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Abstract

Healthcare reforms in transitional economies frequently prioritize administrative per-
formance indicators; however, citizen evaluations often diverge significantly from these 
official metrics. To explore this discrepancy, this study investigates the extent to which 
reported healthcare improvements in Kazakhstan align with actual patient experiences, 
examining how geographic and socioeconomic factors shape the performance–per-
ception gap. Utilizing a mixed-methods approach, the paper integrates documentary 
analysis of policy materials (2019–2024), regional health statistics (2019–2023), and a 
nationwide stratified survey (n = 1,940) conducted across all 20 regions of Kazakhstan 
in 2024.

Results demonstrate a persistent, statistically significant divergence between official 
gains, such as increased life expectancy and infrastructure modernization, and public 
sentiment. Specifically, only 28.35% of respondents report high service quality (7.73% 
very high + 20.62% high), and just 28.7% express satisfaction levels above the neu-
tral midpoint. Regression and ANOVA analyses confirm that disparities in access and 
affordability are systematically patterned by age, income, and urban-rural residence  
(p < 0.05). This gap is most pronounced in resource-constrained regions, where admin-
istrative progress in financing and digitalization has not translated into improved pa-
tient experiences. Further analysis identifies waiting times, transparency deficits, and 
perceived inequity as the primary drivers of this divergence. Based on these findings, 
the study concludes that existing evaluative methods are inadequate, suggesting that 
integrating standardized administrative metrics with regionally disaggregated citizen 
feedback is essential to align governance interventions with public expectations for the 
2026 healthcare development horizon.

Talgat Zharlygassinov (Republic of Kazakhstan), Dina Razakova (Republic of Kazakhstan), 
Aigerim Sekerbayeva (Republic of Kazakhstan)
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INTRODUCTION

Evaluating healthcare reform in transitional economies requires a criti-
cal perspective that moves beyond traditional administrative metrics. In 
post-Soviet contexts, a significant performance paradox often emerges: 
improvements in official indicators do not translate into better health-
care experiences for citizens. While official indicators signal technical 
progress in financing and infrastructure, citizens still face persistent 
barriers to access and quality. This divergence suggests a state of institu-
tional decoupling, meaning formal administrative successes are discon-
nected from actual care delivery. Understanding this gap is not merely a 
statistical exercise but a fundamental governance concern.

Kazakhstan is a compelling case for this study. Since 2019, the coun-
try has implemented several major reform programs. These include 
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the State Health Development Programme 2020–2025 (Government Resolution No. 982; Government 
of the Republic of Kazakhstan, 2019), which targeted financing reform, primary care strengthening, 
and reduction of out-of-pocket payments. Next, the Concept for Healthcare Development until 2026 
(Government Resolution No. 945, amended by Resolution No. 141; Government of the Republic of 
Kazakhstan, 2024) set system-wide quality and equity targets. The mandatory social health insurance 
framework (OSMS) was fully operationalized in 2020, along with a suite of digital health initiatives 
including e-Denisaul (electronic health records), the Damumed telemedicine platform, and the inte-
grated electronic polyclinic system (IEPC). Despite official reports of system growth across these pro-
grams, public concerns about transparency and affordability remain. Current evaluation frameworks in 
Kazakhstan remain fragmented. They rarely integrate macro-level administrative data with micro-level 
patient experiences within one subnational framework. As a result, the spatial and social dimensions of 
the performance–perception gap remain poorly understood.

1. LITERATURE REVIEW  

AND HYPOTHESES

The divergence between administrative perfor-
mance assessments and citizen-reported healthcare 
experience constitutes an established theoretical 
and empirical concern across public administra-
tion, health policy, and organizational research. 
This review synthesizes evidence across three inter-
related dimensions directly relevant to the present 
study: governance mechanisms mediating reform 
translation into service delivery; distributional dy-
namics of accessibility and affordability under re-
form conditions; and patient satisfaction and per-
ceived quality as governance-relevant outcomes. 

1.1. Governance, implementation 
capacity, and the reform–
experience gap

Healthcare reform outcomes in transitional sys-
tems are not determined by policy design alone. 
Public management scholarship emphasizes that 
reforms produce service-level changes through im-
plementation capacity, frontline governance, and 
feedback mechanisms rather than through formal 
legislative change in isolation (Ferlie & McGivern, 
2014; Newman & Lawler, 2009). The diffusion of 
managerial instruments across institutional set-
tings is inherently uneven, generating heterogene-
ity in outcomes even when reform packages are na-
tionally standardized (Vamstad & Gordon, 2018). 
This perspective implies that administrative perfor-
mance indicators (however technically valid) are 
imperfect proxies for lived service experience, and 
that perceived quality and satisfaction constitute 
governance-relevant outcomes.

A well-documented phenomenon in this literature 
is the performance paradox: an observed weaken-
ing of the link between reported indicators and 
underlying organizational performance as mea-
surement systems become embedded in adminis-
trative practice (van Thiel & Leeuw, 2002). Under 
these conditions, official metrics may overstate 
improvements in actual service delivery, and the 
correspondence between administrative data and 
citizen-reported experience cannot be assumed 
but must be empirically tested (Van de Walle, 
2018). Comparative studies across post-Soviet 
health systems suggest that population satisfac-
tion can diverge markedly from official perfor-
mance signals, reinforcing the need for integrated 
evaluation frameworks rather than single-metric 
assessments (Footman et al., 2013).

A specific organizational mechanism through 
which this divergence materializes is institution-
al decoupling: the adoption of formal structures, 
reporting standards, or compliance procedures 
that signal improvement without generating com-
mensurate changes in frontline practice (Meyer & 
Rowan, 1977; Bromley & Powell, 2012). In health-
care, this dynamic can produce measurable gains 
in administrative indicators (infrastructure in-
vestment, financing inputs, or mortality statis-
tics), while waiting times, communication quality, 
and perceived responsiveness remain unchanged 
or deteriorate. This mechanism is particularly sa-
lient in centralized governance settings, where up-
ward accountability to administrative targets may 
crowd out horizontal responsiveness to users.

Digital transformation, increasingly central to re-
form strategies in transitional systems, reproduces 
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these same governance dynamics. Evidence indi-
cates that eHealth tools, electronic registries, and 
digital service pathways improve access and user 
experience only when usability, workflow integra-
tion, and organizational adoption are achieved 
(Andersen, 2019; Vamstad & Gordon, 2018). 
Conversely, digitalization can generate administra-
tive modernization measurable in investment and 
platform deployment without proportionate benefit 
for users if system capacity, staff training, or service 
design is insufficient. Critically, digital pathways al-
so introduce equity risks: digital access and digital 
literacy condition who can benefit from digitized 
service routes, shaping unequal ability to register, 
navigate entitlements, or access reliable health in-
formation (Alhrahsheh & Ivanova, 2022; Suárez-
Brito et al., 2024). In contexts characterized by pro-
nounced urban-rural and income gradients, digital 
channels may therefore widen disparities even as 
aggregate system indicators improve. 

1.2. Accessibility, affordability, and 
distributional dynamics of reform

International comparative evidence consistently 
demonstrates that coverage expansion, infrastruc-
ture investment, and financing reforms do not auto-
matically translate into equitable access or reduced 
financial burden. Studies across diverse health sys-
tem contexts document that reform packages can 
raise headline performance while leaving substan-
tial geographic and socioeconomic disparities in 
service availability and affordability largely intact 
(Dubas-Jakóbczyk et al., 2020; Korenstein et al., 
2016). This divergence is particularly pronounced 
when reforms shift administrative burden to users, 
restructure referral pathways, or alter cost-sharing 
arrangements in ways that increase out-of-pocket 
exposure for lower-income households. Evidence 
from Massachusetts and the Affordable Care Act 
reforms in the United States illustrates that even 
comprehensive coverage expansions produced dif-
ferential gains by income, race, and region (Pande 
et al., 2011; Gaffney & McCormick, 2017; Thomas 
et al., 2018). In comparison, comparative analyses 
of health system reforms in China and Central and 
Eastern Europe document analogous patterns of 
aggregate improvement alongside persistent sub-
national and socioeconomic heterogeneity (Chen et 
al., 2020; Liu et al., 2017; Yan et al., 2021; Dubas-
Jakóbczyk et al., 2020).

In post-Soviet and transitional systems specifically, 
the expansion of formal financing and infrastruc-
ture has frequently coexisted with high household 
out-of-pocket expenditure and persistent informal 
payment practices (Bukatov & Gimranova, 2023). 
Structural constraints, including the geographic 
concentration of specialist services in urban cen-
ters, uneven distribution of diagnostic infrastruc-
ture, and transport barriers in rural and remote 
areas, mean that improvements in system-level re-
source inputs may yield limited gains in perceived 
access among disadvantaged populations. This 
body of work implies that reform effectiveness 
should be assessed not only through average im-
provements in official indicators but through dis-
tributional gradients in access and financial bur-
den across regions and population groups. 

1.3. Patient satisfaction, perceived 
quality, and the performance–
perception gap

Patient satisfaction and perceived quality of care 
are widely used as user-centered indicators of 
public service performance because they capture 
the felt consequences of governance design (re-
sponsiveness, communication, transparency, and 
equity) compared with aggregate administra-
tive metrics (Abidova et al., 2021). International 
evidence shows that subjective evaluations can 
remain persistently negative even amid measur-
able improvements in clinical or administrative 
outcomes, particularly when users routinely en-
counter long waiting times, discontinuity of care, 
opaque service entitlements, and weak commu-
nication (Levine et al., 2019; Nuri et al., 2019). 
These patterns were further amplified during the 
COVID-19 period, when perceived service quality 
diverged across systems in ways linked to admin-
istrative resilience and the quality of public com-
munication rather than to technical outcomes 
alone (Tuczyńska et al., 2022).

Critically, satisfaction is a multi-determined con-
struct that systematically reflects service-level fac-
tors, particularly timeliness, interpersonal quality, 
and perceived fairness, rather than macro-level 
performance narratives (Crow et al., 2002). This 
implies that a measurable discrepancy between 
official assessments and citizen evaluations is not 
anomalous but structurally predictable under 
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conditions where governance reforms improve re-
porting and aggregate indicators without propor-
tionate gains in the service encounters that shape 
day-to-day experience. 

Kazakhstan represents an analytically impor-
tant case within this literature. The country has 
pursued successive modernization programs 
targeting financing, infrastructure, and gover-
nance under centralized administrative steer-
ing (Government of the Republic of Kazakhstan, 
2019, 2024). Empirical studies document progress 
in population health outcomes alongside persis-
tent structural frictions, including substantial 
regional heterogeneity in service experience and 
continuing household-level financial exposure 
(Aymagambetov et al., 2020; Bukatov & Gimranova, 
2023; Mukayev et al., 2023). Comparative evidence 
from other post-Soviet systems reinforces the con-
clusion that central steering may support uniform 
policy rollout while simultaneously constraining 
local feedback loops and responsiveness, thereby 
amplifying the formal improvement and experi-
ence deficit (Grazhevska et al., 2019). Existing re-
search in this context, however, has predominant-
ly examined administrative indicators and citizen 
perceptions in isolation rather than operational-
izing them into a single evaluative framework that 
quantifies the performance–perception gap across 
regions and links that gap to accessibility and sat-
isfaction gradients.

In summary, the reviewed literature converges on 
three conclusions. Administrative performance 
metrics and citizen-reported outcomes consti-
tute distinct but complementary dimensions of 
reform effectiveness, and their alignment can-
not be assumed but must be empirically verified. 
Distributional inequalities in access and afford-
ability are not resolved automatically by coverage 
expansion or infrastructure investment, particu-
larly in contexts with pronounced regional and 
socioeconomic stratification. Patient satisfaction 
and perceived quality are governance-relevant in-
dicators driven primarily by service-level respon-
siveness (notably communication, transparency, 
and timeliness) rather than by official perfor-
mance narratives. These conclusions collectively 
support the analytical design of the present study 
and provide the empirical and theoretical ground-
ing for each of its three hypotheses.

This study aims to quantify the divergence be-
tween region-level official assessments of health-
care reform effectiveness and citizen-reported 
service experience in Kazakhstan over the period 
2019–2024, and to examine whether this diver-
gence is systematically patterned by inequalities 
in access and affordability across regions and so-
ciodemographic groups.

Based on the reviewed literature, three testable hy-
potheses are advanced.

H1: Regions with stronger administrative per-
formance are associated with higher citizen-
perceived service quality and satisfaction.

H2: Financing and infrastructure measures are 
associated with higher perceived accessibility 
and lower affordability constraints across re-
gions and sociodemographic groups.

H3: A systematic performance–perception gap 
exists such that official assessments of reform 
effectiveness are more favorable than citizen 
evaluations.

1.4. Conceptual model

Based on the reviewed literature and the three hy-
potheses, the study adopts an integrated concep-
tual model linking administrative performance, 
citizen-reported experience, and access-related 
barriers. This model is presented in Figure 1.

The analytical framework integrates two comple-
mentary measurement levels. At the regional level, 
an official effectiveness index is constructed from 
standardized administrative indicators (life expec-
tancy dynamics, cause-specific mortality reduc-
tions, vaccination coverage, and infrastructure in-
vestment), representing the administrative dimen-
sion of reform performance. At the individual level, 
a public perception index is derived from survey-
based measures of perceived service quality, over-
all satisfaction, and perceived reform effectiveness, 
representing the citizen-experienced dimension. 
The performance-perception gap score is operation-
alized as the normalized difference between these 
two indices for each respondent’s region, with high-
er values indicating greater divergence in favor of 
official assessments. Accessibility constraints and 
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affordability barriers are positioned as intermedi-
ate outcomes that mediate the relationship between 
administrative inputs and citizen-reported experi-
ence and are themselves hypothesized to vary sys-
tematically across regional resource environments 
and sociodemographic groups. This framework en-
ables the simultaneous testing of all three hypoth-
eses within a single integrated evaluative design 
and provides a basis for identifying specific gov-
ernance bottlenecks (access barriers, transparency 
deficits, and perceived inequity) in regions where 
administrative progress is least reflected in citizen 
experience.

2. METHODS 

This study used a mixed-methods design with a 
cross-sectional comparative framework to evaluate 
healthcare reforms in Kazakhstan during 2019–2024. 
Survey-based evidence from a nationwide population 
sample was integrated with regionally disaggregated 
official health statistics (2019–2023) and documen-
tary analysis of national policy and legislative mate-
rials (2019–2024) governing system organization, fi-
nancing, benefits, primary care, and digitalization. 
Integration was implemented by constructing stan-

dardized region-level indices from official indicators 
and linking them to citizen-reported outcomes to es-
timate performance–perception gap scores. The de-
sign was specified to test three hypotheses concerning 
perceived service quality and satisfaction (H1), per-
ceived accessibility and financial barriers (H2), and di-
vergence between official reform-effectiveness assess-
ments and citizen evaluations (H3).

2.1. Primary data (population survey)

Primary data were collected via face-to-face struc-
tured interviews with adults (n = 1,940) across 
all 20 regions of Kazakhstan (approximately 97 
respondents per region). The sampling strategy 
used stratification by region and urban/rural resi-
dence; within strata, households were selected us-
ing a random-route procedure, and one eligible 
respondent was selected using within-household 
random selection. Eligibility criteria were age ≥ 18 
years; residence in the region for ≥ 12 months; and 
at least one contact with public or private health-
care services within the preceding 24 months. We 
designed, planned, and supervised the fieldwork, 
bearing full academic responsibility for the re-
search design, data collection protocol, and ana-
lytical decisions. Trained interviewers conducted 

Figure 1. Conceptual framework linking administrative reform performance, citizen experience,  
and the performance–perception gap

Intermediate 

outcomes

• Accessibility constraints

• Affordability barriers

Administrative indicators

(regional level)

• Life expectancy dynamics

• Cause-specific mortality reductions

• Vaccination coverage

• Infrastructure investment

Survey-based measures

(individual level)

• Perceived service quality

• Overall satisfaction

• Perceived reform effectiveness

Contextual conditions

• Regional resource environments

• Sociodemographic groups: age,

income, urban–rural residence

Official Effectiveness Index 

(OEI)

• Administrative dimension

Public Perception Index 

(PPI)
• Citizen-experienced dimension

Performance–Perception Gap

• GAP = normalized OEI − normalized PPI

• Higher values indicate greater divergence 

in favor of official assessments

contextual variation

H1: administrative performance 
citizen experience 

H2: access/affordability gradients 

H3: OEI–PPI divergence
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data collection from March to August 2024 un-
der the direct supervision of the research team at 
Turan University. We were responsible for all stag-
es of instrument development, interviewer train-
ing, fieldwork coordination, and quality control. 
This study therefore constitutes our own original 
empirical research. Kazakhstan was selected as 
the study setting because it represents a proto-
typical post-Soviet transitional health system that 
has implemented successive reform packages un-
der centralized administrative governance while 
exhibiting pronounced regional disparities in 
healthcare infrastructure, financing, and popu-
lation health outcomes; this configuration makes 
it a uniquely informative case for studying the 
performance–perception gap at the subnational 
level. The 2024 data-collection period was chosen 
deliberately: it falls within the final phase of the 
State Health Development Program 2020–2025 
and the implementation horizon of the Concept 
for Healthcare Development until 2026, thereby 
capturing citizen experience at a point when re-
form effects on service delivery should, in prin-
ciple, be observable and measurable at the point 
of care. Face-to-face structured interviewing was 
employed rather than self-administered or online 
modes because the target population spans all 20 
regions, including rural and remote areas with 
heterogeneous digital literacy and infrastructure, 
and because in-person administration minimizes 
item nonresponse and measurement error in at-
titudinal survey instruments. All interviews were 
conducted in the respondent’s preferred language 
(Kazakh or Russian) to ensure comprehension 
and reduce response bias. Table 1 summarizes re-
spondent characteristics.

2.2. Secondary data (official statistics)

Official health statistics for 2019–2023 (including 
life expectancy and selected indicators such as 
cause-specific mortality and vaccination cover-
age) were obtained from the Ministry of Health 
and official statistical publications, disaggregated 
by region where available.

Documentary analysis covered nationally appli-
cable policy programs and legal/regulatory acts 
directly relevant to healthcare organization, ac-
cess, quality, financing arrangements, primary 
care, benefits, and digitalization. Core docu-
ments included the State Health Development 
Program 2020–2025 and the Concept for 
Healthcare Development until 2026, comple-
mented by relevant legislative and regulatory 
acts issued within 2019–2024.

The questionnaire comprised 65 items covering 
socio-demographics, healthcare utilization, per-
ceived service quality, overall satisfaction, acces-
sibility constraints, affordability barriers, and 
perceived reform effectiveness. Most attitudinal 
measures used five-point Likert response formats 
(1 = very low; 5 = very high). The instrument was 
administered in Kazakh and Russian and un-
derwent translation and back-translation proce-
dures; it was pilot-tested prior to implementation. 
Multi-item subscales demonstrated acceptable 
internal consistency (Cronbach’s α > 0.78). The 
full 65-item instrument, organized according to 
these thematic blocks, is provided in Appendix 
A. The content and structure of the questionnaire 
were determined by the three study hypotheses. 

Table 1. Respondent characteristics (n = 1,940)

Characteristic Category n %

Age group (years)

18–25 454 23.4

26–30 421 21.7

31–40 384 19.8

41–50 328 16.9

51–60 217 11.2

61+ 136 7.0

Gender
Female 1,016 52.4

Male 924 47.6

Place of residence
Urban 1,164 60.0

Rural 776 40.0

Note: Urban/rural stratification was applied with 60% urban and 40% rural respondents, reflecting Kazakhstan’s demographic 
distribution. Within each of the 20 regions, approximately 58 respondents were sampled from urban areas and 39 from rural 
areas, ensuring regional representation in both strata. 
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Sociodemographic and utilization items (blocks 1 
and 2) were included to enable subgroup analysis 
by age, income, gender, and urban/rural residence, 
which are the key stratifies for H2. Perceived ser-
vice quality and overall satisfaction items (block 3) 
directly operationalize the citizen-side outcome re-
quired for H1 and H3. Accessibility constraint items 
(block 4) address geographic and organizational bar-
riers to specialized care, constituting the primary 
H2 outcome. Affordability barrier items (block 5) 
capture out-of-pocket payment burden and finan-
cial hardship in seeking care, addressing the second 
H2 dimension. Perceived reform effectiveness items 
(block 6) form the individual-level component of the 
performance-perception gap score required for H3. 
The limitation of the instrument to these six thematic 
blocks reflects the need to maintain a manageable in-
terview duration (approximately 40 minutes) while 
ensuring adequate item coverage for multi-item scale 
construction. Survey results derive exclusively from 
the 2024 data collection; these data have not been 
used as the basis of any prior publication.

To align measurement with the hypotheses, three 
sets of variables were defined. For H1, outcomes 
were overall satisfaction and perceived service qual-
ity (including communication-related items), exam-
ined alongside region-level official performance in-
dicators (e.g., life expectancy and mortality trends). 
For H2, outcomes included perceived accessibility of 
specialized services and self-reported affordability 
barriers, analyzed across regions and socio-demo-
graphic groups (including income and urban–rural 
residence). For H3, two composite indices were con-
structed: a region-level official effectiveness index 
based on standardized official indicators (e.g., im-
provements in life expectancy, mortality reductions, 
infrastructure-related progress, and vaccination 
coverage) and an individual-level public perception 
index derived from perceived reform effectiveness, 
perceived service quality, and overall satisfaction. 
The perception-gap score was operationalized as the 
difference between the normalized official effective-
ness score for the respondent’s region and the re-
spondent’s normalized perception score.

2.3. Index construction

The Official Effectiveness Index (OEIr) for each re-
gion r was constructed from four standardized ad-
ministrative indicators measured over 2019–2023. 

The four components are: 

(1) life expectancy dynamics (ΔLE
r
), calculated as 

the change in life expectancy at birth between 
2019 and 2023; 

(2) cause-specific mortality reduction (ΔMort
r
), 

operationalized as the average percentage re-
duction in cardiovascular and overall mortal-
ity rates over the same period; 

(3) vaccination coverage rate (Vacc
r
), measured as 

the regional percentage of the target popula-
tion fully vaccinated in 2023; and 

(4) infrastructure investment index (Infra
r
), ex-

pressed as per capita healthcare capital expen-
diture averaged over 2019–2023 (in constant 
2023 KZT). 

Each indicator was min-max normalized to a 
0–100 scale across all 20 regions using the formula:

( )
( )

min

max min

–
’ 100,

–

r

r

X  X
X

X  X
= ⋅  (1)

where higher values indicate better performance. 
The four normalized components were aggregat-
ed with equal weights (0.25 each), as no theoreti-
cally grounded basis for differential weighting was 
available:

0.25 ’ 0.25 ’

0.25 ’ 0.25 ’ .

r r r

r r

OEI LE  Mort

 Vacc  Infra

= ⋅∆ + ⋅∆
+ ⋅ + ⋅

 (2)

The resulting OEI
r
 scores range from 0 to 100, with 

one unique value per region (n = 20 regional ob-
servations). All raw indicator values were sourced 
from official Ministry of Health statistical publi-
cations disaggregated by region.

The Public Perception Index (PPI
i
) was construct-

ed at the individual level (i = 1, ..., 1940) from three 
survey-based composite subscales, each derived 
from the multi-item Likert blocks described in 
the questionnaire. The three components are: (1) 
perceived service quality (PSQ

i
), the mean score 

of items Q9–Q22 (Block 3; α = 0.83); (2) overall 
satisfaction (Sat

i
), measured by item Q10 as a sin-

gle-item global indicator; and (3) perceived reform 
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effectiveness (PRE
i
), the mean score of items Q51–

Q65 (Block 6; α = 0.86). All subscale scores were 
rescaled from the original 1–5 Likert range to a 
0–100 scale using the formula:

( )– 1
’ 100.

4

S   
S = ⋅  (3)

The three rescaled components were then aggre-
gated with equal weights (0.33 each): 

0.33 ’

0.33 ’ 0.33 ’ .

i i

i i

PPI PSQ

Sat PRE

= ⋅

+ ⋅ + ⋅
 (4)

The Performance–Perception Gap Score (GAP
i
) 

was then computed as the signed difference be-
tween the official and citizen-side scores:

( ) ,–i r i iGAP OEI PPI=  (5)

where r(i) denotes the region of respondent i. 
Positive values indicate that the official assessment 
is more favorable than the citizen evaluation; neg-
ative values indicate the reverse. Both OEI and PPI 
are expressed on the same 0–100 scale, ensuring 
that gap scores are directly interpretable in sub-
stantive terms.

Data quality checks included distributional 
screening, internal-consistency assessment for 
multi-item measures, and outlier verification. 
Item nonresponse was minimal; there were no 
missing values on the key variables used in the 
main models (region, gender, major outcomes, 
and core covariates). For composite indices, occa-
sional missing items were handled by within-scale 
mean substitution when required for multivari-
able models; descriptive analyses used available 
cases. Robustness checks using resampling proce-
dures for selected estimates supported the stability 
of the primary parametric results.

For all models in which a region-level predictor 
(i.e., OEI

r
) was entered as a predictor of individ-

ual-level outcomes, standard errors were com-
puted using cluster-robust estimation at the re-
gional level (20 clusters), thereby accounting for 
the non-independence of respondents within the 
same region. Using cluster-robust standard er-
rors, rather than treating regional observations 
as independent, preserves the validity of infer-

ence in cross-level models without requiring full 
multilevel modeling; this approach is consistent 
with standard practice when cluster sizes are ap-
proximately equal and the number of clusters is 
sufficient (Cameron & Miller, 2015). However, it is 
important to acknowledge a key methodological 
constraint: the official effectiveness index (OEI) 
contains only 20 unique values – one per region 

– and all cross-level analyses that use OEI as a pre-
dictor of individual-level outcomes are therefore 
based on a between-cluster design with n = 20 ef-
fective independent observations at the region 
level. Cluster-robust standard errors partially ad-
dress this by accounting for within-cluster cor-
relation, but they do not fully resolve the issue of 
limited between-cluster degrees of freedom. For 
H3 (the paired comparison of official and citizen 
indices) and for the region-year analysis of the gap 
described below, analyses were therefore also con-
ducted at the region level (n = 20 regional means) 
to ensure that inferential statistics reflect the actu-
al number of independent regional units. Because 
the Public Perception Index was collected in a 
single wave (2024), the region-year analysis holds 
each region’s 2024 PPI fixed and lets only the offi-
cial effectiveness index vary across 2020–2023; it 
is consequently reported below as a benchmarked 
trend in official performance relative to 2024 per-
ception levels, not as a measured trend in public 
perception. As an additional robustness check, 
wild cluster bootstrap resampling (MacKinnon & 
Webb, 2018) was applied to cross-level regression 
estimates to verify that p-values remain below the 
significance threshold given the small number of 
clusters. Where the Pearson correlations reported 
in Table 2 involve a region-level predictor paired 
with individual-level outcomes, these should be 
interpreted as ecological-level associations (n = 
20) rather than individual-level estimates; when 
recomputed at this correct sample size, these cor-
relations are no longer statistically significant 
(Table 2), unlike the originally reported individ-
ual-level figures.

Given the equal allocation of respondents across 
regions and explicit stratification by urban/ru-
ral status, analyses were conducted on the un-
weighted sample and are interpreted primarily 
as comparative (regional and subgroup) esti-
mates rather than as nationally weighted preva-
lence estimates.
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The study followed the principles of the Declaration 
of Helsinki and relevant national regulations 
for research involving human participants. 
Respondents were informed about the study ob-
jectives, voluntary participation, and confidential-
ity and provided verbal informed consent before 
the interview. No personally identifiable informa-
tion was retained in the analytical dataset. Official 
statistics and policy documents were analyzed in 
aggregated form and derived from publicly avail-
able sources. Participation was entirely voluntary, 
and respondents were explicitly informed of their 
right to decline or discontinue at any stage with-
out consequence. To ensure impartiality, inter-
viewers received standardized training and were 
required to follow a fixed script without prompt-
ing or leading respondents. Anonymity was pre-
served throughout: no names, addresses, or other 
direct identifiers were recorded on survey forms; 
respondents were identified only by a region and 
stratum code. The research protocol was reviewed 
and approved by the Research Ethics Committee 
of Turan University. Participation was not incen-
tivized, and the voluntary nature of the survey 
was reconfirmed verbally at the outset of each 
interview.

3. RESULTS

The analyses draw on the nationwide population 
survey described in the Methods (n = 1,940; 20 
regions). Results are reported by hypothesis. To 
make the core predictions of H1 and H2 explic-
it, we first report direct association tests linking 
region-level official measures to citizen-reported 
outcomes; these tests are summarized in Table 
2. We then provide descriptive distributions and 
subgroup analyses to clarify where administrative 
performance aligns – or diverges – from lived ser-
vice experience.

3.1. Healthcare quality improvements 
and patient satisfaction (H1)

Official indicators improved between 2020 and 
2023: life expectancy rose from 73.2 to 74.2 years 
(+1.4%), infant mortality declined from 8.4 to 7.1 
per 1,000 live births (–15.5%), cardiovascular mor-
tality fell by 6.9%, and overall mortality declined 
by 5.7%. In the survey, perceived service quality 
was rated as high/very high by 28.35% of respon-
dents, average by 36.08%, and low/very low by 
35.56% (Figure 1). Mean satisfaction was near the 

Table 2. Direct tests of hypotheses H1 and H2

Hypothesis
Independent 

Variable

Dependent 

Variable
Test β / r p N Interpretation

H1 Core Test
Official regional 
performance index*

Perceived 

service quality

Linear 

regression
β = 0.18 0.041 1,940

Positive but weak 
association

H1 Core Test
Official regional 
performance index*

Overall 

satisfaction
Linear 

regression
β = 0.14 0.089 1,940

Positive but not 
significant

H1 

Correlation
Official regional 
performance index*

Perceived 

service quality

Pearson 

correlation

r = 0.21 (regional 
means, 95% CI 

[-0.26, 0.60])

0.374 20

Weak association, not 
significant at regional 

level (n = 20)

H2 Core Test
Regional healthcare 

financing per capita**

Perceived 

accessibility 

of specialized 

services

Linear 

regression
β = 0.29 0.003 1,940

Positive significant 
association

H2 Core Test
Regional infrastructure 

investment index***

Affordability 
barriers 

(reversed)

Linear 

regression
β = 0.22 0.017 1,940

Positive significant 
association

H2 

Correlation
Regional healthcare 

financing per capita**
Perceived 

accessibility

Pearson 

correlation

r = 0.34 (regional 
means, 95% CI 

[-0.12, 0.68])

0.142 20

Moderate association, 
not significant at regional 

level (n = 20)

Note: β denotes standardized regression coefficients; r denotes Pearson correlations. Regressions use cluster-robust standard 
errors at the regional level (20 clusters). For the two Pearson correlations involving the region-level official performance index 
(H1 Correlation and H2 Correlation rows), the table now reports the sample size, correlation coefficient, p-value, and 95% 
confidence interval computed directly from the n = 20 regional means, rather than from the 1,940 individual respondents. At 
this correct sample size, neither region-level correlation reaches conventional statistical significance (p = 0.374 and p = 0.142, 
respectively), and both confidence intervals include zero. This differs from the earlier individual-level figures (r = 0.21, p = 
0.028; r = 0.34, p < 0.001), which had incorrectly treated the 1,940 respondents as independent replicates of a variable that 
in fact varies only at the level of the 20 regions. The corrected, non-significant regional-level results are consistent with the 
modest, non-significant regression coefficient already reported for the H1 association (β = 0.18, p = 0.041); the H2 regression 
coefficients are estimated at the individual level with cluster-robust standard errors and are unaffected by this correction.
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neutral midpoint (M = 2.97, SD = 1.23). Consistent 
with the direct test in Table 2, the official regional 
performance index shows a positive but weak as-
sociation with perceived service quality, while the 
association with overall satisfaction is not statisti-
cally significant at the 5% level. 

Figure 2 displays the distribution of perceived ser-
vice quality ratings. Age-group differences were 
statistically significant (F(5, 1934) = 16.13, p < 
0.001, η2 = 0.04): respondents aged 18 to 25 report-
ed higher ratings (M = 3.21, SD = 1.18) than those 
aged 61+ (M = 2.45, SD = 1.31). Post-hoc Tukey 
tests indicated statistically significant differences 
between age groups (p < 0.05).

Table 3 reports the same quality assessments by 
age group. Positive assessments (very high + high) 
declined from 34.88% among respondents aged 18 
to 25 to 18.01% among those aged 61+, while nega-
tive assessments (low + very low) increased from 
25.26% to 60.06%.

Table 3. Distribution of responses to “How  
do you assess the overall quality of medical 
services in Kazakhstan?” by age group

Age 

group

Very 

high
High Average Low Very low

18-25 10.32% 24.56% 39.86% 20.28% 4.98%

26-30 8.91% 21.29% 39.60% 20.30% 9.90%

31-40 7.43% 18.47% 35.01% 24.94% 14.15%

41-50 6.72% 17.09% 36.13% 24.93% 15.13%

51-60 5.74% 13.85% 30.41% 25.00% 25.00%

61+ 4.96% 13.05% 21.93% 30.03% 30.03%

Multiple regression showed that waiting times 
(β = –0.342, p < 0.001), staff communication (β 
= 0.289, p < 0.001), and facility conditions (β = 
0.198, p < 0.001) were statistically significant pre-

dictors of patient satisfaction, together explain-
ing 34.7% of its variance (R2 = 0.347, F(3, 1936) = 
342.19, p < 0.001).

3.2. Healthcare accessibility  
and infrastructure development 
(H2)

Consistent with the direct tests reported in Table 
2, regional resource measures are positively associ-
ated with citizen-reported access outcomes. Higher 
regional healthcare financing per capita is linked to 
higher perceived accessibility of specialized services 
(β = 0.29, p = 0.003), and the infrastructure invest-
ment index is linked to lower affordability constraints 
(reverse-coded affordability barriers, β = 0.22, p = 
0.017). These associations are complemented below 
by distributional evidence and subgroup contrasts 
that indicate where access remains constrained.

Perceived accessibility of specialized services re-
mains limited for most respondents. Only 10.36% 
rated specialized services as very/easily accessible, 
35.52% as moderately accessible, and 54.12% as 
difficult or impossible to access. Accessibility dif-
fered markedly across regions (one-way ANOVA: 
F(19, 1920) = 59.61, p < 0.001, η2 = 0.37), with the 
highest mean accessibility in major cities (e.g., 
Astana M = 3.78; Almaty M = 3.72; Shymkent 
M = 3.21) and the lowest in selected regions (e.g., 
Mangistau M = 1.98; Kyzylorda M = 2.09). An ur-
ban–rural comparison confirmed a large disparity 
(t(1938) = 23.52, p < 0.001, d = 1.24), with higher 
accessibility in urban areas (M = 3.45) than in ru-
ral areas (M = 2.31).

Perceived infrastructure-related improvements 
were also reported, but they do not eliminate ac-

Figure 2. Distribution of respondents’ answers to the question “How do you assess the overall quality 
of medical services in Kazakhstan?”
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cess constraints. As shown in Figure 3, 52.29% of 
respondents reported that facility conditions had 
improved in recent years (7.58% “significant im-
provement” and 44.71% “slight improvement”), 
while 34.08% reported no noticeable change and 
13.63% reported deterioration (7.18% “deteriora-
tion” and 6.45% “significant deterioration”).

Affordability constraints remain socially pat-
terned. Cost-related barriers differed significantly 
by socioeconomic status: income was associated 
with affordability constraints (χ2(12) = 106.84, p < 
0.001, Cramér’s V = 0.23), with 67.8% of low-in-
come respondents versus 23.4% of high-income 
respondents identifying high cost as a main bar-
rier. Taken together, the results support H2: fi-
nancing and infrastructure measures predict bet-
ter perceived accessibility and lower affordability 
constraints, yet substantial regional and socio-de-
mographic gradients persist.

3.3. Discrepancies between official 
reports and public perception 
(H3)

To test H3, we compared a standardized region-
level official effectiveness index (assigned to each 
respondent based on their region) with an indi-
vidual-level public perception index and calcu-
lated a performance–perception gap score as the 
difference between the normalized official score 
and the respondent’s normalized perception score 
(higher values indicate a more favorable official as-
sessment relative to citizen evaluation).

The composite official-effectiveness score exceed-
ed the composite public-perception score (M = 

73.4, SD = 8.7 vs. M = 58.2, SD = 12.3), yielding 
a large, systematic divergence (d = 1.38). Because 
the OEI takes only 20 unique regional values, the 
appropriate primary test for H3 is a paired t-test 
conducted at the regional level (n = 20 region-
mean pairs), comparing mean OEI with mean PPI 
aggregated per region: t(19) = 14.87, p < 0.001, d 
= 1.38. The corresponding individual-level paired 
t-test (t(1939) = 29.74, p < 0.001) is reported for de-
scriptive completeness but should not be interpret-
ed as providing 1,940 independent degrees of free-
dom, since all respondents within the same region 
share an identical OEI value. Both the region-level 
and individual-level tests point to the same sub-
stantive conclusion: there is a systematic tendency 
for official reform-effectiveness assessments to be 
more favorable than citizen evaluations.

The magnitude of the perception gap varied across 
demographic and territorial contexts. A two-way 
ANOVA on the perception-gap score indicated 
significant effects of age (F(5, 1925) = 12.87, p < 
0.001, η2 = 0.03) and region (F(19, 1925) = 16.87, p < 
0.001, η2 = 0.14), as well as a significant age–region 
interaction (F(95, 1925) = 1.46, p < 0.001, η2 = 0.07). 
Thus, divergence between official and citizen as-
sessments is not uniform across the country and 
population groups.

In multivariable models, predictors jointly ex-
plained 31.8% of the variance in the perception-
gap score (R2 = 0.318, F(4, 1935) = 225.51, p < 0.001). 
A regional analysis of the gap over the 2020–2023 
period requires an important clarification of what 
was actually measured. The Public Perception 
Index (PPI) is a survey-based measure collected in 
a single cross-sectional wave in 2024; no repeat-

Figure 3. Distribution of respondents’ answers to the question “Do you feel that the conditions  
of healthcare facilities have improved in recent years”
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ed perception measurements exist for 2020, 2021, 
2022, or 2023. The reported change in the mean 
regional gap, from 8.7 to 15.3 points, was obtained 
by holding each region’s 2024 PPI value fixed as 
a static perception benchmark and recalculating 
the region-level Official Effectiveness Index (OEI) 
at each of the four annual time points using the 
underlying official statistics (life expectancy, mor-
tality, vaccination coverage, and infrastructure 
investment), which are available on a yearly basis 
for 2020–2023. The apparent widening of the gap 
therefore reflects year-on-year change in the offi-
cial indicators evaluated against one constant per-
ception reference point, not a documented change 
in public perception itself. Because only the nu-
merator (OEI) varies across the four time points 
while the denominator (PPI) is fixed by construc-
tion, this analysis cannot be interpreted as evi-
dence of a genuine time trend in public perception. 
The terminology used elsewhere in this study has 
been revised accordingly to refer to it as a “bench-
marked official-performance trend relative to 2024 
perception levels” rather than a “time trend in the 
performance–perception gap.” The region-year re-
gression (n = 20 regions × 4 time points = 80 ob-
servations; F(1, 78) = 92.16, p < 0.001, R2 = 0.54) 
remains statistically informative about the trajec-
tory of the official indicators, but it does not by it-
self demonstrate that citizens’ evaluations became 
more negative, or more positive, over 2020–2023, 
since perception was measured only once. The ef-
fective number of independent regional units in 
this model is 20, and the high F-statistic should be 
interpreted with this repeated-measures, single-
perception-wave structure in mind.

Effect-size estimates indicate that the cross-section-
al divergence between official and public assess-
ments is substantively large rather than merely sta-
tistically detectable: the difference between official 
and public indices corresponds to d = 1.38. The re-
gion-year model of official-indicator change against 
the fixed 2024 perception benchmark yields a large 
f2 (f2 = 1.174, R2 = 0.54). This indicates that year-on-
year movement in the official effectiveness index 
accounts for a substantial share of variance in the 
benchmarked gap. However, this statistic describes 
the trajectory of the administrative indicators alone 
and should not be read as evidence of strengthen-
ing explanatory power over changes in public per-
ception, which was not repeatedly measured.

4. DISCUSSION

This study examined whether Kazakhstan’s re-
cent healthcare reforms are associated with (H1) 
higher perceived service quality and satisfac-
tion, (H2) broader and more equitable access 
and affordability, and (H3) closer alignment be-
tween administrative performance metrics and 
citizens’ evaluations. Overall, the findings indi-
cate a persistent divergence between improve-
ments captured by official indicators and the 
population’s reported experience of care, with 
substantial heterogeneity across regions and so-
ciodemographic groups.

4.1. H1 (quality and satisfaction)

Official statistics for 2020–2023 suggest contin-
ued improvement in population-level outcomes 
(life expectancy +1.4%; infant mortality −15.5%; 
cardiovascular and overall mortality −6.9% and 

−5.7%). However, citizen evaluations remain 
moderate, and satisfaction is lower in older age 
groups. Importantly, the direct hypothesis test 
indicates only modest alignment between ad-
ministrative performance and perceived service 
quality (Table 2: β = 0.18, p = 0.041), while the 
association with overall satisfaction is weaker 
and not statistically significant (Table 2: β = 0.14, 
p = 0.089). This pattern implies that aggregate 
performance gains translate only partially into 
perceived improvements at the point of care. 
Our results corroborate the “performance-sat-
isfaction gap” identified in broader health man-
agement literature, suggesting that macro-level 
indicators do not always reflect individual pa-
tient experiences. Within individual experience, 
regression results show that waiting times, staff 
communication, and facility conditions are the 
strongest correlates of satisfaction. This finding 
aligns directly with the evidence from Abidova 
et al. (2021) and Levine et al. (2019), confirm-
ing that patient experience is primarily shaped 
by timeliness and interpersonal processes rath-
er than by macro-level performance summa-
ries. Furthermore, our data support the obser-
vations of Tuczyńska et al. (2022), illustrating 
how technical progress can coexist with mixed 
assessments of service delivery during periods 
of systemic pressure.
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4.2. H2 (accessibility and affordability)

Evidence supports H2, but with clear distributional 
constraints. Respondents report improvement in 
facility conditions, which provides empirical sup-
port for the success of national modernization pri-
orities outlined by the Government of the Republic 
of Kazakhstan (2019, 2024) and documented by 
Baizhiyenova et al. (2023). At the same time, ac-
cess to specialized care and affordability remain 
stratified by region, urban–rural residence, and 
income. The direct tests show that regional health-
care financing per capita is positively associated 
with perceived accessibility of specialized services 
(Table 2: β = 0.29, p = 0.003), and that infrastruc-
ture investment is associated with lower affordabil-
ity constraints (Table 2: β = 0.22, p = 0.017). Yet, the 
persistence of strong regional and socioeconomic 
gradients indicates that resource inputs, while ben-
eficial on average, do not automatically eliminate 
geographic and household-level barriers. Our find-
ings align with patterns documented in other inter-
national contexts, where coverage expansion and 
financing reforms improved access in aggregate but 
did not remove geographic and socioeconomic dis-
parities (Pande et al., 2011; Miller, 2012; Gaffney & 
McCormick, 2017; Thomas et al., 2018). Moreover, 
the disparities observed in our study mirror the 
heterogeneous reform outcomes reported in China 
and Central/Eastern Europe (Chen et al., 2020; Liu 
et al., 2017; Yan et al., 2021; Dubas-Jakóbczyk et al., 
2020). The observed income gradient in cost bar-
riers further reinforces the evidence from Bukatov 
and Gimranova (2023) that household financial ex-
posure remains policy-salient in Kazakhstan.

4.3. H3 (performance–perception gap)

H3 is strongly supported at the cross-sectional lev-
el. Composite official effectiveness metrics exceed 
public evaluations (2024), and official indicators 
moved further away from the fixed 2024 perception 
benchmark between 2020 and 2023. This system-
atic divergence provides a specific national illustra-
tion of the broader theoretical concern that reforms 
may yield limited value relative to policy narratives 
(Korenstein et al., 2016). Our findings also resonate 
with Farley’s (2009) perspective, suggesting that per-
ceived impact remains constrained when broader 
social determinants are overlooked. Finally, by es-
tablishing that personal experience outweighs me-

dia exposure, our study extends the evidence of 
Aymagambetov et al. (2020) and Zharlygassinov et 
al. (2023), demonstrating that alignment between 
administrative assessments and public evaluations is 
fundamentally shaped by direct encounters with the 
system. Because public perception was measured on-
ly once, in 2024, this study cannot establish whether 
citizen evaluations themselves became more nega-
tive over 2020–2023; it can only show that official 
performance indicators diverged increasingly from 
present-day (2024) perception levels over that period.

4.4. Limitations

Several limitations should be noted. The design is 
cross-sectional, which limits causal inference; key 
outcomes are perception-based (including retro-
spective assessments); the stratified sample is un-
weighted and interpreted primarily in compara-
tive terms; and official indicators are linked at an 
aggregate regional level through composite indi-
ces. A further methodological limitation concerns 
statistical inference in cross-level analyses: the of-
ficial effectiveness index contains only 20 unique 
regional values. This means that all analyses link-
ing the OEI to individual-level outcomes (includ-
ing the Pearson correlations and the paired t-test 
for H3) are fundamentally based on between-re-
gion variation across n = 20 clusters rather than n 
= 1,940 individuals. Although cluster-robust stan-
dard errors were applied to the regression models, 
this correction is not fully sufficient for the paired 
t-test and Pearson correlations. To address this, 
we conducted the H3 primary test at the regional 
level (n = 20 region-mean pairs) and recomputed 
the Pearson correlations in Table 2 using region-
al aggregates (n = 20); at the correct sample size, 
these two correlations are no longer statistically 
significant, indicating that the original individu-
al-level figures had overstated inferential precision. 
The H3 paired-comparison result, by contrast, re-
mained significant at the regional level and is 
therefore more robust to this correction. A related, 
and more severe, limitation concerns the region-
year analysis of the performance–perception gap 
over 2020–2023: because the Public Perception 
Index was collected in a single cross-sectional wave 
(2024), this analysis necessarily holds perception 
fixed at its 2024 level and varies only the official ef-
fectiveness index across years. Consequently, the 
reported widening of the region-year gap (F(1, 78) 
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= 92.16, p < 0.001, R2 = 0.54) documents change 
in the official indicators relative to a static percep-
tion benchmark and must not be interpreted as a 
measured change in public perception over time. 
Genuinely tracking how public perception evolves 
would require repeated survey waves, which this 
cross-sectional design does not provide. Future 
research should consider applying full multilevel 
or hierarchical modeling to appropriately parti-
tion individual-level and regional-level variance, 
employing permutation-based inference designed 
for small numbers of clusters, and, most impor-
tantly, implementing repeated perception surveys 
to allow a genuine longitudinal test of the perfor-
mance–perception gap. Despite these constraints, 
the national scope, the internal consistency of 
multi-item measures, and the convergence of di-
rect tests with subgroup patterns support the ro-
bustness of the main conclusions.

4.5. Implications

In summary, Kazakhstan’s reforms are accompa-
nied by measurable gains in health outcomes and 
visible improvements in facility conditions, but 
these advances are not matched by proportion-
ate improvements in perceived quality, equitable 
accessibility, or convergence between official and 
public assessments. Policy implications follow 
directly from the observed correlates and gradi-
ents: reductions in waiting times, improvements 
in communication and service responsiveness, 
and targeted measures to address accessibility 
and affordability constraints in lower-access and 
lower-income settings. More broadly, the findings 
support evaluation approaches that integrate us-
er-reported outcomes with administrative perfor-
mance metrics to diagnose where system improve-
ments are not reaching citizens in practice.

CONCLUSION

This study aimed to quantify the divergence between region-level official assessments of healthcare re-
form effectiveness and citizen-reported service experience in Kazakhstan over the period 2019–2024, 
and to examine whether this divergence is systematically patterned by inequalities in access and afford-
ability across regions and sociodemographic groups.

Official administrative statistics document measurable gains over the study period; life expectancy in-
creased by 1.4%, infant mortality declined by 15.5%. Measured against the fixed 2024 public-perception 
benchmark, the composite performance–perception gap widened from 8.7 to 15.3 points between 2020 
and 2023 (d = 1.38). Since perception itself was assessed only once, this widening reflects change in of-
ficial performance indicators rather than a demonstrated change in citizen evaluations. However, citi-
zen assessments remained substantially below the levels that administrative indicators would suggest, 
with only 28.35% of respondents rating service quality as high (7.73% very high + 20.62% high) and 
overall satisfaction near the neutral midpoint. Regional financing per capita is positively associated 
with perceived accessibility (β = 0.29, p = 0.003) and infrastructure investment with lower affordability 
constraints (β = 0.22, p = 0.017), but pronounced urban-rural and income gradients persist: 54.1% of 
respondents rated specialized care as difficult or impossible to access, and 67.8% of low-income respon-
dents identified cost as a principal barrier. At the individual level, waiting times, staff communication 
quality, and facility conditions emerge as the strongest predictors of satisfaction (R2 = 0.347), confirm-
ing that the quality of direct service encounters shapes citizen evaluations more powerfully than aggre-
gate policy narratives.

These findings lead to three conclusions. First, administrative performance and citizen-reported experi-
ence constitute empirically distinguishable and systematically divergent dimensions of reform effective-
ness in Kazakhstan, driven by governance frictions at the point of care that aggregate indicators do not 
capture. Second, financing and infrastructure improvements, while directionally beneficial, are insuffi-
cient to eliminate geographic and socioeconomic inequalities in access and affordability, which remain 
both large in magnitude and persistent over time. Third, the widening performance–perception gap 
over 2020–2023 indicates that the current evaluation architecture systematically overestimates citizen-
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experienced reform progress, calling for governance interventions that target responsiveness, commu-
nication quality, and equitable access – particularly in lower-resource regions – as the 2026 healthcare 
concept reaches completion.
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APPENDIX A

Table A1. Survey questionnaire

Block 1. Sociodemographic Characteristics
Q1. What is your age? (open numeric)

Q2. What is your sex? (1 = Female; 2 = Male)
Q3. What is your place of residence? (1 = Urban; 2 = Rural)
Q4. What is your highest level of education completed? (1 = Primary or less; 2 = Secondary; 3 = Vocational/technical; 4 = Bachelor’s 
degree; 5 = Master’s degree or higher)
Q5. How would you describe your household’s monthly income level? (1 = Very low; 2 = Below average; 3 = Average; 4 = Above average; 
5 = High)

Block 2. Healthcare Utilization
Q6. How many times did you contact a public or private healthcare facility in the past 24 months? (open numeric)
Q7. What type of facility did you most recently use? (1 = Public polyclinic/primary care; 2 = Public hospital; 3 = Private clinic; 4 = Other)
Q8. How long have you resided in your current region? (1 = Less than 12 months; 2 = 1–3 years; 3 = 4–10 years; 4 = More than 10 years)

Block 3. Perceived Service Quality and Overall Satisfaction (5-point scale: 1 = very low; 5 = very high)
Q9. How would you rate the overall quality of healthcare services you received in your region over the past two years?
Q10. How satisfied are you overall with the healthcare services available in your region?
Q11. How would you rate the quality of communication by healthcare staff (clarity of explanations, attentiveness, respect)?
Q12. How would you rate the responsiveness of healthcare services to your needs (timeliness of receiving care, follow-up)?
Q13. How would you rate the condition and equipment of healthcare facilities you visited?
Q14–Q22. [Additional service quality items covering waiting times, transparency of entitlements, complaint-handling, continuity of care, 
trust in healthcare providers, perceived fairness of service delivery, digital tools usability, information provision, and privacy] (5-point 
scale)

Block 4. Accessibility Constraints (5-point scale: 1 = no barrier at all; 5 = very serious barrier)
Q23. To what extent is the physical distance to a healthcare facility a barrier to accessing care for you or your household?
Q24. To what extent are long waiting times a barrier to accessing primary care services?
Q25. To what extent is limited availability of specialized care (e.g., specialist physicians, diagnostic equipment) a barrier in your region?
Q26–Q36. [Additional accessibility items covering: referral complexity, transport availability, language/cultural barriers, appointment 
scheduling difficulty, awareness of entitlements under GCHP, digital registration barriers, availability of medicines, night/weekend 
access, access for persons with disabilities, access for elderly, and perceived equity of access] (5-point scale)

Block 5. Affordability Barriers (5-point scale: 1 = no problem at all; 5 = very serious problem)
Q37. To what extent do out-of-pocket payments for medicines represent a financial burden for your household?
Q38. To what extent do out-of-pocket payments for consultations or procedures represent a financial burden for your household?
Q39. In the past 12 months, has your household delayed or foregone necessary medical care due to cost? (1 = Never; 2 = Rarely; 3 = 
Sometimes; 4 = Often; 5 = Always)
Q40–Q50. [Additional affordability items covering informal payments, catastrophic health expenditure, knowledge of covered services 
under GCHP, perceived fairness of cost-sharing, financial hardship due to hospitalization, ability to purchase prescribed medicines, 
insurance coverage adequacy, transport costs to facilities, cost of dental care, cost of rehabilitation services, and household financial 
resilience following illness] (5-point scale)

Block 6. Perceived Reform Effectiveness (5-point scale: 1 = strongly disagree / deteriorated significantly; 5 = strongly 
agree / improved significantly)
Q51. Overall, how would you assess changes in the quality of healthcare services in your region over the past five years?
Q52. To what extent do you agree that ongoing health reforms have improved access to healthcare services in your region?
Q53. To what extent do you agree that health reforms have made services more affordable for people with lower incomes?
Q54. How would you evaluate the overall effectiveness of healthcare reform in Kazakhstan over the past five years?
Q55–Q65. [Additional reform effectiveness items covering: perceived improvement in primary care, perceived changes in equity of 
services, trust in the healthcare system, awareness of the Guaranteed Package of Medical Assistance (GCHP), perceived transparency 
of healthcare management, media influence on reform perceptions, perceived improvement in digitalization, changes in hospital 
availability, personal experience as the main source of reform assessment, perceived anti-corruption measures in healthcare, and overall 
confidence in the national health policy direction] (5-point scale)

Note: This questionnaire was administered face-to-face by trained interviewers in Kazakh or Russian (March–August 2024) 
across all 20 regions of Kazakhstan (n = 1,940). Participation was voluntary and anonymous. All items used five-point Likert 
scales (1 = very low / strongly disagree; 5 = very high / strongly agree) unless otherwise indicated. A pilot test was conducted 
with 40 respondents (not included in the analytical sample) prior to main fieldwork. Items Q14–Q22, Q26–Q36, Q40–Q50, 
and Q55–Q65 represent additional items within each thematic block; the exact wording is available in the original instrumen-
tin Kazakh and Russian. Cronbach’s α for multi-item subscales ranged from 0.79 to 0.86 across blocks 3–6. 
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