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The large body of the existing literature discusses the differences in IP across various social and demographic groups. Low-income status appears to be one of the most discussed precursors of making IP (Souliotis et al., 2016). One line of evidence emphasizes the positive effect of poverty on the propensity of making IP by showing that low-income users in healthcare settings are more likely to make IP than relatively wealthier users (Habibov, Auchynnikava, & Luo, 2019a; Gotsadze et al., 2005). These findings are supported by the literature from the non-healthcare settings (Hunt, 2007). The competing line of evidence suggest that low-income users are less likely to make IP than relatively wealthier (Ensor & Savelyeva 1998; Kankeu & Ventelou, 2016). The explanation of this phenomenon is twofold (Derkyi-Kwarteng et al., 2021).  On the one hand, healthcare professionals are explicitly discriminate in favor of low-income users and therefore more likely ask the wealthier to make IP.  On the other hand, low-income users may simply not have resources to make IP. Yet, other studies show rather equal distribution of IP incidents among the poorer and the wealthier users which suggest that income and wealth factors are not strong precursors of making IP (Gaal, 2006; Habibov, 2011). 
Socio-demographic characteristics of individuals are also important predictors of incidents of making IP. Thus, individual with higher education have higher likelihood of making IP (Tengilimoğlu et al., 2015; Tomini & Maarse, 2011), while women and the elderly are less likely make IP (Swamy et al., 2001; Mokhtari & Ashtari, 2012; Vian & Burak, 2006). Among household characteristics, place of residence is important, since residing in rural areas is associated with higher probability of making IP (Cockcroft et al., 2008; Lewis, 2007; Vian, 2020). Finally, having a higher level of social capital and political capital is associated with lower incidents of making IP (Akçay, 2002; Camargo, 2017; Grødeland, 2013; Justesen & Bjørnskov, 2014). 
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Appendix B
Making IP for healthcare providers in post-communist countries could be traced to the 1970 (Gaal, 2004). The absence of private healthcare spending along with unsatisfactory public funding resulted in the significant shortfall of available resources for public healthcare and caused widespread inequalities in access to public healthcare (Ensor, 2004). The inequality in access to public healthcare grew through the 1980 and the 1990 and making IP in forms of cash and gifts, for instance, perfume and alcohol, became pervasive (Miller et al., 1998; Ledeneva, 2006). By the middle of the 1990, the share of healthcare users who made IP varied from 20 in Bulgaria to 91 percent in Armenia (Lewis, 2000). By 2000, more than one fifth of healthcare users reported making IP in Albania, Armenia, Bosnia, Kyrgyzstan, Macedonia, Moldova, Romania, and Russia (Lewis, 2007).  
IP continues to be pervasive in the 2000 and the 2010 in spite of wide range of reforms related to the introduction of national health and social insurance schemes as well as establishing guaranteed benefit packages because these measures were not able to address significant shortfall of public healthcare financing which happened during the long and profound transition from communism (Sterupko et al., 2015). Furthermore, population health worsened through transition due to the stress, increase in crime and corruption, unfair privatization, and political and ethnic conflicts which increased demand for public healthcare (Chen et al., 1996;  Abbott & Wallace, 2007; Rechel & McKee, 2009; Cockerham et al., 2014). At the same time, healthcare users felt that they were abandoned by the state which abdicated its responsibility to provide adequate healthcare and hence assumed that they should use all available resources, including making IP, to get access to adequate healthcare (Cohen, 2012; Polese et al., 2014). Finally, the expectations about healthcare increased over time (e.g., expectations about the quality of healthcare20 and waiting time for appointments) and making IP could be perceived as the only way to obtain higher quality and faster care (Habibov, 2016; Habibov, Luo & Auchynnikava, 2019). 
The above-discussed evidence suggests that the progress towards reduction of IP was not significant. Although the over time trend in making IP in post-communist countries is difficult to assess due to the lack of over time trend studies with fully comparable surveys, the available trend studies confirmed no reduction in making IP. Thus, Falkingham et al. (2010) studied trends in making IP in Kyrgyzstan using national surveys from 2001 to 2007. The authors found that introduction of the national healthcare insurance scheme and official out-of-pocket co-payments led to reduction of IP incidents by only 2 percent. Similarly, the World Bank (2011) focused on trends in making IP in Albania using national surveys from 2002 to 2008. After Introduction of a national healthcare insurance scheme and guaranteed benefit package paid by the state, incidents of making IP increased significantly from 2002 to 2005, and decreased non-significantly from 2005 to 2008. 
More recent studies further confirmed that making IP remains a serious problem in the healthcare sector of post-communist countries. Thus, Habibov & Cheung (2017) revisited the scale of making IP in 29 post-communist countries in Eastern Europe and the former Soviet Union. The authors found that no post-communist country is free from IP. Remarkably, incidents of IP can be found even in developed EU member states. For instance, 34% of healthcare users reported making IP in Hungary, 44% in Lithuania, and 44% in Romania. Situation in less developed post-communist countries is even worse as 74% of healthcare users reported making IP in Azerbaijan, 65% in Kyrgyzstan, and 54% in Tajikistan. Sterupko et al. (2015) conducted another cross-country survey to estimate the scale of making IP in post-communist Lithuania, Poland, and Ukraine. The authors reported that incidents of making IP in the form of gifts exceed 53% in Lithuania, 35% in Poland, and 58% in Ukraine.     
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Appendix C
The LITS employs a clustered sampling design. Communities are divided into clusters with clearly defined borders (e.g., census enumeration areas or voting districts) based on the most current national censuses or election lists. Clusters are selected for the survey based on the probability proportional to size method. Each country was divided into 50 to 70 clusters depending on its population density, population size, and country size. From among the clusters, the Random Walk Fieldwork Method was used to select households for interview. A maximum of 20 households were arbitrarily selected for interview from within in each cluster. In order to avoid selection bias, substituting households that had been originally selected was not permitted. Finally, from within selected households, the "Last Birthday" Method was used to choose the respondent for the interview. 
The initial English version of the master questionnaire was developed cooperatively by Ipsos, the EBRD, and the World Bank. It was then translated into local languages by informed and experienced professional interpreters. After translation, the questionnaire was sent to every country to be checked and approved by local interviewers and agencies. Feedback from every one of these countries was then provided to professional translators who re-tested the translated national versions. All suggestions and adjustments made by the local teams were integrated into the final version of the survey. In countries where Russian is spoken, survey participants were also given the option of using the Russian version. Once the questionnaire had been pre-tested, any resulting suggestions were again assimilated. This adapted version was then used in the pilot, which was carried out in each country by local interviewers and agencies. Criticism and further suggestions that resulted from these pilots were then also incorporated into the questionnaire. 
Appendix D
Since most of these covariates are discussed in-depth in the Section 2 “Theoretical framework and hypotheses”, we confine ourselves to discussion of age, unemployment status, and political trust at the individual level and GDP per capita, amount of public health expenditures as per the country’s share of GDP, and inequality at the country level.  The theoretical reasoning that underpins the usage of this variables as covariates is based on the previous studies which assessed the determinants of self-rated health in pos-communist countries (d'Hombres, 2010; Goryakin et al., 2014; Kim et al., 2011; Habibov & Cheung, 2018). The above-mentioned studies found that at the individual level being older and unemployed and having lower political trust are associated with worsening self-rated health. Equally, at the country level, higher inequality, lower GDP per capita, and lower health expenditures are associated with worsening self-rated health.   
Appendix E
Deciles of household expenditures were used instead of individua’s income to control for ability to pay IP for the purpose of this study for several reasons (Habibov and Chen, 2017). Individual’s income could be correlated with educational attainment of an individual. Consequently, the true effect of education could be masked by the effect of income of individual. At the same time, consumption is better indicator than income in post-communist countries for two main reasons (Menchini & Redmond, 2009). First, income is significantly underreported in the surveys conducted in post-communist countries, as compared with consumption. Second, income considerably fluctuates because of wages and benefits arrears and seasonality in agricultural production, while variations in consumption is smoothed out thorough utilization of household saving or loans.  
 	The LITS contains data for household expenditures. Total expenditures of each household was divided by square root of the number of peoples in this household to account to economies of scale in larger households (Smeeding, 2005; Habibov, 2012). Then, adjusted household consumption was divided to 10 deciles in each country. In this way, the lowest first decile represents the poorest 10% of the population in every country. The highest tenth decile represents the wealthiest 10% in every country. Using deciles allows us to directly compare the poorer and the wealthier across the countries so that the poorest decile in Poland can be compared with the poorest decile in Uzbekistan. The same approach to control for ability to pay IP was used in the previous studies on post-communist countries (Habibov, 2016).
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Appendix F
The choice of instrument is based on the studies which focuses on explaining personality characteristics of individuals prone to corruption (Habibov et al., 2017; Zaloznaya, 2014). Studies in this filed demonstrated that individuals prone to corruption less likely value relevant formal rules (Levine, 2005), less likely follow social norms (Collins and Schmidt, 1993; Conelly and Ones, 2008), less likely utilize available administrative procedures (Blundo et al., 2006), and more likely ready to deviate from pertinent laws and regulations (Zaloznaya, 2013). Consequently, studying IP in 18 countries in Africa, Lavallée et al. (2008) found that the less tolerate to IP an individual is, the less likely she or he actually makes IP. More recent study by Hunady (2017) further confirmed that the less tolerate to IP an individual is, the less likely she or he actually makes IP by studying 28 EU member states including post-communist countries.
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