh, 1 was in Novi Sad having coffee with my long-time friend Aleksandra, who was
expecting her second child. She and her husband were in their late twenties, university-educated
and both from Novi Sad. Aleksandra had just gotten back from her first pregnancy class. Classes
that are offered free of charge to all pregnant women in the city so that they can be better prepared
both physically and psychologically for giving birth and taking care of a newborn baby. In Serbia,
access to free maternal care is a constitutional right. Every pregnant woman in Serbia regardless
of her insurance status is guaranteed completely covered care through the public health care
system. This coverage included the classes Aleksandra started attending that day.

She was telling me about the class, the women she met there and about her previous and
current pregnancies. She was due to give birth in less than two months in the only maternity
hospital in the city. This was the same place both of us were born and the same institution where
she had given birth to her son two years earlier.

This is a public maternity hospital, which should mean that her care was covered entirely
by the universal health care insurance provided by the Serbian state. Moreover, she was telling me
about the loans and additional jobs she and her husband had to take out to pay for all of the tests,
check-ups, and screenings she was doing within the private health care sector. She kept telling me,
“I need a veza,” a connection and informal way to help her find a way through her next birthing

experience.



Informal relations were nothing new or extraordinary in the Serbian context (Stanojevic,
Gundogan, and Babovi¢ 2016) and eastern Europe. Nor are informal economies present only in
this part of the world or in post-socialist settings (Haller and Shore 2005, Tong 2014, Nuijten 2003,
Duarte 2006). We can broadly define these strategies as the invisible and unwritten rules and
practices of “getting things done” (Ledeneva 2008, 120). Specifically discussing the Serbian
concept of veza, we can note its literal meaning of ‘connection,” but in its common wider meaning
referring to the use of informal contacts to obtain access to opportunities that are not available
through formal channels (Stanojevié¢, Gundogan, and Babovi¢ 2016, Cveji¢ 2016).

I asked Aleksandra what she meant by finding a connection and why she thought she
needed one in the first place. What she meant was finding a way of managing her prenatal care
simultaneously in the public institutions for free and paying out of pocket for services from a
private institution. Aleksandra kept telling me, “I am doing everything private (privatno). Even
though it is costly and it was hard for us to get that money.”

When | asked her why she could not get adequate prenatal care in the public health care
system, Aleksandra paused and said she probably could, but her gynecologist in the maternity
hospital also works in private practice in the city. Seeing him at his second place of work was, she
felt, the only way for her to make sure he would “be there” for her and serve as her veza, her
connection with and within the hospital. This was important for her because during her previous
birth experience she felt completely abandoned by the medical staff. With her firstborn, she did
not seek out private prenatal care, or a connection of any kind. Speaking in hindsight, she saw that
as a big mistake on her part, one that she wanted to avoid this time around. She said: “I have

stopped believing in the devotion of the medical staff.”



Aleksandra’s story sparked my interest in understanding this intersection of private health
care practice with the public health care system, and to investigate Aleksandra’s phrasing this
juncture using the well-established local concept of informal relations, veza (plural veze). Contrary
to the general assumptions inherent in this term, the relationship Aleksandra described as her veza
was not an informal relation but rather an institutionalized relationship between a health care
provider and patient.

Michele Rivkin-Fish (2005b)’s work on women’s health care in Russia served as both a
theoretical springboard for this dissertation and a guide on how to navigate my own experiences
within the maternal care setting. Women in Russia were, like Aleksandra, attempting to find
flexible pathways to desired childbirth experiences in public maternity hospitals.

Rivkin-Fish (2005b) distinguishes two seemingly opposite paths to achieve this outcome —
personalizing strategies and privatizing strategies. A personalizing strategy is a Russian equivalent
to veza; it is an informal relation to recognize and place certain persons within the hospital as part
of one’s kinship and friendship network. A relationship of trust and reciprocity is thus established
between those women and the medical providers, they consider themselves as belonging to each
other (Rivkin-Fish 2005b). Rivkin-Fish describes the privatization of formerly public services and
the consumer-patient model as distinct and separate from this type of strategy: “the key difference
is that personalizing strategies draw on the emotional and moral element of personal relations
(svoi), whereas in privatizing strategies, the element of business/monetary exchange is overt and
legitimate” (Rivkin-Fish 2005b, 10).

Aleksandra’s description of why she was doing everything double, in the private and public
sectors, seemed to be bringing these two strategies together rather than separating them thus

blurring the boundaries between illegitimate and legitimate. Rather than placing a boundary and



making categories between the two strategies for my dissertation research, | wanted to look at how
these strategies are enacted and negotiated in practice, and in what larger political, economic,

historical power configurations are they taking place (Stan 2012).

1.2 The negotiating strategies of young gynecological residents

Write this down in that research of yours, so it is known!*

This fieldwork would not have happened if it were not for my informal relationships and
connections in the city. Knowing the right people, going to the same high school with some of
them and just simply being from the same town allowed me to gain access into places previously
unattainable to social science researchers of maternal care. | was a part of their world; they could
place me, my friends, and family within their social networks (Brkovi¢ 2017a). The new patients
or medical providers whom | would meet would try to locate me within their existing social
network. This contributed a great deal to my negotiation process of getting access to my desired
field sites.

I was the first anthropologist to conduct fieldwork inside any maternity hospital in the
country. Previous research on maternal care relied exclusively on interviews and questionnaires,
all of which took place well outside the delivery wards of hospitals (Arsenijevic, Pavlova, and
Groot 2014, Sekuli¢ 2016, Stankovic 2017b, Stankovi¢ 2017). The opportunity to conduct

ethnographic research within and with all of the actors involved in maternal health care provision

! Klara, second year volunteer resident in the maternity hospital.



allowed me to have a greater understanding everyday obstacle that prevents health care workers
from providing the kind of care both they and their patients sought after.

I had the opportunity during my fieldwork, to meet so many incredibly kind and dedicated
medical professionals. The people that stood out the most and with whom | related the most were
the young residents and interning nurse-midwives. We shared a common experience; we were all
there in these institutions of maternal care to learn. | learned a lot from these young people and
excellent caregivers. We would talk about how hard their work was and how much they loved it
nonetheless. On more than one occasion, | was told to write something they said down in my little
fieldnote book “so it is known.”

I spent time with the gynecological residents while they were writing up medical case
histories and discharge papers of patients. The case histories were usually written on old
typewriters moved around throughout the maternity hospital. On the baby-friendly wards?, in the
back of an exam room was where most of this typing would take place. They would jokingly call
that space their little dingy hovel (¢umez) and would sneak in fruits, coffee, and snacks to keep
them going while they type. The residents spent so much time typing that the nursing staff would
behind their backs call them the “typists” (kucaci). These were mostly young women in their mid-
twenties. They all completed their M.D.s and were now on track to becoming specialists in
obstetrics and gynecology. Most of them were also in graduate school working towards a Ph.D. in
medicine. For the gynecological residents, it was mandatory to spend at least a year in the maternity

hospital.

2 This means that the babies were rooming in with their mothers after delivery.



Most hoped that they would be asked to stay on in the hospital after residency. Even getting
a position as a resident was hard as the Ministry of Health sets out the quotas for each sector of
medicine for a given year. Some residents | met did not want to become gynecologists, but this
was the only residency that they liked from the limited options provided. Klara, one of the third-
year residents, told me: “It was either this or orthopedics. | do not have the real straight for that.
Mostly men chose that one!”” I met Klara for the first time in one of the private “pregnancy’” schools
that offered classes similar to the one Aleksandra was taking in the public sector. These schools
were similar. The women had to pay for the classes and this private practice, and they were taught
by the residents working in the maternity hospital. When | asked Klara why she was working two
jobs, she laughed: “I am paying the state to work for them! I have been volunteering for two years.
I work for a smile”.

In 2014, in an attempt to curb the growing national debt, the Serbian government passed
two harsh laws. One “temporarily” cut the salaries of employees in the public sector and monthly
pensions of all pensioner. The other placed a temporary ban on new permanent hires in the public
sector. The law on salaries and pensions was partially lifted in 2018, but the law banning
employment in the public sector was extended until the end of 2019.

The ban on new hires means that it is increasingly difficult for young residents to get even
short-term contracts with the hospital. Some like Klara were paying for their residency?® by
moonlighting as a lecturer, and some managed to get contracts with primary care centers and

general hospital in other towns with the obligation of working there after residency. Some had

3 A year of residency costs roughly 1 500 dollars, the average Serbian monthly salary is less than 400 dollars.



contracts with private gynecological practices. Darko, a tall dark-haired resident, whose residency

was through a private practice, said:

My paperwork is through a private practice, but I am paying for it on
my own. It is paperwork only because when | wanted to apply for residency,
there was no gynecology residency option. | am still working part-time at this

private. It is not legally completely solved, but we found a way (snasli smo se).

Darko was describing his path of negotiating, finding a way through obstacles to obtain his
goal of a gynecological residency. Darko’s strategy also included the intersection of the public
with the private health care sector. He then told me that that was how things work, “we all work
two jobs it is horrible. Not just us residents, the specialists too. We all work in the private sector

and the public.” Darko and many others were working two jobs and getting half of a paycheck.

Volunteer residency means you pay to work. | knew | wanted to do this
work. In the meantime, you realize there are things in your control and so many
things that are not. | did have people tell me that I was no one (niko) and that
you will never get this residency. So, | found a way to get it through private

practice.

Darko was expressing the need for negotiating his position in the public hospital through
private practice. He was glad that he could use the private sector as a strategy to get his desired
residency in the maternity hospital, but he was not in favor of the privatization of public health
care: “There has to be a balance, not everything can be on the market. The story is that when
everything is on the market, everything will be better it will not.” And in the writing of most

liberal public health policymakers that is the narrative (Arsenijevic, Pavlova, and Groot 2014,



2015a, Buch Mejsner and Eklund Karlsson 2017a, Buch Mejsner and Eklund Karlsson 2017b,
Dickov 2012, Kornai 2008, Kornai and Eggleston 2001, Kornai, Rose-Ackerman, and Collegium
2004, Perisic¢ 2014).

The introduction of market practices into health care would curtail the need for informality
in Serbia. Sabina Stan’s work on the ambiguity of gifts and commodities questions this assertion
in much the same way as Darko: “allowing doctors to practice in both public and private settings
opened new spaces for informal exchanges, as doctors designed new schemes for shuffling patients
between the two sectors” (Stan 2012, 78). Stan sees the private practice as a predatory practice for
most patients (Stan 2012). | agree with Stan in that the entangling of private and public opens new
spaces for informality. However, | caution about labeling all interactions of doctors with patients
who are moving between the private and public sector as a predatory act that undermines any
possibility for establishing a personal relationship between patients and providers. “By
undermining the possibility of developing personal relations, predation lays bare the stark
inequalities of power between patient and health care personnel” (Stan 2012, 79). The market-
based health care interventions into the public health care system have indeed intensified the
existing unequal power structures not just between doctors and patients.

The ability to serve as a connection for someone is in itself a position of power (Brkovi¢
2017b). Through discussions with people like Darko and Aleksandra, | came to question the
assumption that privatizing strategies undermine the possibility of developing personal relations
in a public hospital. For some medical providers, the flexibility to move between the two sectors
not was a sign of power, but a path for being seen as trusted and respected experts. | asked Darko
if he agrees with Aleksandra that paying for prenatal care was a strategy to obtain a veza in the

hospital:



| that a veza? | mean when you want to get your bike fixed you have
your bike guy. It is the same with the doctors, and you want to go to the person
who is qualified. A veza for better treatment? | doubt it. We treat all the same,
but a veza to feel more secure? That does exist. However, | think that is normal.
You feel secure, even though we all have the same knowledge it is a matter of

personal relations (licnih odnosa).

1.3 Private within the public

This dissertation is an ethnographic account of negotiating strategies in a health care system
that can best be described as combining private and public sectors. In order to explain the contested
and hybrid nature of the Serbian health care system, | analyze three key and mutually connected
categories of actors: the patients, the health care providers and the state. For example, Aleksandra,
as a patient, and Darko, as a health care provider, both use the private sector as a brokering strategy
to personalize their interactions with and within the public health institutions (Alexander 2002).
Existing theoretical frameworks of unreformed health care systems see such relations as “plagued”
with informality, as corruption and poor governance (Batory 2012, Buch Mejsner and Eklund
Karlsson 2017a, Del Vecchio, Fenech, and Prenestini 2015, Grigorakis et al. 2017, Habibov and
Cheung 2017, Moldovan and Van de Walle 2013, Morris and Polese 2015, Radin 2013, Stepurko,
Pavlova, Gryga, Murauskiene, et al. 2015). This presumption, though, results from a superficial
reading of what both Darko and Aleksandra meant by veza, literally “connection.” For them, a
connection referred to the use of medical services in the private sector to establish a personal

relation within the state health care system. Their strategies and strategies of others like them are



often framed as examples of “clientelism,” with examples given of informal cash payments in
envelopes, that undermine the trust between patients and health care providers.

Such framing does a great disservice to the disenfranchised medical providers, working in
demanding jobs and searching out ways to maintain a semblance of social and economic status. It
also does not present a suitably complete picture of the use of market practices as patients’
strategies to better navigate through the public health care sector, actions that are contributing to
reshaping the health care landscape.

Still, most studies of welfare and health care systems have presumed the adequacy and
accuracy of models with the central characteristic being the presence or absence of market
practices (Esping-Andersen 1990, Sidel and Sidel 1977). Based on this distinction, most scholars
adopted Esping-Andersen (1990)’s three models of health care and welfare. The socialist model is
seen as based on the principles of universalism, where health care is a right. Examples of this
model of health care are former socialist states in Europe, Cuba and a growing number of Central
and South American countries. In these systems, access to benefits and services is based on
citizenship, separate from market forces. The capitalist model, in contrast, is based on the principle
of subsidiarity, which means that the focus should be on the local or medium level,I rather than on
centralized solutions. In this model, the dominance of social insurance offers a medium level of
decommodification, meaning there is social stratification of access amongst citizens. This second
model is usually ascribed to countries of Western Europe, most notably Germany. Finally, the
liberal model is based on market principles and private provisions with little to no state
intervention, an example being the United States of America.

While ideal types are useful to think with and use as starting tools, the problem with these

models is that they tend to presume their general comparability, and implicit hierarchy, based on
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the presence or absence of market practices. These are static frameworks that structure discussions
via opposing binaries of putatively “unreformed” and “reformed” systems, with the assumption
also being that a higher presence of market practices leads to efficiency and effective health care
provisioning. In contrast, | situate my intervention into this field by focusing on the importance of
understanding health care systems as sites of negotiations and contestation, rather than through
measurement according to static models. The literature on health care systems in Eastern Europe
has mostly relied on such fixed models, and especially on distinctions between reformed and
unreformed health care systems.

Approaches to studies of health care systems (Del Vecchio, Fenech, and Prenestini 2015,
Edwards and Glover 2001, Grigorakis et al. 2017, Habibov and Cheung 2017, Kaitelidou et al.
2013, Sidel and Sidel 1977), especially those in Eastern Europe, can be categorized into two
general types, culturalist or interactional. Both operate under unquestioned assumptions about the
role of marketization on health care, and in both the issue of agency is central. General studies of
corruption and clientelism, not only in health care, focus on the public sector (Haller and Shore
2005), and in most public health studies, the solutions tend to be placed on the transition to the
market, as of yet still incomplete (Kornai and Eggleston 2001).

In the public health literature on Eastern Europe, however, culturalist approaches are
common (Arsenijevic, Pavlova, and Groot 2013, 2014, 2015b, a, Baji et al. 2017, Buch Mejsner
and Eklund Karlsson 2017b, Buch Mejsner and Eklund Karlsson 2017a, Dickov 2012, Dill 2014,
Hyde 2016, Kornai and Eggleston 2001, Miteniece et al. 2017, Perisi¢ 2014, Radin 2009,
Stambolovic 2003, Stankovic 2017b, Stepurko, Pavlova, et al. 2015a). In a culturalist approach,
health care systems in Eastern Europe tend to be characterized by pathologizing terms, such as

“illness” (Radin 2009) or “disease” (Dickov 2012, Hyde 2016). Through such pathologizing
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narratives, the presumed flaws in a system are presented as naturalized, ingrained in the culture
(Baji et al. 2017, Buch Mejsner and Eklund Karlsson 2017b, Buch Mejsner and Eklund Karlsson
2017a, Kornai and Eggleston 2001, Stambolovic 2003). From a culturalist perspective, eastern
European health care is presented as the backward and deficient “Other” of an idealized western
health care system. An example is the writing of Eggleston and Kornai (2001) that describes
citizens of western Europe learning about good governance, the costs of health care delivery and
efficiency “along with mother’s milk.” The assumption is that the medical providers and patients
in eastern Europe lack the necessary cultural knowledge to understand that their health care system
is “deficient.” Considering specifically the Serbian health care system, public health scholars Buch
Mejsner and Eklund Karlsson (2017b) conducted a pilot study on primary care. They argued that
there is endemic corruption, but that the patients and providers were ill-equipped to recognize it,
seeing “a perception among [their] respondents that corruption was given too much attention in
the media and that the real problem in healthcare was not corruption” (Buch Mejsner and Eklund
Karlsson 2017b, 13). The assumption in public health literature may stem from a lack of
knowledge about informal payments and gift giving in healthcare. Providers in Serbia may,
therefore, not be held properly accountable for accepting informal payments” (Buch Mejsner and
Eklund Karlsson 2017b, 10).

This quote sums up the critical concern with the culturalist approach, which is to presume
a total lack of agency of patients, assuming that individuals have no choice but to pursue favors,
either due to the specific historical and cultural context or due to the “system.” This approach
explicitly dismisses what the researchers’ informants are saying. In that same pilot study, the

researchers quote a doctor as telling them: “Bigger corruption is with politicians, not with the
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doctors. Believe me.” (Buch Mejsner and Eklund Karlsson 2017b, 13). However, they not only do
not believe him; they ignore him.

On the other hand, an interactional approach emphasizes individual agency but does not
critique the underlining assumption that the health care system is unreformed and backward. From
this perspective, individual strategies are ways of “filling in the gaps” within the existing health
care system (Brotherton 2012). Instead of arguing that actors are not aware, or lack knowledge
about favors and informality, utilizing this knowledge is read as acting morally in the face of
general immorality, and of mistrust in the system. Ledeneva (2006) argues that Russians sought
after informal relations, blat, because of a general mistrust in the Russian state, and thus needed to
establish personal trust in order to get things done within the public system. The issue of trust, or
rather its lack, is central to this approach and is another way of positing the distinction between
reformed and unreformed systems. The unaddressed underlying assumption in this model is that
market practices, as supposedly transparent and clearly defined sets of prices and services, should
automatically generate trust. Humphrey (2012) and Rivkin-Fish (2005b) go a step further to argue
that informal cash payments, and blat relations in general, are the preferred path for obtaining a
goal in the public health care system in Russia. Exercising agency by patients is thereby seen as
positive since it is subversive of a flawed system. Again, the approach to health care systems is
the presumption that personalizing strategies such as veze or blat show systemic flaws, but that
such strategies will end once market practices take over.

Newer scholarship on health care and welfare more broadly are providing a much-needed
critique to models unquestioned in the previous approaches, and instead of tracing agency as
subversive, looking at how people conform to the system (Brkovi¢ 2017b). Instead of looking at

ruptures and gaps, there is a shift towards studies of connectedness (Alexander 2002) and
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articulations (Matza 2018). Most such scholarship has focused on studies of informality (Brkovié¢
2017a, Brkovi¢ 2017b, Stan 2012) or on the engagements of the civil sector in alternative strategies
to health care distribution (Dill 2014, Dill, Zrins¢ak, and Coury 2012, Hemment 2009, 2012,
Leutloff-Grandits, Peleikis, and Thelen 2009, Matza 2012, Stubbs 2012, 2013).

Privatization is a blind spot in most studies of health care systems. A few studies coming
out of South America deal with issues of privatization, and those have focused on questions
surrounding medical pluralism (Chamberlin 2018, Chary and Rohloff 2015). Rather than being the
solution needed to end personalization of the provision of services in the public health care system,
privatization is seen as a new form of personalizing public institutions. Looking at health care
systems as sites of negotiation rather than as closed models allows us not only to focus on agency,
but to understand how actors’ agencies are shaped, and also shape the system.

Brkovi¢ (2017b) shows that agency is key in understanding why and how people pursue
veze/Stele (favors) in Bosnia but does not agree that using these resources is viewed by informants
as a positive characteristic of resistance to the system. On the contrary, she sees the pursuit of
favors as a way of conforming, of being seen by and within the system. The Serbian term veze,
typically used to denote informal relations or personalizing strategies, actually literally means
“connections.” Veze does not have to be informal, nor are they a unique feature of post-socialism.
Persons are socially constituted by connections (Alexander 2002): kinship, friendship, business
connections all shape social personhood. Cathrine Alexander in her ethnography of Turkish sugar
factories shows that farmers, bureaucrats, and engineers not only construct their personhood
through various forms of connectedness but personalize the state as well. Knowing someone or
being someone who has worked or works in the public sector provides those actors with the agency

and ability to personalize bureaucracy.
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Jenine Wedel describes actors who can straddle the private and public sectors as flexians,
players who “live symbiotically within the system, quietly evading and stretching its rules as they
help mediate its transformation” (Wedel 2011, 15). Both Alexandre and Wedel make the point that
the actions and agency of certain people are not only responses to structural conditions within a
given system, but also, in turn, shape the system (Bourdieu 1977). Wedel (2011) points out that
when people flex or move between different roles, they thus blur boundaries.

In the case of the Serbian medical system, the boundary between a service provided to a
customer in the private sector and a favor offered in the public sector is blurred. The power to
move between these two sectors, private and public, is not afforded to all actors within the health
care sector. Thus, rather than trying to fit the actions of people like Darko and Aleksandra into
standard categories of informality, and readings of the Serbian health care system as unreformed,
through an ethnographic account of their strategic movements between the private and public
sector, we can understand how the actually existing health care system is working, as private

actions within the public system.

1.4 Chapter outline

2.0. Negotiating theory

The main aim of this chapter is to engage and untangle some key theoretical strands used
in previous discussions of Eastern Europe and Eastern European health care systems. | start with
the overarching theoretical discussion of the dissertation, which is to untangle the various
articulations of private/public. My main strategy is to focus on the relationship of these two
concepts rather than presenting them as fixed, clearly defined analytical categories. Building on

the analysis of the private within the public is then a discussion of the theoretical conundrum of
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how best to frame the region Serbia belongs to, Eastern Europe. The typical framing of Eastern
European health care, especially in the public health literature, has been one of corruption and
mistrust. In this chapter, | outline and provide commentary on the main lines of argumentation of
supposedly generalized mistrust and corruption by placing them in conversation with the

anthropological scholarship of informality and, oddly enough, ethnographies of agriculture.

3.0 Negotiating methods

This chapter provides a brief overview of how the research was conducted, focusing on the
importance of several levels of negotiation. The first focus is on the negotiations inherent in being
a native anthropologist conducting fieldwork in my hometown and in the hospital in which | was
born. Second, | describe the need for rethinking and adjusting the classic anthropological method
of participant observation in a clinical setting, where even a native anthropologist can become a
complete and visible outsider. | draw on Gita Wind’s (Wind, 2008) reconceptualization of the
classic participant observation method and the importance of thinking and negotiating my

positionality in the clinical setting ahead of time.

4.0 State (of) Health care

The first part of this chapter aims to provide historical context and a clear description of
the state health care system in Serbia. | start with outlining the differences and similarities of the
unique Yugoslavian approach to socialism and socialist health care systems from the more
frequently studied Soviet-style systems (Ledeneva 2013, Rivkin-Fish 2010, Rivkin-Fish 2005b,
a). | end this part of the chapter with a detailed outline of the infrastructure of the public health

care system with a specific focus on the provision of maternal health. This historical-institutional
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analysis enables us to understand the continuities and ruptures in health care provisioning after
Yugoslavia’s specific form of socialism.

The second part of this chapter focuses on the of the Serbian health care. In this part of the
chapter, | take a closer look at the current, nationalist government discourse of public health care
and the introduction of the private sector as both potential hindrance and also a solution for the
growing problems of “our system” (nas sistem). From these official discourses on the public and
private health care system, | draw attention to the ambiguous treatment of medical providers and
their relation to the state. In the final section, | focus specifically on maternal care and the

paternalistic and nationalistic state discourses on reproduction.

5.0 Paper Pushers, Doctors and Entrepreneurs

In this chapter, I describe the various factors governing the ability or inability of medical
providers, specifically gynecologists, and nurse-midwives, to move between the private and public
sectors, or to work in only one of them. | address theoretical understandings of private and public,
trust and mistrust, and provide a critique of the assumption that adoption of a market economy in
place of a state monopoly on the provision of medical services will render informal economies
obsolete. Rather than rendering informal relations obsolete, the emergence of private practice
provides a new avenue for patients to establish a personalized connection with physicians also
working within the public sector. At the same time, through the private sector, medical providers
are granted a flexible path for establishing individual authority and power. Through supplemental
work in the private sector, gynecologists can draw on the considerable authority of the state

institutions and channel that authority to gain personal power and influence, and facilitate personal
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entrepreneurship. However, not all gynecologists working in the public sector can transform the

generalized authority of the public institution to individual power.

6.0 From having no one to having someone

In this chapter, the focus is on mapping out strategies available to women as they navigate
through the maternal health care system. The experiences of women mirror the doctors' stories
described above. Women seek out individual strategies of personalizing the public hospital, so
they are seen as individuals rather than only as birthing bodies during childbirth. Success in this
endeavor transforms a pregnant woman from “having no one” to “having someone,” whereas, in
hospital settings, women must give birth not only without the support of their families or partners
but in strict isolation from them.

“Having no one” (nemati nikog) means obtaining access to maternal care only through the
fragmented public health care system and not knowing anyone in the hospital staff when coming
to give birth. “Having someone” (imati nekog) means establishing a personalized (if also
commercialized) relationship with the medical staff of the hospital, bringing them into ones’
network of known people, and more importantly, a network of people who know them as
individuals. “Having someone meant” thus meant that a woman had established a personalized
and trusting relationship with at least one of the doctors, and through that connection, with the
hospital’s other staff.

This finding adds to current understandings of connections as a strategy of personalizing
state institutions. Personalizing strategies have been understood generally as seeking to establish
“informal relations” (friendships, acquaintances, fictive kinships), and unlike strategies established

through market practices, essentially as customers. What the stories of women from the second
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floor of this Serbian maternity hospital show are that these two strategies are not necessarily
separate but rather interconnected. The knowledge gained from observing how maternal care is
provided in practice enables a new perspective for drawing larger conclusions about the political
economy of (universal) health care and the supposed roles of informality as a problem, and of the

flaws in market-based solutions to that supposed problem.

7.0 Concluding Remarks

In this final chapter, | summarize the main points and observations made throughout the
dissertation. | point to the importance of looking at patterns of individual social negotiating
strategies in the study of the political economy of (mixed) health care systems, not just in post-
socialist countries but also in places such as Brazil or Greece, and even in countries without
universal health care, like the United States.

The ethnographic research reported here enables me to critique ways in which liberal
scholars have lumped informality with corruption and placed those concepts as separate from
privatization and system efficiency. Instead of seeing informality and privatization as opposites
through ethnographic observations | argue that they are articulated with each other in a shifting
context-dependent nature. Finally, I discuss possible avenues for future research, specifically the
need for more studies on the positionality and importance of nurse-midwives within the maternal
care system. | argue that they are actors who have been overlooked by both the state and women-
patients, and yet are among the key figures on which the very unstable but still functioning public

health care system rests.

19



2.0 Negotiating Theory

In this chapter, | present the key conceptual frameworks of this dissertation to bring about
a new avenue of inquiry in the literature on informality and public health in Eastern Europe. | will
discuss when need in greater depth theoretical discussions on reproductive politics (Ginsburg and
Rapp 1995, Chalmers 1997, Greenhalgh and Winckler 2005, Davis-Floyd and Sargent 1997,
Drezgic 2008, Ehrenreich and English 2010, Martin 1987, Ginsburg and Rapp 1991) and with the
larger body of biomedical anthropology literature (Lock and Nguyen 2018, Good 2001, Sharp
2011, Petryna 2013, Conrad 2007, Bae 2012).

My intention is not to ground my ethnographic data in what Gibson-Graham describes as
“strong theory” - the powerful discourses that want to organize events into understandable and
seemingly predictable trajectories (Gibson-Graham 2014, 147). The main reason for this is that
the everyday interactions and negotiations of maternal health care in Serbia do not fit into
predictable trajectories. Negotiating is central to my argument as | am not attempting to fit my
ethnography into existing theoretical frameworks neatly. | am interested in understanding how
these central strands of post-socialist theories and key, usually presented as binary concepts, can
be re-conceptualized, placed into dialog with each other and thus negotiated in order to yield new
knowledge.

I will start untangling the various articulations of private/public. My main goal with these
two categories (private and public) is to focus on their relationship rather than presenting them as
fixed, clearly defined analytical categories. | will unpack various meanings of these “shifting
categories of activity”(Gal and Kligman 2000, 51) in both emic and etic contexts. My aim is to
focus on how these categories are “articulated” together (Matza 2012, 2009) in a given

20



ethnographic context. Rather than using a strong theoretical framework to describe and interpret
the negotiations happening on the second floor of the maternity hospital, I will do the inverse.
Like the seemingly clear binary between private and public, scholars have either reinforced
or fought against creating distinctions between framing the region Eastern European as post-
socialist (Sampson 2002, Burawoy and Verdery , Ghodsee 2011, Ledeneva 2006) or as neoliberal
(Stubbs 2013, Stan and Erne 2013, Stan 2012, Mikus 2016, Kalb 2012, Bockman 2011). Building
on the discussion around private within/and public, what follows is a discussion of the theoretical
conundrum of how best to frame the region Serbia belongs to, Eastern Europe. A typical framing
of Eastern European health care, especially in public health literature (Arsenijevic, Pavlova, and
Groot 2013, 2014, 2015a, b, Buch Mejsner and Eklund Karlsson 2017a, Buch Mejsner and Eklund
Karlsson 2017b, Dickov 2012, Radin 2009, Radin 2013, Stambolovic 2003, Stepurko, Pavlova, et
al. 2015a, b, Stepurko, Pavlova, Gryga, Murauskiene, et al. 2015, Stepurko, Pavlova, Levenets, et
al. 2013), has been one of corruption and mistrust. In this chapter, | will outline and provide
commentary on the main lines of argumentation by placing them in conversation with an

anthropological scholarship of informality and (oddly enough) ethnographies of agriculture.

2.1 Negotiating between different understandings of private and public

Generally, two main strands define what is meant by the terms private and public. One
focuses on the issue of ownership, in a very materialist sense (Walter and Howie 2003, Chary and
Rohloff 2015, Read and Thelen 2007, Loewenstein 2015, Graham 1998, Engels and Leacock
1972), The other focuses more on discursive practice (Collier, Yanagisako, and Bloch 1987,
Ginsburg and Rapp 1995, Martin 1987, Browner and Sargent 2011). | am drawing on both strands

to describe how maternal care is provided in Serbia. My aim is to question the private/public
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binaries and avoid creating new ones. In order to attempt to place these seemingly different strands
into the dialog, | have created a table of different meanings of the terms private and public, or
“domains” (Collier, Yanagisako, and Bloch 1987). Rather, I used the distinction between etic and
etic as a writing tool. Dichotomies present below should be questioned and explained rather than
taken for granted.

The concept of the public is taken to be a general term referring to the state, the market,
and in general male-dominated spaces, while the private is associated with domestic, intimate
spaces. Rosaldo (1974) argues that what is understood as public or private varies, that this division
is not universal. The origins of this conceptualization are grounded in the liberal political theory
of a gendered division of space, whereas the home, the domestic sphere had been associated with
the role of women.

Within the framework of liberal political theory, the public domain is a sphere that is
regulated by the state to preserve individuals’ freedoms, the public, on the other hand,
conceptualized as either family or as private enterprise should be outside of the domain of the state.
Feminist theory from the onset has critiqued this general view of private/public (Collier,
Yanagisako, and Bloch 1987). The implicit argument in this generalizing view of private and
public is that it naturalized and reinforced other dichotomies: private or domestic as more akin to
nature, and thus, more female and public as more akin to culture and thus male. These assumed
universal dichotomies have long been dismantled by feminist scholars (Landes 1998, Rosaldo,
Lamphere, and Bamberger 1974, Collier, Yanagisako, and Bloch 1987). Feminist scholars have
highlighted the ideological construction of this division by showing that there is no such thing as
a clear separation of private and public. The public permeates actions and domains seemingly

coded as domestic(Collier, Yanagisako, and Bloch 1987, Weeks 2011). Scholars have drawn

22



attention to how domestic violence tends to naturalized and imbued in assumptions around male
dominance (Brush 2011), how caretaking and domestic work are naturalized as female even when
it is intersecting with other problematic issues such as colonialism and racism (Chan 2018,
Constable 2014).

In scholarship on socialism and post-socialism, the dichotomy of private and public has
highlighted the changing configurations and fractalization of these domains during and after
socialism.  During socialism, women were encouraged to “step out of the home” into the
workforce, while at the same time being solely responsible for the care work within the family.
Susan Woodward (1995) for example argued that it would be too simplistic to see gender equality
as magically occurring because of socialism: “it appears that once particular functions are labeled
as private and female, there is still little pressure to redefine them as public” (Woodward 1995,
229). Industrialization has brought both sexes into the sphere of productive work, but the double
shift is still there.

Despite working outside the home, women are primarily responsible for housework.
Neither education, occupation, urbanization, nor participation in the informal economy had a
significant effect in reducing this. By the late 1960 women were excluded from the labor market
systematically. Legislative commissions turned their attention to family policy, passing a law on
contraception in 1969, excluding women from a wide range of activities to “protect” maternity in
the associated labor act of 1976, and 1978 creating extensive maternity benefits (Woodward 1995,
245).

In Eastern European socialism, women were seen as “unreliable” by the state (Fodor 2002)
because of their supposed “backwardness” as not being loyal political subjects to the party because

of their role as mothers. The fact that women were the ones raising the children, as Fodor shows,
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was seen as a potential threat to women’s devotion and allegiance to the Party. “Women’s primary
allegiance was to their offspring”(Fodor 2002, 224), in the eyes of the Party and this was
potentially dangerous, and thus women could not be trusted as fully as men to take positions of
political power.

The private or domestic is thus anything but not political. Notions around gender roles and
motherhood interact with and impact directly political and economic concerns of socialist states.
Feminist scholars of socialism and beyond point out that the problem lies in the unquestioning of
the notion of worker itself (Fodor 2002, Weeks 2011, Lukacs 2013, Fodor and Kispeter 2014,
Glass and Fodor 2018). The notion of worker is itself a gendered term and what is expected of
women is to comply with the male standard and definition of worker and not to question the gender
biases behind it. In turn, this provides another challenge to the supposed universality and clear
boundary distinction between private (family) and public (the state). There is a constant
negotiation of the family as a political institution between the actual family and agents of the state
in a way that “ever-changing boundaries between public and private were most often signaled
implicitly and invoked indexically within interactions. Thus, fleeting, inhabitable roles (us/them)
came to seem like immutable, bounded social groups, and shifting categories of activity
(public/private) came to seem solid and distinct” (Gal and Kligman 2000, 51). In other words,
even though the distinction and boundary between private and the public seems concrete, it is not.
Feminist scholarship, in anthropology especially, has done a good job dismantling the assumption
of universality and solidity of the public/private binary. The problem is that this dismantling has
largely remained in the discursive, etic realm.

While studies have questioned and blurred the boundaries between private and public in

the discourse sense when it comes to the materialist perspective, the assumptions of liberal political
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theory have remained almost unchallenged. Rofel (2015) points out that we tend not to question
the division of private and public when it comes to capitalism. In her work in China, Rofel put this
division into question by looking at the intersections of the public-private enterprises in textile.
Rofel’(Rofel 2015)s ethnography shows that it is difficult to discern a clear difference between
private enterprise and the state. Moreover, from the emic perspective, her interlocutors benefit
from blurring this boundary.

In a materialist sense, what is understood as public or the public sector refers to institutions
and practices that are governed and usually are owned by the state. The private sector, on the other
hand, is not owned by the state. Private thus can also mean private property, a notion that is seen
as different and separate from state property or in the case of socialist Yugoslavia, social property
(elaborated further in chapter 3). In this instance the notion of ownership is central. Another
articulation focuses more on employment. In Serbia, people distinguish two types of employment
sectors, “privatni posao” (private job) or “drZavni posao” (state job). My interlocutors refer to
public and private as a marker of job value and job security. Private practice is associated with
instability, working for a private employer as a negative experience (Naumovi¢ 2013, Trifunovi¢
2015, 2016b, a). On the other hand, the process of getting a job in the public sector, while seen as
corrupt - you need to have strong informal connections to get the job, once hired working in the
public sector is secure and stable.

The usage of these term public and private, thus, comes from an emic rather than an etic
perspective, as my informants refer to the private health care sector as “privatna praksa” (private
practice) or simply “privatno” (private) in opposition to drZavna praksa (state practice), javno
zdravlje (public health) and drZavno (public/state). Thus, the term private is understood about

economic notions of privatization.
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Scholarship on the privatization of public health care has mostly focused on the role of the
civil sector, “NGO-ization of the health care sector”’(Chary and Rohloff 2015) and in the welfare
sector more broadly (Adams 2013, Muehlebach 2012). There is scholarship on the
“commoditization of care”(Chary and Rohloff 2015) that does look at market-based health care in
universal health care systems in Central and South America(Chamberlin 2018). This scholarship
deals with market practices that are emerging in aspects of health care not available in the public
sector. Typically the focus is about understanding the internal variations within biomedicine
(Kleinman 1995). Most of these studies are on health care landscapes in Central and South America
and South East Asia and have traditionally dealt with questions of medical pluralism (Bridges
2017, Koss-Chioino, Leatherman, and Greenway 2003, Harvey 2011, Harrison and Cosminsky
1976) and more recently of biomedical pluralism (Chamberlin 2018, Chary and Rohloff 2015).
This is not the case with maternal care in Serbia. Instead of seeking out medical care that is
unavailable through the public sector, what is being sought through the private sector is a
connection within the public sector.

While there are civil society institutions engaging in health care provisions (Dill, Zrins¢ak,
and Coury 2012, Dill 2014, Miku$ 2018) in the broader sense and broader post-Yugoslav region,
in the case of providing perinatal care this is done through either the public biomedical institutions
or medical institutions in the private for-fee biomedical institutions. Nor is this a case study about
biomedical or medical pluralism. Medical pluralism implies that patients seek out an alternative
form of healing traditions in their quest for health (Wiley and Allen 2009, 28), this can included
different approaches to biomedicine.

In the case of maternal health care in Serbia, whether in the private or public medical

institution the medical tradition provided is almost exclusively a technocratic model of birth
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(Pincus 2013, Stankovic 2017b, Stankovi¢ 2017, Sekuli¢ 2016, Sekulic 2014, Davis-Floyd 2003,
Davis-Floyd 1994). It is the labor of the biomedical provider that has been privatized. Medical
providers, in this case, gynecologists, are moving between the two health care sectors. | am
interested in mapping out the continuities of care that are negotiated daily by patients and providers
through the interconnections of private and public health care. While ownership can be the dividing
category between private and public, care and establishing care and trust is a central uniting thread
not only in my research, and not only in research on former socialist countries.

Closer to my research, Hromadzi¢ (2017) looks at the role of private nursing homes in
postwar Bosnia. She points out nicely that care (briga) in the local vernacular has a double meaning
- to care for and to worry. Her main topic of interest is the affective labor of the private
entrepreneurs or “privatnici” who have opened up nursing homes in post-war Biha¢. Privatnik
(entrepreneur) has in the vernacular the notion of private in a sense associated with liberal political
theory (Hromadzi¢ 2017). Hromadzi¢ (2017) points out how in the case of private nursing homes
this conceptualization of private embeds and challenges both understandings of the term. This
ethnography shows how these two domains or readings of private become intersected and
embodied in the lives of the (usually women) who run these nursing homes.

In her work on private nursing homes, Hromadzi¢ (2017) traces the changes in perception
of care and responsibility practices in Bosnia. She frames her understanding of private through the
lens of post-war/post-socialist issues. The “compassionate privatnik” in Hromadzi¢’s perspective
is a response to the crisis of care due to postwar migration of youth especially and the falling apart
of the zadruga style care within the family unit (Erlich 1966) and due to an absent state (Hromadzi¢
2017). While | agree that the local context is important, | would rather side with authors who look

at this issue from a larger global economic lens. Daly (Daly 2001) point out more broadly that
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there is a general move away from the state as a provider of care towards the family and voluntary
sector. Muehlebach (2012) in her work on neoliberal shifts in welfare and care in Italy looks at
this move in greater detail. Her main argument is that the state is trying to mediate the effects of
its withdrawal by mobilizing the youth and elderly into voluntary care labor. Both Hromadzi¢ and
Muehlebach provide a much-needed corrective to the monolithic impression of neoliberalism as
producing exclusively cold and calculated subjects. Instead, their research, along with the research
of scholars like Adams (2013) and Cabot (2016), point to the importance of sociality and

compassion in the face of precarity and exclusion.

2.2 Negotiating between post and neo

One key issue of anthropological engagement with Eastern Europe, beginning about a
decade after the European communist regimes collapsed, has been whether or not it is still fruitful
for anthropologists to talk about socialism and post-socialism (Burawoy and Verdery , Cullen
Dunn and Verdery 2011, Thelen 2012, Gilbert et al. 2008, Yurchak 2003, Boyer and Yurchak
2008). Some have even gone as far as proposing a framework of post-post socialism (Sampson
2002) when studying former socialist states. What these debates about “the post™ have in common
is that they revolve around questions of theoretical knowledge has emerged from anthropological
engagements with this region. Nearly three decades after 1989 and the fall of the Berlin wall, can
we still analyze former socialist countries as post? Boyer and Yurchak (2008) think that
postsocialist studies are becoming a "vanishing object,” that is, that the notion of post-socialism
becomes less and less relevant for the study of this geographic area. The new buzzword has become

neoliberalism.
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Anthropological writings that try to address neoliberalism are accustomed to using

adjectives such as "slippery,” "hazy," "contentious,” and "a rascal concept,” thus obscuring and
presenting neoliberalism as some (un) a certain thing. Neoliberalism is not a thing; it is a process
that needs to be understood as historically contingent (Bockman 2012, Goldstein 2012, Jessop
2013, Kalb 2012, Peck and Theodore 2012, Wacquant 2012). There is no single definition of
neoliberalism, especially within anthropology. Some would argue (Ganti 2014) that the reason for
this is the very localized ethnographic approach taken up within the discipline. Anthropologists
concerned with neoliberalism, tend to “focus on specific effects of, resistance to, neoliberalism,
not on the phenomena itself” (Hoffman, DeHart, and Collier 2006, 9).

One of the most common assumptions, especially in political economy studies, about
neoliberalism is that it requires the withdrawal of the state and the shift of previously public
services over to private enterprise (Kornai 2008, Jones 2012, Kornai and Eggleston 2001, Kornai,
Rose-Ackerman, and Collegium 2004). There are several ethnographic examples from post-
socialist countries challenge this notion. Julie Hemment, for example, in her article "Soviet-Style
Neoliberalism?" (Hemment 2009), she critiques the notion of neoliberalism as a coherent
hegemonic project rather than an uneven and contradictory process.

Gilbert, Greenberg, Helms, and Jansen (2008) find several anthropological strands
emerging out of studies of post-socialist states, most notably from former Yugoslavia. They
wonder "how many glasses of Milton Friedman's Kool-Aid” did the rest of the social sciences have
to drink when they claimed that Central and Eastern Europe had transitioned, and highlight as well

that there is much about socialism that remains analytically relevant (Gilbert et al. 2008). Twenty

years have passed since Sampson claimed that the transition was over and that the people living in
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central and Eastern Europe are “becoming consumers, are angry and depressed, or just plain tired”
(Sampson, 2008:298).

In this dissertation, ethnographic research shows that Sampson(Sampson 2002)’s depiction
of life is valid, with the difference that instead of using the transitional term “becoming.” We can
state that the people working for or trying to obtain health care in Serbia are tired, most are angry
and depressed and in more and more cases, patients are treated as consumers. So either we should
start calling this period post-post-postsocialism (Sampson 2002) or acknowledge that what we are
seeing are practices revolving around realities and understandings of realities that have little or
maybe even nothing to do with socialism. The majority of the women with whom | spoke during
this research were themselves born not in socialism but rather in post-socialism, in the late 1980s
and early 1990s. Some new mothers were even born after the breakup of Yugoslavia in 1991. Some
of the senior medical staff did remember what it was like growing up under socialism, but most of
them, too, talked about the start of their professional careers from the 1990s onward.

Before conducting research, | assumed that the notion of “Yugonostalgia” (Jansen 2005,
Kojanic 2017, Jansen 2009) would be a central theme in my interlocutors understanding of their
everyday lives. | was surprised to find that it was not. This is not to say it was completely absent?,
but that it did not figure so prominently at least not as much as it had in the 1990s and early 2000s,
the immediate post or post-postsocialist context®. All of these are of course anthropological

concepts, but they also arose and corresponded to historical conditions(Humphrey 2002). "If the

4 Using NVivo software, the code “Yugonostalgia” was referenced only eleven times and in a total of five
sources.
5 Another possible reason why this code was not as common could have to do with the age of my main sample

— new mothers (most born between 1988-1997).
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people themselves reject the category, we as anthropologists should not cling to it, but pay attention
to whatever framework of analysis arises from within these countries themselves” (Humphrey
2002, 14).

In this dissertation, | critique the notion of imposing conceptual frameworks such as
socialism, post-socialism or even neoliberalism as if they were monolithic and all-encompassing
explanations of the lived realities of the people I spoke to and spent time with. Thelen (Thelen
2011)calls this type of approach a theoretical dead end (Thelen 2011), arguing that by creating a
binary opposition model of socialist: capitalist/buyers vs. seller's markets/shortage vs. abundance,
socialism became the Other to capitalism and thus foreclosed many possibilities of fruitful
anthropological engagement. She argues that the dead end is due to the ambivalent construction of
the socialist Other as defined by an economic analysis of socialism in the late 1980s (Thelen 2011).
Using an economic theory that presumed the inefficiency of socialist institutions implicitly
replicated the Cold War prism, resulting in a theoretical dead end (Thelen 2011).

The frequent use of static analytical concepts has brought about one of the critical
misconceptions | want to address in this dissertation. | demonstrate why the label of corruption is
not useful for understanding and describing the practices of negotiations between patients and
providers taking place on the maternity hospitals and delivery wards, and the health care sectors
in Serbia specifically, and probably more widely across Eastern Europe. The notion of corruption
as something dangerous, and backward stems from an orthodox, even dogmatic treatment of
shifting binaries (public/private, socialist/capitalist) as solid and concrete. In that logic, any
transgression of binary lines is corrupt. The problem with this dogmatic view is that it genuinely
does foreclose any possibility of anthropological engagement. Both doctors and patient transgress

these binaries on a daily, weekly, monthly basis. Using the umbrella of corruption (Buch Mejsner
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and Eklund Karlsson 2017a, Kornai 2000, Kornai and Eggleston 2001, Radin 2013, Hyde 2016,
Vasiljevic-Prodanovic 2015, Jancsics 2013, Batory 2012, Radin 2009, 2016, Stepurko, Pavlova,
Gryga, et al. 2013) does a great disservice to both theory and more importantly to the lived realities
of patients and providers.

Thus, health care providers negotiate their positions both as (post)socialist extensions of
the state and as neoliberal entrepreneurs. Many of the women who are giving birth in the maternity
hospitals are also trying to negotiate their positions from being just one of the (un)educated
patients, reproducers of the nation, to being, as one gynecologist phrased it, "faking stranka" (the
fucking client). It would not do justice to any of them to box their experiences into any one of
those categories. Informal relations(Ledeneva 1998, Rivkin-Fish 2005b, a, Brkovi¢ 2017a, Stan
2012, Wedel 1992), such as connections (veze, blat, spaga) and gift-giving still exist. However,
these should not be understood as relics or survivals from a socialist past, but instead as strategies
and mechanisms for dealing with a capitalist (neoliberal) present (Brkovi¢ 2017a, Rivkin-Fish
2005b, Stan 2012). In that sense, | take a cue from Yurchak and Boyer (2008) and use
anthropological studies of informality in order to confront the dominant social scientific

understanding of the contemporary state of health care in Eastern Europe as corrupt and backward.

2.3 Questioning the diagnosis of corruption

One can frequently read descriptions of Eastern European health care as “ill” (Radin 2009),
or as having a “mixed diagnosis” (Hyde 2016), and of informal payments as symptoms of
deficiency in governance (Arsenijevic, Pavlova, and Groot 2013, 2015b, Buch Mejsner and Eklund
Karlsson 2017b, Dickov 2012, Stambolovic 2003, Vasiljevic-Prodanovic 2015). Usually, the

prescribed cure for this illness of socialism is the magic bullet of the free market (Buch Mejsner
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and Eklund Karlsson 2017a, Jancsics 2013, Kornai 2000, Radin 2013). The dominant literature on
the subject of Eastern European health care has not been anthropological or sociological but tends
to come from economic, public health, and public policy perspectives — and include the
unquestioned presumptions of those fields. There are two significant problems with policy
solutions/recommendations regarding health care. The first is the problematic concept of “basic
needs”/” needy” and the second is implicit orientalism.

A typical example of this type of approach to studies of health care reforms in Eastern
Europe is Kornai and Eggleston’s (2001) “Welfare, choice, and solidarity in transition: Reforming
the health care sector in Eastern Europe.” Kornai, an economist whose work has mostly revolved
around understanding socialism and postsocialism in Hungary, and Eggleston, a public health
scholar, argue that in order for Eastern European health care to recover from its illness of socialism,
a “middle ground” between state welfare and the market must be found (Kornai and Eggleston
2001). They do not argue or claim that complete privatization of the health care system is feasible
or desirable. What they propose is that public financing should be limited to only "basic health
care needs" (Kornai and Eggleston 2001) and that the rest of the health care sector should be
opened to the market. However, the question then becomes what is considered a "basic need" and
who decides?

For these authors, the analysis must fit into two categories: what is medically necessary
(Kornai and Eggleston 2001) and what is the most cost-effective (Kornai and Eggleston 2001,
220). In their view, basic need should be reserved solely for those who genuinely need it, those
who cannot provide for themselves: "The needy must be helped mainly by giving them the
opportunities to work and skills to better their circumstances in life" (Kornai and Eggleston 2001,

22).
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On the other hand, Linda Haney (2002) tries to understand how shifts in welfare policy
affect the actual lives of three women in one Hungarian household. She provides a historical
account of the transformation of welfare regimes in Hungary, and how each regime constructed
the notion of "truly needy." Hayne provides an ethnographic vignette of the drastically different
experiences with welfare in three generations of women within one family, regarding maternity
care. Haney's case study provides important ethnographic insights into the ways Hungarians
experienced these changes. Her account makes clear that the loss of social recognition was equally
as traumatizing as the loss of material benefits. Based on the differences between these women’s
lives, she points out that the Hungarian welfare system has become increasingly specialized,
segmented and punitive (Haney 2002). Haynes’s ethnography shows what other scholars have also
pointed out, that by creating a very narrow category of those that the states define as “in need of
care” or “needy” excludes a large number of the population. The individual is presumed to be
informed and actively responsible in regards to their health.

What Kornai and others are referencing and suggesting Eastern European health care
should emulate is precisely this type of notion of identity, which they place squarely as having
Western origins. In the presumed context of western states, the critical features of patienthood
(Rose 2007) are informed consent, active participation and the possibility of choice and flexibility
when managing risk. In this sense, “responsible patient™ becomes an immutable mobile object
(Ong and Collier 2005) that is the same regardless of the local context, meaning that patient
identity should be inseparable from consumer identity.

Kornai and Eggleston claim that: “even if the state or insurer covers most of the cost of a
good or service, recipients should make co-payments, so that they appreciate that good or service

is not free” (Kornai and Eggleston 2001, 29). A key point that keeps getting referenced in public
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health, public policy recommendations and by government representatives in Eastern Europe is
the notion that citizens need to forget the idea that health care is free. What is interesting is this
implicit logic that responsibility is somehow inextricably linked to money. In order to be seen as
a responsible individual, you have to be a consumer. This is a Foucauldian type of definition as it
draws attention to how individual bodies and populations are made into governable, self-
disciplined, entrepreneurial citizens. The key difference from previous modes of governance is
that it is done through calculations and incentives, giving the governed subjects the notion that
they made choices independently. In this sense, it is also very similar to Harvey’s understanding
of neoliberalism as a political rather than an economic project, to restore or reinforce the power
and dominance of the economic elites (Harvey 2005).

Policy and public health reform proponents claim that individual choice and responsibility
should be at the heart of Eastern European health care. According to them, the issue with the
socialist health care model is that citizens relied on the state to “think for them” and take
responsibility for them, “they have to quit the habit of allowing a paternalistic state to do all the
thinking for them” (Kornai and Eggleston 2001, 16). On the other hand, according to these authors,
the notion of taking responsibility for one’s health care is embedded along with “mothers milk”
(Kornai and Eggleston 2001, 16) to Western Europeans. This is a clear example of Orientalism,
where citizens of Eastern European countries are presented as children incapable of making
rational choices without the help of the paternalistic state. Because they are irrational, rather than
opting for transparent market practices when it comes to attaining health care, individuals in

Eastern Europe settle for informality and corruption.
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2.4 (In)formal relations

This brings me to the second problem. Corruption frequently tends to be presented as the
exclusive characteristic of the Other (Haller and Shore 2005). There is a common assumption that
corruption will happen only in so-called weak or failed states (cf.Woodward 2017). Buch Mejsner
and Eklund Karlsson when describing the health care system in Serbia, state that: "informal
payments are symptoms of poor management, underfunding, poor control in health care, lack of
accountability, and deficits in the rule of law, that is, poor governance™ (2017b, 10). Heller and
Shore point out: "actually informal personal networks may be complementary and necessary
arrangements in maintaining stability” (Haller and Shore 2005, 11). The problem with this logic
lies in seeing social practices coming out of socialism as deficient or failed, and more broadly
presenting socialism as lacking, in opposition to neoliberalism. In this logic, the informal networks
were a way of making up for the deficits and shortages in health care and welfare provisions during
socialism. However, since socialism is over, the assumption was that after socialism there would
decrease the need for informality. This did not happen.

What anthropologists point out is the importance of looking at how these exchanges occur
in practice, how they are performed, and in what broader political, economic, historical power
configurations are they taking place (Brkovi¢ 2017a, Brkovi¢ 2017b, Brotherton 2012, Haller and
Shore 2005, Hann 2002, Jansen, Brkovi¢, and Celebigi¢ 2017, Ledeneva 2008, Ledeneva 1998,
Rivkin-Fish 2005b, a, Stan 2012, Wedel 1986, Wedel 2011). Anthropologists who studied
socialism and post-socialism have shown that in everyday practice, individuals have used various
forms of social connections and social networks to establish access to health provisions (Brkovi¢
2017b, Brotherton 2012, Raikhel 2016, Rivkin-Fish 2005b, a, Stan 2012). Such works show that

informal relations are neither simply legacies of a socialist past nor pathologies, but political
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strategies used by patients and health care providers alike to navigate transforming political and
economic landscapes (Brkovi¢ 2017b, Rivkin-Fish 2005b, Stan 2012). Informal exchanges are
individual responses to ever increasing inequalities that are only exacerbated by the ongoing
neoliberal transformations of the states after socialism (Stan 2012). They are strategies for
navigating and even managing ambiguities prevalent in the current socio-political landscape of
Eastern Europe (Brkovi¢ 2017b, Brkovi¢ 2017a).

When | initially set out to do this dissertation, my original hypothesis was that the local
concept for informal relations, veza (connections), was being co-opted by market processes.
Having a veza or finding ways to obtain one was an integral part of socialist “favor economies”
(Ledeneva 1998). “Can you get good health care without veze? Honestly, no. You cannot!” was
the observation of a Serbian cardiologist that made headline news in Serbia in late December 2014.
The response also highlights that universal health care was only an ideal during socialism. In
reality, citizenship did (and still does) not guarantee one's right to adequate health care. Instead,
connections, who you are and whom you know, determine who has access to high-quality health
care throughout the former Yugoslavia.

My initial question was whether, when it comes to giving birth in Serbia, market practices
are appropriating the resources of public reproductive care facilities for private gain, under the
guise of connections (veze). This would not have been a completely surprising discovery.
Ledeneva in her work on post-soviet Russia tried to understand why she had assumed that after
socialism there would be a lesser need for informality (Ledeneva 1998, 2006, 2013). This did not
happen. However, she does claim that after 1990s blat became monetized, and remained linked to

the notion of shortage, this time of money. Was a similar phenomenon happening in Serbia?

37



Pre-fieldwork hypotheses and post-fieldwork realities are two different things. The first
reason, of course, is that the reality on the ground is much more complex than simply transforming
what was once seen as social capital into a new form of economic capital. The main flaw of my
initial hypothesis is that | too drank a little too much of the Milton Friedman Koolaid (Gilbert et
al. 2008). It would have been naive to argue that veze have simply transitioned into a new,
neoliberal framework without questioning the binary logic behind such a hypothesis. This would
mean that my interlocutors were not aware that they had become consumers, and | would have
fallen guilty of the same orientalizing logic. I critique public health scholars in the region for doing.
Greenberg, Helms, and Jansen (2008) call for thinking about new frameworks, that encompass
both entrenched practices (here, veze) and the emergent ones (private practice in health care), and
understand how they are interwoven with each other. Rather than trying to fit in the practices,
behaviors, experiences, and stories of the people who gave birth in the hospital and the doctors
and nurses who work there into the existing theoretical frameworks, | found that I need to challenge

those frameworks.

2.5 Negotiating (mis)trust/What can agriculture teach us about health care in

Eastern Europe?

There is almost no literature dealing with the emergence of the private health care sector
in Eastern Europe after socialism. The private health care sector seems to present as more of the
end goal of transition rather than a reality on the ground (Arsenijevic, Pavlova, and Groot 2014).
The logic is that what is missing is a completely independent private sector, working on market
principles that require "responsible patients” who know the cost of health care and are free as

consumers to shop for services available to them in their price range.
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The problem with this logic is that it assumes a clear-cut transition into a capitalist market
system completely devoid of personal connections or ties. The idea of impersonality or atomization
was disproved under socialism, so why would it be valid under capitalism? The private health care
sector is not an idea but a reality in Eastern Europe, where private practices have been (re)emerging
since the 1980s. Across Eastern and Central Europe doctors employed in the state public systems
are working second shifts in the private sector. The key to understanding these social practices, |
argue, is that most of these private practices are not completely severed from the existing public
sectors but rather that they are all interdependent.

Anthropologists (cf. Haller and Shore 2005) have shown that reliance on personal
connections is not just a postsocialist phenomenon. Giordano and Kostova go even farther and
provide ethnographic data which show that indeed individual and social prosperity can be
established through personal connections/personal trust even in societies classified as low trust, or
as they call them societies of mistrust (Giordano and Kostova 2002, Giordano and Kostova 2013).
Ledeneva (2006), makes a similar  distinction  between  personalized and
generalized/institutionalized trust. In her work on post-soviet Russia, she clearly illustrates that
informality is both an impediment and a resource, thus both subversive and supportive of market
transformations (Ledeneva 2006). At the core of this seemingly paradoxical state of informality is,
according to her, the different notion of trust - "informal practices work on personalized trust, but
they weaken generalized trust” (Ledeneva 2006, 191).

Personalized trust can be defined as trust in specific people, kinship, and familial ties,
while generalized trust is the notion of trust in the state or state institutions. This is a common
distinctive marker in most studies of (post)socialism. Hayden (1989) on the case-study of

enforcement of the seatbelt laws in Yugoslavia and lllinois, shows that people in Serbia
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(Yugoslavia) also resorted to going to extraordinary lengths to pretend to comply with the law
rather than simply buckle their seatbelts because there was a general mistrust in the socialist
government.

From my ethnographic research, this distinction of personal trust and institutional
(mis)trust is both very evident but is also put into question. If there is complete mistrust in state-
run health care institutions, why are we not seeing a bigger shift of those who have economic
capital completely “lifting off” (Sampson 2002) into the private system? One concern | have with
an unquestioning usage of the term “societies of mistrust” (Giordano and Kostova 2002, Giordano
and Kostova 2013) or general mistrust in the state is that it can easily lead to (self)exoticization of
the Balkans, which would bring us back to the narrative of weak and deficient states that breed
corruption and mistrust. My ethnographic data puts any monolithic view of complete distrust in
the state into question. Thelen and Read (2007) point out that instead of a priori assuming
withdrawal, we should take a closer look at the full range in which state bodies, actors, and
institutions shape social life in the region.

Studies of agriculture entrepreneurship in socialist Eastern Europe (Halpern and Kideckel
1983, Kideckel 1993) provide insights for understanding entrepreneurship after socialism
(Kideckel 2008, Lampland 2002, Naumovi¢ 2013, Thelen 2001). Scholars of socialism and
postsocialism have pointed out the importance of understanding how farm workers actually
collaborated and the values they held during and after socialism to gain insight into why certain
entrepreneurial projects failed while others succeeded.

In her research on de-collectivization in Hungary, Lampland showed that "the combination
of social ties, expert knowledge, and extensive experience gave socialist agrarian elites a

disproportionate advantage in the transition™ (Lampland 2002, 47). The central feature of these
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relationships was and is trust. Trust mitigates, or as Brkovi¢ (2017b) states, manages insecurity
and precarity of the market economy. According to Martha Lampland (2002), it is this trust that
gives agrarian elites their advantage.

In a different approach, Klaus Roth (2015) claims that during socialism there was no
separation between work and personal time and that it was this linkage between work and personal
that fostered the emergence of informality. Such personal/work activities produced the first private
businesses in Bulgaria (Roth 2015). Most were family run, demonstrating again what Lampland
(2002) had noted, the importance of kinship and other personal ties in the market venture. The
majority of the initial private enterprises in Eastern Europe emerged out of former socialist
collectives (Thelen 2001, 2012), thus among people who knew each other.

The studies of Serbian agriculture also note the importance of personal/work activities and
connections established during socialism. Agriculture entrepreneurs drew on their family and
connections from the socialist period to establish their private business. Two types of pathways
emerge, unsuccessful or successful.

Naumovic¢ (2013) describes an unsuccessful entrepreneurial attempt of Milutin in the agro-
business trade in Serbia. Using social and cultural resources to sustain the entrepreneurial effort,
Milutin relied heavily on his family and on connections established while still working in the
public sector (Naumovi¢ 2013). Sadly, Milutin’s story is one of failure because his social
resources, pulled mostly from his family and connection established abroad rather than with local
public networks meant that he lacked the resources to negotiate the structural constraints posed on
entrepreneurs within the Serbian market. Milutin story is a common one in the country, without
adequate social ties to the state, public institutions it is increasingly difficult to establish

entrepreneurial success.
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The Serbian state does not create a positive framework for small entrepreneurship
(Rajkovi¢ 2018). The Serbian legal and regulatory frameworks create constraints; that is, the
regimes of distribution (Collier and Way 2004) are far from equal for all. Thus, while Milutin
(Naumovi¢ 2013) did not succeed, but Goran, another small agriculture entrepreneur in Central
Serbia, has had entrepreneurial success, successfully navigating the uneven nature of capitalist
development in Serbia (Thiemann 2014). The central distinction between Goran’s entrepreneurial
story and Milutin’s lies in their abilities to draw on social resources acquired during their previous
employment in the public sector(Thiemann 2014).

The ability to capitalize on these resources is a central characteristic of “flexing”(Wedel
2011). According to Wedel (2011), a mode of operating in which actors and organizations can
shift back and forth between various social roles depending on the context can be called flexing,
and it is not an exclusively post-socialist phenomenon as she shows in her more recent work on
the US administration. For example, the same person can in one context, say a business meeting,
represent the Russian state, and at another meeting represent the foreign aid agency hired to
administer aid to the Russian state. Flexians can personalize bureaucracy, privatize information
while broadening convictions, juggle roles and representations in order to maximize their
influence, and finally can bend or relax rules and boundaries as it suits them (Wedel 2011).
Flexians draw on their expertise and experience acquired over time, their network of social
relations to establish trust with their clients and to achieve their individual goals. To conclude, the
literature on agriculture in former socialist states provide an understanding of how not only
entrepreneurialism is established in actually existing neoliberalism in Eastern Europe but also

points towards strategies of establishing trust in the current economic and political precarity.
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3.0 Negotiating Methods in a Clinical Setting

Previous approaches to understanding patient-provider relationships tended to focus on
informal relationships, seeing them as markers of corruption and hindrances to health care reform.
My research was aimed at understanding how various configurations of private practice impact
publicly provided maternal care in Novi Sad. Specifically, | focused on how patients and providers
move between, negotiate and navigate relations from private into the public health care sector, and
why they do so. My analysis is based on a year of ethnographic fieldwork conducted during 2016-
17 in Novi Sad, the second largest city in Serbia.

During the research year, | conducted semi-structured interviews with gynecologists and
with women who had given birth during that year; and unstructured interviews with midwives,
residents, nurses, lactation specialists, as well as owners and non-medical staff of privately-owned
institutions centered on maternal care (birthing schools and biobanks). | attended several fairs and
conferences dealing with questions of health care and maternal care. At those events, | got a chance
to hear and talk to key actors from the Ministry of Health. From all of these different people, |
wanted to hear and understand their perspectives on health care provision in Serbia, specifically

on how maternal care is provided in practice.

3.1 Research sites

Novi Sad was chosen as the primary research site, in part because it is the second largest
city in the country but not the capital. Belgrade, the capital, is the exception rather than the norm

when it comes to access to health care in general, and maternal care specifically. In the capital city,
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with over two million inhabitants, there are two public maternity hospitals and three other hospitals
with maternity wards. This means that the citizens of Belgrade have several choices in the public
system when it comes to giving birth. Aside from the public institutions, Belgrade is the only city
in which women can give birth in one of three private health care institutions. Novi Sad, on the
other hand, like all cities in Serbia other than Belgrade, has only one public state-funded medical
institution in which women can give birth. To conduct qualitative, long-term participant
observation research, a city with just one maternity ward was representative of how maternal care
is provided in the whole country.

The decision on site selection was based on exploratory research conducted during the
summers of 2014 and 2015, as well as on some initial interviews with women from Belgrade, Novi
Sad and Valjevo®. These interviews showed more similarities of experiences being pregnant in
Novi Sad and Valjevo than in Belgrade. This means that Novi Sad, although a large city, provides
a more typical case study of how maternal care is provided in the country than would Belgrade,
while still having a fairly large number of individual childbirths.

My focus was on maternal health care as a system of care. Most studies tend to focus only
on the birth event itself and the two to four days the women spend in the hospital (Rivkin-Fish
2005b, Arsenijevic, Pavlova, and Groot 2014, Baji et al. 2017, Chalmers 1997, Davis-Floyd 2003,
2009, Davis-Floyd and Sargent 1997, Pincus 2013, Sekuli¢ 2016, Stankovic 2017b, a, Stepurko,
Pavlova, Levenets, et al. 2013, Stankovi¢ 2017). | wanted to analyze the entire experience of being
pregnant, as well as those involved in giving birth, in the Serbian health care system. This meant

that |1 had to focus on two separate levels of health care provisioning — primary and tertiary.

6 Valjevo is a medium size city in Central Serbia.
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Spatially this research was conducted in three spaces: the public primary care center and maternity

hospital and the private spaces of homes and private medical practices.

3.1.1 Birthing classes - primary care

Before the birthing process and delivery in the maternity wards or maternity hospital,
women interact with various medical and non-medical institutions during their prenatal stages.
They have regular gynecological check-ups in the public primary care setting, and many also in
private gynecological practices. Women are encouraged by the public health care system, and in
many cases by their families, to attend birthing classes when they enter their 28th week of
pregnancy, in order to psychologically and physically prepare for labor.

In Novi Sad, there is only one state-run Skola za trudnice (literally "School for pregnant
women" or birthing school), offered in the primary care center two blocks away from the maternity
hospital. Nurse-midwives run this school, and there are between 15 and 20 pregnant women per
group. These classes are completely free and are covered through state health insurance. That said,
as with the prenatal check-ups, women also have two private options available to them when it
comes to these types of classes, two private schools both associated and financially supported by
international biobanks.

| attended the entire birthing course in all three schools, though my not being pregnant
caused comments. The private school classes were once a week and lasted approximately a month
and a half, while the public-school class met three times a week and lasted around three months.
In total, I spent four and a half months learning about birthing and being pregnant, in the company
of future mothers in both private and public institutions.
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3.1.2 The maternity hospital - tertiary care

I spent four months in the Novi Sad maternity hospital, the only women’s hospital in the
entire Province of Vojvodina and the only hospital with a delivery ward in the city. Yearly, the
institution delivers over 6800 births, and doctors conduct over 3000 surgeries, all with minimal
staff. This hospital is part of the Clinical Center of the Province and is also affiliated with the
University of Novi Sad as a teaching and research hospital. 1 shadowed various doctors, mostly
residents, three to four times a week to learn what their typical work day was like. | was there to
give a supportive smile to the women during delivery, to help out the nurses when they made gauze
and other materials. | took the first pictures of newborns so their mothers could share them with
their families and partners, I made and drank coffee with the medical staff, and in general, I spend

time observing the daily routines in the delivery ward.

3.1.3 Home settings and private practices

After birth, women in Serbia are entitled to several post-birth visits from nurse midwives
in their homes. Usually, these check-ups last until the baby’s umbilical cord scar heals, and in the
case of women who had a C-section birth until their stitches are healed. The information gathered
for this part of maternal care is based on interviews with women a few months after and from two
semi-structured interviews with two nurses in the public sector who are in charge of this portion
of care, and three nanostructured interviews with nurses who offer their post-natal care services to
mothers for a fee. | also conducted interviews with a gynecologist who work in the private sector
in their places of business. These private practices are located in private apartments in residential

buildings across the city.
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In the following sections, | provide more details about each methodological (interview,

participant observation) component of the research.

3.2 Research methods

3.2.1 Interviews

The interviews | conducted were either unstructured or semi-structured (Ryan and Bernard
2003). Unstructured interviews include all of the conversations that took place in daily activities
of the maternity hospital, birthing classes, as well as daily life in Serbia, not only during the year
of fieldwork. During unstructured interviews, | took extensive notes after the conversations had
taken place.

The semi-structured interviews were conducted either in public places (cafe, restaurants)
or the homes of my interlocutors. The sampling method can best be described as purposeful,
focused on collecting information on standard processes, shared experiences (Bernard and Gravlee
2014, 223). This means that there was not a set sample group based, on age, previous births,
education or other background information. The main criteria for inclusion for the women were
that they had given birth during the research year, and for the medical providers that they were
employed in either or both the public and private health care sector. All of this information was
collected during the interviews, but the main sampling method was based on my judgment rather
than a random sample.

I interviewed women in the maternity hospital a few days after giving birth (n = 80) and
conducted follow-up interviews (n = 20) with those women who agreed to talk to me a couple of
months after giving birth as well. 1 also spoke with two women who had decided to make the one-
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hour trip to Belgrade to give birth in a private maternity hospital there. Aside from these women,
I conducted semi-structured interviews with 14 gynecologists, who were working (n = 10) or have
worked (n = 4) in both the public and private health care sector. | also interviewed two nurse-
midwives whose primary job is postnatal care of the mother and newborn. During the interviews,
all interlocutors were asked to sign consent forms and given similar conversation prompts to
increase the chances that all topics were similarly covered in each interview. The women were
asked to talk about their interactions with medical providers during pregnancy, birthing
experience, and postnatal care. The gynecologists and nurses were given prompts to discuss their
career paths, impressions about the public and private health care system and their approach to
patients.

The transcribed interviews and researcher’s field notes were entered into qualitative

research Nvivo software for managing, analyzing, and interpreting the data.

3.2.2 Participant observation

Anthropology as a discipline has a long tradition of studying the “Other,” of the
anthropologist going off to a distant place different from their upbringing to spend a year or more
in the field. The central method of anthropology has, thus, been participant observation, actively
taking part in the daily activities and lives of people in a social, economic, political and cultural
context different than their own.

In most textbooks and guides to participant observation, a section is always dedicated to
the discussion of culture shock and the “feeling of always being on” (DeWalt and DeWalt 2011)
and how to deal with it. At the University of Pittsburgh (Pitt), before I had completed my
comprehensive exams and could officially go into the field, we held a workshop on sharing
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experiences from the field. One older American graduate student, just back from the field in
Vanuatu, gave the following advice on how to deal with the pressures of the field: "When you
want to distance yourself from the research and the field, take a weekend off, book a room in the
nice hotel, take a nice hot shower and watch Netflix". Both the discussion at this workshop and
the books on participant observation provide tips and guidance for dealing with feelings of
loneliness, homesickness while in the field - "culture shock is a virtually universal experience for
investigators pursuing the method of participant observation” (DeWalt and DeWalt 2011, 73).

As an international graduate student in the United States, | experienced culture shock far
more during the four years at Pitt than | did during that one year in the field. The explanation is
quite simple: I could not feel lonely or homesick in the field when the field was my home. So, if |
did not experience culture shock, was | then genuinely using the method of participant
observation? What happens when you not only research your own country, in the city you grew
up in but even more so in the hospital, in which you were born?

Bernard (2014) makes a distinction between an observing-participant, an insider who
observes and records aspects of life, and a participant observer, an outsider participating in some
aspects of life. 1 would claim that during my research | was both. It was because | was an observing
participant that privatization and maternal care became a topic of research interest for me. The lack
of a larger cultural and language barrier meant that | could gain access that might not have been
possible for a non-native anthropologist. Thus, some of the background information presented in
this thesis does come from news reports and official statements of the government. On a macro-
level, it can be said that my role and method of collecting data included an observing participant

positionality. On the other hand, even though | am a Serbian native, | was a very market outsider
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on the micro-level of my fieldwork - the maternal health institutions in Serbia. My position on the

level of those specific institutions was that of a participating observer, an outsider.

3.2.2.1 Negotiating participant observation

The main purpose of participant observation is to allow the researcher a window into the
insider perspective. According to Musante and De Walt (2011) there are seven key elements of
participant observation: “living in the context for an extended period of time learning and using
the local language and dialect; actively participating in a wide range of daily, routine, and
extraordinary activities with people who are full participants in the context; using everyday
conversation as an interview technique; informally observing during leisure activities (hanging
out); recording observations in field notes; using both tacit and explicit information in analysis and
writing” (Musante and DeWalt 2011, 5).

While on a macro-level of my fieldwork experience, | employed all of the seven elements
listed; their application on the micro level of the public primary care center and maternity hospital
required re-conceptualization. For this reason, | would argue that it would not be enough to simply
state that | conducted participant observation in a maternity hospital in Novi Sad and proceeded
with presenting my ethnographic vignettes and quotes from the fieldwork. What does it mean to
participate in a “wide range of daily, routine, and extraordinary activities” in a delivery ward? If
the main point of participant observation is to gain insight into the insider perspective, what roles
were available to me as an anthropologist in a clinical setting?

The hospitals, even though public institutions, are not easily accessible spaces. Foucault
(1975) points out that clinics and medical institutions, in general, are exclusionary and exclusive

highly structured and regimented spaces. Access into those types of spaces cannot be taken for
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granted, and it took me over half a year to obtain approval from the ethics review boards on both
local and provincial levels.

Danish anthropologist Gita Wind (2008) has proposed a reconceptualization of the classic
participant observation method. In most ethnographic fieldwork the roles that the anthropologist
takes on do not have to be so strictly defined, they can be fluid and dependent on the specific
circumstances of the given context (Bernard and Gravlee 2014). Fluidity and shifting roles become
more challenging to achieve in a setting where individuals have assigned strict roles that are made
visible by the clothing they wear or do not wear. Doctors wear white uniforms and green scrubs
when in the operating rooms, OB nurses and nurse midwives wear white with green rims on the
collar, and PEDs nurses wear pink uniforms, medical students wear yellow uniforms.

Central to understanding how fieldwork can be negotiated in a clinical setting is
understanding what kinds of roles the anthropologist can take up in those spaces, and what the
implications are for each of those roles (Wind 2008). Wind (2008) offers four possible roles that
an anthropologist can take up in a hospital setting: patient, visitor/family member, health care
provider, or student/researcher. This research was not auto-ethnographic; at that point in my life,
I was not nor have ever been pregnant. Thus, the role of the patient was not a role | could embody.
The role of a visitor or family member would have been problematic. The maternity hospital |
researched it was categorized as a tertiary medical institution. This categorization meant that
visitations or presence of family members was not allowed. When labor starts, women are usually
escorted by their family and partners to the entrance of the hospital. After that they are separated
from their family, change their clothes into a nightgown and escorted upstairs to the delivery ward
by a nurse midwife. The entirety of their stay in the hospital the woman does not have visitors.

The first time the partner and the family have physical contact with the mother and infant is upon
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discharge from the hospital, two or even more days after the birth. Having all this in mind, it was
clear that that particular role would not only grant me very limited access to the workings of the
hospital itself, but it would also have been a highly sensitive moment to approach new mothers
and establish rapport with them.

In order to gain more access than a visitor, | had to provide lab results that testify that 1 am
healthy. | had to take these tests, as part of obtaining a sanitation card (sanitarna knjizica). These
cards are official documents required of all providers of health, food preparation and beauty
services, in order to work in those sectors’. These lab tests included a nasal swab. | had decided
that it would take far too long for me to complete the lab test and wait for the results from the
public labs, so | paid for the test in a private lab. When | went in and asked them what is needed
for those tests, the lab tech at the front desk asked me the following question: "Are you a
colleague?*“. What she was asking was if | was a medical professional. I told her the truth, and |
was a medical anthropologist intending to research a hospital setting. | assumed the term medical
was enough to guarantee that |1 was colleague enough. "You can pass the test even if you have a
cold, just put some *Chloramphenicol’8, and the test will come back clean,” she told me. | was
lucky not to have needed the tip, but the exchange was indicative of the access and rapport | would

gain if I were able to assume the role of some medical professional.

7 Zakon o zadtiti stanovniStva od zaraznih bolesti, 2016; Pravilnik o obaveznim zdravstvenim pregledima
odredenih kategorija zaposlenih lica u objektima pod sanitarnim nadzorom, obaveznim i preporucenim zdravstvenim
pregledima kojima podlezu odredene kategorije stanovnistva, 2017

8 Chloramphenicol is an antibiotic used for the treatment of many bacterial infections, including

conjunctivitis.
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As in other regions, the white coat or white cotton uniform is the marker of the authority
of doctors in the Serbian health care landscape. Wearing a white coat and assuming the role of a
medical provider would afford a researcher more or less unrestricted access within biomedical
institutions (Wind 2008). If | put on the white coat, it would grantee me access, but it would alter
the rapport | could establish with the women in the hospital. Doctors have a status of medical
authority, especially in the tertiary institutions where many doctors are specialists, many of whom
are also academics with PhDs and teaching positions in the University of Novi Sad. Their
interactions with patients are strictly ritualized. After the delivery, when women are in the baby-
friendly rooms, the doctors visit them during scheduled rounds. Women are instructed to sit up
and to clean themselves and their belongings before the doctor’s visit. These are moments of stress
for women. Wearing white would give the impression that | am one of the actors in the relationship
I want to understand better, that | was a doctor.

After obtaining all of the necessary documentation from the ethics committee of the
hospital and presenting them with satisfactory lab results, I had an interview with Ivanka, the head
resident whom | was to shadow during my time in the hospital. | had asked her if there were any
other options for me other than white. The nurse-midwives wore white as well; the pediatrics
nurses wore pink. “How about yellow?” lvanka asked. “Those are the scrubs that medical students
have to wear when they come to the hospital to for their practicum exams” she informed me. This
color and role suited my research needs best; it allowed for both women and doctors to position
me and see me as a student, someone who is there to learn from them, which was exactly the role
I was in. The student who is there to ask questions, observe and learn through interactions. The

role of a student is not unprecedented in anthropological studies. This role allowed me to enter
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into the delivery ward without too many questions about what | was doing there. | was there to
learn.

I do agree with Wind (2008), though, that such roles in medical settings require constant
interactive negotiation. Clifford Gertz (1973) famously wrote about him and his wife running from
the police after cockfight in Bali as a turning point in establishing trust with his interlocutors. In
my case, the events that signified trust and established rapport were not as dramatic, but important
to note. With the women, my presence during their deliveries was crucial in establishing a
connection. | was not like the doctors there to see them at specific times or there to give them
instructions. | sat with them in the latent stages of delivery, talked with them, handed them ice
chips and offered an encouraging smile. | was there to take the first pictures of some of the
newborns on their phones so that they can send them to their families. |1 was present at crucial
moments in their lives. | deliberately decided not to interview them on the day of the birth or the
next day, but on the second day or the day of discharge.

Establishing trust with the medical staff required more than an encouraging smile. The
routine of an anthropologist in the field is far from the regimented and structured routine of medical
providers and medical students (Wind 2008). Over time, most of the staff got accustomed to the
lone student in yellow, following residents, talking to patients and writing things down in a little
black notebook; but two key moments marked the establishment of trust with the doctors. The first
was when | was offered coffee by the specialist on duty one afternoon in the doctor's lounge. The
other was a joke about me assisting in a C-section. "You have been here long enough, you should
scrub in and assist,” said Milos, a resident in the hospital. Joking and invitations to join in during

times of leisure are central for participant observation in any setting, clinical settings included.
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4.0 The State (of) Health Care

This chapter is divided into two parts. The first part of the chapter aims to provide a
historical context and a clear description of the public (state) health care system in Serbia. 1 will
first outline the history of how the now Serbian, formerly Yugoslavian, the health care system was
imagined and how it looked in practice during and after socialism. It is essential to outline the
differences and similarities of the Yugoslav approach to socialism and socialist health care systems
from the more frequently studied Soviet system so that we can understand the continuities and
ruptures in health care provisioning after Yugoslavia, after socialism.

Despite political and economic changes, the public health care infrastructure has remained
the same since Yugoslavia. While | mentioned that for my informants Yugonostalgia was not a
topic of conversation when it came to their experiences in and of maternal care, there are clear
connections to the Yugoslavian times in the system in which health care is provided by both the
public and the newly emerging private sector. For example, the primary care centers established
during Socialist Yugoslavia were called Domovi zdravlja the literal translation being homes or
homes of health. The newly emerging private sector, especially in Belgrade also has a parallel in
primary care provisioning, and those spaces are also called domovi zdravlja. In the following
chapter on private medical providers, I will also address the connotations of the notion of dom or
home in the opening of individual private medical practices.

After a description of the Yugoslav health care system, | then provide a brief political and
economic context of Serbian health care after the overthrowing of Milosevi¢ and the impact of

IMF restrictions on public health care.
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The second part of this chapter focuses on the official government discourse on the state
of public health care and the introduction of the private sector as a potential problem and solution
to the growing problems of “our system” (nas sistem). From the official discourses on the public
and private health care system, | draw attention to the ambiguous treatment of medical providers
and their relation to the state. In the final section, | focus specifically on maternal care and the

problematic, paternalistic and nationalistic state discourse on reproduction.

4.1 Part |: State health care

4.1.1 Yugoslav health care system: building a health care system from scratch

““Everyone shall be entitled to health care.®”

““Mothers and children shall enjoy special social care.?”

Health care in Yugoslavia before 1945 has been described as “largely miserable”
(Stambolieva 2015). During the inter-war period (1918-1939), medical practitioners were quite
rare—one physician to 3000 patients—maost of the population, had no health insurance whatsoever
(Parmelee 1985, 1992, Parmelee, Henderson, and Cohen 1982). It is only after the Second World
War, when Yugoslavia changed from being a monarchy to a socialist republic, that we can trace

the nascence of a health care system.

9 Article 186, The Constitution of The Socialist Federative Republic of Yugoslavia, 1974

10 Article 188, The Constitution of The Socialist Federative Republic of Yugoslavia, 1974
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The Yugoslav welfare model was not a typical socialist model. In a world divided between
East and West, the Yugoslavian government tried to negotiate its existence. One way this
negotiation took place was through imagining a different approach to socialism that resulted in
two connected concepts: socialist self-management and social property. In most parts of the
Eastern Bloc and especially in the Soviet Union, health care, like all other aspects of economic
activity, was controlled, planned and delivered through a centralized system. This meant that
medical providers felt powerless and disenfranchised (Rivkin-Fish 2010, Rivkin-Fish 2005b). In
the Soviet Union according to Rivkin-Fish, “physicians were disenfranchised from political and
economic power while at the same time promoted as authorities with disciplinary power” (Rivkin-
Fish, 2005b, p.73). This meant that they had little or no control or even say on hiring processes,
on their salaries, or on what was seen as necessary medical supplies for that particular clinic or
hospital. Similarly, medical supply needs and staff allocation were matters of centralized planning
in most socialist states (Verdery 1996). However, unlike the situation in the USSR, Yugoslavian
health care, as indeed the entire social, economic and political system, was organized differently,
through the decentralized model of workers' socialist self-management.

Socialist self-management was a pillar of Yugoslav socialism, and it signified the
separation of Yugoslavia from the Soviet Bloc. Socialist self-management became the legal
framework for the county in the early 1970s, with the new constitution in 1974 and laws, such as
the Associated Labor Act in 1976. The key traits of self-management were decentralization and
the withering away of the state. Understanding this specificity is essential not only for further
historical and theoretical discussions of socialism but for studies of contemporary, post-socialist
contexts. From the onset, the Yugoslavian government stated that they needed “a maximum degree

of initiative, self-organization and independent assumption of responsibility” (Kardelj 1984,
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104),! the main traits required of a self-manager. This is a different image of agency than what
existed in the Soviet Union. Workers’ self-management was seen as a socialist alternative to
centralized state socialism in the Soviet Union. Self-management was practiced through the
establishment of “organizations of associated labor” (organizacije udruzenog rada—OUR). Every
factory, every hospital, every clinic—every form of both economic and non-economic institution
was legally an organization of associated labor. There were even workers courts that dealt with
legal and organizational violations within these organizations of associated labor (Hayden 1990).

The most plastic way to explain the difference between this organization and the ideal type
of centralized socialist planning is to compare it to the example given by Verdery (1996) to
describe the difference between a capitalist and socialist economy. In a centralized socialist
economy, all the shoe factories in the country had to make the same type and the same number of
shoes regardless of buyers’ demand. The centralized planning meant that the Soviet economy was
a seller, not a buyer’s economy. There was a central plan that defined what type and how many
shoes were to be made, and these shoes were the property of the state.

In the Yugoslav case, each shoe factory was self-managed as an organization of associated
labor. The workers in that shoe factory decided what type and how many shoes were to be
produced. Most important, the shoes were not the property of the state, but rather social property.
The idea was that social property was to cultivate the socialist consciousness and empower the
workers that they feel like they are the owners of their labor. Unlike the Soviet Union, where
private property was completely banned, and all property was nationalized, Yugoslavia made

distinctions between state property, social property, and to a certain extent allowed private

11 Member of the Presidency of Yugoslavia for SR Slovenia
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property. For example, private property did remain in agriculture, but not in health care. In
agriculture, some small private farmers cooperated on a contractual basis with other cooperatives
or with OURs. While private property, in agriculture, was allowed it did not mean it was favored.
Industry, which was organized through associated labor and self-management, was favored. Health
care highlighted this preference very clear.

Health care workers were not employees of the state but workers in organizations of
associated labor. Each clinic was an organization in and of itself, deciding how funds were
allocated and how medical providers were hired and fired. They did have a large level of
independence from the republics and the League of Communists, but that autonomy was not as
complete as in other sectors. The reason for this was that health care was considered an activity of
special social concern (Associated Labor Law 1976, 403): activities of organizations of associated
labor or self-managing communities of interest (samoupravne interesne zajednice) which are
“essential for the normal life of citizens,” such as health care.

In order to ensure that these organizations were working in the interest of all citizens, aside
from the workers in the clinic, the users (patients) were also included in the decision-making
process. This was the aim, but in reality, patients had barely any say in the decision-making process
(Stambolieva 2016). Even though membership in these communities of interest should have been
open to all members of that community, in reality, these delegate positions were taken by white
collar, higher educated men (Parmelee 1992).

After the war, health care was funded by the government, the insurance contributions of
workers, and direct payments. Decentralization, a key feature of the self-management model,
meant that the brunt of the costs got shifted to the local administration. By 1960s, the municipality

covered 54% of the expenditure (Parmelee 1992), while the rest was covered from insurance and
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direct payments. By 1985 over 98% of the population was insured (Parmelee 1992) but this did
not mean that access to health care was equal for all citizens of Yugoslavia. Stambolieva (2016)
argues that the health care system is only as good as the economy. If there is economic growth, the
welfare system will be stable. The Yugoslav system was thus described as a “generous system of
social rights” (Stambolieva 2016), but it was a fragile system. This decentralized model of funding
highlighted the stark inequalities among the republics.

Yugoslavia had envisioned an “ambitious package of health insurance benefits” (Parmelee
1992, 320) - ambitious even for more affluent countries, let alone a country struggling with, and
subsequently drowning in, debt and low GDP. While there was money, the socialist state invested
in educating medical workers, so by the mid-1980s, there were 12 medical schools in the country,
and over 57% of the practitioners were specialists (Letica 1989, Parmelee 1985, 1992, Stambolieva
2016) However, the 1980s were not a great decade for the Yugoslav economy, and the economic
recession had a major impact on the health care system.

The impact of the crisis is most visible in the overall allocation of the social product of the
country. The health care allocation declined from 6.2 percent in 1979 to 4.2. percent in 1986
(Letica 1989). There was an overall shortage of pharmaceuticals, a growing number of
overcrowded waiting rooms in big cities. Medical personnel were poorly distributed between rural
and urban areas

There were massive migrations from rural areas to cities (Denich 1976, Woodward 1995).
From the 1980s and onward, scholars mark an increase in reliance on “veze” (connections) and
bribes to access health care (Ciri¢ 1987, Letica 1987) in larger cities and the capitals of the
republics. The self-managing communities of interest (samoupravne interesne zajednice), which

were supposed to foster mutual trust between users and medical providers working in the interest
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of everyone, were seen as corrupt and untrustworthy. As each clinic, each primary care center, and
each hospital had independent planning and funding; inequality became starkly visible. Since most
of the funding came from the taxes collected of the workers in that community, the bigger cities
with more workers had more funds than rural, underpopulated areas. Wealthier communities had
better funding and infrastructure. Doctors, as they were not employees of the state but could choose
where they wanted to work, chose to work in urban areas and capital cities resulting in their
disproportionate representation in these areas (Parmelee, Henderson, and Cohen 1982). People
preferred to work in the industry at the expense of over agriculture because the health care benefits
were far better in factories than in fields. Maternal care was a key example. If you were a young
woman working in agriculture, chances you were not even officially recognized as a worker but
as a household helper and thus not eligible for receiving maternity leave and cash compensation
for it. On the other hand, if peasant women moved from the villages to cities to be factory workers,
they were eligible for higher health care benefits. Denich (1976) argues that industrialization and
gender equality were linked as women too were seen as workers.

Urban employment meant direct access to means of support for women but during the
1980s unemployment became a serious concern in Yugoslavia (Woodward 1995). As Susan
Woodward points out, in the 1980s Yugoslavia had the highest rate of registered unemployment
in Europe. She draws attention to not only the ideological paradox of socialist unemployment—
given the proclaimed disappearance of unemployment in socialist ideology—nbut, more important,
to the stigma around unemployment in socialism. She states that “to be unemployed (in socialist
Yugoslavia) was to be excluded from full membership in a society” (Woodward 1995, 4). With a
growing number of students graduating from medical schools, in the most prestigious and better-

funded institutions there simply were no jobs for them.
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The logic of self-management meant the atomization of health care institutions. Some
scholars even referred to the status of health care as “feudalized” (Parmelee 1992). The institutions
were thus not in collaboration with one another. This atomization, made coordinating activities
difficult when patient care required such collaboration—as in the case of maternal care, which
required interactions with general practitioners and stayed in hospitals. This feudalized
characteristic of Yugoslavian health-care has continued to create problems in the present, as I will
elaborate towards the end of this chapter. The ideal of self-management, collaboration, and
democracy in health care was falling apart by the end of the 1980s.

Policymakers scrambled to fix the new health care system begun. Should they revert to
complete centralization, following the Soviet model? Alternatively, should they completely open
health care to the market and let the citizens with their insurance fend for themselves as they have
done in the United States? Not opting for either of the extremes, policy and lawmakers attempted
to “tinker around the edges of the existing organizational and financial arrangements” (Parmelee
1992, 331).

Itis in this period that we can trace the re-emergence of private practice. During this time,
scholars of Yugoslav health care were very skeptical about the privatization of health care.
Privatization was seen as going against socialist ideology, and it was thought that it would “likely
encounter stiff resistance from the public which has come to accept the promise if not always
enjoying the reality of a right to health care” (Parmelee 1992, 311). The legal prohibition of private
practice lasted until 1986 (Perisi¢ 2014, 2016) when Serbia began debating the re-introduction of
private dental practice. Two years later having a private practice became a legal possibility again,
and not just for dentistry (Perisi¢ 2014, 2016). The re-introduction of private, market-based health

care practice at this time can be seen as complementary to what Rusinow was pointing out about
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the “compromise model” (Rusinow 1977) of the Yugoslav economy more generally: state wanted
to introduce capitalist flexibility into an existing robust system of state-provided care. The
government saw the introduction of private practice as a short-term solution. They did not know
that their short term would become more permanent without ever resolving conflicting
characteristics of capitalist entrepreneurs with self-managing medical providers. However, private
medical practice did not begin to flourish until the complete dissolution of Yugoslavia, and the
end of state socialism—and specifically of self-management and its fundamental institution of
social property.

The main characteristic of the Yugoslav economy was its (workers’) self-management
approach to socialism. The collapse of Yugoslav self-management does not fit theoretically in
Verdery’s (1996) interpretation of why socialism failed. According to her, one of the main
contributions to the failure of socialism was in its economy of shortage, which produced an
“etatization of time” that did not merge well with the post-Fordist just-in-time economy when
socialist states began opening up to the market (Verdery 1996).

The studies of socialist Yugoslavia allow for a reframing of the study of socialism and
post-socialism. Johanna Bockman (2011) for example is one of the scholars who refuted the idea
that Soviet-style state socialism was the only socialism out there. When discussing Yugoslav self-
management, she argues that current theories of how neoliberal reforms are taking place in this
region need to either be rethought or at least more nuanced (Bockman 2011). She says that instead
of using a binary opposition model to describe neoliberalism (state vs. market, capitalism vs.
socialism) we need a different approach focused on the intersections and the networks that existed

(Bockman 2011). For this reason, an understanding of Yugoslav self-management decenters the
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binary model of socialist state/capitalist market, which helps us understand how the intersections

of public health care and private practice play out in present-day Serbia,

4.1.2 Serbian health-care system

After the declared independence of Slovenia, Croatia, Bosnia and Herzegovina, and
Macedonia, the two remaining republics, Serbia and Montenegro, formed a new federation still
called Yugoslavia (the Federal Republic of Yugoslavia instead of the Socialist Federative Republic
of Yugoslavia).

Along with the name, the country also inherited the Yugoslav health care system. However,
as Stambolieva pointed out, the success of the health care systems was dependent on the economic
conditions in the country (Stambolieva 2016). It would be an understatement to say that the
economic status of the “new” Yugoslavia was not good.

During the 1990s, Serbia was under international isolation, which had severe
repercussions. The wars and international sanctions left the previously “generous” health care
sector of Yugoslavia in severe crisis (Perisi¢, 2011). The MiloSevi¢ regime tried to maintain the
illusion of the status quo, but in reality, the country's infrastructure was deteriorating (Perisic,
2011). All of the hospitals in Serbia lacked basic supplies, and medical staff experienced
significant delays in receiving their salaries (Tosic, 1992).

One of the gynecologists | spoke to remembers working in a large maternity hospital during

the sanctions and the 1999 NATO bombing:

During the sanctions, it became increasingly difficult to work. There

were no medications, no resources. During the bombing, it was the worst. We
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would frequently lose electricity. Imagine doing a C-section under candlelight!

No one did this except us! We worked, without water or power but we worked.

It is this period—with the public infrastructure in crisis—that some authors point to as the
“flourishing” of the private sector in the shadows of the public one (Peris$i¢ 2014). Milosevié’s
regime led the country into sanctions and “had taken Serbia from the largest republic in the
internationally respected and cosmopolitan Socialist Federal Republic of Yugoslavia to a pariah
country plagued by nationalism, haunted by war crimes, and devastated by economic insecurity”
(Greenberg 2014, 2). The government's insistence on maintaining the status quo also meant finding
ways to keep doctors working, even though they, like all other state employees, were significantly
underpaid. Allowing doctors to work part-time in the private sector became another way of
maintaining the status quo. Since the private sector is wholly financed out-of-pocket, the services
provided in this sector were unattainable to most people during the 1990s, except the newly
forming wealthy elite, which made Serbia one of the countries with pronounced income inequality.

People stormed the nation's capital of Belgrade. They on October 5th, 2000ousted
MiloSevi¢ and established the democratic government of the new Yugoslavia, comprised of now
two countries — Serbia and Montenegro. A year later the Serbian government was led by the prime
minister Zoran Pindi¢, - a man who only three years later would be assassinated in the same city
(Greenberg 2014). Even though hopes that were high right after the revolution grew into
disappointment after it, changes had been put in motion. The new post-MiloSevi¢ government
slowly managed to lift the international sanctions and started negotiations of their own with the
International Monetary Fund (IMF).

The goal of the post-MiloSevi¢ government was to “create a real market economy” (Perisi¢

and Vukovi¢ 2012), emphasizing market and economic stability. When it came to reforms in health
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care, this government also tried to maintain at least the perception of universal health care
coverage. The government sought help from various international aid organizations to re-build
essential health care infrastructure. Most notably, the World Health Organization (WHO) and the
World Bank provided humanitarian aid to Serbian hospitals, with special attention to the maternity
wards (Becker 2009).

The International Monetary Fund imposed reforms that had a severe impact on health care
provisioning (Perisi¢ 2014, 2016, Stambolovic 2003). Every one of these reforms hurt health care
provisioning for the majority of the population. IMF suggested further containing public health
care spending and imposing a cap on the duration of sick leave benefits, increasing the level of
copayments, and downsizing the number of medical and nonmedical staff in public health care, as
well as speeding up reforms of public enterprises and the privatization process (IMF 2013). These
reforms included severe cuts in public health care funding and when the current right-wing
government led by then Prime Minister, now President Aleksandar Vuéi¢ imposed a ban on new
hires within the public sector the situation only got worse. While there are no official reports as to
how many public health care providers have immigrated to Western European country, the public
and media narrative describes the current state of the Serbian health care system as on the brink of
collapse. In order to understand the current state of health care and how those medical providers
that have decided to stay, navigate and negotiate through it, | provide a detailed explanation of

how the state or public health care system is envisioned to function.

4.1.3 The structure of public health care provisions in Serbia

According to official state statistics, around 93% of the Serbian population is covered
through the national health insurance fund and thus has (at least nominally) access to public health
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care. The remaining 7% are people who do not have state identification cards (IDs) and are mostly
Roma?, or, as researchers have shown (Sekuli¢ 2016, Stankovic 2017b), are elderly and live in
remote rural areas of the country.

There are three central governing institutions: The Ministry of Health (Ministarstvo
zdravlja), the Institute for Public Health, named after the founder of the Serbian public health care,
Milan Jovanovi¢ Batut (Zavod za javno zdravlje Batut), and the National Health Insurance fund
(Republicki fond za zdravstveno osiguranje). The Ministry is in charge of planning, policy, laws,
and oversight of the entire system. The Institute is in charge of research on various topics in public
health; it also provides guidance and support to the Ministry. The National Health Insurance Fund
(NHIF) is, as its name implies, in charge of collecting and managing the funds needed for the
working of the health care system. NHIF collects funds directly from employed citizens via taxes.
The citizens are taxed by their incomes, and the national insurance fund distributes health
insurance cards (zdravstvene knjiZice) to all legal citizens of Serbia regardless of employment
status.

NHIF is the main auditor of the entire system, in charge of finances. If a doctor wants to
prescribe a medication, for example, their prescription (recept) needs to be validated and paid
through the NHIF. Patients can pick up prescriptions in either state or private pharmacies. In the
state pharmacies, if the medication is covered through the fund, there generally are no additional

costs to the patient. For example, the same logic applies if the doctor wants to send the patient for

12 The Romani population is a racialized ethnicity in most parts of Europe. Roma people, especially Roma
women, are subjected to various forms of structural and institutional racism throughout Europe.

https://www.reproductiverights.org/press-room/romani-women-subject-to-forced-sterilization-in-slovakia
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an ultrasound. The doctor writes a referral (uput) that, just like the prescription, has to be validated
and paid through the fund. In general, public health care is provided to insured citizens on three
levels: primary, secondary and tertiary.

Primary care institutions are the first place people are told to go to when they need medical
care and for preventive care, annual checkups, and similar concerns. Primary care, in general, is
provided and financed at the municipal level. The main type of primary care institutions in Serbia
is the Domovi zdravlja (homes of health), which offer a varied array of out-patient care. There is
a total of 158 primary care centers in the country.

The primary care centers provide patients with access to general practitioners,
gynecologists, pediatricians, and dentists. In the primary care level patients have to select their
chosen physician, or primary care provider (PCP) in the previously mentioned medical areas and
accordance with their health insurance benefits package. To see these physicians, a patient needs
to have a valid health insurance card and preferably a scheduled appointment through the call
center or the new mobile phone application. Unless it is an emergency that requires immediate
hospitalization, thus requiring direct admittance to the ER, the system requires patients first to seek
out care in the Primary care centers.

According to the pamphlet printed by the Ministry of Health (2010): “Your chosen primary
care provider is in charge of all segments of your health, they know you, they know your medical
history. The chosen primary care provider is dedicated to their patients and is always on hand (pri
ruci) when you need medical help. If the PCP decides they are not equipped to treat the patient,
they write a referral (uput) to the secondary or tertiary level of care.

The secondary level of care is general hospitals (77 in Serbia), where medical specialists

offer patients in-patient care. If the patient's situation requires more advanced technical resources

68



or expertise, their PCP can refer them to the institution on the tertiary level of care, specialized
hospitals (37), clinics (6) or clinical centers (4). In the same pamphlet of the Ministry of Health
(2010), the tertiary level of care and the providers working in these institutions are described as
“the highest level of care” able to provide the “medical opinion of the highest level” (strucno
miSljenje najviseg nivoa). In order to get to the tertiary level, the PCP has to write a referral that
must be validated by the NHIF. Based on this, it becomes clear that the PCP in the primary care
level is not only supposed to be always available to the patients but also serves as the gatekeeper

for accessing higher levels of care.

4.1.3.1 The structure of public maternal health care
provisioning

According to the official statistics of the Republic of Serbia from 2015, 99.1 % of all births
were in hospital settings, that is either in the secondary or tertiary level of care. In the country,
women can give birth to one of 58 public medical institutions. Four out of those fifty-eight public
institutions are tertiary institutions dedicated exclusively to women's health. Two of the maternity
hospitals are located in the capital, Belgrade, while the remaining two are in Novi Sad and Nis.
According to official state documents, even though these four institutions make up around 10% of
the medical institutions where women can deliver babies, over one-third of all births happen in
them.

As mentioned above, pregnant women and nursing mothers are considered a particular
category when it comes to health care insurance. If a woman is pregnant, she is automatically
insured, regardless of her previous insurance status and has access to a broader coverage than most

citizens of Serbia, such as access to free dental care. The Serbian state has, through various laws,
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national strategies, and guidelines made women’s health care during pregnancy, delivery, and the
first nursing year a priority of the public health care system.

Prenatal care is provided in primary care centers. According to the Serbian National
Program for the Health of Women and Youth (2009b), one gynecologist and one gynecological
nurse are in charge of women’s health care in the primary sector for 6,500 women older than 15
in the primary care sector. In 2007, 542 doctors and 883 nurses were in charge of women’s' health
care provisioning (Ministry of Health 2009b). This means that pregnant women have to follow the
same bureaucratic procedure as all other patients in the public sector. They need a referral from
their chosen PCP to give birth in the closest hospital to them. Places more than 30 km away from
the nearest maternity ward in general hospitals can form small maternity wards in the primary
centers (maximum of ten beds). There were 13 of these small maternity wards in 2006, but these
numbers decreased to 12 in 2014. Small maternity wards in the primary care centers were the first
to be cut due to austerity measures and lack of funding from the NHIF.

In these primary health care institutions, usually the ones nearest to their place of residence,
the pregnant women are expected to come to at least four checkups after confirming their
pregnancy (Ministry of Health 2009b). These checkups are supposed to include an ultrasound as
well as several laboratory tests. Aside from these checkups and tests, the women are encouraged
to attend pregnancy and birthing classes (Skolica za trudnice), located in the primary health care
institution. The medical staff who work in the primary health care sector write referral notes for
admission of the pregnant women into the public maternity hospital, i.e., the tertiary health care
sector, or to the maternity ward in a general hospital in the secondary level. The difference between
the two depends on two things: the individual diagnosis and where they live. Novi Sad does not

have a maternity ward in its general hospital. Thus, the only place where women can give birth is
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in the maternity hospital. However, if a woman who lives in a neighboring town, which has a
maternity ward, she will probably give birth there; if her pregnancy is “risky” or there are medical
complications, she will be referred to the maternity hospital in Novi Sad.

Upon admission into the hospital, pregnant women are separated from their partners and
families. Cell phones are prohibited, as well as the possibility of bringing in external food. The
women go through obligatory admission procedures, which include shaving and enemas. There
are no visitations for the pregnant woman—she is a patient until her and the baby’s discharge. In
recent years the ward has installed monitors in the babies’ rooms so that family members can see
them in the discharge waiting areas after the birth. The birth itself is completely medicalized. Only
the staff along with medical students occasionally are allowed to be present at the birth. If the
pregnancy goes well, the mother and infant are sent home after two days, but if complications arise
the stay can be prolonged.

After mother and newborn are discharged from the hospital, they are provided with post-
birth care at their homes. The nurse (patronazna sestra), previously nurse midwife, comes for
house checkups until the newborn's umbilical cord scar has healed. This usually means between
four to seven home visits.

This was a description of how the public maternal health care system is designed to
function. Maternal care in its design requires women to move between the levels of care, primary
and secondary/tertiary. We can trace a continuity in the structuring of the health care system not
only from socialism but specifically from Yugoslav self-managing socialism. The infrastructure
and the organizational structure of the current Serbian system were inherited from the Yugoslav
self-management period. Socialist self-management, unlike state socialism, gave power and

authority to each medical institution. The connecting thread between these autonomous institutions
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was and is the referral system. Each level of care is a self-managed and organized institution. The
present Serbian health care system, like its socialist predecessor, is feudalized and atomized
(Parmelee 1992) and it is into the fragmented structure of state health care that the private sector

was introduced.

4.2 Part |1: State of health care

4.2.1 Unpacking the government discourse: the “system” is the problem

We have good doctors, excellent doctors, and probably even enough

hospitals. The way the system is organized is outdated.*3

When then Prime Minister and now president, Aleksandar Vuci¢ invoked and placed blame
on “sistem” (system), he echoed a sentiment | have heard from both the medical providers and the
women | interviewed. The fault is not with us; it is not with the doctors—the fault is in our system
(nas sistem).

This concept of “our system” (na$ sistem) should be understood in conjunction with the
broader conceptualization of the state, since through invoking “our system” the state is reproduced.
Rivkin-Fish (2005b) in her work on Russian health care points out that the concept of “our system”
is a shifting signifier that is used to highlight various aspects of constraints of agency placed on
the individual and the collective. Speaking about nas sistem in Serbia, both patients and providers

are referring to various institutions and governing bodies that not only constrain agency but are

13 2014, Aleksandar Vucic, speech in Parliament before being sworn in as Prime Minster
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also to blame when for stagnation. Rivkin Fish points to similar examples in Russian maternity
hospitals, and argues that through this distancing from the state, from “the system,” the providers
are placing themselves in the role of the victims of state power and of the constraints it imposes
on their professional and personal lives (Rivkin Fish, 2005:29). The providers tend to misrecognize
(Bourdieu, 1977) themselves as representatives of the state while shifting state authority and
constraints onto people employed in the Ministry of Health.

An example of this shifting blame happened during my fieldwork in the maternity hospital
in Novi Sad. One morning the fire alarm went off in the maternity hospital. | was sure it was not
due to an actual fire because | saw some maintenance workers tinkering with the fire alarm system
as | was walking in. 1 was struck that no one paid any attention to the horrific noise coming from
the alarm system. What was the fire alarm protocol for this hospital? | realized that | was never
told, and I had never thought to ask. In the United States, medical personnel is trained what to do
in the event of a fire. I mentioned this observation to Dr. Gorunovi¢ during his coffee break that
day. Dr. Gorunovi¢ laughed and said, “well, they [the United States] have a system. We do not.
The United States has a system; we do not. We do not know what to do for lesser protocols let
alone something like that. Those types of things are not resolved here (nisu reSene). No one knows
what they are supposed to do (niko ne zna ko Sta radi).” Dr. Gorunovi¢’s response to why there is
no protocol on what to do in the case of a fire is an indication of disassociation from the hospital
as an institution. He then blamed the state (drZzava): “the problem is that the ones who decide about
these things, the ones that make the laws, the politicians do not care. They are so alienated from
our problems.”

Dr. Gorunovi¢ and other medical providers understood the constraints placed on them by

the Ministry of Health. | was shadowing Vera, a resident at the maternity hospital one morning
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while she was helping Dr. Gorunovi¢ set up for an ultrasound exam. The gloves that Vera was
supposed to use were too big for her. We all laughed, and Gorunovi¢ noted that the lack of smaller
size gloves was a real-life example of the miscommunication and disconnect between how the

state health care is supposed to function and how it works. He told us:

I have a friend who works in the administration. It is like we are not
speaking the same language. She was here a few years back for our
accreditation and said it is all good a here! All good? My dear, we only have
gloves size eight! How is that good? We do not understand each other. The

administration and us.

The division of the Serbian health care system into primary, secondary, and tertiary levels
means that the only connecting thread between them is the administrative referral aspect of the
centralized insurance coverage and the policies and laws of the Ministry. The focus, especially in
the secondary and tertiary level, is not on continuity of care, but rather on specialization. This
means that the responsibility for the patients does not lie with the doctor but in the institution,
especially at the tertiary level such as maternity hospitals. Not only is there no continuity when it
comes to patient care, but is no communication and continuity within the different levels of care.
| attended pregnancy classes in the primary care center in Novi Sad, which is located a block away
from the maternity hospital. During one of the lectures, Olivera the instructor-midwife advised the
pregnant women not to ask for an epidural during pregnancy. I initially suspected that the reason
she advised them against it was that she was against any form of medicalization during birth. What
I instead learned from Olivera was that the reason was more to do with a lack of communication

with the hospital.
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Our biggest problem is the system. We do not communicate with each
other [meaning the different health care sectors]. The clinic, for example, they
do not inform us of the changes they make most of the times | hear something is
different from the women who have already given birth once and are back in
school again with their second pregnancy. However, it is not just here. In Serbia,
the system does not work. The issue is that | am an individual, not the whole
institution. I cannot do anything. The women do not know where to get the right
information anymore and when the clinic does not keep us in the loop than | do
not know what to tell them and in return, they lose faith in not just me but the
school. The epidural is a good example: they keep promising the women they
will have an epidural, and | know they will not, that is why I discourage them

from asking.

One of the factors that Dr. Gorunovi¢ and Olivera did not mention is the funding cuts to

the health care system and the accompanying strains placed on the feasibility of the entire system.

4.2.2 What is the cost of “free health care”? making the private sector the problem and the

solution

The State Secretary of Health, in a TV interview in March 2016, pointed out that that the
Insurance Fund allocated around 260 euros per person for health care and that that is barely enough

to cover the costs of one ultrasound appointment. He estimated the current public health care debt
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to be around four billion dinars (around 40 million USD). | met the State Secretary at a large public
panel on health care prosperity in Novi Sad. In his view, Serbian medical practice is still highly
regarded, and Serbian universities are top notch, but it is undeniable that the current situation in
health care is dire. It was at this event that | heard a public official speak about the private sector
about health care problems in Serbia. He proposed that the right thing to do is to contract out

services to the private sector:

We are doing the best we can with the funds available to us. The whole
point is to finally instill some order into the health care sector and establish
what is understood as the basic health care package. The private sector needs

to be part of the solution, not the problem.

The idea of including the private sector in the national health insurance coverage is not
new and has been recommended by several social and public policy and health
scholars(Arsenijevic, Pavlova, and Groot 2014, Arsenijevic, Pavlova, and Groot 2015c,
Arsenijevic, Pavlova, and Groot 2015a, Peris$i¢ 2014, 2016). This is part of the complete transition
to market logic rhetoric. They assume that if the private sector was covered within the national
health insurance fund that this would lead to the complete eradication of corruption in the health
care sector (Perisi¢, 2014).

After the panel ended, | asked the State Secretary what he meant when he said that the
private sector was part of the problem. He said that the private sector is the breeding ground for
corruption and veze. He said he had no intention of completely privatizing health care because
privatization is damaging for the medical practice: “Some medical employees are not worthy of
the white coats they wear.” This last statement reflects a larger narrative of distrust towards the

encroachment of the private sector in previously exclusively public institutions. For example, there
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is a public distrust towards private universities. The belief is that people buy degrees in private
systems of higher education (cf. Bacevic 2014). Within these overarching narratives—complete
distrust in the private sector and the narrative of numbers, costs of health care, and the need to
establish how much basic health care provisioning costs—government officials are directly taking
aim at the expanding private sector. The official government narrative is calling into question the
integrity of the doctors who work both for the state and for private practice. The Minister of Health
stated on national television that he did not see it as a problem “if someone wants to work in the
afternoon in the private practice (kod privatnika), but we need to centralize the payments.” On the
other hand, the Ministry of Health offered no solutions for the very meager pay of the public

medical providers, but rather argued the need for more transparency in their finances.

It cannot happen that someone goes to the private doctor (privatnik) and
pays 5000 dinars for a check-up and that 2500 dinars end up in the doctors’
pockets without any record. That cannot happen. We have to solve that problem

and quickly.

The Minister is not questioning whether the second labor of the doctors would lead to
burning out or even questioning why most providers, especially specialists, tend to supplement
their state salary by moonlighting in the private sector. State representatives tend to view both the
patients and the providers through a lens of cost and benefit, an economic lens of health care as a
matter of cost rather than a matter of right or entitlement (Kornai and Eggleston 2001). What is
evident from the official government narrative is, interestingly, a step back from the paternalistic

image of the state that is there to think for its citizens. The Minister of Health went on to say that:
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As Vucic said, there is no free health care. Health care is expensive. We
have to make a price list, make a price list of service. These have to be real costs

and prices. Citizens need to know how much things cost.

In this view, the patients need to stop being socialist subjects and become rational actors,
aware of how much their health care costs; and the providers need to take responsibility for their
additional work if they choose to perform it - unless the patient is a pregnant woman and the
provider is a gynecologist. Maternal care is provided for every citizen regardless of previous
insurance status. In the case of maternal care, the Minister of Health had the opposite rational to
his general stance of the patients knowing the price of health care.

The NHIF before 2016 considered epidural anesthesia a “nonstandard medical treatment”
during childbirth and hospitals charged women for epidurals. The cost and inaccessibility for pain-
free childbirth became the lens through which women’s NGOs in Serbia view the larger problems
of state maternity hospitals and the treatment of women during childbirth. Although problems in
maternity hospitals were widely known, there exists an unwritten rule that women should not speak
about them in public. To counter this silence, a grassroots NGO called Majka Hrabrost (Mother
Courage) collected online surveys from mothers who had delivered infants in one of the maternity
hospitals in Serbia in the period 2000-2008. After 657 questionnaires were collected on the
website of Mother Courage, they named three main problems in Serbian maternity care: poor
communication, corruption, and outdated medical protocols that are still in use, such as mandatory
enemas upon admission. All of these problems were condensed to the issue of access to the
epidural. Instead of solving the questions of understaffed hospitals, broken and outdated
infrastructure and most importantly the treatment of women during childbirth, the solution the

Minister of Health provided was making epidurals a standard treatment and thus covered by NHIF.
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This was the opposite of what he generally claimed was the solution to the problems of the health
care system. As a mock response to the 2017 Ministry of Health public search for a slogan for
projects intended to boost fertility in Serbia, one submission summed up the problem: “You will
get an epidural only you have a strong veza.” Making the epidural, a standard treatment did not
include an increase in the number of anesthesiologists who could administer this treatment to every
woman during childbirth. Instead of fostering better communication and curtailing corruption the
ad hoc introduction of “free” epidurals only bolstered the notion that women need to find a veza,

a connection in the hospital.

4.3 Conclusion

This chapter addressed the role and notion of the state in Serbian health care. We cannot
fully understand the health care system in Serbia without addressing the role and perception of
both the current state and the Yugoslav socialist state, the larger historical, economic and political
contexts that shaped the current state of Serbian health care.

The specificity of Yugoslav self-management highlights the problems of treating
“socialism” as a monolithic category, and the importance of fully comprehending the differing
states of actually existing socialism. During Yugoslav socialism, health care institutions were
social property, to be managed by workers, not directly by the state. Each health care institution
was thus the property of the community which it served. The health care institutions were funded
through health insurance collected from the community, and it was the role of these “communities
of interest” to decide how best to spend the money. This logic, in turn, led to “the atomization and
feudalization” (Parmelee 1985, 727) of the health care system that has continued over into the

current Serbian health care system. The issue is not that the health care system is divided into
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sectors. The atomized and feudalized logic refers to the lack of communication between the
institutions — hence Olivera’s remark that she relies on her patients to tell her about the protocol
changes in the maternity hospital.

The Yugoslav wars, economic sanctions, and overall political turmoil damaged the Serbian
health care system, and yet care was and is still provided daily, and for specific categories of
citizens and health issues, it is completely covered through the insurance fund. In the last decades
of Yugoslavia due to both internal and external political, social and economic factors, private
health care was introduced as a stop-gap measure for the growing number of unemployed medical
providers.

The re-introduction of private medical practice was not planned to be a permanent fixture
of the health care system. In public discourse, the private sector overall is perceived as less valued
that the state public sector. Ambivalence towards the private medical sector is present in the official
state discourse, as best reflected in the narratives of government officials. The uniting thread in
addressing both the public and private health care institutions is the concept that together they
comprise “our system” (nas sistem). The next chapter looks at how medical providers negotiate

their place in the medical system.
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5.0 Paper-pushers, Doctors and Medical Entrepreneurs

How many gynecologists are also working in private practice? All of

them. 4

This was a short response one doctor gave me when | told him | was interested in
understanding the relationship between the public maternal health care system and private health
care practices. According to Dr. Mili¢, who has his private practice, every gynecologist in Serbia
is working in the private sector, either exclusively or part-time. While there are no statistical data
to support his claim*®, in this chapter | address the following questions:

1. Why were gynecologists working in the public sector moonlighting in the private sector,
thus choosing to work 16 hours or more in a day?

2. Why are there so many small private practices but only two private maternity hospitals?

3. Why are we only seeing doctors and not midwives in the private sector?

In order to answer these questions, the chapter is divided into two main sections. The first

section tracks the authority and trust of the medical provider during pregnancy in public and private

14 Dr. Mili¢ - owner of private medical practice

15 There are no accurate data on how many medical providers are working in the private sector overall. The
Association of Private Medical providers estimates that 4223 doctors in total are working exclusively in the private
sector. The association also estimates that over 7000 state employed doctors work part time in the private sector. This
is the general estimate for all doctors. There is no estimate based of specialization. We can infer from the data on state
employed gynecologists (1114 gynecologists) that there is a high probability that the majority of them (over 80%)

could be working in the state and private sectors. In order to confirm this claim, further data has to be collected.
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sectors at the levels of primary care. The second is centered around institutions in which women
can give birth—public maternity hospitals and private hospitals in Belgrade. This chapter
contributes to the current theoretical view (Giordano and Kostova 2002, Giordano and Kostova
2013, Ledeneva 1998, 2006) that a general institutional mistrust in the public health care system
drives patients to seek out alternative ways of achieving their rights to care. The main argument is
that people resort to corruption, bribery, connections and other arrangements of the informal
economy because the system is flawed and has gaps that need to be filled. A crucial example of
this perspective is the conclusion that Buch Mejsner and Eklund Karlsson (2017b, 7) give:
“informal payments are symptoms of poor management, underfunding, poor control in health care,
lack of accountability, and deficits in the rule of law, that is, poor governance.”

The issue is that systems, especially the health care system, tend to be compared with others
instead of looking at them on their terms. This chapter looks at how medical providers negotiate
their place in the medical system. In that sense, the understanding that there is a difference in
perception of institutional (mis)trust between the primary, secondary and tertiary levels of health
care is essential. This is why, again, maternal care proves to be an excellent ethnographic case
study.

The maternity hospital in Novi Sad has employees 60 gynecologists working in one of
several wards, not all related to pregnancy. The work day for the medical staff starts at 7:30 am
with meetings and lasts officially until 2 pm, with the end-of-the-day meeting. Little of this time
is spent sitting at a desk. It is a very active and demanding eight-hour day with up to 15 deliveries
and several surgeries, all before 2 pm. Of course, in most cases, people, especially junior staff,
have to stay later than that to follow up with a patient or catch up on paperwork. Some

gynecologists with whom | spoke would have to get up at 5 am because they lived several hours
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outside of the city where they worked. The hospital has a rotation schedule for the staff, so that
most of the medical providers work in the hospital between 16 and 24 hours at least twice a month,
the so-called “dezurstva” or evening and night shift. According to the State Institute of Public
Health’s yearly work satisfaction survey, the medical providers working in the hospital were not
overly satisfied with their working environment, least of all their income. Most of the doctors I
met would sometimes after working two days straight due to night shifts, spend another five or six
hours working additionally as consultants in private gynecological practices in the afternoon hours
after working in the hospital. Some would moonlight in the private sector once or twice a week,
others far more often. If the only incentive was to bolster their income, why not just move entirely
into the private sector? Why risk being perceived as corrupt?

I will not assume to provide a definitive answer to any of these questions. Instead, in this
chapter, | describe the ability and inability of medical providers, both gynecologists, and nurse-
midwives, to move between private and public sectors. Through a thick description of how
maternal care is provided in practice, | want to contribute to the current theoretical understandings
of private and public, trust, and mistrust, and provide a critique of the assumption that market
economy would render informal economies obsolete.

Rather than rendering informal relations obsolete, the emergence of private practice
provides a new avenue for establishing a personalized connection for patients within the public
sector. At the same time, through the private sector, medical providers are granted a flexible path
of establishing individual authority and power. Through supplemental work in the private sector,
the gynecologists can draw on the authority of the institution and channel that authority to gain
personal power and influence. The gynecologists working in public hospitals can transform and

capitalize on the generalized authority of the public institution for personal entrepreneurship. The
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gynecologists who work in the public maternity hospital make use of the generalized trust in the
hospital to establish personalized trust and authority with “their” (njihovim) patient-clients in the
private sector. This is contrary to the current theoretical view that personalized trust in state
institutions weakens general trust in those public institutions (Arsenijevic, Pavlova, and Groot
2014, Baji et al. 2017, Buch Mejsner and Eklund Karlsson 2017a, Buch Mejsner and Eklund
Karlsson 2017b, Dickov 2012, Hyde 2016, Jancsics 2013, Kornai and Eggleston 2001, Kornai
2000, Kornai, Rose-Ackerman, and Collegium 2004, Ledeneva 2006, 2013, Perisi¢ 2016, Radin
2013, Stepurko, Pavlova, et al. 2015a, Vasiljevic-Prodanovic 2015).

Not all gynecologists working in the public sector can transform the generalized authority
of the public institution to individual power. The main reason for this is that not all public
institutions of health care have the same power and patients’ trust. Through the description of the
authority and trust of providers in primary and tertiary levels of public and private health care, it
is possible to map out the fractal notion of general or institutional trust and mistrust. In this chapter,
I describe the difference in patient trust between gynecologists who work the primary care sector,
who are deemed as untrustworthy paper-pushers, and the institutional trust in the public hospitals,
where the gynecologists are deemed as the best experts in the country. Small private practice, as
will be described here, is predominantly focused on filling in the untrustworthy section of public
care, providing trust and expertise for patients who can pay. Private hospitals with maternity wards
cannot compete with the institutionalized trust of the state maternity hospitals. Pregnant women
do not trust private hospitals like they trust public hospitals. If the private sector was generally
more trusted than the public institutions, it does not explain why the majority of gynecologists are

still working in public hospitals and why the majority of women give birth in the public sector.
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Gynecologists who work in the public hospital and small private practices are the only ones
who can establish continuity of care and continuity of trust with the patients. Gynecologists who
work exclusively in the private sector do not have authority. The state curtails their medical
authority through the rigid system of referrals that will be described in this chapter. The role of the
state is central to understanding how power and authority play out in practice within the health
care system. The assumption that the private sector is separate from the regulation of the state is
questioned with a deeper understanding of the importance of fractalized trust and mistrust in public
and private institutions. Further, the state provides legitimacy to the entrepreneurial ventures of
doctors, allowing some of them to establish personalized power and authority through moving
between the two sectors while denying the same flexibility to other medical providers in the
hospital—midwives.

5.1 Part I: Primary care

5.1.1 The power of referral - primary care providers as the gatekeepers

You have to go to primary care. You need the doctor for the referral to

the hospital, to open maternity leave.®

From its inception, the then Yugoslav and now Serbian health care system has been
separated and fragmented into three levels—primary, secondary, and tertiary care. In its design, it
resembles a pyramid, with the primary sector as the basis for all the other layers of care. Primary

care institutions are envisioned to be homes of health (domovi zdravlja) and the medical provider

16 Natasa, new mother.
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in those houses should be the first person you contact when you seek out medical care. These
should be patients’ chosen doctors. The medical provider in primary care should be the person the
patient trusts and knows best.

The primary care providers are also the gatekeepers of the other levels of medical care. The
doctors in primary care decide if a patient needs to move up the pyramid of health care and seek
out specialized care or if the patient can be treated on the level they are currently at. They are the
gatekeepers of access to other benefits provided by the state, like paid maternity leave, to specific
categories of citizens. The mechanism through which primary care providers grant or deny patients
movement within the health care system and access to state-provided benefits is by writing an uput
(referral). The uput is used to communicate among the fragmented sectors. The medical providers
in primary care refer their patients to the other institutions, not to other medical providers. Through
the referral system, the primary care sector communicated with the upper levels of care. Maternal
care in that regard is an excellent example to understand why the referral system that is supposed
to glue the sectors of care together is drawing them apart.

Public health care is designed in such a way that it is provided by institutions, not individual
providers. Women cannot manage their pregnancy in the maternity hospital, as it is the highest
level of care. The same can be said for the secondary level, the general hospital. Maternity and
general hospitals are in-patient institutions. Prenatal care, in most cases, is out-patient care. It
would be impossible and far too costly to admit every pregnant woman for each checkup during
pregnancy. Prenatal care is under the jurisdiction of primary care providers. Women can move up
through the health care system only after the approval of and referral from the primary care center.

The general idea behind this framework was not intended to be malicious or constraining.

The assumption was that the gynecologist working in the primary care center is the leading
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specialist in charge of awoman's reproductive health beginning at the age of 15, and that the patient
and the provider have an established long-term relationship over the course of the woman's
reproductive life, with mutual respect and trust built through such a relationship. This model is
very similar to the model of family doctors in Cuba (Brotherton 2012) and highlights the ideal of
long-term treatment and prevention that should be at the heart of primary care (Buch Mejsner and
Eklund Karlsson 2017b).

While some women with whom | spoke to had established such long-term relationships
with their primary care gynecologists in the public sector, the majority of women had not. For
many women, like NataSa who is quoted above, visits to the gynecologists working in the primary
care center were more of a bureaucratic hassle than a medical concern. For NataSa, the generalized
trust in the institutions of primary care is missing, but due to the referral system, she cannot avoid
this institution. Even if they gave birth in the private hospital, they still could not avoid the
encounter with the dom zdravlja. If they want to receive maternity leave and other benefits from
the state, they need approval from the public primary care sector.

The uput is not only a characteristic of the primary level of care. It is the exclusive privilege
of the public sector. The referral is used to communicate within the public sector, and in turn to
exclude the private practice. The referral in all cases except two (IVF and cataract operations)
cannot be used to access private hospitals. The reverse also applies. The private primary care
practitioner cannot write referrals to public hospitals. The reason for this is that the state insurance
system takes care of its budget through referrals. With limited funds available for the yearly health
treatments of each citizen, the role of the referral becomes more a barrier to accessing upper levels

of care than the key to unlocking more advanced treatment.
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5.1.2 Dom zdravlja: a place just for paperwork, not an actual place of medicine

The primary care centers, established during socialist Yugoslavia were envisioned to be
the homes of health (dom zdravlja) for the community. The reference to home and family was
supposed to symbolize the trust and connection between the medical providers and the community
that they served. The gynecologist working in the primary care center should be the person with
whom women were living in that community already have an established relationship. This should
be the person they have been talking to about reproductive health since puberty. “My prenatal care
gynecologist was also my mother’s doctor. | trust her" said one of the women | spoke to after
giving birth in the maternity hospital. “I managed my pregnancy in my hometown with the doctor
I see regularly. 1 chose my gynecologist in the primary care and had been going for my annual
checkup for years", another woman said when | asked about her prenatal care. Some women had
a long term and trusting relationship with their primary care gynecologist. However, the women
who go to annual checkups are the minority. In reality, every fifth woman in Serbia goes for annual
gynecological checkups!’. Buch and Mejsner connect the fact that few women go for annual
check-ups and preventative care with the view of primary care providers as obsolete and incapable
of providing sufficient care to patients (Buch Mejsner and Eklund Karlsson 2017b, 7). Women
talked about feeling rushed and enduring vaginal exams that they saw as unnecessary. They talked
about doctors who would not listen to them or give information about their pregnancy. A common
concern was the outdated technology in primary care centers. Manja, a German teacher in her late

twenties, compared her first ultrasound experience to one of her sister who lives in the Czech

17 https://www.b92.net/zdravlje/vesti.php?yyyy=2013&mm=04&dd=24&nav_id=708209
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Republic. Her sister, a mother of two, has framed ultrasound print outs from both pregnancies.

Manja was expecting the same when she was pregnant and went to her primary care provider:

She did the ultrasound for the first time, and | had to take a picture of
the screen with my phone! They were out of paper for the printer. She did not

tell me anything about what she saw on the ultrasound, just that it was fine.

This was not a description of a trusting relationship. Not only do the women perceive the
primary care centers and the medical providers working there as a bureaucratic hassle, but most of
them also do not trust them as medical providers as well. They are viewed as gatekeepers to the
specialists (Buch Mejsner and Eklund Karlsson 2017b)who work in the secondary and tertiary
sector. They are also the gatekeepers for maternity leave for women who are employed.

“lI went to the primary care so she can open my leave early. | was bleeding during
pregnancy. | was supposed to rest. He would not write it”, one woman told me, frustrated. The
person who had told her she was supposed to go on bed rest was the doctor she was paying to see
in the private sector. This doctor could not give her the documentation she needed to take leave
from work. Only the public sector primary care doctor had that power. This power is not medical
power, but bureaucratic power.

The gynecologist in primary care became not a person of trust, but an obstacle woman had
to overcome. Framed as a bureaucratic obstacle of the rigid public health care, women sought out
an individual, flexible path to health care services. These paths were obtained through favors or
connections with these gynecologists. Favors were a way of establishing a personal relationship
with public health care providers (Brkovi¢ 2017b, Brotherton 2012, Rivkin-Fish 2005b, Stan
2012). Public health literature, unlike anthropological literature, claims that the lack of trust is one

of the main reasons why patients resort to favors. In a study conducted in 2017, “general
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practitioners were believed to be obsolete and incapable of providing sufficient care to patients”
(Buch Mejsner and Eklund Karlsson 2017b, 7). How was this distrust viewed and experienced by
medical providers in the primary care centers?

Most general practitioners in Serbia, including gynecologists in primary care, felt that
primary care is not given enough attention from the state and that the providers feel there is a lack
of incentives to work (Buch Mejsner and Eklund Karlsson 2017b). They feel that there is a
disconnect between them and the specialists and that the specialists are treated better and are more
respected. Some of the young residents whom | met at the maternity hospital were employed in
primary care centers. One day as | was shadowing Vera, a young resident, she remarked on the

way primary care providers are treated today.

The general reputation of health care is deteriorated in Serbia. | do not
understand how we can still call it free health care. It is not. It has not been for
a while. The people are overworked and unappreciated. Our reputation is also

terrible now. We get no respect from our patients.

In primary care centers, one gynecologist takes care of the health care needs of 6.500
women older than 15 per year (Ministry of Health 2009a). This roughly translates to seeing and
treating 18 to 20 women during one seven-hour work day, or 20 minutes per patient. In reality, the
numbers are much higher and the time dedicated to each patient is more in the realm of 10 to 15
minutes. This means that Vera will have less than 10 minutes to complete an ultrasound, write up
her patient’s paperwork and provide further advice on prenatal care to her patient. According to
the doctors | spoke to this is barely enough time to complete an exam and not enough time for the
patient and doctor to establish any relationship of trust and mutual understanding. But unlike the

assumption made by this and other public health studies that this lack of trust would lead to an
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increase in favors (Arsenijevic, Pavlova, and Groot 2014, 2015a, Baji et al. 2017, Buch Mejsner
and Eklund Karlsson 2017a, Buch Mejsner and Eklund Karlsson 2017b, Kornai 2000, Stepurko,
Pavlova, Gryga, et al. 2013, Stepurko, Pavlova, et al. 2015a, Stepurko, Pavlova, Gryga,
Murauskiene, et al. 2015, Stepurko, Pavlova, Levenets, et al. 2013). Vera did not see the items

given to her by patients as attempts to establish a personalized, trusting relationship with her.

Today, patients are rude. They come in and bring me a brlja!® and an
envelope with twenty euros, and want to buy us! Those are bribes! There was a
time when patients would dress up to visit the doctor, shave, smell nice, and treat

us with respect and give you something as a gift, not as a bribe.

Buch Mejsner and Eklund Karlsson (2017b) claim that medical providers, such as Vera,
lack the knowledge do not distinguish bribes from gifts. This is a paternalistic assumption. It is
due to the lack of possibility of establishing relationships of trust that may explain why there is a
lack of appreciation for primary care providers. From Vera’s response, it is the lack of trust and
appreciation from the patients that is important. It is in this lack of sociality, mutual respect, and
understanding that Vera sees the distinction that makes rakija a gift, rather than a bribe.

Marcell Mauss (1967), in his study on the practice of gift exchange, pointed out that what
distinguishes gifts from other forms of economic transactions is the establishing of social relations
marked by gifts and their accompanying obligations on the recipient. It is the social relationship
that was missing in Vera’s story. In order for the rakija and the envelope to be considered gifts

from patients which the providers see “as legitimate compensation for their knowledge, skills and

18 rakija, a form of brandy, usually home-made
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the gift of health” (Stan 2012, 71). For Vera and other public primary care providers, thisisa bribe
because it is not read as a compensation for her knowledge and skills as a doctor but her role as a
gatekeeper. Vera summed it up best: “Dom zdravlja has now become a place just for paperwork,
not an actual place of medicine.” It is an obstacle in the patients’ path to reaching those who
deserve gifts (Stan 2012)—the experts in the higher levels of care. These feelings of under-
appreciation and constrained agency played a crucial role in making decisions to leave the country
or start working in the private sector.

Gynecologists and other medical providers working in primary care, and nurse-midwives
who taught pregnancy classes, were expressing feeling under-appreciated in comparison to their
colleagues working in the maternity hospital. The rigid referral system, coupled with the cuts in
staff and equipment, transformed them into paper-pushers in the eyes of their patients. This low
status and perception of primary care providers as lacking essential knowledge and skills in
providing care were only further exacerbated by the evident lack of contact and collaboration with
their colleagues in the maternity hospitals, and upper levels of care more broadly.

“We do not communicate amongst each other [i.e., the different health care sectors],” said
Branka. She was the nurse-midwife whose pregnancy classes | attended for several months. One
of the main purposes of attending the maternity classes, shadowing doctors in the maternity
hospital, and conducting interviews with nurses who provide post-natal care was to piece together
the fragmented nature of the Serbian maternal health care. On the other hand, the doctors working
in the school would also complain that the school was not providing the women with adequate
information. Instead of having an official channel to communicate this problem, I was once asked

by a resident to send a message back to the school: “Tell them to stop telling women to bring
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catheters! We have those!” The primary care center where the public classes take place is located
two blocks away from the maternity hospital in Novi Sad.

Instead of continuity, the key trait of public maternal care is separation. In this fractured
system of care, both patients and providers seek their strategies to overcome these constraints;
these strategies span from legal to illegal, formal to informal.

This is the situation that most public health and health policy scholars claim can best be
resolved with the introduction of market practices. These practices would transform providers into
sellers of a particular type of sound—health care—and patients into consumers, who would,
supposedly, be empowered to speak up and to choose the kind of care that best suits them and their
financial status. Reformers such as Kornai and Eggleston (2001) argued that the market would
increase responsibility and that profit would motivate both providers and clients to be more
responsible and build mutual trust. In the following section, I focus on those providers who have
moved into the private sector to understand why the magic bullet of the market has not been the

best treatment for Serbian health care.

5.1.3 Entrepreneurial acrobatics - the private medical sector in Serbia

One of the founders of the Association of Private Care providers called the everyday
obstacles that private care physicians faced a form of privatnicke akrobatike (entrepreneurial
acrobatics) when she was giving a talk at a conference of Private Medical Practitioners in 2016. It
is a good way of describing the daily navigation and negotiation that are required from medical
providers in the private sector. The lack of regulation by of the state would appear to be in line
with the central tenets of neoliberalism—deregulation, decentralization, and privatization—but it
does not explain why many medical providers “choose” to work in both sectors rather than just the
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private sector. Rather than viewing neoliberalism as a contained package that is supposed to
replace the existing system, the emergence of private health care practice in Serbia allows for
seeing neoliberalism as a set of partial measures taken over time that are unbundling the public
system. The term unbundling comes from business terminology. The AMA Dictionary of Business
and Management defines unbundling as the “separation of business into its constituent parts, to
sell off some of them” (Kurian 2013, 229).

The Serbian public health care system is bundled together through a single health insurance
provider—the state. This bundling is enacted through the movement of papers such as referrals
(uput). I describe it as bundled because production, distribution, and price setting was all
connected. Collier (2011) notes that this is a key trait of institutions and infrastructures originating
from the mid-19 through much of the 20th century, and notes a similar variation of this bundling
within “Soviet Modernity.” Bundling was not just a characteristic of health care but other
infrastructural processes as well, from roads to heating pipes (Collier 2011).

By the late 1980s, it was legal again to open private medical practices in Serbia and the
“selective intervention” (Collier 2011) of market practices. The first splinter was dentistry; by
1989 most of the primary dental care was provided in parallel for a fee in the private sector. This
was the beginning of the unbundling of the previously tightly bundled health care system. The
state is still mostly in charge of both the founding of health care institutions and the education of
health care providers. The state health care system thus distributes these institutions and providers
to its citizens and sets a unified rate charged through the national health insurance. If bundling
includes the production, distribution, and rate setting, the distribution of health care was the first

thing to become unbundled.
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The health care system in Serbia is not completely unbundled. The state has not dismantled
the public health care system or privatized and marketized every segment of social health care and
welfare provisioning. Collier (2011) notes a similar process in Russia with the unbundling of the
Soviet heating system. A complete dismantling of a previously bundled infrastructure such as
health care would go against the social welfare goals, both of the Russian states, in Collier’s study,
and health care provisioning in Serbia in my research. Through selective intervening, as a “micro-
economic device”(Collier 2011, 207), the bundled framework is not dismantled but altered. It is
altered so that it still retains the ideal that, similar to heat, health care is “an essential need, and
[...] its provision has, at the end of the day, to be guaranteed by the government” (Collier 2011,
207). 1 would argue that in order to still be able to maintain the essential provision of health care,
the government has very selectively unbundled health care provisioning, which does not allow
providers to disassociate themselves from the bundle of public health care completely.

Rivkin-Fish observed that maternity hospitals in Saint Petersburg physically sectioned off
parts of their maternity wards into paying wards (Rivkin-Fish 2005b). This was not the case in
Serbia. With the re-introduction of private practices, the providers were allowed to distribute their
product—health care—outside of the public health care bundle. They could provide care for a fee,
but they had to find their infrastructure for that purpose. Most of the doctors who opened private
practices did so by converting apartments into doctors’ offices. In essence, these private medical
care providers were taking the socialist naming of the primary care infrastructure, as homes of
health, quite literally into their homes.

In Novi Sad on my daily route between the maternity hospital and the primary care center
where pregnancy classes took place, |1 would pass by several signs perched on balconies of

apartment buildings with the words: Ginekologija (Gynecology).
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Figure 1 “Ginekologija”- picture by author

It is a costly endeavor to open a private medical practice; the majority of these practices
tend to be small, consisting of one doctor and up to two nurses. The average private gynecological
practice consists of one or two full time employed specialists and one or two gynecological nurses
with many gynecologists working for them part-time as consultants. This means that the majority
of them tend to focus on care that is provided on the primary care level in the public sector, i.e.,
outpatient care. Because their work has been unbundled from the state infrastructure of health care,
when patients come to seek out care in the private sector, they have to pay out of pocket. The state
health insurance does not cover their work. They are outside the bundled system, and that also
means that they are outside the referral system.

In general, all private health care practitioners are not recognized by the state as medical
practitioners, but as privatnici (entrepreneurs). The selective interventions of the market into state

provided maternal care has left doctors who work exclusively in the private sector at a
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disadvantage when it comes to providing care. From the perspective of the state, they are
entrepreneurs whose status depends on how well their practices do in the market, which is heavily
constrained and inflexible when it comes to health.

Many women mentioned Dr. Manojlovi¢ to me when talking about not just their prenatal
care but their reproductive health care in general. They mentioned having gone to see him for years
and just continuing to do so when they became pregnant. Dr. Manojlovi¢ can be considered a
successful entrepreneur with his private practice. | spoke to Dr. Manojlovi¢ about how he dealt

with the entrepreneurial acrobatics of opening his private practice.

I am lumped in that category of privatnik (entrepreneur). Me and the
shoemaker and the baker—we are all entrepreneurs. | think that is the wrong
way to go about it and, yes, it is more than a technical issue. For example, when
I went to the bank to ask for a loan to buy some equipment, they told me that it
would have been easier for me to lease a new car than new medical equipment.
Because for the car, in the case | default, they can always find a new buyer, but
for medical equipment, which is specialized, it is hard, and even the loaning
system is not well equipped to deal with it. All this is nothing new; it has been

like this for twenty years, so no change has happened.

The physicians who work exclusively in the private sector face many constraints. They are
not able to provide referrals, write prescriptions, or provide valid medical documentation for their
client-patients when they need to open medical leave from their jobs, or, as was the case for my
research, provide pregnancy leave for employed pregnant women. Mainly, the state did not view

the medical providers working in the private sector as health care providers and denied them all of
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the privileges and authority that came with that role. For Dr. Manojlovi¢, a prenatal care

gynecologist, the lack of ability to write referrals was the main problem.

You cannot from your private practice write a referral directly to the
institution that you think the patient should go. No, instead it has to be verified
by someone else in the public sector, usually by someone who is much less
educated than that person. We cannot open sick leave, maternity leave,
pregnancy leave for our patients. Moreover, | can tell you from talking to my
friends in the primary care sector how much of an administrative burden that is

for them.

The administrative burden placed upon his friends in the public system; this was not the
reason he decided to work in the private sector. Dr. Manojlovi¢ never worked in the public sector.
He started his career working for another doctor’s private practice, but not because he did not want
to work in the public sector. He volunteered for years in the maternity hospital, as he put it: “l was
working for years [in exchange] for a smile.” After completing his residency, he was not able 