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I. Welcome 

U.S. AGENCY FOR 

lmtRNATIONAL 

DEVELOPMENT 

July 28, 2002 

The Administrator 

Dear Conference Participants: 

On behalf of the United States Agency for International Development (USAID) and 
our partners that have made this gathering possible, I am pleased to welcome you to 
the Ten Years of Health Systems Transition in Central and Eastern Europe and Eurasia 
Conference. 

This conference comes at a challenging time. For ten years, the region has strug
gled to maintain health systems that have been de-capitalized by worsening economic 
conditions. Now, it is also facing new health challenges, including the rapidly growing 
threats of HIV/AIDS, TB, and the chronic diseases of aging populations. With new prob
lems also come new opportunities such as we see in new and improved diagnostics 
and treatments, a worldwide communications revolution, a vast expansion of public 
private partnerships and last, but not least, the public commitments of world leaders to 
solve health problems. Your exchanges of ideas this week on how to strengthen 
organizing and financing of health care, improve the quality of health services, mobilize 
citizens and communities for better health, and advance public health will contribute to 
realizing these opportunities. 

USAID welcomes this opportunity to learn and build upon our last ten years of 
experience in improving health and healthcare in Europe and Eurasia. We and our con
ference partners appreciate the time that each of you is giving to this effort through 
your participation. I thank you for coming and wish you well in the deliberations over 
the next three days. 

Sincerely, 

Andrew S. Natsios 

1300 PENNSYLVANIA AVENUE, N.W. 
WASHINGTON, D.C. 20523 
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II. Conference Agenda At-a-Glance 

USA/0 Conference Agenda: July 28-31, 2002 

Ten Years of Health Systems Transition in Central and Eastern Europe and Eurasia 

r 

Tracks: 
1: Facing the Challenges of Healthcare Financing 

2: Improving the Continuum of Care 

3: Improving the Quality of Health Services 

Sunday, July 28 
18:00 Opening Reception 

I Monday, July 29 f 

4: Mobilizing Citizens and Communities for Better Health 

5: Advancing Public Health 

9:00-10:30 Welcome Addresses: United States Agency for International Development, United States Department of Health 

and Human Services, Ministers of Health 

1 0:30-11 :00 Coffee Break 

11 :00-12:30 Plenary Addresses: USAID, WHO, The World Bank 

Regional Overview: European Observatory on Health Care Systems 

Conference Charae: USAID 

12:30-14:00 Lunch 

14:00-14:30 Breakout Sessions: Introduction to the Tracks 

14:30-16:00 Concurrent sessions 

~i 

i 

Track 1: Room Georgerov, Track 2: Room Jefferson West Track 3: Room: Jefferson East Track 4: Room: Uncoln West Track 5: Room: Uncoln East 

lA: National Health 2A: Improved Hospital 3A: Facility and 4A: Building 5A: HIV Risk 
Insurance Financing Management/ Professional Stakeholder Support Reduction I 

Downsizing Hospital Standards for Health Reforms 
Sector Development 

I Tuesday, July 30 ; 

8:30-10:00 Concurrent Sessions 

I B: Integrating 28: Strengthening 38: Health Professions 48: Building Healthier 58: HIV Risk 
Multiple Sources of Primary Care Education- Focus on Communities Through Reduction 2 
Financing Primary Care the Healthy 

Communities/ Healthy 
Cities Process 

1 0:00-10:30 Coffee Break 

1 0:30-12:00 Concurrent Sessions 

I C: Paying for Hospital 2C: Reorganizing 3C: Improving the 4C: Creating More 5C: Building Capacity 
Services Systems and Quality of Health Responsive Community for Public Health 

Developing Regional Services: Health Services: Focus on the 
Approaches Professions Education: Vulnerable (Children 

Focus on New 
Professions, New and Elderly) 

Training Modalities 

12:00-13:30 Lunch 

13:30-15:00 Concurrent Sessions 

ID: Primary Care 20: Infectious/ Chronic 3D: Implementing 40: Addressing 50: Health Promotion 
Financing Disease Management Quality Improvement Complex Community and Disease 

and Evidence-Based Issues/Case Studies in Prevention I 
Medicine I Preventing DV and 

Trafficking 

15:00-15:30 Coffee Break 

15:30-17:00 Concurrent Sessions 

IE: Brinfting the 2E: Diversifying the 3E: Implementing We invite conferees to 5E: Health Promotion 
Pieces oe;ther: The Continuum Quality Improvement attend one of the Track and Disease 
Romania perience and Evidence-Based I sessions at this time. Prevention 2 
OR Medicine 2 Track I, Panel Fwill be 
IF: Increasing Market 
Forces, Transparency held in this room. 
and Accountability 
location: Lincoln West 

. 
Wednesday, July 31 i ~-' 

8:30-10:00 Plenary: Track Summaries by Track Leadership Teams 

10:00-10:30 Coffee Break 

10:30-12:30 Dialogue with Policy Makers and Donors 

12:30-12:45 Conference Closing 

1:00-2:00 Lunch 
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A major international conference of this magnitude requires thousands of hours of work on the part 
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Company for their support with the conference opening reception. 
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IV. Post-Conference Evaluation and Website 

Conference participants typically complete evaluation forms to provide feedback on the quality of 
presentations, conference facilities, etc. Instead, participants are invited to provide comments, 
through the conference website, on the quality of the conference program and how you were able 
to apply what you learned after the conference ends. We will be sending you follow-up email mes
sages in three months and six months to invite you to share how you applied the new and 
improved ideas and approaches you took home from the conference. 

Remember the Lessons You Learned 
from 

Ten Years of Health Systems Transition in CEE and Eurasia. 
Please Visit the Conference Website: 

www.eurasiahealthtransitionconference.org 

for Quick Access to : 

Conference Proceedings 
Text and Audio of Speeches 
Photos of Conference Sessions 
Panel Slide Presentations 
Abstracts of Presentations 
Contact Information of Conference Attendees 
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V. Biographies of Plenary Speakers 

Frederick Schieck 
Deputy Administrator of the US Agency for International Development (USAID) 

Mr. Schieck has had a long and successful career in international development both at USAID and other institutions. He was a 
USAID Foreign Service Officer for more than 25 years before retiring in 1990 with the rank of Career Minister. He has served as a 
member of the Board ofTrustees and Vice President ofthe Executive Committee of the Pan-American Development Foundation. 
During his Foreign Service career at USAID, Schieck held senior positions in Washington, D.C., including Acting Assistant 
Administrator and Deputy Assistant Administrator for Latin America and the Caribbean, Deputy Assistant Administrator for 
Program and Policy Coordination, and Deputy Assistant Administrator for Asia. 

Tommy G. Thompson 
Secretary of the US Department of Health and Human Services 

Secretary Thompson has dedicated his professional life to public service, most recently serving as governor of Wisconsin since 
1987. Secretary Thompson made state history when he was re-elected to office for a third term in 1994 and a fourth term in 1998. 
During his 14 years as governor, Secretary Thompson focused on revitalizing Wisconsin's economy. He also gained national 
attention for his leadership on welfare reform, expanded access to health care for low-income people, and education. 

Yuri L. Shevchenko, MD, PhD 
Minister of Public Health, Russian Federation 

Dr.Yuri Leonidovich Shevchenko has served as the Minister of Public Health of Russian Federation since July 6, 1999. He is a 
doctor of medical sciences, professor, and academician. Minister Shevchenko is Vice President of the Russian Academy of 
Natural Sciences, 1st Vice President of Petrovskaya Academy of Sciences and Arts of Russia, Chairman ofthe Nikolai Pirogov 
Surgical Society and Academic Board of the Russian Military Medical Academy. Minister Shevchenko is the recipient of several 
outstanding awards, including the Michael E. DeBakey International Military Physician's award, Honorable Degree of the Russian 
Military Medical Academy and Honored Scientist of the Russian Federation award. He has published 12 monographs and over 360 
scientific papers. 

Daniela Bartos, MD, PhD 
Minister of Health and Family, Romania 

Dr. Daniela Bartos has served as Minister of Health and Family in Romania since December 2000. She is a doctor of medical 
science, senior lecturer at the University of Medicine and Pharmacy "Carol Davilla," Bucharest and was part of Global 
Healthcare-lnnovation in Medicine, Harvard Medical International. Minister Bartos is a member and vice president of the Society 
for Education on Contraception and Sexuality and an honorary member of the White-Yellow Cross of Romania Home Healthcare 
Delivery. She received the Award of the Alliance for Reproductive Health for supporting women's health action in Romania. 

E. Anne Peterson, MD 
Assistant Administrator, Bureau for Global Health, USAID 

Dr. E. Anne Peterson is the assistant administrator of the Bureau for Global Health for the US Agency for International 
Development (USAID). 
The Bureau for Global Health is tasked with technical and program support to field interventions as part of USAID's foreign aid in 
health system reform, HIV/AIDS, infectious disease control, reproductive health, child and maternal health, environmental health, 
and nutrition. Dr. Peterson has an extensive background in both US and international public health and medical practice. She has 
served as a consultant to the Centers for Disease Control and Prevention and the World Health Organization in Haiti and Brazil, 
designing elephantiasis treatment training materials and evaluations of educational interventions. She has spent almost six years 
in sub-Saharan Africa (Kenya and Zimbabwe) doing community development work, public health training and AIDS prevention, as 
well as performing US-based research in chronic disease prevention, outbreak investigations and food safety. 

Marc Danzon, MD 
Director, WHO Regional Office for Europe 

Dr. Danzon has 25 years of experience in public health at national and international levels. He is a medical doctor who has 
specialized in public health, psychiatry and health management and economics. He has considerable experience working for 
WHO in the past Dr. Danzon was in charge of communication and public information at the European Regional Office from 1985 to 
1989. At the time, he was responsible for the first European Conference on Tobacco Policies held in Madrid in 1988.1n 1992, he 
returned to Health Development He was also Director of the Health Promotion and Disease Prevention Department Before 
standing for the post of the WHO Regional Director for Europe in 2000, he was Director of the National Federation of Mutual 
Insurance Societies, a non-profit health insurance organization covering 35 million people and managing 1500 health and social 
establishments in France. 
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Christopher Lovelace, PhD 
Director, Health, Nutrition and Population, Human Development Network, The World Bank Group 

Chris Lovelace is a Bank expert on health, nutrition and population (HNP). In his current position he is responsible for providing 
strategic leadership for the HPN sector and building effective relationships and collaboration with key external partners. 
Previously, he was director of human development in Europe and Central Asia Region (EGA) and also served as HNP sector 
manager, responsible for providing strategic direction for HNP activities within the region. He joined the Bank in 1996 as a senior 
health specialist in ECA. 
Prior to coming to the Bank, Mr. Lovelace worked with the British Columbia Ministry of Health, Canada, in various capacities 
including assistant deputy minister of management operations (1985-88), assistant deputy minister of care services (1988-92), 
special consultant (1995), and assistant deputy minister of strategic programs (1995-96). He was also director general and chief 
executive ofthe New Zealand Ministry of Health (1992-95). 

Martin McKee, MD, MSc, FRCP 
European Observatory on Health Care Systems (data/demographics and trends of the past decade) 

Martin McKee is a professor of European public health at the London School of Hygiene and Tropical Medicine. He manages a 
large research program focused on health and health policy in Europe, and in particular Central and Eastern Europe and the 
former Soviet Union. Dr. McKee is co-director of the School's European Centre on Health of Societies in Transition, a WHO 
Collaborating Centre specializing in health and health care in the countries of Central and Eastern Europe. He is also editor-in
chief of the European Journal of Public Health. 

Josep Figueras, MD, PhD, MSc 
European Observatory on Health Care Systems (the nature of health care reform in the past decade) 

Josep Figueras is the Head of the Secretariat and a Research Director of the European Observatory on Health Care Systems. He is 
the regional advisor for Health Systems Analysis atthe WHO Regional Office for Europe in Copenhagen. He holds an honorary 
lectureship in Health Policy and Management at the London School of Hygiene & Tropical Medicine. 

Dr. Figueras was co-project leader for the WHO Regional Office for Europe's study of health care reforms, which published the 
book, European Health Care Reform: An Analysis of Current Strategies (WHO 1997) as well as Critical Challenges for Health Care 
Reforms in Europe (edited with Richard Saltman and Constantino Sakellarides; Open University Press, 1998). He is also the author 
of the book, Choices in Health Policy: An Agenda for the European Union (with Abel Smith et al; Dartmouth, 1996). 

Kenneth I. Shine, MD 
Director, RAND, Center for Domestic and International Health Security 

Kenneth I. Shine, MD, former President of the Institute of Medicine (10M) of the National Academy of Sciences, has been recently 
named as the founding Director of a new multidisciplinary Center for Domestic and International Health Security at RAND. 

Under Dr. Shine's leadership from 1992-2002, the IOM played an important and visible role in addressing key issues in medicine 
and healthcare. IOM reports on quality of care and patient safety heightened national awareness ofthese issues. IOM 
researchers led studies on nutrition, food safety, and child development, and examined availability and side effects of vaccines. 
Dr. Shine also focused attention on meeting the health care needs of all Americans: he organized symposia to underscore the 
importance of cultural sensitivity in health care and supported programs to increase immunization rates, decrease use of tobacco 
among adolescents, and improve care of the dying. 
Dr. Shine is Professor of Medicine Emeritus at the University of California, Los Angeles (UCLA) School of Medicine. A cardiologist 
and physiologist, he received his M.D. from Harvard Medical School in 1961 . Before becoming president of the I OM, he was Dean 
and Provost for Medical Sciences at UCLA. He served as Chairman of the Council of Deans of the Association of American 
Medical Colleges from 1991-1992, and was President of the American Heart Association from 1985-1986. 



VI. Agenda 

USAID Conference: Ten Years of Health System Transition in CEE and Eurasia 

6:00p.m. 

9:00- 10:30 am 
International Ballroom 
Center 

12:30-2:00 p.m. 
International Ballroom 
East and International 
Ballroom West 

Sunday, July 28 

Opening Reception 
Gazebo Area, Washington Hilton 

Monday, July 29, morning 

Welcome 
Paula Feeney, MPH 
Conference Moderator, Bureau for Europe and Eurasia 
US Agency for International Development 

Frederick Schieck 
Deputy Administrator, US Agency for International Development 

Tommy G. ThomDStfli' 
Secretary ofttlelJS Department of He~th and ~uman Services  
YuriL.Shevchenko,MD,PhD -
MinisterofHealth,RussianFederation 

Daniela Bartos, MD, PhD 
Minister of Health, Romania 

Plenary Address I 
E. Anne Peterson, MD, MPH 
Assistant Administrator, Bureau for Global Health, 
US Agency for International Development 

Coffee Break (Concourse) 

Plenary Address II -~
MarcDanzon,MD ~

irector, WHO Regional Office for Europe /J

Plenary Address Ill 
. Christopher Lovelace, PhD, Director, Health, Nutrition, and Population, Human Development Network, The World Bank 

Group (introduced by Dr. Armin Fidler, Health Sector Manager, Europe and Central Asia Program, The World Bank Group) 

Chief, Health Reform and Humanitarian 
International Development 

Lunch 
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2:00-2:30 p.m. 
Introduction to the 
Conference Tracks 

2:30 - 4:00pm 

Monday, July 29, afternoon 

Track 1: Georgetown 
Facing the Challenges of Health 
Care Financing 
Introduction to Track: Jack Langenbrunner, 
The World Bank; Mitalip Mamytov, Minister 
of Health of Kyrgyzstan; lim Johnston, The 
World Bank 

The way funds flow through a health care system is 
one ofthe most important determinants of the sys
tem's ability to meet its goals of sustainability, 
access, equity, quality and cost effectiveness. We 
will look first at some of the different ways that 
funds have been collected and pooled to create 
national health insurance programs and the issues 
that have arisen in the process. Since few systems 
can be totally dependent on health insurance for 
their funding, we will then hear about innovative 
approaches to combining different sources of public 
and private financing to influence the availability 
and organization of health care services. 

Following the discussion of health care financing, 
panel sessions will address the mixed experience of 
countries in their attempts to use purchasing poli
cies to influence the cost and utilization of hospital 
and primary care services. Following these four 
panel sessions, conferees have a choice of two ses
sions to top off their examination of financing 
issues. The first session will be a case study of a 
country whose experience illustrates the many com
ponents to be addressed and integrated when 
attempting to change the rules of the financing sys
tem. The second session is a discussion of the ben
efits and pitfalls of market-based health care and 
strategies to address the lessons learned. Among 
the topics discussed will be the need to legislate 
and effectively enforce new governance principles. 

Panel A: National Health Insurance Financing 
Moderator: Jan Bultman, The World Bank 

• Organization of Federal Health Insurance in Russia, 
Andrei Tara nov, director of the Federal Health 
Insurance Fund 

• Hungarian Health Care Financing Reform: 
Managing the Change, 1ivadar Miko, professor 
and head, Department of Histopathology, Faculty 
of General Medicine, University of Szeged, and 
former Director General of Health Insurance 
Fund, Hungary 

• The Challenges of Implementing Health 
Insurance Policies, Eva Andrejcakova, vice
director, General Health Insurance Company, 
Slovakia 

• Implementation of a Health Insurance System in 
Estonia, Maris Jesse, chair, Management Board, 
Estonian Health Insurance Fund 

• Private Health Insurance as a Supplement to the 
Publicly Funded Health System, Paul Lenz, 
president, Managed Care Consulting International 

Track 2: Jefferson West 
Improving the Continuum of Care 
Introduction to Track: Martin McKee, 
European Observatory on Health Care 
Systems; Armin Fidler, The World Bank; 
Am iran Gamkrelidze, Minister of Health of 
Georgia; Nata Menabde, WHO 

Underpinning the economics of a viable health care 
system is the appropriate allocation of resources 
across levels of care and within each level. 
Reformers in CEE and Eurasia recognized that the 
re-orientation of health care away from the hospital 
sector was an important first step in freeing 
resources to address the broad range of health care 
needs of the population. Leading the track discus
sions will be a session on management strategies to 
improve hospital efficiency. Panels will then exam
ine efforts to strengthen and modernize services at 
the other end ofthe continuum - primary care. 
Initiatives to reorganize systems and develop 
regional approaches to service delivery demon
strate that by taking a creative look at how bestto 
match resources with needs, care can be stream
lined to better serve the population. Conferees will 
hear numerous examples of how disease manage
ment methods in new care settings have both 
reduced treatment costs for each episode of illness 
and improved the effectiveness of care. Finally, an 
enhanced perception of the diversity of special 
needs in the population has led to initiatives to fill 
gaps in the continuum of care and to enable more 
non-governmental organizations to participate in 
care giving. 

Panel A: Improved Hospital Management/ 
Downsizing Hospital Sector 
Moderator: Laura Rose, The World Bank 

• Moldova Hospital Reform, James Cercone, 
president, Sanigest International 

• Downsizing the Hospital Sector in lssyk-Kul 
and Chui Oblasts, Damira Salieva, director, 
lssyk-Kul Oblast General Hospital, Kyrgyzstan 

• The Changing Role of Nurses Along the 
Continuum of Care, Valentina Sarkisova, presi
dent, All Russia Nurses Association, Russia 

• Municipal Hospital Management Under Health 
Insurance, Jan Mlcak, director, Jindrichuv 
Hradec Hospital, Czech Republic 

• The Rational Use of State Financing and 
Commercial Activity in a State-Owned Medical 
Institution, lakov Nakatis, CEO, Sokolov Hospital 
#122, St. Petersburg, Russia 



Track 3: Jefferson East 

Improving the Quality of Health 
Services 
Introduction to Track: Rashad Massoud, 
University Research Company; Michael 
Borowitz, UK Department for International 
Development; Igor Denisov, Vice Rector, 
Moscow Medical Academy 

The quality of health care is determined in part by 
the capacity of professionals and institutions to 
deliver services that are timely, appropriate, accept
able and effective. Capacity building reforms that 
will be discussed at the conference include educa
tional programs, professional self-regulation initia
tives and the development of new practice proto
cols in line with international standards of practice. 
The first session will provide examples of programs 
that were initiated to formalize quality measurement 
in health care facilities as well as in the health care 
professions. Conferees will then learn about reform 
efforts that have centered on retraining and 
enhancing the effectiveness of health professionals 
by increasing educational opportunities for modern 
clinical training in primary care. Dramatic changes 
in the healthcare delivery system have created a 
need for new clinical professions and for a cadre of 
professional health care managers trained to make 
personnel, financial and other administrative deci
sions, the topic of our third panel. Finally, two pan
els will present new models for managing health 
care through quality measurement techniques and 
use of evidence-based medicine. 

Panel A: Facility and Professional Standards 
Development 
Moderator: James Heiby, US Agency for International 
Development 

• Implementation of Duality Improvement in the 
Czech Republic, David Marx, senior lecturer, Charles 
University, Czech Republic; physician advisor and 
fanner director of Quality, Ministry of Health, Czech 
Republic 
Medical Education Development The Role of the 
Council of Rectors and Nursing Council in Central 
Asia, Zhamilya Nugmanova, regional director, 
AIHA/Central Asia 

• Improving Hospital Duality of Care through 
Implementation of a Magnet Nursing Program in 
Selected Hospitals in Russia and 
Annenia, Unda Aiken, Professor, director of the 
Center for Health Outcomes and Policy Research, 
University of Pennsylvania 

• Implementation of a Hospital Clinical Indicator and 
em Program, Marina Ugrumova, head, International 
Patient Department, Central Clinical Hospital of the 
President of the Russian Federation, Moscow, Russia 

• Facility Accreditation in Poland, Rafal Nizankowski, 
associate professor, Accreditation Council, Poland, 
and fanner director, Polish National Committee for 
Quality Assurance 

Track 4: Lincoln West 

Mobilizing Citizens and 
Communities for Better Health 
Introduction to Track: Ilona Kickbusch, Yale 
University; Mihaly Kokeny, Secretary of 
State, Ministry of Health of Hungary; Mary 
Ann Micka, USAID 

Health is not a benefit that can be delivered to a pop
ulation. To achieve improved health in a country or 
community, refonners have found that representatives 
of all stakeholders (from across many sectors) must 
become involved in a process that enables them to 
take ownership of the problem and feel empowered to 
implement the solutions. 

The first panel session illustrates the importance of 
identifying who the stakeholders are and building 
their support Lessons learned from those seeking 
major legislative change as well as those purswng 
more specific opportunities to better the quality of life 
will be presented. The healthy communities/healthy 
cities program has given citizens the tools needed to 
take part in the community development process. 
Methods used to mobilize citizens and communities 
through this program and some of the notable suc
cess stories will be examined by the second panel. 

Citizens' efforts to mobilize resources to benefit vul
nerable populations are testimonials to the emerging 
role of advocacy and civil society in the region. The 
third and fourth panels will describe how programs 
were developed to respond to the social and medical 
needs of children and elderly, followed by a spec1al 
look at complex community problems that impact 
women in particular, such as trafficking and domestic 
violence. Finally, conferees are invited to join Track 1 
for the discussion of a case study on managing the 
change to diagnosis related groups (DRGs), the new 
hospital payment system in Romania. The strategic 
planning for this transition recognized that the con
cerns of all the political and professional stakeholders 
had to be addressed in order to achieve acceptance 
of changes that had broad ramifications. 

Panel A: Building Stakeholder Support for 
Health Reforms 
Moderator: Susan Raymond, Consultant 

• Building Support for Reforms that Transcend 
Political Change, Mihaly Kokeny, secretary of 
state, Ministry of Health, Social and Family 
Affairs, Hungary 
The Role of Training Stakeholders in Building 
Support for Health Reforms, Tamas Evetovits, 
director of International Programs, Health 
Services Management Training Center, 
Semmelweis University, Hungary 

• Patient's Rights in Bulgaria, Svetla Tsolova, 
project manager, Index Foundation, Bulgaria 
Turning a Prosthetic Rehabilitation Partnership 
into an International Sports Program, Mark 
Pitkin, director, IPRLS, Research Associate 
Professor of Rehabilitation Medicine, Tufts 
University School of Medicine 

• Scaling up Health Care Duality in Russia: 
Building Stakeholder Support, Anna Korotkova, 
chief of Methodological Center for Qual ity, 
Central Public Health Research Institute, Russia 

• Links to all Stakeholders: The Management 
Strategy of Bulgaria's Socia/ Insurance Reform, 
Atanas Shterev, chairman, Committee of Health, 
National Assembly, Bulgaria 

Track 5: Lincoln East 

Advancing Public Health 
Introduction to Track: Martin Bobak, 
University College London; Daniela Bartos, 
Minister of Health of Romania; Nina 
Schwalbe, Open Society Institute 

Improvements in health status are the fundamental 
goal of a health care system. However, many social 
and economic factors which are outside the realm 
of the health care system contribute to poor health. 
During the past ten years, CEE and Eurasia have 
endured social and economic hardships which have 
led to unhealthy lifestyles and more stress-related 
conditions. As a result, life expectancy has declined 
in most countries in the region and chronic diseases 
are the primary cause of death and disability in the 
region. Over the same period, the HIV/AIDS pan
demic has taken root in the region while much of 
the capacity for preventing, identifying and control
ling the spread of infectious diseases has been lost 
due to the transition. 

The first two panel sessions will address the meas
ures underway to reduce the risk of HIV/AIDS. 
Preventing and controlling HIV/AIDS in high risk 
groups, particularly injecting drug users, will be dis
cussed in the first session. In the second session, 
measures to establish an infrastructure to address 
the emerging threat of HIV/AIDS will be described. 
A range of strategies to build capacity for promoting 
public health through education, community-based 
organizations and national initiatives are discussed 
in the third session. The last two sessions are 
devoted to the important topic of health promotion 
and disease prevention. Both sessions begin with 
examples of comprehensive national initiatives of 
health promotion followed by discussions of preven
tive measures to protect women's health in the 
fourth panel, and health promotion related to 
lifestyle changes in the final session. 

Panel A: HIV Risk Reduction 1 
Moderator: Sue Simon, Open Society Institute 

• Prevention of HIV Among Injection Drug Users, 
lraida Sivacheva, chairman, Pskov Anti -AIDS 
Initiative, Russia 

• The Way Home Charity Fund: HIV Prevention 
Among Drug Users, Sergei Kostin, director, "The 
Way Home" Charitable Foundation, Ukraine 

• Laboratory and Integrated Behavioral 
Assessment of Risk Factors of STD/HIV Among 
High Risk Groups in Moscow, Russia, Lali 
Dubovskaya, director, SANAM Russian 
Association for STI Prevention 

• STD and HIV Prevention Efforts in the Russian 
Federation, Anna Shakarishvili, Division of STD 
Prevention, National Center for HIV, STD, and TB 
Prevention, Centers for Disease Control and 
Prevention 

• USA/D's Partnerships in HIV/AIDS Control and 
Prevention in Central Asia: The Drug Situation 
in Central Asia and USA/D's Response to the 
Drug-Related HIVJA/DS Epidemic, Jennifer 
Adams, director, Office of Health and Population, 
USA I D Kazakhstan 
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Tuesday, July 30, morning 

8:30- 10:00 am Track 1 continued: Georgetown Track 2 continued: Jefferson West 
Panel B: Integrating Multiple Sources of Panel B: Strengthening Primary Care 
Financing Moderator: John Petersen, Milwaukee International 
Moderator: Alex Preker, The World Bank Health Training Center . Single Payer Health Financing Model: . Case Study in Restructuring Primary Health 

Budgeting for Universal Coverage, Mitalip Services at the District Level, Katayon 
Mamytov, Minister of Health, Kyrgyzstan Faramuzova, deputy health program manager, . Four-Party Agreements to Strengthen Delivery Aga Khan Foundation, Tajikistan 
of the Program of State Guarantees in the . Developing the Role of Nursing to Strengthen 
Russian Federation, David Johnson, director, Primary Care at the Institutional and District 
Project Management, Health and Life Sciences Level, Saadat Mahmudova, head, Narimanov 
Partnership Consulting District Health Administration, Azerbaijan . Provider's Perspective: Financing Community . Free Choice of Primary Health Care Practice 

 
Health Care Programs with Funds from National and Enrollment as a Behavior Change Factor in 
Health Insurance - The Misszio Experience, Central Asia, Elvira Nabokova, marketing 
lmre Somody, founder, Misszio Health Center, coordinator, ZdravPius Project, Kazakhstan 
Hungary . The Ferghana Experience: Bottom-Up Reform, 

• Provider's Perspective: Financing Private Sector Maria Vannari, task manager, The Information for 
Health Care - The Successful Financing of a Development Program, The World Bank 
Private Polyclinic, Marie Horakova, director of . The Development of Family Medicine, Yevhen 
SPEA Clinic, Olomouc, Czech Republic Latyshev, deputy head physician, Information 

• Community Philanthropy as a Source of Coordinator, Donetsk City Hospital #25, Ukraine 
Funding: How to Involve the Community in . Collaboration with a Corporate Donor: Sustainable 
Financing Hospital Improvements, Adam Pediatric Training Programs with Measurable 
Jelonek, executive director, Friends of Litewska Results, Mircea Nanulescu, director, Pediatric 
Children's Hospital, Poland Clinic #3, Children's Hospital, Cluj, Romania 

10:00- 10:30 am Coffee Break (Concourse) 

10:30- 12:00 pm Panel C: Paying for Hospital Services Panel C: Reorganizing Systems and 
Moderator: Susan Matthies, KPMG Consulting Developing Regional Approaches 

Moderator. James A. Rice, International Health Summit 

. Hospital Payments in Russia: Lessons Learned, • Restructuring EMS Services in Poland, Andrzej 

Igor Sheiman, director of ZdravConsult Rys, senior consultant, Health and Management 

Foundation, Russia Limited and Former Deputy Minister of Health, . Hospital Payment in Georgia, Akaki Zoidze, Poland 

deputy state minister, Georgia . Addressing Infant Mortality and Morbidity . Implementing DRGs in Czech Republic, Marcela through a Regional Perinatal Network in Kosice, 

Ambrozova, head of Department of Mathematical Slovakia, Peter Krcho, Perinatal Center NICU 

and Statistical Analysis in General Health Faculty Hospital, Slovakia 

Insurance Company . Restructuring Regional Rural Health Services to . The Impact of DRGs in Hungary: Hospital Enhance the Role of Primary Care, Lyudmila 

Utilization Rates Have Not Changed, Csaba Dozsa, Patoka, deputy head, Kharkiv Oblast Health 

head, Department for Preventive and Curative Administration, Ukraine 

Care, National Health Insurance Fund, Hungary . Restructuring Health Delivery Systems in . The Estonian Experience: How Financing Central Asia, Sheila O'Dougherty, regional proj-

Systems Encourage a Public/Private Mix of ect director, ZdravPius Project, Kazakhstan 

Ownership, Toomas Palu, member, Management . Health Care System Reform in Samara, Russia: 

Board of Estonian Health Insurance Fund Development of New Approaches to Funding 
and Care Provision, Olga Chertukhina, Health 
Department, Samara, Russia 

12:00- 1:30pm Lunch (International Ballroom East and International Ballroom West) 
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Track 3 continued: Jefferson East Track 4 continued: Lincoln West Track 5 continued: Lincoln East 
Panel B: Health Professions Education - Panel B: Building Healthier Communities Panel B: HIV Risk Reduction 2 
Focus on Primary Care Through the Healthy Communities/Healthy Moderator. Paul Delay, US Agency for International 

Moderator. Neal Vanselow, former chancellor, Cities Process Development 
Tulane Medical School Moderator: Bernice Bennett. American International 

Essential National Efforts Toward Structural 
Health Alliance 

. . The Development of Family Medicine in Central Reform and Securing Cross-Border 
Asia, Damila Nugmanova, clinical training direc- . Lessons Learned from WHO's Healthy Collaboration in the Fight Against HIV/AIDS, 
tor, ZdravPius Project USAID, Abt Associates, Cities/Healthy Communities Initiatives in the NIS Zaza Tsereteli, international technical advisor for 
Kazakhstan and CEE. Leah Janss Lafond, Centre for Regional HIV/AIDS/ STis, Task Force on Communicable . Integration of a Skills-Based Primary Care Economic and Social Research, Sheffield Hallam Disease Control for CBSS 

University 
Training and Continuing Family Medicine . Improving the Community's Health in Dubna: . The 1995 Federal HIV Law, Related Statutes, and 
Education, Zukhra Mirzoeva, head, Department Lessons Learned, Sergei Ryabov, head of the City Current Practice in Russia, Frank Feeley, clinical 
of Health Reform, Tajikistan Health Department, Dubna, Russia associate professor of Public Health, School of . Skills-Based Primary Care Training Program to . Using the Healthy Cities Collaborative Planning Public Health, Boston University 
Upgrade Skills and Build Physician-Nurse Process to Implement Occupational and . AIDS lnfoshare: Getting Out the Message to 
Practice Teams, Shirin Berkelieva, physician, Environmental Health Programs in Hanska Risk Groups and Health Professionals, Alena 
Family Medicine Training Center, Health House Bystrica, Eleonora Fabianova, director, State Health 

Peryshkina, program director, AIDS lnfoshare, Institute, Slovak Republic 
#1, Turkmenistan . Youth Drog Prevention: Creating Healthy Lifestyles Russia . Primary Health Care Continuing Medical in Vac, Laszlo Ujhelyi, pediatrician, Primary Health . A Regional Approach to Preventing Mother-to-
Education in Macedonia, Fimka Tozija, associate Care Service, Vac Public Health Institute, Hungary Child Transmission of HIV in Odessa, Ukraine, 
professor, International Project Unit, Ministry of . Mobilizing a Community Through the Community Natalie Nizova, professor, Department of Post-
Health, Macedonia Process to Address Domestic Violence and Other Graduate Education, Odessa State Medical 

• Clinical Primary Care Training, Nancy Frtch, Women's Health Issues, Daniel Verman, head, University 
Health Promotion Department, Constanta Health 

Physician Advisor, Armenia Social Transition Authority, Romania; representative from the . Securing the Blood Supply: Development of a 
Program Romanian Ministry of Health and former inspec- Model Blood Bank, Levan Avalishvili, director, 

• Family Medicine Development in Bosnia and torate for Public Health, Public Health Directorate Polyhaema Blood Bank, Georgia 

Herzegovina: A Seven-Year Retrospective, of Constanta, Romania 

Geoffrey Hodgetts, director, Family Medicine • Lessons Learned from WHO's Healthy Cities/ 

Development Program for Balkans, Queen's Healthy Communities Initiatives in Hungary, 
Antonio deBiasio, secretary general, Hungarian 

University, Kingston, Canada Association of Healthy Cities 

Panel C: Health Professions Education 2- Panel C: Creating More Responsive Panel C: Building Capacity for Public Health 
Focus on New Professions, New Training, Community Services: Focus on the Moderator. Daniel Miller, The World Bank 
and Modalities Vulnerable (Children & Elderly) 
Moderator. Mary Ellen Stanton, US Agency for Moderator: Aleksandra Posarac, The World Bank 

. Reallocation of Resources from Curative to 

International Development 
Preventive Programs, Pagbajav Nymadawa, min-. Deinstitutionalization of Children, Aleksandra ister of health, Mongolia 

• Training a New Generation of Health Managers, Posarac, The World Bank • Developing Monitoring and Surveillance 
Roman Prymula, vice president, Purkyne Military . Mobilizing Community-Based Services for Systems to Address Lead and Environmental 

Medical Academy, Czech Republic Disabled Children, Klara Frecerova, National Health in Russian Cities, Boris Revich, senior . Nursing Education: Creating Four-Year Institute for TB and Respiratory Diseases, researcher, Center for Demography and Human 

Bachelors Programs for Nursing, Alina Slovakia Ecology, Institute for Forecasting of the Russian 

Kushkyan, Erebuni Nursing College, Armenia • Providing Services to Specific Population Academy of Sciences, Russia 

• Developing Community Skills in Community . Health Education Link Project in the Context of Groups (Children and Elderly), Paikarmo 

Nursing Reform in Russia, Galina Perfilieva, Aliyorova, Roshtkala District chief doctor, Assessment, Mobilization, and Communication, 
Selma Sogoric, Croatian Healthy Cities Network 

dean, Faculty for Higher Nursing Education, Department of Health, Tajikistan Support Center located at Andrija Stampar 
Sechenov Medical Academy, Moscow, Russia . Maternal and Child Health Initiative in School of Public Health, Medical School, . Improving Duality Through Nurse Managers: Turkmenistan, Yazgylych Charyev, country direc- University of Zagreb, Croatia 
Development of Advanced Management tor, Counterpart International, Turkmenistan . Building Health NGO Capacity to Make Health 
Training for Nursing Administrators, Jana . After the Conflict: Developing a Post-Traumatic Impacts: Counterpart Consortium and Abt 
Mareckova, senior lecturer, Institute for Theory Stress Disorder Program, Ante Gilic, head of Associates in Central Asia, Zafar Oripov, grants 
and Practice of Nursing, Olomouc University, Psychiatry Department, Zadar General Hospital manager, ZdravPius Project, Uzbekistan 

Czech Republic . Changing Health Provider Roles to Meet • Educating for Public Health in Central Asia, . Improving the Duality of Emergency Medicine Community Needs: Addressing the Special Maksut Kulzhanov, rector, Almaty School of 

and Disaster Response: Region-Wide Models Needs of the Elderly Through Community-Based Public Health, Kazakhstan 

for Continuing Education, Georgiy Chebanu, Primary Care, Rosa Abzalova, chief physician, • Challenges of Training in Public Health and 

chief physician, Chisinau Emergency Hospital Model Family Medicine Center "Demeu", Astana, Health Management in Lithuania, Ramune 

and Chair, Department for Emergency Medicine, Kazakhstan Kalediene, dean, Public Health Faculty, Kaunas 

Moldova State Medical University University of Medicine, Lithuania 
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1:30-3:00 pm 

3:00 - 3:30pm 

3:30 - 5:00pm 
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Tuesday, July 30, afternoon 

Track 1 continued: Georgetown 
Panel D: Primary Care Financing 
Moderator: Forest Duncan, US Agency for 
International Development 

• Per Capita Payment for Primary Health Care in 
Central Asia, Cheryl Cashin, deputy director, 
ZdravPius Program, Abt Associates 

• Attempting Capitation When Data are Limited: 
Results and Lessons from Bosnia and 
Herzegovina/Republika Srpska, Tatyana 
Makarova, senior program associate, 
Management Sciences for Health 

• Primary Healthcare Rehabilitation Project, 
Lapsuna District, Moldova, Viorel Soltan, Public 
Health program director, Sores Foundation, 
Moldova 

• The Trade-Off Between Access and 
Sustainability for Bulgaria's National Health 
Insurance Fund: Is Financial Independence a 
Real and Achievable Goal?, Christian Tanushev, 
director, Budget Directorate, National Health 
Insurance Fund, Bulgaria 

Coffee Break (Concourse) 

Panel E: Bringing the Pieces Together: The 
Romania Experience 
Moderator: Jugna Shah, Nimitt Consulting 

• Leaping from a UProject" to Rollout Case-Based 
Financing System, Dana Barduja, project coordinator, 
National DRG Project, Romania 

• Building Stakeholder Support for Change, lulian 
Popescu, general manager, National Health 
Insurance House, Romania 

• Creating Clinical Data Analysis Tools, Daniel Ciurea, 
coordinator, National DRG Project, Romania 

• Cost Accounting: Providing Tools to Hospitals, Paul 
Radu, project coordinator, Institute of Health Services 
Management, Romania 

• Creating Incentives to Achieve Results, Aurora 
Dragomiristeanu, Institute for Health Services 
Management, Romania 

• Bringing Leadership to the Vision, Radu Deac, 
secretary of state, Ministry of Health, Romania 

OR 
Panel F: Increasing Market Forces, 
Transparency and Accountability 
Moderator: Maureen Lewis, The World Bank 
(location: Lincoln West) 

• Overview of the Issue of Introducing Market Forces 
and Privatization in the ECA Region: Positive and 
Negative Impacts, Maureen Lewis, The World Bank 

• Attacking Corruption Systematically, Mustafa Xhani, 
minister of health, Albania 

• Lessons Leamed about Privatization and Market Forces 
during the First 10 Years of Transition, April Harding, sen
ior private development specialist The World Bank 

• Czech Health Care System Reform, Zuzana Roithova, 
Chair, Health and Social Care Committee, Senate of 
the Czech Republic 

• Public Policy Issues in Privatization: Ucensing and 
Regulation of the Pharmaceutical Industry, 
Ryszard Petru, economist, The World Bank, and 
former deputy minister of Finance, Poland 

Track 2 continued: Jefferson West 
Panel D: Infectious/Chronic Disease 
Management 
Moderator: Olusoji Adeyi, The World Bank 

• Integrating Infectious Disease Management into 
Primary Care: The Cost of Managing Cases of 
Hepatitis A in an Outpatient Setting Relative to 
a Hospital Setting in Kazakhstan, Michael 
Favorov, Central Asia program director, US 
Centers for Disease Control and Prevention 

• DOTS Implementation in Central Asia, Indira 
Aitmagambetova, health program management 
specialist, Office of Health and Population, 
USAID Kazakhstan 

• Implementation of WHO TB Control Strategy in 
Pilot Regions of Russia as a Factor in Improving 
Continuum of Care for TB Patients, Olga 
Demikhova, deputy director, Central Tuberculosis 
Research Institute, Russia 

• Diabetes Disease Management Programs in 
Moscow Oblast, Svetlana Bertash, deputy minis
ter, Moscow Oblast Ministry 
of Health, Russia 

Panel E: Diversifying the Continuum 
Moderator: Akiko Maeda, The World Bank 

• NGOs as Health Service Providers in Bulgaria, 
Georgi Genchev, executive director, Parliamentary 
Center for European Law Foundation 

• Addressing the Special Needs of the lOP 
Community through Home Visits, Rafael 
Mehdiyev, chief, City Clinical Hospital #6, 
Binagadi Health District, Baku, Azerbaijan 

• Making Women's Health Matter: An Integrated 
Approach, Svetlana Posokhova, deputy chief 
physician, Odessa Oblast Hospital, Ukraine 

• Bridging the Gaps in Palliative Services, And a 
Jansone, director, Hospice Services, Latvian 
Children's Hospital, Riga, Latvia 

• Integrating Mental Health into Primary Care in 
Ukraine, Yuriy Yudin, Mental Health Department, 
Kiev City Health Administration, Ukraine 



Track 3 continued: Jefferson East 
Panel D: Implementing Quality Improvement 
and Evidence- Based Medicine 1 
Moderator: Mary Cummings, Agency for Healthcare 
Research and Quality 

• Duality Improvements in Primary Care in Romania, 
Mary Cummings, health scientist administrator, 
Agency for Healthcare Research and Quality 

• The Georgia Safe Motherhood Initiative Project 
Improving Quality Outcomes Through Guidelines 
and Improved Information Systems, George 
Gotsadze, director, Curatio International 
Foundation, Georgia 

• Responding to the Critical Needs of Newborns, 
Olga Detysk, head, Department of Pediatrics, Lviv 
Oblast Hospital, Ukraine; Vladislav Romanenko, 
prorector, head of Emergency Pediatrics and 
Neonatology Department, Ural State Medical 
Academy of Postgraduate Education, and director of 
Chelyabinsk Neonatal Resuscitation Training Center 

• Women and Infant Health Project: A Model for 
Improving Maternal and Child Health Service in 
Russia, Natalia Vartapetova, resident advisor, John 
Snow Inc. 

• Using Continuous Quality Improvement to Improve 
Reproductive Health Services in Central Asia, 
Gulshara Orazbakova, ZdravPius Project, 
Kazakhstan 

Panel E: Implementing Quality Improvement 
and Evidence-Based Medicine 2 
Moderator. Steven Kairys, Jersey Shore Medical 
Center 

• A Eurasia-Wide Approach to the Development 
and Sharing of Clinical Practice Guidelines, 
Stephen Kairys, chairman of Pediatrics, Jersey 
Shore Medical Center 

• Quality Improvement and Evidence-Based 
Practice in the Prevention of Surgical 
Infections: Changing the National Prikaz, Sergei 
Eremin, Mechnickov Medical Academy, St. 
Petersburg, Moscow 

• Developing Clinical Practice Guidelines to 
Improve Primary Care Nationally, Ruzanna 
Yuzbashyan, director, Primary Health Care 
Department, Ministry of Health, Armenia 

• Putting Evidence into the Hands of 
Practitioners: The Region-Wide Learning 
Resource Center Approach in Georgia and 
Throughout the Region, Zviad Kirtava, director, 
National Learning Information Center, Tbilisi, 
Georgia 

• The Financing-Quality Intersection, 
Gheorghe Pusta, National DRG Project, Romania 

Track 4 continued: Lincoln West 
Panel D: Addressing Complex Community 
Issues/Case Studies in Preventing Domestic 
Violence and Trafficking 
Moderator: Joyce Holfeld, US Agency for 
International Development 

• Prevalence of Domestic Violence in the Region, 
Florin a Serbanescu, CDC Atlanta 

• A Citizens Foundation Model for Organizing 
Community Information, Counseling, and 
Assistance Services to Prevent Domestic 
Violence and Drug Abuse: The Petrzalka Hope 
Center, Jan a Sturova, president of the Board, Aid 
to Children at Risk Foundation, Slovakia 

• Prevention of Domestic Violence as an Example 
of Community Cross-Sectoral Collaboration, 
Irina Makarova, deputy chief of Dubna 
Health care Department, Russia 

• Ways to Counteract Trafficking of Women, 
Amy Heyden, director, Trafficking Prevention 
Programs, Winrock International, Ukraine 

• NGO/ Women$ Shelter Network, Marina 
Pisklakova-Parker, president, Russian 
Association of Crisis Centers for Women 

We invite conferees to attend one of 
the Track 1 sessions at this time. 

Track 1, Panel F (Increasing Market Forces, 
Transparency, and Accountability) is being 
held in this room (Lincoln West). 

Please see p.14 for a description of 
Track 1, Panel F. 

Track 5 continued: Lincoln East 
Panel D: Health Promotion and Disease 
Prevention 1 
Moderator. Debbie Maiese, Department of Health 
And Human Services 

• A Ten-Year Program of Health Promotion in 
Hungary, Andras Javor, general manager, Health 
of the Nation Program, Hungary 

• Preventing Anemia in Uzbekistan, Mark 
McEuen, senior analyst, Abt Associates 

• Mainstreaming Care and Prevention of Birth 
Defects and Developmental Disorders in 
Ukraine, Wladimir Wertelecki, professor and 
chairman, Department of Medical Genetics, 
University of South Alabama, and Senior Health 
Specialist, USAID Ukraine 

• Breast Cancer Screening and Early Detection, 
Hranush Hakobyan, member of Parliament, 

_ co-president, Armenian-American Wellness, 
Yerevan, Armenia 

• Improving Family Planning Services in Russia, 
Irina Savelieva, head, International Research 
Program, Research Center for Obstetrics, 
Gynecology, and Perinatology, Russia 

Panel E: Health Promotion and Disease 
Prevention 2 
Moderator. Nelle Temple Brown, World Health 
Organization 

• Challenges in Developing a Local Health 
Promotion Strategy, Paata lmnadze, director, 
National Center for Disease Control, Tbilisi, 
Georgia 

• Implementing Community-Based Smoking 
Cessation Programs in Martin, Slovakia, Elena 
Kavcova, director, Department of Pulmonary 
Diseases, Comenius University Teaching 
Hospital, Slovakia 

• Implementing Cardiovascular Wei/ness and 
Health Promotion Minsk, Belarus, Larisa 
Plashchinskaya, director, Minsk Well ness Center 
for Cardiovascular Disease Prevention, Minsk, 
Belarus 

• Cardiovascular Disease Mortality in the Czech 
Republic, Rudolf Poledne, associate professor in 
Biochemistry, Institute for Clinical and 
Experimental Medicine, Czech Republic 

• Impact of Reforms on Monitoring and 
Surveillance Systems for Infectious Diseases 
for which Immunizations are Available, Robert 
Stein glass, Immunization team leader, BASICS 
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8:30- 10:00 am 
International Ballroom 
Center 

10:00- 10:30 am 

10:30 am - 12:30 pm 
International Ballroom 
Center 

Wednesday, July 31, morning 

Plenary 
Track Summaries by Track Leadership Teams 
Moderator: Paula Feeney 
Bureau for Europe and Eurasia, US Agency for International Development 

Coffee Break (Concourse) 

Dialogue with Policy Makers and Donors 
Moderator: Kenneth I. Shine, MD 

~ _.... Director, RAND, Center for Domestic and International Health Security 
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VII. Conference Theme Papers 

The first paper in this series is an overview of health sector reform in the NIS and CEE over the last 
decade. The following five papers introduce the five key system change areas. The papers represent 
the views of the authors and are not meant to be definitive nor comprehensive surveys on these 
themes, but rather a conceptual framework for the conference participants. There are many different 
sub-themes to the issue of health sector reform in the region. The limitations imposed by the time 
available for conference sessions were such that we had to select a few areas to focus on at the 
conference. Therefore, the papers do not give a comprehensive analysis of the range of issues that 
have arisen in the course of the past 10 years. Furthermore, within each sub-theme only a few of 
the dimensions of the reforms could be addressed. For instance, the scope of the papers often has 
not touched on some of the issues that will be discussed in panel sessions, reflecting the different 
priorities of government leaders, local reformers and donor organizations. Most would agree 
however, that the five tracks do represent important aspects of durable and sustainable reform and 
also are linked to each other showing the integrated nature of the reform process. USAID gratefully 
acknowledges the contributions of the European Observatory on Health Care Systems in coordinat
ing and compiling the conference theme papers. 
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DRAFT Dixon, Langenbrunner, and Mossialos I July 2002 

Facing the challenges of health 
care financing 

A background paper prepared for USAID Conference, Washington, DC 
29-31 July 2002 

Ten Years of Health Systems Transition in Central and Eastern Europe and Eurasia 

Anna Dixon, 
European Observatory on Health Care Systems, 

London School of Economics and Political Science 

Jack Langenbrunner, 
The World Bank 

Elias Mossialos, 
European Observatory on Health Care Systems, 

London School of Economics and Political Science 

This draft paper is part of a series commissioned by USAID to provide a conceptual framework and overview of the main thematic topics of 
the USAID conference "Ten Years of Health Systems Transition in Central and Eastern Europe and Eurasia." Following the conference, each 
team of authors \vill revise the papers, compiling the final versions in a book by the European Observatory on Health Care Systems, which 

will be made available to conference participants in early 2003. 
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Introduction 

The financing of health systems was the subject of early and radical reforms in central and 
eastern Europe (CEE) and the newly independent states of the former Soviet Union 
(NIS) .1 In most countries the intention of the reforms was to shift away from the central
ized integrated state model of Semashko to decentralized and contracted social health in
surance. This was modelled in part on the basic features of the Bismarck model found in 
western Europe, but significant differences also emerged as it was adapted to the particular 
context of CEE and NIS. 

The shift resulted in changes to the way money was both collected and pooled, and creat
ed a new relationship between purchasers and providers of care. Legislative reform was, 
however, not always matched by concrete change on the ground, and in some cases the 
objectives set out in policy were not fully or even partially attained. The countries of CEE 
and NIS face a new and challenging environment, in terms not only of total funding for 
health care but also of the efficiency of their health care services with the funding available 
and the development of sufficient government and technical capacity. 

The purpose of this paper is to set out a conceptual framework for understanding the fi
nancing of health care, to describe and analyse some of the trends in CEE and NIS, to 
evaluate the experience and to draw some conclusions. The main body of the paper is or
ganized into three sections: revenue collection, the pooling of financial resources and the 
purchasing of services. 

Conceptual framework 

Confusion often arises in debates about health care systems because the systems are crude
ly defined (e.g. Beveridge, Semashko or Bismarck). The assumption is that the source of 
funds for health care somehow determines the organizational structure. This traditional 
thinking is being challenged (Kutzin 2001).A number of tools have been developed to fa
cilitate analysis of health care financing in the region. One of these identifies distinct func
tions within the health care system: revenue collection, pooling, purchasing and provision 
(Fig. 1, page 2). Revenue collection refers to the process of mobilizing resources, usually 
from households or corporate entities but also from external donors. Pooling refers to the 
spreading of financial risk across the population or a subgroup of the population through 
the accumulation of prepaid health care revenues. This facilitates solidarity, primarily be
tween the healthy and the sick and, depending on the method of funding, between the 
rich and the poor. Purchasing is the process of obtaining services from providers on behalf 
of the covered population. The provision of services, and how these are delivered and by 
whom, is not within the scope of this paper. 

1 The "region" referred to in this analysis covers the countries of central and eastern Europe and the former Soviet Union. Different 
terms are used to refer to these countries. This paper adopts the WHO terminology of CEE and NIS. 

DRAFT Dixon, Lan~enbrunner, and Mossialos /1 



DRAFT Dixon, Langenbrunner, and Mossialos I July 2002 

Fig. 1. Flmctions of health system Jit~atldng a11d pop11latio11 links 

-
Source: Kutzin 2001. 

Funding 
flows 
Benefit 
flows 

Health care 

User charges 

Coverage 

Coverage 

Contributions 

For each of these functions it is possible to identify related policy issues. These are outlined 

in Table 1. Decisions on each of these policy issues will shape the overall structure of the 

health care financing system. For example, the equity of the financing system will depend 

both on the level and on the distribution of the contributions. Equity of access will de

pend on who has access and to what services, as well as on user charges and informal pay

ments. Efficiency will be influenced largely by the extent of pooling and the methods of 

provider payment. Depending on the e:h.'i:ent of decentralization and fragmentation in the 

system, these functions and the associated decisions may be carried out by different bodies. 

For example, central government might decide the contribution rate and the proportion 

to be paid by the employer and the employee, while collection of the contributions might 

be the responsibility of regional branches of the health insurance fund. 

Table 1. Policy iss11es related to dijferettt JittatlcitJg fimctiotJs 

Financing function Related policy issue 

· How much money to collect and from whom? 

· Who and what to cover? Collection of funds 

Pooling of funds 
· How to pool resources? 
· How to allocate resources to purchasers? 

· From whom to buy and how to buy? 

· At what price to buy and how to pay? Purchasin~ of services 

Source: Adapted from Preker eta!. 2000. 
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Theoretical issues 
Before describing and analysing the systems of health care financing that have been intro

duced in CEE and NIS, we present a short synopsis of the theoretical debate on the ad

vantages and disadvantages of different funding methods. The extent to which practice re

flects these theoretical advantages and disadvantages will depend largely on the country 

context (politics, economy, culture, history and technical capacity). 

The main sources of revenue for health care are taxes, social insurance contributions, vol

untary insurance premiums and user charges (formal and informal) . Most countries rely on 

a mix of these sources. Taxes are compulsory for the whole population and are levied by 

government. Social insurance contributions are compulsory for all or some of the popula

tion; they are kept separate from other government revenues and are usually managed by a 

fund or funds independent of government. In CEE and NIS countries, the term "social in

surance" is often used to describe payroll taxes that are in fact levied by government and 

managed by a fund that government largely controls. Nevertheless, for the purposes of this 

paper we will use the term social insurance to include payroll taxes. 

In terms of equity, direct taxes (i.e. those levied on individuals, households or firms) are 

usually set progressively - the higher the income the higher the proportion paid. In con

trast, indirect taxes (i.e. those levied on goods and services) are regressive because those on 

lower incomes spend a greater proportion of their income on consumption. Social insur

ance contributions are usually levied in proportion to income. Where an income ceiling is 

applied, above which income is exempt from contributions, social health insurance be

comes mildly regressive. Furthermore, because contributions are levied only on earned in

come (not on profits or income from investments and savings) they place a heavier burden 

on those with lower incomes. In contrast, private health insurance and user charges are 

higher for those in greatest need, thus relating how much you pay to how ill you are (or 

are likely to be). 

In terms of efficiency, taxation is associated with strong expenditure control; it draws on a 

broad revenue base and is administratively efficient. Depending on the organization of so

cial insurance, e:Arpenditure control might be strong if there is a single fund or government 

caps the overall budget or sets contribution rates. Social insurance draws only on earned 

income and therefore adds to the cost oflabour with a potentially negative effect on eco

nomic growth. If separate systems of collection are implemented, this will add to adminis

trative costs. In theory, both social insurance and taxation are associated with access free at 

the point of use and near universal coverage, whereas user charges and voluntary health in

surance relate access to ability to pay (Mossialos et al. 2002). These issues are summarized 

in Table 2. Some of the advantages and disadvantages will depend on the perspective taken 

and the objectives that are being pursued. 
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Table 2. Summary of the theoretical advatltages atld disadvantages of 

dijferetlt methods of revetme collection 

Method of revenue Advantages Disadvantages 

collection 

Direct taxation • Wide revenue base (all income) ·Compliance may be 

• Administratively simple difficult 

• Usually progressive and promotes • Allocations subject to 

solidarity political negotiation 

• Large risk pool • Potential tax distortions 

• Allows trade-offs with other areas 

of the public sector 

• Universal coverage 

Indirect taxation ·Visible source of revenue (all • Potential tax distortions 

transactions) • Allocations rely on consumption 

·Administratively simple levels 

·Compliance easy ·Usually regressive 

Social health insurance • Earmarked for health • Compliance difficult 

• Separate from other government • Increases costs of labour and may 

revenues reduce international competitive-

• (May) link contribution to benefit ness 

• Low resistance to increases • Revenue follows economic cycle 

• Independent management of • Strong regulatory framework 

funds • Narrow revenue base (only applies 

• May allow choice of insurer to earned income) 

Voluntary health • May allow choice of insurer • Strong regulatory framework needed 

insurance • May relate payment to utilization • Adverse selection (results in escalat-

ing premiums) 

• Risk selection (leaves some 

uninsured) 

• Access related to insurance cover 

• Usually regressive 

User charges • Relates payment to utilization • May deter access to necessary 

services 

• Access related to ability to pay 

• Regressive 

• Limited pooling of funds 
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The extent of pooling will depend on how much of the revenues collected are pooled 

through a single fund and whether different sources of funding are pooled or remain sepa

rate. For example, tax revenues may be pooled together with social insurance contributions 

to enable funds to purchase health care services on behalf of all citizens. Alternatively, 

pooling may be limited if tax revenues are kept separate to provide public services direcdy 

for those who do not make insurance contributions. 

Where there is decentralization or multiple collection agents, pooling may occur at national 

level if mechanisms exist to redistribute through a central pool. For example, if regional tax

es are levied and retained by local government, pooling operates only at the local level. 

However, if central taxes are used to compensate regions for the different income levels 

and/ or different health needs of the populations covered, then pooling is extended to a na

tional level. Similarly systems of resource allocation may be used to pool funds between 

competing insurance funds. Pooling enhances efficiency because it reduces the incentives 

for risk selection and may break historical patterns of allocation. It also increases equity and 

solidarity principles by sharing risks across a larger population.Voluntary health insurance 

may, if it is group-rated, pool risks among the employees of a company or, if it is communi

ty-rated, among the residents of a particular area. Usually, however, voluntary health insur

ance is initially individually risk-rated (and may subsequendy be experience-rated) and 

therefore pooling among subscribers is extremely limited. If user charges are retained by the 

providers who collect them there is little pooling of funds, but revenues from user charges 

may by pooled with other revenues to provide services for a specific population. 

In theory there are two main models of purchasing: integrated models (under which the 

providers are owned and managed by the insurer) and contract models (under which the 

providers are separate from the insurer). Many countries have been moving from integrat

ed command and control models of publicly operated provision towards one or another 

new form of"purchasing," in which public (or quasi-public) third-party payers are kept 

more organizationally separate from health service providers. The rationale for this "pur

chaser-provider split" model (Figueras et al. 2001) has been: 

• to improve services by linking plans and priorities to resource allocation, 

such as to shift resources to more cost-effective interventions and across 

care boundaries, for example from inpatient to outpatient care (purchasing, 

in this sense, can be regarded as an alternative way to do some of the things 

that have been traditionally pursued via planning); 

• to better meet population health needs and consumer expectations by 

building them into purchasing decisions; 

• to improve the performance of providers by giving purchasers policy levers, 

such as con tracting or financial incentives or monitoring tools, that can be 

used to increase provider responsiveness and efficiency; 

• to facilitate decentralization of management and the devolution of 

decision-making by allowing providers to focus on the efficient production 

of services as determined by the purchaser; and 
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• to introduce competition or contestability among providers and thereby 

use market mechanisms to increase efficiency. 

In several European countries, the shift to contracting has been accompanied by a shift 

away from historical or norm-based budgeting to activity- or performance-related pay. The 

new forms of provider payment are intended to increase productivity and efficiency and 

ensure the high quality of services provided. However, they rely on good information sys

tems and may be costlier to administer. 

In the following sections we review the experience of financing health care in CEE and 

NIS over the past ten years, describing what has happened and offering some analysis of 

the implementation process. 

Collection of Funds 

Prior to the transition to market economies, revenue for health care was generated mainly 

from state-owned enterprises. Private sources were negligible except for informal pay

ments to providers. As in tax-financed systems, health competed with other areas of public 

spending, and expenditure on health was the outcome of political negotiations and reflect

ed priorities (these tended not to favour health, which was seen as an "unproductive" sec

tor) . During transition two new sources of funding emerged: social health insurance con

tributions and out-of-pocket payments (both official user charges and informal payments) 

(Preker et al. 2002). There were a number of reasons why many of the CEE and NIS 

countries shifted to social health insurance: 

• 

• 

• 

• 

to break the monopoly of government over the ownership and financing of 

health services; 
to increase the responsibility of individuals for their own health and the fi

nancing ofhealth care; 
to improve efficiency by making health care providers more accountable 

for the use of resources (Chinitz et al. 1998); and 

to give responsibility for health care to organizations independent of gov

ernment (this was mainly the result of ideological concerns about the role 

of the state). 
Despite the switch to social insurance contributions, general tax revenues continued to 

play a significant role in health care funding in many countries.Voluntary health insurance 

was intended to develop as a supplementary source of revenue. However, the market in 

private health insurance remains small in most countries and does not contribute signifi

cantly to health care expenditure. Private funding, in the form of informal payments for 

health services within the public health care sector, is much more significant. However, the 

level and scope of these payments varies significantly between countries (Lewis 2002). 
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Defining contributions 
Total expenditure on health in the region in 1997 ranged from as low as 3.3% of GDP in 

Albania to 11.3% in the Republic of Moldova. Per capita spending was highest in the 

Czech Republic, Slovakia and Slovenia and lowest inAlbania,Azerbaijan, Georgia and 

Romania (all less than 100 US $PPP) (Preker et al. 2002). Fig. 2 shows the relative impor

tance of taxation and social health insurance in the countries of CEE and NIS towards the 

end of the 1990s. 2 The distance from the diagonal represents the share of private funding. 

In the region, there were seven countries that funded health care predominantly from tax

ation: Albania, Kazakhstan, Latvia, Poland, the Republic of Moldova, Romania and the 

Russian Federation. Six countries relied predominantly on social insurance contributions: 

Croatia, the Czech Republic, Estonia, Hungary, Slovakia and Slovenia. In Armenia, 

Azerbaijan, Georgia and Tajikistan forms of pre-payment almost totally collapsed and 

health care was predominantly funded by out-of-pocket payments. In Kyrgyzstan and the 

Republic of Moldova, out-of-pocket payments accounted for more than 40% of total 

expenditure on health. 

Fig. 2. Perce11tage of total expetrditure 011 health from taxation, sodal health imura11ce a11d other 

sources (i11cludes volu11tary health ittsuratrce and out-of-pocket payments) in selected CEE and NIS 
countries, 1997 or latest available year 

Key: RO: Romania 
Al: Albania RU: Russian Federation 

1 0(1,.,-------------------l AZ: Azerbaijan SK: Slovakia 

~ 
:::::1 

:t::: 
"0 
c 80 
Q) 
c..Q) 
><u 
IDe 

£ ~ 60 
-ro:::::~ 
Q)OO 
..c£ 
-..c 
.s~ 40 oro -m 
'Q..c 
mro 
or- 20 rou _o 
ern 
~ E A...E 
Q) 0 V:i a. .::: 0 +-----< 

0 

<)Ru 

20 40 60 

CR: Croatia Sl: Slovenia 
CZ: Czech Republic 
ES: Estonia Note: The distance from 
GE: Georgia the dia_gonal/ine repre· 
HU: Hungary sents the proportion of 
KA: Kazakhstan total expenditure from 
KY: Kyrgyzstan private sources (out·of· 
LA: latvia pocket expenditure and 
MO: Republic of Moldova voluntary health 
PO: Poland insurance). 

80 100 

Percentage of total health expenditure from taxation 
Source: Preker et al. 2002. 

'These data are likely to have changed. For example, since 1998 Poland has had a 7.5% social health insurance contribution. 
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Table 3. Cotrtribtttiotr rates, employer-employee share atrd itrcome ceilitrg 
itr selected CEE atrd NIS cormtries 

Country Contribution rate for Employer-employee 

salaried workers share 
' -

Croatia 18% 100:0 

Czech Republic 13.5% 66:33 

Estonia 13% 100:0 

Geor~ia '+% 75:25 

Hungary 1'+% 79:21 

Kazakhstan 3% 100:0 

Kyrgyzstan 2% 100:0 

Romania 1'+% 50:50 

Russian Federation 3.6% 100:0 

Slovakia 13.7% 73:27 

Slovenia 13.25% 50:50 

Source: Preker et al. 2002. 

With the shift to social health insurance in many CEE and NIS countries, the burden of 

contributions has largely fallen on labour costs. The size of the contributions and the re

spective shares between employers and employees in different countries are shown in Table 3. 

Informal payments made by patients and families to supplement formal coverage are com

mon. The estimated frequency of informal payments in the region is typically high (Lewis 

et al. 2000). The percentage of patients reporting that they had been required to make 

some payment for a service was 60% in Slovakia, 66% in Tajikistan, 70% in the Republic of 

Moldova, 74% (of hospital patients) in the Russian Federation, 75% in Kyrgyzstan, 78% (of 

inpatients) in Poland, 78% in Azerbaijan and 91% in Armenia. Such payments are not high 

in the Czech Republic, however, where doctors' salaries have increased more than the av

erage rise in wage levels. The level of payments is highest for inpatient care, with drugs and 

outpatient care subject to lower levels. In relation to household income, out-of-pocket 

payments for health care can account for as much as 21% of monthly income in Georgia, 

9.1% in Albania and 4.1% in Romania. Further survey data are needed to establish more 

accurately the level and extent of informal payments. 

Less well understood or documented are the reasons for the existence and persistence of 

informal payments. Informal payments take a number of forms and may exist for a number 

of reasons. They range from the ex post gift to the ex ante cash payment. These payments 

or gifts may be part of the culture or may be due to the lack of a cash economy, the lack 

of finances to pay health care workers, the lack of drugs and basic equipment to treat pa

tients, or weak governance. At their worst they may be a form of corruption, undermining 

official payment systems and reducing access to health services (Ensor & Duran-Moreno 

2002; Ensor & Langenbrunner 2002). 

Voluntary insurance was conceived in many countries as a complement to social health in-
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surance, covering those services excluded from the benefits of the social health insurance 

scheme. In practice the boundaries between public and private insurance were not de

fined, partly because of the failure of many countries to define a basic benefits package (as 

described in the next session). There was some demand for private insurance to duplicate 

or supplement social health insurance cover, owing to the inadequacy of access. In most 

countries the experience with private insurance has been problematic. In Kazakhstan in 

the mid-1990s, several companies selling private health insurance went out of business ow

ing to lack of regulation or oversight of their solvency. In Uzbekistan, government joint 

stock companies now sell private health insurance and in the Russian Federation, where 

there are numerous companies, there appears to be little regulation of their operation. 

Other countries, such as Slovenia, have taken a more cautious approach, limiting the sale of 

voluntary insurance to the insurance funds (responsible for social insurance). Unfortunate

ly, these are often supplementary policies that include cover for co-payments under public 

insurance, thus nullifying their effect, at least for those who can afford supplementary cov

er. Following accession to the European Union, the market for voluntary insurance in 

these countries will have to open up to competition from private insurance companies and 

will be subject to limited regulation. If private health insurance markets are to operate ef

fectively, clear boundaries need to be set between the public and private sectors in terms 

of benefits and beneficiaries, and there needs to be proper regulation of their activities to 

protect consumers. 

Problems with social health insurance 
In practice, health care contributions in most countries are a mix of taxation, social insur

ance, voluntary insurance and out-of-pocket payments, partly because of the failure of so

cial insurance to generate a significant proportion of health care expenditure. There are a 

number of reasons for this. 

• Weak macroeconomic context. Fig. 3 and 4 show per capita GDP for 
selected countries from the region and the change in GDP over the period 

1990-1997, respectively. They provide the macroeconomic context in the 
region during the 1990s. The countries have been clustered into three 
groups -A, B and C. There is a high correlation between those countries 
with low per capita GDP and negative economic growth (Group C) and a 

high reliance on out-of-pocket expenditure. Except Poland, all countries in 

Group B have experienced negative growth. These countries are those that, 

despite introducing social health insurance, continue to rely on general taxa

tion as the main source of funding for health care. Finally the countries that 

have been more successful in making the transition to social health insur
ance contributions (accounting for more than 60% of total e)I.'Penditure on 

health) are also those with the highest levels of per capita GDP (Group A) . 

• Labour market features. High levels of unemployment mean that the 

proportion of the population in formal employment is low, thus creating a 
very narrow revenue base from which to draw contributions. The numbers 
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of people in formal employment are low and therefore few employers are 
required to contribute. Many of those in formal employment are public 
employees, thus the employer share has to be made by government out of 
tax revenues. In addition, there are large numbers of self-employed and a 
large agricultural labour force, for whom contribution rates are lower and 
only levied when a profit is declared (which is not usual) 

• Low compliance. Compliance has been extremely difficult, owing in part 
to some of the features of the labour market mentioned above. The large 
informal economy that developed following transition has meant wide
spread evasion of contributions (and taxes). Corruption in the economy as 
a whole, and the health care system in particular, may affect the popula
tion's ability to pay and may undermine people's acceptance of social insur
ance if they have to make additional informal payments. Low levels of 
compliance are further exacerbated ecause there is often no link between 
contributions and benefits. Many countries retained the constitutional right 
to health care for all, which was the historical legacy of the socialist era. 
Thus from the outset, entitlement to health care benefits under social in
surance has been universal and unrelated to contribution status. This con
trasts with social health insurance in western Europe during the 20th cen
tury, which gradually expanded to different population groups as economic 
development progressed. It is only very recently that Belgium and France 
have eA.-tended the right to health care benefits to all legal residents. Thus in 
eastern Europe there are reduced incentives to contribute concurrent with 
large expenditures for the funds. 

• Lack of transfers to health insurance. Contributions to the health in
surance funds on behalf of the non-working population should, in most 
countries, have been made through transfers from other social insurance 
funds, such as unemployment and pension funds, or from government rev
enues. Owing to chronic deficits across the social security system, however, 
these transfers were in many cases not made and substantial arrears built up. 
Health insurance funds were often obliged to provide health services to the 
whole population, despite the lack of contributory income. The result was 
large financial deficits in the health insurance funds. 

The sustainability ofhealth care systems in the region depends largely on the ability to 
generate sufficient revenue. This is a key challenge, given the number of conteA."tual and 
structural problems in the region. Nevertheless, to match funding to benefits and benefici
aries, policy-makers must also take decisions about who and what to cover. 

Defining beneficiaries and benefits 
In theory, entitlements to health care benefits have remained universal (100% of the popu
lation) in most countries. Anecdotal reports from Kazakhstan and Poland, however, indi
cate that those who do not pay insurance contributions directly (and there are significant 
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Fig. 3. GDP per capita in 
selected CEE atld NIS countries, 1997 
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numbers in the region, such as the self-employed, those in small informal businesses, farm

ers, the unemployed, students and pensioners) are treated as "uninsured." This demands ei

ther that contributions are subsidized by other public revenues or that people are asked for 

out-of-pocket payments at the point of service (Chawla 2000; Langenbrunner et al. 1994). 

Ethnic minorities make up an important part of the population, whether these be Roma 

(Gypsies) in some southern and eastern European countries or ethnic minorities in Balkan 

countries. Coverage and disparities in equity of access have become a bigger issue in some 

cases over the last few years (Paci 2002). 

A few countries have actually rolled back universal coverage to focus on the poor and 

clinically vulnerable. In Armenia, for example, certain secondary services are available only 

to the poor. 
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Historically, most CEE and NIS countries provided comprehensive coverage in theory. In 

practice services were rationed. Countries in both western Europe and CEE and NIS are 

attempting to cope with funding the many and expensive medical and health services. 

Defining a package ofbenefits (i.e. limiting what is covered) has been seen as one option 

to cope with the discrepancy between available (public) resources and existing (perceived) 

demands. 

Many countries in the region have attempted to define a more concise or "basic" benefits 

package, to be financed from the national budget and/ or via national health insurance. For 

a while, Georgia developed and implemented a basic benefits package that covered mostly 

primary care and some secondary care. Armenia has developed a similar package of outpa

tient services, with secondary care only for the poor. Kyrgyzstan has developed an innova

tive package that has shifted drug benefits for outpatients to the supplementary benefits 

provided only to those who are "insured" through contribution to the social fund (Kutzin 

et al. in press) . 

In other cases, however, changes in benefits packages were made in a very incremental way 

or not at all. In most instances, attempts to develop a systematic "basic package" failed. 

Why did so many countries in the region initiate the process, yet not succeed? Should the 

lack of success also mean that countries should stop attempts altogether, or are there other, 

better ways of addressing this issue? 

Many factors/issues made it very difficult to determine a package and implement it. Some 

of the challenges have been technical, others more political. For example, exhaustive infor

mation about the cost-effectiveness of interventions in a particular setting is not available 

and would be extremely costly to obtain. Where entitlements are defined, they tend to fo

cus on individualized curative interventions rather on the wider population interventions 

and public health initiatives (McKee in press). On the other hand, citizens and politicians 

see comprehensive and free health care as a right, and are not ready to accept cuts in bene

fits. Providers, who depend on the income, similarly oppose it (Bultman 2002) . 

Those who are entitled to benefits because they contribute may be identical to those cov

ered by the pooled funds. However, the pool may cover a larger population than just those 

who directly contribute. For example, the social health insurance funds are expected to 

cover the whole population, including the non-working and therefore non-contributing 

population, through transfers from tax revenues and transfers from other social insurance 

funds (e.g. employment and pension funds). 

Where there is no explicit entitlement to certain benefits, but the system is in theory com

prehensive, purchasers (such as regional authorities or insurance funds) tend to make deci

sions about what to buy, thus undermining equity of access. Where a basic package of ben

efits is defined, purchasers may have the freedom to offer supplementary benefits, though 

this is rare in the CEE and NIS region. 

12/ DRAFT Dixon, Langenbrunner, and Mosslalos 



DRAFT Dixon, Langenbrunner, and Mossialos I July 2002 

Pooling of funds 

The second important function of health care financing is to pool the resources collected 

from various sources and to allocate these to purchasers. The two important aspects are the 

pooling mechanisms and the resource allocation methods. 

Pooling mechanisms 
A well designed pooling function can be judged by the extent to which multiple revenue 

streams are integrated or fragmented and the size of the population across which pooling 

occurs. In smaller countries predominantly funded by social insurance, such as Croatia, 

Hungary, Slovenia and others, revenue streams are less fragmented (Preker et al. 2002). 

Problems still persist owing to the lack of pooling of resources for operational expendi

tures (from social insurance contributions) with capital investment (usually from other 

sources such as central and local taxation). Some additional funding is also allocated direct

ly from general government revenues to teaching hospitals, thus distorting the pooling. 

Decentralization in many countries has included the devolution of revenue collection to 

regional government or to regional funds (e.g. Bosnia and Herzegovina, Poland, Roma

nia). To ensure adequate pooling between regions, resource allocation methods were de

signed that aimed to ensure some redistribution according to the health needs of the pop

ulation covered. However, regional governments, such as those in the Russian Federation, 

have been reluctant to surrender revenues that they have collected to central government 

for redistribution to other regions. Similar political tensions exist in Italy, where a similar 

redistribution mechanism has been introduced (Taroni 2000). With the transition to social 

health insurance and the creation of multiple insurance funds, pooling of funds has be

come more fragmented. Similar methods of resource allocation (or reallocation) can be 

employed to ensure pooling across multiple insurance funds, even where these are not re

gionally defined. However, these risk-adjustment mechanisms, as implemented in Ger

many, Israel, the Netherlands and Switzerland, require significant information about indi

vidual members of funds. Where allocations have been crudely weighted according to age 

and sex, there has been increased scope for opportunistic behaviour by funds - namely to 

select good risks. More sophisticated formulae will generate significant costs and require a 

certain technical capacity to implement. 

Resource allocation 
In many CEE and NIS countries the main purchasers of services are insurance funds. In 

some countries, however, regional authorities are also responsible for purchasing. In some 

cases funds are collected and retained by the purchaser, in which case there is no allocation 

mechanism. Where there is pooling, either through a central fund or central government, 

resource allocation mechanisms are used to allocate resources to purchasers. 

Several countries - Kyrgyzstan, Lithuania, Poland, the Republic of Moldova, the Russian 
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Federation and Tajikistan - have developed new geographical allocation formulae based 

on per capita or "demand-side" principles rather than the older "supply-side" Semashko

driven norms. One premise in this approach is that it results in reallocation of resources 

according to population needs, as well as consumer preferences and priorities. In process 

terms, this involves access to certain technical skills (e.g. public health skills to assess health 

needs and evaluate outcomes, and access to evidence on the cost and effectiveness of inter

ventions). Often the information and technical e:A'Pertise required is scarce or nonexistent. 

Estonia is relatively unusual in having public health involvement in the purchasing and su

pervision of health services. Mechanisms for needs assessment are conspicuously absent 

from most countries in the region (Figueras et al. 2001). 

Purchasin~ of Services 

The inherited model in most CEE and NIS countries was characterized by an emphasis 

on supply-side input norms and planning. This was perceived as overly rigid, with struc

tural incentives that encouraged overly expensive specialized care compared with more 

cost-effective primary and outpatient care. Countries in transition found themselves with 

too many staff, beds and facilities. There was a related perception of underpayment to indi

vidual physicians and nurses, regardless of specialty (Ensor 1993; Sheirnan 1993). 

As early as 1987, the CEE and NIS countries began testing new organizational and financ

ing models to improve efficiency and assure better funds flows. The "New Economic 

Mechanism" (NEM) , for example, picked a number of geographical demonstration areas, 

re-organized the polyclinics into family practice groups and initiated fundholding arrange

ments. The objective was to shift the locus of care to less expensive outpatient and primary 

services. There were early successes, but also unintended consequences, as in St Petersburg 

where patients who needed hospital care were never admitted owing to underdeveloped 

quality assurance mechanisms (Sheiman 1993; Langenbrunner et al. 1994; Schieber 1993). 

Contracting mechanisms 3 

Concurrent with the shift to social health insurance in CEE and NIS, contracts are in

creasingly used as a new model of relationships between purchasers and providers. Cur

rently, there is no comprehensive account of contracting or existing evidence on its impact 

in Europe (Duran et al. in press). CEE and NIS countries have tended to use "soft" agree

ments rather than selective provider contracts that contain full accountability. Nevertheless, 

many countries continue to push for contracting that is more performance-based, as in 

Romania with primary care physicians (see, for example,Vladescu & Radulescu 2001). 

One disappointment to date has been the lack of selective contracting from among both 

public and private sector providers, especially in the case of NIS countries. The Russian 

Federation, for example, enacted legislation in 1993 but its insurance purchasers have never 

3 This section draws on some of the discussions found in Duran et al. (in press). 
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contracted with nongovernmental providers. In other instances, low payment rates have 

discouraged providers from seeking contracts, as in Poland. Whether purchaser- or 

provider-driven, this has prevented competition or contestability among providers and 

thereby not fully utilized possible market mechanisms to increase efficiency. 

Contracting for services in CEE and NIS countries has been challenging for a number of 

reasons. 

• Inadequacy and low predictability of funding. Since contracts express 

the clear-cut commitment of a purchaser to reimburse the cost of provided 

services (contracts in many CEE and NIS countries are regulated by the 

Civil Code and therefore legally binding), attempts to start contracting re

quire a realistic evaluation of available funding. Experience in Kazakhstan, 
Kyrgyzstan, the Russian Federation and the Caucuses suggests that, with 
public funding at 2-4% of GDP, contracting may not be fully viable. Insurers 

simply cannot pay all providers' bills. Debts increase, payment rates must be 

adjusted downwards, and providers lose interest in contractual provisions. 
Low operational autonomy of providers. To act as contracting parties, 

providers must have flexibility to respond to purchasers' demands and, in 
particular, be able to increase or decrease capacity, acquire and dispose of 

excessive capacity, borrow money within limits, and take financial responsi

bility for performance. The trend has been to provide facilities with greater 

rights and responsibilities (Preker & Harding 2001). The Baltic countries 
have restructured state-owned polyclinics into freestanding practices and 
independent contractors. In Bulgaria, the Czech Republic, Estonia, Kaza
khstan, Latvia and Lithuania, state-owned hospitals have gained the status 

of public non-profit organizations, with new contracting rights and 
responsibilities. 

• Lack of timely information and routine information systems. In 

both eastern and western Europe, contracting is limited by insufficient in

formation. The minimum information requirements for effective contract

ing cover patient flow data, cost and utilization infomation across specialties 

or diagnostic groups, and demographic and risk groups. Large investments 

are often required for information systems, including the capacity to 
process contracts and monitor outcomes. 

• Technical capacity and management skills. Contracting requires par

ticular skills (e.g. identifying cost-effective medical interventions, negotiat

ing and monitoring providers' performance, communication strategy, etc.) 

that are not needed under direct public service provision. The correspon

ding capacity-building exercise has been patchy and discontinuous. Other 

than some examples in eastern Europe such as Budapest and Krakow, there 

are few health system management schools in CEE and NIS. 
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Provider payment 
With the former Semashk:o model, the line-item budgeting system was used in all coun
tries. Line-item budgeting meant that allocation primarily reflected historical budgets plus 
some inflation factor; that there was limited or no reallocation across categories or from 
year to year; and that, under difficult economic constraints, salaries, food and medicines 
took priority. 

Health insurance funds and even Ministries of Health now more typically use "perform
ance-based" systems to pay for services. For primary care services, capitation is used more 
often than not, as seen in Fig. 6. The countries utilizing some variant of this approach in
clude the Baltic countries, Armenia, Croatia, Georgia, Hungary, Kyrgyzstan, Poland, Slova
kia, Slovenia and Uzbekistan. Payment can go to the physician directly or to the primary 
care facility. Some of these models offer the traditional mix of services (e.g. minor surgery) 
or "carve out" priority services such as immunizations, either using fee-for-service for 
these (Estonia, Romania) or paying a bonus for rural placement (Georgia, Estonia, Lithua
nia). This fee-for-service and bonus add-on to the capitation model is important, as some 
capitation models (e.g. Kazakhstan) have been shown to reduce the utilization of preven
tive services (Langenbrunner et al. 1994). 

Many countries are also developing new hospital payment systems that pay for a defined 
unit of hospital output. The most popular approaches in the early years of transition were 
systems based on per-diem and per-case payment. These were most often developed both 
because they required few data or little capacity to design and implement, but also because 
they were seen as methods to promote greater productivity by providers and generate in
creased revenues. Individual countries started at different levels of expertise and interest, 
and have progressed differently. Most have combined different levels of per-diem and sim
ple case-mix measures, and typically include only recurrent costs rather than capital costs 
or depreciation. Nevertheless, these steps serve as a developmental framework for examin-

Fig. 6. PercetJtages of countries itr CEE and NIS with traditional line-item budgets at1d capitatiot~l 
fee-for-service combitratiotls in payit~gfor primary care 

N=32 

47% 

53% 

I D Traditional Une Item • Capitation/Fee-for-Service Combination 

Source: European Observatory on Health Care Systems, 1998-2002 
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Table 4. Features across cotmtries of per-diem payment systems for hospital services 

Country/desiSn Case-mix Hospital 

features adjuster adjuster 

Croatia X 

Slovakia X 

Slovenia X (hi~h cost cases) 

Latvia N/A 
Estonia X 

1 This is a budget cap set on all hospital services, not just at the level of the facility. 

Source: Langenbrunner & Wiley 2002. 

Overall Other features 
expenditure 
cap1 

X (1999) Point system for providers 

X 

X Fee-for-service for some 

procedures 

Table 5. Featttres across cottntries of per case payment systems for hospital services 

Country/ Payment Payment rate Facility Outlier Overall 

desiSn features catesories basis adjusters payment spendinS cap 
feature1 

Geor~ia 30 Historic bud~et and 

throu~hput norms 

Hun~ary 758 Historic costs X X X 

Kazakhstan 55 Historic bud~ets X 

Kyr~yzstan 15'-t Historic bud~ets X X 

Lithuania 50 Historic bed-days X 

Poland 9-29 Estimated payroll 

tax revenues 

Russian From 50 Varies X 
Federation toSS 000 

'Additional payments made for statistical outliers (typically 2 standard deviations from the mean), based either on 
length of stay or on cost per case. In most countries these outliers constitute about 5% of all cases. 

Source: Langenbrunner & Wiley 2002. 

ing these countries in terms of alternative hospital payment models. A summary of per

diem and per-case systems is provided in Tables 4 and 5. 

Providers have responded to these incentives. These per-diem and case-mix systems have 

driven up the volume of cases admitted and put fiscal pressures on the purchasing organi

zation (e.g. Croatia, Czech Republic, Hungary, Russian Federation). Decreasing numbers 

of beds and lower average lengths of stay were offSet by increasing admissions- a trend 

that started in the mid-1990s in CEE, and the late 1990s in NIS when these began utiliz

ing new payment methods. Most purchasers have had little capacity or experience of qual

ity assurance or administrative mechanisms to stem the rapid increases in volume driven by 

the underlying incentives (Healy & McKee 2002). 
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A number of CEE and NIS countries are now shifting policy objectives, from revenue en
hancement and increasing provider income to goals more related to cost containment and 
efficiency. With this shift, hospital global budgets and capitation are emerging as the "next 
generation" of payment incentives beyond per-diem and per-case systems. Global budgets 
are being developed in seven of the countries for which information is available, and al
ready exist in five others (Table 6), with capitation pilot schemes in a number of countries 
such as Hungary, Poland and the Russian Federation (Langenbrunner &Wiley 2002). 
Some countries (Croatia, Hungary) face fiscal pressures such that they cannot wait for so
phisticated risk-adjusted payment cap systems; instead sub-sectors (primary care, outpatient 
care, hospital care) are being capped at a national level as a first step to stopping the cur
rent haemorrhaging of expenditure. 

A summary of countries and hospital payment systems is provided in Table 6. 

While the number and types of new payment systems in the region show a clear change 
from the previous decade, results have been mixed to date. This is due to a number of the 
issues discussed above, as well as other specific issues that await future policy leadership. 
The latter include the following. 

• Fragmented public sector pooling and purchasing. The scope for 
payment incentives to change behaviour is limited by the disintegration of 
health finance pooling. Newly emerging insurance systems have often co
existed with the old financing mechanisms through direct (non-contractu
al) allocation of government resources to providers. In many CEE and NIS 
countries, too many actors are allocating funds (insurance, central and local 
treasuries and health authorities, and sometimes commercial insurers), each 
trying to control its portion of the money. 

There are nevertheless successes. In the Baltic countries, the Czech Repub
lic, Hungary, Kyrgyzstan, Slovakia and Slovenia, insurers control most 
(>70%) of public funds. Purchasing is increasingly integrated, thus facilitat
ing financial planning and planning of medical services delivery (both 
strategic and operational), with the focus on increased efficiency and pre
dictability of flows of funds. The most recent positive example is Kyrgyzs
tan, which has started the shift to a single-purchaser model by integrating 
general budget revenue and mandatory health insurance contributions 
(Kutzin et al. in press). But in other countries, such as the Russian Federa
tion, numerous health pools exist. 

As discussed above, increasing out-of-pocket payments in many CEE and 
NIS countries further undermine pooling through public channels. Out
of-pocket payments can further influence treatment choice, as patients tend 
to make larger payments for riskier interventions such as surgery (Lewis 
2000; Orosz & Hollo 1999). 
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Table 6. Hospital paymettt systems itr NIS atrd CEE coutrtries 

Country Line item Per diem Per case Global budget 

Albania X 

Armenia X Developing 

Azerbaijan X 

Bosnia and Herzegovina Developing 

Bulgaria X Developing 

Croatia X Developing 

Czech Republic X X 

Estonia X Developing 

Georgia X 

Hungary X 

Kazakhstan X X 

Kyrgyzstan X X 

latvia X 

lithuania X Developing 

Poland X 

Romania X X 

Republic of Moldova X X 

Russian Federation X 

Slovakia X X ? 

Slovenia X ? 

Tajikistan X 

The former Yugoslav 

Republic of Macedonia X Developing 

Turkmenistan X X Developing 

Turkey X 

Ukraine X Developing 

Uzbekistan X 

Source: Langenbrunner et al. in press. 

• Poor complementarity of design. Payment reforms across settings of
ten do not complement one another, thus damaging efficiency of alloca
tions. In Croatia, primary care capitation for physicians was "matched" with 

fee-for-service payments at the specialist referral and inpatient settings. That 

meant that both primary care physicians and specialists had the incentive to 

refer up the delivery structure, instead of managing more patients at the 
primary care level. As a result, the share of inpatient spending (Fig. 7) and 

hospital admissions increased in Croatia between 1993 and 1997, even as 
the World Bank loan of nearly US $50 million was targeted to primary care 

reform. 
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Fig. 7. Croatia: ittcreasing hospital admissiotts durittg the years of primary care riform 

• Per 1,000 

Source: Staines 1999. 

1992 1993 1994 1995 1996 1997 

Similarly, closed sub-budgets (for primary care, specialist outpatient care 
and inpatient care) now being applied are important tools for cost
containment, but will these generate adverse incentives for purchasers? Are 
patients being "dumped" from other sub-sectors? Are there adequate risk
sharing mechanisms and, if not, will this cap only result in a complete shift 
of all risk on to the providers, which is both inequitable and inefficient? 

• Institutional impediments. New pilot schemes and payment pro
grammes are often blocked by legal or administrative impediments, such as 
civil service reform. There are, moreover, significant vested interests con
cerned with preserving the current system, particularly in those areas that 
could lose from change. 

• Deficits. In CEE in the early 1990s, public providers became indebted to 
their suppliers, and often appealed to the government for subsidies or 
bailouts. In many of the former Soviet republics, debt has been almost con
stant, such that much spending occurs not on a cash basis but through a 
process of mutual debt settlement. A facility wishing to use part of its budg
et for, say, building maintenance, must first find a contractor with an out
standing debt with the local administration or insurance fund (depending 
on the source of funding). This debt is then cancelled or reduced in return 
for repairs to the building to an agreed value. If a debtor cannot be found 
for the service or commodity required, a facility may be tempted to obtain 
some other commodity, just to ensure that the budget is spent. This mutual 
debt-settlement system helps to ensure that services can be provided even 
in cashless circumstances, but does lead to sub-optimal allocation decisions 
and is administratively costly to operate (Ensor & Langenbrunner 2002). 

• Monitoring and quality. Each payment system design brings with it unintend
ed consequences and opportunities for changing levels of quality of care, both 
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better and worse. The monitoring capabilities of the purchaser are, however, too 
often underdeveloped. Future directions for purchasers in the region should in

clude providing support to ensure that quality is safeguarded and optimized. 

Policy discussion 

During the 1990s, CEE and NIS countries undertook sweeping and ambitious reforms to 

health care financing systems. As key measures, the reforms aimed at: 

• switching to social insurance complemented by voluntary insurance, with 
the concomitant need to define both benefits and beneficiaries; 

• decentralization to regional purchasers or insurance funds, with national 
pooling through the use of needs-based resource allocation such as risk-ad

justed capitation; and 
• the introduction of performance-related purchasing, such as contracting 

and new remuneration methods for providers. 

Health insurance was expected to eliminate the subordinate role of the socialist health care 

system and ensure stable, growing resources. Moreover, the autonomy of health insurance 

funds and performance-related provider payments was expected to make health insurance 

funds efficient purchasers ofhealth care services.Allowing them to identify and reward 

high-performance providers was expected to improve the efficiency and quality of the 

health care services, including improved responsiveness to patients. 

In practice, however, revenues generated by social health insurance were limited and gov

ernments were often forced to continue funding health care through general tax revenues. 

Voluntary health insurance developed slowly or failed. The costs of health care in many 

countries were shifted on to the individual in the form of formal and informal user 

charges. Mechanisms for pooling resources were inadequate, and in many cases fragmented 

pools developed with different insurance funds and different regions, and in some cases be

tween taxes and social insurance contributions (with the former controlled by the min

istries of health and the latter by the newly created health insurance funds) . Purchasers 

were unable to utilize contracting to elicit efficiency gains or to use incentives to increase 

the responsiveness of providers. 

The expectations of reform have yet to be fulfilled, partly owing to: 

• the weak macroeconomic context; 
• low levels of employment and formal sector activity; 
• low compliance and high levels of corruption; 
• the lack of transfers to health insurance from taxation or from other social 

security funds; the failure to define a core benefits package; 
• the maintenance of universal entitlement without sufficient funding; 
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• decentralization and fragmentation of pooling; 
• the inadequacy of information, technical capacity and political will to es-

tablish needs based resource allocation mechanisms; 
• the inadequacy and low predictability of funding; 
• the low operational autonomy of providers; 
• the lack of information and of technical and management skills for con-

tracting; 
• fragmented public sector pooling and purchasing; 
• poor complementarity of design of provider payment methods; 
• institutional impediments; and 
• financial deficits. 

Overall, the reform measures failed to produce the necessary conditions, such as adequate 
incentives, information and organizational frameworks, that would make the key actors of 
the health care system accountable for their decisions. 

Tackling these issues will not be simple. There are no straightforward alternative policy so
lutions, nor a linear process for establishing the necessary conditions. 

Economic recovery and capacity-building in the region will go some way towards increas
ing the revenue collected through payroll taxes. In higher-income countries with higher 
levels of formal employment (Croatia, the Czech Republic, Estonia, Hungary, Slovakia and 
Slovenia) social insurance appears to have been an effective way of mobilizing resources 
for the health sector. Lower-income countries in the region such as Albania, Kazakhstan 
and Romania, with little formal employment, found that insurance contributions were not 
viable. Further efforts to ensure compliance are necessary. However, the delegation of re
sponsibility for revenue collection to quasi-state agencies or independent insurance funds 
has created significant challenges for the state in this respect. Lack of compliance in the 
health sector is likely to be solved only if corruption in the wider economy is reduced. 

Another option is to further diversify funding sources, for example through subsidies from 
other forms of taxation or by pooling out-of-pocket payments. Transfers from other public 
sources already do or should occur; these need to be transparent and to ensure that funds 
are not penalized (e.g. by reduced subsidies)4 for increasing their revenue and/or efficiency. 
Where there is a large informal economy, direct taxation (i.e. taxes levied on income or 
profits) is likely to face problems of compliance similar to those encountered by social 
health insurance. However, it places less of a direct burden on labour costs and may there
fore have less negative consequences for the development of the economy. Indirect taxes 
(i.e. those levied on goods and services) are more visible and may be less easily evaded, but 
they are more regressive. 

Experience from low- and middle-income countries outside Europe with, for example, 

'There is some evidence to suggest that those countries that shifted to social health insurance were better able to maintain levels of 
spending on health care (Preker eta!. 2002). Anecdotally, however, social health insurance revenues were simply used by the Ministry of 
Finance to substitute for general revenues, and overall funding for the health sector did not increase as a result of the introduction of so
cial health insurance contributions. 
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community health insurance suggests that formalizing out-of-pocket payments and estab

lishing systems of pre-payment (or insurance) will be extremely difficult (Mills & Bennett 

2002). Informal payments are partly a response of the health care system, particularly 

health care providers, to the lack of financial resources and the response of patients to a 

system that is unable to provide adequate access to basic services. Governments should en

sure that the limited resources are targeted more effectively in order to secure access to ba

sic services, for example by shifting resources from secondary and tertiary care to primary 

care. If there are seen to be clear benefits, and patients are not also expected to pay infor

mally, willingness to contribute to a formal system of pre-payment should be higher. 

The commitment to fund both universal coverage and comprehensive benefits is unrealis

tic and unsustainable in some countries in the region. Despite political and technical diffi

culties, countries may need to consider defining more limited entitlements to ensure that 

public revenues are targeted on the most cost-effective interventions and the most needy 

populations. As revenues increase, so too will the benefits and the levels of coverage, thus 

providing a motivation to the population and employers to comply. For those countries 

(Azerbaijan, Georgia, Tajikistan) able to spend less than US $15 per person per year on 

health care from the public purse, one important policy option, at least in the short term, 

could be to change the coverage rules to benefit the poorest and most needy. 

Mechanisms for pooling revenues need to be strengthened. Other sources of public e:h.'Pen

diture should be pooled with social health insurance contributions to ensure the most ef

fective use of funding. Where multiple funds or regional governments currently collect 

revenues and are expected to reallocate resources to poorer/high-risk funds or regions, 

revenue collection could be centralized and resources allocated based on a simple risk-ad

justed capitation. This would overcome some of the inefficiencies in having multiple col

lection agents and the difficulties of establishing national pooling through reallocation. 

The technical and administrative capacity of purchasers needs to be strengthened, both 

through the development of information systems, which can deliver both timely and accu

rate data from providers, and through the training of personnel. Government regulation 

and stewardship will also be vital in ensuring that purchasers act in the best interests of the 

population. 

Financing systems are only one among many factors needed to cope effectively with the 

undoubted inefficiency within the health sector, whatever the conte:h.'t. The multifaceted 

problems faced in the region demand a well conceived and long-term health sector re

form strategy, with specific programmes, a clear governance framework, skilled and com

mitted health care management and administration, and support from health care profes

sionals and the public for the aims and goals of the reforms. Unfortunately, none or few of 

these elements have been assembled so far in the region to the extent needed. These are 

but a few of the challenges that lie ahead for the region in the ne:h.'t 10 years, and perhaps 

beyond. 
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Health as citizenship 

Hannah Arendt developed three dimensions of being fully human: family life, work life and 

public life, the vita activa. Within these arenas, what connects us as human beings is trust, 

reciprocity and mutuality, dimensions of what increasingly is being called the social capital 

of societies. Discussing these issues in terms of health presents several difficulties in former 

closed socialist societies that are now open to the free market and to increasing individual

ization. It highlights crucial policy conflicts between what is considered a public and collec

tive good and what is considered a private responsibility. Of course, it is quite inappropriate 

to try to over-generalize trends in countries that are so inherently different in their histori

cal backgrounds and their present social and economic situations (such as the economic dif

ferences between Slovenia and Ukraine).Yet all countries discussed at this conference bear a 

similar legacy of a highly formalized, state-centred system, with forced participation in cer

tain areas of social and public life. Discussing participation in health as an expression of citi

zenship needs to take into account this legacy and the new environment of rapid change, 

social insecurity and extreme inequalities. As many authors have stated, high social capital 

may well be a prerequisite for economic growth - yet high levels of inequality contribute 

to reductions in social capital and civic cohesion. This paper therefore tries to look more 

widely in discussing the interface between civil society and health. 

As a principle, the mobilization of citizens and communities for better health embodies 

both the dimensions of democratization (including joint decision-making and accounta

bility) and of individualization. In the countries of central and eastern Europe, it was (and 

is being) experienced in all its ambivalence and ambiguity as many countries moved from 

a collective to an individualistic understanding of health This is reinforced by moves (and 

strong pressures from major donors) to reshape the health system and shift responsibilities 

from the state to other levels of governance, to the private sector and to individuals and 

families. Any analysis of this process must take into account the political and social 

contexts within which participatory and collaborative strategies for health are proposed. 

For citizens, it includes the ambiguity of gaining a concept of individual human rights or 

patients' rights yet perhaps losing the collective right to health as a public good and, in the 

context of the transition, losing access to services. For health professionals, the changes could 

be seen as a major loss of authority, both towards the general population and towards other 

sectors with whom they were now called on to cooperate. Nothing had prepared them to 

work in this new manner. For politicians, it meant accepting voices outside the formal 

political system, a more open democratic process than that represented by political parties. 

The public health premise: health is everybody's business 

Mobilizing citizens and communities for better health is a central component of what we 

now call the "new public health," and health promotion, intersectoral action and commu

nity participation have been defined as key public health functions. In the work of the 
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World Health Organization (WHO), health promotion has been promulgated since the 

rnid-1980s as a democratic and social participatory health strategy, building on the princi

ples first developed in the Declaration of Alma-Ata in 1978.The Ottawa Charter for 

Health Promotion identifies ''healthy .public policy" and." community action" as two of the 

five key action strategies ofhealth promotion, and a recent publication by WHO on evalu

ating health promotion (Rootman et al., 2001) states:" ... we suggest that the .primary cri

terion for determining whether a particular initiative should be considered to be health 

promoting, ought to be the e:ll..'tent to which it involves the process of enabling or empow

ering individuals and communities." 

To date, any modern health and development strategy pays at least lip service to a broad 

participatory approach, and donor agencies and international organizations have included 

community participation and stakeholder analysis throughout their programmes in the de

veloping world and in central and eastern Europe. Indeed, what started with a focus on 

community participation has been widened to include a wide range of partnerships in or

der to solve problems related in particular to prevention, which reach far beyond the 

health sector and now also include public .- private partnerships. With this approach, 

community participation and intersectoral action moved· closer together, as did prevention 

and treatment such as in the case of HIV I AIDS. 

Even before the changes that started in 1989, the WHO Regional Office for Europe

particularly through its health promotion programmes and initiatives such as Healthy 

Cities - had provided the opportunity for health professionals and local partners and 

politicians to learn about such approaches. The Healthy Cities project in particular became 

a conduit for exchange of experiences between local communities in central and eastern 

Europe and western European democracies, which reached far beyond the health arena. A 

similar stakeholder approach was initiated by the Safe Communities initiative, which ini

tially focused on injury control. WHO's health promoting schools programme was deliber

ately launched first in the countries of central and eastern Europe. It was welcomed by a 

number of governments, particularly because of its potential to teach democracy at a very 

local level, for example through the involvement of parents in decision-making - a quite 

novel concept in many of the countries involved. Other health promotion initiatives in the 

field of heart health, prevention initiatives such as CINDI, tobacco and alcohol control 

strategies, family planning, women's health and later activities in relation to HIV I AIDS 

also stressed the importance of cooperation, advocacy, participation and community in

volvement. WHO's European regional health policy framework, HEALTH21, repeatedly 

makes the point that health cannot be resolved throughthe health sector alone but needs 

to be approached as a joint societal effort: "health is everybody's business." 
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Combining the civil society puzzle with the "health puzzle" 

An analysis by the Carnegie Endowment for International Peace (Ottaway & Carothers 

2000) makes a forceful point about context and attributes many of the failures of civil so

ciety assistance around the world to a lack of understanding of what has been termed the 

"civil society puzzle."Too frequently, well-meaning efforts neglect to take into account: 

• the existing civic traditions within a country; 

• the variety of organizations that have emerged to tackle key issues; and 

• the understanding of the role of citizens and organizations, particularly in 

relation to the state. 

Kevin Quigley (2000), in his analysis of the modest results of assisting civil society in cen

tral and eastern Europe, points to the existence of two very different mind sets: that of the 

eastern Europeans, who believed that the mass movements that had spearheaded the 

change during the 1980s would turn rapidly into a "new society rich in associationallife 

characterized by a more humane politics" and that of the American donors, who attempt

ed to recreate eastern European civil society in the American image. He states bluntly, 

"Eastern Europeans and their donors did not share a definition of democracy." 

An analysis of the role of the citizen and communities in health and health care in central 

and eastern Europe needs to be particularly aware of context. In paraphrasing Quigley's 

point about democracy, it can be stated just as bluntly that eastern Europeans and their 

donors (in particular the American donors and the US-based consultants used by many of 

the international organizations) did not share a basic definition ofhealth and health care . . 

The right to health and health care was part of the constitutional right of citizens in many 

of the countries of central and eastern Europe and a key defining feature of governments' 

"social contract" with their citizens, reaching back to the first constitution of the Soviet 

Union written by V.I. Lenin. For a significant period of time (roughly into the early 1980s) 

universal access to health services and a strong commitment to public health were a source· 

of pride in many of the socialist countries, and constituted a central argument frequently 

put forward in the debate about the respective superiority of the capitalist and socialist sys..;. 

terns of governance. Many a debate about more equity in access in western countries was _. 

wiped from the table with the argument that its proponents were intending to create a 

"socialist system of care," a pattern of response that persists to this day in the United States. 

It is important to keep in mind that the debate about health care was from the very start·a 

central component of the ideology of the cold war, precisely because the approaches in the 

United States and the Soviet Union were so diametrically opposed. Consequently, the 

health sector became a key focus (and in some cases a battleground) , in both ideological 

and economic terms, after the fall of the Berlin Wall. 

From the late 1970s, most of the countries of central and eastern Europe were not only 

losing the arms race but were also less and less able to supply high-quality health care, one 

of the key "public goods" that was providing legitimacy to the regimes in power. (This 
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point is analysed in more detail in other background papers to this conference.) In addi

tion, the declining health status (as first presented by the WHO Regional Office for Eu

rope in the 1980s) indicated that a broader range of factors needed to ·be addressed than 

had"traditionally.been considered within the highly.hierarchical and medicalized health 

care systems of these countries. Increasingly, experiences · from other countries showed that 

these "lifestyle" problems could only be resolved through cooperation with partners out

side the health sector, including the media, and through a cultural acceptance by the public 

at large. But many central and eastern European governments did not want to draw atten

tion to these developments (for example the very high level of alcohol use) , which they 

saw would be interpreted not only as a "health systems" failure but also as a failure of the 

"socialist way oflife." 

Addressing health concerns in relation to "lifestyles" would also require a change in the 

culture of socialist health systems and in the mind-set and behaviour of health profession

als, who were slow to accept that authoritarian, top-down approaches were doomed to 

failure. In addition, any policy or campaign calling on the population to adopt a "healthy 

lifestyle" lacked credibility in the context of deteriorating living conditions and the crum

bling "social contract" between the people and the state. Health targets and the means to 

implement them were worlds apart. The various recurring attempts in Hungary - starting 

in 1987 following Hungarian participation in the WHO Ottawa Conference in 1986 -

to develop a national health promotion programme document these points very clearly. As 

an extreme example, lack of access to alcohol and tobacco could prove dangerous in al

ready highly volatile political situations. This was the case in the Gorbatchev era in the So

viet Union, when social unrest due to a shortage of cigarettes was averted through a spe

cial deal with, and emergency supply by, western tobacco companies. 

From 1989 onwards, the rapid social change and "double transition" towards a democratic 

system of government and a market economy left a deep impact on health and its deter

minants and on the organization of heath care systems. The recent series of interviews 

vvith central and eastern European health ministers published in Eurohealth highlights the 

ongoing conflicts they face in finding a balance between collective and privatized systems 

of health care and in giving appropriate attention to disease prevention and health promo

tion. Suffice it to say at this point that the interest of donors lay more with the privatiza

tion of health care than with its democratization- possibly because the population had 

little interest in giving up the collective rights to health care, while governments were 

pressured by professionals from within and donors from_outside to embark on "reforms" 

that basically implied cut-backs in public services and increased privatization. Indeed, it 

would be worth a detailed .analysis to understand what role this lack of involvement, infor

mation and consideration of people's concerns about .health and ·health care has played in 
bringing political parties that support universal health care back into power throughout 

central and eastern Europe. 

It must also be said that donors (and in the early days even someinternational organiza- · 

tions, including WHO) were not ready to prioritize health promotion issues, which were 
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considered less essential than health care reform or were in conflict with the promotion of 

free markets. This resulted, for example, in a lack of resources to help countries develop 

strong tobacco legislation or to. develop and strengthen HIV I AIDS prevention and advo

cacy. The price for this failure is being paid now. A well known example is the opposition 

of the great civil rights advocate, President Vaclav Havel, to strong tobacco legislation, 

which he sees as running counter to the democratic freedoms gained after 1989. 

Not much information is available on how citizen participation and intersectoral action 

have been systematically fostered in the health sector reforms in central and eastern Eu

rope, or how the existing mind-sets in relation to health and civil society (the respective 

puzzles of tradition, organizational structure and the relationship between citizens and the 

state) have structured the response. Also, we know little about the extent to which partici

patory strategies in the health sector have contributed to the development of civil society. 

This conference provides an excellent opportunity to attempt a first review and analysis, 

and perhaps provide an impetus for more detailed research to follow. 

Positioning of health in the context of civil society development 

As stated above, the mobilization of citizens and communities for better health is part of 

the broader understanding and organization of civil society within a country or group of 

countries and cannot be analysed in a vacuum - it is about how policies are made, how 

priorities are set and how accountability is ensured. This must be underlined, because there 

is a significant difference in perspective if we speak of individuals as clients or consumers 

of health care, or as citizens with a voice and a right, or as citizens seeking their rights, . 

such as people living with AIDS. This is particularly important in the field ofhealth pro

motion, which defines its remit as the process of enabling people (individuals and commu

nities) to increase control over their health and its determinants. Much of this process takes 

place outside of the health care system in (as the Ottawa Charter states) the "conteA.'i: of 

everyday life" where health is created. 

As a consequence, the organization of civil society, the realms of decision-making and the · 

opportunities for social learning are critical for the new public health. It is for this reason· 

that health promotion has, on the one hand, developed organizational approaches that in

crease the commitment to health through healthy public policies and participation in . 
health in the settings of everyday life: schools, workplaces and neighbourhoods; and on the 

other hand has developed and supported grassroots advocacy movements around major 

health concerns, including equity and .human rights. In central and eastern Europe (as 

elsewhere) it has been difficult for all concerned- politicians,. professionals and citizens· 

-to come to terms with a non-medical model of health. 

As in any sphere of intellectual and political endeavour, definitions abound. The following 

definition of civil society can serve as a guide for discussions. 
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Civil society is the critical space between the individual and the state that creates a geographical land
scape for social organization and action. It is also a theoretical cornerstone in local community develop
ment, a mechanism through which to reassert local priorities through local democracy. 

This definition allows an understanding of a dynamic social and political space, which al

lows citizens to collaborate for shared interests. Ideally, such a space is inhabited not only 

by a very broad range of actors and stakeholders .(a plurality of organizations) but also by a 

highly pluralistic set of values, views and approaches (political pluralism). Their organiza

tional format can include formally established, private, non-profit, self-administrative, vol

untary types of organization (Salamon 1993) as well as social movements. 

Central and eastern Europe has a long and rich tradition of civil society organization 

reaching back into the nineteenth century, which was destroyed first by the Nazi takeover 

and then by the communist state monopolies. For example, in the 1930s more than 5000 

·societies were active in Czechoslovakia just in the field of charitable and humanitarian care 

(Fric et al., 1997). Under communist rule, quasi civil society organizations (usually called 

"social organizations" or "mass organizations") were established in fields such as sport, ed

ucation and culture and controlled by the state~ In health, the Red· Cross was allowed to 

continue to work but only in close cooperation with the government-run health services. 

In the 1980s in many of the countries of central and eastern Europe, civil and opposition 

movements, grass root circles, ecological movements and human rights groups started to 

emerge. As the health sector began to erode, self-help groups and voluntary associations, 

for example for disabled children, were established. The Polish sociologist Ewa Les (1993) 

states that prior to 1989 the voluntary sector was one of the principal mechanisms for 

breaking citizens' apathy and promoting solidarity and community. Yet we must remember 

that in countries such as Albania and Romania even these openings did not exist. 

Civil society organizations take on a number of roles, all of which can be of relevance to 

health development, particularly if we look beyond health services to include the determi

nants ofhealth: 

• strengthening democracy 
• promoting socialS and economic development 
• replacing waning social services 
• strengthening social cohesion 
• promoting equitable development 
• promoting the efficient and socially sustainable.functioning of market 

econonnes. 

It is important to highlight this wide variety because the critical analysis developed in the 

Carnegie publication underscores the danger of a too-narrow, anti-historical and precon

ceived definition of citizens' action, focusing on supporting only a certain type of non

governmental organization while neglecting the many other forms of social action and or

ganization. Whereas in the promotion of democracy there was a tendency to focus on 
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policy groups, in the health field there is a tendency to support service-oriented organiza

tions rather than controversial "movement-type" advocacy groups. But particularly with 

deteriorating living conditions and quality of life and increasing inequity, supporting the 

mobilization of citizens and communities for better health would imply addressing deter

minants of health, as many of the environmental groups in central and eastern Europe have 

done. Or, in view of the spread of HIV I AIDS, the support of controversial groups such as 

sex workers, drug users and gay or bisexual men gains increasing importance, as has been 

realized by the Soros Foundation.Also frequently undervalued has been the buffer role of 

civil society in relation to the stresses of everyday life, which points to the need to support 

groups and associations that neither provide direct services nor are involved in policy, but 

that help generate day-to-day social support. 

The e:Al'ansion of civil society organizations was extraordinary in some countries. In 

Poland in 1989, for example, there were about 5000 nationally registered independent or

ganizations. This grew to about 30 000 by 1997, many of which were tiny organizations 

involved in service delivery and funded by small individual contributions. A similar trend is 

true for Hungary, which has about 50 000 civil society organizations, many of them local 

non-profit bodies created in response to the lack health care, education and social services. 

One of the strongest areas for activism was the environment, an area of policy that had 

been severely neglected under communist rule. In her analysis of the civil society sector in 

the countries of central and eastern Europe, the Hungarian sociologist Elizabeth Vari 

(1998) shows that while health is still strongly underrepresented it is rapidly increasing. 

This might be due more to the need to respond at community level to a deterioration of 

services than to an increase in civic engagement for health per se. Her summary indicates 

the following (very divergent) percentages for the health field: 7% in Bulgaria, 3-4 % in 

the Czech Republic, 11% in Hungary and 20% in Poland. 

In general, these data indicate that health is still seen as a responsibility of the state and of 

health professionals, and that explicit health advocacy groups have not yet gained strength 

and prominence. But what health policy in central and eastern Europe increasingly needs 

- given the enormity of the problems of morbidity and mortality - is a broad range of 

civil society coalitions to address major challenges, such as deteriorating living conditions 

and human costs of the transition, unhealthy products, prevention, control and treatment :• 

of HIV I AIDS and premature male mortality, to name but a few. The health crisis is at the 

very core of eastern European societies, and in some cases is threatening both social cohe

sion and economic progress. These will not be resolved through a fiscal or medical solu

tion but need broad societal consensus and energy. Donors - as far as they remain active · 

in central and eastern Europe (many of them have been too quick to move out given Ralf 

Dahrendorf's estimate of time needed for significant change) -should also take note. 

The importance of civil society for health 

In the light of this enormous challenge, the examples presented at this conference in rela-
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tion to mobilizing citizens and communities for better health in central and eastern Eu

rope could be structured around the following questions. 

• What contribution has civil .society made with regard to priority health 

problems? 
• How can the role of civil society in health best be enhanced at different 

levels of governance (national, regional and local)? 

• How can health systems facilitate and enable greater civil society involve

ment? 
• What balance is emerging in different countries in addressing policy, advo

cacy and accountability and service delivery? 

• What role can the international and donor conununities most usefully play 

in this context? 
The acceptance of the role of civil society in health is related both to understanding the 

importance of civil society organizations in general and to the contribution it can make in 

a highly professionalized arena such as health. In central and eastern Europe, a not infre

quent claim by the new political elite is that the establishment of democracy and political 

parties makes grass-root activism and social movements redundant or even illegitimate. 

Most visible was the conflict between Premier Vaclav Klaus and President Vaclav Havel on 

the issue of tax relief for voluntary associations in 1994. Also, civil society organizations 

and social movements experienced a major brain drain, since many of the activists of the 

1980s were now running the new political and social institutions and had become active 

in the new political parties. 

It has taken time to understand that a vibrant civil society is a crucial social space oflearn

ing and trust building, which helps to mobilize individuals to participate as citizens in the 

affairs of their societies, and that this also applies to what has been considered a domain for 

medical professionals. The health sector is still grappling with accepting the role of the em

powered citizen, the involvement of other actors and sectors, and new forms of accounta

bility for health outcomes. Both eastern Europeans (politicians, professionals and activists) 

and western donors have underestimated the time and effort this takes. RalfDahrendorf 

(1990), for example, has stated that while it takes 6 years to build a market society it takes 

60 years - at least a generation - to build civil society. Democracy is as much a political 

practice as it is a culture of social tolerance, and the region as a whole still needs to cope 

with the legacy of paternalism, suspicion of the government (even if democratically elect

ed) and mutual suspicion of one another. And it needs to 'deal with a certain amount of 

disillusionment, as not all promises of democracy and market economy have been realized. 

In relation to health, two additional important dimensions have to be considered: · 

• the impact of a vibrant civil society as a key determinant of health; and 

• the contribution of health activism to a democratic society- many health is

sues have a strong dimension of quality of life and many social issues (such as 

violence, drug abuse and prostitution) have become part of the health domain. 
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Robert Putnam (2000) underlines the contribution of social capital not only to "civic 

health" but also to personal and community health. A large body of research now shows 

the very strong positive connections between social integration and health, as well as the 

feeling of empowerment and health. Studies in the United States show that health is better 

in "high social capital states" or, as Putnam expresses it, "What these studies tell us is that 

social engagement actually has an independent influence on how long we live." For the 

countries of central and eastern Europe, the rapid deterioration in life expectancy has been 

linked to the (non) functioning of civil society, in particular the low levels of trust, as well 

as to social isolation and low levels of control over life and control over health. Hertzman 

& Siddiqi (2000) describe the changes experienced in the societies of central and eastern 

Europe as "the most comprehensive natural experiment in population-wide stress avail

able, short of war or mass starvation." A detailed analysis is still outstanding as to what so

cial coping mechanisms have been developed. Boris Genov, in his analysis of Bulgaria, in

dicates that almost every second citizen over 18 relies on a survival strategy, which does 

not leave room for forward-looking organized civil engagement. Many donors, according 

to a recent UNDP analysis (2002), have failed to understand the complexity and painful

ness of the transition. 

The other dimension is the importance of activist groups to help redefine the health agen

da and defend the human rights of vulnerable and disadvantaged people.As is the case 

throughout the world, government officials in central and eastern Europe are wary of ad

vocacy groups and more easily accept groups willing to be active in service provision, par

ticularly as services are cut and demands rise. For many donors, turning to nongovern

mental organizations was also a cheaper way of getting some things done quickly rather 

than investing in more long-term organizational and administrative change. 

For the health sector, this simple division into policy I advocacy-oriented organizations and 

those oriented towards service provision does not always hold. This proved to be particu

larly true in the field ofHIV I AIDS, where issues of human rights advocacy and service 

provision in relation to prevention, testing and care were heavily intertwined. Civil society 

groups were far in advance of government representatives in recognizing the problem and _ 

reacting to it. It is perhaps in the area of HIV I AIDS where the interface of democracy, hu

man rights, civil society and health comes to the fore with the greatest clarity. But it is also

in this area - as in the field of family planning - where wide differences in opinion and 

ideology are frequently played out, and where platforms for dialogue and mediation need 

to be developed. 

Where are we today? 

Nikolai Genov in his analysis of the present situation in Central and Eastern Europe states, 

"To put it bluntly, what is going on in the central and eastern European region might be 

shortly defined as the triumph of individualization at the cost of the common good." 

Under a period of rapid transformation and increased social and personal uncertainty "a 
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typical central and eastern European dilemma" emerges that aims for increased private ini

tiative but wants the security of state-provided services .(as in health), yet at the same time 

mistrusts the state institutions and. is disillusioned with the private sector. 

The civil society sector continues to be weak. In many countries it still lacks a consistent 

legal framework. Despite many training workshops and an influx of consultant services 

from donor countries, most nongovernmental organizations are still managerially inexperi

enced, have weak communication infrastructures, show a lack of technical expertise and 

suffer from a severe shortage of money. A recent UNDP conference in Vlora,Albania dis

cussed the failure of nongovernmental organizations to develop greater participatory 

democracy, stressing that one of the reasons has been the focus on service delivery and hu

manitarian assistance because.ofthe economic, social and .humanitarian crisis in there

gion. But - similar to the Carnegie report - the conference also highlighted structural 

factors related to the donors. In particular, it pointed to their tendency to support non

governmental organizations that were willing to work according to procedures and con

cepts laid down by the donors, rather than systematically support civil society development 

at the local level and according to the local societal conteJ\..'1:. The trend has now moved to

wards community-based coalitions, a concept spearheaded early on by WHO's Healthy 

Cities project and environmental initiatives such as Agenda 21. This includes new ap

proaches to financing: for example, 70% of Hungary's local governments have established 

municipal foundations to support social services and health care (Szeman 1997). 

In a recent interview, the former Georgian Minister of Labor, Health, and Social Affairs, 

Mr Avandil Jorbenadze, stated, "Citizens' poor awareness and participation in the reform 

process, and the realization of their own rights, also pose additional threats for achieving 

the reform priorities."There is an urgent need to explore the social and political mecha

nisms that support or hinder citizen and community involvement in health in the coun

tries of central and eastern Europe. Too easily, the mobilization of citizens and communi

ties for health is framed only in their adherence to healthy lifestyles or rational use of the 

health system. No systematic efforts are made to create transparency and accountability, 

promote health citizenship and increase health literacy and empowerment. 

Paying attention to context remains a crucial challenge, and the rapid transformations in 

the societies of central and eastern Europe seem to reinforce individualization rather than 

community - in the health arena as elsewhere. The disarray that ensues as institutions are 

reformed, and the daily experience oflack of institutional capability, erode trust and social 

capital. The key conflict facing all modern societies is .how to balance personal autonomy 

and community, and the countries of central and eastern Europe face this choice in the 

extreme. In the face of weak institutions, more than any other challenge in health this 

must be faced squarely as a priority political task and a governance challenge of the 

highest order. 
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Continuum of Care - Executive summary 

This paper is about how to deliver effective and equitable health care in central and east

ern Europe (CEE) and the countries of the former Soviet Union (FSU).The inherited 

systems had many weaknesses and are especially poorly suited to the circumstances of to-

. day. The paper sets out a conceptual framework within which health care delivery takes 

place, stressing the fact that health care delivery involves a complex network of settings, 

each of with its own role to play but each connected to the others. 

Responses require actions at all levels of the system, some at the level of government and 

some within the health care system. Those acting within the health care system do so 

within and across facilities, and across boundaries with non-clinical settings such as 

long-term care, home care and hospice care. 

The paper begins by looking at the changing pressures that health systems face. These 

include changing patterns of health, changes in what health care can do, and changes in 

public expectations. All have important implications for the types ofhealth care provided. 

Policy-makers face four main issues: improving the performance of hospitals, restructuring 

health care facilities, the interface between primary secondary and tertiary care, and 

strengthening and modernizing primary care. 

Effective hospital performance requires investment to ensure that staff have the appropriate 

skills, that the facilities are appropriately designed and equipped, and that actions, by both 

health professionals and managers, are informed by evidence. This will often require new 

training programmes and replacement of obsolete facilities. 

Seeing the reconfiguration of health care delivery simply as closing hospital beds is over

simplistic. Change must take account of the presence or absence of alternative facilities and 

of social support systems. Many facilities are no longer required, but others that provide 

alternative models of care are certainly necessary. 

The interface between primary care and hospitals has two aspects. One is that many 

patients admitted to hospital would be more appropriately managed in a different setting, 

and the challenge is to create appropriate settings for care. The other is that patients who 

could be discharged are kept long after they have ceased to receive treatment. This, too, 

requires alternative models of social care. 

Finally, it is necessary to strengthen primary care. Under the Soviet system, primary care 

was the poor relation of the hospital sector. Reform must give primary care professionals 

new ways to steer patients to the most appropriate care setting, whether in hospital, 

nursing home or their own home. Where these reforms have been successful, they have 

enhanced the position of primary care at the centre of the different health care delivery 

sectors, facilitating a process of"virtual integration". Reform must also expand the range 
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of services and functions of primary care. These include providing new or enhanced 
services as well as adopting services previously delivered at other levels of care. 

Reform is complex, and the situation is exacerbated when (especially in the FSY) national 
health ministries are weak. Moreover, many of health ministries remain preoccupied with 
the day-to-day operation of the health cares system rather than moving. to a role in which 
they exercise system oversight: establishing rules for providers, setting health purchasing 
priorities for insurers, and monitoring the quality of services. 

As countries have abandoned the previous system of command and control, they now 
confront the need to work with a wide range of interest groups. Responsibility is not 
confined to health ministries; in many cases international agencies also play a part. 

The call for simple solutions has little relevance for the health sector. Even advanced in
dustrialized countries continuously struggle to find the right balance between affordability, 
equity and efficiency in a highly complex health care market in which powerful interest 
groups dominate the political economy. 

The challenges faced differ within countries and between countries. Most obviously, they 
often face quite specific health needs. Models of care adopted should be consistent with 
what is affordable in the country concerned. 

It is essential that the goals of health care reform are clear and that progress is closely 
monitored. Too often, change introduced in one part of the health care system creates 
incentives that are entirely incompatible with those in another part. 

Governments must agree, in association with other interest groups, a clear health strategy 
within which health care providers can work that focuses on promoting health and not 
just keeping facilities open. They must ensure that the prerequisites for high-quality care 
are in place, such as effective regulatory systems for professionals, pharmaceuticals and 
technology, but also systems that will promote involvement in quality assurance activities 
throughout the health care system. 
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Introduction 

This paper concerns the issues facing health policy-makers in central and eastern Europe 

(CEE) and the countries of the former Soviet Union (FSU) as they seek to deliver effec

tive and equitable health care. It looks at the challenges they face in an environment of of

ten contracting economies and erratic health budgets and the_ choices they must make. 

The health care delivery and public health systems that these countries inherited had 

many weaknesses. They reflected a model of care that has become obsolete. Large hospital 

facilities were designed for patients with diseases that either resolved spontaneously, were 

quickly cured by basic treatments or were equally rapidly fatal. Staff with few resources to 

deploy required only basic training. Nevertheless, under-investment in staff development 

and appropriate technology meant that many were needed. Primary care was especially 

weak, serving largely as a funnel for directing the sick to secondary care or as a means of 

controlling absence from work due to sickness. Patients, used to shortages in every area of 

their lives, grudgingly accepted unresponsive and poor-quality services as inevitable. 

This paper looks at how this situation should change. It is in five parts. First, it sets out a 

conceptual framework within which health care delivery takes place. Second, it examines 

what has happened in this region in the past decade of transition. Third, it looks at the evi

dence that should inform change. Fourth, it draws on recent e:A'J>eriences to understand 

the barriers to and opportunities for successful reform. Finally, it sets out a series oflessons 

learned from these experiences and recommends policy options for the region. 

A conceptual framework 

Too often, health policy has taken a reductionist approach, focusing on the individual ele

ments of a health care system. It looks at, for example, hospital reform, primary care, public 

health or financing. This may be administratively tidy, especially in health ministries that 

have separate departments dealing with, for example, hospitals or primary care, but it 

ignores the reality in which health care delivery takes place - a complex network of set

tings, each with its own role to play but each connected to the others. This is even more 

important as we increasingly focus on overall health system performance, emphasizing 

health outcomes, user satisfaction and service quality. 

Too often, difficulties with these connections are the reason for problems in health care 

delivery. In many countries, general practitioners lack the skills and facilities, appropriate 

economic incentives' and the professional ethos to provide treatment for many disorders, 

with the result that these are unnecessarily referred to hospitals. Other patients, with 

diseases that are treatable if detected early, are seen by specialists when it is too late to do 

1 For example, in the case that a general practitioner is remunerated on a capitation basis, the incentive is to attract as many patients as 
possible but to refer as much as possible to higher levels of care. In turn, if a general practitioner is paid on a fee-for-service basis there is 
an incentive to over-diagnose and over-treat, resulting in cost escalation. Thus a combination of capitation and fee-for-service with 
capping may render the most appropriate mix of incentives. 
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anything. Investigation of many common conditions follows a pathway that can be clearly 
defined. For example, a woman with a lump in her breast that turns out to be malignant 
will undergo mammography, biopsy, surgery and rehabilitation, yet a failure to coordinate 
care pathways can make this journey seem like-a pioneering exploration. People with" 
chronic diseases also often follow an unnecessarily complex pathway on the interface 
between primary ·and secondary care, seeking the skills of each sector when needed but 
with little to guide them. And patients often remain in .hospital for longer than necessary 
because of an absence of alternative, more appropriate facilities. The challenge facing 
health policy-makers is how to design a system that recognizes this interconnectedness. 
Increasingly in health systems in industrialized countries a family doctor serves not only as 
a primary care giver, but also as a competent manager who helps the patient negotiate ever 
more complex choices by -interpreting diagnostic and treatment options and offering a 
focus of continuity. 

The interconnectedness of health care delivery is a key element in the conceptual frame
work used in this paper (Fig. 1) (McKee & Healy 2002a). This sees health care delivery 
systems responding to many different pressures for. change (McKee et al. 2002).They 
respond by changing the way they are configured and how they work. Change is brought 
about by actions at all levels of the system, some at the level of government and some 
within the health care system. Those acting within the health care system do so within and 
across facilities, and across boundaries with non-clinical settings such as long-term care, 
home care and hospice care. 

At the outset, it is important to recognize that health care delivery takes place within a 
wider conte:A1:. In particular, the health needs of the population being served are changing. 
This has important implications for health care delivery. 

External • 
levers for---;•~ 
change .._ 

Source: McKee & Healy 2002a. 
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Most obviously (although surprisingly frequently overlooked by those who undertake in

ternational comparisons ofhealth care expenditures) sicker populations require more 

health care (Wanless 2002). This highlights the importance of having a health policy that 

seeks to reduce future demand for care through promotion of health, as well as ensuring 

that the need for care today is met to the extent possible with the resources available to 

the health system. However, the main consequence of differing disease patterns is that the 

types of care provided will also differ. Older populations suffer from chronic conditions 

and may have more complex disorders, often with multiple disease processes, requiring 

care from coordinated teams of health professionals with a central role for the primary care 

physician. Populations that have experienced high rates of smoking have not only high 

rates oflung cancer and heart disease but are also much less likely to have an uncomplicat

ed recovery from anaesthesia, thus requiring additional post-operative facilities. Populations 

with low birth rates require fewer obstetric facilities, but those with high rates of teenage 

pregnancy will have more low-birth-weight babies and so require additional neonatal 

intensive care facilities. Societies with high rates of violence will require additional trauma 

facilities. 

In some cases, it is the health care system itself that is bringing about change. Inadequate 

and partial treatment regimes have fuelled a dramatic increase in rates of antibiotic-resist

ant infection (Dornbusch et al. 1998). The most alarming example is multidrug-resistant 

tuberculosis, a disease that is entirely preventable but that is now reaching alarming levels 

in many FSU countries (Kammerling & Banatvala 2001) . This has been exacerbated with 

the neglect of the interface between the civil and penitentiary health systems. 

In addition, efforts to decentralize services have sometimes jeopardized formerly effective 

programmes, resulting for example in a breakdown of the vaccine cold chain in many FSU 

countries. This has resulted in unprotected populations and has led to outbreaks of 

vaccine-preventable diseases. 

Another factor that is changing is public expectations. The consumer society is now firmly 

in place in many former communist countries, as multinational companies open ever more 

branches. The new IKEA store close to Moscow airport has the highest takings per square 

meter of floor space within the IKEA chain. The old-style hotels, with their missing bath 

plugs and unhelpful staff, are giving way to ones that actually make you feel welcome. 

People see that service can be provided in comfortable facilities and with a smile, and they 

are asking why this has yet to happen in many of their health care facilities.Yet in many 

countries in the region, the humanity with which patients are treated is still far from ideal 

(Platt & McKee 2000). 

The nature of health care and how it is provided is also changing. Advances in technology 

have made it possible to treat conditions that were once fatal. Again, this has profound 

consequences for health care delivery. An early example is the discovery of insulin at the 

beginning of the 20th century. This changed type I diabetes from a rapidly fatal disorder of 

childhood into a condition involving lifelong treatment by specialists, including endocri-
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nologists, ophthalmologists and vascular surgeons. More recently, many cancers have been 
transformed from growths that surgeons simply removed (while hoping for the best) to 
systemic diseases requiring integrated teams of surgeons, .oncologists, radiotherapists and, if 
cure is impossible; palliative .care specialists. It is .. not just technology that is changing: health 
care staff are also changing. They have much higher skills, and thus higher expectations of 
financial and other rewards. Changes in society mean that there are many other career 
pathways open to them, especially in the often better-paid private sector, so health services 
need to compete to retain staff in a way that they previously never needed to.2 

An effective response by the health care system to these pressures involves actions at many 
levels. 

Change is required at the level of the individual, as health professionals and others embrace 
the concept of life-long learning. It was never possible for the knowledge acquired as a 
medical or nursing student to equip someone to practise effectively until retirement. The 
increasingly rapid pace of change has reduced the "shelf life" of knowledge ever further. 
During the past ten, years of transition in the CEE and the FSU, the need for change in 
the paradigm in which medical, paramedical and nursing training is .based has received in
adequate attention. It may require a generational change coupled with intensive invest
ment in training facilities and curricula to produce professionals who are able to apply evi
dence-based principles to their professional practice in medicine, nursing or social work. 

Change is also required at the level of the facility. Those who provide care must be able to 
influence the use of resources, while those managing resources must promote quality of 
care. This means investing in people, facilities and equipment to bring together the many 
inputs required in ways that promote effective care. 

But facilities do not act in isolation. Patients with complex disorders will move between 
different levels of the system. If given adequate resources, with trained staff and appropriate 
facilities, much health care can be provided in the primary care setting. In addition to the 
large number of self-limiting or easily treatable conditions, such as many common infec
tions, primary care teams are increasingly taking on the management of many chronic dis
orders such as asthma, hypertension and diabetes, with only occasional referrals to special
ists when a particular problem arises. In other cases, such as cataract extractions, decisions 
about definitive treatment may be made in primary care with specialists seeing the patient 
for the first time in the operating theatre, thus eliminating. unnecessary referrals to surgical 
clinics. At the same time, changing models of rehabilitation mean that those patients who 
do go into hospital stay for a shorter time, with their primary care team taking a greater 
responsibility for their recovery. 

2 The "brain drain" of both nurses and doctors is a severe problem in the CCEE and the FSU countries. The acute nursing shortage in 
the European Union and the United States provides a powerful incentive for nurses from such countries to seek higher-paid jobs and 
better living and working environments in these areas . Similarly, many doctors, particularly those with postgraduate degrees from west
ern universities, find attractive employment opportunities within and outside the health sector abroad. 
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The implications for health care delivery are clear. Much closer links between primary and 

secondary care are needed to create a seamless interface across which the patient can move 

with ease. This means revisiting many of the concepts that have too long been taken for 

granted, such as the optimal configuration of a hospital. 

The role of the hospital is changing beyond recognition (Healy & McKee 2002). Shorter 

stays, and in particular the growth in ambulatory surgery, mean that hospitals must use op

erating theatres more intensively but need fewer beds. Those patients who do stay in hos

pital are much sicker, so that each bed needs more staff to support it. At a more mundane 

level, those staff need more equipment, so the bed needs access to more electrical sockets 

... and so on. 

Modern health care delivery thus involves much more than just individual general 

practices and hospitals. Rather, it involves integrated networks of different types of facility, 

potentially including free-standing, low-risk obstetric and non-urgent surgical facilities, 

minor injury centres and dedicated rehabilitation centres. This, too, has important implica

tions. It means that there is a need for some structure that has oversight of the range of 

health facilities serving a defined population, and that is capable of promoting change in 

both the configuration of services and their ways of working. 

Finally, change requires action by those who have an overview of the entire system. The 

concept of stewardship embraces a range of activities that are necessary if the health care 

system is to be able to respond effectively to changing circumstances. While the process 

of change will require actions by many different actors it is the state, acting as a steward 

for the health care system, that must ultimately be responsible for putting in place the 

conditions for optimal care. 

Increasingly, we realize the state's responsibility for the facilitating environment in which 

health care exists. These include a clear health strategy, an effective system of regulation 

and incentives for cooperation between those who can contribute to health care. But oth

er prerequisites outside the health sector must also be in place: a free and informed press 

will be a better advocate for the consumer; a functioning judicial system is required to en

force the law against abuse, fraud, corruption and malpractice; and the creation of self-help; ' 

information and advocacy groups will minimize the discrepancy in information that exists 

between patients and doctors. 

Other sectors of government also play a role. The Ministry of Finance must provide pre

dictable health budgets and appropriate transfers from the budget (or e:h.1:rabudgetary 

funds) to health insurance agencies to cover for the uninsured or others such as pensioners 

or the unemployed. The creation of an appropriate system of financing, insurance and risk 

pooling, and incentives for access, equity and quality, require close coordination between 

the Ministry of Finance and the Ministry of Health. 

It is also important to work closely with those other ministries responsible for issues that 
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affect the key inputs into health care, such as trained staff, pharmaceuticals and technology, 
and knowledge from research and development. Without concerted government action, it 
is likely that many of these inputs will either be under-produced or inappropriately speci
fied . to meet the needs of the .health care system or, where . imported, inaccessible due to 
tariff and non-tariff barriers. Government, acting through ministries of education, trade, 
science and others, has a central role in ensuring that these inputs are available to the 
health care system and are of appropriate quality. 

Comparative overview 

Superficially, it may. seem easy to describe what has happened to health care delivery 
systems in this region by looking at the available data on hospitals and other routinely 

collected statistics. But what is meant by the word "hospital"? Is it somewhere that can 
provide a wide range of complex and invasive treatments, or is it simply a place where 
people can rest while they either recover or die. In the Soviet system, hospitals were 
traditionally required to deal with many social ailments, compensating for the lack oflong
term care and an absence of social workers for community outreach, as well as to provide 
housing oflast resort for "social cases" such as the elderly and orphans. 

Another commonly used measure is the number of hospital beds.Again, this has very litde 
meaning. A bed is simply an item of furniture. It contributes almost nothing to health care 
unless it is supported by trained staff and functional equipment and is contained within a 
coordinated organizational structure. Too many of the hospital beds that are recorded as 
existing in this region are simply beds. As hospital reimbursement during the communist 
period was based on the number of beds and the number of staff, it is not surprising that 
many hospitals established a system of"virtual" beds in order to attract higher allocations 
from the health budget. 

Another approach is to examine policy documents. Space does not permit a comprehen
sive over-view of the policies adopted since transition, but a few common themes emerge. 

Many countries have adopted new provider payment mechanisms. In particular, there has 
been considerable enthusiasm for systems based on diagnosis related groups (DRGs). Two 
issues arise, the first being the law of unintended consequences. In Hungary, for example, 
the introduction of a DRG-based system led (as expected) to a reduction in length of stay, 
but also to a rise in the number of admissions as hospitals compensated for the lower pay
ments they were receiving. for each admission (Orosz & Hollo 2001)_3 In several countries, 
reductions in payments for ambulatory care have led to higher rates ofhospital admission. 
The otherwise successful introduction ofDRGs in Austria resulted in patients being 

'Major deviations occurred in Hungary. First, the lack of good internal and e:>:ternal controls as well as an underdeveloped management 
information systems led to the impossibility of implementing DRGs as intended. Second (and as a result of the first, perhaps) DRG 
"creep" and/or outright corruption led to inefficiencies and overall cost increases in the system. For example, in a number of hospitals 
no uncomplicated deliveries were reported - all deliveries were "complicated " owing to the higher reimbursement rate for the latter. A 
computer program (called Wizard) fraudulendy helped to diagnose "up" ,leading to higher reimbursement rates. 
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admitted for day surgery for procedures that had previously been carried out on an outpa

tient basis, as the latter was not adequately reimbursed in the new system (Hofinarcher & 

Rack 2001).The second issue is that these systems are often unnecessarily complex. For 

example, the payment scheme in the Russian Federation was vastly more detailed than 

that used in the United States, despite being intended for hospitals with e:>..'i:remely basic 

information systems (Sheiman 2001). 

Another theme is that, with a few exceptions, there has been little reduction in hospital 

capacity or investment in alternative facilities. Here, superficial examination of published 

data can be confusing. Many of the rural hospitals in some parts of central Asia that have 

closed in the past decade did not have running water (Kulzhanov & Healy 1999). There 

may be a need for the care they provide but it is misleading to describe them as hospitals. 

Many governments, however, have decentralized ownership. Privatization has largely been 

restricted to pharmacies, dental and some primary care pharmacies and dental clinics, with 

few examples of hospital privatization despite much political rhetoric. More frequently, 

hospitals have been transferred from central to local government. This has proceeded in 

tandem with the introduction of new management structures within hospitals, supported 

by new information systems and training programmes. Decentralization has made hospital 

reform more difficult. In any municipality the hospital is a major employer, and doctors 

and hospital mangers wield more influence over local politicians, making restructuring ex

tremely difficult politically. In some of the FSU, reform of the hospital payment system has 

also had negative consequences: in Armenia, elimination of the line item budget has given 

hospital directors more discretion in spending but has also increased corrupt behaviour, 

rent seeking and misallocation of scarce resources. 

Finally, many countries have sought to develop primary care, with innovative training pro

grammes in medical schools, investment in facilities and new methods of payment. Never

theless, experience shows that this will require a major shift in medical education, not just 

the retraining of general practitioners. Some countries, such as Georgia and Turkey, have 

experienced diminishing returns from ever-increasing investment in primary care infra

structure. Logistical challenges in remote areas and high costs of assuring adequate supplies 

of staff, pharmaceuticals and medical equipment stretch the capacity and budgets of health ~ 

systems beyond their limits, raising important questions of sustainability. Consequently, 

countries with dispersed rural populations must explore alternative delivery methods for 

primary health care, such as mobile outreach services for the most remote populations. 

While policy statements are informative, there is often a gap between the intention and 

the reality. A proper understanding of the changing nature of health care delivery would 

start with the experiences of those who use it. How has this changed? Unfortunately the 

evidence remains fragmentary, although there is some relevant research. This suggests, un

surprisingly, that the fortunes of the health care system reflect those of the broader econo

my, with improvements in those countries that have done well economically and deterio

ration in those that have not. For example, there have been considerable improvements in 

DRAFT McKee and Fidler /7 



DRAFT McKee and Fidler/ July 2002 

the survival oflow-birth-weight babies in the Czech Republic and the territory that was 
formerly the German Democratic Republic (Koupilova et al. 1998), reflecting investment 
in equipment and facilities. In contrast, deaths from diabetes and some other chronic disor
ders have increased markedly .in some .ofthe.FSU, reflecting the breakdown of the previ
ous health care system. Other research looking at the process of care again shows a mixed 
picture. In particular, the rapid growth in direct payments for care in some countries is a 
major barrier to access (Delcheva et al. 1997). 4 

Options for change 

This section examines four .issues facing policy-makers as they seek to enhance the quality 
of health care provided to their populations: improving hospital performance; restructuring 
health care delivery, the interface between primary care and secondary and tertiary care; 
and strengthening and modernizing primary care. In the limited space available, it has not 
been possible to examine these issues in detail. Those wishing to learn more should con
sult either the references cited or the Observatory products on which this paper is largely 
based. 

Improving hospital performance 
Strategies to improve hospita1 performance must act at many levels. Ultimately, govern
ments retain responsibility for overall health system performance. They, or agencies acting 
on their behalf, are responsible for ensuring that there is an overall strategy for promoting 
health that includes the health care sector, and that identifies the resources that the health 
care sector needs to work effectively. These resources are not simply financial. The health 
care sector can function effectively only if it has access to trained staff, means of ensuring 
their optimal distribution, systems for procuring and distributing appropriate technology 
and pharmaceuticals (while limiting acquisition of inappropriate items), and methods for 
raising capital for investment in facilities. In addition, the system requires a facilitating 
environment with functioning financial, regulatory and legal systems. 

Similar issues confront those working in hospitals. High-quality care involves attention to 
inputs (people, facilities and equipment), to processes (linking management of resources to 
quality assurance) and to the environment, in particular a supportive culture (Healy & 

McKee 2002). 

The most important and the most expensive resource available to a hospital is the staff that 
work in it. Yet this resource is often extremely poorly trained and managed. This section. 
focuses on two key issues - skill mix and good employment practices. 

• In Georgia, for example there is evidence that over. SO% of health financing occurs at the point of service, either in the form of official 
payments, co-payments or illegal payments. This results in huge inequities and leaves the poor fully e>:posed in the event of a catastroph
ic illness. 
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In many countries in this region, the roles adopted by different professional groups, such as 

doctors and nurses, have changed little despite the enormous changes in medical practice. 

Responsibilities remain rigidly demarcated: Yet many western European countries have 

seen major changes in how different health professionals work. One change has been sub

stitution, with nurses in particular taking on many roles previously regarded as requiring a 

physician (Shum et al. 2000). This includes both a greatly extended technical role (for ex

ample in intensive care units or performance of endoscopies) but also responsibility for the 

routine management of common diseases such as asthma and hypertension, including pre

scribing within guidelines. Another change has been the creation of new occupational 

groups, such as phlebotomists to take blood samples. 

As the attractions of employment in the private sector increase, it will become more diffi

cult to retain skilled staff in the health sector. One issue is, inevitably, money. Unless salaries 

are competitive, recruitment and retention are bound to be difficult. But people also have 

other expectations (Grindle & Hildebrand 1995). One is to provide a system of education

al development, recognizing the importance oflife-long learning. Another is to recognize 

the changing composition of the workforce in many countries by adopting family-friendly 

policies, such as workplace creches and opportunities for part-time work. A third is to 

create a sense of ownership by involving staff at all levels in decision-making. 

There is also increasing recognition in wealthy countries of the ethical dilemma in accept

ing migrant health professionals (also in the context of European Union accession and the 

acceptance of free movement of people), who are in search of better living conditions, 

more opportunities and a better life for their families. This is not only an important "brain 

drain" from countries in this region but is also an economic hardship for countries that 

fund the education of health professionals who are then not available to the local health 

care market. 

Management also involves ensuring that those who are employed are actually contributing 

to the work of the organization. This means tackling abuses, such as unauthorized private 

work undertaken from public facilities. It also means tackling sickness absence. High levels 

of sickness absence are more likely to indicate a problem with the organization than the 

individual and, where they exist, should provoke questions as to why people do not seem < 

to want to come to work. 

One reason might be the state of the premises. Many health care facilities were obsolete 20 

years ago and have since deteriorated further. They are often totally inappropriate for cur

rent models of care. Too many health care facilities do not take account of the fact that 

many people who use them will be disabled or partially sighted. Their configuration often 

physically separates departments that should be working together .. Conversely, emphasis on 

the hospital as an institution often acts as a barrier to alternative ways of providing care, 

such as freestanding facilities for non-urgent surgery or minor injury units. The financing 

mechanisms in many countries provide a strong disincentive to investment in renewing 

facilities. 
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The third input is appropriate technology. Some of the first people to take advantage of 
the opening ofborders in the early 1990s were selling medical technology that was either 
unaffordable or unnecessary. Partly in response to these excesses, some countries have 
developed health technology assessment programmes or are drawing on assessments un
dertaken elsewhere, but there is still much to be done to ensure that the distribution of 
medical technology supports the development of integrated care. Moreover, some ele
ments of the multinational pharmaceutical industry have taken advantage of the break
down of continuing medical education and medical ethics, as well as low salaries and the 
receptiveness to free-market practices. In many countries, these companies provide the 
only continuing medical education available, resulting in product bias and sales incentives 
that ultimately hurt the consumer. 

Mechanisms to promote quality of care are the subject of an accompanying paper in this 
series. They will therefore not be examined in detail here, except to make one point. That 
is that, in many hospitals, management of resources is separate from management of quali
ty. It is essential that the two systems be much more closely linked, so that when problems 
are identified the resources required to address them can be brought to bear. 

The final issue in relation to hospital performance has emerged from research on the rela
tionship between organizational culture and quality of care. This research has found that 
hospitals that are seen as good places in which to work, with ease of communication be
tween different professional groups and an open process of decision-making, achieve better 
outcomes. Conversely, major organizational change can have profound implications for the 
hospital workforce; while hospitals must adapt to their changing environment, radical re
structuring may damage staff morale and so adversely affect the quality of patient care 
(Aiken & Sochalski 1997). 

Restructuring health care delivery 
Too often, reconfiguring systems of health care delivery is seen simply as a matter of closing 
hospital beds. The reality is much more complex. As noted above, in the Soviet model of 
health care the hospital was dominant.Yet hospital care was also highly fragmented. As well 
as the geographical hierarchy, with the most specialized facilities in capital cities and some
times eA.'tremely basic facilities in rural areas, hospitals were also classified according to the 
diseases they treated and the occupations of the patients they admitted. Another factor in 
Warsaw Pact countries was that some hospitals were also built for military. purposes, as a 
strategic reserve in case ofwar.As a result, many medium.,..sized cities have inherited many 
different hospitals with few links between them. Compared with western Europe, hospital 
capacity seemed excessive. Basic indicators; such as the number of hospital beds .per 1000 
population, suggest levels of provision that are about 50% higher than in the west. It is, 
however, too simplistic just to say that this excess capacity should be closed. This argument 
fails to recognize the very different nature ofhospitals in many countries in this region. Un
like those in western Europe, they remain the main providers of social care as well as health 
services. Nevertheless, this model is rarely the most humane or cost-effective means of serv-
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ice provision. Western European countries, which once used this model, now provide most 

social care through mobile community outreach services or by supporting families through 

cash transfers. Shortage of appropriate technology, a failure to develop alternatives in the 

community and lack of knowledge of alternative models of care mean that there are few 

other options for many patients. Closure will be essential at some stage, but it must proceed 

in tandem with reconfiguration and the development of more appropriate care packages. 

The challenge is to develop a network of facilities that provide care in the setting that is 

most appropriate. This may mean radically rethinking the nature of the hospital and query

ing whether the traditional groupings of services are still appropriate. Most of the CEE 

and FSU have inherited a wasteful duplication of services. In all capitals one finds a net

work of"republican hospitals"- usually complex tertiary care and teaching hospitals -

as well as municipal hospitals essentially providing the same services.5 A detailed explo

ration of these issues has been undertaken elsewhere (Edwards & McKee 2002), and only a 

brief consideration will be given to some of them here. 

Beginning at the front of the hospital, emergency departments typically combine many . 

different functions, such as management of both major and minor trauma, substituting for 

primary care, observation of patients for whom the diagnosis is in doubt, and acting as a 

waiting area for those being admitted to wards. In trying to do all of these things, emer

gency departments often fail to do any of them well (Edwards 2001). It takes little imagi

nation to see how these roles could be separated, with an intermediate structure diverting 

patients to more appropriate settings. In some cases, such as observation units and minor 

injury centres, these facilities may need to be created. 

As hospitals admit fewer but sicker patients, the demands placed on medical and surgical 

units are also changing. In addition, in specialties such as gastroenterology, changing tech

nology means that increasing numbers of patients require the combined skills of surgeons 

and physicians. These developments are leading some hospitals to reconfigure their inpa

tient facilities in terrns of the severity of the condition rather than specialty. 

The majority of patients attending an outpatient clinic in one of the major surgical 

specialties will have with one of perhaps three or four conditions, each requiring a stan- ·-· 

dard set of investigations. There is enormous scope for systematizing their management by 

creating integrated pathways, such as those in "one-stop clinics" (Waghorn et al. 1997). 

Looking to the future, developments such as near-patient testing and new forms of imag

ing will change the way in which laboratory and radiology facilities are provided. 

The implication is that hospitals should be designed with inbuilt flexibility. The precise 

nature of health care delivery in the future may not be predictable. What is certain is that it 

will be different from what it is now. 

5 In the case of Chisinau in the Republic of Moldova, this led to the establishment of 17 tertiary care facilities (both republican and mu
nicipal) for a total population of about 4 million. The restructuring of this network has been mired in political controversy for the past 
decade and remains largely unresolved. 
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The interface between primary care and secondary and tertiary care 
Interfaces have two qualities. One is that they provide an opportunity to insert filters so as 
to limit who crosses them, for example to ensure that referrals are appropriate. Second, 
they should facilitate movement for ,those who meet the criteria to cross them, ensuring 
that not only the patient moves freely but also the information that is required to optimize 
his or her treatment (Hensher & Edwards 2002). 

There are two important interfaces between primary care and hospitals. The first is the in
ward interface, through which patients are referred to hospital. The second is the outward 
interface, across which they are discharged. Each raises different issues. In addition, many 
patients (especially those with chronic diseases) will move repeatedly across both inter
faces, raising important problems of coordination. 

Turning first to the inward interface, there is evidence from many countries that many pa
tients admitted to hospital would be more appropriately managed in a different setting. 
These studies also show that, in most cases, a more appropriate setting does not exist 
(Coast et al. 1996).Yet some things can be done. One way is to look at how common dis
eases are managed and whether more could be undertaken within primary care (see be
low). Another is to recognize that many patients are admitted to a hospital ward for a peri
od of observation and investigation to decide whether they require further treatment. This 
has led to the creation of medical assessment units, which enable a coordinated series of 
investigations to be undertaken without admitting the patient to an acute ward. A third 
approach relates to non-urgent surgery, where the advent of short-acting anaesthetic 
agents and new surgical techniques has made it possible to perform many operations 
without admitting people to hospital. 

The outward interface, through which patients are returned to the community, can also be 
made to work more effectively. Once again, one challenge is to create the appropriate set
tings for care. These may include a variety of types of residential facility for the most frail, 
various types of rehabilitation facility, or the strengthening of community support to en
able people to remain in their own homes. A second challenge is to place sufficient em
phasis on discharge planning. Ideally, this should begin as soon as the patient is admitted to 
hospital, thus ensuring that all necessary arrangements are put in place for their discharge. 
Good communication between the hospital and the referring doctor is a crucial aspect of 
high-quality, cost-effective follow-up after discharge, but this is not yet well developed in 
most countries in this region. 

Developing primary care· 

The final issue facing policy-makers as they reform health care delivery is the strengthening of 
primary care. Under the Soviet system, primary care was the "poor relation" of the hospital sec
tor. Staff were poorly paid and oflow status, and the inadequacy of their facilities and equipment 
meant that their role was limited to referring for specialist care or regulating sickness absence. 
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Almost all countries have accepted that this must change. In some cases progress has been 

considerable; in others it has only just begun. Reform should focus on two broad areas. 

The first is organizational reform that will give primary care more power and control over 

other levels of care. This typically involves giving primary care professionals or institutions 

new ways of steering patients to the most appropriate care setting, whether in hospital, 

nursing home or their own home. Where these reforms have been successful they have en

hanced the position of primary care at the centre of the different health care delivery sec

tors, facilitating a process of"virtual integration". 

The second area is organizational reform to expand the range of services and functions of 

primary care. This includes the provision of new or enhanced services as well as the adop

tion of services previously delivered at other levels of care. New services fall into several 

categories. Some were either not previously provided (such as rehabilitation) or were often 

underprovided (some health promotion measures). Others were provided at other levels 

(hospital or community care), thus reflecting "substitution" by primary care as the new 

provider. Substitution, in turn, encompasses both total substitution, in which primary care 

provides the entire service (as in minor surgery or specialized diagnostic services) and par

tial substitution, in which primary care collaborates with other levels to produce the serv

ice (as in shared care programmes). The reform of primary care, with the strengthening of 

family medicine, will play a key role in achieving these goals. 

Successful change requires that certain conditions be in place. These often involve a mix of 

new mechanisms or related institutional changes. They include changes in technological 

resources (e.g. telematics) and human resources (e.g. new training and skill-mix arrange

ments) employed in primary care settings. Change also requires policies that increase the 

autonomy of primary care, promote teamwork, create incentives for coordination with 

other levels of care, and increase the quality and responsiveness of service provision. This 

may require a generational change, since in most countries the current medical education 

system is poorly suited to the new situation confronting primary care. 

Similarly, there is a need to incorporate modern public health concepts at all service levels. 

A functioning interface is needed with all levels of clinical service and public health. In 

many countries this will be extremely challenging, as the current SANEPID system oper- - · 

ates in virtual isolation from clinical practice, resulting in a costly focus on medicalized in- . 

terventions and a dependence on technology (much of which is obsolete) at the expense 

of population-based preventative interventions. 

Key factors enablinf or obstructinf implementation 

The previous section indicates the changes that are necessary for effective health care de

livery. The next step is to implement them. This section draws on a recent study of the im

plementation of hospital reform in central and eastern Europe that identified seven key 

questions for policy-makers (Table 1, page 14) (Healy & McKee in press). That study pro-
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Table 1. Seven questions for implementation 

What is the context? 
Is there agreement? 
Who are the stakeholders? 
Who will implement it? 
How complex is the programme? 
Are the resources available? 
What are the likely effects (intended and unintended)? 

Source: Healy & McKee (in press) . 

posed "walking through the-plan", using these questions to anticipate potential problems. 
This approach is equally applicable to other aspects of reform of health care delivery. 

The first question is whether we understand the context. Strategies for reforming health 
care delivery are highly dependent on the context within which they must be implement
ed. One factor is the nature of the system that has been inherited, with its domination by 
hospitals and underdevelopment of primary care (Field 2002). Another contextual factor is 
the legal and financial framework that is in place. Work by development economists has 
highlighted the importance of issues such as property rights, banking systems and access to 
funds for investment. For example, an early attempt to privatize some Czech hospitals was 
unsuccessful because of the lack oflegislation governing not-for-profit organizations 
(Busse et al. 2001).6 

The political context is also important. Major reform requiring primary legislation relies 
on a combination of skills to design the law and to steer it successfully through the legisla
tive process. It also benefits from a degree of political stability, something that has been rare 
in health ministries in this region in the past decade (Busse & Do lea 2001; Delcheva & 

Balabanova 2001). 

In some of the FSU, the absence of a functioning legislature has meant that most major 
reforms have been enacted by presidential decree, a mechanisms that has the advantage of 
speed but the disadvantage ·of not being subject to legislative scrutiny or requiring stake
holder involvement. Unsurprisingly, such decrees are rarely implemented successfully. 

While most of central Europe has recovered to (or in some cases exceeded) the economic 
levels of 1990, this is not yet true of most of the FSU or Balkan countries. Most of the 
FSU remain 40-60% below their 1990 economic performance, with profound conse
quences for health budgets. 

Finally, in some countries it is impossible to ignore the consequences of war and civil 

' Most attempts to privatize facilities in this region have failed. There are many reasons for this. First, it was recognized too late .that only in 
rare cases is there a good business case for a general hospital. In particular, the conversion of old facilities- with a more ·than 20-year histo
ry of under-investment in infrastructure and equipment- is e>.:tremely costly, if not impossible. Most operators would not even be in a po
sition to pay energy costs at market rates. Second, there has been a failure to e>:ploit the full spectrum of the market, as indicated by the re
sistance of public officials to recognize that the only value for the market may be the land on which a hospital was built. 
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disorder, often involving large-scale destruction of facilities, loss of skilled professionals and 

economic collapse (Zwi et al. 2001). 

A second question is whether we have identified the key stakeholders and how their interests 

can be addressed. This situation is complicated in those countries that have undertaken admin

istrative decentralization, since the process has often removed the earlier mechanisms of coor

dination while new ones, which are more attuned to the changed relationships, have yet to 

emerge. In Hungary, for example, several attempts to rationalize hospital capacity have failed in 

the face of opposition from hospital management and local politicians (Orosz & Hollo 2001). 

Especially in the FSU, national health ministries are often surprisingly weak. Funds are raised 

and spent within individual regions and any central resources are under the control of the 

Ministry ofFinance rather than the Ministry of Health. Moreover, many health ministries re

main preoccupied with the day-to-day operation of the health care system rather than mov

ing to a role in which they exercise system oversight - establishing rules for providers, setting 

health purchasing priorities for insurers and monitoring the quality of services. 

The third question is, having identified the key stakeholders, whether we can achieve agree

ment among them. As countries have abandoned the previous system of command and 

control, they now confront the need to work with a wide range of interest groups. In many 

cases, old ways of working have persisted. Idealistic national plans continue to be produced 

with little consideration as to how they will be implemented. Responsibility is not confined 

to health ministries; in many cases international agencies have also played a part. 

A fourth question is whether we have made the policy too complex. Complex plans are 

always difficult to implement, even when agreement has been reached with stakeholders 

(Pressman & Wildavsky 1973). Many reform programmes have been remarkably compli
cated, such as the new provider payment systems described earlier. 

On the other hand, the call for simple solutions has little relevance for the health sector. It 

is evident that even advanced industrialized countries are continuously struggling to find 

the right balance between affordability, equity and efficiency in a highly complex health :; . ~ 

care market in which powerful interest groups dominate the political economy. 

One cause of complexity is the existence of multiple lines of accountability and, with 

them, funding streams. In Poland, hospitals obtain recurrent revenue from insurance funds, 

major capital investment from central government, and maintenance from local govern

ment (Kozierkiewicz & Karski 2001). Effective change requires coordination between all 

of these groups. This problem is increasingly recognized in western Europe; and recentre'

forrns in France have created regional hospital agencies, linking the planning function with 

the social insurance funds in structures that have successfully introduced major changes in 

the configuration ofhospital services (McKee & Healy 2002b).A debt crisis facing munic

ipal hospitals in Austria led to the establishment of provincial holding companies, whereby 

municipalities give up ownership of hospitals to state holdings. They thus created efficien-
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cies through consolidated management and purchasing and the ability to restructure an 
entire network as opposed to a single facility. The introduction of an internal market in 
health care in the United Kingdom failed to tackle the problem of over-capacity and 
duplication in London. This was only addressed adequately by developing a plan that 
looked at the provision.of all health services across.London. 

A fifth question is whether there are adequate resources to support implementation. In the 
face of the economic collapse that has befallen some of the FSU, causing them to fall 
within the category of Highly Indebted Poor Countries (HIPC), annual health care budg
ets have fallen precipitously.Yet even in these countries, most ministries cannot spend their 
allocated budgets because of their limited institutional capacity. In these circumstances, 
change becomes possible only with the support of e:h:'l:ernal donors. 

The final question is whether we are prepared for the une:A.rpected. As already mentioned, 
reform often suffers from the law of unintended consequences. The clear implication is 
that it is necessary to monitor closely the consequences of reform and take effective action 
at an early stage. 

Lessons learned 

Although there are many differences between the countries in this region, their experi
ence in restructuring health care delivery systems in the past decade offers some general 
lessons. 

Take account of the context of reform 
The first lesson is that policy-makers seeking to implement reform should take full ac
count of the context within which they are operating. The challenges they face differ both 
within and between countries. Most obviously, they often face quite specific health needs, 
but they also face varying degrees of constraint on the resources available to them. Yet 
while concern about resources often focuses on money, this may not be the most impor
tant issue. Some western European countries that have tried to increase health expenditure 
have discovered that more money is of little use if there is nothing to buy, especially if 
there are insufficient staff with the appropriate training. Some reforms simply increase 
transaction costs, with little impact on access or service quality. Access to large numbers of 
staff with inappropriate training is, of course, a quite different matter. The models of care 
adopted should be consistent with what is affordable. There is little point in purchasing 
expensive equipment if there are neither the staff nor the funds to use it. 

Coordinate finance and planning 
The second lesson is that effective change requires close. coordination between financing 
and planning. Countries that have relied on market mechanisms to reduce capacity have . 
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generally been unsuccessful. Health care facilities confronted with reduced budgets have 

several options other than simply to close, and giving them managerial autonomy almost 

guarantees that they will focus on the survival of their institution rather than on reconfig

uring services to meet the health needs of the population. Typically, they will allow their 

facilities to deteriorate, reduce the services they provide or simply run up a deficit, main

taining arrears to suppliers and expecting to be bailed out at some point in the future. In 

contrast, a regional planning system makes it possible to look at how different health care 

facilities can work together to meet health needs. The responses to growing levels of 

chronic disease are inevitably complex, spanning different settings and specialty groupings. 

They are unlikely to arise by chance. 

Change will involve the closure of existing facilities, but nearly always it will also require 

the creation of new ones. Put simply, patients have to go somewhere; the challenge is to 

ensure that they go to settings that are most appropriate to their needs. 

Eniaie with appropriate stakeholders 
A third lesson is that the demise of the command and control economy requires policy-mak

ers to engage with a much broader range of stakeholders than in the past. Consumers are 

better informed and more vocal, the free press is a powerful institution, and lobbyists of all 
sorts will aggressively pursue their objectives. These diverse groups must agree on clear ob

jectives and identifY both the constraints they face and the opportunities for change.A suc

cessful policy will bring all of the relevant stakeholders on board, persuade them that alterna

tive ways of providing care are not just possible but desirable, and ideally convince them that 

they have all won in some way or other. In doing so, it is his essential that their quite justifi

able anxieties about job security and earnings are taken into account. It is also necessary to 

understand that change requires adequate resources, both financial and managerial. 

Aliin incentives 
A fourth lesson is the need to align incentives. Too often, change introduced in one part of 

the health care system creates incentives that are entirely incompatible with those in an

other part. In the Netherlands, for example, paying primary care physicians on a capitation · • 

basis and specialists on a fee-for-service basis virtually guarantees high referral rates. The 

incentive system should also incorporate a means of promoting long-term investment, 

both to prevent further deterioration of the facilities that already exist and to make it pos

sible to provide newer and more appropriate ones in the future. 

Make stewardship a reality 
Finally, governments must accept responsibility for the stewardship function. This means 

that they must agree, in association with other interest groups, a clear health strategy with

in which health care providers can work that focuses on promoting health and not just 

keeping facilities open. They must ensure that the prerequisites for high-quality care are in 
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place, such as effective regulatory systems for professionals, pharmaceuticals and technolo

gy, but also systems that will promote involvement in quality assurance activities through

out the health care system. All to often, and particularly in the FSU, finance ministries tend 

to associate the health sector. with the "unproductive" social sectors that yield no return. on 

investment. For this reason, the social sectors receive only a residual .budget allocation. It is 

the state's role to invest in human capital, i.e. in the people who will bring about change. 

These are both managers and health professionals, who need the skills to interpret and 

adapt evidence of effective models of care, and researchers, who must assess the health 

needs to be met and the applicability of different responses to them. 
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1. Introduction 

The decade since the break up of the Soviet bloc has brought enormous political and so

cio-economic change. The health sector has not been spared the effects of transition and 

the countries emerging from the process have each engaged in varying degrees of health 

system reform. It is at last possible to reach some judgement about how this process has 

unfolded, and to identify successes and failures, and to understand better the scale and na

ture of the remaining challenges. It is now timely to take stock of these experiences and 

to draw lessons for the future development of health systems in this complex and dynamic 

regwn. 

In all countries one of the greatest challenges facing those undertaking health systems 

reform is how to develop an overall 'health system perspective'. In practice, policy-makers 

tend to focus their attention on individual initiatives that all too often are perceived as 

'magic bullets' that they will cure all of the health sector's ills. We begin instead from the 

position that the need is for a better understanding of the intricacies and complexities of 

health systems as a whole, and the nature of the interrelationships between their different 

elements. 

This introductory paper aims to provide such a perspective, offering an integrated concep

tual framework that brings together a series of themes that encompass health system re

forms in the region. For each theme it highlights a number of priority areas, and outlines 

key successes, failures and future challenges. It provides a map for policy-makers that is 

embedded in a systematic approach to the evidence on health system reform. 

The themes are: facing the challenges of health care financing; improving the continuum 

of care; improving the quality of health services; linking with the community; and advanc

ing public health. Each is examined in much more detail in the accompanying papers. 

Finally, the paper looks at the process of reform to identify which factors (whether 

conte:A.1:ual or linked to capacity) begin to explain why some reforms are implemented 

successfully and others are not. 

2. Facing the challenges of health care financing 

Much of the initial reform effort in the region has focused on the key theme - financing 

ofhealth systems. Financing includes funding i.e., the collection and pooling of financial 

resources, and the allocation of these resources to providers i.e., the purchasing of services. 

In most countries the intention of the reform was to shift away from the centralized and 

integrated tax-based state model ofShemasko to decentralized, contract-based social 

health insurance reflecting the core features of the western European Bismark model. The 

shift has changed the way money is collected and pooled, and created a new relationship 

between purchasers and providers of care. It was intended to earmark or protect health 

funds, prompt greater efficiency and responsiveness and signal a move away from the 
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perceived shortcomings of the past. It often took place however, against a backdrop of so
cio-economic and institutional upheaval. The countries of central and eastern Europe 
(CEE) and the newly independent states (NIS) therefore face a new and challenging envi
ronment, in terms of the total funding of health care. and also of the effectiveness with 
which they collect and pool resources and purchase services. 

'\ 

On the funding side three important areas demand consideration. First, the implementation 
of iffective health insurance systems, which has been central to financing reform in a large 
number of countries, has proved problematic. General government revenues often contin
ue to play a significant funding role despite the switch to social health insurance contribu
tions. There is now a substantial body of evidence that helps to explain this and other ex
periences of implementing insurance. Where social insurance has been seen to fail, failure 
can be attributed to the weak macroeconomic context; the reliance of poorer countries on 
out-of-pocket payments and general taxation; low levels of employment and formal activi
ty within labour markets; poor compliance and high levels of corruption; and lack of 
transfers from tax or social security funds to health insurance. Tackling these issues will not 
be simple. Wider economic recovery and institutional capacity building may go some way 
towards increasing the revenue collected through payroll taxes but further efforts to ensure 
compliance will also be necessary including dealing with corruption. 

Second, diftning a more realistic beniftt packages will be a key strategy in ensuring financial 
sustainability. The commitment to fund both universal coverage and a truly comprehen
sive benefits package is unrealistic and unsustainable in many countries in the region. De
spite political and technical difficulties and concerns about equity, countries may need to 
consider explicitly defining more limited entitlements to ensure that public revenues are 
targeted at the most cost effective interventions and the poorest segments of society and 
protect public health. 

Finally, addressing informal payments must be a major priority in many countries. Data on 
their extent in a range of eastern European countries suggest they are widespread in both 
ambulatory and hospital care and that in a small number of NIS countries they form the 
largest source of funding. Informal payments are a response of the health care system, par
ticularly providers, to the lack of financial resources and a system that is unable to provide 
adequate access to basic services. Cultural and historical factors also help determine the re
sponse of patients although the implications for access, equity and indeed efficiency are 
highly problematic. Formalizing payments and establishing systems of pre-payment (or in
surance) is nonetheless, extremely difficult and requires considerable government and . 
technical capacity and the. explicit recognition of e:A.'i:ernal constraints. 

On the purchasing side two areas of reform have been particularly important. First are ef
forts to enhance the cost iffective purchasing of services through the separation of purchaser and 
provider functions; ascribing purchasing functions to insurance funds; and employing con
tracts as the main tool for resource allocation. The introduction of these . new models in 
CEE and NIS has been challenging for a number of reasons including the inadequacy of 
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funding and the unpredictability of funding flows; low provider autonomy; the absence of 

routine information systems; a lack of timely information; and sparse technical capacity 

and information management skills. Second, the introduction of performance related payment 

systems for providers is a widespread strategy for enhancing efficiency. Capitation has been 

introduced for primary care services in many countries and it is common for new hospital 

payment systems to be developed that link payment to a defined unit of hospital output. 

The results have been mixed to date. This is due to a number of issues including the fragmen

tation of public sector pooling and purchasing; poor design of payment systems which do not 

dovetail or complement each other; institutional in1pediments and vested interests; the finan

cial deficits of public providers; and limited capability to monitor inputs or outcomes. 

In order to move towards fulfilling the ain1s underpinning the reforms of health financing 

both funding and resource allocation need further attention. Mechanisms for pooling re

sources need to be strengthened with other sources of public expenditure included with social 

health insurance contributions to ensure the most cost-effective use of funding. The technical 

and administrative capacity of purchasers also need to be strengthened to exert maximum 

pressure for provider efficiency. This requires the development of information and monitoring 

systems, which can deliver timely and accurate data on provision and the training of personnel 

to use this information effectively. Sinlliarly, government regulation and stewardship will be 

vital in ensuring that purchasers act in the best interests of the population. 

Regardless of how well the collection and pooling of funding is organized and the extent 

to which resource allocation is enhanced, these can only be means to an end. The ultimate 

end point is an improved impact on health outcomes, which depends in turn on the quali

ty and cost effectiveness of the services provided. Arguably, the initial focus of much of the . 

reform effort in CEE and NIS on creating a structure of financial incentives has been at 

the expense of the reform of health care delivery itself. Clearly, the incentives created have 

not proved sufficient to prompt the 'spontaneous' improvements in the delivery systems. 

Indeed it now emerges that for these financial reforms to succeed in their overarching ob

jectives they need to be accompanied by an independent, in-depth but articulated reform 

of the provision of care. 

3. Improving the continuum of care 

The nature of health care provision has changed almost beyond recognition over the past 

fifty years, in terms of the diseases being treated and the opportunities to diagnose and 

treat them. Many once common diseases, especially childhood infections, have been signif

icantly reduced or eliminated. Ageing populations now experience multiple chronic dis

eases. Innovative treatments have turned many diseases that were once fatal into lifelong 

conditions that people die with rather than from. Collectively these changes can be char

acterised as a shift from simplicity to complexity. They have transpired in the east ofEu

rope as well as the west and demand new responses from health systems region wide. 
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The classic Soviet model provided basic care, including immunisations and first aid to dis
persed populations. It may have been suited to previous, more straightforward conditions 
but is no longer adequate. There now needs to be a more complex interaction of health 
professionals with a range of skills, each intervening when necessary. The management of 
diabetes is a case in point. While most care will be self-managed in conjunction with a pri
mary care team there should always be allowance for recourse to a range of different spe
cialists. Each element must be in place and, as importantly, there must be clear guidance to 
ensure the patient's way through this complexity is signposted and facilitated. 

The policy-makers of CEE I NIS are only beginning to address this, not least because of 
their focus on financing and the absolute shortage of finances experienced. If they are to 
bring about the changes in health care delivery that will meet the complex needs of pa
tients they face four main dilemmas. They must improve the performance of hospitals; re
structure health care facilities; shift the boundaries between primary secondary and tertiary 
care; and strengthen and modernise primary care. These issues cannot be considered in iso
lation but as part of a single integrated delivery structure or 'continuum of care' and within 
the broader health system context. 

First, the effective improvement of hospital performance includes upgrading the organization of 
hospital services and increasing efficiency and appropriateness of services. Decentralization 
of management in combination with shifts in payment mechanisms have been pursued as 
the key strategies in delivering better performance. There has not however, been sufficient 
investment to ensure that the information systems needed to measure performance are in 
place or that staff have the appropriate skills to review their actions or to act on evidence. 
Nor are there the funds to ensure that facilities are appropriately designed and equipped. 
Health professionals and managers will require adequate tools to deliver appropriate 
services. This implies the replacement of obsolete facilities and equipment, new training 
programmes and clear standard setting with access to monitoring and feedback and the 
wherewithal to take steps to enhance performance. These needs are of course linked with 
the efforts to improve quality (see below) but must also be seen as fundamental to 
improving the continuum of care. 

Second, hospital restructuring strategies are needed to address the oversupply ofbeds and the 
inefficiencies of secondary and tertiary services. Hospital capacity in many countries of the 
region is excessive with basic indicators, such as the ratio of hospital beds to population, 
suggesting that levels of provision in some countries are about 50% higher than in the 
west. There have been cuts in bed numbers but these have been patchy across the region. 
Moreover, the concept that restructuring revolves around bed closures is far too simplistic. 
It fails to recognize the very different role of hospitals in this region or to acknowledge 
that in many cases they are still the main providers of social care. While, this is rarely the 
most cost-effective means of service provision, patients have few other options. Closures 
will certainly be desirable at some stage but they can only follow on the provision of 
alternative, and more appropriate, facilities and the creation of social support systems. 
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Third, shifting the boundaries between primary care and hospitals will be key to any successful 

reform process. It raises the issue of how and when patients are admitted to hospital and 

how and when they are discharged. There is clear evidence that many patients who could 

be more appropriately managed in a non-hospital setting are admitted to hospital. It is also 

the case that patients who could be discharged are kept in even after they have ceased to 

receive treatment. Both these problems have a common solution. This is the provision of 

alternative and more appropriate and cost-effective care settings with a simple and uncom

plicated interface between them. 

Finally then and central to the above there must be iffective strategies for strengthening and 
modernising primary care. In Soviet influenced systems, primary care was the poor relation of 

the hospital sector. Staff were poorly paid and oflow status, and the inadequacy of their 

training, facilities and equipment meant that their role was limited to little more than re

ferring patients for specialist care or regulating sickness absence. Almost all countries have 

accepted the need for reform and they have achieved varying degrees of progress. Reforms 

have tended to centre on the development of a conception of family medicine with all 
that implies about continuity of care, capitation payments and physician responsibility. 

These need to be pushed forward with organizational reforms, to give primary care pro

fessionals or institutions more control over levels of care, allowing them to steer patients to 

the most appropriate care setting, whether it be in hospital, nursing home or a patient's 

own home. There also needs to be an expansion of the range of services and functions pri

mary care delivers, including new or enhanced services currently seen as 'secondary', pro

vided that the primary care context can be shown to be appropriate in terms of effective

ness and efficiency. This requires that a full range of primary care professionals are 

furnished with the necessary skills and that effective communication between levels can .be. 

established to allow primary care to successfully lead the process of the "virtual integra

tion" of the different modalities of care. 

Reforming delivery is complex and the problems are compounded by the multiple de

mands placed on health ministries which are expected to manage change. Their capacities 

are already stretched by the day-to-day operation of the health care system and few there

fore have been able to step back to exercise oversight and address how to promote health 

rather than just keeping facilities open. Even given additional capacity though, there are no 

simple rubrics for achieving a seamless continuum of care that balances affordability, equity 

and efficiency in a complex environment. Nonetheless it is the role of policy-makers to 

take a whole system perspective and develop a clear health strategy with established rules 

within which various health care providers can work. This will depend on prerequisites , 

like effective regulatory systems and mechanisms to promote participation. It will also 

require that the quality of services at all levels of the health care system can be monitored 

effectively. 
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'1. Improving the quality of health services 

Reform programmes have consistently underestimated the complexities involved in intro-
. clueing new skills and genuinely changing. practice but reforms of provider organizations 

can only improve outcomes if they change the quality of clinical practice. Many commen
tators have argued therefore that for reform to be effective it must be "bottom up" and 
start with improvements in clinical practice and with the training and standards of health · 
professionals. These will depend on measures that include a range of accreditation, evi
dence based medicine and quality assurance mechanisms and on appropriate human re
source policies. These systems and human resource development aspects are addressed in 
turn. 

Strengthening quality improvement systems is dependent on the existing clinical context and 
the legacy of the past. At the outset it must be conceded that promotion of high quality 
care in CEE and NIS is made difficult by the lack of resources, the failing infrastructure 
and inappropriate management structures inherited from the Soviet models of the past. 
However, even allowing for these constraints it is apparent that the quality of care provided 
is often much worse than it need be. This is particularly striking when seen in contrast to 
western European and north American preoccupations with quality over the last three 
decades. 

Many of the ideas underlying the increased emphasis on quality in the west had their ori
gins in manufacturing and service industries and reflected concerns with efficiency and 
with consumer responses that did not feature in command economies. They saw manage
ment systems develop to streamline production (for example in car manufacturing), to en
sure customer satisfaction (the hotel industry), and reduce errors (the aviation industry). 
Organisational theories on concepts of quality management have also become increasingly 
influential in health care. In line with work in the wider economy the emphasis in health 
has shifted from structures, standards and norms to outcomes and process linked to out
comes by scientific evidence. This "outcomes movement" underpinned the approach of 
the American Institute of Medicine in generating a definition of quality in health care. The 
definition is uthe degree to which health services for individuals and populations increase the likeli
hood if desired health outcomes and are consistent with current pr<ifessional knowledge." It allows 
the concept of quality to be operationalized and raises many important issues, including 
the meaning of professional knowledge and the definition of outcomes and there is now 
an extensive literature on these issues. 

It is clear that clinical guidelines should no . longer be based on the opinions or instincts . of 
senior physicians but must stem from systematic reviews that critically. appraise the evi
dence of relevant research and combine the results using explicit techniques such as meta
analysis. It is also clear that the production of clinical guidelines is not in itself, sufficient to 
change clinical practice. A central challenge therefore, is how to put evidence-based 
guidelines into routine clinical practice and how to change in reality the two key compo
nents that constitute care - its technical content and the organisation of its delivery. 

6/ DRAFT Figueras, McKee, and Lessof 



DRAFT Figueras, McKee, and Lessof I July 2002 

It might be supposed that this would be more difficult in the west, with its traditions of 

physician independence and the historical role of anecdote and opinion in determining 

clinical practice. It might also be supposed that the Soviet inspired traditions of standards 

and norms would provided a strong basis for applying guidelines to enhance the quality of 

care. In reality the west has experienced a revolution in its approach to evidence, albeit a 

gradual one, while CEE and NIS has been characterised by a failure to develop a culture 

of evidence-based medicine and the continuing and widespread use of ineffective treat

ments. 

This is not to say that there has been no progress in the region. Since transition individuals 

in many countries have formed professional associations to promote quality in health care. 

It has also proved possible to introduce systems to enhance quality of care with beneficial 

effects on effectiveness, efficiency and humanity of care in some areas. Yet there have been 

many problems. The command and control nature of Soviet inspired systems, which might 

have eased implementation has actually prevented change, in large part because of an ini

tial reluctance by those in positions of leadership to delegate decision making to more 

junior staff. It is only gradually, and in limited areas, that leaders have became more open 

to this quality focused way of working, and have been able to identify new and often more 

satisfying roles for themselves in improving services. One of the greatest challenges has 

been and continues to be the empowerment of those involved so that the message that 

change is possible is conveyed and so that practitioners can develop a real sense of owner

ship of quality initiatives. 

This touches on the second dimension inherent in achieving quality care that is improving 
the quality if health prcifessionals. This requires that the staff in place have the appropriate and 

necessary diagnostic, technical and caring skills and that the right mix of professionals is in· 

place. The centrally planned approach before transition saw the over supply of doctors, 

rigid demarcation between professional groups, the under development of the nursing role 

and an inappropriate skill mix. Priority areas are therefore, the reform of human resource 

planning to address the new balance of staff required and to ensure production of more 

family practice specialists, public health professionals (doctors, nurses and others) and man

agers; training programmes, including continuing education which will develop and main

tain the right skills; and strengthening professional standards and accreditation. 

It will also be crucial to enable and motivate staff so that they are in a position to deliver 

quality care and contribute to the ongoing improvement of services. This implies address

ing the levels of pay, employment security and conditions under which all groups of staff 

work. Certainly, staff who are expected to rely on under-the-table payments, who fear los

ing their job or who have to work without access to the equipment needed to treat pa

tients adequately cannot be expected to deliver quality care or to respond appropriately to 

patients' needs in the long-term. 

Improving the quality of health services will depend therefore on the e},_'"Pansion of 

evidence-based medicine and the application of modern quality improvement methods, 
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including the appropriate treatment of staff. These are critical issues that must be explored 

over the next ten years of health reform if there are to be real improvements in the quality 

of care. Certainly, as long as there is widespread use ·of ineffective treatments, increasing 

the level offunding.for health care will increase waste rather than bringing about substan

tial improvements in health. If the goal is to improve the health of the population, inter

ventions funded from scarce resources must be based on scientific evidence of their effec

tiveness and carried out by suitably qualified staff applying best practice and monitoring 

and responding to outcomes. 

5. Linking with the community 

In many respects total quality ofhealth care and health care services implies appropriate ' 

treatment of individuals and the involvement of their communities. Certainly empowering 

the citizen and strengthening community participation have been referred to extensively 

in reform programmes that seek to respond to consumers needs, decentralize power and 

become increasingly democratic. However, the legacy in CEE and even more so in the 

NIS have not made this easy. The countries of the region have a recent history of highly 

formalized, state-centred systems, with only a limited presence of civil society and formu

laic approaches to participation in social and public life. The nineteenth century traditions 

of central Europe were subsumed by communist state monopolies and civil society gave 

way to quasi social organizations in sports, culture and education, which were dominated 

by the state. Individual participation in the running of the health system was virtually non

existent, with no choice of providers and low consumer responsiveness. Many countries in 

transition have sought to address this although this often involves only lip service as in the 

broad participatory strategies described in their reform programmes. It has often been dif

ficult however, to overcome resource constraints, cultural blocks and professional resistance 

either in linking with the individual or the community. 

Empowering the citiz en has been seen as an important reform focus not least as a means of 

prompting system changes and increased responsiveness. Four major sets of strategies are 

included here; allowing consumers a choice of providers and/ or insurers; encouraging pa

tient participation in clinical decision making (as co-producers of care); promoting citizen 

participation in the running of the services at various levels (for example in agreeing the 

basic package of care); and introducing patient rights legislation. These strategies are in

cluded in many reform programmes, yet so far progress has been mostly at the level of 

good will or rhetoric and only limited change has actually taken place. The most positive 

evidence of action has been in the areas of patient choice and patient rights. legislation. 

An increase in choice of provider by patients is a relatively common goal of reforms and 

the introduction of health insurance and of contracting with providers has in some cases 

allowed consumers to select general practitioners, specialists and hospitals. However, in re

ality, choice is inevitably constrained by difficulties of access exacerbated by the short sup- · 

ply of certain services and the widespread use of informal payments. In some cases it exists 
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on paper only. Nonetheless, the issue is at least recognised. Similarly, in a small number of 

countries consumers are also allowed to choose between competing insurers. This howev

er, has proven to be difficult to regulate and has had an unintended negative impact on ef

ficiency and solidarity. 

The introduction of patient rights legislation and patient charters is the other main area of 

progress and charters have become a common feature in a number of countries, particular

ly in CEE. These set out a series of patient rights; outline standards covering issues like ac

cess to care or waiting times, and establish complaints procedures. The main challenge is 

that in most cases there are no effective mechanisms in place to ensure implementation. 

Without any legal or financial sanctions to promote compliance with standards they often 

dwindle to formal statements of principle with few real consequences. 

Strengthening community participation might reinforce the rights of the citizen but this di

mension goes beyond the individual perspective to consider the role of the community, re

flecting the wider democratization of the CEE and the NIS. It is complicated by the fact 

that while there is good evidence about the positive contribution of social networks to 

health status much less is known about how best to empower communities as social actors 

in health systems. 

Community participation strategies are generally new to communities in the region, at 

least as they operate on a formal level and outside government control. They are especially 

new in the health sector. Health reforms have begun to include stakeholder analysis and 

this has expanded to address intersectoral partnerships for health reform and health devel

opment. However, there is little evidence yet of the creation of sustainable civil society ini

tiatives for health in communities. This is despite the significant role of non-governmental 

organizations (N GOs) as intermediaries in this respect. The rapid proliferation of N GOs in 

the region, especially in countries like Hungary and Poland may be encouraging in its 

broadest terms but only a small percentage of them work with health issues and those that 

do tend to represent groups of individuals responding to a deterioration of services. They 

tend not to represent a movement explicitly promoting health or advocating for healthy 

public policy. Furthermore, many NGOs lack proper technical expertise, management and 

training in advocacy techniques, and most if not all are poorly funded. 

Although the civil society sector for health continues to be weak in many countries, a 

series of successful programmes launched by the WHO Regional Office for Europe has 

provided an opportunity to foster the exchange of experiences within and between local 

communities on health and capacity building issues. Programmes such as WHO's Healthy 

Cities Project, Safe Communities Initiative and the Health Promoting Schools Project 

have stimulated the growth of local community action for health and suggest that citizen 

empowerment and community participation will play an increasing role in the health 

systems of CEE and the NIS. 
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6. Advancing public health 

The ultimate reform strategy would be to ensure that populations were healthy and that 
there was no need for health services. Certainly while .health services play a significant role 
in reducing mortality and improving quality of life, much of the health gap between west 
and east can only be addressed through wide population and intersectoral strategies. In this 
context, reform debate in the region must shift from 'health care reform' to 'health re
form'. Ultimately, and ideally, policy makers should be able to act across the entire spec
trum of policies (including personal, population based, and inter-sectoral interventions) on 
the basis of the contribution that each can make to enhance population health. 

The first step in improving population health is to draw on the eA.1:ensive research available 
to better understand why health is so much worse in this part of Europe. This is attributa
ble to a range of factors acting at different levels with many of the well-established risk 
factors linked to chronic disease, premature mortality and morbidity being especially high 
in the region. Smoking has traditionally been common among men in the region with 
visible and current consequences. The sustained onslaught of western tobacco companies, 
often in collusion with senior politicians, promises ongoing problems and the increasing 
inclusion of women in the mortality and morbidity data. Diet is also a major factor. It is 
typically high in fat content, and the relative lack of year round fruit and vegetables is now 
also being recognised as an important cause of chronic disease. Alcohol is an especially im
portant problem in this region, as was apparent from the spectacular reduction in deaths 
that accompanied the 1985 anti-alcohol campaign in the Soviet Union. Its impact is espe
cially large as it contributes not only to cardiovascular and liver diseases but also plays a 
major part in the very high death rates from injuries and violence. Finally, infectious dis
eases are returning with a vengean-ce, but in much more complex guises, as with HIV and 
drug resistant tuberculosis. 

The public health system established in the Soviet Union in the 1920s and 1930s did have 
many important achievements, in part because of the high political priority given too it. 
The seriousness with which the threat of disease was regarded is illustrated by Lenin's dic
tum in respect of typhus that "If communism does not destroy the louse then the louse 
will destroy communism". However this extensive, but basic system is no longer adequate 
for the complex challenges faced. Despite the potential contribution that public health 
services could make, they have received remarkably little attention in the process of reform 
so far. Any changes that have occurred were often a by-product of wider organisational 
change. The two priority areas for reform must be; restructuring public health services; and 
strengthening health promotion. 

Restructuring public health services is a necessary response to the outmoded structures in place · 
and the increasing recognition that public health has a strategic role in health systems. 
Before 1990, public health services in CEE and the NIS were organized in line with the 
Soviet model. 
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Responsibility for public health and prevention was vested in the highly centralized Sani

tary-Epidemiological (San-Epid) services and focussed on a traditional and limited core of 

public health activities. Perhaps the most tangible achievement of the San-Epid system was 

its contribution to vaccination programmes and communicable disease control, which 

achieved remarkable successes across the region. On the other hand, it was relatively inef

fective in combating problems like environmental pollution, occupational diseases and 

non-communicable disease. Nor was it effective in producing any of the information that 

might have allowed public health specialists to assess needs or respond effectively to 

emerging patterns of ill health. Finally, the system was singularly ill equipped to engage 

with the public to promote health or encourage behaviour change. 

Public health services did undergo a series of changes during the 90s with decentralization 

of powers to local authorities; fragmentation and blurring of responsibility. These were not 

purposive reforms and coupled with the decline in funding of the San-Epid system they 

led to a decline in the quality of those functions that were previously successful (specifical

ly communicable disease control). There has been subsequent under-investment in the de

velopment of relevant skills and in the information systems on which modern public 

health depends. There have been some notable successes, and cohorts of specialists 

equipped for a more strategic role have been trained but the reform of public health serv

ices still has a long way to go. 

Strengthening health promotion is the second public health dimension that requires priority 

attention. It was largely ignored in CEE and the NIS before 1990 but has benefited subse

quently being recognised as a core public health function in many countries in transition. 

In general preventive strategies such as those aimed at drug users and HIV prevention have 

received most attention and have been best linked with emerging civil society. There is 

however a relative lack of intersect oral action. Blocks to work across sectoral boundaries 

include; a general attitude that population health is largely a product of medical (curative) 

services and not a cross-sectoral issue; and territorialism of ministries and difficulties in 

collaborating between agencies. In addition, there are explicit problems in adopting and 

enforcing public health legislation which creates conflict with key interest groups so for 

example the tobacco lobby efforts have often prevented advertising bans or tax increases. 

Nonethe-less, there are networks and activities that encourage intersectoral action 

(Healthy Cities, Health Promoting Schools, health impact assessment) and demonstrate 

that success is possible particularly at the local level. 

The challenge facing public health remains considerable but experience to date has helped 

identifY key principles that should underpin change. The first is to preserve the good. The 
inherited system had successes, especially in immunisation and child health and while 

these need modernizing they should not be abandoned. The second is to attack the bad. 

While transition has brought benefits, it also has a downside. Just as open borders can in

crease access to 'healthy' products (year round fresh fruit and vegetables), so they have in

creased exposure to risks (cigarettes). The third is to reform the institutions and the fourth 

to increase the level of skills available. Almost all countries urgently require a restructuring 
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of public health services to allow them to respond to the complex challenges ahead and 

almost all have a major shortage of individuals trained in modern public health able to lead 

the transformation. There are some well-established and very successful Schools of Public 

Health, (in Hungary, Croatia, and Lithuania), but there is still a great unmet training need 

for those already working in the field and for the next generation of public health profes

sionals. Fifth, governments must protect the public health budget and recognise that public 

health services are a public good. If the state does not invest in them then no-one will, 

with adverse consequences for everyone. Finally, there is a need to think much more 

widely than before and to adopt new forms of and approaches to interdisciplinary and 

intersectoral working. 

7. Implementing successful reforms 

Health reform has been harder to implement than expected, and too often it has had 

unintended consequences. Many of the difficulties experienced have had more to do with 

the complexity of changing custom and practice than the actual content of the reform 

programmes and to a significant extent the success or failure of reform has depended on 

the ability of policy-makers to implement and manage change. 

The reform debate focuses increasingly on those contextual and process factors that enable 

or obstruct change. The experience of CEE and the NIS to date in implementing health 

reform signal which are most relevant in this region but nonetheless the key issues group 

around generic concerns and include; conte>...'t; stakeholders; effective stewardship; steering 

implementation processes; and building institutional, human and management capacity. 

Understanding the context is fundamental. A key lesson for reform implementation is the 

importance of mapping and appreciating the impact of the social, political, cultural and 

economic context within which reforms take place. 

The historical experience of countries, their national culture and popular custom all help 

shape expectations of the health care systems and responses to proposed reforms. The ideo

logical dimensions of national politics and of government policy will clearly shape reform 

content and will also have an impact on approaches to implementation. Similarly long 

periods of political change and instability will inevitably affect the political context and 

tend to undermine the sustainability of reform efforts although they may also represent 

windows of opportunity. Clearly major political and social transformation creates the 

possibility of introducing change, and may give new governments the legitimacy to 

execute policies that is otherwise denied. The seizing of these historic opportunities is 

amply illustrated across the region where new democratic governments often implemented 

sweeping reforms. However, in many instances this political 'honeymoon' was short lived. 

Another important factor contributing to (and being shaped by) context is the role of ex

ternal influences in reform development and implementation. Many reform notions have 
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been developed in western countries and transferred across national boundaries to the 

region. On occasion countries have been lured into adopting structural health sector 

arrangements that are incompatible with their health sector traditions, cultures and values 

and that they have neither the societal interest nor the organizational capacity to sustain. 

International organizations sometimes contribute to this phenomenon through their 

activities. In order to make an effective and positive use of these external influences and 

evidence countries need to develop a stewardship capacity (see below) and to adapt useful 

reform models to the cultural context, establishing clearly their own health sector 

objectives and managing donor inputs. 

These contextual dimensions are complex to deal with not least because of the difficulties 

of delineating and defining them. Other more tangible elements of context are easier to 

measure but no less powerful and economic context is a case in point. The continuing 

macroeconomic pressures in the region constitute a major obstacle to reform implementa

tion. The deep recession that followed the demise of centrally planned economies led to a 

significant decline in the financial resources available for health services which inevitably 

had consequences for health care provision. In some NIS countries these financial cuts 

were of up to 50 per cent of the health care budget. They created substantial flows of in

formal payments and can be shown to have slowed or stalled the implementation of health 

care reforms. 

It is unsurprising that economic retrenchment and decreasing health budgets should have 

affected the scale of reform and the extent of implementation. Many reforms (like con

tracting hospitals) require substantial additional investments in management training and 

information systems in their start up phase. Even when reforms are intended. specifically:to 

contain costs or generating savings (like hospital restructuring), initial investments are re

quired before the effects can be felt. This does not however, lead inexorably to the conclu

sion that reform cannot succeed in the face of major financial constraints. Rather, the 

main contextual obstacle to implementation of change may be unrealistic expectations 

about the likely benefits of reform, both from decision-makers and the population at large. 

For instance, in many NIS countries, market reforms were expected to increase quality 

while maintaining universality in the face of dwindling financial resources. The demands 

made of the reforms were unsustainable, early experiences were inevitably deemed failures, 

which in turn hampered further implementation. Policy-makers may begin to address 

these dilemmas by acknowledging the full financial implications of reforms proposed and 

tuning expectations accordingly. This means that implementers may need to be less ambi

tious, maintain some current structures and focus on affordable areas of reform and on 

marginal but high priority shifts between areas. 

Given that the contextual issues are addressed reform development and implementation 

will still require that policy-makers are effective in dealing with stakeholders. Health 

system reform inevitably involves a large number of stakeholders from patients and 

professionals to politicians. The ability to identify and then deal with them is key to 

implementation and three strategies play a particularly central role. 
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First, ensuring the political willingness to support the reform will be key to success. A lack 

of political will has posed a major obstacle to reform in several countries of the region and 

explains some of the slowness in introducing change. This is not surprising, particularly 

since the complex nature of health. care reform demands major changes in the status quo 

and creates benefits felt only in the longer-term, which inevitably clashes with the short

term nature of many political agendas. The difficulties of achieving change in this environ

ment are exacerbated in some CEE and NIS countries by weak coalition governments and 

political instability. Frequent political changes, not only of governments and ministers but 

also of high level officials within the relevant Ministries, have often lead to multiple over

lapping or competing reform proposals and overall inaction. In contrast, reforms backed by 

a strong political will within a politically stable setting have sometimes achieved imple

mentation in otherwise unfavourable circumstances. There are no simple ways of securing 

political commitment to reform, but strategies that have been shown to work include; 

using comparative analysis to highlight how reform models work; pilot projects to demon

strate the impact of particular reform strategies; decentralizing implementation to local 

levels; and consensus building from the outset to maximize political support for reform. 

Second, setting strategic alliances with key health sector actors is central to implementa

tion efforts. There are numerous examples in the region of pivotal stakeholders such as the 

medical profession having blocked or enabled reform. In many CEE countries for exam

ple, physicians played a central role in the introduction of social health insurance in the 

expectation that this would increase their income. While there is a good understanding of 

the importance of stakeholders and of forming strategic alliances with them it is less clear 

how best to steer diverse interests into policy coalitions to support reform. Every reform 

effort needs nonetheless to be preceded by a political mapping of key stakeholder interests 

and to include the development of alliances; and, if possible, the cultivation of policy 

champions if implementation and sustainability are to be secured. 

Finally, public support of reform is becoming increasingly important in much of the re

gion. In the former communist systems the public made little real contribution to the 

running of the health services but there has been a growth of civil society and the devel

opment of health NGOs and consumer groups recently. Furthermore, many new reform 

strategies give the public a major role in exercising voice and exit powers in areas such as 

choosing providers. This has largely been an untapped force in the region but must 

increasingly be an important reference point for policy-makers who want to ensure 

reform success. 

Steering the process or the design and the management of the implementation process itself 

is also crucial. Inadequate planning and management of implementation has helped to ac

count for numerous reform failures. Key strategies here include; making reform objectives 

explicit; establishing an appropriate management structure; allocating responsibility clearly; 

assessing available financial, technical and managerial resources; using a range of mecha.., 

nisms and tools including legislation and financial incentive; timing and pacing reform ap

propriately; and putting in place appropriate information and monitoring systems. Overall 

l'i/ DRAFT Figueras, McKee, and Lessof 



DRAFT Figueras, McKee, and Lessof I July 2002 

the effectiveness of these organizational management techniques is uncontroversial, two 

strategies though deserve special consideration given the characteristics they take on in this 

regwn. 

First, the development of enabling legislation has been a major challenge to reform 

implementation in CEE and the NIS. Many countries in the region have failed to enact 

appropriate legislation due to the political uncertainty resulting from short-term coalition 

governments. However, to have legislation in place does not necessarily generate subse

quent implementation. In parts of the NIS, legislation typically in the form of inadequately 

thought through presidential decrees, acts as a formulaic e:h.1Jression of official values to 

which no one subscribes in practice. 

A second strategy in steering the process of reform, selecting the most appropriate timing 

and pacing of reform, has been the subject of some controversy. Choosing the most appro

priate timing, perhaps when there are specific and supportive social or political circum

stances, is an important factor in achieving successful implementation. As noted, recent 

periods of major social transformation have proved to offer windows of opportunity for 

radical change. Rapid 'big bang' reforms such as in the Czech Republic were effective in 

bringing about change in a short time. However, experience shows that for this to be 

sustainable and effective in the long term two prerequisites are crucial; first, a degree of 

technical 'certainty' as regards the reform model to be introduced is needed; and, second, 

there must be a broad social consensus behind the chosen model. The lack of either one of 

these in some countries that underwent a 'big bang' reform has resulted in major reform 

reversals. 

A more incremental approach whereby change is tested locally with pilot projects before 

being extended nationally may be more effective. This approach yields more evidence 

about the effectiveness of different models and in the long run may lead to more socially 

sustainable policies. There are many successful examples of pilot projects linked to success

ful national reforms such as the introduction of General Practitioner based systems in 

some CEE countries. This is not to say that all countries undergoing incremental reform 

have done so by design or following on from the results of pilot experiences. Often incre

mentalism has taken place by default and is explained by contextual factors including po

litical instability and macroeconomic constraints. Moreover, incrementalist approaches do 

have drawbacks. A slow pace of reform will allow key groups of stakeholders to organize 

resistance before change is introduced. Incremental approaches may also flounder when 

faced with the difficulties of generalising the results of pilot experiences, with factors such 

as the self selection of human resources in pilot sites or the lack of financial resources avail

able to extend established best practice confounding implementation efforts. 

Ultimately, the 'best' approach to implementation in any country will depend on its partic

ular contextual circumstances. However, there seems to be a consensus about the need to 

combine an incremental and flexible approach to reform with a series of small "bangs" that 
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can put in place particular reform strategies, particularly in those cases where there is both 
organizational certainty and social consensus. 

Building institutional, human .and management capacity is also crucial to the success of reform 
implementation. Many reform strategies such as the introduction of provider markets re
quire sophisticated information systems as well as substantial technical and managerial skills 
which have been lacking in much of CEE and the NIS. The absence of these preconditions 
helps to explain the minimal progress achieved with some reform strategies in a number of 
countries in the region and remedying these shortfalls will enable implementation. 

A related factor in determining reform success is the extent to which there is institutional 
capacity, particularly in the public sector, to steer the reform process. The introduction of 
some complex organizational and market reforms together with the decentralization of 
state functions has highlighted the need to increase the capacity of the State for gover
nance, monitoring and regulating new organizational relationships. A central factor in the 
failure of reforms in some countries has been the lack of capacity of the Ministries of 
Health to adopt these new functions. Two key contributory factors to this failure are; the 
rapid turnover of public sector employees migrating to better paid jobs in the private sec
tor; and the chaotic decentralization of authority to health insurance agencies and/ or re
gions which have left ministries with accountability for implementation but little authori
ty or capacity to drive reforms forward. These issues are further developed as part of the 
consideration ofhow to build an effective stewardship role for the State. 

WHO's World Health Report 2000 on health systems performance identifies ensuring effec
tive stewardship as fundamental to health systems. Stewardship was defined as having three 
main components: i) health policy formulation- defining the vision and direction for the 
health system; ii) regulation - setting fair rules of the game with a level playing field, and 
iii) intelligence - assessing performance and sharing information. This concept combines 
many of the elements discussed above and underlines the importance of the State in en
suring effective reform implementation. 

Effective government stewardship is key in ensuring the appropriate performance of all 
health system functions and it becomes particularly important when introducing reform 
strategies. For instance, the introduction of market incentives together with the loosening 
of direct managerial control and accountability mechanisms may result in a series of per
verse incentives that will require monitoring and regulation. 

The analysis of e:li.."Perience in the region shows that the introduction of reforms only 
succeeds when these are accompanied with strong regulatory, managerial and information 
capacity, which is often lacking in countries. In other words, if the stewardship role of the 
government is weak, regardless of the merits or otherwise of particular reform models, 
these may lead to catastrophic results for the society. 

If governments are to succeed, they must provide a clear policy vision which makes health 
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policy goals and trade offs explicit; demarcates the role and functions of the private sector; 

sets out a level playing field for the public and private sectors; and includes the definition 

of a basic package of benefits. Second, governments need to put in place appropriate infor

mation systems that allow monitoring of results of reforms and support the introduction of 

quality assurance mechanisms such as accreditation of facilities and auditing. Finally, gov

ernments will need to construct a strong and efficient regulatory framework. 

These demands highlight the importance of putting in place programmes to strengthen 

institutional governance aimed at public bodies and in particular Ministries of Health 

charged with steering health reforms. It will also be particularly important to plan for a 

new skill mix and to introduce appropriate training programmes for existing and new · 

human resources. 

8. Conclusions 

The paper has outlined a conceptual framework that integrates the key strategies that must 

be addressed and linked if policy- makers are to create the kinds of health care systems that 

citizens of the region ought to be entitled to. It has examined how financing, coordinated 

service delivery and quality measures matter independently and it has highlighted the need 

to interweave them effectively with citizen and community participation mechanisms and 

a far reaching concern for public health. It has also reviewed the complex issues that hin

der or help the implementation of reforms and suggested how critical an understanding of 

conte:A1:, stakeholders and capacity will be to delivering change. It draws attention to a 

number of priority areas for further reform and suggests that policy-makers will need to 

forge alliances, mobilize political will and the public and draw on a range oflegal, techni

cal and managerial strategies if they are to steer reform implementation effectively. 

Ultimately reform success or failure will depend on the impact of reforms on the societal 

objectives of health improvement, equity and efficiency and on the extent to which health 

systems respond to consumers. There are no simple solutions to the challenges faced. It is 

rather the case that complexity must be an inherent factor in any realistic approach to 

balancing affordability and effectiveness in what is an immensely complex environment 

surrounded by powerful interest groups. Policy-makers need therefore to address steward

ship and to take a whole system perspective, adopting a clear health strategy and sponsor

ing effective regulatory systems so as to provide the framework health care purchasers, 

providers and public health professionals need. This paper gives some indication of the 

degree of complexity and the elements they will need to combine. Subsequent papers 

examine each individual component in more detail. The extent to which these different 

elements will combine in any given country context to have an impact on health outcomes 

remains open to debate and is an area where national policy-makers must bring their 

expertise to bear. 
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Executive Summary 

Promoting quality in central and eastern Europe (CEE) and the countries of the former 

Soviet Union (FSU) is difficult because of the lack of resources and inappropriate structures 

inherited from the Soviet model of health care provision (Semashko). Even with limited 

resources, it is apparent that the quality of care provided is often much worse than it need be. 

The paper begins by looking at how quality was organized in the Soviet model. It identifies as 

a major problem in quality the widespread use of ineffective treatments. The paper explores 
the critical lack of a clinical tradition of evidence-based medicine in the region, and describes 

the old system of quality assurance based on promulgation of standards and norms, and the 

punishment of individuals who failed to heed them. 

The second part of the paper develops a general conceptual framework for the quality of 

health care and its improvement. The level of quality problems in health care is in stark 

contrast to those in other industries, which have a long history of using quality management 

systems to improve quality (such as the car manufacturing industry), increase customer satis

faction (such as the hotel industry) and reduce errors (such as the aviation industry). Since the 

1990s, with popularization of the work of organizational theorists such as Deming and Juran, 

the concepts of quality management have become increasingly influential in improving quali

ty in health care. Emphasis has shifted from structures, standards and norms to outcomes and 

process that are linked to outcomes through scientific evidence. This is often referred to as the 

"Outcomes Movement."This approach has been operationalized in a widely used definition 

of quality in health care is that has been developed through a process of consensus by the US 

Institute of Medicine: "the degree to which health services for individuals and populations in

crease the likelihood of desired health outcomes and are consistent with current professional 
knowledge." 

The paper goes on to explore the implications of the definition, focusing on the critical con

cepts of outcomes, likelihood and professional knowledge. For the former Soviet Union, a 

critical issue is what constitutes professional knowledge.Another critical issue is how this 

knowledge is delivered to the patient (the organization of care). Soviet medicine was isolated 

from the emerging developments in clinical epidemiology and evidence-based health care, 

with the result that randomized controlled studies were very rare. Soviet medicine relied on a 

special form of professional guidelines called "methodological recommendations," which were 

developed and driven into the system using a top-down approach. Guidelines should be based 

on a systematic review of the literature, using critical appraisal skills (meta-analysis) to com

bine all randomized controlled trials. 

The third part of the paper explores how to put evidence-based guidelines into routine clini

cal practice. This is the critical step an improving the quality of care and outcomes.As experi

ence with evidence-based guidelines has accumulated, it has become clear that their produc

tion is not sufficient to change clinical practice. To make improvements in health care one 

must tackle its two key components: content and organization. The content of care must be 

compatible with the best scientific evidence available. Organization of care means the way in 
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which health care is delivered through the processes and systems of care. The paper pres
ents a conceptual model for reorganizing the processes of health care to enable the imple
mentation of evidence-based practice. 

The final section of the paper examines some aspects of what has happened in the CEE 
and FSU in quality improvement and in applying modern health care quality improve
ment methodology. Given limitations of space, the paper highlights two successful exam
ples of development projects that have improved the quality of care in practice. The case 
studies reviewed in this paper show that it has been possible to introduce systems to en
hance quality of care in countries in transition, with significant improvements in effective
ness, efficiency and patients' experience of care. 

In conclusion, evidence-based medicine and the application of modern health care quality 
improvement methodology are the critical issues that need to be explored over the next 
ten years of health reform, if there are going to be real improvements in the quality of 
care. As long as there is widespread use of ineffective treatments, it is unclear whether in
creasing the level of funding to health care will lead to real improvements in health. Fur
thermore, even improvements in "efficiency" may not lead to improvements in outcome. 
Hospitals may improve their throughput, but if the treatments are not effective this will 
not lead to improvements in health. The goal is to improve the health of the population, 
which has been deteriorating since transition, and this requires a focus on improved out
comes. This, in turn, requires that interventions funded from scarce public resources are 
based on scientific evidence of their effectiveness. 
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Introduction 

The fundamental goal of a health care system is to promote health. Clearly there are cer

tain prerequisites if it is to achieve this. It requires adequate resources, which are not just 

financial but include trained staff and appropriate facilities, equipment and pharmaceuticals 

and it should be organized in a way that makes it possible to provide care that meets the 

needs of its population. It must be accepted that the lack of resources and inherited, often 

inappropriate structures place the health care systems in central and eastern Europe and 

the former Soviet Union at a disadvantage as they seek to promote high quality care.Yet 

even in these difficult circumstances it is apparent that the quality of care that is provided 

is often much worse than it need be. In some countries many treatments provided are in

effective, employing resources that could be better used in other ways. Simple maintenance 

issues, such as provision of adequate lighting or safe electrical wiring are ignored, while 

hospitals invest in technology that is under-used. Patients are treated with little respect, in 

ways that contrast with the changing nature of personal interaction in the growing com

mercial sector. 

The level of quality problems in health care is in stark contrast to some other industries, 

which have a long history of using quality management systems to improve quality (such 

as the car manufacturing industry), increase customer satisfaction (such as the hotel indus

try), and reduce errors (such as the aviation industry). Since the 1990s, with popularisation 

of the work of organizational theorists such as Deming and Juran, the concepts of indus

trial quality management have become increasingly influential in health care. Its advocates 

claim it is as effective in service industries as manufacturing, and has great potential in 

health care. 1
•
2 Much of health care falls far below the quality levels achieved in industry but 

there are examples of success. For example, deaths related to anesthesia occurred at rates of 

25 to 50 per million in many industrialised countries. Improved monitoring, the wide

spread adoption of practice guidelines, and other systematic approaches to reducing errors 

has reduced this to less that 5 per million. 3•
4

•
5 

This paper focuses on the provision of high quality health care. It begins by arguing that 

the Soviet model of health care provision, despite its achievements in providing basic uni

versal care, had many important weaknesses. Some of these weaknesses, such as an inappro

priate deference to opinions of senior professionals even when not supported by evidence, 

were also present in western countries at one time. However understanding of evidence of 

effectiveness, and its role at the heart of efforts to enhance quality of care has advanced 

greatly since then. Thus, the second part of the paper provides a definition of quality and 

explores its components, in particular focusing on the knowledge base underpinning it, 

specifically how one can know if an intervention is effective. 

DRAFT Borowitz, Massoud, and McKee /1 



DRAFT Borowitz, Massoud, and McKee I July 2002 

The Soviet system 

At the heart of the issue of quality of care in the countries of the former Soviet Union is 
the nature of medical knowledge.during communist rule. It should be noted that the 
following section applies mainly to the former USSR where access to ideas developed 
elsewhere was extremely limited. The situation was much less problematic in many parts of 
central and eastern Europe and in the Baltic Republics that had been able to maintain 
contacts with western scientists. 

The isolation of many parts of the former Soviet Union becomes apparent when one 
looks in detail at clinical practice. Superficial comparisons have tended to obscure the 
magnitude of the differences in routine treatment for many common disorders. 

Many health facilities contain equipment that is either unknown or long abandoned in the 
west. Examples include an array of machines to provide electric, magnetic, laser, and ultraviolet 
light therapy. Many common treatments are similarly unfamiliar. They include the use of ATP 
and co-carboyxlase for the treatment of myocardial infarctions, the use ofhepato-protectors for 
hepatitis, antibiotics for asthma, and auto-injection therapy for allergies. So why did these treat
ments become accepted medical practice in the Soviet health care system and not in the west? 

One factor is the ideological domination of science during the communist period. Marx
ist-Leninist theory taught that many of threats to health were transient, attributable to the 
transition to communism, and thus e:A.'pected to resolve spontaneously over time.6 There 
was a rejection of experimental methods, an absence of open and effective peer-review 
and an e:A1:remely hierarchical academic structure. As a consequence, knowledge accumu
lated only with age, leading to many ideas that had no scientific basis and which were 
often harmful. The use of transfusions to treat undernourished Romanian children is only 
an e:A1:reme example. This problem is exemplified by the legacy of a Ukrainian agricultur
alist, Trofim Lysenko. 7 Lysenko rejected Mendelian ideas, arguing that change in plants 
arose from adaptation to changing circumstances within a few generations. Although he 
was eventually discredited in the 1960s, his views remained widely held for several decades 
and the academic culture that allowed him to thrive was that in which many senior Soviet 
scientists were trained. They were well aware of the personal consequences of expressing a 
view that challenges the official orthodoxy. 8 

Although many of the particular beliefs that emerged from this system are now of only 
historical interest, their true legacy is of a culture in which dissent and open debate, espe
cially with those in senior positions, are often strongly discouraged. 

The issues involved can be illustrated further by considering a specific example: the use of 
hyperbaric O:A'Ygen chambers. Hyperbaric oxygen chambers are enclosed chambers con
taining oxygen at increased atmospheric pressure. They increase O:A]'gen levels in the blood 
and thus the body tissues. In theory, this might be thought to have a positive effect where a 
disease is characterized by lack of oxygen, such as a myocardial infarction. Of course, while 
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the problem may be a localised lack of oxygen in body tissues, the cause may be, for exam

ple, a lack of blood supply, so that increasing concentration in the blood will have no 

effect. This is confirmed by the lack of effect found in randomised controlled trials under

taken in the west, which have identified only two clinical conditions for which hyperbaric 

therapy is effective: decompression problems in divers and gas gangrene.Yet in the USSR 

hyperbaric oxygen treatment was specified for over 100 clinical indications and the treat

ment remains in widespread use throughout the former Soviet Union. 

Those using this treatment are quite convinced of its effectiveness in treating conditions as 

diverse as liver cirrhosis, myocardial infarction and prematurity. The reason for these very 

different beliefs only becomes clear when the evidence base is examined. It is true that 

there are many papers in the Soviet literature that support these uses. However the vast 

majority are from research in basic science, in particular from experts in biophysics and 

physiology. In a laboratory situation, hyberbaric O:h.'Ygen chambers can increase oxygena

tion of tissues in certain circumstances .Yet the real question is whether the findings in 

these rather artificial settings translate into a measurable clinical effect. This can only be 

addressed by a properly designed study based on the principles of clinical epidemiology. 

Unfortunately much Soviet medical research papers suffered from many methodological 

limitations. They were typically single centre studies using historical controls. Randomised 

controlled studies were very rare and Soviet medicine was isolated from the emerging 

developments in clinical epidemiology and evidence-based health care. As a consequence 

it continues to be difficult, in some places, to engage in meaningful discussion about 

evidence because of the very different paradigms that apply. This is seen by some as the 

greatest issue in addressing quality of care in the former Soviet Union. It will require a 

profound change in understanding of evidence. The challenges are apparent in the few 

areas where there has been sustained international contact concerning detailed clinical 

management. Evidence for the effectiveness of Directly Observed Therapy Short Course 

(DOTS) treatment for tuberculosis has met with resistance and, although implemented in 

pilot projects, it has not been possible to change practice more generally in the network of 

Russian tuberculosis dispensaries, where ineffective treatments such as vitamin C injections 

and artificial pnemothoraxes remain common. Similarly, there has been little success in 

implementing syndromic outpatient management of sexually transmitted infections. 

A second factor was the lack of consumer orientation that pervaded the communist 

system. Again, this was most obvious in the USSR, as authorities in some of the satellite 

states, whose populations were more familiar with developments in the west, were forced 

to respond to popular demands from time to time. Individuals were limited in their ability 

to employ either of the usual strategies to force an improvement in how they were treated; 

exit (by going elsewhere) or voice (by expressing publicly their concerns).As a conse

quence, services in all sectors were unresponsive to their clients. This was accentuated in 

health care, which was a low political priority and where the inevitable information asym

metry, which places health professionals in a position of power, was exacerbated by the ab

sence of alternative sources of information. 
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Formally, however, the Soviet Union did place an emphasis of quality control. This included 
the development of standards and norms related to the organization of health care and to 
clinical practice, a system of quality assurance reviews, and mechanisms of regulation. 
Similar systems were in .place in most of the other socialist countries. 

The Soviet system incorporated a very elaborate system for setting standards in health care. 
These standards covered a broad range of issues including what health care facilities are 
"needed" for a particular population in a particular setting. This was elaborated in terms of 
levelsa of care; what services should be provided at each level, their staffing, equipment, and 
supplies. Another important aspect was the so-called "volume of services" to be provided 
in each clinical diagnostic entity. This was a set of instructions that outlined what a physi
cian should use in terms of diagnostic tests, procedures,. treatment, and other services for 
different diseases. In cases of disputes, this was the reference against which physicians could 
be held accountable. 

The standards were set by senior physicians appointed by the Ministry of Health. Most 
often, they would be developed by an eA.rpert from one of the large number of institutes in 
the rn::Uor cities. It would then go through a review by one or more peers after which a 
designated staff member of the Ministry of Health would authorise it, making it the official 
standard (the Soviet term is "normative standard"). Standard setting was a top-down process 
and the perspectives of practicing physicians and other staff, and the realities they faced, 
were not taken into account. There was no systematic process for updating the standards. 

The standards took different forms including books published for use by the different 
organs of the Ministry of Health. The standards related to "volume of services" were 
published in the form of directives "prikaz," or "methodological recommendations" which 
often accompanied the prikaz. 

In addition, the Soviet health care system had a large, well-developed system of quality 
inspection. This role was fulfilled by the so- called "sanitarno-epidemiologicheskaya 
slujba." Interestingly, this was quite separate from the Ministry of Health and so acted as an 
independent arm of the government. It was a large organization of inspectors who system
atically examined health facilities to check for compliance with the standards. Their roles 
went beyond health care delivery facilities and included, for example, restaurants and other 
food outlets. They focused on structures, record keeping, equipment, and cleanliness rather 
than clinical practices. Much of what they practiced was conceived as contributing to 
infection control, although in practice this was often ineffective, in part because of an 
inadequate knowledge of modern microbiological issues. 

The inspection system was able to ensure some level of compliance with the standards. 
However it also had weaknesses. It was understood that inspectors would invariably find 
issues of non-compliance. Consequently the process and its outcome depended on the 
relationship the inspected facilities could strike with the inspectors. This created perverse 
incentives to try to please the inspectors, especially in the poorer, more remote facilities 
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where the staff were "less connected" (with local leadership) and hence more vuhlerable. It 

also created rent-seeking behaviour on the side of the inspectors. 

Other regulatory mechanisms also existed in the Soviet Union. As an organ of govern

ment, the Ministry of Health was responsible for the licensing of physicians, certification 

of the facilities, and issuing directives to govern medical practice in the country. However, 

virtually all physicians worked for the government. The professional associations, which 

have played an important part in quality assurance in western countries, had a minimal 

role. 

In its essence, this particular quality assurance framework (commonly known as traditional 

quality assurance) is based on developing standards, then measuring different providers 

against these standards, and giving some assessment of how they measure against this stan

dard. Graphically, this can be expressed as follows (Figure 1): 

,.., 
Fig.1 

...., 
(I) 

..c 
c 
(I) 
:::J 

.Q 
0 
-n 

0 
0"" 
(/) 
(I) 

< Q) 
I"+ o· 
:::J 

The 
Problem 

~ 

The 
Standard 

For any given measurement of quality, one can express quality as a continuous variable 

along the x-axis of the graph. Somewhere along this continuous variable lies the standard, 

which has been developed for this particular quality issue. The standard becomes the cut 

off point below which quality is unacceptable. Depending on how stringent our standard 

is, more or less facilities will lie on either side of the cut off point. 

There are two main weaknesses with this quality assurance framework. First, it is extremely 

difficult to develop standards that fulfil all the criteria required for a process of this nature. 

Ideally, the standards need to reflect the best available knowledge (which, as noted above, 

was a major problem), they need to be set high enough without being unrealistic, they 

need to be applicable to a variety of different settings, they need to be continually updated, 

and they need to be properly communicated. 
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Second, it does not provide a means for improvement. If properly used, it can serve as a 
quality assessment framework but it is not a quality improvement framework. This is espe
cially the case when the quality measurement is the result of a complex system (as with 
most results which interest us in health care), not an. individual action. 

In summary, although there was a formal commitment to improving quality of health care 
during the Soviet era, it was largely unsuccessful. Obviously one factor was a lack of re
sources. The USSR simply could not obtain the modern equipment and pharmaceuticals 
being developed in the west, either because of a shortage of hard currency or, in the case 
of computerised equipment, western export controls. However it also faced problems of 
isolation from the developments known as evidence-based care, with a failure to see the 
weaknesses of its own system for .accumulating medical knowledge. Another problem was 
the low priority given to consumer demands, unsurprisingly, as consumers had no choice 
but to accept what they were given. 

In these circumstances even the most dedicated advocate of quality care would face prob
lems, Unfortunately those who did try to tackle the situation adopted a model that, al
though perfectly in tune with the prevailing ideology based on norms and on command 
and control, exhibited the same weaknesses in health care as it did in agriculture and the 
wider economy. As a consequence, like the larger Soviet model, it was unable to meet the 
challenges it faced. 

Towards an understanding of quality in health care 

There has been a profound change in thinking about quality ofhealth care in west in the 
1990s. Drawing on earlier, seminal work by Donabedian, which drew a distinction between 
structure, process and outcome,9 it is often referred to as the "Outcomes Movement." 

The new approach goes beyond earlier approaches such as the Soviet model described 
above and has two distinctive elements. The first is a departure from the former emphasis 
on setting standards for, and inspecting the structures within which care is provided, in
stead focussing on the outcomes of that care. The second involves a recognition that it is 
rarely individuals who are responsible for adverse events, but rather problems in the rele
vant system.10

'
11

'
12 

This approach has been operationalised in a widely used definition ofquality in health care 
is that has been developed through a process of consensus by the United States' Institute of 
Medicine. This is "the degree to which health services for individuals and populations in
crease the likelihood of desired health outcomes and are consistent with current profession
al knowledge."13 This definition offers a helpful framework to think about some ofthe key 
issues involved in quality, examining what some of these terms mean in practice. 
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"Desired Outcomes" 
At first glance, the desired outcome of health care should be obvious - survival. The goal 

of an intervention is to decrease mortality and extend life. At the aggregate level, this is 

captured mathematically as life expectancy. At the level of the physician, this is captured as 

survival after an intervention (e.g. 5 year survival after treatment for cancer). 

Unfortunately mortality is an incomplete as a measure of desired outcomes. First, differ

ences in outcome of many interventions take time to become apparent. Clearly differences 

in five-year survival following treatment for cancer can only be detected six or more years 

after the treatment was administered. 

Second, as deaths following many interventions are uncommon, differences may simply re

flect random variation due to small numbers. In contrast, measures of process may make it 

easier to detect differences in a timely manner. Thus, an analysis of monitoring scenarios to 

detect differences in management of myocardial infarction showed that use of process 

measures could identify important differences that would only show up in mortality after 

73 years of data collection. 14 

Third, mortality neglects quality of life. Many health care interventions do not decrease 

mortality but they increase the quality of life: such as hip replacements, cataract extraction, 

or treatment of mental illness. Furthermore, there is often a trade-off between survival and 

quality oflife, most apparent in palliative care for those with advanced cancer. A patient 

may reject an intervention that will improve survival, but only by a few weeks, but which 

will make him or her so sick that they have to be hospitalised. This illustrates the impor

tance of taking into account patients' preferences as part of desired outcomes. 

There are now many measures that can be used to measure quality of life. These can be di

vided into profiles, that measure quality of life on several dimensions, such as pain or mo

bility, and do not attempt to combine them, and indexes, that bring these measures togeth

er into a single value. They can also be divided into generic measures, which relate to 

overall quality of life, and disease specific measures, which focus on a single condition, such 

as arthritis or ischaemic heart disease. 

These instruments have often remained as research tools. Some, such as the Short Form 36 

(SF-36), a generic profile based on 36 questions, have however been adopted into routine 

practice in some places as a means of monitoring outcomes, for example following non

urgent surgery, However their main importance for policy makers and professionals in 

countries in transition is the need to be aware that they exist and to be able to interpret 

research that uses them. 

A second issue is the relationship between the outcome achieved and the cost of doing so. 

Discussion of desired outcomes should take into account cost-effectiveness, a topic on 

which there is now a large amount of evidence. 15
•
16

•
17 It is, however, important to note that 

cost-effectiveness studies are highly context specific, 18 as both the combination of inputs 

DRAFT Borowitz, Massoud, and McKee /7 

(f 

I 



DRAFT Borowilz, Massoud, and McKee I July 2002 

and their costs will vary from one setting to another. A finding that treatment A is more 

cost-effective that treatment B in the United States does not mean that the same will be 

true in Ukraine. 

"Likelihood" 
The definition of quality emphasises the importance of increasing the 'likelihood' of de

sired outcomes. This indicates the importance, when comparing performance, to take ac

count of the role of statistical probability. Specifically, if two hospitals are found to have 

different outcomes, can it be assumed that there is a true difference? There are other possi

ble explanations. First, it may be due to chance, because the numbers involved are small. 

Second, it may be that the two hospitals are treating quite different types of patients, with 

different levels of initial severity. The first question is amenable to standard statistical tech

niques that make it possible to determine the probability that anobserved difference is real. 

The second question can be addressed by the use of additional data on severity to adjust 

for the characteristics of patients, although this is less straightforward and results should be 

treated with caution. 

"Current professional knowledge" 
The definition sets as its standard 'current professional knowledge'. This is one of the most 

contentious issues in quality and it has been at the heart of the evidence-based health care 

movement that emerged in the 1970s. The most famous proponent of a rigorous approach 

to evidence of effectiveness was Archie Cochrane whose seminal book Effectiveness and 

Efficiency was first published in 1972 and who gave his name to the international 

Cochrane Collaboration, which has taken a leading role in the development of evidence

based health care. 19 

Traditionally, in the west as in the Soviet bloc, knowledge of effectiveness was largely based 

on opinions of senior professionals, who based their judgements on their own eA.'Perience. 

Although, in a very few cases, the effectiveness of an intervention may be obvious, as was 

the case with penicillin when it was introduced in the 1940s, this process is subject to nu

merous biases and it is now well recognised that it has both delayed the introduction of ef

fective treatments, such as treatment with streptokinase for myocardial infarction, and al

lowed ineffective treatments to remain in use. 

In nearly all cases it will be necessary to assess the effectiveness of a clinical intervention 

formally by comparing it with either no treatment or another established treatment (a 

control). However it is essential to ensure that those subject to the intervention being test

ed are identical to those in the control group. This is usually achieved by allocating subjects 

to the two groups at random. In a few cases randomisation may be very difficult or impos

sible, in which case comparison of groups may still be possible, but only with great care.20 

However a single randomised controlled trial may be insufficient to establish the effective-
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ness of an intervention as there may be questions about whether the findings can be gen

eralised to different settings or whether the study was sufficiently large to be confident that 

the result was not due to chance. These concerns have led to the development of systemat

ic review, which seeks to identifY and assess the quality of all studies that have examined 

the intervention in question. There is now a large methodological literature on both iden

tification of studies and critical appraisal of their findings, which has revealed the potential 

for bias and thus misleading findings if not undertaken with adequate rigour.An associated 

technique is meta-analysis, a statistical method to combine the results of different studies. 

Cochrane had once challenged health care professionals, saying "It is surely a great criti

cism of our profession that we have not organized a critical summary, by speciality or 

subspeciality, adapted periodically, of all relevant randomised clinical trails."21 His ideas were 

taken up by individuals such as Chalmers and led to the publication of a major systematic 

review of the effectiveness of interventions in obstetrics, a specialty that had been notori

ous for using interventions that were often based on little more than folklore, such as the 

use of enemas and perineal shaving before labour.22 This process evolved into the 

International Cochrane Collaboration, a network of researchers and practitioners who 

collaborate to collect and synthesise evidence, and whose methods have been adopted 

widely by organizations responsible for advising health policy makers in industrialised 

countries, such as the British. National Institute for Clinical Excellence. In 1998, the first 

Cochrane Centre in the former Soviet Union was established in the Russian Federation. 

From evidence to guidelines 

Having obtained the evidence of effectiveness, the next step is to apply it to routine 

clinical practice. This is not as straightforward as it might seem, especially where evidence 

is lacking or contradictory. As with the methods used to assess effectiveness, those used to 

develop and disseminate clinical guidelines are now increasingly well understood. 

David Eddy, one of the leading experts on quality, has outlined six steps which should be 

carried out in developing practice guidelines: 23
•
24 

1. A clear formulation of the problem to be evaluated; 

2. A complete search of the medial literature; 
3. A formal analysis of the information contained in the medical literature; 

4. Estimation of the magnitudes of important outcomes and the uncertainty 

associated with each outcome; 
5. Assessing patients' preferences for the various outcomes; 
6. Design of the guidelines. 

Eddy's definition makes clear that not all clinical guidelines are evidence-based. The 

traditional approach collapses these into a single step which Eddy calls "global subjective 

judgement." 
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There are now many sources of evidence-based guidelines, such as the British NHS Cen

tre for Reviews and Dissemination. All of these have in common a reliance on systematic 

reviews of the literature rather than expert opinion of senior clinicians. 

As experience with evidence-based guidelines has accumulated it has become clear that 

their production is not sufficient to change clinical practice. Similarly, individual interven

tions, such as education sessions, are often of limited effectiveness. Instead, change is most 

likely to be brought about as a result of a multi-faceted strategy combining a range of 

methods within an environment that is supportive of quality. This is discussed further later 

in this paper. 

Who is responsible for enhancing quality? 
A high quality health care system is the result of efforts by many different groups and 

individuals. 

Governments play an important role, increasingly recognised as the idea of stewardship. 

This includes their roles in setting strategic direction for the health care system and 

ensuring that the resources needed for providing care are adequate.As noted above, this 

includes not only financial resources but also trained staff, appropriate facilities, and 

effective pharmaceuticals. 

Those responsible for purchasing health care, such as insurance funds, also have an impor

tant role, in establishing funding regimes that promote, rather than obstruct the provision 

ofhigh quality care. 

In many western countries professional associations have also played an important role, 

establishing clinical guidelines and systems of continuing professional development. 

However the most important players are those involved in direct patient care. One way of 

doing this is described in the following section. 

Modern health care quality improvement methodology 
One approach to quality improvement methodologf5 is based on the concept, that every 

system is perfectly designed to achieve exactly the results it achieves. Therefore, it regards 

improvement as essentially the result of changes in the systems by which work is accom

plished. However the opposite is not necessarily true. Some changes may yield improve

ment, other changes may not do so, and some changes make even reduce quality. 

Using this framework, quality improvement can be considered to consist of four steps as 

follows: 

Identijy:The first step is to state explicitly what improvement is to be made. This is usually 

done by reviewing existing data in the light of knowledge of priorities for improvement 
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amongst relevant. An example from primary care might be to improve the care of patients 

with hypertension. The system of care is conceptualised and its various components are 

determined. In this case, components might include updating clinical guidelines in accor

dance with the best evidence, organization of the process of health care delivery, develop

ing a screening programme appropriate for the population at risk, and resource re-alloca

tion to make the system work. 

Analyze: Those providing care analyse existing systems of health care delivery, both clinical 

and organizational. The organization of health care processes is commonly represented in 

the form of flowcharts . Key aspects (such as diagnostic criteria, referral criteria, criteria for 

different interventions and drug use) of clinical care are also noted. 

Develop: The evidence on the effectiveness of different interventions and organizational 

structures is compiled. The evidence is contrasted with existing clinical practices and deci

sions are made on the changes needed in existing clinical practices in order to become 

compatible with the best available evidence. The organization of health care delivery is re

viewed and enhanced in order to enable the implementation of the updated practices. The 

new system ofhealth care delivery is normally formalized as a clinical guideline. The indi

cators reviewed and updated. This is to ensure that the effect of the changes in the systems 

of health care delivery could be measured through these indicators. 

Fig.2 

Act 
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3. 
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4. 
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Implement 
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Test/Implement: The team considers how best to test the new systems of care on a small 

scale (Plan), the tests are then conducted (Do), the results are monitored and interpreted 

(Study), and then depending on the results, decisions are made regarding the next steps. 

These are to either implement the changes where the results are satisfactory, or not to 

implement them or modify them where the results are not satisfactory. 

This approach to enhancing quality is based on a series ofbeliefS about individuals and or

ganizations that are often markedly different from those that characterised the Soviet 

health care system and is based on the following four key principles: 

Understanding work in the form of processes and systems: Delivery ofhealth care can be ex

pressed in terms of various processes that convert inputs from suppliers into outputs for cus

tomers by taking them through a series of steps where different actions are done to them. A 

system is the sum of all processes directed at achieving a single output or outcome. 

The importance of teams: Since different professionals are involved in the various steps of a 

process and these professionals have their own insights into the processes they work in, to 

improve processes we need necessarily to involve them in bringing about improvement. 

This also plays a major part in their ownership of the new systems and consequently their 

commitment to implementation. 

Customer focus: Quality can be seen as a function of the extent to which we meet the 

needs and eh.'Pectations of our customers. This stresses the importance of eliciting and 

understanding the needs and expectations of patients and striving to meet or exceed them. 

Use of scientific methodology: As outlined earlier, quality in health care is based on evi

dence of effectiveness of both the interventions and the organizational framework within 

which they are delivered. These are intimately linked, as illustrated in Batalden's frame

work, which has proved helpful in several projects in transition countries. 

Figure 3 Batalden ~ Framework for Clitrical Quality Improvemenf5·u 

Content of Care I ._I ___ P_ro_c_e_s_s_o_f_c_a_r_e _ __, 
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• Protocols 
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Methodology 
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In brief, the framework implies that to make improvement in health care one must tackle 

the two key components that constitute the care. These are the content of the care, and the 

organization of care. Thus, the content of care must be compatible with the best scientific 

evidence available. Organization of care means the way in which health care is delivered 

through the processes and systems of care. This requires re-organizing the processes of 

health care delivery to enable the implementation of the evidence-based practice. 

Quality improvement as an organizational philosophy 
Quality improvement is not, however, simply a technical exercise. Dr. Melnikov, who led a 

process of change in Tula Oblast described "a new work culture." This is one that empha

sises improvement in health outcomes, in the patients' experience of care, and in efficiency 

of health care delivery. This improvement is seen as the core work of the organization, not 

as an add on. It is a culture that focuses on the system in which care is delivered. Conse

quently, individuals are not blamed for poor quality. It is also a culture that acknowledges 

the role of different professional roles in health care delivery and incorporates this under

standing in its approach to improvement. Thus, teams of professionals become decision

makers. It is a culture in which leadership is facilitative and empowering. Thus the old 

style command and control system becomes obsolete. Importantly, as an organizational 

philosophy, it requires adaptation to the cultural environment it is to be implemented in. 

This is a cornerstone for its successful implementation. 

Experience since transition 

Since the transition individuals in many countries have formed professional associations to 

promote quality of health care. For example, groups from many countries in central and 

eastern Europe and the former Soviet Union participate in the European Society for 

Quality in Health Care (ESQHC) and the International Society for Quality in Health 

Care (IS Qua). The remainder of this section reports the experience of two such groups. 

In 1995 The National Center for Quality Assessment (NCQA) in Krakow, Poland assisted 

by USAID funded technical assistance, began to implement modern quality assurance 

methods in Polish hospitals. The initial phase led to several notable achievements. 28 

• A reduction in the waiting time for ambulatory ophthalmic surgery from 

an average of 71 to 10 days in a Krakow hospital. 
• A reduction in the delay before surgery from an average of 5.8 to 1.1 days 

in a hospital in Lodz. 
• An 18% reduction of repeat laboratory tests (due to loss of samples or 

results) in a Lodz hospital. 
• Reducing the number of patients who waited for three hours or more for 

mammography from 18% to 7% at the diagnostic centre in Legnica. 
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• A reduction in outpatient waiting time for ultrasound examination from 14 

to 7 days at a hospital in Krakow. 

In 1998, the Health Committee of the US-Russia Joint Commission on Economic and 

Technological Cooperation funded by USAID initiated a programme to implement 

quality improvement methods in several oblasts in Russia. 29 

In a number of cases significant improvements in care were achieved, frequently leading to 

better outcomes at lower cost. For example, a programme to improve management of 

hypertension in primary care30 increased the number of patients managed in that setting by 

more than seven-fold. Hypertension related hospitalisations decreased by 85%, and hyper

tensive crises by about 60%.Although the. cost incurred in primary care increased by 39%, 

this was outweighed by a reduction of 41% in the cost of hospital care, resulting in a net 

reduction of 23% in the cost of managing patients with hypertension. 

An enhanced system of care for women with pregnancy-induced hypertension31,32 

(PIH) was associated with a reduction in the rate of diagnosing PIH from 43% to 5.6% 

(based on evidence on what constitutes PIH), and a fall in hospitalisations of 61%. An 

economic analysis found an 87% reduction in the cost of care. 

A new programme to improve care for neonates suffering from respiratory distress syn

drome33 reduced cases ofhypothermia to negligible levels and was associated with a 64% 

reduction in deaths due to respiratory distress syndrome. 

The obstetric and neonatal programmes are now being implemented in all42 hospitals in 

Tver Oblast.The hypertension programme is being implemented in general practices and 

polyclinics in Tula Oblast. This has been associated with a reduction in early neonatal mor

tality in Tver, from 10.8/1000 in 1998 to 5.3/1000 in 2001, although obviously other 
factors will be involved. 

Conclusions: Enhancing quality of care in transition countries 

The case studies reviewed in this paper show that it has been possible to introduce systems 

to enhance quality of care in countries in transition, with beneficial effects on effective

ness, efficiency and patients' experience of care. However, the scale of the task is enormous 

and quality of care haslargely been neglected by the international donor community. Over 

the last ten years of health reform, the main goal has been to increase financing and im

prove efficiency. Many countries have opted for health insurance, which has not signifi

cantly increased health expenditures, but more importantly, it has failed to improve the 

quality of health care and improve health outcomes. 

In the next decade of health care reform, improving the quality ofhealth care must be at 

the top of the agenda. This requires a large-scale effort to embed a culture of evidence-
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based health care in Eastern Europe and the former Soviet Union. This means profound 

changes in how research is organized, converted into evidence-based clinical guidelines, 

and how those guidelines are disseminated. This must be complemented by changes in the 

organization and financing of health care that often impede efforts to improve quality. As 

we have seen in the West, it is not enough just to produce clinical guidelines. The guide

lines need to be implemented and this requires incentives to change behaviour. It also re

quires significant changes in the fragmented and uncoordinated Soviet model of health 

care delivery. 

In conclusion, there is a need to move beyondissues such as health care financing to focus 

reform efforts on improving outcomes. This requires a re-thinking of health reform and a 

greater emphasis on the content of medical care. 
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Executive summary 

The health of populations in central and eastern Europe (CEE) and the newly independ

ent states of the former Soviet Union (NIS) is substantially worse than in western Euro

pean countries. Most of the east-west health divide is due to chronic disease in middle

aged and older people, but many countries in the region face new and serious threats to 

public health such as increasing rates of HIV infection and intravenous drug use. The caus

es of poor health in CEE/NIS are complex, but they appear to be strongly related to un

derlying social conditions such as economic instability, unemployment, migration, organ

ized crime, alcoholism and increased availability and use of illicit drugs. 

In this paper we discuss how organized public health services, and governments in general, 

can respond to these challenges. While public health services alone are unlikely to substan

tially improve population health, they can make an important contribution, not least by 

advocating a broad approach to health and its determinants. 

We present a conceptual framework that recognizes the complex nature of health determi

nants, the crucial role of the social environment and the core functions of organized public 

health. We briefly describe the changes in public health systems, from the Soviet system of 

sanitary-epidemiological stations before 1990 to a less centralized service oriented more 

towards health promotion. We list some of the factors obstructing advances in public 

health, such as the overall macro-economic and social conditions, general attitudes to pub

lic health, inadequate training and the lack of a multisectoral approach. Finally, we offer 

several principles for developing future policy options. These include: preserving the posi

tive aspects of the public health service (e.g. communicable disease control); attacking the 

major threats for each country; protecting the public health budget; reforming the service; 

training public health professionals; and adopting multidisciplinary and multisectoral ap

proaches. 
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1. Introduction 

The health of populations in central and eastern Europe (CEE) and the newly independ

ent states of the former Soviet Union (NIS) at the beginning of the 21st century is sub

stantially worse than in western Europe or North America. The high rates of mortality, 

morbidity and disability are important for a number of reasons: they constitute a humani

tarian tragedy, impose a burden on the health and social sectors, and impede prospects for 

economic prosperity and overall development. 

This paper examines the following issues: (a) the major determinants of the poor health in 

CEE/NIS; (b) the role and realistic potential of public health services in improving health, 

and how steps taken during societal transformation affect this potential; (c) the key factors 

enabling and obstructing advances in public health in CEE/NIS; and (d) the policy options 

available to improve the effectiveness of public health services in the countries in transition. 

We present two well known conceptual models of the determinants of health. These mod

els also illustrate different levels of possible intervention. We believe that social and eco

nomic factors are the primary causes of ill health, and that the policy response to improve 

health needs to be interdisciplinary and multisectoral. We also argue that public health 

services and medical care alone are unlikely to improve population health, but that they 

can nevertheless make an important contribution to the process. 

2. Conceptual framework 

Efforts to improve population health must address the important determinants ofhealth. 

Proximal factors, such as obesity, tobacco and alcohol, are important but the adoption of 

unhealthy lifestyles does not depend solely on an individual's choice (Cockerham 1997). 

There is abundant evidence that population health is related to features of society, and to 

social and economic conditions (Marmot & Wilkinson 1999). Our conceptual framework 

recognises the complex nature of determinants of health and the core functions of organ

ized public health, and it identifies the role of the public health system in the process of 

improving the health of the population. 

2.1. Determinants of health 
Fig. 1 (page 2) shows the main determinants ofhealth as concentric circles, with layers one 

over another (Dahlgren &Whitehead 1991).At the centre is the individual, with his or her 

personal characteristics such as age, sex, genetic makeup, etc; these factors are important 

but cannot be changed. The individual's health is influenced by his or her lifestyle and 

health behaviour (the second layer). However, individual lifestyles are influenced by social 

norms and community networks (the third layer). These, in turn, are influenced by living 

and working conditions, education, health care, etc (the fourth layer).All these layers of 

factors are affected by the overall macroeconomic and environmental conditions of society 
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Fig.1 

(the outer layer) . Fig. 1 illustrates the limitations of the usual reductionist approach to pub

lic health, such as focusing on smoking in isolation from other factors.(such as screening 

for high blood cholesterol and reducing it by dietary or pharmacological means). 

Both models show that, while such downstream interventions are important, their effect will 

be limited as long as they ignore the underlying determinants of health- i.e. the upstream 

factors related to the social and economic environment and living conditions. One can ask, 

for example, why smoking is so common and fruit and vegetable consumption so low in 

CEE/NIS.A plausible explanation is that for people with a low sense of control, no hope for 

the future and low social and financial resources, it makes little sense to worry about the 

health hazards of tobacco or to spend money on expensive and unnecessary foods. 

The close relation of changes in health status to changes in social conditions in CEE/NIS 

during the transitional period (Marmot & Bobak 2000) further emphasizes the need to 

focus on the broader determinants of health. In fact, the improvement in mortality in the 

Czech Republic and Poland after 1990 has been attributed to improved diet rather than 

improved health services (Bobak et al. 1997; Zatonski et al. 1998). The improved nutrition, 

in turn, has been largely due to the greater availability and lower prices of unsaturated fats 

and fruits and vegetables; these factors are beyond the realm of the health services. 

Fig. 2. Concept11al model of determi11ants of health 
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Public health services can and should play an important role in developing policies to im

prove health. However, as mentioned above, it is unlikely that a substantial improvement in 

health can be achieved by the health sector alone. Public health services should set up and 

conduct downstream interventions (e.g. changing health behaviour) but public health pro

fessionals also need to propose and advocate upstream policies. A wide range of such up

stream policy options is given in the independent inquiry into inequalities in health in the 

United Kingdom (Acheson 1998). 

2.2. Public health 
Public health is a broad term with no universal international definition and structure. A 

useful definition is that it is a process of promoting health, preventing disease, prolonging 

life and improving the quality of life through the organized efforts of society (Vetter & 

Matthews 1999). In some countries, public health includes functions of the state other 

than health care and public health services (education, housing, transport, etc); in others it 

denotes all health service provision and management; and in others public health is under

stood in its narrow sense as the sum of functions provided by the public health services. It 

is clear from the previous section that we advocate the broadest meaning. 

Nevertheless, most specialists agree that the core functions of public health practice in

clude: (a) monitoring population health and its determinants; (b) prevention and control of 

disease, injury and disability; (c) health promotion; and (d) protection of the environment 

(Bettcher et al. 1998). We believe that these functions cannot be fulfilled successfully by 

public health services or even the health sector alone. 

3. Comparative overview 

3.1. Health status in CEE/N IS 
Health in CEE/NIS is substantially worse than in western European countries. At the end 

of the 1990s, the difference between the European countries with the highest and lowest 

life expectancies at birth was more than 10 years in both men and women; virtually all 

countries with low life expectancy are in CEE/NIS (WHO). Even at age 45, there is an 

8-year difference in male life expectancy between the best and the worst European 

countries. 

This difference in health (the much debated east-west gap) has long-term and short-term 

components (Bobak & Marmot 1996). After the Second World War, life expectancy im

proved rapidly in both eastern and western Europe, but the two started to diverge in the 

1960s. Western European countries enjoyed a further increase in life expectancy between 

1970 and 2000 (by 6 years on average). However, improvements in CEE/NIS until the 

early 1990s were at best negligible, and in Bulgaria, Hungary and Poland male life ex

pectancy at age 15 actually declined (reflecting the increase in mortality among adults). 
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The situation deteriorated further in most of CEE after the collapse of communism in 
1989. The mortality trends followed those seen in socioeconomic indicators. After a uni
versal deterioration in health in the early years, mortality improved in most CEE coun
tries, where the transition was relatively successful, but it remained high or continued to 
rise in most NIS, where the negative social impacts of the transition were much worse 
(Cornia 1997; United Nations Children's Fund 2001). 

3.2. Determinants of poor health in CEE/NIS 
The diseases responsible for the gap in life expectancy may guide us as to the measures 
that may help to reverse the unfavourable trends. Of the 6.1-year gap in life expectancy at 
birth between CEE/NIS and the rest of Europe in the early 1990s, only 15% developed in 
infancy; 43% originated in the 35-64-year age group and 23% in those 65 and older. Car
diovascular diseases accounted for 54%, followed by e:h.'ternal causes (23%) and respiratory 
diseases (16%) (Bobak & Marmot 1996). Interestingly, cancer is no more common in 
CEE/NIS than in western Europe. Separate analyses of German, Hungarian and Russian 
data confirm these aggregate findings (Chenet et al. 1996;Jozan 1995; Kingkade & Boyle 
Torrey 1992). The contribution of external causes (injury and violence) is higher in the 
former Soviet Union, particularly since the late 1980s (Bobak & Marmot 1996; European 
Centre on Health of Societies in Transition 1 998). 

A number of studies addressed the question of the causes of poor health in CEE/NIS. The 
evidence suggests that medical care contributed only modestly to the long-term east-west 
divide that has opened up since the 1960s (Bobak & Marmot 1996; Boys et al. 1991 ;Velko
va et al. 1997); most of the east-west difference is due to high disease incidence rather than 
substantially higher case fatality in CEE/NIS than in the west (Bobak & Marmot 1996).A 
possible exception is infant mortality, which decreased more rapidly in countries or areas 
with better neonatal care technology (Koupilova et al1998; Nolte et al. 2000). 

The lack of efforts to control common risk factors for chronic disease (blood pressure, 
smoking, cholesterol) probably made a substantial contribution to the gap, mostly through 
the mortality rise since the 1960s. Smoking rates are high among men and are rising in 
young women (Bobak et al. 2000). The prevalence of obesity is high in most countries of 
the region (Principal Investigators 1989). Nutrition is often poor, with high intakes of sat
urated fats and low intakes of fresh fruit and vegetables, and leisure-time physical activity is 
typically low. 

On the other hand, environmental pollution, commonly blamed for high mortality in the 
region, probably did not play a major role (Bobak & Feachem 1995; Bobak & Marmot · 
1996;Hertzman 1995). 

The causes of the dramatic fluctuations in mortality in the 1990s are not fully understood 
but there is a general consensus that changes in health are related to changes in social and 
economic conditions. Social and economic circumstances deteriorated in all countries in 

'+I DRAFT Bobak, McCarthy, Perlman, and Marmot 



DRAFT Bobak, McCarthy, Perlman, and Marmot I July 2002 

the early stages of transition. Unemployment rose and income inequalities increased in all 

countries, and in some NIS they reached levels seen in Latin America (World Bank 1996). 

Social inequalities in health also increased (Bobak & Powles 2001; Koupilova et al. 1998; 

Koupilova et al. 2000; Shkolnikov et al. 1998). The negative economic changes had a large 

impact on people's behaviour and health. Indirect evidence suggests that high consump

tion of alcohol and binge drinking contributed to the changes in mortality, particularly 

though alcohol poisoning, injuries and violent deaths, and possibly cardiovascular diseases 

(McKee 1999;McKee et al. 2001). 

Apart from cardiovascular diseases, injuries and alcohol, there are other threats. There has 

been a sharp increase in a number of communicable diseases in some parts of the region 

since 1989, such as diphtheria, viral parenteral hepatitis, tuberculosis and HIV infection 

(Netesov & Comad 2001).The latter is closely related to the sharp increase in intravenous 

drug use. In the Russian Federation and some other countries, illicit drug use has reached 

epidemic proportions (Blinova et al. 2000; Veekens 1998). While the absolute levels of these 

diseases are not high, the steep increase observed over the least few years is alarming. If the 

current trends continue, hepatitis and HIV and other infections will become a major cause 

of morbidity and mortality. 

Some of the problems in the 1990s were due to the disintegration of public health services 

and a lack of funds for drugs and immunization. Nevertheless, the general worsening of 

health status reflects deeper social problems such as economic instability, unemployment, 

migration, organized crime, alcoholism and increased availability and use of illicit drugs. All 

this indicates that the roots of the health crisis in CEE/NIS lie in the social environment. 

Psychosocial resources, such as perceived mastery, optimism, sense of control or social net- . 

works are, on average, low (Bobak et al. 2000; Cornia 1997; Marmot & Bobak 2001). The 

worsening in the 1990s can also be attributed to psychosocial stress resulting from acute, 

transition-related dislocation in the labour market, income inequalities and family disrup

tion, and by a grossly inadequate public policy response to these social emergencies (Cor

nia & Pannicia 2000). The major task for organized public health, and for governments in 

general, is to respond to these challenges. 

3.3. Public health services in CEE/NIS before 1990 
Before 1990, public health services in CEE/NIS were organized according to the Soviet 

model. Responsibility for public health and prevention lay with a highly centralized sys

tem of sanitary-epidemiological (sanepid) services. The system was hierarchical, with sani

tary-epidemiological institutes at lower administrative levels (e.g. districts) subordinate to 

higher-level (regional or national) institutes.At the same time, the sanitary-epidemiological 

institutes were also part of the regional (district) health services structure. The sanepid 

services combined monitoring, inspection, preventive and (sometimes) research functions. 

A typical institute serving a larger region had departments dealing with environmental 

health, general health, occupational health, nutrition and food hygiene, child and adoles

cent health and communicable disease control (epidemiology and microbiology). 
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Perhaps the most tangible achievement of the sanepid system has been its contribution to 
vaccination programmes and communicable disease control, achieving remarkable success 
in most parts of CEE/NIS. On the other hand, it was relatively ineffective in combating 
environmental pollution, occupational diseases and noncommunicable diseases. The failings 
of the old system were partly related to the lack of real power (for example, the sanepid 
services monitored air pollution but often had no direct regulatory power), but also to the 
political regime (opposing party decisions required personal courage). 

The sanepid services reported on infections, immunizations, serological surveys, occupa
tional disease and some other outcomes. Information on curative services or noncommuni
cable conditions was often collected within the health sector (e.g. cancer registers) but these 
data were not often used. There were large differences between countries but it became ap
parent after 1990 that, in general, the information base for public health was inadequate and 
often of poor quality. In addition, much of the data on health status (e.g. mortality and birth 
outcomes) came from state vital statistics or other sources (for example, the WHO MONI
CA Project was the main source of information on the incidence and treatment of cardio
vascular diseases and the prevalence of risk factors in many countries in CEE/NIS). 

l.IJ. Public health services in CEE/NIS after 1990 
After 1990, public health services, as with most other public institutions, underwent reform in 
most countries. To our knowledge, there has been no formal assessment of the public health 
reforms in CEE/NIS. The following is based on informal observations in a sample of coun
tries. The reforms were different in each country, but there were several common themes. 

Decentralization 
In some but not all countries, the public health systems were partly decentralized. In most 
countries, the subordination to higher administrative levels became weaker and the link 
with local government became stronger. In virtually all countries the central public health 
institutions remained under the control of the Ministry of Health, but in some countries 
local public health services were incorporated into local government, or local governments 
were given more say about public health in their areas. This has had some positive conse
quences. The public health institutes respond better to local problems, for example by con
ducting surveys for local government or by providing specific services (e.g. HIV I AIDS 
counselling). In some countries, the public health institutes also have freedom to raise extra 
funding for additional activities. 

Chan~es in Iundin~, le~islation and responsibility 
In many countries, mostly in the NIS, the national economic crises reduced public sector 
funding. The impact on public health services was usually larger than that on curative serv
ices. As a consequence, the public health services could not deliver the services they used 
to (e.g. vaccination) and could not start new programmes. Owing to legislative changes, 
public health services in some countries lost some of their previous functions. In the 
Czech Republic, for example, monitoring of environmental pollution was partly moved to 

6/ DRAFT Bobak, McCarthy, Perlman, and Marmot 



DRAFT Bobak, McCarthy, Perlman, and Marmot I July 2002 

the Ministry of the Environment, the monitoring of food quality to the Ministry of 

Agriculture, and radiation hygiene to a new governmental Agency for Nuclear Safety. 

Blurrinl of responsibilities and loss of discipline 
While some elements of decentralization and new legislation were necessary, the combina

tion of these changes often brought about a reduction in control and blurring of responsi

bilities. This, combined with the fall in real funding, often led to a decline in the quality of 

previously successful functions (e.g. communicable disease control).Another by-product of 

decentralization was that, in many countries, public health was removed even further from 

the interests of the ministries. Public health is often low among the priorities oflocal ad

ministrators, and funding cuts have affected public health agencies disproportionately. 

Reductions in the numbers of staff 
Similar to other health services, the public health services were well staffed before 1990. 

After the political changes, there were fewer people working in the system. While some re

duction was desirable (Feachem & Preker 1991), many of those who left the service were 

the more dynamic and better trained people. The two main reasons for leaving the service 

were uncertainty about the future of the service and low salaries. 

Introduction of health promotion 
Health promotion strategies can be divided into three groups: (a) campaigning strategies 

(e.g. tobacco control policies); (b) responsive strategies (e.g. programmes for drug misusers 

and HIV prevention); and (c) intersectoral collaboration (e.g. working with housing, trans

port or even finance ministries). While health promotion was largely ignored in CEE/NIS 

before 1990, it subsequently became one of the core functions of the public health service 

in many countries; much of this was led by the WHO Regional Office for Europe. 

In general, the responsive strategies have received most attention. Most countries have now 

some policies towards HIV control and harm reduction among intravenous drug users, 

child development, lifestyle factors, etc. As with many other public health initiatives after 

1990, harm reduction activities have been strongly influenced by international agencies, 

particularly by the International Harm Reduction Development programme of the Open 

Society Institute, focusing on intravenous drug users and HIV prevention 

(http:/ /www.soros.org/harm-reduction, accessed 17 June 2002). 

The relative lack of intersectoral programmes may be due to the difficulties that national 

governments have in adopting and enforcing public health legislation (e.g. banning tobac

co or alcohol advertising or increasing tax on tobacco and alcohol). In many countries, 

anti-tobacco and anti-alcohol legislation and taxation has been attempted and approved 

(Kralikova & Kozak 2000). The tobacco industry has mounted considerable opposition to 

these initiatives, however, and has often been successful in reversing legislation or blocking 

its implementation (the most recent example being the reversal of anti-tobacco legislation 

in the Czech Republic in May 2002). The low priority of public health in government 

policy is reflected by the lack of communication with agencies in different sectors. 
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There have nevertheless been a number of success stories. A well known example of a 
multisectoral approach is the Healthy Cities Network, which promotes intersectoral work 
at the local level. This approach has been welcomed in CEE and NIS, since it appears new 
and encourages health promotion, participation and engagement of politicians with peo
ple's concerns. The Regional Office has supported national networks of cities in CEE and 
the Russian Federation so that, for example, Croatia has a network with 60 full or affiliated 
member cities (http:/ /www.who.dk/healthy-cities, accessed 17 June 2002). Other exam
ples include the European Network ofHealth Promoting Schools, led byWHO and fund
ed by the European Union and the Council ofEurope, which includes most of the CEE 
and provides a base for national development of school-based health education; the health
promoting hospitals networks, again mostly in CEE but also in Kazakhstan; and the Health 
in Prisons Project, which includes Latvia, Poland, the Russian Federation and Uzbekistan. 

Enuironmental health 
Before 1990, public health services were unable to reduce exposure to environmental pol
lutants. For political reasons it was often difficult to address the problem. This has changed 
since 1990. The issue of environmental pollution and health has become a priority, and 
many countries have initiated programmes of training and research. On the other hand, 
health impact assessment has yet to become standard practice. Perhaps the most extensive 
attempt to integrate research and policy in the area of environmental health is the Czech 
National Programme of Environment and Health, which integrates the collection of data 
on exposures and assessment of health status. Another example of a new approach to envi
ronmental health are the WHO-led National Environmental Health Action Plans (NE
HAPs) adopted by a number of CEE/NIS. This framework attempts to coordinate differ
ent sectors of the economy and government in formulating sustainable strategies for 
environment and health. Unfortunately, much of it remains on paper. 

Health information systems 
Investments have been made to improve the quality of information systems and health 
monitoring tools. Information systems have been modernized, and many countries now 
have computerized systems for the reporting of different diseases or health outcomes. 
Many of these data are reported to WHO, UNICEF and other international agencies, and 
some are available in on-line or off-line databases. For example, WHO's European health 
for all statistical database (http:/ /www.who.dk/hfadb, accessed 17 June 2002) contains a 
large number of health-related and social indicators. The WHO Regional Office for 
Europe, with other international partners, also supports the development of Health Care 
Systems in Transition (HiT) profiles, which offer important overviews of the health system 
and public health issues (http:/ /www.observatory.dk, accessed 17 June 2002). The 
computerized information system for infectious diseases (CISID) (http:/ I cisid/who.dk, 
accessed 17 June 2002) contains communicable disease surveillance data. Data on 
cardiovascular risk factors are available through the WHO countrywide integrated non
communicable diseases intervention (CINDI) programme (http:/ /www.who.dk/ eprise/ 
main/WHO/Progs/CINDI, accessed 17 June 2002). UNICEF has developed the 
TransMONEE database ofhealth and socioeconomic indicators in 27 countries in 
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CEE/NIS (http:/ /www.eurochild.gla.ac.uk/documents/monee, accessed 17 June 2002). 

Data quality depends, of course, on the quality of primary data collection, and for some 

outcomes and countries this information may be unreliable. The use of such data is further 

limited by a lack of information on the distribution of health outcomes within popula

tions (e.g. by socioeconomic group). 

In addition, ad hoc surveys or repeated surveys in population samples have been initiated 

in many countries to collect data on health behaviour and individual risk factors. On the 

other hand, the relaxation of control has also affected health information systems, with 

many data sets becoming less complete and less reliable. As before, communication be

tween different agencies collecting or maintaining information is generally poor, even 
within the health sector. 

'1. Key fadors enabling and obstruding advances in public health 

Ouerall macroeconomic and social conditions 
As mentioned above, the overall economic situation in many countries is poor. There are 

also other major societal problems, such high levels of corruption and crime, weak civic 

society structures, low social capital, rising unemployment and income inequalities. It is 

difficult to reform institutions under these circumstances, and all these factors have a nega

tive influence on health (Cornia 1997). 

General attitudes to public health 
In many countries the predominant view is that population health is largely a product of 

medical (curative) services. Most people and policy-makers see medical services as crucial. 

Most would agree that it is important to maintain immunization programmes and other 

measures to control communicable diseases. Some people would support health promotion 

programmes in the area of chronic diseases or substance misuse. But few would assert that 

actions taken by other sectors (e.g. education, transport, pensions) have an impact on 

health. Very few people consider health as a marker of the successful development of a so

ciety. As a consequence, policy-makers in different sectors do not consider the impact of 

their decisions on health, and it is often difficult to obtain support for health-related initia

tives outside the health sector. For example, a review of public health policy documents in 

the Russian Federation revealed that, while most authors demanded preventive pro

grammes, the vast majority only considered activities within the health sector (Tkachenko 

et al. 2000). 

The inherited system 
It will take time to refocus the old system towards health promotion and prevention. 

Cooperation with other sectors has traditionally been poor and it is difficult to change this 

attitude. 
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Lack of a multisectoral approach 
Even in newly organized programmes that are set up to be multisectoral, collaboration be
tween different sectors and institutions may be difficult. For example, Parvanova (2001) 
analysed environmental health policy and practice in six formerly socialist countries in east
ern and southern Europe. She found that, in all countries, the importance of both environ
mental health and a multisectoral approach to it were well recognized. Nevertheless, there 
was universal difficulty in collaborating with other agencies, often within the same sector. 

Train in~ 
There is urgent need for re-training of public health workers in key areas, such as health 
promotion, medical statistics and informatics, and risk or health impact assessment. The 
understanding of" evidence" often differs markedly from that in western European coun
tries. The evidence-based approach has not yet been established in CEE/NIS. Medical 
schools pay little attention to public health and its determinants and health promotion 
strategies, and postgraduate training in public health still largely focuses on communicable 
disease control. Non-medical professionals are still undervalued in public health services. 

5. Policy options 

In early 1991, a consultation by the World Bank with the Czech Republic proposed six 
principles to the future of public health. These were: (a) to preserve the good (communi
cable disease control and vaccination); (b) to attack the bad; (c) to reform institutions; (d) 
to develop training in public health; (e) to safeguard the public health budget; and (f) to 
adopt a multidisciplinary and multisectoral approach (Feachem & Preker 1991). We believe 
that these principles are still valid. 

PreserPe the ~ood 
It is crucial to preserve or rebuild the capacity of the public health services for communicable 
disease control, vaccination and the maintenance of child and maternal health programmes. 
Those countries that preserve the effective parts of the old services are better prepared to 
meet new challenges than those that allow the entire public health service to disintegrate. 

Attack the bad 
The list of public health issues is very long, and differs between countries. In the medium 
term, each country needs to prioritize its health problems. These may include: new and 
old infectious diseases; safe practice in health care facilities; health behaviour and risk fac
tors; substance abuse; birth control; and injuries and accidents. Programmes to prevent or 
control these problems need to take account of the major determinants of each condition, 
and should use multidisciplinary and multisectoral approaches to tackle the determinants 
ofhealth (see, for example,Acheson 1999). 

Reform the institutions 
Reforms should encourage retention of bright and motivated staff, should increase the 
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effectiveness of the public health service, and should encourage intersectoral and multidis

ciplinary approaches. 

Train in public health 
Schools of public health have been established in several countries, but they frequently fo

cus on health service management rather than on epidemiology, population health, pre

vention and health promotion. While sending students abroad may not be feasible, it 

should be possible to develop new or reform existing schools of public health. There are 

several examples of successful initiatives: in Hungary, a School of Public Health was estab

lished with international assistance (McKee et al. 1995); the American University in Yere

van, Armenia, offers a Certificate in Public Health programme; and there is a public health 

programme at the University ofVarna, Bulgaria, supported by the EU TEMPUS pro

gramme. The collaborative effort of the Open Society Institute and the Association of 

Schools ofPublic Health in the European Region (ASPHER) (http:/ /www.ensp.fr/as

pher/ C_projects/ osi/ osi_aspher.htm, accessed 17 June 2002), which focuses on education 

and training in public health in 13 countries of the region, is another considerable re

source. 

Protect the budlet 
Countries need to recognize that preventive services are a public good that should be fi

nanced from public funds, and that there should be some elements of compulsion and state 

control. Governments should protect the public health budget, perhaps as a proportion of 

the total health budget. The rationale is that, although the public values curative services 

more than public health services, investing in well designed preventive services has a 

greater impact on population health. 

Adopt interdisciplinary and intersectoral approaches 
The causes of ill health in CEE/NIS (and elsewhere) are complex. While public health 

service or health sector interventions as a whole can make a valuable contribution to im

proving health, the problem of poor health of the population cannot be solved without 

addressing the broader determinants of health. Local services need the support of central 

government, and coordination between different ministries, public institutions and agen

cies and nongovernmental organizations will be needed. Public health professionals must 

advocate this broad approach to health and its determinants. 
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VIII. Hotel and Area Information 

A. General Hotel Information 

Hilton Washington & Towers 
1919 Connecticut Avenue NW, Washington, DC 20009 
Telephone: 1-800-HIL-TONS or 202-483-3000 
Fax: 1-202-232-0438. 

The Hilton Washington and Towers is located between Adams-Morgan and DuPont Circle, about 
four blocks north of the Dupont Circle metro stop. Below is some general hotel information. Further 
information is available through literature in your room or at the front desk. 

Automated Teller Machine (ATM) 
Located on the terrace level; there is $1.50 per transaction fee. 

Business Center 
The hotel business center offers cellular phone rental, express mail service, a fax machine, photo
copying, and more. Open Mon-Fri, 8 am - 5 pm; Sat, 8 am - 3 pm. Sun closed. Large print jobs can 
be done at Kinko's, 1612 K St NW (202-466-3777). 

Check in/out 
Check-in time is 3pm Check-out time is 11 am 

Concierge Desk 
Located in the lobby; open from 6 am - 11 pm 

Fitness Center 
Use of the fitness center is $10.00/day. For consecutive days usage the price decreases to 
$7/second day; $5/third day; $4 fourth day; and $3/fifth day. 

Foreign Currency Exchange 
Available at the front desk, 24 hours a day. 

Guided Tours 
Arranged through the transportation desk, open 7 am- 7 pm 

Hotel Restaurants 
The Capital Cafe has a Ia carte and buffet service for breakfast, lunch, and dinner. 
Open 6:30 am - 11 :30 pm 

The 1919 Grill is only open for dinner and serves steaks, seafood, and pasta. 
Hours vary. 

The Deli is open for breakfast and lunch and serves sandwiches, salads, snacks, and beverages. 
Open 7 am - 4 pm 

McClellan's serves cocktails, snacks, and hors d'oeuvres from 2 pm- 1 am 

25 



26 

Internet Access and Computer Terminals 
AIHA will provide 20 computers-15 with Internet connectivity-and four laser printers for confer
ence participants to use in the Military Room. Open 8 am - 6 pm 

Laundry service 
Available at $4.50 for shirts; $7.75 for trousers or skirts; and $14.00 for suits. See form in your room. 

Parking 
Available at $15.00 per day with in and out privileges for in-house guests. 

Phone 
To make a telephone call, a credit card or cash deposit is required by the front desk. Phone calls 
cost $1.00 plus the highest AT&T current market rate. For international calls, dial 8-011 then the 
country code and number. The hotel does not charge for the first 60 minutes of a toll-free (1-800 or 
1-888) call. 

Pool 
Open free to guests 6 am -10 pm; towels are provided. 

Room Service 
Available 6 am- 12 am; see menu in your room. 

Safety Deposit Boxes 
Complimentary safety deposit boxes are located in the front office; see the front desk. 

Tennis Courts 
Tennis court rental fees are $20/hour; racket rental fees are $4/hour; and a can of tennis balls can be 

bought for $5.00. 
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C. Area Information 

Welcome to Washington DC! We hope you enjoy your stay in our nation's capitol and take time to 
visit the attractions that make Washington famous. Washington is a cosmopolitan city with ethnic 
neighborhoods and restaurants and a city center that is famous for its magnificent architecture, 
monuments and parks. 

Getting Around 
The hotel transportation desk can arrange a guided tour, or you can contact Tourmobile Sightseeing 
(202-554-5100 or 1-888-868-7707) for a 19-stop bus tour (9:30AM-4:30PM. Adults $18, Children $8). 

If you will be walking, you will notice that the Capitol building divides the city into four quadrants 
and that Washington's streets form a grid. Lettered streets run east-west and numbered streets run 
north-south. The simple layout is interrupted by large diagonal avenues and traffic circles. The 
Beltway is the freeway bypass that divides the city and suburbs. 

With five lines and 83 stations, the Metro is America's second-largest rail transit system. Traveling 
by Metro is a convenient way to avoid traffic and parking problems. Metro stations are marked by 
large brown columns. Train routes are organized by colors, and each train's line color is displayed 
on its front and back. Metros are clean and safe, as they are monitored by video cameras and tran
sit police issue citations to riders that eat, drink, smoke or litter in the stations or on trains. 
(Purchase farecards and one-day passes at the stations. You will need your farecard both to enter 
and exit the station. Rides cost $1.10 to $3.25, depending on the distance traveled. An unlimited 
one-day pass is $5. Trains run 5:30AM- 12 AM weekdays, Fri. and Sat. 8 AM- 2 AM, and Sun. 8 
AM -12 AM.) 

Popular Sights 
Below is a list of the area's most popular sights, areas, restaurants and shops. For more details, talk 
with the concierge at the hotel or a member of AIHA's Washington, DC staff. 
The US Capitol Building is the city's center and houses the US House of Representatives and the US 
Senate. The Capitol is open to the public for guided tours only. (Tours Mon -Sat 9 AM-4:30 PM. 
Closed Sun. Tickets distributed beginning at 8.15 AM on a first-come, first-serve basis at the Capitol 
Guide Service kiosk. Free. 202-225-6827. The kiosk is located along the curving sidewalk southwest 
of the Capitol, near First Street and Independence Avenue SW. Metro: Capitol South or Union 
Station.) 

The White House is the president's home. It is best viewed from the Ellipse, a large open field 
behind the White House, or from Lafayette Park in front of the building. The White House Visitor 
Center offers a limited number of tours. (Tours: Tues- Sat. Ticket distribution begins 7.30 AM, tick
ets specify tour time. Free. 202-456-7041 or 202-208-1631. Tickets, 15th and E Streets SE. White 
House, 1600 Pennsylvania Avenue NW. Metro: Federal Triangle.) 
The Smithsonian National Zoological Park has a small mammal house, elephant house, great ape 
house, bears, reptiles and more. (Grounds 6 AM- 8 PM. Buildings 10 AM- 6 PM. Free. 202-673-
4800. 3001 Connecticut Avenue NW. Metro: Cleveland Park or Woodley Park/Zoo.) 

The US Holocaust Memorial Museum pays homage to the victims of the 1933 to 1945 Nazi tyranny 
in Europe. Exhibits include short films, audio recordings, photos and personal belongings. (10 AM-
5:30 PM. Free. Entry pass required to view permanent collections and available at the museum or by 
phone, 1-800-400-9373. 100 Raoul Wallenberg Place SW. Metro: Smithsonian.) 

The National Mall 
The National Mall is the heart of Washington and is famous for its elms, cherry trees and monu
ments. (Park Rangers on site 8 AM -11:30 PM. Metro: Smithsonian.) 
The Washington Monument is best viewed from the steps of the Lincoln Memorial at the western 
end of the Mall, where an inverted image appears in the large reflecting pool. At 555 feet (185 
meters) tall, it is the Washington skyline's most prominent feature. Visitors can take an elevator to 
the observation deck. (8 AM - 11:45 PM. Elevator ride, 50 cents. 202-426-6840. Constitution Avenue 
and 15th Street NW. Metro: Smithsonian.) 
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The Lincoln Memorial is at the western end of the Mall near the banks of the Potomac River and the 
Arlington Memorial Bridge. It contains a 19-foot-high (six-meter) marble statue of Abraham Lincoln. 
(8 AM -12 AM. Free. 202-634-1568. Constitution Gardens, 23rd Street and Constitution Avenue NW. 
Metro: Foggy Bottom.) 

The Vietnam War Memorial is Washington's most popular memorial. The two walls of polished 
black marble are inscribed with the names of the 58,202 Vietnam veterans killed or missing from the 
war. (8 AM -12 AM. Free. 202-619-7222. Constitution Avenue and Henry Bacon Drive NW. Metro: 
Smithsonian.) 

The Korean War Memorial shows 19 figures of US ground troopers moving toward an American 
flag. (8 AM- 12 AM. Free. 202-619-7222. On the Mall, southeast of the Lincoln Memorial. Metro: 
Smithsonian.) 

The Jefferson Memorial is located across the tidal basin from the western end of the Mall. It is a 
white marble, circular-domed structure patterned after a classic Greek temple. It contains a 19-foot 
(six-meter) tall bronze statue of President Jefferson. (Open all hours. Free. 202-426-6841. Tidal 
Basin's south bank at 15th Street NW. Metro: Smithsqnian.) 

The FDR Memorial is located along the cherry tree walk on the tidal basin near the national mall. 
The monument has four outdoor rooms that depict the 12 years that Franklin D. Roosevelt was pres
ident. (8 AM -12 AM. Free. 900 Ohio Drive SW. 202-426-6841. Metro: Smithsonian.) 

The Smithsonian Institute 
Smithsonian Institution includes 14 separate museums. (9 AM-5:30PM. Free. 202-357-2700. 1000 
Jefferson Dr SW. Metro: Smithsonian or Federal Triangle.) Among them are: 

The National Air and Space Museum is the most popular museum in the world. The museum fea
tures original historic aircraft and spacecraft, a planetarium, an "lmax" theater, and full-scale mod
els of a Lunar Lander and a spacelab. (9 AM - 5:30 PM. 7th Street and Independence Avenue SW. 
Metro: L'Enfant Plaza or Smithsonian.) 

The National Museum of Natural History exhibits include dinosaur bones, plant and animal speci
mens from around the world, the legendary Hope Diamond and other gems, an "African Voices" 
exhibit, and an "lmax" theatre. (10 AM- 8 PM. "lmax" tickets: $6.50 adults, $5.50 seniors and chil
dren under 18. Museum: Free. 10th Street and Constitution Avenue NW. Metro: Smithsonian or 
Federal Triangle.) 

The National Museum of American History. The diverse Americana collection includes first ladies' 
inaugural gowns and the original American flag. (1 0 AM to 5:30 PM. Free. 14th Street and 
Constitution Avenue NW. Metro: Smithsonian or Federal Triangle.) 

The National Gallery of Art. (Working hours for museum and sculpture garden vary. Free. 202-842-
6188. Independence Avenue and Seventh Street SW. Metro: Smithsonian) 

Arlington, Virginia 
Visitors can tour Arlington National Cemetery (the burial site of George Washington, John and 
Robert Kennedy and Jacqueline Kennedy Onassis, as well as thousands of statesmen, politicians 
and US armed forces veterans) and the Pentagon, which is the headquarters for the Department of 
Defense. (8 AM- 7 PM. Tours $4.50. 703-697-2131. Tours begin at the west end of Memorial Bridge 
in Arlington, VA. Metro: Arlington National Cemetery.) 



Restaurants and Cafes 
A list of popular Washington restaurants and cafes listed by area of th·e city 

Areas in Walking Distance from the Hilton 
Adams Morgan: Adams Morgan is known for its nightlife and for being Washington's most ethnical
ly diverse neighborhood. You can either exit the Hotel onto Connecticut Avenue and take 
Connecticut north to Columbia Road, where many of the restaurants are located, or exit the Hotel 
onto T Street and make a left. Follow T Street to 18th Street and make a left onto 18th. There are 
many restaurants and shops going up 18th. 

On Columbia Road 
Cashion's Eat Place, American/French, 1819 Columbia Rd., 202-797-1819 
Grill from lpanema, Brazilian, 1858 Columbia Rd., 202-986-0757 
Pasta Mia, Italian, 1790 Columbia Rd., 202-328-9114 
Perry's Restaurant & Catering, American/Sushi, 1811 Columbia Rd., 202-234-6218 

On 18th Street 
Felix Restaurant, American/Kosher, 2406 18th St., 202-483-3549 
La Fourchette, French, 2429 18th St., 202-332-3077 
Lauriol Plaza, Cuban/Mexican, 1835 18th St., 202-387-0035 
The Little Fountain Cafe, American/Bistro, 2339 18th St., 202-462-8100 
Tryst Coffeehouse and Bar, American/Deli/Smoothies, 2459 18th St. 202-232-5500 
The Diner, 2453 18th St., 202-232-8800 

Woodley Park 
Exit the hotel onto Connecticut Avenue and walk to the right, heading up hill, or north. Woodley 
Park is located on the far side of the bridge, about four long blocks form the hotel. There are a num
ber of restaurants located right on or just off Connecticut Avenue. 

Chipotle, Fast Food/Mexican/Tex-Mex, 2600 Connecticut Ave., 202-299-9111 
Lebanese Taverna Restaurant, Lebanese/Turkish, 2641 Connecticut Ave., 202-265-8681 
New Heights Restaurant, American, 2317 Calvert St., 202-234-4110 
Petits Plats, French, 2653 Connecticut Ave., 202-518-0018 
Tono Sushi, Japanese, 2605 Connecticut Ave., 202-332-7300 

Dupont Circle 
Dupont Circle is a lively area with an urban park and eclectic shops. Exit the Hilton Hotel onto 
Connecticut Avenue and turn left, walking down the hill. Along Connecticut you will find many 
shops and places to eat. 

City Lights of China, Chinese, 1731 Connecticut Ave., 202-265-6688 
Bistro du Coin, Bistro/French, 1738 Connecticut Ave., 202-234-6969 
Chipotle, Fast Food/Mexican/Tex-Mex, 1629 Connecticut Ave., 202-387-8261 
Etrusco, Italian, 1606 20th St. (Q and 20th), 202-667-0047 
Firehook Bakery & Coffee House, 1909 Q St. (Q and Conn.), 202-362-2253 
Johnny's Half Shell, American/Seafood, 2002 P St. (P and Conn.), 202-296-2021 
Raku- An Asian Diner, Asian, 1900 Q St. (Q and Conn.), 202-265-7258 

Areas Accessible by Metro or Taxi 
Capitol Hill is just what it says, the area surrounding the US Capitol Building. While it is accessible 
by Metro, we suggest you take a taxi to this part of town. 

Anatolia, Turkish, 633 Pennsylvania Ave., 202-544-4753 
Banana Cafe & Piano Bar, Caribbean/Cuban, 500 8th St., 202-543-5906 
Barolo, Italian, 223 Pennsylvania Ave., 202-547-5011 
Bistro Bis, Bistro/French, 15 ESt., 202-661-2700 
Cafe Berlin, German, 322 Massachusetts Ave., 202-543-7656 
Market Lunch, American/Barbecue/Crabs/Seafood, 225 Seventh St., 202-547-8444 
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Chinatown/Downtown 
Take the red line Metro from Dupont Circle toward Glenmont and get off at Gallery 
Place/Chinatown. Not only will you get to see the famous Friendship Arch of DC, but you will be 
able to enjoy all the fine food this area has to offer. 

For these restaurants, use the Chinatown Metro exit 
Full Kee Restaurant, Cantonese, 509 H. St., 202-371-2233 
Burma Restaurant, Burmese, 740 Sixth St., 202-638-1280 
Tony Cheng's Seafood Restaurant & Mongolian Barbecue, 621 H St., 202-371-8669 

For these restaurants, use the MCI Center Metro exit 
Austin Grille, American/BBO/Tex-Mex, 750 E St., 202-393-3776 
District Chophouse & Brewery, American/Steakhouse, 509 Seventh St., 202-347-3434 
Jaleo, Spanish/Tapas, 480 Seventh St., 202-628-7949 

Cleveland Park 
There are many restaurants in this neighborhood known for historic rowhouses and a vibrant, 
urban, yet residential feel. The best way to get there is to take a taxi from the hotel or take the Red 
Line train in the direction of Shady Grove (or Grovesnor) from the Dupont Circle station. 

Ardeo, American, 3311 Connecticut Ave., 202-244-6750 
Lavandou Restaurant, French, 3321 Connecticut Ave., 202-966-3002 
Nam-Viet & Pho-79, Vietnamese, 3419 Connecticut Ave., 202-237-1015 
Palena, American, 3529 Connecticut Ave., 202-537-9250 
Spices Asian Restaurant & Sushi Bar, Asian, 3333-A Connecticut Ave., 202-686-3833 
Yanni's Greek Taverna, Greek, 3500 Connecticut Ave., 202-362-8871 

Georgetown 
Georgetown is a former tobacco port and is the capital's wealthiest neighborhood, known for ele
gant homes and upscale shops. Taxi may be the best way to reach Georgetown as the closest Metro 
station (Foggy Bottom) is a 1 0-block walk from this ·area of the city. 

Aditi Indian Cuisine, Indian, 3299 M St., 202-625-6825 
Amma Vegetarian, lndianNegetarianNegan, 3291 M St., 202-625-6625 
Bistro Med, Turkish, 3314 M St., 202-333-2333 
Chopsticks, Japanese, 1073 Wisconsin Ave., 202-338-6161 
Billy Martin's Tavern, American, 1264 Wisconsin Ave., 202-333-7370 
Old Glory BBO, American/BBO/Southern Soul, 3139 M St., 202-337-3406 
Paolo's, Italian/Pizza, 1303 Wisconsin Ave., 202-333-7353 
Red Ginger, Caribbean, 1564 Wisconsin Ave., 202-965-7009 



D. Embassy Contact Information 

The Republic of Albania 
2100 SSt., NW 
Washington, DC 20008 
Tel: (202) 223-4942 
Fax: (202) 628-7342 

The Republic of Armenia 
2225 R St., NW 
Washington, DC 20008 
Tel: (202) 319-1976 
Fax: (202) 319-2982 
Email: amembusadm@msn.com 
Website: www.armeniaemb.org 

The Republic of Azerbaijan 
927 15th St., NW, Suite 700 
Washington, DC 20035 
Telephone: (202) 842-0001 
Fax: (202) 842-0004 
Email: azerbaijan @tidalwave.net 
Website: www.azembassy.com 

The Republic of Belarus 
1619 New Hampshire Ave., NW 
Washington, DC 20009 
Telephone: (202) 986-1606 
Fax: (202) 986-1805 
Email: embassy@capu.net 
Website: www.belarusembassy.org 

Bosnia and Herzegovina 
2109 ESt., NW 
Washington, DC 20037 
Phone: (202) 337-1500 
Fax: (202) 337-1502 
Website: www.bhembassy.org 

The Republic of Bulgaria 
1621 22nd St., NW 
Washington, DC 20008 
Phone: (202) 387-0174/0365 or 483-1386 
Fax: (202) 234-7973 
Email: office@bulgaria-embassy.org 
Website: www.bulgaria-embassy.org 

Canada 
501 Pennsylvania Ave., NW 
Washington, DC 20001 
Phone: (202) 682-1740 
Fax: (202) 682-7726 
Email: webmaster@canadianembassy.org 
Website: www.canadianembassy.org 

The Republic of Croatia 
2343 Massachusetts Ave., NW 
Washington, DC 20008 
Phone: (202) 588-5899 
Fax: (202) 588-8936 
Email: consular@croatiaemb.org 
Website: www.croatiaemb.org 

Czech Republic 
3900 Spring of Freedom St., NW, Suite 705 
Washington, DC 20008 
Phone: (202) 274-9100 
Fax: (202) 966-8540 
Website: www.czech.cz/washington 

Estonia 
1730 M St., NW, Suite 503 
Washington, DC 20036 
Phone: (202) 588-0101 
Fax: (202) 588-0108 
Email: info@estemb.org 
Website: www.estemb.org 

The Republic of Georgia 
1615 New Hampshire Ave., NW, Suite 300 
Washington, DC 20009 
Telephone: (202) 387-2390 
Fax: (202) 393-4537 
Website: www.georgiaemb.org 

The Republic of Hungary 
3910 Shoemaker St., N.W. 
Washington, DC 20008 
Phone: (202) 364-8218 
Fax(202)966-8135 
Email: LBagi@huembwas.org 
Website: www.huembwas.org 

The Republic of Kazakhstan 
1401 16th St., NW 
Washington, DC 20036 
Telephone: (202) 232-5488 
Fax: (202) 232-5845 

The Kyrgyz Republic 
1732 Wisconsin Ave., NW 
Washington, DC 20007 
Telephone: (202) 338-5141 
Fax: (202) 338-5139 
Email: Embassy@ kyrgyzstan.org 
Website: www.kyrgyzstan.org 

Latvia 
4325 17th St., NW 
Washington, DC 20011 
Phone: (202) 726-8213 
Fax: (202) 726-6785 
Email: Embassy@ Latvia-USA.org 
Website: www.latvia-usa.org 

The Republic of Lithuania 
2622 16th St., NW 
Washington, DC 20009 
Phone: (202) 234-5860 
Fax: (202) 328-0466 
Email : info@ltembassyus.org 
Website: www.ltembassyus.org 
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The Republic of Macedonia 
1101 30th St., NW, Suite 302 
Washington, DC 20007 
Telephone: (202) 337-3063 
Fax: (202) 337-3093 
Email: macedonia@aol.com 

The Republic of Moldova 
2101 SSt., NW 
Washington, DC 20008 
Telephone: (202) 667-1130/31/37 
Fax: (202) 667-1204 
Email: moldova@dgs.dgsys.com 
Website: www.moldova.org 

Mongolia 
2833 M St., NW 
Washington, DC 20007 
Phone: (202) 333-7117 
Fax: (202) 298-9227 
Email: monemb@aol.com 
Website: www.Monemb.org 

Poland 
2640 16th St., NW 
Washington, DC 20009 
Phone: (202) 234-3800 
Fax: (202) 328-6271 
Email: information@ioip.com 
Website: www.polandembassy.org 

Romania 
1607 23rd St., NW, 
Washington, DC 20008 
Telephone: (202) 332-4848 
Fax: (202) 232-4748 
Email: romania1 @roembus.org 
Website: www.roembus.org 

The Russian Federation 
2650 Wisconsin Ave., NW 
Washington, DC 20007 
Telephone: (202) 298-5700 
Fax: (202) 298-5735 
Website: www.russianembassy.org 

The Slovak Republic 
3523 International Ct., NW 
Washington, DC 20008 
Telephone: (202) 237-1054 
Fax: (202) 237-6438 
Email: info@slovakembassy-us.org 
Website: www.slovakembassy-us.org 

Slovenia 
1525 New Hampshire Ave., NW 
Washington, DC 20036 
Phone: (202) 667-5363 
Fax: (202) 667-4563 
Email: slovenia@embassy.org 
Website: www.embassy.org/slovenia 

Turkey 
2525 Massachusetts Ave., NW 
Washington, DC 20008 
Phone: (202) 612-6700 
Fax: (202) 612-6744 
Email: Turkish@erols.com 
Website: www.turkishembassy.org 

Turkmenistan 
2207 Massachusetts Ave., NW 
Washington, DC 20008 
Telephone: (202) 588-1500 
Fax: (202) 588-0697 
Email: turkmen@earthlink.net 
Website: www.turkmenistanembassy.org 

Ukraine 
3350 M St., NW 
Washington, DC 20007 
Phone: (202) 333-0606 
Fax (202) 333-0817 
Email: infolook@aol.com 
Website: www.ukremb.com 

United Kingdom 
3100 Massachusetts Ave., NW 
Washington, DC 20008 
Phone: (202) 588-6500 
Fax: (202) 588-7850 
Email: consular_visa@britainusa.com 
Website: www.britainusa.com/consular/ 
embassy/embassy.asp 

The Republic of Uzbekistan 
1746 Massachusetts Ave., NW 
Washington, DC 20036 
Telephone: (202) 887-5300 
Fax: (202) 293-6804 
Email: emb@uzbekistan.org 
Website: www.uzbekistan.org 

Permanent Mission of the Federal Republic of 
Yugoslavia 
854 Fifth Ave. 
New York, NY 10021 
Phone: (212) 879-8700 
Fax: (212) 879-8705 
Email: Yugoslavia@un.int 
Website: www.un.int/Yugoslavia 
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Roza Abzalova, M.D. 

Title/Aon)I(HOCTb: 
Organization/Y4pe>K,D,eHI-1e: 

Address/AApec: 

Phone/TenecpoH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Head Physician 
Family Medicine Center "Demeu" 

1 Abylai Khana St. 

Astana, 473000 KAZAKHSTAN 

3712-35-60-66 

3712-35-60-66 

demeuOO@kepter.kz 

Jennifer Adams, M.D., Ph.D. 

Title/Aon)I(HOCTb: Director, Office of Health and 
Population 

Organization/Y4pe>K,D,eHI-1e: USAID Kazakhstan 

Address/AApec: 

Phone/T enecpoH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Olusoji Adeyi 

41 Kazybek Bi Street 

Almaty, 480100 Kazakhstan 

3272-50-76-12/17, X 406 

3272-50-76-35/36 

Jeadams@usaid.gov 

Title/Aon)I(HOCTb: Senior Health Specialist 

Organization/Y4pe>K,D,eHI-1e: The World Bank 

Address/AApec: 1818 H St. NW 

Phone/TenecpoH: 
Faxlct>aKc: 
Email/3neK. no4Ta: 

Linda Aiken, Ph.D., R.N. 

Title/Aon)I(HOCTb: 

Organization/Y4pe>K,D,eHI-1e: 

Address/AApec: 

Phone/TenecpoH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Washington, DC 20433 USA 

202-473-6465 

202-477-0574 

oadeyi@worldbank.org 

Professor and Director, Center for 
Health Outcomes Research 

University of Pennsylvania 

420 Guardian Drive 

Philadelphia, PA 19104 USA 

215-898-9759 

215-573-2062 

laiken@nursing.upenn.edu 

Indira Aitmagambetova, M.D., Ph.D. 

Title/Aon)I(HOCTb: Health Program Management 
Specialist 

Organization/Y4pe>KAeHI-1e: USAID Central Asia 

Address/AApec: 41 Kazybek Bi Street 

Almaty, 480100 Kazakhstan 

Phone/T enecpoH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

7-3272-50-76-12/17 ext. 406 

7-3272-50-76-35/36 

lndira@usaid.gov 

A,gpeca y'faCTHHKOB KOHdJepeHyHH 

A6Janosa PoJa 
rnaBHbl~ epa4 
L\eHTp ceMe~HO~ MeAI-1L.(l-1Hbl "AeMey" 

yn. A6na~ XaHa, 1 

ACTaHa,Ka3axcTaH 

AAaMc A>t<eHHHcllep 
Al-1peKTop 

AreHTCTBO CWA no Me>KAyHapOAHOMY pa3Bl-1T 
1-110/CA 

AAeH OnycOA>KH 

3MKeH llHH,Qa 
npocpeccop 

Ai1TMaraM6eToBa li1HAHpa 
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Paicarmo Aliyorova 
Title/,Qon>KHOCTb: 

OrganizationiYYpe>KAeHI1e: 

Address/AApec: 

Phone/T ene¢oH: 

Roshtkala District Chief Doctor 

Roshtkala District Hospital 

Khorog, 736000 Tajikistan 

992-35220-3028 

AApeca yllaCTHHKOB KOHcbepeHUHH 

Anr.topoaa nar.tKapMO 

Fax/<t>aKc: 

Email/3neK. noYTa: 

992-35220-5534 

health.coordinator@akftjk.automail.com 

Marcela Ambrozova 
Title/.Qon>KHOCTb: 

OrganizationiYYpe>KAeHI1e: 

Address/AApec: 

Phone/T ene¢oH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

Eva Andrejcakova 

Head, Department of Mathematical 
and Statistical Analysis 

General Health lnsurancy Company 

Orlicka 4/2020 

Prague, 13000 Czech Republic 

420-602-275-247 

420-2-217-540-80 

marcela.ambrozova@op99. vzp.cz 

Title/.QomKHOCTb: Vice Director 

OrganizationiYYpe>KAeHI1e: General Health Insurance Company, 

Address/AApec: 

Phone!Tene¢oH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

Levan Avalishvili, M.D. 

Title/.Qon>KHOCTb: 

OrganizationiYYpe>KAeHI1e: 

Address/AApec: 

Phone!T ene¢oH: 

Fax/<t>aKc: 
Email/3neK. noYTa: 

Daniela Bartos, M.D. 

Slovakia 
Mamateyova 17 
P.O. Box41 

Bratislava, 85005 Slovakia 

421-2-672-77-114 

421-7-672-77-183 

andrejcakova@vszp.sk 

Blood Bank Director 

Jo Ann Medical Center Blood Bank 

21 Lubliana St. 

Tbilisi, 380059 GEORGIA 

995-32-527-682 

995-32-527-824 

blood.bank@access.sanet.ge 

Title/.Qon>KHOCTb: Minister of Health 

Organization!YYpe>KAeHI!Ie: Romanian Parliament 

Address/AApec: Address unknown 

Bucharest, Romania 

Phone!Tene¢oH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

40-93-214-654 

40-1-337-2683 

Email address unknown 

AM6po3oaa Mapcena 

ABanHWBHnH neaaH 
A11peKTop 6aHKa t<poe111 

MeA114111HCKIIIIIi 4eHTP 111M . .Q>KoeH 

Yn.Jly6nSIHbl21 

T611nl1cw380059, rpyai1SI 

6apToc ,QaHena 
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Conference Address Book Page3 AApeca y'laCTHHKOB KOHcbepeHyHH 

Bernice Bennett 

Title/Aon>KHOCTb: 

Organization/YYpe>K,QeHI/Ie: 

Address/AApec: 

Phone/T enecpoH: 
Fax/<l>aKc: 
Email/3neK. noYra: 

Shirin Berkelieva, M.D. 

EieHHerr EiepHHC 

Senior Program Officer CTapwllli1 pyKOBOAIIITenb ceKI..IIIIIII nporpaMM na 
pTHepcrea 

American International Health Alliance AMepiiiKaHCKIIIi1 Me>K,QyHapoAHbri1 col03 3.Qpaeo 
oxpaHeHIIIR 

1212 New York Avenue, NW 

Washington, DC 20005 USA 

202-789-1136 
202-789-1277 
bbennett@aiha.com 

EiepKenHeBa WHpHH 

Title/Aon>KHOCTb: Physician/Instructor 

Organization/YYpe>K,QeHIIIe: Family Medicine Training Center, 

Address/AApec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Email/3neK. noYra: 

Svetlana Bertash, M.D. 

Health House # 1 
2 Andaliba St., Microrayon No. 1 

744017 Ashgabat, TURKMENISTAN 

7-99312-45-51 -54 
7-99312-45-51-54 
dmzd1@online.tm 

Title/Aon>KHOCTb: Deputy Minister 

Organization/YYpe>K,QeHIIIe: Ministry of Health, Moscow Oblast 

Address/AApec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Email/3neK. nO"ITa: 

Martin Bobak, M.D. 

Organization/Y4pe>K,QeHIIIe: 

Address/AApec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Email/3neK. noYra: 

8 Elektricheskiy Lane 

Moscow, RUSSIA 

7-095-253-8975 
7-095-253-8975 
Email address unavailable 

University College, London 

Department of Epidemiology and 
Public Health, University College 
London 
1-19 Torrington Place 
London, WC1 E 6BT, United Kingdom 

44-20-7679-5613 
44-20-7813-0242 
martinb@public-health.ucl.ac.uk 

EiepTaw CaeTnaHa 

3aMeCTIIITeflb MIIIHIIICTpa 

MIIIHIIICTepCTBO 3.QpaBOOXpaHeHIIISI MOCKOBCKO 
i1 o6naCTIII 
3neKTplll4eCKIII~ nep., A.8 

MOCKBa, POCCIIISI 

5o6aK MapTHH 

EiopoyH~ MaMKn Michael Borowitz 

Title/Aon>KHOCTb: Senior Health and Population Advisor CTapwllli1 coeeTHIIIK no sonpocaM 3AOPOBbR 111 
HapOAOHaceneHIIISI 

Organization/YYpe>K,QeHIIIe: 

Address/AApec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Email/3neK. noYra: 

Printed on 7/23/2002 

The Department for International 
Development, UK 
20 Victoria Street 

London SW1 H OF, United Kingdom 

011-020-7023-1073 
011-020-7023-1097 
m-borowitz@dfid.gov.uk 

YnpaeneHIIIe Me>K,QyHapo.QHoro pa3BIIITIIIR, Ben 
IIIK06p111TaHIIISI 
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Nelle Temple Brown 

Title/,QomKHOCTb: External Relations Officer 

Organization/Yype>K,QeH~e: WHO 

Address/A,Qpec: USA 

Email/3neK. noYra: 

Jan Bultman, M.D. 

Title/,Qon>KHOCTb: 

Organization/Y4pe>K.QeHI.1e: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noyra: 

templebrownn@whowash.org 

Lead Health Specialist 

The World Bank 

1818 H Street, NW 

Washington, DC 20433 USA 

202-473-5310 

202-477-3387 

jbultman@worldbank.org 

Dana Burduja, M.D., M.P.H. 

Title/,Qon>KHOCTb: Project Coordinator 

OrganizationiYYpe>K,QeH~e : Romanian DRG, DHHS 

Address/A,Qpec: Galea Calarasi 248 Bloc S19, Section 
3 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noyra: 

Cheryl Cashin, Ph.D. 

Title/,Qon>KHOCTb: 

Organization!YYpe>K.QeH~e : 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. noYra: 

James Cercone 

Title/,Qon>KHOCTb: 

Bucharest, Romania 

401-302-6246 

401-302-6246 

dburduja@cmb.ro 

Health Systems Consultant 

ZdravPius Project 

39 Begalin Street 

Almaty, KAZAKHSTAN 

7-3272-91-57-75 

7-3272-91 -94-09 

cherylwick@aol.com 

President 

Organization/YYpe>K,QeH~e : Sanigest International 

Address/A,Qpec: San Jose, Costa Rica 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYra: 

Yazgylych Charyev 

506-280-5457 

506-382-2479 

jcercone@sanigest.com 

Title/,Qon>KHocrb: Acting Country Director 

Organization!YYpe>K,qeH~e: Counterpart 

Address/A,Qpec: 26 Akademik Petrov Street 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYra: 

Printed on 7/23/2002 

Ashgabat, Turkmenistan 

993-12-35-71-25, 35-71-20 

993-12-35-70-05 

yazgylych@cpart.org 

AJlpeca y<~aCTHMKOB KOHdJepeHyMM 

EipoyH Henne TeMnn 

EiynTM3H ~H 

KawMH WepMn 

CepKOHe ,Q>KeHMc 
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Gheorghe Chebanu, M.D. 

Title/AomKHOCTb: Head Physician 

Organization/Y4pe>K,QeHiile: Chisinau Emergency Hospital 

Address/AApec: 

Phone/TeneQ:>oH: 

Fax/ct>aKc: 

1 Toma Chorba St. 

Chisinau, 2004 MOLDOVA 

3732-22-33-86 

3732-22-33-86 

Email/3neK. no4Ta: ionel@mic.md 

AApeca y'faCTHMKOB KoHd>epeHYMM 

'"le6aHy reoprMM 

rnaeHbllil epa4 

KliiWliiHeecKaSI ropOACKaSI KnliiHlil4ecKaSI 6onbH 
1114a CKOpolil nOMOI.J.Ilil 

yn. ToMa 4op6a 1 

KliiWliiHee/2004, MonAOBa 

Olga Chertukhina, M.D. '"lepyYXMHa Onbra 

Title/Aon>KHOCTb: Department Head 

Organization/Y4pe>K,QeHlile: Samara City Health Department 

Address/AApec: 

Phone/T eneQ:>oH: 

Fax/ct>aKc: 

56 Nekrasova St. 

Samara, Russia 

7-8462-333-673 

7-8462-333-673 

Ha4ai1bHIIIK 

ropOACKOe ynpaeneHlile 3ApaeooxpaHeHliiSI r. 
CaMapa 

Email/3neK. no4Ta: olga@parus.saminfo.ru, gso@parus.saminfo.ru 

Daniel Ciurea, M.D., M.P.H. 

Title/Aon>KHOCTb: NIS Coordinator 

Organization/YYpe>K,QeHlile: Romania National DRG Project 

Address/AApec: Galea Calarasi 248 Bloc S19, Section 
3 

Phone/TeneQ:>oH: 

Fax/ct>aKc: 

Email/3neK. no4Ta: 

Bucharest, Romania 

401-302-6246 

401-302-6246 

dciurea@dnt.ro 

Mary Cummings, Ph.D., R.N. 

Title/Aon>KHOCTb: 

Organization/Y4pe>K,QeHlile: 

Address/AApec: 

Phone/TeneQ:>oH: 

Fax/ct>aKc: 

Health Scientist Administrator 

Agency for Healthcare Research and 
Quality 

6010 Executive Blvd., Suite 300 

Rockville, MD 20852 USA 

301-594-2417 

301-594-3211 

KaMMMHrc M3pM 

Email/3neK. noYTa: mcumming@ahrq.gov mcummings@att. net 

Marc Danzon, M.D. 

Title/Aon>KHOCTb: 

Organization/Y4pe>K,QeHlile: 

Address/AApec: 

Phone!TeneQ:>oH: 

Fax/ct>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

Regional Director 

World Health Organization- Europe 

8 Scherfigsvej DK 

Copenhagen, 2100 Denmark 

4539-17-17-17 

4539-17-18-18 

postmaster@who.dk 

.QaHJOH MapK 
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Antonio de Blasio 
Title/,Qon>KHOCTb: 
OrganizationfYype>K,D.eHI!Ie: 

Address/AApec: 

PhonefT ene¢oH: 
Fax/<!>aKc: 
Email/3neK. noYTa: 

Radu Deac, M.D. 
Title/,Qon>KHOCTb: 
Organization!YYpe>K,D.eHI/Ie: 

Address/AApec: 

PhonefT ene¢oH: 
Fax/<!>aKc: 
Email/3neK. noYTa: 

Paul Delay 
Title/,Qon>KHOCTb: 
Organization!YYpe>K,D.eHI!Ie: 

Address/AApec: 

Phonerr ene¢oH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Secretary General 
Hungarian Association of Healthy 
Cities 
Varadi u. 11 

Pees, 7621 Hungary 

36-72-312-961 
36-72-515-861 
hcfpecs@mail.datanet.hu 

Secretary of State 
Romanian Ministry of Health and 
Family 
1-3 Ministerului St. 

Bucharest, Romania 

401-310-0628 
401-312-2212 
rdeac@ms.ro 

Senior Advisor on HIV/AIDS 

U.S. Agency for International 
Development 
Ronald Reagan Building, 1300 
Pennsylvania Ave., 3.06-18 3rd Floor 

Washington, DC 20523 USA 

202-712-0683 
202-216-3046 
pdelay@usaid.gov 

Olga Demikhova, M.D., Ph.D. 

Title/,Qon>KHOCTb: 
OrganizationiYYpe>K,D.eHI!Ie: 

Address/AApec: 

Phoneffene¢oH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Olga Detsyk, M.D. 
Title/,Qon>KHOCTb: 

Deputy Director 
Central Tubersulosis Research 
Institute 
2 Yauskaya alleya 

Moscow, 107564 Russia 

7-095-963-8243 
7-095-963-8000 
citramn@online.ru 

Head of Neonatology Department 

Organization!YYpe>K,D.eHI/Ie: L'viv Oblast Clinical Hospital 

Address/AApec: 

Phone/T ene¢oH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Printed on 7/23/2002 

7 Chernigivska St. 

L'viv, 290010 Ukraine 

380-322-79-62-48 
380-322-75-76-11 
nicu@lviv.uar.net 

A.Qpeca y&~aCTHMKOB KOHciJepeHyMM 

Ae SnacMo AHTOHMO 

PaAy .Qea"' 

.QeneM non 

.QeMMxoaa Onbra 

.Qe"'MK Onbra 
38BeAYIOll.\aSI OTAeneHI/IeM naTOnorllllll HeAOHO 
WeHHbiX HOBOpO>K,l\eHHbiX 

JlbBOBCKaSI o6naCTHaR Kni/IHI/IYeCKaSI 60nbHIIII..I 
a 
yn. l.JepHIIIrOBCKafl 7 

Ilbeoe/290010, YKpai!IHa 
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Csaba Dozsa, Msc 
Title/AomKHOCTb: 

Organization/Y4pe>KAeHI/Ie: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. no4ra: 

Head of Department for Preventive 
and Curative Care 

National Health Insurance Fund 
Administration 

Vaci ut 73/a 

Budapest, 1139 Hungary 

00-36-20-9353-386 

00-36-1-350-1657 

csdozsa@oep.hu 

Aurora Dragomiristeanu, M.D. 

OrganizationiY4pe>KAeHIIIe: Institute for Health Service 
Management 

Address/A,qpec: 31 Vaselor St. Sector 2 

Bucharest, 73258 Romania 

Phone/TenecpoH: 401-252-7834 

Fax/<l>aKc: 401-252-3014 

AApeca y'laCTHMKOB KOHdJepeHyMM 

Ao>Ka Wa6a 

AparoMMpMCTeaHy Aypopa 

Email/3neK. no4ra: auroradrag@hotmail.com or imss@dnt.ro 

Lali Dubovskaya, M.D., Ph.D. 

Title/Aon>KHOCTb: Director General 

OrganizationiY4pe>KAeHI!Ie: "SANAM" Russian Association for 
Prevention of STis 

Address/A,qpec: Dovator St. 13 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. no4ra: 

Forest Duncan, M.A. 
Title/Aon>KHOCTb: 

Organization/Y4pe>KAeHI!Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no4ra: 

Moscow, 119048 Russia 

7-095-246-8645 

7-095-245-4993 

sanamclinic@comtv.ru 

Health Development Officer 

U.S. Agency for International 
Development 

E&E/EEST/HRHA 
Room 5.10-083 
1300 Pennsylvania Ave., NW 

Washington, DC 20523 USA 

202-712-4934 

202-216-3409 

fduncan@usaid.gov 

Sergey Eremin, M.D., Ph.D. 

Title/Aon>KHOCTb: 

OrganizationiY4pe>KAeHI/Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no4ra: 

Printed on 7/23/2002 

Epidemiologist 

Saint-Petersburg State Medical 
Academy in the Name of Mechnikov 

Piskarevsky Ave. 47 

St. Petersburg, 195067 RUSSIA 

7-812-543-1321 

101 -276-13oon -812-543-15 

epi@beep.ru 

Ay6oacKaH nanM 

AaHKaH CbopecT 
coeeTHIIIK no eonpocaM pa3BIIITIIIR 3,qpaeooxpa 
He HI/lSI 

AreHTCTBO Me>KAyHapo,qHoro pa3BIIITIIIR CWA 

EpeMMH CepreM 

CaHKT-nerep6yprcKaR rocy,qapcTBeHHaR MeA 
llll.IIIIHCKaR aKaAeMI/IR IIIM.III.VI.Me4HIIIKOBa 

nl/lcKapeBCKI/IIIs np., 47 

CaHKT nerep6ypr, PoCCI/Ifl 
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Tamas Evetovits, M.D., M.Sc. 

Title/AomKHOCTb: 

Organization/Y4pe)f(AeHI.1e: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<t>aKc: 

Email/3neK. no4Ta: 

Eleonora Fabianova 

Director of International Programs 

Semmelweis University 

Health Services Management 
Training Center, Kutvolgyi Ut. 2 

Budapest, 1125 Hungary 

36-1-488-7600 

36-1-488-7610 

evetovits@emk.sote.hu 

Title/AomKHOCTb: Director 

OrganizationiY4Pe>KAeHI.1e: State Health Institute 

Address/A,qpec: Cest k nemocnici 1 

Phone/TenecpoH: 

Fax/<t>aKc: 

Email/3neK. no4Ta: 

Banska Bystrica, 97556 Slovakia 

421-48-414-3514 

421-48-414-2642 

fabianova@szubb.sk 

Katayon Faramuzova, M.D. 

Title/AomKHOCTb: 

Organization/Y4pe)f(AeHI.1e: 

Address/A,qpec: 

Phone/T enecpoH: 

Deputy Health Program Manager 

Aga Khan Foundation 

Office AKDN, Chorbogh 

Khorog GBAO, 736000 Tajikistan 

992-35-22-03-028 

EaeTOBMU TaMac 

«Da6MaHoaa 3neoHopa 

«DapaMy3oaa KaTaeH 

Fax/<t>aKc: 

Email/3neK. no4Ta: 

873-761-845-242 

health.coordinator@akftjk.automail.com 

Michael Favorov, M.D., Ph.D., D.Sc. 

Title/AomKHOCTb: 

Organization/Y4pe)f(AeHI.1e: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<t>aKc: 
Email/3neK. no4Ta: 

Frank Feeley, M.D. 

Central Asia Program Director 

U.S. Centers for Disease Control and 
Prevention 

99/97 Furmanov St. 

Almaty, Kazakhstan 

7-3272-50-7615 

7-3272-63-8657 

favorovm@state.gov 

Title/AomKHOCTb: Clinical Associate Professor 

Organization/Y4pe)f(AeHI.1e: Boston University School of Public 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<t>aKc: 

Email/3neK. no4Ta: 

Printed on 7/23/2002 

Health 
Department of International Health 
Talbot4W 
715 Albany St. 

Boston, MA 02118 USA 

617-414-1443 

617-414-1442 

ffeeley@bu.edu 

«Daaopoa MMxaMn 
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Armin Fidler 
Title/AomKHOCTb: 

OrganizationNYpe>KAeHI!1e: 

Address/Ap,pec: 

Phone/TenecpoH: 

Fax/Cl>aKc: 

Email/3neK. noYra: 

Josep Figueras, Ph.D. 

Title/AomKHOCTb: 

OrganizationNYpe)f(AeHII1e: 

Address/Ap,pec: 

Phone/T enecpoH: 

Fax/Cl>aKc: 

Email/3neK. noYra: 

Nancy Fitch, M.D. 

Sector Manager, Health, Nutrition 
and Population 

The World Bank 

1818 H St. NW 

Washington, DC 20433 USA 

202-473-0162 

202-477-0574 

afidler@worldbank.org 

Director, European Observatory on 
Healthcare Systems 

WHO European Center for Health 
Policy, Ministry of Social Affairs 

Public Health and Environment, State 
Admnistrative Building, Quartier 
Esplanade, Building G 

Office 302, Boulevard Pachico 19 
Boote 5, 1010 Belgium 

32-2210-49-39 

32-221 0-50-37 

josep.figueras@health.fgov.be 

Title/Aon>KHOCTb: Primary Health Care Advisor 

OrganizationN4pe)f{AeHI!1e: Abt Associates Inc. 

Address/Ap,pec: Armenia Social Transition Program 
14, Sundykyan 

Phone/TenecpoH: 

Fax/Cl>aKc: 

Email/3neK. no4Ta: 

Kaja Frecerova, M.D. 

Title/Aon>KHOCTb: 

OrganizationN4pe>KAeHI!1e: 

Address/Ap,pec: 

Phone/TenecpoH: 

Fax/Cl>aKc: 

Email/3neK. noYra: 

Yerevan, Armenia 

374-9-421-074 

374-1-272-743 

nfitch@padco.am 

Pediatrician 

National Institute ofTB and 
Respiratory Diseases 

Podunajske Biskupice 
Krajinska 101 825 56 

Podunajske Biskupice, Slovakia 

421-2-40251-355 

421-2-45243-622 

frecer@stonline.sk 

Amiran Gamkrelidze, M.D. 

Title/Aon>KHOCTb: 

OrganizationN4pe>K,qeHI!1e: 

Address/ Ap,pec: 

Phone/TenecpoH: 

Fax/Cl>aKc: 

Email/3neK. noYra: 

Printed on 7/23/2002 

Minister 

Ministry of Labor, Health and Social 
Affairs, Georgia 

30 Gamsakhurdia St. 

Tbilisi, Georgia 

995 32-22 12 35 

995 32-96 03 00 

nhmc@nilc.org .ge 

A,gpeca y"'aCTHMKOB KOHcbepeHYMM 

CI>MAJ1ep ApMMH 

<I>Mryepac 111o3en 

<I>M'I H3HCM 

Cl>peuepoea KaH 

raMKpenMA3e AMMpaH 

MII1H111CTP 

MII1H1!1crepcreo TPYAa. 3ApaeooxpaHeHI!1R 111 co 
~1!1anbHoro o6ecne4eHI!1R fpy31!1111 

yn. faMcaxypA111R 30 

T6111Il1!1CII1, fpy3111R 
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Georgi Genchev, M.A. 

Title/Aon>KHOCTb: 

Organization/YYpe>KAeHI!Ie: 

Address/AApec: 

Phon efT enecpoH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

Ante Gilic, M.D. 

Title/Aon>KHOCTb: 

Organization/YYpe>KAeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 

Fax/<t>aKc: 

Executive Director 

Parliamentary Center for European 
Law Foundation 

6 Dobruja Street 

Sofia, 1000 Bulgaria 

359-2-981-5323 

359-2-981-5380 

giorro@mail.orbitel .bg 

Head of Psychiatry Department 

Zadar General Hospital 

Boze Pericicsa 5b 

Zadar, 23000 Croatia 

358-23-315-677 

385-23-312-724 

Email/3neK. noYTa: ante.gilic@zd.tel.hr 

A,gpeca yt.~aCTHHKOB KOHdJepeHUHH 

feHt~ea reopntH 

6onbHI!II..Ia 3aAapa 

George Gotsadze, M.D. foya,q3e feoprHH 

Title/Aon>KHOCTb: Director AlllpeKTop 

OrganizationiYYpe>KAeHI!Ie: Curatio International Foundation Me>KAyHapoAHbl" Q>oHA Kypa1..11110 

yn. A6awi!IA3e 80 Address/AApec: 80 Abashidze St. 

Phon efT enecpoH: 

Faxl<t>aKc: 

Email/3neK. noYTa: 

Tbilisi, 380062 Georgia 

995-32-22-31-87 

995-32-99-55-40 

G.Gotsadze@curatio.com 

T61i111111Ciil, fpy3111SI 

Hranush Hakobyan, Ph.D. AKOnHH fpaHyW 

Title/Aon>KHOCTb: 

Organization/Yype>KAeHiile: 

Address/AApec: 

Phone/TenecpoH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

James Heiby 
Title/AomKHOCTb: 

OrganizationiYYpe>KAeHiile: 

Address/AApec: 

Phone/TeneQ>oH: 

Fax/<t>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

Co-President Co-npeAceAaTenb AcCOI..IIilal..llillil 3all\liiTbl 3AOP 

OBbSI >KeHll\liiH 

Association for Women's Health and 
Armenian American Wellness Center 

19 Bagramyan St. Yn. 6arpaMSIHa 19 

Yerevan, 375025 ARMENIA EpeeaH, ApMeHIIISI 

374-1 -58-86-81 

3741-54 52 30 

aamuc@mail.ru 

Medical Officer,Office of Health and 
Nutrition 

US Agency for international 
Development, Bureau for Global 
Health 

Ronald Reagan Building 
1300 Pennsylvania Ave. NW 

Washington, DC 20523 USA 

202-712-1013 

202-216-3702 

jheiby@usaid.gov 

Xe.:t6111 .Q>KeHMC 
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Amy Heyden 
Title/.QomKHOCTb: 

Organization/Y"lpe)f{AeHI.'Ie: 

Address/AApec: 

Phone/TenecpoH: 

Fax/4>aKc: 

Email/3neK. no"lra: 

Geoffrey Hodgetts, M.D. 

Title/.QomKHOCTb: 

Organization/Y"lpe>KAeHI.'Ie: 

Address/AApec: 

Phone/T enecpoH: 

Fax/4>aKc: 
Email/3neK. no,na: 

Joyce Holfeld 
Title/.QomKHOCTb: 

Organization/Y"!pe>KAeHI.'Ie: 

Address/AApec: 

Phone/T ene¢oH: 

Fax/4>aKc: 

Email/3neK. no4ra: 

Marie Horakova, M.D. 

Director, Trafficking Prevention 
Programs 

Winrock International 

50 Bohdana Khmelnytskogo St. 
No.5 
Kiev, 01030 Ukraine 

38-044-238-6292 

38-044-238-6293 

amy@winrock.kiev.ua 

Director, Family Medicine 
Development Program for Balkans 
Region 

Queen's University, Kingston, Canada 

220 Bagot St., Kingston 

Ontario, K5L 5E Canada 

613-549-4480 

613-544-3178 

hodgetts@post.queensu.ca 

Associate Assistant Administrator 

US Agency for International 
Development, Bureau for Global 
Health 

Ronald Reagan Building 
1300 Pennsylvania Ave. NW 

Washington, DC USA 

202-714-2120 

202-216-3702 

jholfeld@usaid.gov 

Organization/Y"!pe>KAeHI.'Ie: SPEA Olomouc, s.r.o. 

Address/AApec: Nam. Hrdinu 2, 

Phone/Tene<f>oH: 

Fax/4>aKc: 

Email/3neK. no4ra: 

Paata lmnadze, M.D. 

Olomouc, 771 39 Czech Republic 

420-68-522-3171 

420-68-522-5220 

marie.horakova@seznam.cz 

Title/.QomKHOCTb: Director 

Organization/Y4pe)f{AeHI.'Ie: National Center for Disease Control 

Address/AApec: 

Phone/Tene¢oH: 

Fax/4>aKc: 

Email/3neK. no4ra: 

Printed on 7/23/2002 

9 Assatiani St. 

Tbilisi, 380077 GEORGIA 

995-32-398946 

995-32-940485 

ncdc@access.sanet.ge 

AApeca y'laCTHMKOB KOHd>epeHyMM 

XoncjlenA ,[bKOHC 

XopaKOBa MapM 

1!1MHaA3e naaTa 

AI.'IPeKTop 

Hai..II.'IOHailbHbllil L\eHrp no lr1HcpeKI..IIr10HHOMY KO 
Hrpomo 3a6oneeaHII1171 

yn. Acar1.1aH1r1 9 

T61.1nlr1c1.1/380077, rpy31r1R 

Page 11 
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Conference Address Book Page 12 

Anda Jansone, M.D. 

Title/.Qon>KHOCTb: 

Organization/Yype>f<AeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 

Fax/C!>at<c: 

Email/3neK. noYTa: 

Andras Javor, M.D. 

Title/.Qon>KHOCTb: 

Organization!YYpe>f<AeHIIIe: 

Address/AApec: 

Phone/TenecpoH: 

Email/3neK. noYTa: 

Adam Jelonek, Ph.D. 

Title/.QomKHOCTb: 

OrganizationiYYpe>t<AeHIIIe: 

Address/AApec: 

Phone/T enecpoH: 

Fax/C!>at<c: 

Email/3neK. noYTa: 

Maris Jesse 

Director, Palliative Care Department 

Latvian University Children's Clinical 
Hospital 
Vienibas Gatve 45 

Riga, Latvia 

371-942-0410 

371-762-1730 

andajansone@hotmail.com 

Program Director 

Public Health Program "For a Healthy 
Nation" 

Gyali ut 2-6 

Budapest, 1097 Hungary 

361-476-1330 

javor.andras@mail.datanet.hu 

Executive Director 

Friends of Litewska Children's 
Hospital 
24 Marszalkowska St. 

Warsaw, 00-576 Poland 

48-22-628-9721 

48-22-628-9721 

ajelonek@litewska.edu.pl 

Title/.Qon>KHOCTb: Chairman of Management Board 

Organization/YYpe>f<AeHiile: Estonian Health Insurance Fund 

Address/AApec: Lembitu 10 

Phone/T enecpoH: 

Fax/C!>at<c: 

Email/3neK. noYTa: 

David Johnson 

Title/.Qon>KHOCTb: 

OrganizationiYYpe>f<AeHiile: 

Address/AApec: 

Phone/TenecpoH: 

Fax/C!>aKc: 

Email/3neK. no4Ta: 

Printed on 7/23/2002 

Tallinn, 10114 Estonia 

372-620-8430 

372-620-8449 

maris.jesse@haigekassa.ee 

Director of Project Management 

Health and Life Sciences Partnership 
Consulting 

27 Old St. 

London, EC1V 9HL, United Kingdom 

00-44-20-7253-2222 

00-44-20-7251-4404 

david.johnson@hlsp.org 

A,gpeca y'laCTHMKOB KOHtJ>epeHyMM 

fiHCOHe AHAa 

.Q>KeccM MapMc 

,[bKOHCOH ,Q3BMA 
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Timothy Johnston 
Title/,QomKHOCTb: 

Organization/Yype>KAeHI!Ie: 

Address/A,Qpec: 

Phone/T eneQ>oH: 

Fax/<l>at<c: 

Email/3neK. nOYTa: 

Steven Kairys, M.D. 
Title/,QomKHOCTb: 

Organization/Yype>KAeHI!Ie: 

Address/A,Qpec: 

Phone/TeneQ>oH: 

Fax/<l>aKc: 

Email/3neK. no4Ta: 

Ramune Kalediene 
Title/,Qon>KHOCTb: 

Organization/Y4pe>KAeHI!Ie: 

Address/A,Qpec: 

Phone/T eneQ>oH: 

Fax/<l>at<c: 

Email/3neK. no4Ta: 

Senior Operations and Evaluations 
Officer 

The World Bank 

1818 H St. NW 

Washington, DC 20433 USA 

202-473-1750 
202-477-0574 
tjohnston@worldbank.org 

Chairman of Pediatrics 

Jersey Shore Medical Center 

Jersey Shore Medical Center 

Neptune, NJ 07754 USA 

732-776-4267 
732-776-3161 
skairys@meridianhealth.com 

Dean, Faculty of Public Health; Head, 
Department of Social Medicine 

Kaunas University of Medicine 

Mickevicius St. 9 

Kaunas, 3000 Lithuania 

370-37-330-244 
370-37-330-157 
kaleda@kaunas.omnitel.net 

Elena Kavcova, M.D., PH.D. 

Title/,QomKHOCTb: 

Organization/Y4pe>KAeHI!Ie: 

Address/A,Qpec: 

Phone/T eneQ>oH: 

Fax/Cl>at<c: 

Director 

Comenius University Teaching 
Hospital 

Department of Pulmonary Diseases 
Martin Faculty Hospital 
Kollarova 2 

Martin , 036 59 Slovakia 

421-434-133-950 
421-434-133-950 

Email/3neK. noYTa: kavcova@jfmed.uniba.sk 

A,gpeca y'laCTHHKOB KOH{J)epeHyHH 

,Q)f{OHCTOH THMOTH 

K3MpHC CTHBeH 

Kast.tosa EneHa 
spaY 

MeAIIII.IIIIHCKaSI WKona I!IM. EcceH111yca, MapTI!IH 
CKaSI Q>at<yflbTeTCKaSI 60nbHI!II.Ia 

Ilona Kickbusch, Ph.D. KHK6yw Lr1noHa 

Title/,QomKHOCTb: Professor and Head, Division of 
Global Health 

Organization/Y4pe>KAeHI!Ie: Yale University School of Public 
Health 

Address/A,Qpec: 

Phone/TeneQ>oH: 

Fax/Cl>at<c: 

Email/3neK. no4Ta: 

Printed on 7/23/2002 

New Haven, CT USA 

203-785-2861 
203-785-6193 
ilona.kickbusch@yale.edu 
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Zviad Kirtava, M.D., Ph.D. 

Title/AomKHOCTb: Director 

Organization/Yype>f<AeHI!Ie: National Information Learning Center 

Address/AApec: 

Phone!T enecpoH: 

Fax/4>aKc: 

Email/3neK. noyra: 

51Javakhishvili St. 

Tbilisi, 380002 GEORGIA 

995-32-941388 

995-32-941391 

zkirtava@nilc.org.ge 

Mihaly Kokeny, M.D., M.P. 

Title/AomKHOCTb: Secretary of State 

OrganizationiYYpe>f<AeHI!Ie: Ministry of Health,Social and Family 

Address/AApec: 

Affairs 

Address unknown 

Budapest, Hungary 

A.Qpeca y'laCTHIIIKOB KOHdJepeHyMM 

KMpTaaa 3BMClA 
Al!lpeKTop 

Hal..IIIIOHanbHbl~ yYe6Ho-1!1HcpopMal..IIIIOHHbl~ 1..1e 

HTP 
yn. A>Kaeaxi!IWBI!Inlil 51 

T6111nlllc1!1, 380002, rpya111~ 

KoKeHbl MMxanM 

Email/3neK. noyra: novak.katalin@eum.hu, tardyne.lengyel.marta@eum.hu 

Anna Korotkova, Ph.D. 

Title/Aon>KHOCTb: 

OrganizationiYYpe>KAeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 

Fax/4>aKc: 

Email/3neK. noYra: 

Sergei Kostin 
Title/AomKHOCTb: 

OrganizationiYYpe>f<AeHI!Ie: 

Address/AApec: 

Phone!T enecpoH: 

Fax/CI>aKc: 

Email/3neK. noYra: 

Peter Krcho, M.D., Ph.D. 

Chief of Methodological Center for 

Healthcare Quality 

Central Public Health Research 
Institute 

11 Dobrolubov St. 

Moscow, 127254 Russia 

7-095-219-19-88, 979-9273 

7-095-219-19-88 

annakor@ropnet.ru 

Director, Technical Adviser 

The Way Home Charity Fund, OSI 
International Harm Reduction 
Program 

Plb 25 42 
42 Bolshaya Arnautskaya 

Odessa, 65011 Ukraine 

38-048-777-2076 or 711-7308 

38-048-777-2076 

wayhome@farlep.net 

OrganizationiYYpe>f<AeHI!Ie: Perinatal Center, Neonatal Intensive 
Care Unit, Faculty Hospital. 

Address/AApec: SNP 1 

Phone/TenecpoH: 

Fax/CI>aKc: 

Email/3neK. noyra: 

Printed on 7/23/2002 

Kosice, 040 66 Slovakia 

421 -55-640-4222 

421 -55-642-4706 

krcho@upjs.sk 

KopoTKoaa AHHa 

KOCTMH CepreH 

Kpxo neTep 
epaY 

0TAeneHI!Ie peaHI!IMal..llillil HOBOPO>KAeHHbl~ <f>a 

KYnbTercKo~ 6onbHiill..lbl r. KoWIIIl..le 
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Maksut Kulzhanov, M.D., Ph.D. 

Title/AomKHOCTb: Rector 

Organization/Y4pe>KAeHI!1e: Kazakstan School of Public Health 

Address/A,Qpec: 

Phone/T enecpoH: 
Fax/Cl>at<c: 

19/a Utepova St. 

Almaty, 480060 KAZAKHSTAN 

7-272-49-18-19 
7-3272-49-17-66 

A,gpeca y'laCTHHKOB KOHcbepeHyHH 

Kynb>KaHoB MaKCYT 

peKTop 
WKona 061.1.1eCTeeHHoro a,qpaeooxpaHeHI!ISI Ka 
38XCT8H8 
yn. YTenoea 19/a 

AnMaTbl, KaaaxcTaH 

Email/3neK. no4Ta: Mkk_ksph@nursat.kz, Kulzhanov@ksph.kz 

Alina Kushkyan, M.D. KywKHH AnHHa 

Title/Aon>KHOCTb: 
Organization/Y4pe>KAeHI!1e: 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/Cl>at<c: 
Email/3neK. no4Ta: 

Leah Janss Lafond 

Director 
Erebuni Medical College 
133 Titogradyan St. 

Yerevan, 375087 ARMENIA 

374-1-45-17-38 
374-2-15-13-45 
college@erebouni .am 

Organization/Y4pe>KAeHI!1e: Centre for Regional Economic and 
Social Research, Sheffield Hallam 
Univ. 

Address/A,Qpec: 

Phone/T enecpoH: 
Fax/Cl>at<c: 
Email/3neK. no4Ta: 

8 Presidents Drive 

London E1W 2JH, United Kingdom 

44-207-480-6003 
Fax number unknown 
jansslafond@btinternet.com 
London, UK 

John Langenbrunner, Ph.D. 

Title/Aon>KHOCTb: Senior Economist 

Organization/Y4pe>KAeH1!1e: The World Bank 

Address/A,Qpec: 1818 H St. NW 

Phone/T enecpoH: 
Fax/Cl>at<c: 
Email/3neK. no4Ta: 

Yevgen Latyshev, M.D. 

Title/AomKHOCTb: 

Organization/Y4pe>KAeHI!1e: 

Address/A,Qpec: 

Phone/TenecpoH: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Washington, DC 20433 USA 

202-4 73-1 000 
202-477-0514 
jlangenbrunner@worldbank.org 

Deputy Head Physician, Information 
Coordinator 
Donetsk City Hospital# 25 

314 Kirova St. 

Donetsk, 83020 UKRAINE 

380622-723134 
yevgen@faho.dn.ua 

Al!lpeKTop 
Me,qi!11..(1!1HCKI!1~ LteHTp 3pe6yHI!1 

yn. TI!ITorpa,qS~Ha 133 

EpeeaH/375087, ApMeHI!ISI 

nactJoHA nea .Q>KaHc 

naHreH6pyHHep ,[bKOH 

flaTbtwes EsreHHH 

38M. rnaBHOrO Bp848, 1!1HcpOpM81..11110HHbl~ KOOp 
A111H8TOp 
AoHel(KaSI ropo,qcKaSI 6onbHI!1Lta N!! 25 

yn. K1!1poea, 314 

AoHel(K, 340020, Yt<pa1!1Ha 

Page 15 
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Conference Address Book Page 16 

Paul Lenz, M.D. 

Title/.QomKHOCTb: 

Organization/Y"1pe>KAeHI.1e: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. no"!Ta: 

Maureen Lewis 

/ 

Title/.QomKHOCTb: 

Organization/Y"lpe>KAeHI.1e: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. no"!Ta: 

Christopher Lovelace 

/ itle/,(\Oil>KHOCTb: 

Organization/Y"lpe>KAeHI.1e: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no"!Ta: 

Akiko Maeda 

President 

Managed Care Consulting 
International 

4 Farmgate Dr. 

Colts Neck, NJ 07722 USA 

732-462-8781 

732-462-8784 

mcci@aol.com 

Sector Manager 

The World Bank 

1818 H St. NW 

Washington, DC 20433 USA 

202-473-9080 

202-477-0574 

mlewis1 @worldbank.org 

Director, Health, Nutrition, and 
Population 

The World Bank 

1818 H St. NW 

Washington, DC 20433 USA 

202-458-5520 

202-522-3234 

jlovelace@worldbank.org 

Title/.Qon>KHOCTb: Lead Health Specialist 

Organization/Y"1pe>KAeHI.1e: The World Bank 

Address/A,Qpec: 1818 H St. NW 

Phone/T enecpoH: 

Fax/<l>aKc: 

Email/3neK. no"!Ta: 

Washington, DC 20433 USA 

202-437-3793 

202-477-0574 

amaeda@worldbank.org 

Saadat Mahmudova, M.D. 

Title/.Qon>KHOCTb: 

Organization/Y"!pe>KAeHI.1e: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no"!Ta: 

Printed on 7/23/2002 

Head of Department 

Narimanov District Health 
Administration 

79 Khoiski St. 

Baku, AZERBAIJAN 

994-12-41-33-56 

994-12-41-33-30 

saadatm@azerin.com 

A,gpeca y'laCTHHKOB KOHcbepeHyMM 

neHJ non 

nbtOHc MapMH 

noanel1c KpMcTo~ep 

MaeAaAKMKO 

MaxMyAoBa CaaAaT 

3aBeAytow1.1ill OTAenoM 

.QenapTaMeHT 3ApasooxpaHeHLIISI Hap1.1MaHoBc 
Koro paliloHa 

yn. ¢aTanl.1 XolilcKI.1 N!! 79 

6aKy,A3ep6aliiA>KaH 

Page 16 
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Conference Address Book Page 17 AApeca y'laCTHMKOB KOHdJepeHUMM 

Debbie Maiese Maece ,Qe6M 

Title/AomKHOCTb: Director, HRSA Office of Women's 
Health 

Organization/YYpe>K,qeHLile: Maternal and Child Health 
Bureau,Health Resources & Services 
Administration 

Address/A,qpec: Department of Health and Human 
Services 

USA 

Phone/T enecpoH: 301-443-8695 

Fax/<l>at<c: 301-443-8587 

Email/3neK. no•na: dmaiese@hrsa.gov 

Irina Makarova, M.D. MaKapoaa lflpMHa 

Title/AomKHOCTb: 

Organization/YYpe>K,qeHLIIe: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<l>at<c: 

Email/3neK. no•na: 

Deputy Chief 

Health Care Department of Dubna 
City Administration 

Flerova St. 11 

Dubna, 141980 RUSSIA 

096-212-2339 

096-212-2705 

med@dubna.ru 

Tatyana Makarova, Ph.D., M.P.H. 

Title/AomKHOCTb: 

Organization/YYpe>K,qeHLile: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Senior Program Associate 

Management Sciences for Health 

4301 North Fairfax Drive, Suite 400 

Arlington, VA 22203 USA 

703-248-1624 

703-524-7898 

3aMeCTLIITeflb HaYaflbHL!IKa 

YnpaeneHLile 3,QpaeooxpaHeHLil~ A,qMLIIHLIICTpall 
111111 r.Ay6Hbl 

<l>nepoea yn., 11 

Ay6Ha, MocKoBCKaSI o6n., Pocc111~ 

MaKapoaa TaTbHHa 

Email/3neK. noYTa: tmakarova@msh.org, makaraova@smart.net 

Mitalip Mamytov 

Title/AomKHOCTb: 

Organization/YYpe>K,qeHL!Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Jana Mareckova, Ph.D. 

Minister 

Ministry of Health 

148 Moskovskaya St. 

Bishkek, Kyrgyzstan 

996-312-22-86-97 

Fax number unknown 

sh_hd@mh.med.kg 

Title/Aon>KHOCTb: Senior Lecturer, Institute for Theory 
and Practice of Nursing 

Organization/YYpe>K,qeHL!Ie: Palacky University Faculty of 
Medicine 

Address/A,qpec: Hnevotinska 3 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Printed on 7123/2002 

Olomouc, Czech Republic 

420-68-563-2803 

420-68-563-2802 

mareckov@tunw.upol.cz 

MaMbiTOB MMTanMn 

Mape'IKOBa SlHa 

IIIHCTLIITYT Teoplillil 111 npaKTLIIKLil Me.QcecTpLIIHCTB 
a 
<l>at<ynbTeT MeALIILILIIHbl YHLIIBepCL!ITeTa nanal.IK 
Ill 
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Conference Address Book Page 18 

David Marx, M.D. 

Title/AomKHOCTb: 
Organization/Y4pe>K,qeHI!Ie: 

Address/AApec: 

Phone/T eneQ>oH: 

Fax/<l>at<c: 
Email/3neK. no4Ta: 

Senior Lecturer 

Charles University, Prague 

Vinohradska 15a 

Prague 10-10081, Czech Republic 

420-2-6716-2560 

420-2-7273-6326 

marx@fnkv.cz 

Rashad Massoud, M.D., M.P.H. 

Title/AomKHOCTb: 

Organization/Y4pe>K,qeHI!Ie: 

Address/AApec: 

Phone/TeneQ>oH: 

Fax/<l>aKc: 
Email/3neK. no4Ta: 

Susan Matthies, Ph.D. 

Title/AomKHOCTb: 
Organization/Y4pe>K,qeHI!Ie: 

Address/AApec: 

Phone/T eneQ>oH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Mark McEuen, M.A. 

Associate Director, Quality 
Assurance Project 

University Research Co. LLC, Center 
for Human Services 

7200 Wisconsin Ave., Suite 600 

Bethesda, MD 20814 USA 

301-941-8420 
301-941 -8427 
rmassoud@urc-chs.com 

Senior Manager 

KPMG Consulting Inc. 

KPMGTowers 
1676 International Drive 

Mclean, VA 22102 USA 

703-747-5011 

703-747-8750 

smatthies@kpmg.com 

Title/AomKHOCTb: Senior Analyst 

Organization/Y4pe>K,qeHI!Ie: Abt Associates Inc. 

Address/AApec: 4800 Montgomery Lane, Suite 600 

Bethesda, MD 20814 USA 

Phone/TeneQ>oH: 301-913-0500 

Faxl<l>aKc: 301-652-3618 

AApeca y'laCTHMKOB KOHcj)epeHyMM 

MapKcA3BMA 

MaccyA PawaA 

MaTMC CI03aH 

MaKMyeH MapK 

Email/3neK. no4Ta: mark_mceuen@abtassoc.com, mmceuen@zdravplus.uz 

Martin McKee 

Title/AomKHOCTb: 
Organization/Y4pe>K,qeHI!Ie: 

Address/AApec: 

Phone/TeneQ>oH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Research Director 

London School of Hygiene and 
Tropical Medicine 

Keppel St. 

London WC1E 7HT, United Kingdom 

4420-7927-2229 

4420-7580-8183 

martin.mckee@lshtm.ac.uk 

MaKKM MapntH 
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Rafael Mehdiyev, M.D. 

Title/AomKHOCTb: Head Physician 

Organization!YYpe>KAeHIIIe: City Clinical Hospital # 6 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

195 Azadlig Ave. 

Baku, 370054 AZERBAIJAN 

994-12-61-25-36 

994-12-61-09-38 

Email/3neK. no•na: lrcbinagadi@azdata.net 

AQpeca yttaCTHMKOB KOH(J)epeHyMM 

MeXTMeB Pac~>aenb 

rnaeHbllii spay 

ropOACKa~ KniiiHIIII.feCKa~ 6onbHIIILta N!!6 r. oaK 
y 

np. A3a.qnlllr Ne 185; 

oaKy, A3ep6aliiA>KaH 

Nata Menabde, M.D. MeHa6Ae Han 

Title/Aon>KHOCTb: Director a.i., Division of Country 
Support 

Organization/YYpe>KAeHIIIe: World Health Organization, Regional 
Office for Europe 

Address/A,qpec: Scherfigsej 8 

Phone/T enecpoH: 

Fax/cl>aKc: 

Email/3neK. noYTa: 

Mary Ann Micka, M.D. 

Title/Aon>KHOCTb: 

OrganizationiYYpe>KAeHIIIe: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Tivadar Miko 

Title/Aon>KHOCTb: 

Organization/Yype>KAeHIIIe: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Daniel Miller 

Title/Aon>KHOCTb: 

Organization/Yype>KAeHIIIe: 

Address/A,qpec: 

Phone!TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

Dk-2100 

Copenhagen, Denmark 

45-39-17-1535 

45-39-17-1870 

NME@who.dk 

Division Chief, E&E/EEST/HRHA 

U.S. Agency for International 
Development 

E&EIEEST/HRHA 
1300 Pennsylvania Ave., NW 
5th Floor, Ronald Reagan Building 

Washington, DC 20523 USA 

202-712-4781 

202-216-3409 

mamicka@usaid.gov 

Professor 

University of Szeged 

40 Kossuth Avenue 
PO Box427 

Szeged, H-6701 Hungary 

36-62-545-878 

36-62-545-868 

miko@morpho.szote.u-szeged.hu 

Health Specialist and Medical 
Epidemiologist 

The World Bank and Centers for 
Disease Control and Prevention 

1818 H St. NW 

Washington, DC USA 

202-458-2850 

202-522-3234 

dmiller2@worldbank.org 

MaitKa M3pM 3HH 

PYKOBOAIIITenb OTAena 

AreHTCTBO Me>KAyHapoAHoro pa3BIIITIII~ CWA 

MMKO TMBaAap 

MMnnep ,Q3HMen 
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Zukhra Mirzoeva, M.D. 
Title/AomKHOCTb: 

Organization!Y4pe>K,QeHiile: 
Address/AApec: 

Phone/T eneQ:>oH: 
Fax/<l>aKc: 
Email/3neK. n04Ta: 

Jan Mlcak, lng. 
Title/AomKHOCTb: 
Organization!Y4pe>K,QeH!IIe: 
Address/AApec: 

Phone/T eneQ:>oH: 
Fax/<l>aKc: 
Email/3neK. n04Ta: 

Head of Coordination and Planning 
Department of MOH Reforms 

Ministry of Health 
8 Chapaeva St. 

Dushanbe, 734025 TAJIKISTAN 

992-372-21-07-48 
992-372-21-55-07 
health@tajnet.com 

Director 
Hospital Jindrichuv Hradec 
Hospital Jindrichuv Hradec 
U Nemocnice 380/111 
377 38 Jindrichuv Hradec 
Czech Republic 

420-331-322070 
420 331 321534 
mlcak@hospitaljh.cz 

Elvira Nabokova, M.D., M.B.A. 

Title/AomKHOCTb: 
Organization/Y4pe>K,QeH!IIe: 
Address/AApec: 

Phone/T eneQ:>oH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Marketing Coordinator 

ZdravPius Project 
39 Begalin St. 

Almaty, Kazakhstan 

7-3272-91-5775 
7-3272-91-9409 
ella@zplus.kz 

lakov Nakatis, M.D., Ph.D., Prof. 

Title/AomKHOCTb: Head 
Organization/Y4pe>K,QeH!IIe: Central Medical Sanitary Unit# 122 

Address/AApec: 

Phone/TeneQ:>oH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Mircea Nanulescu, M.D. 
Title/Aon>KHOCTb: 
OrganizationiY4pe>K,QeH!IIe: 
Address/AApec: 

Phone/T eneQ:>oH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Prospekt Kultury 4 

St. Petersburg, 194291 RUSSIA 

7-812-558-0508 
7-812-559-9893 
socol@infopro.spb.su 

Director, Pediatric Clinic Ill 
Children's Hospital Cluj 
Str. Cimpeni, Nr 2-4 
Cluj-Napoca 
3400 Romania 

40-6064-432-018 
40-6064-432-018 
nvmircea@codec.ro 

AApeca y'iaCTHMKOB KOHdJepeHUMM 

Mr.tp3oesa 3yxpa 
Ha4anbHiiiK ynpaeneHiiiSI 111 nnaH!IIpoeaH!IISI pe<t> 
OpM /pyKOBOAI!ITeilb npoeKTa "COMOHiil" 

MliiHIIICTepcTeo 3ApaeooxpaHeHiiiSI 
yn.4anaeea,8 

AywaH6e, TaA>KiiiKIIICTaH 

Mn'iaK ~H 

Ha6oKosa Ensr.tpa 

HaKaTMC ~Kos 
Ha4ailbHiiiK 
L\eHTpailbHaSI MeA!IIKO-caHIIITapHaSI 4aCTb 
#122 
np.KynbTYPbl: 4 
CaHKT-neTep6ypr, Pocc!IISI 

HaHynecKY Mr.tpcea 
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Rafal Nizankowski, M.D., Ph.D. 

Title/AomKHOCTb: 
Organization/Y4pe>KAeHII1e: 
Address/A,Qpec: 

Phone/TenecpoH: 
Fax/4>aKc: 
Email/3neK. no4Ta: 

Natalia Nizova, M.D. 

Associate Professor 
Accreditation Council , Poland 

Syrokomli St. 10 

Krakow, 30-102 Poland 

48-12-427-8251 
48-12-427-8241 
mmnizank@cyf-kr.edu. pi 

Title/AomKHOCTb: Vice Rector 

Organization/Y4pe>KAeHII1e: Odessa State Medical University 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/4>aKc: 
Email/3neK. no4Ta: 

2 Valikhovsky Ln. 

Odessa, 65026 UKRAINE 

380-482-56-40-31 
380-482-56-40-31 
nizova@te.net.ua 

Damilya Nugmanova, M.D. 

Title/Aon>KHOCTb: Clinical Training Director 

Organization/Y4pe>KAeHII1e: ZdravPius Project 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/4>aKc: 
Email/3neK. no4Ta: 

39 Begalina St. 

Almaty, 480100 Kazakhstan 

7-3272-915-775 
(3272)-91-94-09 
damelya@zplus.kz 

Zhamilya Nugmanova, M.D., Ph.D. 

Title/Aon>KHOCTb: Regional Director 

AApeca y&~aCTHHKOB KOH(j)epeHyHH 

HH30Ba HaTanb.R 
npopeKTOp 
0AeccKII11iJ rocyAapCTeeHHbllil MeA1114111HCKII11iJ yH 
111eepc111TeT 
Banii1XOBCKII11il nep., 2 

0Aecca, YKpaii1Ha, YKpaii1Ha 

HyrMaHoBa AaMHn.R 
3aBeAYIOillaSI KacpeApbl ceMeliiHolil MeA1114111Hbl 
, Knii1HII14eCKII11il A111peKTop 
AnMaTI!1HCKII11il rocyAapCTBeHHbllii111HCTI!1ryT yeo 
eepweHCTBoeaHII1SI epal.lelil, 3Apaennl0c 

yn. MaHaca, 34 

AnMaTbl, Ka3aXcTaH 

HyrMaHosa >KaMHn.R 

pernoHanbHbllil A111peKTop no L..leHTpanbHolil A3 
111111 

Organization/Y4pe>KAeHII1e: American International Health Alliance AMep1!1KaHCK1!11il Me>KAyHapOAHbllil co103 3Apaeo 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/4>aKc: 
Email/3neK. no4Ta: 

40/1 Baiseitova Street, Apt. 1 0 

Almaty, 480013 Kazakhstan 

3272-50-13-70 
3272-50-13-71 
zhamilya@online.ru 

oxpaHeHII1S~/L..IA 

yn. 6aliJCei!1TOBOIIJ 40/1, KB.1 0 

AnMaTbl, Ka3aXCTaH 

Pagbajav Nymadawa, M.D., Ph.D., D.S. 

Title/Aon>KHOCTb: 
Organization/Y4pe>KAeHII1e: 
Address/A,Qpec: 

Phone/T enecpoH: 
Fax/4>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Minister of Health 
Ministry of Health 
Olympic St. 2, Government Building 8 

Ulaanbaatar, 210648 Mongolia 

976-11-322-577 
976-11-320-916 
nymadawa@moh.mng.net or nymadawa@hotmail.com 
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Sheila O'Dougherty, MHA 

Title/,QomKHOCTb: 
Organization/YYpe>KAeHI!Ie: 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. no1.1ra: 

Zafar Oripov 

Regional Project Director 

ZdravPius Project 

39 Begalin Street 

Almaty, Kazakhstan 

7-3272-91-57-75 

7-3272-91-94-09 

sheila@zplus.kz 

Title/,QomKHOCTb: Grants Manager 

Organization/YYpe>KAeHI!Ie: ZdravPius Project 

Address/A,Qpec: 29 A Kasimov St. 

Phone/TenecpoH: 

Fax/<l>aKc: 
Email/3neK. no1.1ra: 

Gulshara Orozbakova 

Title/,QomKHOCTb: 

OrganizationiYYpe>KAeHI!Ie: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 
Email/3neK. noYra: 

Ferghana, Uzbekistan 

998-732-24-49-64 
998-732-24-76-56 

zafar@fer.zdravplus.uz 

Training Leader 

Karakol Branch ofF amily Medicine 
Training Center 

21 Tynystanova Street 

Karakol, Kyrgyzstan 

996-3922-5-4354 
996-3922-5-1256 

fmckar@ktnet.kg 

Toomas Palu, M.D., M.P.A. 

Title/,QomKHOCTb: Member of Management Board 

OrganizationiYYpe>KAeHI!Ie: Estonian Health Insurance Fund 

Address/A,Qpec: Lembitu 10 

Tallin, 10114 Estonia 

Phone/TenecpoH: 372-620-8430 

AApeca yt~acTHMKOB KOHdJepeHYMM 

O'.QorepTM WeHna 

pernoHallbHbl~ AlllpeKTop 

Abti3Apaenmoc 

OpMnOB 3acj)ap 

Opo36aKOBa rynwapa 

nanyTyMac 

Email/3neK. noYra: toomas.palu@haigekassa.ee or tpalu@worldbank.org 

Lyudmyla Patoka, M.D. naTOKa ntoAMMna 

Title/,QomKHOCTb: Deputy Director 

OrganizationiYYpe>KAeHI!Ie: Kharkiv Oblast Health Administration 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. noYra: 

Printed on 7/23/2002 

8/10 Darvina St. 

Kharkiv, 61002 UKRAINE 

380-572-47-11-08 

380572-43-25-67 

osl@studhosp. kharkiv .org 

3aMeCTI!1Tellb Hal.lallbHI!IKa 

YnpaeneHI!Ie 3ApaeooxpaHeH1!1~. XapbKOBCKa~ 
o6nacrHa~ rocyAapcmeHHa~ aAMIIIHI!Icrpa4111 
~ 
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Galina Perfilieva, M.D., Sc.D 
Title/AomKHOCTb: 

Organization/Yype>K,QeHI!Ie: 

Address/AApec: 

Phone/TenecpoH: 
Fax/CI>aKc: 

Email/3neK. noYTa: 

Alena Peryshkina 

Professor, Dean Faculty for Higher 
Nursing Education 

Sechenov Moscow Medical Academy 

216 Bolshaya Pirogovskaya Street 

Moscow, 119992 Russia 

7-095-248-0223 

7-095-248-5255 
perfiljeva@mail.ru 

Title/Aon>KHOCTb: Program Director 

Organization/YYpe>K,QeHI!Ie: AIDS lnfoshare 

Address/AApec: 1st Dorozhny Proyezd, 9-10, Suite 
350 

Phone/T enecpoH: 
Fax/CI>aKc: 

Email/3neK. noYTa: 

John Petersen, M.D. 
Title/Aon>KHOCTb: 
OrganizationiYYpe>K,QeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>aKc: 

Email/3neK. noYTa: 

E. Anne Peterson, M.D. 
Title/Aon>KHOCTb: 

OrganizationiYYpe>K,QeHI!Ie: 

Address/AApec: 

Phone/TenecpoH: 

Fax/CI>aKc: 

Email/3neK. noYTa: 

Ryszard Petru 

Moscow, RUSSIA 

7-095-381-2839 
7-095-382 6232 

alenajhu@yandex.ru 

President 
Milwaukee International Health 
Training Center 

P.O. Box 26099 
9200 W. Wisconsin Ave. 

Milwaukee, WI 53226 USA 

414-476-2375 

414-805-6891 

jrpmd@wi.rr.com 

Assistant Administrator, Bureau for 
Global Health 
U.S. Agency for International 
Development 
Ronald Reagan Building 
1300 Pennsylvania Ave. NW 

Washingtpn, DC 20253 USA 

202-712-0970 

212-216-3409 
apeterson@usaid.gov 

Title/Aon>KHOCTb: Economist 

Organization/YYpe>K,QeHI!Ie: World Bank 

Address/AApec: 53 E. Plater Street 

Warsaw, 00-113 Poland 

Phone/TenecpoH: 
Fax/CI>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

48-22-520-8000 

48-22-520-8001 

rpetru@worldbank.org 

A,gpeca y'laCTHMKOB KOHdlepeHyMM 

nepct>MnMeaa ranMHa 

nepbiWKMHa AneHa 
nporpaMMHbiLil AlilpeKTop 

Cni.-1A 111HcpOCBSl3b/PoccliiSl 

1brlil Aopo>KHbiLil npoe3A, 9-10, ocp. 350 

MocKea, Pocci!ISl 

neTepceH .Q>KOH 
npe31!1AeHT 

Me>K,QyHapoAHbiLil 4eHTP o6yYeHI!ISl 3AOPOBbiO 
Mr .. myoKI!I 

neTepcoH E. AHH 
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Marina Pisklakova -Parker nMcKilaKOBa-napKep MapMHa 

Title/AomKHOCTb: President npe31-1AeHT 

Organization/Y4pe>KAeH!-1e: Russian Association of Crisis Centers Pocc1-1~cKaSI ACCOL\I-181..\I-1SI Kpi-131-1CHbiX 1..1eHrpoe 
for Women AilS! >KeH~I-1H 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 

EmaiU3neK. noYra: 

Mark Pitkin, Ph.D. 

Title/Aon>KHOCTb: 

Organization/Y4pe>KAeHI-1e: 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. no4ra: 

10-5, Kazarmenny Lane, Suite 18 

Moscow, RUSSIA 

7-095-916-1955 

7-095-916-1955,1 -818-575-9322 

marina@emeraldgp.com 

Resident Associate Professor and 
Director, IPRLD 

Tufts University/NE Sinai Hospital 

NESHRC 
150 York Street 
Stoughton, MA 02072 USA 

781-297-1204 

781-344-0128 
mpitkin@lifespan.org 

Larisa Plashchinskaya, M.D. 

Title/Aon>KHOCTb: 

Organization/Y4pe>KAeH!-1e: 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. no4ra: 

Rudolf Poledne, Ph.D. 

Title/Aon>KHOCTb: 

Organization/Y4pe>KAeH!-1e: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no4ra: 

Director, Well ness Center for 
Cardiovascular Diseases Prevention 

Minsk City Polyclinic# 36 

9 Bachilo St. 

Minsk, 220075 Belarus 

375-17-244-1542 

.375-17-244-1601 
lario2001 @mail.ru 

Associate Professor 

Institute for Clinical and Experimental 
Medicine 

Videnska 1958/9 
140 21 Prague 4 
Prague, Czech Republic 

420-24-172-1574 

420-24-172-1574 
rupo@medicon.cz 

lulian Popescu, M.D., M.P.H. 

Title/Aon>KHOCTb: General Director 

Organization/Y4pe>KAeHI-1e: National Health Insurance House 

Address/A,Qpec: Galea Calarasi 248 Bloc S19, Section 
3 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. no4ra: 

Printed on 7/23/2002 

Bucharest, Romania 

40-1 -302-6246 
40-1 -306-8060 
dirgen@casan.ro 

nMTKMH MapK 

nna~MHcKaH napMca 

nonecKY IOmtHH 
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Aleksandra Posarac 

Title/AomKHOCTb: Senior Economist 

Organization/Y1.4pe>t<,qeHI.1e: The World Bank 

Address/AApec: 1818 H St. NW 

Phone/TenecpoH: 

Fax/<l>at<c: 

Email/3neK. noYTa: 

Washington, DC 20433 USA 

202-458-5950 

202-477-0574 

aposarac@worldbank.org 

Svitlana Posokhova, M.D. 

Title/Aon>KHoCTb: Director 

Organization/Y1.4pe>t<,qeHI.1e: Odessa WWC 

Address/AApec: 26 Zabolotnogo St. 

Phone/T enecpoH: 

Fax/<l>at<c: 

Email/3net<. noYTa: 

Alexander Preker 

Title/AomKHOCTb: 

OrganizationiYYpe>t<,qeHI!le: 

Address/AApec: 

Phone/TenecpoH: 

Fax/<l>at<c: 

Email/3neK. noYTa: 

Roman Prymula, M.D. 

Odessa, 270117 UKRAINE 

380-482-55-72-98 

380482-55-72-98 

posohova@eurocom.od.ua 

Chief Economist, Health, Population 
and Nutrition Editor HNP Publications 

The World Bank 

1818 H Street, NW 
Mail Stop G7-702 

Washington, DC 20433 USA 

202-437-2327 

202-522-3234 

apreker@worldbank.org 

Title/Aon>KHOCTb: Professor 

OrganizationiYYpe>t<,qeHI!le: Purkyne Military Medical Academy 

Address/AApec: 50001 Hradec Kralove 

Phone/T enecpoH: 

Fax/<l>at<c: 

Email/3net<. noYTa: 

Gheorghe Pusta 

Hradec Kralove, Czech Republic 

420-49-525-31 04 

420-49-551-3018 

prymula@pmfhk.cz 

Organization/Yype>t<,qeHII!e: Romanian DRG, DHHS 

Address/AApec: Galea Calarasi 248, Bloc S19 

Bucharest, Romania 

Phone/T enecpoH: 

Fax/<l>at<c: 

Paul Radu, M.D. 

Title/AomKHOCTb: 

Organization/Yype>t<,qeHII!e: 

Address/AApec: 

Phone/T enecpoH: 

Fax/<l>at<c: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

40-1-302-6246 

40-1 -302-6246 

Public Health Physician 

Institute of Health Services 
Management 

Vaselor St. 31 

Bucharest, 73258 Romania 

401-211-8300 

401-252-3014 

pcradu@mmc. ro 

A,gpeca y"'aCTHHKOB KOHdJepeHyHH 

nocapa~ AneKcaHApa 

nocoxosa CseTnaHa 

AlllpeKTop 

0AeCCKI.1~ J..\eHTp 3AOPOBbSI >KeH~I.1Hbl 

yn.3a6onoTHoro 26 

0Aecca, Yt<pa1.1Ha, Yt<pa1.1Ha 

npeKep AneKCaHAP 

npHMyna PoMaH 

npocpeccop 

BoeHHo-MeAIIIL{IIIHCKaSI aKaAeMI.1SI nypt<yHe 

nycTa reoprHH 

PaAy non 
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Susan Raymond 
Title/Aon>KHOCTb: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Consultant 

Address unknown 

USA 

203-661 -3619 
Fax number unknown 

raymond. fam@worldnet.att.net 

Boris Revich, Ph.D., Dr.Med.Sci. 

Title/AomKHOCTb: 

OrganizationiYYpe>t<,qeH~e : 

Address/A,Qpec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. noYTa: 

James Rice, Ph.D. 

Senior Researcher, Center for 
Demography and Human Ecology 

Russian Academy of Sciences, 
Institute for Forecasting 

47 Nakhimovsky Pr. 

Moscow, 117 418 Russia 

7-095-332-4314 
7-095-718-9771 
revich@mail.ecfor.rssi.ru 

Title/AomKHOCTb: President 

OrganizationiYYpe>t<,qeH~e: International Health Summit 

Address/A,Qpec: 7900 Xevxes Avenue, Suite 500 

Minneapolis, MN USA 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. no4Ta: 

619-884-4737 

240-525-0727 

jrice@ihsummit.com 

A,gpeca y'laCTHMKOB KOHdJepeHYMM 

Pei1MOHA CIOJaH 

PeBM'I EiopMc 

Pai1c A>f<eMMC 

Vladislav Romanenko, Prof., Associate Member, R;A.N.S. PoMaHeHKO BnaAMcnae 

Title/AomKHOCTb: Vice-Rector 

Organization!YYpe>t<,qeH~e: Ural State Medical Academy of 
Postgraduate Education 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/<l>aKc: 

Email/3neK. no4Ta: 

Laura Rose 
Title/AomKHOCTb: 
Organization!YYpe>~<,qeH~e: 

Address/A,Qpec: 

Phone/TenecpoH: 

Fax/<l>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

Pobedy Ave. 287 

Chelyabinsk, 454021 RUSSIA 

7-3512-41-4460 

7-3512-41-4460 

ugmado@chel.surnet.ru 

Senior Health Economist 

The World Bank 

1818 H Street, NW 

Washington, DC 20433 USA 

202-473-8715 
202-477-0574 

lrose@worldbank.org 

npopeKTop 

YpanbcKast rocyAapCTBeHHast MeA~L!~HCKaSI aK 
aAeM~SI nocneA~nnoMHoro o6pa3oaaH~st.r. 4e 
J1SI6~HCK 

np. no6eAb1,287 

4enst6~Hc~454021,Pocc~st 

Po3 Ilapa 
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Sergey Ryabov, M.D. 

Title/Aon>KHOCTb: 

OrganizationiYYpe>K,QeHI.1e: 

Address/A.clpec: 

Phone/T eneQ>oH: 

Fax/ct>aKc: 

Email/3neK. noYTa: 

Andrzej Rys, M.D. 
Title/Aon>KHOCTb: 

OrganizationiYYpe>K,QeHI.1e: 

Address/A.clpec: 

Phone/TeneQ>oH: 

Fax/ct>aKc: 

Email/3neK. noYTa: 

Damira Salieva 

Head 

Dubna City Administration Health 
Department 

Flerova St. 11 

Dubna, 141980 RUSSIA 

7-096-212-2705 

7-096-212-2705 

rs@uni-dubna.ru 

Senior Consultant 

Health and Management Ltd. 

Zdrowie I Zarzadzanie 

Cracow, 31-047 Poland 

4812-431-21-44 

Fax number unknown 

andrzejrys@o2.pl 

Title/Aon>KHOCTb: Director 

OrganizationiYYpe>K,QeHI.1e: lssyk-Kul Oblast Hospital 

Address/A.clpec: 2 Orozova St. 

Phone/T eneQ>oH: 

Fax/ct>aKc: 

Karakol, Kyrgyzstan 

996-3922-94-31' 2-94-61 

996-3922-5-94-31 

AApeca y'faCTHHKOB KOH(JlepeHYHH 

PH6oa Ceprel1 
HaYaflbHI.1K 

YnpaeneHI.1e 3ApaeooxpaHeHI.1S~ A.ciMI.1H1.1crpa'-' 
1.11.1 r.Ay6Hbl 

ct>nepoea yn., 11 

Ay6Ha,MocKOBCKaS~ o6n., Pocc1.1S1 

Pb1CAHApel1 

CanHeaa .QaMHpa 

Email/3neK. noYTa: abtcar@issyk-kul.kg, issyk.hospital@bishkek.gov.kg 

Irina Savelieva, M.D. 

Title/Aon>KHOCTb: 

OrganizationiYYpe>K,QeHI.1e: 

Address/A.clpec: 

Phone/T eneQ>oH: 

Fax/ct>aKc: 

Email/3neK. noYTa: 

Nina Schwalbe, MPH 

Chief, Department of the International 
Research Program 

Research Center for Obstetrics, 
Gynecology and Perinatology, 
Russian Acad. 

Oparina St. 4 

Moscow, 117997 Russia 

095-438-1166, 438-2288 

095-438-1166 

kulakov@osi.ru 

Title/Aon>KHOCTb: Director, Public Health Program 

OrganizationiYYpe>K,QeHI.1e: Open Society Institute 

Address/A.clpec: 400 W. 59th Street 

Phone/T eneQ>oH: 

Fax/ct>aKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

New York, NY 10019 USA 

212-548-0324 

212-548-4610 

nschwalbe@sorosny.org 

CaaenHeBa lltpHHa 

Waan6 HHHa 
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Florina Serbanescu, M.D., M.P.H. 
Title/AomKHOCTb: 

Organization/YYpe>KAeH~e: 

Address/AApec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. noYTa: 

Jugna Shah, M.P.H. 
Title/AomKHOCTb: 

Organization!YYpe>KAeH~e: 

Address/AApec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. noYTa: 

Behavioral Scientist 

Centers for Disease Control and 
Prevention 
4771 Buford Highway, NE 

Atlanta, GA 303341 Romania 

770-488-6226 

770-488-6242 
fxs7@cdc.gov 

President 
Nimitt Consulting, Inc 

686 Summit Avenue 

St. Paul, MN 55105 USA 

215-888-6037 

208-460-6613 

jugna@nimitt.com 

Anna Shakarishvili, M.D. 
Title/AomKHOCTb: 

Organization/Yype>KAeH~e: 

Address/AApec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. noYTa: 

Igor Sheiman, Ph.D. 
Title/AomKHOCTb: 

Organization/YYpe>KAeH~e : 

Address/AApec: 

Phone/TenecpoH: 

Fax/<l>aKc: 
Email/3neK. no4Ta: 

Medical Epidimiologist 

Centers for Disease Control and 
Prevention 
1600 Clifton Road US-E04 

Atlanta, GA 30333 USA 

404-498-2741 

404-498-2781 
afs9@cdc.gov 

Director 
Zdravconsult Foundation 
13 Sadovo-Samotechnaya St., Office 
32 
Moscow, 131137 Russia 

7-095-737-9484 

7-095-737-9485 
igor.sheim@g23.relcom.ru 

Yuri Shevchenko, M.D., Ph.D., Prof. 

Title/AomKHOCTb: 
Organization/YYpe>KAeH~e : 

Address/AApec: 

Phone/T enecpoH: 

Fax/<l>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Minister 
Ministry of Health of the Russian 
Federation 
3 Rakhmanovsky Per. 

Moscow, 101431 RUSSIA 

7-095-923-8406 

7-095-200-0212 

minzdrav@cnt.ru 

AJlpeca y'faCTHMKOB KOHcbepeHYMM 

Cep6aHeCKY Cl>nopMHa 

Wa IOrHa 

WaKapMWBMnM AHHa 

WeliiMaH ~ropb 

WeB'feHKO IOpMM 
M~H~CTP 

M~H~cTepCTBo 3ApaeooxpaHeH~R Pocc111~cKo~ 

<l>eAepal..l~~ 

PaxMaHOBCKI!I~ nep., 3 

MocKea, Pocc~R 
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Atanas Shterev, M.D. 

Title/AomKHOCTb: Chairman 

Organization/YL~pe>KAeHJ.1e : National Assembly, Committee of 

Address/AApec: 

Phone/T ene¢oH: 

Fax/<!>at<c: 

Health 
1, A 1. Batenberg Sq. 
1169 Sofia 
Bulgaria 

359-987-1531 
359-2987-87-68 

AApeca y'laCTHMKOB KOHdJepeHyMM 

WTepee AnHac 

Email/3neK. no"!Ta: 475der@nt52.parliament.bg or ashterev@hotmail.com 

Sue Simon 

Title/AomKHOCTb: 

Organization/Y"!pe>KAeHI.1e: 

Address/AApec: 

Phone/Tene¢oH: 
Fax/<!>at<c: 
Email/3neK. no"!Ta: 

lraida Sivacheva, M.D. 

Associate Director, International 
Harm Reduction Development 
Program 
Open Society Institute 

400 West 59th Street 

New York, NY 10019 USA 

212-548-0600 ext. 1166 

212-548-4617 

ssimon@sorosny .org 

Title/Aon>KHOCTb: Chairman of Committee 

Organization/Y"!pe>KAeHJ.1e: PRPO "Pskovian anti-AIDS initiative" 

Address/AApec: lgorskogo Bataliona ST. 10 

Phone/T ene¢oH: 

Fax/<!>at<c: 

Email/3neK. no"!Ta: 

Selma Sogoric 

Title/AomKHOCTb: 

Organization/Y"!pe>KAeHJ.1e: 

Address/AApec: 

Phone/T enecpoH: 
Fax/¢laKc: 

Email/3neK. no"!Ta: 

Viorel Soltan, M.D. 

Title/Aon>KHOCTb: 
Organization/Y"!pe>KAeHJ.1e: 

Address/AApec: 

Phone/T ene¢oH: 
Fax/¢laKc: 

Email/3neK. no"!Ta: 

Printed on 7/23/2002 

Pskov, 180020 Russia 

7-811-222-1685,222-2669 

Fax number unknown 

antiaids@elink.ru, iraida@elink.ru 

Head, Croatian Healthy Cities 
Network and the Network Support 
Center 
Andrija Stampar School of Public 
Health, University of Zagreb 

University of Zagreb 
Rockefellerova 4 

Zagreb, 10000 Croatia 

385-1-45-90-100 

385-1-46-84-213 
ssogoric@snz.hr 

Public Health Program Director 

Soros Foundation-Moldova 

32 Bulgara St. 

Chisinau, 2001MD Moldova 

373-227-4081 

373-227-0507 
vsoltan@soros.md 

Cai1MOH CbiO 

CoropM~ CenMa 

ConTaH BMopen 
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lmreSomody 
Title/AomKHOCTb: 
Organization/YYpe>K,QeHI!Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/CllaKc: 
Email/3neK. noYTa: 

Owner 

Misszio Health Center 
Gyermekliget ut. 30 

Veresegyhaz, 2112 Hungary 

36-28-586-780 
26-28-384-292 

soffice@mail.digitel2002.hu 

Mary Ellen Stanton, CNM, RSN 
Title/Aon>KHOCTb: 

Organization/YYpe>K,QeHI!Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/CllaKc: 
Email/3neK. noYTa: 

Robert Steinglass 

Senior Reproductive Health Advisor 

U.S. Agency for International 
Development 
Ronald Raegan Building 
1300 Pennsylvania Ave. NW 
Washington, DC 20523 USA 

202-712-4208 
202-216-3702 
mstanton@usaid.gov 

Title/AomKHOCTb: Immunization Team Leader 

Organization/YYpe>K,QeHI!Ie: BASICS 

Address/A,qpec: 1600 Wilson Blvd., Suite 300 

Arlington, VA 22209 USA 

Phone/TenecpoH: 

Fax/CllaKc: 

Email/3neK. noYTa: 

Jana Sturova, Ph.D. 
Title/AomKHOCTb: 
Organization/YYpe>K,QeHI!Ie: 

Address/A,qpec: 

Phone/TenecpoH: 

Fax/CllaKc: 
Email/3neK. noYTa: 

703-312-6882 

703-312-6900 
rsteinglass@basics.org 

President of the Board 

Aid to Children·at Risk Association 
(Pomoc Ohrozenym Detom) 

Vavicovova 20 

Bratislava, Slovakia 

021-622-47-877 

021-622-47-877 
burizon@hotmail.com 

Christian Tanushev, Ph.D. 
Title/AomKHOCTb: 
OrganizationiYYpe>K,QeHI!Ie: 

Address/A,qpec: 

Phone/T enecpoH: 

Fax/CllaKc: 

Email/3neK. noYTa: 

Printed on 7/23/2002 

Director of Budget Directorate 

National Health Insurance Fund, 
Bulgaria 

19 Lyubata St. 

Sofia, 14 07 Bulgaria 

359-2-965-9321 

359-2-965-9322 

tanushev@einet. bg 

A,gpeca y'laCTHMKOB KOHcbepeHyMM 

CoMOAM IIIMpe 

CTaHTOHO M3pM 3nneH 

CTei'IHrnacc Po6epT 

CyYpoaaHHa 

TaHywea KpMCTHH 
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Andrei Taranov, M.D., Ph.D., Prof. 

Title/AomKHOCTb: 
OrganizationiYYpe>J<AeHI!1e: 

Address/AApec: 

Phone/T ene¢oH: 
Fax/ct>aKc: 
Email/3neK. noYTa: 

Fimka Tozija, M.D. 

Director 
Federal Fund of Mandatory Health 
Insurance 
37 Novoslobodskaya St. 

Moscow, 127994 RUSSIA 

7-095-973-4455 
7-095-973-4930 
tam@ffoms.ru 

Title/AomKHOCTb: Associate Professor 

OrganizationfYype>J<AeHI!1e: International Project Unit, Ministry of 

Address/AApec: 

Phone/Tene¢oH: 
Fax/ct>aKc: 
Email/3neK. noYTa: 

Zaza Tsereteli 
Title/AomKHOCTb: 

Health of Macedonia 

Ul. "Mito Hadzi Vasilev Jasmin" bb 

Skopje, 1000 Macedonia 

389-2-125-235 
389-2-125-235 
ftozija@mt.net.mk 

International Technical Advisor for 
HIV/AIDS/STI 

Organization!YYpe>KAeHI!1e: Task Force on Communicable 
Disease Control for CBSS 

Address/AApec: Stikliu Gatve 18-2 

Phone/Tene¢oH: 
Fax/ct>aKc: 
Email/3neK. noYTa: 

Svetla Tsolova 

Vilnius, L T2001 Lithuania 

370-8-22-59-39 
370-2-33-01-11 
zazats64@yahoo.com 

Title/AomKHOCTb: Project Manager 

Organization!YYpe>J<AeHI!1e: Index Foundation, Bulgaria 

Address/AApec: 1, Macedonia sp. 14th fl . #1 

Phone/T ene¢oH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Sofia 1040, Bulgaria 

359-2-9170-503 
359-2-9170-503 
stzolova@yahoo.com 

Marina Ugrumova, M.D., Ph.D. 

Title/AomKHOCTb: 

OrganizationfYype>J<AeHI!1e: 

Address/AApec: 

Phone/T ene¢oH: 
Fax/ct>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Head, International Patient 
Department 
Central Clinical Hospital of the 
President of the Russian Federation 

Marshala Timoshenko St. 15 

Moscow, 121356 RUSSIA 

7-095-414-068 7 
7-095-140-4250 
umo@cch.pmc.ru 

A,gpeca yllaCTHMKOB KOHd}epeHyMM 

TapaHoB AH,qpeH 
A111peKTop 
4>eAepa11bHblr;1 ct>OHA 06st3aTe11bHOro "MeAI!11.11!1H 
cKoro CTpaxoeaHI!1st 
HoeoC11o6oAcKast yn., 37 

MocKea, Pocc111st 

To3MH CI>MMKa 

UepeTenM 3a3a 

Uonoaa CaeTna 

YrpiOMOBa MapMHa 

3aBeAYIOil.last Me>J<AyHapOAHbiM OTAe11eHI!1eM 

l..leHTpanbHast K111!1Hii1YecKast 6onbHI!11.1a MeAI!11.1 
1!1HCKoro 1.1eHTPa YnpaeneHI!1st Ae11aMI!1 npe3111A 
eHTa Pet> 
yn.Mapwana TI!1MOWeHKO 15 

MocKea, Pocc111st 
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Laszlo Ujhelyi, M.D. 

Title/Aon>KHO,CTb: 

OrganizationiYYpe>K,qeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>at<c: 
Email/3neK. noYTa: 

Maria Vannari 

Title/AomKHOCTb: 
OrganizationiYYpe>K,qeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>at<c: 
Email/3neK. noYTa: 

Neal Vanselow, M.D. 

Title/AomKHOCTb: 

Organization/YYpe>K,qeHI!Ie: 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Pediatrician 

Primary Health Service, Vac Public 
Health Institute 
Csanyi L. krt. 4 7 

Vac, 2600 Hungary 

3627-315-795 
3627-315-795 
lujhelyi@mail.digitel2002.hu 

Task Leader 
The World Bank 
1818 H Street, NW, Room H7-277 

Washington, DC 20433 USA 

202-458-4694 
202-477-0711 
mvannari@worldbank.org 

Chairman, AIHA Continuing 
Evaluation Panel and Chancellor 
Emeritus 
Tulane University Medical Center 

18942 East Mountainaire Drive 

Rio Verde, AZ 85263 USA 

480-471-0081 or 928-367-6443 

480-471-0081 
NVANSELOW@msn.com 

Natalia Vartapetova, M.D., Ph.D. 

Title/AomKHOCTb: Resident Advisor 

OrganizationiYYpe>K,qeHI!Ie: John Snow Inc. 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Daniel Verman, M.D. 

Title/AomKHOCTb: 

Maliy Kiselniy 1/9 
Office 301 
Moscow, Russia 

7-095-921-6779 
7-095-792-5004 
nvart@sovintel.ru 

Head, Health Promotion Department 

OrganizationiYYpe>K,qeHIIle: Constanta Public Health Authority 

Address/AApec: 

Phone/T enecpoH: 
Fax/CI>aKc: 
Email/3neK. noYTa: 

Printed on 7/23/2002 

57 Mamaia Ave. 

Constanta, 8700 Romania 

4241-550-866 
4241-550-866 
daniel.verman@tomrad.ro 

AApeca y'laCTHMKOB KoHcbepeHyMM 

YxenM lla3no 

neAI!IaTp, YneH AccOI . .(I!Ia~l!ll!l ''}f(I!ITenl!l Ba~ aa 
3AOPOBbe" 
nepBI!IYHaSI noMOll.lb, ocp111c neAI!IaTpllllll, Ba~ 

BaHHapM MapMSI 

BaHcenoy HMn 

noYeTHbiH peKTop 

BapTaneToBa HaTanbH 

KOOPAL-1HaTOp nporpaMM 

AMep1-1KaHCKI!IH Me>K,qyHapOAHbiH COI03 3Apaso 
oxpaHeHI-1SI 

BepMaH ,Q3HM3n 

aas. OTAenoM nponaraHAbl 3AOposoro o6paaa 
>K~3HI!I 

YnpasneHI!Ie o611.1ecmeHHoro 3ApasooxpaHeH 
l-1SI KoHcTaH~I!I 
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Wladimir Wertelecki, M.D. 

Title/Aon>KHOCTb: 

Organization/Y4pe>K,QeHI!1e: 
Address/A,Qpec: 

Phone/T enecpoH: 
Fax/<l>aKc: 

Professor and Chairman, Dept. of 
Medical Genetics 
University of Southern Alabama 

307 University Blvd. 

Mobile, AL 36688 USA 

251-460-7505 
251-461-1591 

A,gpeca y'laCTHirtKOB KOHdJepeHylrtlrt 

BepTene'-'KMM BmlAMMMp 

Email/3neK. no4Ta: wwertele@usouthal.edu genfir3@aol.com 

Yuriy Yudin, M.D. 

Title/Aon>KHOCTb: Head 

Organization/Y4pe>K,QeHII1e: Mental Health Department 

Address/A,Qpec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Emaill3neK. no4Ta: 

19 Prorizna St. 

Kiev, 02200 UKRAINE 

380-44-228-45-71 
380-44-228-01-03 
yudin@health.kiev.ua 

Ruzanna Yuzbashyan, M.D. 

Title/Aon>KHOCTb: 
Organization/Y4pe>K,QeHI!1e: 

Address/A,Qpec: 

Phone/T enecpoH: 
Fax/<t>aKc: 
Emaill3neK. no4Ta: 

Akaki Zoidze 
Title/Aon>KHOCTb: 
Organization/Y4pe>K,QeHI!1e: 
Address/ A,Qpec: 

Phone/TenecpoH: 
Fax/<l>aKc: 
Email/3neK. no4Ta: 

Printed on 7/23/2002 

Head 
Primary Health Department, Yerevan, 
Armenia 
Harav-Arevmtian Taghamas, B2 
Building 139 
Apt. 42 
Yerevan, 375001 ARMENIA 

374-1-56-44-97 
374-1-56-43-86 
cpg@armhealth.am 

Vice State Minister 
State Chancellory of Georgia 

7 lngorokva St. 

Tbilisi, GEORGIA 

995 32-92 08 78 
995 32-92 10 69 
kaki@caucus.net 

IOAMH IOpMM 
Ha4anbHII1K OTAena oxpaHbl nCII1XI!14ecKoro 3AO 
pOBb~ 

rnaBHOe ynpaeneHI!le 3APaBooxpaHeHII1~. Kille 
BCKa~ ropOACKa~ rocyAapCTBeHHa~ SAMII1HII1CT 
pa4111~ 

yn. npope3Ha~ 19 

Kl!lee/252000, YKpa1!1Ha 

IOJ6awHH PyJaHHa 

PYKOBOA111Tenb 
AenapTaMeHT nepBII14Horo 3ApaeooxpaHeHII1~. 
r. EpeeaH 
YJl. TyMaH~Ha N!! 8 

EpeeaH, ApMeHI/1~ 

3oMAJe AKaKM 
3aMeCTI!1Tenb rocyAapcTBeHHOro MII1HII1CTpa 

rocyAapcTBeHHa~ KaH4en~p111~ rpy3111111 

yn. IIIHropoKea 7 

T6111n111CII1 , rpy3111SI 
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