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Abstract
This paper analysed the effect     of health care reforms on the safety promotion in the
central and eastern European countries in the last decade, and showed the injury incidences
in these countries depending on the data from national statistical offices and WHO Euro-
pean Health for All database.

Health care reform in central and Eastern countries, and the trends in the health care
systems in these countries are analyzed in this thesis as well. The study analyzed the trends
in the health care, system changes, reforms in Croatia, Czech Republic, Hungary, Poland,
Romania, Slovakia and Slovenia. These countries are transferred rapidly from the old
central communist economy or health care system to the market economy and to a growth
of private sector within the health care services. In addition, the study examined the changes
in the health care system with regard to its effect on safety promotion in these countries
from the late 1980th to the end of 2002.

The present study covered the issue of the literature available on the health care reforms,
and the changes in the approaches organising health care services and health care partners.
The study investigated the general trends in safety approaches due to the reforms and
implications on the health care facilities, and other institutions. I have assessed the effect
of the reforms on the populations´ safety in form of mortality due to injuries and at the
end I focused on the possible trends of safety promotion in these countries.

Main emphasis has been on the effect of the reforms and alternative choices of the
decision-makers in these countries on the reform process. The level of implementation of
the legislations and incentives for safety promotion are assessed, with the impacts on mor-
tality and morbidity. The results showed that there have been changes in some areas of the
health care services and safety promotion in these countries, but still it is too early to
assure the success or failure of the reforms as there is not only the health care affecting that
process. All other socio-economic factors are parallel for the effects on the general health
and safety of the population.
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2 Introduction
The countries in Eastern and Central Europe have experienced a great change in their
political and organisational systems which lead to different types of reforms and
restructuring of the services. These reforms have taken place and an increasingly growing
private sector has been established. This transition from central economies to open market
economics are now starting to emerge from many other type of reforms within all sectors
in these countries.

In this study I will try to define these reforms and their effect on the safety promotion
in these countries based on the available data on injuries in these countries, and focused on
the institutions dealing with safety promotion in the countries in the central and Eastern
Europe.

Countries of Central and Eastern Europe (Croatia, Czech, Hungary, Poland, Roma-
nia, Slovakia and Slovenia) are now more than thirteen years into the reform process of
their societies. The health care sector has been a constituent part of this transformation
with the focus was on the development of strategies and policies of health care reform.
These possess new challenges as many countries are now developing new systems in primary
care, health financing, hospital planning and other segment as appropriate.

Their main aims of health care reforms were focusing on three areas:

The roles of government in health care through providing and financing health care.
The problems concerning health care structures and functions.
Concern over the cost effectiveness and medical technologies.

Then the objective of the reform was to create a health care system that would be more
cost-effective and more adapted to the patient’s satisfaction.  The two main features of the
reform are:

The changes in organisation of the health services.
The changes in financing of health care services, institutes and health care providers.

The outcomes of the reform on safety promotion indicating that there were many politics
and political pressures involved in these reforms. The priority setting for allocation resources
were not ranked according to the needs of population, even though the needs rarely assessed.

Financing the health care services are taking the most part of the studies about the
health care reform in CEE countries, mainly how to generate a revenue for financing the
health care services in those countries, and many of the reforms in health care systems are
aimed at achieving macro-efficiency, that is, limiting health expenditures, to an acceptable
share of national resources. (29)

The countries from CEE have experienced the narrow specialization of health care
professionals, and health care institutes as hospitals coupled with a lack of the specialists in
the area of general practice or public health. Since the political changes at the end of 1980s,
the health care systems in these countries have experienced reforms in the health care
services, while there are still no basic information, to evaluate these reforms and the quality
of outcomes. This was combined with the increasing expectation of the population in
those countries for better health and safety.

The study discussed the re-orientation of health services towards a public health care
and better co-ordination with other sectors as well as the implication of priority setting
and resource allocation on the macro efficiency of the health care services in central and
Eastern European countries.
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The study is done with the supervision from the Professor Bjarne Jansson. It is part of
the requirements for the Master degree in Safety Promotion at Department of Public
Health Science, Karolinska Institutet, Stockholm, Sweden.

The purpose of the study is to highlight the main reasons for failing these health care
reforms to achieve the desired goals and objectives in better health and safety. The study
can be used by the decision makers to make a better priority setting within the limited
resources or budgets allocated to the health care services, and by the international institutes
and organisations to overcome the future difficulties related to the priority setting and to
emphasis on the importance of safety promotion in the reform process.

3 Goals and objectives

3.1 a) General Objectives

General objectives of this study are:

1) To increase overall knowledge about the process of health cares reforms in CEE
countries.

2) To increase the knowledge about the trends in injury incidence in CEE countries.
3) To describe and evaluate the trends in safety status of general population in CEE

countries during the transition period.

3.2 b) Specific Objectives

This study specifically focuses on the process of health care reforms in central and eastern
European countries:

1) To assess the effect of changing the health care services and resources allocated for
safety promotion the outcomes of these changes in terms of number of injuries.

2) To identify the methods of safety promotion that can create better safety for the
population with more equitable bases.

4 Materials and Methods
The study carried out by contacting the National Institutions of the Public Health, Natio-
nal Statistical Bureau in these countries, and analysing the preliminary data available in the
WHO European Health for All databases. The categorisation of the data was based on the
WHO ”indicating grouping system”

The key persons working with safety promotion and injury prevention in the CEE
countries are contacted by email and phone to collect extra data, information and materials
and to get the explanations on the trends in injury incidences in their respective countries.

The databases; Medline, Health Evidence Network, Cochrane, Helath Internetwork,
and ECON  was searched to find out the publications on the issue of injury prevention
and Safety promotion in these countries. The searching key words were: safety, injury,
accident, injury prevention, safety promotion, health care reform, Central/Eastren Euro-
pean countries and the name of these countries. the search was limited to the  literature in
english language. More than 100 papers were reviewd to gain more information on the
health care reform process, many of these papers were not relevant to the subject.
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The study started in September 2003, and the data was collected till the end of February
then the data analysed, and the report will be presented to Karolinska Institutet at the end
of May 2004.

This report will start with information on health care reform and followed by the
health care reforms in central and eastern European countries, and then focusing on the
Safety and safety promotion in central European countries.

In results the last available data on the injuries highlighted with discussions about these
results. This is followed by conclusions on the main effects of these reforms. Finally, a set
of recommendations is put forward.

5 Health Care Reform
Health care reforms had been one of the areas of research and studies mainly in the last
two decades and mainly in the countries, that experienced changes in their system for
providing better health care services. Reform in health care is a part of a much wider
process of social and political restructuring. (9)

5.1 Health Care Reform Policies

Health care reform is a continuous and complex struggle. Neither the government nor free
markets can by themselves allocate resources for health efficiently.(46) Casels (6) defines
health sector reform as activities concerned with changing health policies and the institu-
tions through which these are implemented and emphasised that the health care reform is
concerned with defining priorities, refining policies and reforming the institutions through
which those policies are implemented.

According to the Ljubljana Charter, health care reforms should be value-driven, health-
focused, people-centred, quality-based, financially sound, and oriented towards primary
health care. (42)

The Charter further outlined these principles for managing change:

health care reforms should be part of a coherent policy base;
policy-makers and planners should pay attention to the voice of the people;
they should re-examine health care delivery methods;
they should build and strengthen human resources for health;
they should strengthen management capacity;
they should learn from the experience of others.

The OECD. (29) carried out many studies regarding the health care reform in its member
states and they indicated that the main focus of the reform are the efficiency of the health
care systems and they described five dimensions: (i) lowering the cost of achieving a desired
outcome; (ii) providing greater consumer satisfaction for patients and relatives; (iii) reducing
the time and travel costs for patients and their relatives; (iv) reducing the costs of adminis-
tration and regulation; and (v) encouraging technological and organizational advance to
raise productivity.

The World Bank’s recommendations for health care reform in formerly socialist countries
emphasized private finance of health insurance and expansion of the private deliver sector
(37) Such a system of `insurance medicine` is seen as a way to attract enough additional
funds from private firms and individuals to expand the health care sector of the economy.(2)
As many World Bank programs are concentrated on the International cooperation and
Assistances to these countries to undertake their reforms. Assistance should reinforce
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countries’ capacities and thus reduce their need for international aid. (10)
It will be hard or impossible to determine what is changing, how rapidly change is

occurring, and with what effects. (12)  There is some reluctant regarding the outcome of
these reforms in general and in certain countries particularly. Some studies indicated that,
reforming the system of medical care in a country, or in a number of countries as in
Europe today, does not necessarily change their overall health situation very much. (44)

The emphasis on policy change has been much less on shifting the boundary between
public and private financing, and more on improving performance under what in most
cases is a preponderantly public system. A transfer of responsibility to private financing
sources exacerbates inequities, and on its own will do nothing to improve performance in
the public sector. (9) The overall accesses and utilisation of the necessary health care will
reduce.

5.2  The Role of Governments

The role of the governments assessed, and it had been stated that, one of the barriers to
implementing health system reform is the uniform failure of governments to plan for
implementation of policies they develop. Although planning for implementation is seen as
a critical component of implementation success.(36) While others are seeking the political
backup for sustaining reforms, Borissov and Rathwell argue that without the political
backing of the government there is the danger of it being no more than symbolism.(4)

Health policy makers aim to make best use of the limited resources that are available for
health care. An important component of this process is knowing how effective a given
intervention is in given circumstances (23) Governments are almost invariably involved
with resource allocation through such activities as setting budgets for specific services and
programmes, and sometimes, also with determining the distribution of resources within
particular services and programmes. (39) In general the trend is not towards a free market,
but towards regulated competition. The emphasis of government regulation in switching
away from command-and-control measures towards pro-competition policies. (47)     It had
been found that the failure of this organisation to remove deficits, secure much economy
in drugs, or improve services, except marginally, and in the south underlies the current
initiatives for further radical reform. (29) And find the alternative methods, which increase
the funding for the health sector.

The expansion of the role of government into sectors like health is being questioned
and rethought in the wake of allegedly disappointing results.(13) Thinking about the role
of governments in health has been influenced by the general debate on the relative
competence of the market and the state.(9)

5.3 Health Care Expenditure

The countries economic situation and development is found to be one of the major factors
affecting the success and failure of the health care reforms.  In contrast some studies stated
that the relationship between the level of health expenditure relative to GDP and the
wealth of a country (measured as per capita GDP) is far from close. There isn’t any clear
relationship between the public share of health expenditures and the wealth of a country.
(29)

Most of the reforms in health care systems are aimed at achieving macro-efficiency that
is, limiting health expenditures to an acceptable share of national resources. Although the
goal remains elusive in some countries, expenditure trends suggest that movement gene-
rally has been in the desired direction: the growth in health expenditures as a percent of
GDP was lower during the 1980s than the 1970s. (29) It is to be expected that the total
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health care expenditures will increase in the (new) future. The share of health cue
expenditures in Gross Domestic Product (GDP) may also grow. A growth of health cue
expenditures is unavoidable, not only because of the need of a further modernization of
the health ewe sector (buildings, equipment, etc.), but also because of an increase of wages.
The share of wages in total health care expenditures in 1989 was calculated at about 40
percent which is relatively low compared to a typical figure in western European countries
(60-75%).(49)

Priority setting in health care, by contrast, refers to a process whereby governments or
public authorities or clinicians make decisions regarding a relative ranking (priorities) to
be attached to different programmes, services or types of patients (39), without any con-
sideration to the perspective of the health care providers. In its priority setting, the state is
frequently more occupied with privatisation than with health care financing and cost-
containment.  This generates inequity, impedes access and lowers affordability (high co-
payment). (34) The greater the privatisation of health care, the greater the need for a
public presence is in respect of its control and regulation. (13)

Throughout the 1980s there has been an increasing use of population-formulas to try
and secure a more even distribution of health resources.(29) There is also a close scrutiny
of how resources are used and growing scepticism cover the assumptions about the
appropriate roles of different care settings.  In particular, the future role of hospitals is
increasingly been questioned, given the possibilities of providing diagnostic and treatment
elsewhere.(34) either within the health centres or other prevention interventions that might
increase the health status of the population.

The issue of whether to allocate resources to medical care or to other activities primarily
designed to improve health must be important. (44) The process of substitution in health
systems can be defined as the continual regrouping of resources across and within care
settings and exploited the best and least costly solutions in the face of changing needs and
demands. In other words, health sector staff, skills, equipment, information and facilities
can be recognised in order to achieve better clinical, financial and patient related
outcomes.(34) Changes have been used to improve the availability of drugs, for instance.
Increasing charges may also have been used to improve the quality of the reception that
patients get (officially and unofficially), or to give them greater choice in the matter of
where to go for care.(9)  There are a great uncertainty if the user charges leading to achieve
the efficiency or it will lead to greater inequalities.

5.4 Financing Health Services

The health systems according to the financing methods can be categorised basically as:
Bismarck model (a mixture of private and mandatory health insurance); the centrally
controlled Semashko model development in the early Soviet Union and based on tight
central state control; and Beveridge model the  (National Health Service) which experienced
in Nordic countries those believes in the values of the welfare state.(43) The CEE countries
experienced one or most of this models within the last few years, and that makes the
analysing of health systems in those countries more difficult.

In many (predominantly) publicly financed health care systems market-oriented health
care reforms are being implemented or have been proposed. Once for-profit providers
achieve entry into health care markets, they can begin to shape and alter the dynamics of
those markets. If these markets become sufficiently well developed, then the for-profit
providers can begin to destabilise the status and contribution of public and not-for-profit
institutions. (13) The purpose of these reforms is to make resource allocation in health
care more efficient, more innovative and more responsive to consumer’s preferences while
maintaining equity.(50)
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In many countries for the establishment of health insurance, schemes comes from
physicians, who see these as a way to raise their income above the level of a poorly paid
public employee, through a fee for service mechanism.

No change of the system of health care is possible if the providers do not support it on
the one hand, and the real possibilities of health insurance is on the other. (17) Financial
approaches employed by insurance or purchasing agencies often lack incentives for PHC
to substitute for secondary care. Funding is allocated according to inputs rather than
outcomes, while in many cases the flow of money through different health care organizations
discourages co-operation and co-ordination. (34)

The crucial area in the health care reforms is the change of the health care systems to
focus more on public health. The direction of the change requires nothing less than shifting
the focus of the system and its actors from its predominant emphasis on sickness treatment
(negative-health focus) towards an emphasis on maintaining and promoting the highest
possible standards of personal health (positive-health focus). (36)

Primary Health Care (PHC) reforms have emphasised the cost-effectiveness role of the
PHC physician gatekeeper and first point of contact with the system, providing continuous,
individual care within community orientation.(34) Clearly any reform of the payment
system will need to address the changes that may be triggered in relationships with other
health care providers.(34) The failure of the state planned primary physician gatekeeper
model created an environment in which physicians were generally unable to assume
responsibility for the patient’s long-term health status or level of health education (35),
and the change of the population’s healthy life styles.

The role of nurses in the health care system are discussed in many studies and nurses
are seen as a cost-effectiveness resource for delivering health care services, particularly in
the fields of public health and PHC. Thus, nursing development is part of the more
general trend to increase the cost-effectiveness of health care delivery (34), and better
integration of other health care provider partners.

6 Health Care Reform in Central and
Eastern European Countries

The reform of health care in CEE countries has been one of the areas of research and
evaluation, particularly after one decade from the shift from the planned central system
toward market oriented system. The reform phenomenon has been triggered by the politi-
cal changes that followed the fall of the Soviet system in the late 1980s.

6.1 The Soviet Health System

The Soviet example had a hierarchical, centrally controlled health care systems based on
polyclinics and institutions with extensive specialist services at the first contact level. (43)
Some reform models and ideas have been transferred across national boundaries. (34)
Several former communist countries have been sorely tempted to copy the changed proposed
for Western Europe in undertaking to reform their own health care systems. (30)

The Soviet health system prided itself, and was recognised internationally as an important
model, because of its success since the 1930s in making health care available for all as a free
public service. With universal access to preventive and curative care, control of infectious
disease was achieved, and health indicators improved. (38) A strict hierarchy prevails among
members of the health care team. Physicians have seniority, but midwives are of lesser
importance and nurses are regarded as the least significant members of the team. Mothers/
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families are regarded as of even lesser importance.(7) The black market in the health care
sector was typical for the abolished centralist system; the grey health care financing still
persists in some countries.(1) These types of supplemental payment to physicians, still
called «thank you money» seem to continue. From a western perspective, such payments
to physicians are easily seen as bribes to obtain preferential access to care. (2)

In the CEE countries a strong state role is associated with the former regimes, and
national policy-makers are now engaged in a concerted effort to create more balanced
government and non-government arrangements. (34) At the present the governments are
facing strong political pressures to restore the spending on health care once the economy
recovers. The change of the government’s role in Central and Eastern European countries
has been one of the most visible aspects of the overall change in their healthcare systems.(11)
The most basic question- primarily raised in the CEE countries has concerned the
appropriateness of ministries retaining day-to-day responsibilities for operating provider
institutions. This is a sensitive question, and in that change often affects the status and job
security of the medical staff who works in these institutions.  Such changes are essential,
however, to free officials to focus on broader issues of national strategy and health system
development.(34) With more emphasis on the effective regulations to be able to monitor
and evaluate the outcome, not only with stipulating inputs. The rush to private insurance
medicine is more a rush away from the previous Soviet system than it is a well-thought-
out-policy direction. (2) It was implemented without proper planning and assessment.

6.2 Health Care Resources

CEE countries spend a greater share of national income on health care than might be
predicted, given their income level. This proportion has increased during the transition to
open economics.  Despite the severe contraction (or moderate expansion in the best of
cases) in real growth in GDP over the period 1987-1994, real health expenditures either
grew faster or contracted more slowly than GDP.(34) The low level of resources devoted
to health and the low quality of care have combined to lower effectiveness in the health
care sector.(27)

The percentage of the resources allocated to PHC was relatively constant and it was
approx. 25%. There was a symbolic co-payment by patients for drugs, consultations and
secondary care and for hospitalisations.(37) In the Czech Republic spent some 5.1% of
GDP in the health care system in 1991.  The compulsory health insurance was introduced
in 1992 and since 1995 the health care expenditure represented more than 8% of the
GDP.(1) It is important to be mentioned that, the CEE countries that experienced sever
economic contraction saw roughly proportional reduction in real public spending on
health.(34) There are increasing interest in separating the role of government as third party
and provider in order to promote competition within their health care systems.(11) And
furthermore implement the Insurance schemes systems experienced in other western
countries.

The shift from monolithic state-control model towards a social insurance or market
driven solution, with its new incentives but also its market imperfections and uncertainties,
creates further problems, especially in the area of legislation.(11) The organizational
structure of the health care system was radically changed in Slovakia after 1989. The
hierarchical structure based on a three tier system of regional, district and local levels was
abolished.  All health care facilities became legal entities under the responsibility of the
Ministry of Health. (48)

The decentralization of health care system has started with the legal definition of various
institutes and health care facilities and delegating the financing of health care to wider
providers and organisers Those providing health care covered by the compulsory insurance
plan have been transformed into contributory organisations.(48) The management and
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financing the private health care institutes and providers are organised without interference
from the Ministry of health.

Introducing market system could create important incentives to stimulate efficiency
and resort to more effective methods. In almost all of the CEE countries the providers are
not satisfied with their economic status.  And rightfully, therefore a strong inventive for
them to support market system and health insurance is the expectation that it can improve
their status. (17) The main objection to a private health care system of this sort would be
the lack of income parity. The differences between private and state practices is slightly
greater for direct charges than for services delivered.(25) In Poland as a result of the
uncontrolled privatization of pharmacies since 1989, drugs now absorb 34.1% of the state’s
total health budget (43) as the drugs are subsidized by the state budget.

If one looks at medical care and health care in central and Eastern Europe, the critique
of that resources allocated to medical treatment were not efficiently used if improved
health was the objective. (44) The literature regarding the financing of health services in
CEE countries and how to generate the funds to finance the health care services is taking a
bigger share of the literature regarding the health care reform in CEE countries.

In Czech Republic the primary focus of health care reform has been through the
development of the compulsory health insurance system. (28) Perhaps the greater factor,
which will limit the transition to an insurance base health care system, is developing the
information systems necessary for a decentralized structure.  The setting up of the requisite
information system is crucial to the success of the insurance based health care network and
it is this, perhaps more than anything else, which will determine the speed and the success
of the reforms. (4) The insurance schemes, however, undeniably tend to be more expensive,
owing to the higher salaries of physicians, the greater emphasis on high technology and the
provision of overlapping the excessive services and, and in some instances, excessive curative
services. Paradoxically, the patient’s freedom to choose an insurance fund can be rather
limited. (43) by the insurance companies or induced by the health care providers.

6.3 Socioeconomic Factors

The development of health care reform in a specific country is influenced by a wide range
of contextual factors.  Social values and economic recession have played a significant role
in triggering reform in several European countries.  Here, four contextual areas that
particularly influentials in the implementation process are reviewed: the macroeconomic
situation, the political environment, societal values and external influences.(34) As new
health problems emerge in Central and Eastern European Countries or as the respective
society adjust to cope with previously unknown health needs.(11)

The equity of health care services are doubted in most of the CEE countries after the
rapid introduction of market mechanisms into the health systems and raises concern about
the ability of poor citizens to meet the formal and informal charges required for access to
health services.(34) If health care in these countries left to private practice and private
medical insurance without consideration for cost, access, or quality, existing disparities in
the quality, the availability of health care services will widened. This is exactly what has
already happened in the Czech Republic, (25) yet many of the reforms deal with cost
containment, medical insurance, and health care management. The patient’s ability to pay
for the basic health care services should be considered more closely. The reason reforms
must focus on changing the community’s attitude towards health services and increasing
the population’s level of health awareness. (35)
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6.4 Financing Health Services

In most of the CEE countries there are practicing some types of co-payment mainly with
regard to drugs, some pharmaceutical products and dental care. The under table payment
is also considered to be a part of the costs that the patient bears. Practice shows that out-
of-pocket payments generate high administrative costs. The administrative costs of out-
of-pocket payments may well consume a substantial portion of the revenue raised (49) for
financing health care services or providing extra care.

In the CEE countries, over expanded hospital systems consume too high a proportion
of the available finances, and many CEE countries has started a new strategies such as the
reforms in Poland for establishment of local self-governing councils with health committees.
Despite centralized financing and provision of health care, many local governments have
taken over some health care responsibilities, typically with regard to PHC. (34)

The health care system must, to a large extent, become differentiated: preventive as well
as curative, primary as well as secondary health care. (11) One of the major objectives of
contracting is to encourage shift from inpatient to outpatient care, and also to more cost-
effective medical interventions. The need for shift in focus from curative services to
preventive care and health education was recognised as early as 1980.(35) This strategy is
of particular importance of the CEE countries, where previous bureaucratic control led to
severe distortion in the structure of health care provision.(34) Family-oriented primary
care was accepted as a new model, which should restore the cultural role of the general
practitioner. (37) These developments are also dependent on the ability of health authorities
to transfer resources from secondary to primary care.(32)

6.5 Focus on Primary Health Care

Promoting links between ambulatory care (PHC) and secondary care (hospitals) are to
achieve a well functioning health care system, good links between ambulatory and hospital
care are essential. It was felt that the joint provision of primary, specialized outpatient care
and inpatient care in a single organizational unit was an obstacle to Primary Care
development. (48) All the CEE countries have a surplus of specialists would call for special
arrangements. It is technically possible to make special arrangements so that hospital
polyclinics can continue their work and improve their output providing necessary services
and backing up PHC, (49) and promote the health system that can have smooth and
controlled referrals between different levels of health care.

A shift in balance from secondary to primary care, and consequences expansion in the
range of services provided by primary care team will lead to a better health care system.(8)
The strategy of shifting the system from the tertiary and secondary health care to primary
health care, are considered one of the main strategies for the CEE countries. If we look at
the structure of health care services in those countries we will recognise that, the CEE
countries have more beds than Western Europe, mainly as a result of the large number of
small hospitals.  These numbers are associated with notably higher admission levels than
those in Western Europe. (34) Then we can predict that PHC can act as partial substitute
for secondary care services, thus reducing admissions. (34) while other studies (45) concluded
that no real change achieved, and attention continued to be placed on curative services by
teams of planners dominated by physicians.

The primary care infrastructure in CEE countries suffers most from shortage of basic
diagnostic tools, equipment and drugs. This kind of problems is likely to be more acute
where there are institutional barriers between different types of care delivery, such as in a
number of CEE countries, where most countries have replaced or are seeking to replace
their Soviet-style polyclinics with some type of PHC physicians. Primary health care could
consist of general practitioners, dentists, pharmacists, home assistance, district nursing,
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social service, midwifery and maternity care, and para-medical profession such as
physiotherapists.(11) Although these efforts were initially hampered by the lack of trained
GPs. Or even of appropriate training programmes, the process of establishing a new model
of PHC delivery is well under way in central and Eastern Europe. (34)

6.6 The Role of PHC Physicians

A realistic, sustainable restructuring of health care system is possible, with a focus on
preventive care. (35) And more emphasis on health centres is to provide universal coverage
for the population of a given area and to control either important health problems. (37)

The combined process of needs assessment and priority setting had a powerful effect
on team building. (32) There has been a underestimating of the role of the PHC physician’s
as most of their work mostly covered issuing of certificates, issuing the absence of working
permissions and issuing the referrals to the specialised care. In addition they were largely
orientated towards curative rather than preventive services.  There are a number of plans
to strengthen their role by introducing self-certification of short periods of illness. As
there are now financial incentives for primary health cue doctors to take on more tasks,
some are providing more specialised services to their patients. (47) To look at the
opportunities for specialised physician verses general practitioners and their roles in provi-
ding health care services we can see clearly the specialists gradually look over a lot of GP
role.

The other focus of reform is the importance of the training for health care professions.
The training family physicians and GPs have become increasingly important.  In some
countries, family or general practice is now considered an especially in its own right. (34)
The primary health physicians had their lists of patients, but it was quite common to see
that one person had parallel medical records.

6.7 Nurses in CEE Countries

In the CEE countries, nursing development stagnated for many years in disease oriented
health care systems heavily based on medical specialization. Despite broad inter-country
diversity in the degree of progress that has been made (or not made) in overcoming such
barriers, a reappraisal of the whole of nursing is taking place throughout the European
Region.

In many CEE countries, auxiliary and/or unqualified staffs performs nursing duties,
comprises 50-90% of all nursing personnel and are included in the statistics on nurses.(34)
Shortages of well educated nursing staff and difficulties in recruiting suitably qualified
nurses are common in the CEE countries. Recruitment of new staff is difficult in rural
areas, the main reasons are like being low status, poor salaries and bad working conditions,
which lead to migration and/or reduction of the nursing workforce.(34) The results of
some studies showed that the idea of the public health nurse, who performs a generalist
role within a PHC framework, has also steadily gained acceptance, such as in the Czech
republic, Hungary and Slovakia. Nurses are beginning to be recognized as independent
health care professionals, but in other countries they are still subordinate to physicians.(34)

In the CEE countries, the number of health professionals working in PHC is generally
very low. There is an enormous shortage of community nurses and Physicians, especially
in rural areas, owing largely to the fact that the role of nursing is not recognized or developed
in PHC. Much of the problem stems from a lack of sufficient health education to increase
the population’s understanding of good health practices and healthy lifestyle choices. (35)
There are a lack of available education, low status and poor working conditions, with long
working hours and low salaries.(34) Extensive plans and programs for health promotion
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and health education were never realized because of financial constraints and a strong
focus on curative services by the medical profession.(35)

The lack of appropriate health service indicators further hampers assessment.(43) The
explicit indicators of the reforms outcome indicating that Health status, life expectancies,
and infant mortality rates fell behind most western countries.(25) Life expectancy and
mortality steadily improved in Western part of the European region over the last four
decades, this improvement could not occur to the same extent in the eastern countries.(27)

It might be very hard to assume that the above achievements can be reached without
enormous financial costs. (1) The current systems in CEE countries are no longer
entrenched, they have to change. Decision-makers should go beyond the topics currently
discussed- such as the financing of health care, competition between different professional
groups, and private versus public ownership- and approach the determinants of health
much more fundamentally and coherently. (27)

Patient satisfaction, patient rights and patients’ participation in clinical decision-ma-
king is the other source of pressure on health systems. Beside the general pressure on the
national decision-makers regarding the increases of use private sector providers. In the
CEE countries, patient empowerment issues have created strong pressures on government
policy-makers. (34)

In addition to that in some countries, health personnel have become powerful influence
in the political and parliamentary process, and have shaped policy decisions on the funding,
payment systems and privatization of health care services. (27) The process of reform has
been hindered by political stagnation, economic crises, and a lack of delination of
responsibility for implementing the reforms. (35)

7 Safety Promotion in CEE Countries

7.1 Safety and Safety Promotion

The United Nations report on human development, considered safety to be a fundamental
right and an essential condition for any sustainable development by societies. (41) Safety
can be viewed as a prerequisite for maintaining and improving the health and welfare of a
population it is results from a complex process in which humans interact with their physical,
social, cultural, technological, political, economic and organisational environments. (26)

The World Health Organization defines health promotion as a process that aims to
give populations the means to ensure better control of their health and the capacity to
improve it. Thus, we could define safety promotion as a process that aims to provide
populations with the conditions and abilities that are necessary to reach and sustain an
optimal level of safety. Safety promotion is the process applied to develop and maintain
the basic conditions for safety at local, national and international level by individuals,
communities, governments and others. (26)

The need for a shift in focus from curative services to preventive care and health education
was recognised as early as 1980. (35)  Under the socialist system, however no real change
was achieved, and attention continued to be placed on curative services by teams of planners
dominated by physicians. (35)

Many studies in these countries have focused on the safety promotion and safety measures
regarding to the population’s safety as chemicals effect and nuclear basis. To examine how
health politics shaped and affected the safety in these countries we need to look at the
impact of these reforms on injuries in different countries.

The issue of the safety promotion has not been highlighted in the literature; the concept
of safety promotion has been taken as a part of general process of health care reforms.
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There is a need to cohort understanding of the public health problems, and there is a need
for innovative approaches to use the data already exist and no longer hidden. (22)

Studies looking at the safety issues in the national policies in these countries are very
limited. The safety management strategies evolving at the state level and certain institu-
tions to deal with safety issues are underpriortized. For understanding reforms in terms of
a change of focus from one system to other enables to cast a new light upon the impact of
reforms on these issues and, more generally, upon the changing of injury trends in the
society. It allows us to view the safety and safety promotion issues within the context of
these countries as there are many similarity among them.

The technical capacity (ability to analyse problems, identify and implement solutions)
bureaucratic motivation (view of bureaucrats regarding the impact of taking any particular
policy decisions of their own power and prestige), and international leverage (availability
of ideas, influence and resources from the international community), all have substantive
influence on policy formulation and implementation. All these issues are relevant to injuries
in transitional countries. (22)

Safety promotion programmes for prevent injuries are a cornerstone of any sustainable
safety and health system, prevention that may take place through the direct provision of
services such as health check, public health nurse home visit, and these  services are classically
dominated by public health sector. The private sector does not have sufficient incentives to
supply these services to the population at large.

7.2 Injury Data and National Strategies

The injury registration, and classification is almost unknown in most of these countries.
Few countries has started some kind of data collection with regard to injuries occurred
mainly in traffic. The supervision, monitoring and evaluation of these data and defining
the areas of higher risk for injury and mortality require the establishment of a database and
the identification of appropriate protocols to take as models. At present, only a few hospit-
als/regions registering the data in their primary health care centres, hospitals, quality of
these data requires wider investigation.

Occupational safety and health in Central and Eastern European countries at the turn
of the 1980s and 1990s was characterised by a considerable number of people exposed to
exceeded levels of health standards on harmful physical agents (e.g., noise, vibration, hot
microclimate), chemical agents (e.g., highly toxic, carcinogenic, and allergenic), and
fibrogenic dusts (including carcinogenic asbestos). The hazard of injury was also high
(lack of machinery working zone safeguarding, lack of proper organization of work and
work space, etc.).(19) In 1995, the government of Poland established a National Strategic
Programme ‘‘Occupational Safety and Health Protection in the Working Environment
(1995–2001).’’(19)

7.3 Social Changes and Hight-Risk Groups

The primary health services could not bear responsibility for the social, educational, and
environmental factors influencing health status.(35) The lack of encouragement of
communication and co-operation amongst people and between disciplines under a
totalitarian system of role will probably be difficult to implement until such time as a
willingness to trust others and to work as teams, rather than as individuals, develops.(7)

Reform may be welcomed by the new middle class and by some health professionals
because it is perceived as an opportunity to challenge over centralized, bureaucratized,
initiative-stifling health systems. While reforms may be seized on as an opportunity,
however, they may be difficult to implement because they are opposed by significant groups
that see themselves being placed at a disadvantage-the elderly. (34)
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As the lowest-skilled jobs were also most likely to be the most hazardous, many people
were employed in dangerous professions during the socialist period, including mining and
other aspects of heavy industry such as working with toxic substances. While no statistics
are available, the incidence of disability from workplace injury is thought to be
disproportionately high among certain groups.

While the liberalization of society has opened many new opportunities for young people,
it has also brought new risks and social problems already familiar to Western societies,
such as the spread of sexually transmitted disease, alcohol, and drug abuse and suicide.
The heightened profile of these social problems among Central and Eastern Europeans
youth may be linked not only to new freedoms of risk-taking, but to the increased
responsibilities and hardships faced by young people and to the inadequate institutional or
social response to these problems. (40)

Much of the problem stems from a lack of sufficient health education to increase the
population’s understanding of good health practices and healthy life choices. (35)

Alcohol abuse adolescents were prelvent before the transition, and the above factors
have presumably increased alcohol abuse. Alcohol mortality due to alcohol-related disease
has risen in many countries like Hungary. (40)

Local institutions or initiative planners did not step in to assume the responsibility for
improving the population’s health status through education or preventive care. (35)

Central and Eastern Europe has a long and rich tradition of civil society organization
reaching back into the nineteenth century. Mobilizing citizens and communities for a bet-
ter health is a central component of what we now call the ”new public health,” and health
promotion, intersectoral action and community participation have been defined as key
public health functions.

8 Results
Injuries are an increasing health threat and they occur in any society and at among any age
groups. Health promotion strategies aimed at injury prevention can be one of the attempts
to conduct any actions toward the promoting the peoples health and well-bieng.

Since the end of 80’s and after many more than one decade with health care reforms in
the CEE countries, and having great efforts from the national health institutions, other
institutions and remarkable support from donors.  The results showed different segments
of the safety situation in these countries. The injury prevention and control approach have
contributed to the understanding that injuries are an important health problem with specific
risk factors and target groups. (26) and through the injury data we can see the actual
sitaution in these countries.

8.1 Mortality Data

Looking at the mortality data in these countries related to injuries, external causes of
injuries and poisonings are a major public health problem in CEE countries. The external
cause of injury can be used as a tool to look at the effect of external causes of injury and
poision in these countries. The results shows a clear decline of the number of cases per
100 000 population in these countries. All these countries have experienced a reduction of
the cases related to external cause of injury.

 Hungary and Slovenia have the highest rate of the number of deaths caused by injury
or poisoning. Even though teh numbers have decreased slightly in teh last years.  Hungary
and Slovenia still have one of the highest rates of this kind of mortality in Europe, exceeding
the EU average by 100%. (16)
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Figure 1. SDR, esternal cause injury and poision.
Sources: WHO, European Health for all databse

Road accident is a serious problem throughout the world, in social, health and economic
terms. The road accident commonly is the second largest cause of deaths for economically
active people (5-44 years) in many countries. However, while most countries in other
continents and regions have succeeded in checking and even reversing the number of road
fatalities, current trends in CEE countries shows similar reults, most of CEE countries
have remarkable decline, except in Croatia which experiencing an increase since 1994. (see
Figure 2)
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Figure 2. SDR, motor vehicle traffic accidents.
Sources: WHO, European Health for all databse
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Suicide is considered to be one of teh main causes of death of young people between the
ages of 15 and 24 in most of the countries. Suicide rates in Central and Eastern European
countries are among the highest in the world, and some parts of the region have shown
upswings or steady growth during the transition period. (40) The results showed a decline
in Croatia, Czech, Slovakia, but an increase in Romania and Poland.  The mortality due to
suicide and self infliced injuries seems to be higher in Slovenia and Hungary than other
countries in the region. ( See Figure 3)

SDR, suicide and selfinflicted injury, all ages per 100000 - Both 
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Figure 3. suicide and selfinflicted injury.
Sources: WHO, European Health for all databse.

The homicide and intentional injuries are an increasing problem in many societies. The
CEE countries have experienced an increase of homicide and intentional injuries, due to
instability at the beginning of the change in political systems, especially in Romania and
Croatia.  The results indicated a decrease of the death related to the homicide and intentional
injuries in these countries. (See figure 4)
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Figure 4. SDR, homicide and intentional injury.
Sources: WHO, European Health for all databse.
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8.2 Morbidity Data

Highlighting the hospital discharge data is importnat because in most of the countries the
Injuries are not tracked systematically unless they result in hospitalization or death. And
these these hospital data only represent the serious injuries which needed a treatment at a
hospital.

When looking to discharge data from hospitalization due to injuries we measures the
rate and of discharges from acute care hospital facilities for intentional and unintentional
injuries. The measure is expressed as a rate per 100,000 in the population.

Hospital discharges, injury and poisoning per 100000 - Both Sexes

0

200

400

600

800

1000

1200

1400

1600

1800

2000

Croatia Czech Hungary Poland Romania Slovakia Slovenia

1998

1989

1990

1991

1992

1993

1994

1995

1996

1997

1998

1999

2000

2001

Figure 5. Hospital discharge, injury and poisoning.
Sources: WHO, European Health for all databse.

8.3 Life Style Data (*)

Results from the database showing an increase in road traffic accidents resulted in injuries
in CEE countries mainly after 1994 and high increase in the road traffic accidents in
Croatia and Slovenia.  (See Figure 6)
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Figure 6. Road traffic accidents with injury.
Sources: WHO, European Health for all databse.
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As the road traffic accidents increased in these countries the results showed the same
increase in all countries in the region, except Hungary. The results from Hungary pointed
out a decrease of people injured due to road traffic since 1991.  (See figure)

Persons injured in road traffic accidents per 100000 - Both sexes
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Figure 7. Persons injured in road traffic accidents.
Sources: WHO, European Health for all databse.

(*) Road T(*) Road T(*) Road T(*) Road T(*) Road Trafrafrafrafraffic Accidents arfic Accidents arfic Accidents arfic Accidents arfic Accidents are placed under the Life style data categore placed under the Life style data categore placed under the Life style data categore placed under the Life style data categore placed under the Life style data category accory accory accory accory according to the WHO categorizationding to the WHO categorizationding to the WHO categorizationding to the WHO categorizationding to the WHO categorization
of the road traffic accidents in the WHO Health for All database.of the road traffic accidents in the WHO Health for All database.of the road traffic accidents in the WHO Health for All database.of the road traffic accidents in the WHO Health for All database.of the road traffic accidents in the WHO Health for All database.

There is a clear relationship between the injuries and alocohol and road traffic accidents.
The road traffic accidents are directly attributed to alcohol and lead either to mortality or
morbidity. The level of alcohol-related morbidity and mortality in CEE countries is far
greater than would be expected from the level of drinking in western European Countries.
The highest rate are stated in Slovenia. Alcohol consumption in Slovenia is among the
highest in Europe (10.38 litres pure alcohol per person per year in 1998). (16)

Road traffic accidents involving alcohol per 100000 - Both sexes

0,00

10,00

20,00

30,00

40,00

50,00

60,00

70,00

80,00

90,00

100,00

Croatia Czech Hungary Poland Romania Slovakia Slovenia

1988

1989

1990

1991

1992

1993

1994

1995

1996

1997

1998

1999

2000

2001

Figure 8. Road traffic accidents involving alcohol.
Sources: WHO, European Health for all databse.
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8.4 Work-Related Accidents Data

There are remarkable reductions of No. of mortalities due to the work-related accidents
and these reduction are more seen in the last years.  Croatia had 2,21 accidents per 100 000
inhabitants I 1988 and in 2001 the had 0,56 per 100000 and these results were in Hungary
a reduction from 4,43 in 1988 to 1,28 per 100000 in 2001. (see figure 9)
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Figure 9.  Deaths due to work-related accidents.
Sources: WHO, European Health for all databse.

The results showing different pictures for the amount of the people injured due to work
related accidents. In 2001 teh Slovenia had the highest figures for persons injured due to
work related accidents with 2023 cases per 100000 and Czeck 912, Slovakia 388, Croatia
416, Hungary 259 and Romania had the lowest with only 30 injured cases per 100000
innhabitants.  We could not find a real clarification for why data from Slovenia showing
the highest among these countries. The available data from Romnia represented 1,48% of
the data from Slovenia. (see figure 10).

The study could not found any clarification for these hug edifferents between countries,
rather than it might be due to the different work accident registration systems available in
differnt CEE countries.

Looking for the trends for each cuntry, we can see that all these countries have experienced
the reduction of percent of accidentrs at the first period of reform and  tehy have atendence
to increase in the last years specially in Croatia and Slovenia.
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Persons injured due to work-related accidents per 100000 - Both 
sexes
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Figure 10. Persons injured due to work related accidents.
Sources: WHO, European Health for all databse.

9 Discussion
A brief summary of findings is presented above from available data attempting to highlight
the safety situation with regard to the main cause of injuries and the overview of injury
incidents among the population since the start of health care reforms. It has shown that
mortality rates were changed in the last years, but these changes have not been analysed
properly and not been compared with the total changes in the rest of the globe, with
regard to the developments in technelogies, roads, poeples awarness, ...etc.

The results from these countries showed a wide variation between them and with regard
to the cause of mortality and injury. The road traffic accidents were much higher than the
rest of Europe. Alcohol consumption can remarkably contribute to increase the amount of
mortality and injury due to traffic accidents. The withdrawal of the state from alcohol
production and distribution and from its role in regulating consumption through adminis-
trative measures, pricing policies and advertising policies have led to the wider availability
of alcoholic beverages. There is also evidence that poor regulation has resulted in the
production of more toxic alcohol. Finally, in relative terms, there has been tendency for
slower growth in alcohol prices as compared with the prices of basic food products. (40)

Slovenia’s suicide rate has been among the highest in the world for over two decades:
about 28 per 100 000 inhabitants per year. National data have  shown for years that suicide
is the most common in the marginalized parts of society. This takes into account the
specific suicide rates for individual population categories: workers with only primary
education, (semi-) skilled workers, unemployed people and alcoholics. (16) There is a
sharp gender differential in suicide rates, with males far more likely to take their own lives.
(40)

With the data that was available, the study concluded that there is no clear failure or
success of the reforms in the CEE countries but there are also no improvements in the
safety situation of the population in these countries. The direct effect of the changes on
the health care gains or losses is hard to be measured, because the health and safety status
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of the population is correlated with the socio-economic indicators and the general picture
of the country.

Therefore, it would make more difficult to separate these socio-economic effects from
the changes in health care effects and it would be useful to draw on the existing work on
quality measures at a micro-level to inform the development of a macro-indicator of success
or failure.

Most of the CEE countries proclaimed more concrete objectives, building on the re-
form process and those changes already achieved.  Increasing the efficiency in Macro and
Micro level; changing the basic legislation to improve the management of health care
institutes and emphasising more on quality improvement of health care providing; insuring
more equitable basis for providing health care services. The process of privatisation had
been introduced and its effects needed to be assessed, with regard to the positive and
negative impacts on the provision of health care and other services.

As the discussions on health status of population and outcomes of thirteen years health
care reforms in CEE countries suggests, the existing financing and delivery system do not
maximize health gain. The policy-makers should believe that it is necessary to shift the
allocation of funds from curative to preventive care and from specialized health care to
primary health care and focus more on safety promotion.

There is a need for special institutes for financing health care services in the CEE
countries. The remuneration systems in these countries should be re-assessed with regard
to the direct effects on the population and the amount of services provided and the quality
of these services.

There has been a rapid change in the health care systems in the CEE countries in the
last fourteen years and this rapid change has also brought up different methods of insurance
and created different settings of health insurance companies to assure the equity of provi-
ding health care services, as including the poor, unemployed, solders, other categories with
special funds or putting the ceiling of payments that the patient be able to contribute to his
own health care costs and bills. Some countries such as Slovakia has achieved a relatively
smooth transition from the old socialist health care system of central planning to a pluralistic,
health insurance based health system.

The readjustment of Physician numbers and decrease in hospital bed numbers can
make a significant efficient use of resources devoted to health care. The CEE countries
have a large number of hospital beds, and the number of physicians and other health care
personal should be re-adjusted with the current economic and health situation of popula-
tion and to meet the requirement for elements of achieving better outcomes from ongoing
reforms.

It seems that there is a great difficulty in finding literature on the issue in English
language, and very few literatures available in the original languages. The literature on
safety in these countries are mostly related to chemical and nuclear safety, that makes the
role of the researcher harder to get the right literature with searching by using the safety
terms.

Few literature available on safety and injuries in these countries, and those literature are
mostly related to Occupational safety. The goverments role in achieving the safety in
industry very important and the responsibility to protect the public health and the health
and safety of workers are under estimated. Factory inspections by the government should
be conducted at the expense of employers at least once every two years. Polish regulatory
and control agencies have very limited funding and staff to conduct workplace surveillance.
(20)

The description and assessment of the major factors affecting the health care reforms,
should be an area for wider studies and do the research of the factors which may have
contributed to the relative success or failure of health care reforms might need more time
and personal than to be presented in a one person afford.
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10 Conclusion
Reform programmes in Central and Eastern European countries need to place more
emphasis on establishing appropriate assessment and training policies for the numbers of
staff and mix of skills required in reformed systems.  The new management system should
be based on the collaborative work with other institutions and based on multidisciplinary
decision making.

Legislation should provide an effective framework of standards and direction. And the
regulatory authority charged with administering that legislation needs to do so in a
professional, constructive and consistent manner. Enforcement of new legislations should
not be an end in itself; it must be matched by a continuing decline in preventable harm to
teh population.

Decentralization of the health systems and developing the responsibility of the regional
health centres and physicians and patients themselves, health promotion can become an
effective tool in improving safety and health.

Although many of the reforms deal with cost accounting, medical insurance, and health
care management, it has been recognized that even the most complete restructuring of the
health care system cannot, in itself, improve the health care status of the population. For
this reason reforms must focus on changing the community’s attitude toward health services
and increase the population’s level of health and safety awareness.

The CEE countries, has made enormous efforts in the last years to develop new health
systems and increasing wellbieng of their innhabitants. These efforts have been facing
many difficulties with regard to political unstability and resources limitation.

Apart from the humanitarian aspect of reducing moratalities due to road accidents,
suicide, work place injuries in CEE countries, a strong case can be made for reducing road
accident deaths on economic grounds alone, as they consume massive financial resources
that the countries can afford to lose. It must of course be borne in mind that in CEE
countries, road safety is but one of the many problems demanding its share of funding and
other resources.

There is a need to define a common policy for injury prevention, mobilizing the resources
available and saerching for the new possible resources. Some reform failures have partly
resulted from the lack of trained staff with appropriate skills. The areas requiring particular
attention include public health, general and family practice, nursing and management
training.(34) Monitoring of the efficiency and quality of health care services also requires
specific training and education.

There is a graet need to break down the bondary between sectors and specialities,and to
have a new system for collaborative work between sectors. The encouragement of having
multi-sectoral actions for containing the problems and risks available in their respective
communities and countries.

The Safety Promotion should be considered as one of the main goals of future health
reforms  and resources re-allocation in these countries. The policy- and decison makers in
these countries should come to a share understanding of the importance of safety promo-
tion, and the main risks and hazardous facing the people in their communities and countries.

The area of safety promotion in CEE countries is a wide and needs more research and
analyzes, either as a country case study or for the whole region as a whole. Most of these
countries have joined EU or they are in the process of joining the EU, the further
development of injury or actions toward the safety promotion in these countries needed to
be focused on.
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11 Suggestions
Several steps may be taken to improve the safety in CEE countries not only by regulations
and legislation but also through re-allocation of the resources in the society in these countries.
Some of these concerns health sector directly. Others concern the supportive institutions
and organisations.

Developing national strategies for injury prevention and safety promotion to address
this serious challenge and to assure that at least 25 percent of communities in each
country have injury prevention programs in place within next 6 years.

Adequate facilities and financial resources from related ministries should be included
in future planning for any health care reforms.

WHO have resources and tools to support the safety promotion initiatives in these
countries. These resources and tools should be utilised based on regional
collaborative actions or on bilateral projects.

Creating some systems for injury registration in all levels. Each country has some
sources of data collection in local communities by using these data to identify and
describing a country’s injury problem and then become a tool of decision making as
well as strategies to prevent injuries, and promoting safety.

Including safety in school curriculum. School-based safety education programmes
have long been as a cornerstone for safety promotion, and school children are
considered a primary target audience for safety promotion.

Recognizing the contribution of family nurses will help develop the safety promo-
tion, especially in rural areas.

Capacity building through training and education possibilities.

Conduct advocacy activities to promote safety and support any project designed to
increase safety and reduce injuries in the society.

Conduct of safety promotion campaigns (seat belt, helmet use, violence prevention,
tolerence,...)
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