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FOREWARD

FOREWORD

The Friedrich-Ebert-Stiftung (FES) is committed
to the ideas and basic values of social democ-
racy: promoting democracy and development
throughout the world; contributing to free-
dom and security: shaping globalization with
solidarity; and supporting the enlargement
and consolidation of the European Union are
the basic principles of its international work.
Through projects implemented in more than
100 countries, FES provides its active input
and support towards the building and consoli-
dation of civil society and State structures for
the enhancement of democracy, social justice,
strong and free trade unions, as well as of
the advocating for human rights and gender
equality. FES is also intensely active in the area
of global and regional issues. Special emphasis
is placed on the enlargement and consolida-
tion of the European integration processes,
promotion of transatlantic relations and re-
form of the system of global governance.

In South East Europe (SEE) Friedrich-Ebert-Stif-
tung is represented by offices in Albania, Bos-
nia-Herzegovina, Bulgaria, Croatia, Kosovo*,
Macedonia, Romania and Serbia. From these
offices FES co-operates with partners in all the
countries of SEE, promoting the rule of law
and vital democracy, justice and social securi-
ty, economic progress and sustainable natural
and cultural environments, as well as regional
cooperation and integration into the Euro-
pean Union. The establishment and develop-
ment of effective labour relations, which pro-
tect workers' rights, is always an integral part
of the work of the FES and within this context
the co-operation with free trade unions is es-
pecially significant.

The framework conditions and challenges
for the countries in SEE have numerous com-
mon features, which may only be resolved ad-
equately, and in a sustained manner, through
close cooperation. Exchange of information
and experience, and transfer of knowledge
about successful solutions, are especially help-

* This designation is without prejudice to positions on
status, and is in line with UNSC 1244 and the ICJ Opin-
ion on the Kosovo Declaration of Independence.

ful in overcoming historical differences and
mastering contemporary socio-political chal-
lenges. Friedrich-Ebert-Stiftung keeps abreast
of current developments through a regional
programme which supports regional coopera-
tion and European integration and accession
processes; creating and supporting platforms
for political and civil society dialogue in order
to deal with common problems and the chal-
lenges of strengthening trade unions and so-
cial dialogue.

Social policy has always been one of the most
important topics for Friedrich-Ebert-Stiftung
due to the fact that the capitalist market
economy always tends towards social exclu-
sion and needs to be regulated by strong so-
cial correctives. The past two decades have
brought painful experiences to South-Eastern
European societies following the end of so-
cialism, during which time socio-economic
inequality and poverty has increased dramati-
cally through the introduction of the capital-
ist market economy. Additionally the capacity
of the region’s social security systems was not
great enough to cope with the contemporary
necessities; consequently the quest for social
inclusion has become one of the key challeng-
es in SEE. The situation has been aggravated
furthermore during the continuous economic
crisis since 2009. Against this background FES
launched a regional working focus on “Social
Policy in South East Europe”. A number of
thematic ideas were put forward and further
sequences of studies and conferences were
initiated, the results of which are published in
a series of FES Regional Studies in South East
Europe. The first book on “Social Inclusion in
South-East Europe — National and Regional
Policy Priorities for a Social Europe” was pub-
lished in 2010. The second, “Equity vs. Effi-
ciency — Possibilities to Lessen the Trade-Off
in Social, Employment and Education Policy in
South-East Europe” - followed in 2011. In the
same year a study on “Welfare States in Tran-
sition — 20 Years after the Yugoslav Welfare
Model” was published. “Employment Poli-
cies — Common Challenges and Different Sce-
narios” was the title of the next publication
in 2012 and with the present study entitled
“Performance of Public Health-care Systems
in South East Europe” we continue our work.
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This latest study analyzes the performance of
the public health-care systems in South-East
Europe, focusing on the needs of patients in
relation to five health problems: myocardial
infarction, stroke, cancer, injuries and diabetes
(type 2). These problems were selected as the
focus of the research after taking into account
the major causes of death in the region, both
chronic and acute, but also after assessing the
type of health-care response that they require
(e.g. emergency versus long-term monitoring
and care). The aim of the study was to pro-
vide qualitative insights about the expected
versus the actual performance of the public
health-care systems and to indicate which are
the major areas that require intervention and
development at both national and European
levels. The research has been designed with a
view to providing information on topics and
issues that are difficult to capture through
quantitative research methods. Therefore this
empirical comparative study relies on quali-
tative research techniques and gathers both
the perspective of knowledgeable observ-
ers (1,006 interviews with family phisicians,
medical specialists and nurses in hospitals and
emergencies, representatives of regional or
national directions of public health, of patient
organizations and of NGOs) and of individual
witnesses (432 interviews with patients and
familiy members of the patients). The research
covers eight SEE countries, namely: Bulgaria,
Croatia, Kosovo, Macedonia, Moldova, Mon-
tenegro, Romania and Serbia.

| would like to thank Manuela Sofia Stancu-
lescu and Georgiana Neculau for this excellent
and substantiated study. | would like to thank
also all the contributors and interviewers for
their arduous work, namely Peter Atanasov,
Vanesa Benkovic, Milos Bjelovic, Jakob Gold-
stein, llir Hoxha, Agima Ljaljevic, Lolita Mitevs-
ka, Andrei Mecineanu and Elisaveta Stikova.

We especially would like to express our grati-
tude to all the 1,438 individual witnesses and
knowledgeable obeservers. Without their in-
terest and patience this study would not have
been possible.

If this book can contribute to the encour-
agement of all political authorities and social
stakeholders to promote and implement im-
provements of the health care systems in the
region, then it will have fulfilled one of its
most important goals.

Belgrade, April 2014

Roland Feicht

Director

Friedrich-Ebert-Stiftung, Regional Project for
Labour Relations and Social Dialogue in South
East Europe
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1. ABOUT THE STUDY
Manuela Sofia Stanculescu

The study Performance of the Public Health
Care System is an empirical comparative study
that analyses the performance of public health
care systems in South-East Europe. The study
focuses on the needs of patients in relation to
five major health care problems that represent
the major causes of death in the region and
require diverse types of health care response,
namely: (1) Cardiovascular — myocardial infarc-
tion, (2) Stroke, (3) Cancer, (4) Injuries (general
surgery and orthopaedics) and (5) Diabetes
(type 2).

In this paper, by definition, a performing health
care system delivers state-of-the-art diagno-
sis, treatment and recovery, and is accessible
to every citizen covered by health insurance,
free of major additional charges. According to
the logic of insurance, the system is being paid
for by contributors and/or tax-payers and car-
ries the implicit promise of adequate delivery
in the case of need. Thus, the performance of
the public health-care system is analyzed in
this study based on the framework to analyze
actual access of the population to health care
services developed by Wismar et al. (2011),
where accessibility is defined as ‘a measure of
the proportion of the population that reaches
appropriate health services” (WHO, 1998, p.
2).

Objective

The ultimate objective of this study is to col-
lect qualitative information regarding the per-
formance of the public health care systems in
South-East Europe.

The discrepancies between (i) the expected
and (ii) the actual performances (in ‘standard’
cases) of the public health-care system are
thought to indicate the major areas that need
interventions in order to enhance not only the
average levels of population health but also

the health equity’ both at the national and Eu-
ropean levels.

Context

Health plays an important role in the Europe
2020 agenda as ‘promoting good health is an
integral part of the smart and inclusive growth
objectives for Europe 2020. Keeping people
healthy and active for longer has a positive
impact on productivity and competitiveness.
Innovation in health care helps take up the
challenge of sustainability in the sector in the
context of demographic change.”? Also, the
actions for reducing inequalities in health are
vital to the aim of ‘inclusive growth’.

Considering the health challenges facing
Europe, the 53 Member States of the WHO
European Region together with partner or-
ganizations® adopted, in September 2012,
the Health 2020 policy* which contains two
strategic objectives: (i) improving health for all
and reducing health inequalities within coun-
tries and between different countries and (ii)
improving leadership and participatory gov-
ernance for health, and four priority reform
areas: (1) investing in health through a life-
course approach and empowering people; (2)
tackling the major health challenges of non-
communicable and communicable diseases;
(3) strengthening people-centered health sys-
tems, public health capacity and emergency
preparedness, surveillance and response; (4)
creating resilient communities and supportive
environments.

' Health equity refers to the ‘absence of unfair and
avoidable or remediable differences in health among
population or groups defined socially, economically, de-
mographically or geographically’ (Macinko and Starfield,
2002).

2 EC Communication of 29 June 2011, A budget for
Europe 2020, p. 49, available online at: http://ec.europa.
eu/budget/library/biblio/documents/fin_fwk 1420/MFF_
COM-2011-500_Part_ll_en.pdf

3 E.g. EU, OECD, Council of Europe, Civil Society and
Professional Associations.

4 WHO Europe RC 62 Resolution on Health 2020, avail-
able online at: http:/Avww.euro.who.int/__data/assets/
pdf_file/0005/173651/RC62rs04-Health-2020-ENG.pdf
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Given the substantial gap in health oppor-
tunities and outcomes between the South-
Eastern countries and the EU, in particular the
Western countries, the SEE Health Network
(SEEHN),> under the SEE Regional Coopera-
tion process,® is in the course of developing
the SEE 2020 Strategy for advancing the com-
mon European health goals and priorities
within the context of Southern and Eastern
Europe and the Western Balkans. This process
is fully supported by the EU and the SEE 2020
Strategy is expected to be aligned with the Eu-
rope 2020 policy and the WHO Europe Health
2020. The SEE 2020 Strategy represents an
opportunity to address the persistent health
challenges within and between SEE countries,
including the non-communicable diseases, so-
cial inequalities in health and the early onset
of illness and premature death. This strategy is
expected to be endorsed by the Governments
of the SEE Member States of the SEE Regional
Cooperation process and, thus, to serve as the
document for further funding using the EU fi-
nancial mechanisms and tools.

Country coverage

The research covers eight SEE countries,
namely: Bulgaria (BG), Croatia (HR), Kosovo
(RKS), Macedonia (MK), Republic of Moldova
(MD), Montenegro (MNE), Romania (RO) and
Serbia (SRB).

> SEEHN member countries: Albania, Bosnia and Herze-
govina, Bulgaria, Croatia, Israel, Macedonia, Moldova,
Montenegro, Romania and Serbia.

& Within this process, the Regional Cooperation Council
established a Regional Working Group for preparing the
Social Agenda 2020 - a regional long term social devel-
opment strategy and action plan for the Western Bal-
kans, based on the current national and regional social
development priorities and actions.

1.1 METHODOLOGY

Performance of the Public Health-care System
is an empirical comparative study that analyzes
the performance of the public health-care sys-
tems in South East Europe based on qualita-
tive research techniques. The project involved
a team of 11 researchers from 8 countries,
supported by country teams of interviewers
(researchers, students, doctors) and a large
number of contributors from each country.
The project was coordinated by the Regional
Project of the Friedrich-Ebert-Stiftung (FES) for
Labour Relations and Social Dialogue in South
East Europe in Belgrade and supported by the
FES offices based in the other SEE countries.

The project has faced a number of challenges
and a number of strategies were employed to
address these. Firstly, the project team’ defined
the research questions and debated the scope
of research for measuring, through qualitative
research techniques, the performance of the
health system, via indicators such as availabil-
ity, geographic accessibility and affordability.
Secondly, the selection of countries aimed to
cover the whole SEE region. For this reason, in
the initial phase, when the methodology was
developed, Albania participated also. Howev-
er, given the available resources (time, budget
and national experts), only eight countries
eventually took part throughout the course of
the project. Thirdly, variations between coun-
tries (historical, in institutional arrangements,
characteristics and organization of the health-
system, etc.) do not allow direct comparison
so the issue of comparability was thoroughly
considered and an agreement upon the con-
tent of country studies was reached during a
second workshop.® Five health problems were
selected as focus of the research taking into
account the major causes of death in the re-
gion, both chronic and acute, but also the
type of health-care response that they require
(e.g. emergency versus long-term monitor-
ing and care). Fourthly, the wide differences
in data availability within the international

7 The first workshop was held in Belgrade on 28-29 Sep-
tember 2011.

8 The second workshop was organized in Podgorica on
11-12 September 2012.
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studies and databases (especially regarding
Kosovo and Moldova) as well as the limited
body of robust and updated national research
and literature on performance of the health
system (that would allow comparison among
the SEE countries) imposed a quality assurance
mechanism for the country studies. To this
end, an analytical framework supported by a
resource package was developed containing:
(i) detailed instructions on the size and profile
of the national samples (types and number of
respondents per country per health problem),
(ii) interview guides by type of respondent and
by health problem; (iii) other indicators to be
collected from national and international pub-
lications and databases (data types and data
time points).

Thus, this report draws heavily on the country’s
studies, which collected data, analyzed infor-
mation and reported the results in a systemat-
ic and uniform way across the eight countries.
In addition, a team of young researchers from
the Romanian Centre for Economic Modeling
(Bucharest) collected additional data and in-
formation about all countries and prepared all
data for analysis.

Research questions

The study provides insights into the following
research questions:

(i) Expected performance of the public health-
care system: What is the state-of-the-art treat-
ment (including diagnostics, monitoring etc.),
which is provided by the public health-care
system in each country, with regard to the se-
lected health problems? To what degree does
it comply with the European Guide (ESO) of
diagnostics and treatment (if any) of the given
health problem??

(i) Actual performance of the public health-
care system: What is the actual treatment that
the public health-care system offers as ‘aver-
age’, ‘'most likely’ or in ‘standard’ cases? Are
there groups of the population which system-

9 The questionnaires for this research were elaborated
based on the information and recommendations includ-
ed in these guides.

atically are less likely to receive the state-of-
the-art treatment available within the public
health system? If yes, which are these groups?
Which are the main factors that prevent state-
of-the-art performance?

Research design

This study relies on qualitative research tech-
niques for gathering information that can be
of use to those engaging in the reform of the
health-care system. The scope of work has
been designed with a view to providing infor-
mation on topics and issues that are difficult
to be captured through quantitative research
methods.

For answering the research questions, informa-
tion regarding the public health-care system
was collected from knowledgeable observers
such as doctors and other agents involved in
public and private health-care service delivery.
This data was then checked, completed and
calibrated with individual witnesses’ accounts.

— Knowledgeable observers: family physi-
cians, medical specialists, representatives
of regional or national directions of pub-
lic health, hospitals, emergency centers,
NGOs or patients’ organizations, World
Bank experts and alike.

— Individual witnesses: patients who were
diagnosed during the period 1st January
2010 - 31st December 2011 and their
families, who were recommended ei-
ther by doctors or by NGOs, mutual help
groups or social networks.

Successful healing or prevention depends on a
number of factors, including patients’ behav-
ior and attitudes. Nonetheless, this study con-
centrates only on the systemic determinants
of performance. Correspondingly, the infor-
mation obtained from individual witnesses is
analyzed only according to the lacunae we still
have to fill for consolidating the picture pro-
vided by the knowledgeable observers.

Data collection was based on structured inter-
views that followed ten interview guides (see
Research instruments) common to all coun-



16

The Performance of Public Health-care Systems in South-East Europe

tries. The interviews began with a few open-
ing questions about general perceptions on
the public health-care services, followed by
tailored questions depending on the particular
therapeutic scheme of each health problem.
National research teams carried out the field-
work in each of the eight countries, during the
period March 2012 - March 2013.

Data sources

From the viewpoint of analyzing and under-
standing health systems, the present state-of-
the-art systems show two major limitations
which, in turn, represent the main aspects
of specificity in the present report. First, at a
methodological level, the existing literature
provides limited information on the SEE coun-
tries that are not EU member states. This re-
port provides an analysis based on a common
analytical framework. Second, at the empiri-
cal level, many of the existing health indica-
tors do not cover all eight countries. These
two main limitations motivate the structure of
the present report, based as it is on three main
sources: i) the WHO European HFA Database,
ii) European statistical data drawn from vari-
ous Eurostat databases iii) World Bank World
Development Indicators; national statistical
data; national information, provided by na-
tional studies.

A total number of 1,438 interviews were real-
ized, of which 432 were with individual wit-
nesses and 1,006 with knowledgeable observ-
ers (conducted in all 8 countries with regard to
all 5 health-care problems).™

In order to capture a diversity of circumstanc-
es, the study covered in each country various
regions (figure 1), including metropolitan, ur-
ban as well as rural areas (figure 2).

10 The number of interviews per country and per health-
care problem varied between 10 and 30 individual wit-
nesses and between 13 and 37 knowledgeable observ-
ers respectively.

Figure 1. Distribution of the sample by interviewee’s
type by region and by country
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Macedonia Romania

Vivddar : )
Southwnster
SURFACE: 25,710 KM?
POPULATION: 2.060 MILLION

.................................................................................................... SURFACE: 238,390 KM?
Moldova POPULATION: 20.077 MILLION

SURFACE: 33,850 KM?
POPULATION: 3.560 MILLION

SURFACE: 88,360 KM?
POPULATION: 7.217 MILLION

Legend: m Individual witnesses
m Knowledgeable observers

Maps source: http://d-maps.com.
Data: Surface - World Bank, September 2013;

Population - Eurostat, September 2013.
SURFACE: 13,810 KM?
POPULATION: 621 THOUSAND
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Figure 2. Distribution of the sample by interviewee's type by area and by country (number of interviews)

30 9

25 4

mnn

Bulgaria Croatia Kosovo Macedonia

Individual witnesses Large urban

Individual witnesses Small urban
"Individual witnesses Rural
®Knowledgeable observers Large urban
" Knowledgeable observers Small urban

Knowledgeable observers Rural

Data: FES (2012-2013) Performance of the Public Health-care System.

Montenegro Romania Serbia

Note: Types of areas (rural or urban) according to the national administrative definitions.

The knowledgeable observers from large ur-
ban areas make up the largest group of inter-
viewees, which account for 45% participants
to the study (with a minimum of 38% in Mon-
tenegro and a maximum of 63% in Romania).
Actually, these data reflects the concentration
of the specialized health services (i.e. medical
specialists, hospitals, regional or national di-
rections of public health, emergency centres,
NGOs or patients’ organizations, experts) in
the large cities of these countries.

Interviews were done both with women and
men. The female interviewees represented
55% of individual witnesses'' and 57% of
knowledgeable observers.'?

" With a maximum of 60% in Moldova and a mini-
mum of 46% in Serbia. The large proportion of females
among individual witnesses is a combined effect of
the interviewer’s gender with the higher propensity of
women to accept an interview on the subject of health-
care problems (either personal or related to close family
members such as children, husband or parents).

2. The proportion of female interviewees among the
knowledgeable observers was considerably lower in
Kosovo and Montenegro (about 47 %), particularly com-
pared with Moldova (66%) and Croatia (74%). How-
ever, in all countries, the relatively high share of females
is a result of the prevalence of women employees in the
health-care systems (be it public or private).



1. ABOUT THE STUDY STIFTUNG 19
Figure 3. Distribution of the sample by interviewee's type and gender and by country (number of interviews)
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Individual witnesses who participated within
the study were mainly patients diagnosed
during the period 1st January 2010 - 31st
December 2011 (68%), aged between 9 and
98 years old (with an average age of 55 years
old), from a range of ethnic groups, with
various levels of education, employed (50%),
pensioners (32%) or other economically
inactive persons, and from all social strata. The
main characteristics of the sample, regarding
both individual witnesses and knowledgeable
observers, are presented in table A.1 in Annex.

1.2 STRUCTURE OF THE REPORT

This report is divided into four chapters. The
first chapter presents the project, the method-
ology, challenges and data of the study.

The second chapter starts with a short pres-
entation of the eight countries in terms of ge-
ography, population, demographic long-term
trends, well-being measured both as GDP per
capita, poverty and human development. The
next section 2.2 opens the cross-country anal-
ysis by quantifying the population health sta-
tus, including trends in life expectancy, child
and maternal health, major causes of death,
risk factors and the main socio-economic in-
equalities in health and health care, which
relate to poverty, ethnicity (Roma), financial
barriers, geographical barriers, and migra-

tion. This chapter ends with section 2.3 that
reviews the literature and data on health-care
provision, addressing four major issues: the
financing of health systems, health-care deliv-
ery, outmigration of health professionals and
the health consumer index.

The third chapter presents the analysis of the
data collected through the study. Section 3.1
explains the analytical framework, while sec-
tion 3.2 moves to the general assessment of
the public health-care services expressed by
our interviewees. This is followed by subchap-
ters dedicated to each of the five health
problems considered in the study, based on a
common pattern: a short presentation of the
general situation (incidence, prevalence and
death rates), an analysis of the accessibility of
the state-of-the-art treatment in the specific
disease and a list of major access barriers iden-
tified.

The concluding chapter aims to address the
needs of policy-makers by bringing together
all major obstacles to be surmounted if uni-
versal access is to be achieved. These are fol-
lowed by key observations from the research,
and ending with the identified six major policy
reform areas in the health-care sector.
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On 1st January 2007, Bulgaria and Roma-
nia joined the European Union. Croatia fol-
lowed in 2013. This process was accompanied
by profound economic, political and social
changes in each of these countries. These
changes had a direct impact on labour mar-
kets, opportunities and behaviours, house-
hold incomes, poverty risks and, finally, on
social policy responses. Most developments
have been country-specific due to differing
pre-transition starting points, but also due to
the different approaches and efforts (political
as well as economic) invested in social policies.

At the Thessaloniki Summit in 2003, the EU
granted all countries of the Western Balkans
a clear perspective of EU membership, subject
to fulfilment of the necessary conditions, in
particular the Copenhagen criteria’® and the
conditions of the Stabilisation and Association
Process (EC, Enlargement Strategy and Main
Challenges 2013-2014)."* The year 2013 has
been a significant year for the enlargement
countries (not only for Croatia; which was the
first country to complete the Stabilisation and
Association Process).

In April 2013, Belgrade and Prishtina reached
a historic agreement, following which in June
2013 the European Council decided to open
accession negotiations with Serbia and the
Council authorized the opening of negotia-
tions for a Stabilisation and Association Agree-
ment between the EU and Kosovo. Also, in
June 2013, Montenegro adopted comprehen-

3 The Copenhagen criteria reflect the values on which
the EU is founded: democracy, the rule of law, respect
for fundamental rights, as well as the importance of a
functioning market economy. This paved the way for
the EU accession of the countries of Central and Eastern
Europe.

4 COM(2013) 700 final, Brussels, 16.10.2013. Avail-
able at: http://ec.europa.eu/enlargement/pdf/key_docu-
ments/2013/package/strategy_paper_2013_en.pdf

sive actions plans for several chapters.”™ Re-
garding Macedonia (that has emerged from its
political crisis of early 2013), steps have been
taken to improve good neighbourly relations.

Moldova actively pursues EU membership, but
it is poorer than any other European coun-
try and has to resolve issues over Transnistria
before it can join. Currently, the relations be-
tween Moldova and the EU are shaped via the
European Neighbourhood Policy. Neverthe-
less, Moldova has strong ties to the EU mem-
ber Romania and the EU is developing an in-
creasingly close relationship leading to gradual
economic integration and a deepening of po-
litical cooperation.

This study is about the performance of the
health-care systems in eight countries: Bul-
garia, Croatia, Kosovo, Macedonia, Moldova,
Montenegro, Romania and Serbia. Thus, it
covers three EU member states and five can-
didate countries which are in the early stages
of the accession process. Firstly, it draws on
country-specific experiences and proceeds to
the identification of some common features
and reform areas. Secondly, it looks at the situ-
ation as of 2010-2012. Thirdly, while providing
the basic comparative background, it focuses
on a perspective from below, i.e. the public
health system from the patients’ and special-
ists’ perspectives. Fourthly, it relates these in-
formed opinions to social policy reforms.

2.1 POPULATION AND SOCIAL TRENDS

This section presents the selected SEE coun-
tries by using a set of indicators regarding
geography, population growth and ageing,
demographic trends (including fertility and
mortality) as well as the general standard of
living. Graphs and tables are displayed at the
end of the chapter.

15 Chapters on judiciary and fundamental rights and on
justice, freedom and security, in line with the new ap-
proach to tackle these chapters early in the accession
process (EC COM(2013) 700 final, Brussels, 16.10.2013).
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Bulgaria (BG)

Bulgaria is bordered by Romania to the North,
Serbia and Macedonia to the West, Greece
and Turkey to the South, and the Black Sea to
the East. With a territory of 110,898 square
kilometres, Bulgaria has a diverse, mostly con-
tinental and Mediterranean climate.

The population of 7.306 million' people is
predominantly urban (about 73.7% of the en-
tire population)' and mainly concentrated in
the administrative centres of the 28 districts.
There are 17 cities with population bigger
than 50,000. The capital and largest city is So-
fia.

The proportion between men and women is
49%/51%. Since 2000, the share of children
under 15 has constantly decreased, reaching
13%, whereas the proportion of people over
the age of 65 years has increased up to 19%
(figure 5). In 13 districts the population aged
65 years and older is more than 20%. Thus,
the ageing tendency is accentuated.'® Further-
more, the World Bank’s population forecast
shows that this trend will continue and the
population dependency ratio will reach 54%
by 2020 (compared with 45% in 2010).

The population growth rate has been nega-
tive since the early ‘90s. In the rural areas it is
significantly lower than in urban areas (-12.7
%o against -2.2 %o, with -5.1 %o at the national
level, in 2011). The World Bank’s population
projection indicates that the population is ex-
pected to decrease further to 7.030 million by
2020 (figure 4).

The negative natural population growth is
mainly the result of a long-term decline in

6 Data for 2012, Eurostat, downloaded on September
27, 2013. The country is inhabited mostly by Bulgarians
(84%), Turks (9%), Romani (5%) and other minorities
(less than 1% each). The most common religious de-
nomination is Orthodoxy (data from 2011 Census).

'7 Data for 2010, UNDESA (2012).

8 With a median age of population of 42.7 years com-
pared with the EU-28 average of 41.5 years. Data at 1st
January 2012, Eurostat.

fertility'® together with an increase in mor-
tality. Bulgaria has had a high mortality rate,
both total and premature. After 1964, when
the lowest mortality rate in the country was
recorded (7.9 %), the death rate has been
steadily growing (table 2). With about 110
thousands deaths per year, Bulgaria has con-
stantly registered a death rate significantly
higher than the EU-28 average (14.73%. com-
pared with 9.67 %o, in 2011, table 2; see also
figure 7). The trend of mortality is higher for
men (15.8 %) than women (13.7 %) and
higher in rural (21.4 %) rather than urban
areas (12.2 %o). The high level of mortality is
due primarily to the deaths of people aged 65
years or over. Thus, the major factor of mortal-
ity is demographic ageing. Nevertheless, there
is an increase in mortality among persons in
the age group 60-64 years. Premature mor-
tality?® is relatively high compared with the
EU average (23.4% versus 19.3%, in 2010).
Premature mortality is two times higher in the
male rather than the female population (31%
compared with 15%).

The general standard of living, measured as
GDP per capita, has constantly increased (fig-
ure 9), yet has remained well below the EU-
28 level (only 47% in 2012).2" Nonetheless,
based on a broader definition of well-being,
which measures the average achievement in
three basic dimensions of human develop-
ment - a long and healthy life, knowledge and
a decent standard of living, Bulgaria belongs
to the group of countries with high human
development, with a rank of 57 out of 187
countries worldwide (figure 8).

% In Bulgaria the decline in fertility started in 1925 (de-
spite some compensatory effects occurred in the 1950s)
and fluctuated between 1968 and 1974. The major
socio-economic changes after 1989 accelerated this
process and in 1997 the total fertility rate dropped to
a lowest 1.09 (figure 6). With about 70 thousands live
births per year, Bulgaria has had a birth rate below the
EU-28 average (9.5 %o compared with 10.4 %o, in 2012,
table 1)

20 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
of Bulgaria decreased to 22.3% in 2012. More recent
data are not available for the EU average (Eurostat data).

21 Eurostat data (in PPS).
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Croatia (HR)

Croatia is located at the crossroads of Central
Europe, Southern Europe and the Mediterra-
nean. It is bordered by Slovenia and Hungary
to the North, Serbia to the East, Bosnia and
Herzegovina to the South, and the Adriatic
Sea to the West.?2 With a territory of 56,594
square kilometres, Croatia has diverse, mostly
continental and Mediterranean climates.

The population of 4.269 million* people is
predominantly urban (about 57.7% of the en-
tire population),?* with a growing urban pop-
ulation and a shrinking rural population. Since
the counties were re-established in 1992,
Croatia is organized into 20 counties (includ-
ing 127 cities and 429 municipalities) with the
capital and largest city being Zagreb. There are
8 cities with population greater than 50,000.

The proportion between men and women is
48%/52%. Since 2002, the share of children
under 15 has constantly decreased, reaching
15%, whereas the proportion of people over
the age of 65 years has slightly increased (18%
of the country’s population, in 2012, figure
5). The ageing tendency?” is less accentuated
than at the EU-28 level, but it is expected to
increase in the future (up to 53% by 2020, the
World Bank forecast).

The population growth rate has been negative
since 2000, at around -2 %o per year. Accord-
ing to the World Bank’s population projection,
the population will remain of about 4.3 mil-
lion by 2020, after which it will decline at an
accelerated pace (figure 4).

22 Croatia's coast contains more than a thousand islands.

2 Data for 2012, Eurostat, downloaded on September
27, 2013. The country is inhabited mostly by Croats
(90%), Serbs (4%) and 21 other minorities (less than
1% each). The most common religious denomination is
Roman Catholicism (data from 2011 Census).

24 Data for 2010, UNDESA (2012).

25 With a median age of population of 41.7 years, com-
pared with the EU-28 average of 41.5 years. The age de-
pendency ratio (proportion of persons aged 0-14 years
and 65 or more to population aged 15-64 years) was
47.7% in Croatia compared with 50.1% at the EU-28
level. Data at 1st January 2012, Eurostat.

Years of decline in the number of births?® and
an increase in the mortality of younger age
groups during the war and negative migration
trends from the last decade have influenced
overall population trends. Although the stand-
ardized death rate has decreased since the "90s
(figure 7), the mortality rate has remained high-
er than the EU-28 average, but lower than oth-
er SEE countries, especially Bulgaria and Serbia
(with a crude death rate of 11.59%. compared
with 9.67% in 2011, table 2). The high level
of mortality is due primarily to the deaths of
people aged 65 years or over. The premature
mortality?’ rate is comparable with the EU aver-
age (20% versus 19.3%, in 2010).

Croatia is the most developed among the stud-
ied countries. The general standard of living,
measured as GDP per capita, has increased
(figure 9), but was still only 61% of the EU-28
level, in 2012.% Based on a more comprehen-
sive approach to well-being, Croatia falls into
the group of countries with very high human
development (with a rank of 47 out of 187
countries worldwide, figure 8).

Kosovo (RKS)

Kosovo is bordered by Macedonia to the
East and Southeast, Albania to the South-
west, Montenegro to the West, and Serbia to
the North. With a territory of approximately
10,900 square kilometres, Kosovo has pre-
dominantly continental climate.

%6 |n Croatia, the total fertility rate has continuously de-
creased after 1980, reaching a low of 1.27 in 2001 (fig-
ure 6). With about 40-45 thousands live births per year,
Croatia has had a crude birth rate slightly lower than the
EU-28 average (9.8 %o versus 10.4 %o, in 2012, table 1).
27 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
in Croatia decreased to 19.6% in 2012. More recent
data are not available for the EU average (Eurostat data).

28 Eurostat data (in PPS).
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The population of 1.794 million* people is
predominantly rural (about 62% of the entire
population).?® Currently, Kosovo is organized
into 7 districts, established by UNIAMK3" in
2000, and further divided into 38 municipali-
ties. There are 30 cities, of which 15 have pop-
ulations larger than 50,000.3? Prishtina is the
capital and the largest city (with about 201
thousand inhabitants).

The proportion between men and women is
50%/50%. The 2011 Census indicates that
Kosovo has a young population, with the pro-
portion of children under 15 at 28%; much
higher than in the other countries studied (fig-
ure 5). The ageing tendency is low and has a
declining trend; according to the World Bank
population forecast, the age dependency ra-
tio® will decrease from 52% in 2010 to 46%
in 2020. Also, the population growth rate has
been positive (more than 11 %o per year, in
2011-2012) and, the population will increase
by about 1.9 million by 2020, exceeding 2 mil-
lion after 2030 (figure 4).

In Kosovo, the total fertility rate, although
slightly declining, remains much higher than
the EU-28 average: 2.2 compared with 1.56
average births per woman, in 2011.3* The

2% Data for 2012, Eurostat, downloaded on September
27, 2013. According to the Statistical Office of Kosovo,
the country is inhabited mostly by Albanians (92%),
Serbs (4%), Bosniaks and Gorans (2%), Turks (1%) and
Roma (1%). The most common religious denomination
is Islam (data from 2011 Census).

3 Data from 2011 Census, Kosovo Agency of Statistics
(2013a).

31 United Nations Interim Administration Mission in Kosovo.
32 Data from 2011 Census, Kosovo Agency of Statistics.

33 The age dependency ratio defined as the proportion
of persons aged 0-14 years and 65 or more to popula-
tion aged 15-64 years.

34 Data on fertility rate from the World Bank, www.data.
worldbank.org/indicator/SPDYN.TFRT.IN. The Eurostat
data show that after 2002 the number of births was of
about 30-35 thousands per year, with a sudden decline
to less than 28 thousands in 2011. In the same time, the
crude birth rate has declined from a high 18 %o to 15.4
%o in the same period. Nonetheless, the crude birth rate
of Kosovo is considerably higher than the EU-28 average
(10.4 %o, in 2012, table 1).

crude death rate has constantly been low,?*
but with high premature mortality®® mainly
linked to infant mortality.

Emigration from Kosovo has been important
in the last 30 years, particularly during the
1990s. The total number of emigrations evi-
denced in the Population Census 2011 was
380,826 persons, but according to the Ko-
sovo Agency of Statistics (2013b), there is
strong evidence that the real number is likely
between 450,000 and 550,000. However, af-
ter 2000, the emigration numbers have been
between 12,000 and 13,000 per year.

During the past few years Kosovo's economy
has shown significant progress in the transi-
tion to a market-based system and maintain-
ing macroeconomic stability, but is still highly
dependent on the international community
and diaspora for financial and technical assist-
ance. The World Bank estimates on remittanc-
es from diaspora - located mainly in Germany,
Switzerland, and the Nordic countries - ac-
count for 16-17% of GDP. Funding from do-
nors and other humanitarian activities account
for 7.5% of GDP. Macroeconomic aggregate
data suggest that compared to other coun-
tries in Europe, Kosovo has suffered less from
the financial crisis. Kosovo and Albania are the
only countries in South-Eastern Europe where
GDP per capita grew in 2009, 2010 and 2011.

Kosovo is one of the poorest countries in Eu-
rope, with an average annual per capita in-
come of only $ 2,800. Unemployment hits
around 40% of the population and is a ma-
jor problem that encourages outward migra-
tion and black market activity. The most re-
cent World Bank (2011) report on poverty
shows that absolute poverty has significantly
declined in Kosovo since 2005. However, in
2009, about a third of the population (34%)

% The crude death rate was 7 %o in Kosovo compared
with 9.67 %. EU-28 average (WHO Database), in 2011.
Data for Kosovo from the World Bank,
www.data.worldbank.org/indicator/SP.DYN.CDRT.IN.

3% Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
for Kosovo was 37% in 2011 compared with the EU
average of approximately 19% (Eurostat data).
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lived below the absolute poverty line of € 1.55
per adult equivalent per day, and 12% were
below the extreme poverty line of € 1.02 per
adult equivalent per day, respectively. Poverty
lines in rural and urban areas are almost equal
but vary widely across the seven regions of the
country.

Based on the human development approach
on well-being, Kosovo falls into the group of
countries with high human development (with
a rank of 87 out of 187 countries worldwide,
figure 8).

Macedonia (MK)

Macedonia is bordered by Kosovo to the
Northwest, Serbia to the North, Bulgaria to
the East, Greece to the South, and Albania to
the West. With a total area of 25,713 square
kilometres (out of which 25,433 square kilo-
metres is land and 280 square kilometres wa-
ter), Macedonia has a transitional climate from
Mediterranean to continental. The country
has a very good geographic position, because
through Macedonia passes a major transpor-
tation corridor from Western and Central Eu-
rope to the Aegean Sea and Southern Europe
to Western Europe.

The population of 2.060 million” people is
predominantly urban (about 59.3% of the
entire population).?® Macedonia is divided in
8 statistical regions. Since 2004 the country
is organized in 84 municipalities; 10 of these
municipalities form the country’s capital Sko-
pje, which is organized as a distinct unit of
self-government. The capital holds about
25% of the total population of the country. In
Macedonia there are 5 cities with more than
50.000 inhabitants.

37 Data for 2012, Eurostat, downloaded on September
27,2013. According to the last census data from 2002,
the country is inhabited mostly by Macedonians (64 %),
Albanians (25%) and other minorities, among which
Roma are estimated by the UNDP Regional Bureau for
Europe at about 13%. The majority of the population
belongs to the Orthodox religion (about 65%), while
Muslims comprise about a third of total population.

38 Data for 2010, UNDESA (2012).

The proportion between men and women is
50%/50%. Since 2002, the share of children
under 15 has constantly decreased, reaching
17%, whereas the proportion of people over
the age of 65 years has slightly increased (12 %
of the country’s population, in 2012, figure
5). The ageing tendency? is less accentuated
than at the EU-28 level, but it is expected to
increase in the future (up to 43% by 2020, ac-
cording to World Bank population forecasts).

The population growth rate has been positive
(with about 2.7%o per year). According to the
World Bank’s population projection, the popu-
lation will maintain its positive course by 2020,
after which it will slightly decline (figure 4).

In Macedonia, the total fertility rate has de-
creased after 1980 (figure 6). However, with
about 22 thousands live births per year, Mac-
edonia has had a birth rate slightly higher than
the EU-28 average (11.1 %o versus 10.4 %o, in
2011, table 1). Both the standardized death
rate and crude death rate have decreased
since 2000 (figure 7 and table 2). Macedo-
nia registers one of the lowest crude death
rates among the other SEE countries analyzed
within the report; lower even than the Euro-
pean average (9.3%. compared with 9.67 %o,
in 2010, table 2). On the other hand, Macedo-
nia registers a high premature mortality rate.*

Macedonia is an upper middle-income coun-
try with more than 25% of the population
living in poverty and with an unemployment
rate in the country of over 30%.4' In this con-
text, the relative poverty rate*” was 30.9%,

39 With a median age of population of 36.4 years, com-
pared to the EU-28 average of 41.5 years. The age de-
pendency ratio (proportion of persons aged 0-14 years
and 65 or more to population aged 15-64 years) was
40.8% in Macedonia compared with 50.1% at the EU-
28 level. Data at 1st January 2012, Eurostat.

4 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
of Macedonia was 25.4% in 2010 compared with the EU
average of approximately 19% (Eurostat data). The rate
of Macedonia decreased to 24.5% in 2012. More recent
data are not available for the EU average (Eurostat data).

41 World Bank, Country overview: Macedonia.

4 Measured against 70% of median equivalent expen-
diture.
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in 2010. The most vulnerable groups to rela-
tive poverty are households with five or more
members and unemployed. (State Statistical
Office, 2012, p. 62)

The general standard of living, measured as
GDP per capita, has constantly increased (fig-
ure 9), yet has remained well below the EU-28
level (only 35% in 2012).#* Nonetheless, based
on a broader definition of well-being, which
measures the average achievement in three
basic dimensions of human development - a
long and healthy life, education and a decent
standard of living, Macedonia belongs to the
group of countries with high human develop-
ment, with a rank of 78 out of 187 countries
worldwide (figure 8).

Moldova (MD)

Moldova is bordered by Romania to the West
and by Ukraine to the North, East and South.
The country is landlocked, even though it is
very close to the Black Sea. With a territory
of 33,846 square kilometres, Moldova has a
moderately continental climate.

The population of 3.559 million* people is
predominantly rural (about 53% of the en-
tire population)*. Moldova is divided into 32
districts, two autonomous regions (Gagauz-
ia and Transnistria)*, 5 municipalities (includ-
ing Comrat and Tiraspol), 61 towns and 916
communes. There are 5 cities with popula-
tions exceeding 50.000 persons.

The proportion between men and women is
48%/52%. Since 2000, the share of children
under 15 has constantly decreased, reaching
about 16% in 2012, whereas the propor-

43 Eurostat data (in PPS).

4 Data for 2012, Eurostat, downloaded on September
27,2013. The country is inhabited mostly by Moldovans
(76%), Ukrainians (8%), Russians (6%), Gaugaz (4%),
Romanians (2%), Bulgarians (2%) and other minorities
(under 1% each). The most common religious denomi-
nation is Orthodoxy (data from 2004 Census).

4 Data for 2010, UNDESA (2012).

% The administrative status of Transnistria is disputed,
as the central government does not control the territory.
The cities of Comrat and Tiraspol, the capitals of the two
autonomous territories have municipality status.

tion of people over the age of 65 years has
slightly increased up to 10% of the country’s
population (figure 5). The ageing tendency is
lower#’ than the European average. Moldova
actually registered the lowest median age of
population among all studied countries. How-
ever, the World Bank population projection
shows that the ageing trend will continue and
the population dependency ratio will reach
45.4% by 2020.

The population growth rate has been nega-
tive. The World Bank’s population projection
indicates that the population of Moldova is
expected to decrease further to 3.338 million
by 2020 (figure 4).

The negative natural population growth is
mainly the result of a drastic drop in fertility*®
together with an increase in mortality. Starting
with 2000, Moldova has constantly registered
a death rate higher than the EU-28 average
(11.03%0 compared with 9.67 %o, in 2011, ta-
ble 2; see also figure 7). Also, the premature
death® rate registered by Moldova in 2012
was almost double that of the rest of the ana-
lyzed countries.

Migration represents a mass phenomenon
in Moldova and has a major impact on the
country’s demographics and economy. In their
2012 study, The International Organization for
Migration (IOM) estimated that a minimum
of 500,000 Moldovan citizens were work-

47 With a median age of population of 34.5 years com-
pared with the EU-28 average of 41.5 years. The age de-
pendency ratio (proportion of persons aged 0-14 years
and 65 or more to population aged 15-64 years) was
35.4% in Moldova compared with 50.1% at the EU-28
level. Data at 1st January 2012, Eurostat.

4 Among the SEE analyzed countries, Moldova together
with Romania registers the lowest fertility rates and the
largest drop in fertility. Between 1980 and 2011 the fer-
tility rate decreased from 2.40 to 1.27(figure 6). Howev-
er, with about 40 thousands live births per year, Moldova
has has a crude birth rate above the EU-28 average (12.0
%o compared with 10.4 %, in 2011, table 1).

4 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
of Moldova was 39.9% in 2010 compared with the EU
average of approximately 19% (Eurostat data). The rate
of Moldova decreased to 39.6% in 2012. More recent
data is not available for the EU average (Eurostat data).
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ing abroad, particularly in Russia and the CIS
countries (meaning that 25-t0-40% of the
economically active population of the country
have had or are in a migration experience) and
nearly a quarter of households were benefit-
ing from remittances. A great part of the eco-
nomic growth between 2000 and 2010 was
driven by remittances from Moldovans work-
ing abroad (remittances accounted for 23.2%
of the GDP in 2010). While remittances have
boosted private consumption and the con-
struction sector, value added by agriculture
and industry have collapsed. Economic growth
since 2000 has, therefore, been ‘jobless’ and
domestic unemployment has remained high,
which is one of the main causes of mass emi-
gration (World Bank, 2011).

In this context, the Moldovan population
has faced serious economic challenges with
a negative impact on their general quality of
life. Absolute poverty, although almost halved
between 2006 and 2011, still registers high
levels at 17.5% in 2011, as the 2012 report of
the Ministry of Economy showed (National Bu-
reau of Statistics, HBS data). The urban - rural
gap is considerable, poverty incidence in rural
areas is nearly six times higher than in large
cities (25% compared to 4.2%, in 2011). The
most exposed groups to risk of absolute pov-
erty are the elderly and children, employed
and self-employed in agriculture, poorly edu-
cated people and members of households
without remittances.

The general standard of living, measured as
GDP per capita, has fluctuated between 1990
and 2011 (figure 9), remaining far below
the EU-28 level (only approximately 10%, in
2011).°° Also, Moldova has a medium human
development index,”" with a rank of 113 out
of 187 countries worldwide (figure 8).

0 Eurostat data (in PPS).

>1 The index measures the average achievement in three
basic dimensions of human development - a long and
healthy life, knowledge and a decent standard of living.

Montenegro (ME)

Montenegro (Crna Gora) is a small, mountain-
ous state in the South West Balkans, with a
coast on the Adriatic Sea (South West). It is
bordered by Croatia to the West, Bosnia and
Herzegovina to the North West, Serbia to the
North East, Kosovo to the East and Albania to
the South East. With a territory of 13.812
square kilometres, Montenegro has a mostly
Mediterranean climate.

The population of 623 thousand®? people is
predominantly urban (about 61.46% of the
entire population).>®> Montenegro is divided
into 21 municipalities. The capital, Podgorica,
is also the largest city. Montenegro has only 2
cities with populations exceeding 50,000 in-
habitants.

The proportion between men and women is
49%/51%. Since 2002, the share of children
under 15 has constantly decreased reaching
19%, whereas the proportion of people over
the age of 65 years has slightly increased (13%
of the country’s population, in 2012, figure
5). The ageing tendency>* is less accentuated
than at the EU-28 level, but it is expected to
increase in the future (up to 48.3% by 2020,
according to the World Bank population pro-
jection).

The population growth rate has been positive
since 2000 (at about 3.5%o0 per year). Accord-
ing to the World Bank’s population forecast,
the population will increase to reach about
633 thousand by 2020, after which it will de-
cline (figure 4).

2 Data for 2012, Eurostat, downloaded on September
27, 2013. The country is inhabited mostly by Monte-
negrins (45%), Serbs (29%) Bosniaks (9%), Albanians
(5%), Muslims by nationality (3) and other minorities
(less than 1% each). The most common religious de-
nomination is Orthodoxism (data from 2011 Census).

53 Data for 2010, UNDESA (2012).

> With a median age of population of 36.8 years, com-
parable with the EU-28 average of 41.5 years. The age
dependency ratio (proportion of persons aged 0-14
years and 65 or more to population aged 15-64 years)
was 46.9% in Montenegro compared with 50.1% at
the EU-28 level. Data at 1st January 2012, Eurostat.
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In Montenegro, the total fertility rate re-
mained stable between 2003 and 2011, with
values higher than the EU-28 average: 1.65
compared with 1.56 average births per wom-
an, in 2011.5> Although the crude death rate
has increased since 1990,% it has stayed be-
low the other SEE analyzed countries as well
as the European average: 9.29%. compared to
EU-28 average of 9.72%o, in 2009.

The general standard of living, measured as
GDP per capita, has increased (figure 9), but
it reached only 43% of the EU-28 level, in
201257 Considering a multidimensional ap-
proach on well-being, Montenegro falls into
the group of countries with high human de-
velopment®® (with a rank of 52 out of 187
countries worldwide, figure 8).

Romania (RO)

Romania is bordered by Hungary and Serbia
to the West, Ukraine and Moldova to the
North and East, Bulgaria to the South and the
Black Sea to the South East. With a territory
of 238,391 square kilometres, Romania has a
temperate and continental climate, with four
distinct seasons.

The population of 20.077 million® people is
predominantly urban (about 57.5% of the
entire population)®®. Currently, Romania is di-
vided in 41 counties and the capital Bucharest,

% The Eurostat data show that after 2002 the number
of births was of about 7-8 thousands per year, register-
ing in 2011 the lowest number. In the same time, the
crude birth rate has declined from 14.4 %o to 11.6 %o
in the same period. Nonetheless, the crude birth rate of
Montenegro is higher than the EU-28 average (10.4 %o,
in 2012, table 1).

% The crude death rate increased from 6.11%o (1990)
10 9.29%0 (2009).

57 Eurostat data (in PPS).

8 The index measures the average achievement in three
basic dimensions of human development - a long and
healthy life, education and a decent standard of living.

> Data for 2012, Eurostat, downloaded on September
27,2013. The country is inhabited mostly by Romanians
(88.6%), Hungarians (6.5%), Roma (3.2%) and other
minorities that account for the remaining 1.4% of the
population. The most common religious denomination
is Orthodoxy (data from 2011 Census).

60 Data for 2010, UNDESA (2012).

which are grouped in 8 development regions.
The development regions are territorial units,
but not administrative units, being established
by association agreements between 4-6 coun-
ties. Out of a total of 319 Romanian cities,
103 are municipalities. There are 41 cities with
populations greater than 50,000 and 9 with
populations exceeding 200,000. Bucharest,
the capital, is the biggest municipality in the
country (with 1.8 million inhabitants).

The proportion between men and women
is 48%/52%. In the period 1977-1992, the
population grew by about one million per-
sons, whereas between 1992 and 2002 the
population decreased by the same amount.
So, in 2002 the population size was compara-
ble to that in 1977. This trend has continued
after 2002, with the total population decreas-
ing by about 1.5 million inhabitants by 2012.

The population decline is the result of a cu-
mulated effect of complex of demographic
trends recorded after 1990, particularly in
fertility, mortality and emigration. Social and
economic crises associated with the post-
communist transition are considered the most
influential causes of the increase in mortality
rates and of the growth of external migration.
The previously unlikely high levels in fertility
trends need a historical explanation. Fertility
in Romania used to be unusually high under
the impact of the forced pro-natalist policy
promoted by the communist party, by far the
most coercive policy in Europe. In 1990-1991
all restrictions concerning access to contracep-
tion and abortion were lifted. Nonetheless,
the former communist policy still has had ef-
fects on the fertility dynamic after 1990 due
to the size and structure of the fertile-age
population. In addition, the context of transi-
tion, on the one hand bringing poverty, unem-
ployment uncertainty and stress, and, on the
other, higher availability of information about
family planning and the diffusion of western
cultural models, altered the demographic be-
haviour. Consequently, fertility drastically di-
minished (from 2.39 children per woman in
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1990 to 1.27 in 2011).5" The fertility rate is
much below the level required for generation-
al replacement, so demographic ageing will
be one of the most serious problems in about
20-25 years, when the large generation born
after 1967 will retire.

Since 2000, the share of children under 15 has
constantly decreased, reaching 15%, whereas
the proportion of people over the age of 65
years has increased up to 16% of the country’s
population (figure 5). Thus, the ageing ten-
dency®? is rather accentuated. Furthermore,
the World Bank’s population forecast shows
that this trend will continue and the popula-
tion dependency ratio will reach 47.9% by
2020 (compared with 43.1% in 2010).

The population growth rate has been negative
since 2000 (at about -2.1%e. per year). Accord-
ing to the World Bank’s population projection,
despite the negative growth rate, the popula-
tion will increase to about 21 million by 2020,
after which it will decline (figure 4).

Romania has had a high mortality rate, both
total and premature. After 1974, when the
lowest mortality rate in the country was re-
corded (9.1 %), the death rate has been
steadily growing (table 2). The death rate in
Romania is significantly higher than the EU-28
average (12.12%o compared with 9.67 %o, in
2011, table 2; see also figure 7). Also, rates of
premature mortality®® are considerably higher
compared with the EU average (27% versus
19.3%, in 2010).

External migration represents the third demo-
graphic trend with a significant contribution

61 With about 196 thousand live births per year, Roma-
nia has had a birth rate below the EU-28 average (10 %o
compared with 10.4 %o, in 2012 (table 1)

62 With a median age of the population of 39 years
compared with the EU-28 average of 41.5 years. The
age dependency ratio (proportion of persons aged 0-14
years and 65 or more to population aged 15-64 years)
was 43% in Romania compared with 50.1% at the EU-
28 level. Data as of the 1st of January 2012, Eurostat.

6 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
of Romania decreased to 25.4% in 2012. More recent
data are not available for the EU average (Eurostat data).

to the population decline. Romania represents
the second largest provider of the migrant la-
bour force in Europe, after Turkey. In 2010,
Eurostat data show that the number of Ro-
manian migrant resident on EU territory was
over 2 million i.e. almost 10% of Romania’s
population (Vasileva, 2011). However, it is es-
timated that the real number of Romanians in
the EU is higher. Over 70% of the Romanians
which work abroad have chosen as their des-
tination countries either Spain or lItaly (Stan-
culescu and Stoiciu, 2012). Labour migration,
temporary or circular in nature, is the most
prominent component of Romanian emigra-
tion. Certain surveys indicate that from 4 to
7.3% of the population has worked abroad
at least once since 1990. (IOM, 2008) Corre-
spondingly, remittances from abroad made an
important contribution to GDP, which reached
a peak in 2006 and started to decline steeply
after 2008.5

The general standard of living, measured as
GDP per capita, has constantly increased (fig-
ure 9), yet has remained well below the EU-28
level (only 49% in 2012).%°> Based on a broader
definition of well-being, which measures the
average achievement in three basic dimen-
sions - a long and healthy life, education and
a decent standard of living, Romania belongs
to the group of countries with high human
development, with a rank of 56 out of 187
countries worldwide (figure 8).

Serbia is located at the crossroads of Cen-
tral and Southeast Europe. It is a landlocked
country bordered by Hungary to the North,
Romania and Bulgaria to the East, Macedonia
to the South, Croatia, Bosnia and Montenegro
to the West. With a territory of 88,361 square
kilometres, Serbia has a diverse, mostly conti-
nental and Mediterranean climate.

6 Remittances grew from 0.3% of GDP in 2000 to
5.4% in 2006 and it dropped to 4.5% in 2008 (begin-
ning of the global financial crisis), respectively to 1.9%
of GDP in 2012. (World Bank Database)

% Eurostat data (in PPS).
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The population of 7.217 million® people is
predominantly urban (about 56.06% of the
entire population).®” Serbia is organized into
25 districts, including 138 municipalities and
23 cities, which form the basic units of local
self-government. Out of the total, 17 cities
register populations larger than 50,000. The
capital and largest city is Belgrade, which con-
stitutes a district of its own.

The proportion between men and women is
49% - 51%. The country's population, both
domicile and refugees, is characterized by age-
ing, smaller families, and migration into cities.
Since 2000, the share of children under 15 has
constantly decreased, reaching 14%, whereas
the proportion of people over the age of 65
years has remained constant between 2003
and 2012 at 17% of the country’s popula-
tion (figure 5). The ageing tendency®® is less
accentuated than the EU-28 level, but it is ex-
pected to increase in the future (up to 49.3%
by 2020, according to the World Bank popula-
tion forecast).

Serbia has experienced negative population
growth rate since the 1990s. This trend was
maintained after 2000 and deepened after
2007 when the country registered natural
growth rates of - 4.8%. per year on average.
The World Bank's population projection indi-
cates that the population is expected to de-
crease further to 7.172 million by 2020 (figure
4).

The negative natural population growth is
mainly the result of a long-term decline in fer-

 Data for 2012, Eurostat, downloaded on Septem-
ber 27, 2013. The country is inhabited mostly by Serbs
(83.3%), Hungarians (3.5%), Roma (2%), Bosniaks (2%)
and other minorities (less than 1% each). The most com-
mon religious denomination is Orthodoxy (data from
2011 Census).

¢ Data for 2010, UNDESA (2012).

8 With a median age of population of 41.6 years, com-
parable with the EU-28 average of 41.5 years. The age
dependency ratio (proportion of persons aged 0-14
years and 65 or more to population aged 15-64 years)
was 46.7% in Serbia compared with 50.1% at the EU-
28 level. Data at 1st January 2012, Eurostat.

tility®® together with an increase in mortality.
Serbia has had a high mortality rate, both to-
tal and premature. With about 110 thousands
deaths per year, Serbia has constantly regis-
tered a death rate considerably higher than
the EU-28 average (14.18%. compared with
9.67 %o, in 2011, table 2; see also figure 7).
The premature mortality’°rate is relatively high
compared with the EU average (22.4% versus
19.3%, in 2010).

Serbia belongs to upper-middle-income coun-
tries. The poverty rate decreased between
2002 (10.6%) and 2008 (7.9%), but a large
proportion of the population is at risk of fall-
ing into poverty. The impact of the economic
crisis primarily affected employment — with
the official national unemployment rate in-
creasing to 23.6% in 2011.

The general standard of living, measured as
GDP per capita, has constantly increased (fig-
ure 9), yet has remained well below EU-28 lev-
els (only 35% in 2012).”" According to the hu-
man development approach,’? Serbia belongs
to the group of countries with high human
development, with a rank of 64 out of 187
countries worldwide (figure 8).

& With about 50 thousand live births per year, Serbia
has had a crude birth rate below the EU-28 average (9.3
%o compared with 10.4 %, in 2012, table 1).

70 Defined as the proportion of deaths of population
younger than 65 in the total number of deaths. The rate
of Serbia decreased to 22.1% in 2012. More recent data
are not available for the EU average (Eurostat data).

71 Eurostat data (in PPS).

2 The index measures the average achievement in three
basic dimensions of human development - a long and
healthy life, knowledge and a decent standard of living.
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Figure 4. Population on 1 January by country (in 1,000 persons)
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Data: For 1990-2013, Eurostat, September 2013. For 2015-2050, population growth projections of the World Bank.”?

Figure 5. Population by broad age groups in 2012 (%)

Bulgaria 68 19
Croatia 67 18
Kosovo
Macedonia
Montenegro
Moldova
Romania 69 16
Serbia 68 17

Data: Eurostat, September 2013.

73 The input data used for these projections include a base year (mid-2010) population estimate by age and sex, and
five-year period assumptions of mortality, fertility, and migration through 2050.
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1.4

12 Romania
1 1980 1990 2000 2006 2007 2008 2009 2010 2011
——Bulgaria 2 1.7 1.27 1.38 1.42 1.48 1.57 1.49 1.51
—— Croatia 1.92 1.69 1.39 1.38 1.4 1.47 1.5 1.46 1.41
Macedonia 2.5 2.06 1.9 1.46 1.46 1.46 1.52 1.55 1.46
——&—NMontenegro 1.85 1.64 1.69 1.8 1.85 1.66 1.65
—¥—Moldova 2.4 2.39 1.29 1.22 1.25 1.27 1.31 1.30 1.27
—e@——Romania 2.4 1.5 1.3 1.32 1.30 1.35 1.38 1.33 1.25
—+—Serbia 2.1 1.4 1.43 1.38 1.40 1.44 1.40 1.36
= =FEU-28 1.88 1.66 1.47 1.53 1.54 1.57 1.57 1.57 1.56

Data: \WWHO/Europe, European HFA Database, July 2013. Definition: The average number of children that would be born
alive to a woman during her lifetime if she were to pass through her childbearing years conforming to the fertility rates
by age of a given year. Comparable data for Kosovo not available.

Table 1. Crude birth rate (per 1,000 inhabitants)

Country 2001 2005 2006 2007 2008 2009 2010 2011 2012
Bulgaria 8.5 9.2 9.6 10 10.4 10.9 10.2 9.6 9.5
Croatia 9.2 9.6 9.3 9.4 9.9 10.1 9.8 9.4 9.8
Kosovo 18 16.2 15.5 15.9 15.7 15.4 15.4
Macedonia 13.3 11 11.1 11.1 11.2 11.5 11.8 1.1 11.4
Montenegro 14.4 11.8 12.1 12.5 13.1 13.7 12 11.6 12
Romania 10 10.4 10.4 10.3 10.8 10.9 10.5 9.7 10
Serbia 10.5 9.7 9.6 9.2 9.4 9.6 9.4 9.1 9.3
EU-28 10.4 10.4 10.6 10.6 10.9 10.7 10.7 10.4 10.4

Data: Eurostat, September 2013. Definition: The crude birth rate represents the ratio of the number of births during the
year to the average population in that year. Note: Comparable data for Moldova is not available.
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Figure 7. Age-standardized death rates, all causes, all ages, by country (per 1,000 inhabitants)
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——<&—Bulgaria 10.90 11.62 11.38 11.46 10.46 10.28 9.95 9.65 9.70 9.33
=& Croatia 10.60 10.84 8.42 8.52 8.30 8.13 7.90 7.61
Macedonia 10.15 10.08 10.39 9.82 9.65 9.40
—&— Montenegro 6.86 9.53 9.50 9.29 8.60 8.46 8.46
—¥— Moldova 12.88 14.41 13.69 13.13 12.64 12.61 12.88 11.47
——&—— Romania 12.36 12.84 11.69 10.98 10.26 9.80 9.64 9.59 9.48
——+——Serbia 11.76 10.18 10.01 9.78 9.72 9.48 9.30
— — EU-28 9.65 8.66 7.36 6.45 6.35 6.24 6.10 5.96 5.87

Data: WHO/Europe, European HFA Database, July 2013. Definition: The age-standardized death rate calculated using
the direct method, i.e. represents what the crude rate would have been if the population had the same age distribution
as the standard European population. Comparable data for Kosovo is not available.

Table 2. Crude death rate (per 1,000 inhabitants)

Country 1990 2000 2005 2006 2007 2008 2009 2010 2011 2012
Bulgaria 12.08 14.09 14.65 1473 1475 145 1425 1462 14.73
Croatia 1092 1147 1166 1135 11.81 1176 11.83 11.79 11.59
Kosovo 851 904 913 959 927 929 93

Macedonia 6.11 874 937 956 955 908 929 ..
Montenegro 9.73 1133 1243 12.03 1204 1175 11.82 1225 11.03 11.11
Romania 1065 114 1212 1196 11.7 1177 1198 1212 ..

Serbia 13.84 1435 13.88 13.93 13.97 1421 14.16 14.18

EU-28 104 10.03 9.83 964 97 9.74 972 9.7 9.67

Data: WWHO/Europe, European HFA Database, July 2013. Definition: The crude death rate represents the ratio of the
number of deaths during the year to the average population in that year. Note: Comparable data for Kosovo is not
available.
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Figure 8. Human Development Index (HDI) by country in 2012
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Data: UNDP (2013). HDI calculated based on the new method (2010 Report onwards), based on three dimensions: Life
expectancy at birth, Mean years of schooling and Expected years of schooling, GNI per capita (PPP US$). Rank among
the 187 countries included.

Figure 9. Real gross domestic product, PPP$ per capita
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——Bulgaria 5,402 4,855 6,225 11,063 12,344 13,916 13,617 13,892 15,083
——&—— Croatia 9,586 10,922 16,795 18,687 20,215 19,158 18,727 19,487
Macedonia 5,559 5,059 5,943 8,760 9,483 10,723 11,152 11,327 11,561
—&—Montenegro 6,303 10,309 12,243 13,650 12,807 12,977 13,432
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Data: WHO/Europe, European HFA Database, July 2013. Note: Comparable data for Kosovo is not available.
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2.2 HEALTH STATUS

Chapter 2.1 showed that the all eight coun-
tries selected for this study lag behind West-
ern European States in terms of living condi-
tions, but with marked differences between
Croatia (with a level of GDP per head of 61%
of the EU-28 average), Macedonia and Serbia
(with rates 35%) and Moldova (with a level
of GDP per head of only 10% of the EU-28
average).”* After 1990, all SEE countries expe-
rienced tremendous social changes linked to
the transition to democracy and market econ-
omy and/or to war. Changes in socioeconomic
conditions have affected population health
both directly and through psychosocial factors
(Marmot and Wilkinson, 1999). In common
with most countries from the former Soviet
Union, all countries included in this study ex-
perienced a mortality crisis in the early 1990s.
For example, in Bulgaria and Romania, after
the fall of communism, men faced a steady
deterioration in mortality, while women expe-
rienced no improvement (Nolte et al., 2005).
The focus of this chapter is on investigating
the differences in health status between the
eight selected countries.

Economic growth is a major determinant of
the average health status in poor and develop-
ing countries. Among poor countries, a small
rise in gross national product leads to large
gains in life expectancy, but as the gross na-
tional product increases, the relationship lev-
els off (Mladovsky et al., 2009).”> At the same
time, there is a strong bidirectional relation be-
tween health and socioeconomic status. So-
cioeconomic inequalities in health status are
persistent in all societies: people at the bottom
of the social scale are more likely to report ill
health than those near the top, both at indi-
vidual and population levels. The inequalities
in health status within and between countries
are determined by the ‘unequal distribution of
power, income, goods and services, globally
and nationally, the consequent unfairness in

4 Index of GDP per capita expressed in PPS. Data for
2011 from Eurostat and, for Moldova, from WHO/Eu-
rope, European HFA Database.

7> In wealthy countries, absolute income has no signifi-
cant effects on longevity.

the immediate, visible circumstances of peo-
ple’s lives - their access to health care, schools,
and education, their conditions of work and
leisure, their homes, communities, towns and
cities - and their chances of leading a flourish-
ing life’ (WHO Commission on Social Determi-
nants of Health, 2008).

Other determinants of socioeconomic inequal-
ity in health refer to individual genetic predis-
positions (which are out of the scope of this
report) or are environment or lifestyle-related,
such as diet, physical exercise, housing, smok-
ing and alcohol consumption (Mackenbach
at al., 2002). These latter determinants are
not necessarily the result of free choice, but
are influenced by the stratification of society
(Mladovsky et al., 2009). Finally, the health-
care system may also play a role in explain-
ing health inequalities, but this theme is ad-
dressed in chapter 2.3 of this report.

2.2.1 Trends in life expectancy

Life expectancy is one of the most widely used
macro-level measures of population health.
Life expectancy has increased in seven of the
eight studied countries, which indicates that
the population’s health has improved since
the 1970s (figure 10). During the 1990s,
Montenegro experienced a decline in life ex-
pectancy both for men and women; the trend
reversed only after 2006. In the other coun-
tries, in the last twenty years,’® life expectancy
at birth increased by values ranging from be-
tween less than one year in Moldova and al-
most four years in Romania. Nonetheless, the
gap between the EU and these countries has
remained significant. Thus, in 2011, the aver-
age life expectancy in EU-28 countries was
80.2 compared with values between 77.3 in
Croatia and only 70 in Kosovo.

76 For most studied countries, reliable mortality data are
only available from 1990 onwards.
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Figure 10. Trends in life expectancy at birth, total population (years)
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Data: WHO/Europe, European HFA Database, July 2013. Data for Kosovo from the World Bank, September 2013.
Definition: Life expectancy at birth indicates the mean number of years a newborn infant would live, if subjected
throughout the rest of his or her life to the current mortality conditions (age-specific probabilities of dying).
Note: * Data for 1985.

As in the other European countries, women available estimates of healthy’”” life expect-
on average live longer than men. In 2011, the ancy at birth for women and men are higher
gap was as large as eight years, in Moldova, for Bulgaria (65.9 years for women and 62.1
or seven years, in Bulgaria and Romania, com- for men, in 2011) than for Croatia (61.8 for
pared with four years in Kosovo and Macedo-

nia (table 3). 77 Eurostat data for 2011. Data is not available for the

other five countries included in the study. Definition:

In most countries, men have not only a short- The number of years that a person can expect to live in
er life expectancy, but also a shorter expected a good health, without any severe or moderate health
lifespan in good health than women. The problems. Indicator calculated based on EU-SILC and

mortality data.

Table 3. Female-male differences in life expectancy at birth, 2011 (years)

BG HR RKS MK MNE MD RO SRB EU-28

Female 78 80 72 77 77 73 78 77 83.02
Male 71 74 68 73 72 65 71 72 77.4
Female-male 7 6 4 4 5 8 7 5 5.62

Data: World Bank, September 2013. Data for EU-28 from Eurostat, September 2013. Notes: Bulgaria (BG), Croatia
(HR), Kosovo (RKS), Macedonia (MK), Moldova (MD), Montenegro (MNE), Romania (RO) and Serbia (SRB).
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women and 59.9 for men). So, Croatian peo-
ple live longer than Bulgarians, but the Bul-
garians live more healthy years compared with
the Croatians. For Romania, the situation is
different. Firstly, men have a slightly higher
healthy life expectancy at birth than women
(57.4 for men and 57 for women). Secondly,
the average number of healthy life years is
considerably lower compared to Bulgaria and
Croatia, both for men and women. Finally, in
all selected countries the average number of
years spent in good health is far below the EU-
15 average of more than 70 years.

Micro-level health indicators provide, how-
ever, a different mapping of health status in
the region. Data on self-reported health sta-
tus is available only for Moldova (NBS, 2011)
and the EU member states - Bulgaria, Croatia
and Romania, and only from 2010 onwards.
In 2010-2011, the percentage of people re-
porting either ‘poor’ or ‘very poor’ health
was approximately 10% in Romania (similar
to the EU-28 average), 12% in Bulgaria and
Moldova, and 28% in Croatia (Eurostat data).
Thus, the self-reported health status results do
not correspond to life expectancy, indicating
instead a reverse tendency across countries.
Although many studies have demonstrated
that self-assessed indicators are better pre-
dictors of mortality than medical records, the
differences in self-reported health should be
carefully considered since it is sensitive to vari-
ations in environmental conditions as well as
individual perceptions and expectations of
their conditions. For example, the report for
Moldova (NBS, 2011) shows that self-assessed
health is more critical as age increases, for
women compared to men, for rural residents
compared with the urban ones (with much
better access to health-care services), and for
poor compared to the better-off people.

2.2.2 Trends in child and maternal
health

Infant mortality, although on a descendent
trend since the 1970s, is still higher than the
EU average. Figure 11 shows that, in 2011, the
infant mortality rate was comparable with the
EU-28 average (3.9 per 100) in only two coun-

tries - Montenegro and Croatia (with rates of
4.4, respectively 4.7 per 1000), whereas in the
other six countries was much greater, particu-
larly in Kosovo (13.1 per 1000) and Moldova
(11 per 1000).

In all studied countries, the infant mortality
is higher in rural compared to urban areas.
For example, in Romania, the infant mortality
rate was 6.6%o in urban areas and as high as
11.8%o in the rural environment, compared to
the 2012 national average of 9% (Ministry of
Health of Romania, 2013). Monitoring reports
on progress towards the Millennium Develop-
ment Goals in Moldova (e.g. PAS and UNICEF,
2009) show that a child from a rural area has
1.5 times higher chances of dying before the
age of five compared to a child from an urban
settlement. Also, children from a poor house-
hold have two times higher chances of dying
before the age of five compared to children
from well-off households.

According to the UNICEF's Country Pro-
gramme Document 2013-2017 for Bulgaria
(UNICEF, 2012a), an increasing number of chil-
dren whose parents do not have health insur-
ance cannot access health services and 12%
of children aged 0-3 years are not registered
with a doctor, although the right to free access
to health is guaranteed under law. The infant
mortality rate in some parts of the country
reached 33 per 1000 live births, in 2011. The
situation is even worse in Roma settlements
due to difficult access to health services, low
levels of education of parents and caregivers,
poor nutrition and sanitary conditions well be-
low standards.

In Croatia, the positive outcomes have been
supported by the determined commitment
of the government to accelerate progress on
maternal, newborn and child survival (the
pledge ‘A Promise Renewed’). The network of
maternity wards achieving baby friendly sta-
tus expanded and reached 84% of all mater-
nity wards. This was followed by an increase
in exclusive breastfeeding practices (UNICEF,
2012b).

In Kosovo, infant and under-five mortality
rates are among the highest in Europe and are
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Figure 11. Trends in infant mortality (per 1000 live births)
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Data: Eurostat, September 2013. Definition: Infant mortality rate represents the ratio of the number of deaths of
children under one year of age during the year to the number of live births in that year.

accompanied by significant levels of stunted
growth, malnourishment and malnutrition in
young children (Stubbs and Nestic, 2010). ‘On
paper, poor families and repatriated families
are entitled to free health care, including medi-
cation. In reality, access to health-care across
Kosovo depends on cash payments - thus ex-
cluding the most vulnerable’ (Knaus, 2011, p.
29)

In Macedonia, the key child health indicators
have improved since the 1990s. Thus, infant
mortality and stunted growth rates in children
under-five have followed a declining trend.
Nonetheless, disparities persist among differ-
ent ethnic communities. Roma and Albanian
children have 25% higher infant mortality.

Roma children have 4.5 times higher stunt-
ing prevalence than the national average. Dis-
parities in child indicators are also significant
among geographical regions, with some of
them being up to 30% higher than the na-
tional average. (UNICEF, 2012¢)

In Moldova, most infant deaths are related to
perinatal conditions; reflecting poor maternal
health care. The maternal mortality rates due
to pregnancy-related pathologies and com-
plications have also remained high (41 per
100000 live births in 2010, WHO data). In ru-
ral areas, maternal mortality is 1.8 times high-
er than in urban areas. Social determinants,
particularly poverty and migration play an im-
portant role in half of the maternal mortality
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cases (UNICEF, 2012d). The UNICEF's Coun-
try Programme Document 2013-2017 for
Moldova (UNICEF, 2012e) shows that in rural
areas and the south, the under-five mortality
rate is 33 to 50% higher than the national av-
erage. Rural and poor children and pregnant
women, including Roma, miss out on medical
care due to; long distances required to travel
to reach health-care providers; informal pay-
ments; costs of treatments not covered by
health insurance. 60% of children in rural
schools face water and sanitation associated
health risks.

In Montenegro, infant and maternal mor-
tality are low, at levels comparable with the
European average. However, refugees and
unregistered Roma remain among the most
vulnerable. Almost 40% of Roma, of whom
two thirds are children, lack either birth or citi-
zenship documentation. While for the nation
in general the under-five mortality rate is 8 per
1,000 live births (in 2010), it is estimated to be
three times higher for Roma. (UNICEF, 2010a)

In Romania, most infant deaths are related to
perinatal conditions and malformations but
also due to diseases of the respiratory system.
The maternal mortality rate in Romania has
declined noticeably since the 1990s. Despite
this positive trend however, the current esti-
mated maternal mortality rate is still rather
high in the European context (27 per 100000
live births in 2010, WHO data). Disparities (in-
cluding in health) particularly affect the Roma
population: children with disabilities and chil-
dren living in rural areas (UNICEF, 2012f). The
infant mortality rate is 60 per cent higher in
rural areas than in urban areas, according to
Ministry of Health data. The infant mortality
rate in the northeast region, the poorest part
of the country, is 87 per cent higher than in
Bucharest.

Serbia reports a situation similar to Montene-
gro, with good results on child health indica-
tors for the general population, but with per-
sistent inequalities between ethnic groups.
Roma face disproportionate risks from pov-

erty, unemployment, low education’® as well
as ill health and thus, under-five mortality rate
is three times higher for Roma than for the
general population. (UNICEF, 2010b)

2.2.3 Major causes of morbidity and
mortality

Communicable Diseases

Communicable diseases account for 9% of
the disease burden in the WHO European Re-
gion, of which over half is related to HIV and
Tuberculosis (TB). Although with stable low
prevalence, communicable diseases remain
high on the public health agenda, mainly due
to high rates of TB (particularly its drug-resist-
ant forms) and growing rates of HIV infection
in several Member States and bordering coun-
tries. (WHO, 2013) Socially conditioned dis-
eases such as HIV/AIDS and TB have the high-
est impact on life quality and duration, and
are the main causes of poverty, discrimination
and marginalization. (UN, 2008)

Similarly, in the countries under study, commu-
nicable diseases have a low prevalence due to
the constantly improving surveillance system
immunization coverage. Only in of Moldova,
communicable diseases still represent major
causes of morbidity and mortality due to the
system’s insufficient capacity to detect and re-
spond to outbreaks (WHO, 2006).

Tackling Tuberculosis is still challenging in
the region. Nevertheless, only Romania and
Moldova are high-burden countries for TB
prevention and control, due to their high TB
incidences, which have only started to de-
crease since 2000, in Romania and 2005, in
Moldova (figure 12).

Sexually transmitted infections and HIV/AIDS
also represent a challenge. However, the rate
of HIV infection among adults aged 15 to 49

8 Education coverage remains high at 94.8 percent, but
the (gross) completion rates are much lower for Roma
(28%), poor (77%), and rural (89%) children. (UNICEF,
2010b)
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Figure 12. Tuberculosis incidence per 100 000, in 2011
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Data: WHO/Europe, European HFA Database, July 2013. Data not available for Kosovo. Definition: Number of newly
diagnosed tuberculosis cases, all forms (ICD-9:010-018; ICD-10: A15-A19) during the given calendar year; relapses are

included.

is still below 0.1% in all studied countries,
with the exception of Moldova which has a
high and increasing prevalence of HIV (0.5%
in 2011).7° At the same time, in 2011, HIV
incidence in Moldova (with 20.25 new HIV-
positive persons were found per 100 000) was
almost 14 times larger than in Montenegro,
11-12 times higher compared to Croatia, Ro-
mania and Serbia, and more than 7.4 times
larger than in Bulgaria. Also, the syphilis inci-
dence is considerable higher in Moldova than
in the other countries (63.54 per 100000, in
2011).80

Viral hepatitis B, C and Delta account for a
significant morbidity and mortality burden in
Moldova (WHO, 2006). Within the European

79 'WHO, Global Health Observatory Data Repository,
September 2013.

80 WHO/Europe, European HFA Database, July 2013. For
comparison, the EU average of HIV incidence was 5.65,
in 2011.

Union, intermediate to high prevalence rates
are found only in Bulgaria, Latvia, Romania
and Turkey (Rechel at al., 2011).
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Non-communicable diseases (NCDs) and risk
factors

Non-communicable diseases represent one
of the biggest burdens on the health system
and also on the daily life of patients and their
families. Because most are treatable but not
always curable, these health conditions gener-
ate an enormous financial burden due to costs
of treatment and care and loss of productivity
(European Chronic Disease Alliance, 2010).

At the global level, non-communicable diseas-
es (NCDs) - particularly cardiovascular diseases
(like heart attacks and stroke), cancers, chron-
ic respiratory diseases and diabetes - account
for the largest share of mortality: about 80%
of deaths. In Europe, in 2009, diseases of the
circulatory system accounted for nearly 50%
of all deaths, with higher rates among men
than women, followed in frequency by cancer

(neoplasm), with 20% of deaths, and external
causes of injury and poisoning, representing
8% of all deaths. (WHO, 2013a)

The eight SEE countries under study (no data
for Kosovo) follow the European pattern. Fig-
ure 13 shows that the circulatory diseases and
neoplasm represent the first two major causes
of death in all eight countries. The third major
cause of death varies across countries: exter-
nal causes of injury and poisoning, in Bulgaria
and Croatia, diseases of the respiratory system
in Bulgaria, Montenegro and Serbia and dis-
eases of the digestive system in Moldova and
Romania. In all eight countries, the burden of
noncommunicable diseases (NCDs) is increas-

ing.

The high burden of NCDs is directly related
to a high prevalence of risk-factors. All over
the world, tobacco use, physical inactivity,

Figure 13. Mortality profile by cause of death in 7 selected SEE countries, last reported data, 2009-2011 (% of total
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unhealthy diet and the harmful use of alco-
hol increase the risk of, or cause, most NCDs.
‘For the major groups of diseases causing high
mortality, morbidity and disability (...), two
main risk factors contribute to multiple dis-
ease outcomes and thus remain a priority to
tackle: tobacco smoking and harmful alcohol
consumption. From a European perspective,
their prevalence and levels remain high across
all populations, in spite of the knowledge and
technology available to address both.” (WHO,
2013a, p. 40-41)

Tobacco use is also one of the largest causes
of avoidable death and disease in all eight
selected SEE countries (no data for Kosovo).
Prevalence of current tobacco use in persons
aged 15 years and older is higher than the
European average, both for men and wom-
en (except in Moldova). Also, mortality from
smoking related causes is considerable higher
compared with the EU-28 average for Croatia,
Romania and especially Republic of Moldova.
Thus, tobacco use represents one of the criti-
cal elements of effective NCD control and pre-
vention in the region.

In all countries, with the exception of Kosovo,
the WHO Framework Convention on Tobacco

Control is in force. Serbia established a Coun-
cil for Tobacco Control (in April 2006), at the
initiative of the Ministry of Health, as a multi-
sectoral body composed of representatives
from a large number of ministries relevant to
tobacco control, health professional organiza-
tions and international organizations with the
status of observer (WHO, UNICEF). This inter-
governmental body is unique in the region.
Health promotion and intensive national cam-
paigns against tobacco smoking and exposure
to secondhand smoke resulted in @ moderate
but steady decrease of prevalence of smoking:
on average by 1% annually. (Mauer-Stender,
2012)

Heavy alcohol consumption is reported only
in Moldova.®" Actually, the Global Status Re-
port on Alcohol and Health 2011 (WHO,
2011) states that Moldova has the highest
adult per capita alcohol consumption in the
world. Mortality from alcohol-related causes

8 Pure alcohol consumption among the population
aged 15 years and over declined until 2003 to 11.17
liters per capita, after which it has sharply increased to
20.61 in 2008 (versus 11.02 EU-28 average). WHO/Eu-
rope, European HFA Database, July 2013.

Figure 14. Tobacco use: prevalence of regular smokers among adults and mortality from smoking related causes, last

reported data to WHO as at 31 December 2012
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represents more than 15% of total deaths® in
Moldova compared to the EU-28 average fig-
ure of 10% (which is the rate for Croatia and
Romania) and 6% which is the average figure
Bulgaria, Macedonia, Montenegro and Serbia.

lodine and iron nutrient deficiency are common
in Moldova (WHO, 2006) while unhealthy diet
and obesity are reported as a growing health
problems among both adults and children, (at
least in Bulgaria, Croatia, Moldova, Montene-
gro, Romania, and Serbia (WHO, 2006, 2007
and 2009). As an example, the National Health
Survey in Serbia 2006 revealed that 54.5% of
adult population was overweight and 18% of
children aged 7-18 were moderately obese or
obese. Only 23% of the adult population re-
ported taking daily physical activity, with 67%
of adults reported being physically inactive
(Ministry of Health of the Republic of Serbia,
2007). For Romania, the WHO reported in
2006 percentages of total deaths 13.9% were
attributable to high body mass index, 7.1% to
low fruit and vegetable intake and 6.6% to
physical inactivity (WHO, 2007).

The prevalence of high-risk behaviours is not
equally distributed by gender. For example,
studies show that in Croatia men have a higher
smoking prevalence, higher obesity prevalence,
higher consumption of fat, salt, meat and alco-
hol as well as lower consumption of fruit and
vegetables compared to women. However, a
lower percentage of active working women
perform daily physical activity. (WHO, 2007)

Research on avoidable mortality in Europe
showed that Romania and Bulgaria (along with
some Baltic states) have the highest levels of
mortality due to disease groups that could be
considered effectively treatable or preventable
by health-care services.®® A similar situation was

8 In 2010, 18.8% of male mortality and 13.7% of female
mortality could be attributed to alcohol consumption.

8 Treatable conditions, such as cancer for colon, skin,
cervix, and breast, diabetes mellitus, epilepsy, pneumonia,
measles, are responsive to medical intervention through
secondary prevention and treatment. Preventable condi-
tions (i.e. lung cancer, motor vehicle and traffic accidents,
and cirrhosis) are responsive to interventions that are usu-
ally outside the control of the health services through in-
tersectoral health policies. (Mladovsky et al., 2009, p. 23)

recorded in relation to treatable mortality,3
which accounted for large shares of under-75
mortality in women (Romania) and men (Bul-
garia); the largest shares in Europe (Mladovsky
et al., 2009). Patterns of preventable mortality
call for strengthening of policies and their im-
plementation (particularly for women) especial-
ly the continued development of both tobac-
co and alcohol policies (Figueras and McKee,
2012). By doing so considerable progress could
be made in reducing mortality further in these
countries by targeting health-care services. By
targeting we mean not only better financing
of the health system but also modernizing and
enhancing the quality of health-care services.

2.2.4 Socioeconomic inequalities in
health and health care

The achievement of high levels of health, health
risk prevention, and equitable access to health-
care services for the population are key priori-
ties of any health system. Access to health-care
services is regarded as an essential right in EU
Member States as reflected in Article 35 of the
Charter of Fundamental Rights of the European
Union, which states: ‘Everyone has the right of
access to preventive health-care and the right to
benefit from medical treatment under the con-
ditions established by national laws and prac-
tices. A high level of Human health protection
shall be ensured in the definition and imple-
mentation of all Union policies and activities.’

There is growing recognition of the impor-
tance of cross-country comparative research
based on commonly agreed indicators in order
to monitor the progress towards these goals.
Evidence from national and international stud-
ies demonstrate significant inequalities in mor-
tality, health and health-care use, in favour of
groups with socioeconomic advantages, in all
countries and over time. The research on soci-
oeconomic inequalities in health and access to
care shows that factors such as income, edu-
cation and job status have a high influence on
health status, mortality and risk factors among
EU countries (e.g. Mladovsky et al., 2009)

8  Treatable mortality refers to three main causes of
death, namely infant mortality, cerebrovascular disease
and testicular cancer.
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The major inequities in health in the eight
studied countries relate to poverty, ethnicity
(Roma), financial barriers, geographical barri-
ers (in particular rural areas but also some re-
gions) and migration.

Poverty

Although a gradient in health is present all
along the socioeconomic strata, poverty and
unemployment represent important contribu-
tors to inequalities. Marked inequalities in self-
reported health by income and education were
documented in Bulgaria and Croatia. People
with only primary education are more likely to
be in poor/rather poor health than those with
secondary or higher education. Rates of illness
vary with income, with highest rates among
the poor. However, self-reported health is
particularly associated with self-assessed fi-
nancial status, a proxy for material depriva-
tion that is sensitive to informal economic
exchanges, with the relationship especially
strong among women. (e.g. Balabanova and
McKee, 2002a and 2002b; Babic-Banaszak et
al., 2002) Furthermore, health inequalities are
more marked in Croatia than in EU countries:
a higher proportion of Croatian citizens who
are in the lowest income quartile report poor
health (27.8%) than their counterparts in the
EU-15 (9.2%) (Sucur and Zrinscak, 2007).

The strong relation between poverty and low
health status (and low levels of education)
is also well documented for Romania and
Moldova. Already in the 1990s, the World
Bank's Poverty Assessment reported that poor
households had lower health status, lower
levels of education, and their children were
less likely to be enrolled in school, particularly
in secondary and higher education, and had
worse nutritional outcomes. A recent UNICEF
report provides evidence that in Romania
children from severely poor households have
higher risk of low birth weight, are liable to
have an impaired immune system, have lower
share of exclusive breast-feeding and are con-
sequently more vulnerable to infections and
diseases. These children are also more prone
to high incidence of chronic illnesses and dis-
abilities in later life, specifically because dur-
ing childhood, for a few times each month,

a large percentage of them suffer from im-
proper heating, insufficient food or even hun-
ger, and are less protected through an appro-
priate diet or preventive health and hygiene
practices. The households from this group
typically have three children or more and/or
are single-mother families, both Romanian
and Roma and usually have parents who are
poorly educated. These children also tend to
live in dwellings with deficient hygiene condi-
tions, limited access to information, and have
substantially lower food, health and school ex-
penses per child. Roma children who belong
to this group are in the worst situation. (Stan-
culescu, coord., 2012)

UNICEF studies for Moldova found a strong
association between poverty and food dep-
rivation (below the minimum caloric intake).
Also, children from households within the
lowest quintile have disproportionately high
rates of infant and under-five mortality (Stan-
culescu and Marin, 2011). The national sta-
tistical data of Moldova shows that the pro-
portion of the population outside the health
insurance system was 23% at national level,
in 2011, but 32% among people in absolute
poverty and as high as 47% of people living in
extreme poverty, mainly because health insur-
ance is too costly compared to their incomes.
The lack of a health insurance is a major bar-
rier in access to health care. Accordingly, the
poor use two times less health services, are
less informed about the available services
(e.g. compensated medicines), and invest
four times less of their income compared with
the better-off people. (Ministry of Economy of
Moldova, 2012)

Ethnicity - Roma population

Inequities in health related to socioeconomic
determinants are especially strong for the
Roma population in Bulgaria, Macedonia,
Moldova, Romania and Serbia. The health of
the Roma is worse than the health of the gen-
eral population. Their life expectancy is many
years shorter than the life expectancy of the
majority. Their children have a higher infant
mortality rate and higher rates of vitamin de-
ficiency, malnutrition, anaemia, dystrophy and
Rickets than their non-Roma peers. The rates
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of tuberculosis notified from the Roma popu-
lation in Romania are considerably higher than
those from the non-Roma population (Berger
et al. 2010). In all five countries, only a small
proportion of Roma are covered by health
insurance and so access to health-care is en-
sured only for those who receive social sup-
port benefits or are otherwise in need. How-
ever, many Roma do not receive the medical
treatment they need due to direct and indirect
discrimination. Some health-care profession-
als and facilities discriminate directly against
the Roma. They may decline to accept Roma
patients and may subject them to verbal abuse
and degrading treatment. Emergency centre
operators often refuse to send an ambulance
to poor Roma communities. There are a vari-
ety of additional barriers for Roma in access-
ing health-care services, including ‘lack of in-
formation in the Romani community, unlawful
practices of the local authorities that lead to
loss of health insurance or the impossibility of
obtaining health insurance without payment
of a contribution, and abuse of power by so-
cial workers'. (Zoon, 2001)

Out-of-pocket and informal payments for
health care

Financial barriers in the form of out-of-pock-
et payments reduce considerable access to
health services for lower income individuals
and people who cannot afford to pay. Patient
cost sharing for public services (co-payment
for publicly insured services) in general consti-
tutes a relatively small component of financ-
ing for health-care, but out-of-pocket pay-
ments®> are substantial in four of the eight se-
lected countries. Out-of-pocket payments for
health services represent an average of 16%
of total spending on health-care in the EU-28
(in 2011). Heavy reliance on household pay-
ments for health is registered in five countries:
Bulgaria, Kosovo, Macedonia, Moldova and
Serbia (see also figure 15). In Moldova, Bul-

8 WHO definition: Includes non-reimbursable cost
sharing, deductibles, co-payments and fee-for service.
Excludes payments made by enterprises which deliver
medical and paramedical benefits, mandated by law or
not, to their employees. Excludes payments for overseas
treatment.

garia and Kosovo, out-of-pocket payments
sharply increased in the late 1990s, reaching
share of total spending on health-care almost
three times higher than the European average
in 2011 (45%, 43% and 40% respectively).
In Serbia, out-of-pocket payments increased
after 2003, while in Macedonia they stayed at
levels more than two times greater than the
European average (36% and 38% respective-
ly). Thus, in these countries, patients bear the
responsibility for a large part of costs of health
services; a fact which continues to have del-
eterious effects on the accessibility of health
services for people with lower incomes and
health overall outcomes.

Figures for out-of-pocket payments are under-
estimated in those countries where patients
also pay informally for health-care services (vol-
untary or not), in all eight studied countries. A
clear policy response to informal payments is,
however, lacking in the region. Studies on in-
formal payments® for health-care in Bulgaria
and Romania reach rather similar conclusions
(e.g. Balabanova and McKee, 2002c; Spridon,
2011; IRES,® 2011).

Informal payments are relatively common. For
example, in Romania, 11% of the adult popu-
lation reported informal payments for public
services, mostly for health-care services (5%
for the medic and 2.5% at hospital), in 2011.
Most reported informal payments were given
in gratitude, as only 1.2% patients declared
that payments were solicited by the staff (IRES,
2011). Most informal payments are in the
form of gifts. A national representative survey
carried out in 2012 showed that in Romania
gifts (such as coffee, chocolate, meat, flow-
ers, cigarettes) accounted for 88% of informal
payments, while informal cash payments rep-
resented approximately 37% (Spridon, 2011).

Informal payments occur at almost all levels
of the health system also in Moldova, accord-

8 Informal payments are defined as a monetary or in-
kind transaction between a patient and a staff member
for health services that are officially free of charge in the
public sector.

8 Romanian Institute of Evaluation and Strategy, Cluj-
Napoca, Romania.
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ing to the WHO 2012 Health System Review
(Turcanu et al., 2012). They are much more
widespread for inpatient care; the seriousness
of the illness being reflected in the amount
patients pay informally for care. Similarly, in
Romania, according to a survey done in 2013
in the capital city Bucharest the same rela-
tions between informal payments and treat-
ments exist in the inpatient and emergency/
severe health-care sectors. Thus, in 2013, on
average, the informal payment for a GP was
around 34 lei (about € 8), while in hospitals
for a problem that did not require surgery it
increased to approximately 360 lei (or € 80)%8
and reached 1,130 lei (or € 250)® in cases in-
volving surgery (Stoica, 2013).

Informal cash payments are universal for
operations and childbirth, clear-cut and life-
threatening procedures, in both hospitals and/
or elite urban facilities and for well-known
physicians, especially surgeons, and nurses.
Most gifts were given at the end of treatment
and most cash payments-before or during
treatment. Wealthier, better educated and
younger patients tend to pay more often, as a
means of obtaining better-quality treatment.
In all countries the principle of comprehen-
sive free coverage (existing until 1989) has
been significantly eroded. After 1990, infor-
mal payments had become more frequent,
explicit, increasingly in cash, and less afford-
able. Informal payments stem from patients
desiring better treatment, the low wages of
staff, acute funding shortages, and tradition.
Attitudes to informal payments range from
strongly negative (if solicited) to tolerant (if
patient-initiated), depending on the circum-
stances. However, generally speaking tolerant
attitudes towards such practices are prevalent
both among patients and medical staff.

Geographical barriers - Rural areas are at dis-
advantage

Countries included in the study have large
shares of rural population ranging between
about 62% in Kosovo, 53% in Moldova and

8 On average, 76% went to doctor and 24% to nurses.

8 On average, 60% went to surgeon, 24% to anesthe-
tist and 16% to nurses.

39-44% in Montenegro, Macedonia, Croatia,
Romania, and Serbia. The most urbanized
country in the region is Bulgaria with a pro-
portion of rural population comparable with
the EU-28 average (29% versus 26%).° In
Bulgaria and Romania, migration for work
abroad — notably of young people and wom-
en — is acute and risks deepening the general
impoverishment of rural areas.

The rural-urban gap is more marked in the re-
gion than in the Western countries (Bertolini
et al., 2008). The rural areas are characterized
by higher degrees of income poverty in rela-
tion to urban areas in all countries. For exam-
ple, World Bank data indicates that in Mon-
tenegro rural poverty is more than four times
higher than urban poverty (18.4% compared
with 4.4% in 2011). Similarly, in Serbia the ru-
ral poverty headcount is 13.6% compared to
5.7% in urban settings (in 2010). In Macedo-
nia, two thirds of the poor live in rural areas
(at least this was the situation in 1996-1998
(World Bank, 1999).°" In Kosovo, the rural-ur-
ban gap exists but is smaller: 31.5% rural pov-
erty versus 26.7% urban poverty (in 2011).

In Moldova the absolute poverty headcount
was 25% of the population in rural areas
and 7.4% in urban ones (Ministry of Econ-
omy of Moldova, 2012). The overall quality
of infrastructure is lower in rural regions;
traditional public transport services are diffi-
cult and very expensive and access to water
and sanitation is limited. In Romania, besides
the poor connections to water and sewer-
age systems, a big issue is the poor quality
of water, which significantly diminishes the
quality of life and exposes the population to
risk of disease; especially following natural
disasters such as floods. Accordingly, infant
and under-five mortality rates are consider-
ably higher among children from rural areas
in countries such as Moldova or Romania®

% Data for 2011 from WHO/Europe, European HFA
Database, July 2013. Data for Kosovo from the World
Bank, September 2013.

9 More recent data on rural poverty are not available.

% For example, in 2012, the infant mortality rate was
11.8%o in rural areas compared with 6.6%o in urban ar-
eas.
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(PAS and UNICEF, 2009; Ministry of Health of
Romania, 2013).

Access to health-care and social services is
much more limited in rural areas. The rural
population is on average much further from a
major hospital than urban residents. The long-
est travel times in Europe are found in the re-
gions of the Northern Norway, Northern Scot-
land, Southern Italy, the Greek Islands, Eastern
Poland, and Romania (Bertolini et al., 2008). In
general, basic health-care services are under-
developed in rural settlements. For instance, in
Moldova, the 2009 Annual Report on Health
(Ministry of Health, 2010) identifies 200 rural
localities where a doctor comes only two or
three times a week, and identified 25 villages
there is no doctor at all. About 8.5% of rural
households encounter problems with access to
medical services due to the long distances and
lack of transportation to clinics, hospitals and
health centres. Furthermore, 29% of house-
holds do not access health-care services be-
cause of lack of money, out of which the ma-
jority are from villages (36%) or towns (30%).
Also, 28% of rural residents have reduced ac-
cess to health-care due to lack of health in-
surance, compared to 16% in urban areas, in
2011 (Ministry of Economy of Moldova, 2012).
The most disadvantaged groups include single
parents, the elderly living alone, elderly cou-
ples without children, households with disa-
bled persons and households with three or
more children (UNDP, 2011).

Sucur and Zrinscak (2007) showed that health
inequalities in Croatia are more accentuated
than the in EU-15 countries. The rural-urban
proportion ratio of individuals who reported
poor health was about 80% higher in Croatia
than in EU-15. The proportion of people®
who perceived the distance to the nearest
medical facility as a very serious problem was
26% in Croatia compared with 5.4% in the
EU-15 and the rural-urban proportion ratio
of individuals who reported the cost of see-
ing the doctor as a very serious problem was
almost two times larger than in the developed
EU countries.

% Persons in the lowest quartile of income.

Besides the rural-urban gap, significant in-
equalities are also apparent between different
regions, counties and districts. Yakimovo, Bul-
garia’s rural northwest, is officially the poor-
est region in the European Union. In Croatia,
the Central and Eastern regions account for
43% of population but for over 70% of all
poor individuals (Nestic and Vecchi, 2005). In
Macedonia, the Eastern region lags behind in
its development. In Moldova, the Southern
area is at disadvantaged as compared with the
other regions, especially the capital Chisinau
(PAS and UNICEF, 2009). The isolated north-
ern regions are the poorer in Montenegro. In
Romania, all socioeconomic indicators look
worse for the Northeast and Southern regions
of the country. In Serbia, the South is substan-
tially poorer than the rest of the country.

Migration

In Moldova, migration is strongly linked to
health inequalities in the treatment of certain
diseases and in access to health-care (IOM,
2012). Utilization of health services is two
times less frequent among migrants com-
pared to the population not involved in migra-
tion. The main barriers that migrants face in
access to health care, both in the country and
abroad, include: high cost of medical services;
lack of health insurance; the need to obtain
a referral from a family doctor; illegal status
abroad; restrictions from leaving their job dur-
ing workdays; and fear of job loss.

Parents’ migration also influences children’s
access to medical services. Thus, almost 23%
of children whose mothers are overseas did
not visit a doctor due to lack of accompani-
ment as compared to 6% of children whose
fathers working abroad, and 4% in cases
when both parents are abroad.

Migration is highly relevant for health in-
equalities in maternal mortality and for HIV/
AIDS. The IOM 2012 study shows that 40%
of maternal deaths can be attributed to adop-
tion of a migrating lifestyle and women’s work
abroad, which entails occasional or seasonal
work, and harmful and extremely dangerous
conditions for reproductive health. Addition-
ally, 7% of maternal deaths are caused by
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delay or absence in the utilization of health-
care services, which mainly occur due to: lack
of available transportation; lack of adequate
equipment in medical institutions; acute lack
of medical personnel in rural areas, where
pregnancy supervision is usually carried out
only by a midwife or family doctor. These con-
ditions also explain the fact that about 58%
of maternal deaths originate in rural areas. Re-
garding HIV/AIDS, some studies (e.g. Bivol et
al., 2010) indicate a higher probability of en-
gaging in sexual relations with occasional and
commercial partners as well as lower rates of
consequent use of condoms among migrants.
At the same time, adolescents with migrant
parents (especially mother) are exposed to
higher risk of HIV infection due to a general
low knowledge about prevention methods
(IOM, 2012).

2.3 HEALTH-CARE PROVISION

This chapter shifts the focus from the popula-
tion to the health-care system itself and com-
pares the eight selected countries based on a
common set of indicators related to financing
and resources available for provision of health-
care services.

2.3.1 Financing the health system

Expenditure in health does not merely repre-
sent a cost, but also an investment with long-
term impact on socioeconomic development
(EC, 2007).

The health financing systems across the former
communist countries of central and southeast
Europe experienced a myriad of problems of
growing intensity in the initial transition pe-
riod and by the early 1990s it was clear that
the inherited systems required radical reform.
During the early transition, all these countries
experienced an unprecedented decline in eco-
nomic production, which reduced the capacity
of governments to spend on health and led to
the growth of both legal and informal charges
for health-care services and a reduction in sub-
sidies for prescription medicines, at the same
time their being a substantial increase in pov-
erty at population level. These factors caused
deterioration in protection for the population
against the financial risk of health-care costs
and deepened the already existing inequities
in health spending and access to health-care
services (Davis, 2010). Among the CE/EECCA
countries, most of the divergence in govern-
ment health spending occurred in the early
transition period and there has been little
change in ranking since the end of the 1990s.
(Kutzin and Jakab, 2010)

Figure 15 (A and B) illustrates the significant
variation in the SEE region among the health
spending patterns still persistent in 2011. Total
health spending ranges between 3% of GDP
in Kosovo and 5.8% in Romania® to 10.4%
in Serbia and as much as 11.4% in Moldova

% Romania decreased its health spending to only 4% of
GDP in 2012, hence registering one of the lowest health
expenditure in Europe.
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(against the EU-28 average of 9.6% of GDP).
Thus, Moldova appears to be the highest
spender. However, due to the level of GDP,
in absolute terms, total health expenditure
per capita in Moldova is the lowest (no data
for Kosovo), almost two times lower than in
Macedonia and Romania, about three times
smaller than in Bulgaria, Montenegro and
Serbia, approximately four times less com-

(A)

pared to Croatia (the highest spender) and
representing only 12% of the EU-28 average.
This substantial variation in health spending
translates into great variation in the coverage
which the population benefits and, as a result,
into great variation in health outcomes. Figure
15A shows the positive relation which exists
between health spending per capita and life
expectancy at birth.

Figure 15. (A) Relation between health-care spending and health outcome and (B) Relation between health-care

spending, fiscal context and priority of health sector, 2011
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(B)

Dimension

Indicator
Bubble chart
Life expectancy at

Ve'rtlcal birth, total popu- 74.3  77.3
axis S
lation, in years
Total health
Horizontal expenditure per
axis capita (in PPP) as 33 49
% EU-28 average
Total health
Si::ble expenditure as % 7.3 7.8
of GDP
Out-of-pocket
Bubble health expendi- g o
ture (% of total 433 146
color :
expenditure on
health)
Government
health
spending, fiscal
context and
prioritization
Fiscal Total government
context spending as % of 35.7 37.3
GDP
Government
Priority of  health spending
Health as % of Govern- UGS I

ment spending

70.0

8.0

751 710 756 738 746 802

24 12 39 28 37 100

66 114 93 5.8 104 9.6

383 45 30 19.4 362 162

346 39.1 459 394 460 479

19.0 291 203 148 227 20.0

Data: WHO/Europe, European HFA Database, July 2013. Data for Kosovo: life expectancy from the World Bank,
September 2013, and financial indicators from Stubbs and Haxhikadrija (2008) and FES (2012). Definition: Out-of-pocket
expenditure is any direct outlay by households, including gratuities and in-kind payments, to health practitioners
and suppliers of pharmaceuticals, therapeutic appliances, and other goods and services whose primary intent is to
contribute to the restoration or enhancement of the health status of individuals or population groups. Notes: Data on
life expectancy last reported to WHO 2009-2011 (see figure 10). All health expenditure related indicators refer to 2011.

Data not available.

The amount that a government spends on
health depends partly on its overall fiscal con-
straints and partly on priorities of public re-
source allocation accorded to the health sector
(Kutzin and Jakab, 2010). In this sense, figure
15B shows that fiscal context® represents the

% The fiscal context refers to the current and expected
capacity to spend of a government. Richer countries
tend to be more effective at mobilizing tax revenues and
so to have higher levels of public spending as a share of
GDP, whereas more limited fiscal space is associated with
low government spending, including on health.

main driver of relatively low health spending,
since most countries studied have overall gov-
ernment spending levels lower than 40% of
GDP as against an EU-28 average of 47.9%
of GDP (exceptions are Montenegro and Ser-
bia; no data for Kosovo). Nonetheless, the pri-
orities that governments accord to the health
sector are an influential factor, since govern-
ment health spending accounts for only 8%
of total government expenditure in Kosovo
and less than 15% in Romania compared with
19-21% in Bulgaria, Croatia, Macedonia and
Montenegro (a figure which also represents
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the EU-28 average), and 23% in Serbia and as
much as 29% in Moldova.

Protection against the financial risk of ill-health
(or financial protection) is one of the major Eu-
ropean health financing policy objectives, which
can be summarized as follows: ‘people should
not become poor as a result of using health
care, nor should they be forced to choose be-
tween their physical (and mental) health and
their economic well-being’ (Kutzin, 2010, p. 6).
Another related objective is equity in funding,
which is closely linked to the concept of soli-
darity and means that, ‘relative to their capacity
to pay, the poor should not pay more than the
rich (the distribution should be progressive or
at least proportionate to income)’ (ibid, p. 8).
Financial protection and equity analysis should
consider all sources of health spending, how-
ever, with a special focus on out-of-pocket
payments which tend to be the least equita-
ble. In most studied countries, the majority
of expenditure on health (as a proportion of
GDP) is generated publicly. Nonetheless, out-
of-pocket payments for health services exceed
40% of total health expenditure in Moldova,
Bulgaria and Kosovo. More details on this sub-
ject can be found in a dedicated section of the
subchapter 2.2.4.. Socioeconomic Inequalities
in Health and Health-care.

A WHO study in the CEE and NIS® countries
showed that health system reform efforts
prior to 2004 focused on the key theme of
health financing (Figueras et al., ed., 2004).
Several reform areas were critical in the en-
tire region. On the funding side, three areas
central to financing reform were problematic:
(a) the implementation of effective health in-
surance systems, (b) defining a more realistic
benefits package for ensuring financial sus-
tainability and (c) addressing informal pay-
ments, which appeared to be widespread in
both ambulatory and hospital care. On the
purchasing side, two areas were of particular
importance: (a) enhancing the cost-effective
purchasing of services and (b) the introduction
of performance-related payment systems for
providers for enhancing efficiency.

% Newly Independent States of the former Soviet Union.

Most studied countries during the 1990s intro-
duced social health insurance arrangements;
usually payroll tax funded and contribution-
based entitlement. The successor states to
Yugoslavia inherited a highly decentralized
system of social health insurance that was ac-
tually introduced in 1948 (Davis, 2010). Most
of these countries shifted to a centralized
single insurance fund approach early in the
1990s (Macedonia in 1991, Serbia and Mon-
tenegro — each with its own fund - in 1992,
and Croatia and Slovenia in 1993). Bulgaria
and Romania (along with the CE countries)
introduced social health insurance in 1999
based on models of the systems in place in
the pre-Communist era (at least symbolically).
Moldova, in 2004, implemented nationwide
compulsory health insurance managed by a
single national pool of funds. The new health
insurance systems improved equity in govern-
ment spending but have brought about new
challenges, particularly related to weak col-
lection systems. For example, in Romania dif-
ficulties enforcing collections led to a shift in
responsibility for collecting revenue from the
insurance fund (for the employed but not self-
employed people) to the central government
tax agency in 2002.

In the entire region, achievement of universal
coverage for marginalized poor populations,
Roma, internally displaced persons or persons
returned through the re-admission process
from EU countries has remained a major chal-
lenge. In some countries, such as Bulgaria,
Macedonia, Romania and Serbia, difficulties in
obtaining identity documents and registering
with the insurance scheme have systemati-
cally discriminated against the already severely
disadvantaged Roma population. (e.g. Zoon,
2001; Figueras and McKee, 2012) Long-term
care and home-care are funded from EU funds
(such as in Bulgaria) or from donations (as in
Romania) and remain a challenge not yet con-
sistently addressed in the studied countries.
(Genet et al., ed., 2012)

For ensuring financial sustainability under the
pressure of fiscal constraints, most countries
have sought to shift the burden from col-
lective financing to the individual, whether
through encouragement of private, voluntary
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insurance (though the private market remains
limited) and/or through increased co-pay-
ments and deductibles and no-claim bonuses.
The case studies presented in sections below
describe the situation from Kosovo, Macedo-
nia, Moldova and Montenegro.

On the purchasing side, most studied coun-
tries introduced performance-related payment
systems for providers in order to enhance ef-
ficiency. Across Europe, the main approaches
for paying providers are salary, capitation and
fee-for-service. In the public sector, most pri-
mary and outpatient care doctors are paid on
a salaried or capitation basis, or a combination
of the two. In primary care, capitation pay-
ments are predominantly used in Croatia and
Romania and are being piloted in Serbia and
Montenegro. Fee-for-service payments are
the norm for privately delivered primary and
outpatient care. For hospital doctors, salaries
are the most common method. (Figueras and
McKee, 2012)

Regarding access to medicines, reference pric-
ing®” linked to reimbursement listing is widely
used in the studied countries as it is in the CEE
countries. Data on pharmaceutical expendi-
ture is scarce. Available information (WHO)
shows that total pharmaceutical expenditure
measured as share of total health expenditure
has notably increased in Serbia from 12% in
2000 t0 31% in 2011, whereas in Moldova it
jumped from 11% in 2000 to 46% in 2005
after which it dropped to 35% in 2011. Note-
worthy is the fact that in Moldova, 73% of
all out-of-pocket payments in 2010 were for
pharmaceuticals, as the list of medicines that
can be reimbursed through mandatory health
insurance has been extremely limited in order
to maintain the financial sustainability of the
system (Turcanu et al., 2012).

97 Reference pricing, a form of indirect price control,
refers to setting a maximum reimbursement level that
the third-party payer, whether government or insurance
fund, pays. (Figueras and McKee, 2012)

Financing the Health System in Kosovo
(by llir Hoxha)

Kosovo's circumstances differ from those of
some other countries of former Yugoslavia,
such as Macedonia, Montenegro or Croatia,
where a continuation of the social insurance
system after the dissolution of Yugoslavia was
maintained (WB, 2008; Hoxha and Shaipi,
2009). For these countries continuity was pos-
sible because the Yugoslav system that was
inherited was preserved without an extended
interruption between changes in the political
system. Due to various circumstances in Kos-
ovo, such continuity has been more difficult.
Kosovo, not only endured a devastating war
in 1998 and 1999, but for a decade prior to
that, medical structures, including the medi-
cal education system functioned in a parallel
existence to the social insurance system that
had existed in Yugoslavia, thus leaving health
personnel completely isolated.

Immediately after the war in 1999 the focus
was on emergency assistance and basic organ-
ization of the health-care system. This process
was led by WHO and resulted in a centralized
health-care system. In this system, the Minis-
try of Health manages the funds allotted for
health care. These funds are raised from taxes
and then distributed among line Ministries.

Government health spending is about 3% of
the GDP and 8% of general government ex-
penditure (Hoxha, 2011). Only 60% of overall
health spending is covered by the government
budget. The other 40% is private spending,
resulting in significant inequalities in access,
and out-of-pocket payments which them-
selves contribute to increased poverty (Stubbs
and Haxhikadrija, 2008). In 2004, it was es-
timated that each person paid an additional
81 Euros out-of-pocket beyond what the gov-
ernment spent on health, for the services they
used (WB, 2008). According to the WB survey,
the average (six member) household expendi-
ture was 716 Euros per year. Most of these ad-
ditional services and expenditures have been
taking place in the private sector and focused
on payment for medications.
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Health sector transition has been hampered by
numerous shortfalls in areas such as financing
and management. Such gaps in the health-care
system are now being tackled by a comprehen-
sive reform undertaken by the Government of
Kosovo (SDC and SECO, 2012). The Govern-
ment of Kosovo has been exploring alternative
ways to structure the health financing system.
Both in public and behind closed doors, there
has been much discussion and expressed intent
to learn from other countries’ experiences in
health insurance (WB, 2008; Hoxha and Shaipi,
2009; National Democratic Institute, 2011) In
the past three years, the issue of health insur-
ance has become a key topic in health sector
discussions among representatives of the gov-
ernment, civil society and the media. Aside
from the passage of the Health Law by the
parliament and the government, and the ap-
proval of the draft law on health insurance - all
of which set the stage for further developing a
health insurance plan - no other concrete poli-
cy results have materialized until now.

Financing the Health System in
Macedonia

(by Elisaveta Stikova and Lolita Mitevska)

According to the Health-care Law,*® the individ-
ual is responsible for his or her own health, the
company is responsible for providing a healthy
working environment, and the state is respon-
sible for providing a healthy living environment.
The State is also responsible for the provision of
preventive care for the population through the
activities of the Institutes for Public Health and
for ensuring that health services are available to
all citizens all over the country. Equity, solidarity
and reciprocity, as well as the provision of uni-
versal health coverage for the population, have
been defined as its core values.

The reform processes in Republic of Macedo-
nia didn't ignore the health sector. The goal of
health sector reform in Republic of Macedonia
is the creation of a system that is both aligned

% Official Gazette No. 10, January, 2013,
www.moh.gov.mk, assessed at 30.03.2013.

to the needs of the population and which can
operate efficiently within the resources avail-
able.

What was implemented as a result of these re-
forms was an insurance-based health system
where the Government and the Ministry of
Health provides the legal framework for op-
eration and stewardship, and the Health Insur-
ance Fund (HIF) is responsible for the collec-
tion of contributions, allocation of funds and
the supervision and contracting of providers.
Macedonia has a compulsory health insurance
system that provides universal health cover-
age for the whole population. In 2002 the
HIF started contracting with private primary
health-care facilities (family doctors or General
practitioners-GPs), introducing a capitation-
based payment system.

Medical examinations by the GPs are free of
charge for all citizens. The population partici-
pates in covering national health expenditures
by paying some amount of money which is
calculated from HIF special scales and is gener-
ally 20% of the total costs of health services.
Co-payment was introduced in 1992 by min-
isterial decree and was revised in 2000, when
it was changed to a co-insurance model with
a system of fixed tariffs. If the patient pays the
maximum amount of money as participation,
according to the scale from HIF, after that all
other health services are free of charge dur-
ing the end of that calendar year. This practice
was changed and even improved in the year
2012, by introduction of the Law for health
protection.®® All patients that have a monthly
salary below the average official salary for the
previous year announced by State Statistical
Office (for example, the official average salary
was 10,800 dinars for the year 2012 and all
patients with a salary or pension below this
amount received free of charge medical serv-
ices in 2013) receive free of charge services.
There are small groups of the population that
are excluded from co-payment and receive
health services free of charge such are: blood
donors, children with special needs, persons
under permanent social care, patients in a

9 (Official Gazette No. 26/2012, www.moh.gov.mk, as-
sessed at 30.03.2013.
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mental institution and mentally disabled aban-
doned persons. The extent to which informal
payments are levied by health-care providers
in hospitals is difficult to assess.

Compulsory health insurance is the main
source of the health-care revenue. This model
of insurance covers those employed in the
public or private sectors, the retired, students,
the disabled and their dependents. Certain
citizens, who are not covered by health insur-
ance, for example stateless persons and social
care recipients, are subsidized by the state
budget, as is child and maternal care for the
uninsured. For the year 2013,'% by special
program for uninsured persons, the Govern-
ment provided 2,127,355,000 dinars to cover
the health-care for 213,500 uninsured citi-
zens, which is around 9,964 dinars or 210%/
per uninsured person.

Certain occupational groups are required to
contribute with additional funds to cover the
risks of occupational disease or injury. This ad-
ditional amount applies to all employees and
to farmers. There are two rates of contribu-
tion: Non-profit companies contribute at a
rate of 0.5% of total salary cost whereas for-
profit entities contribute 1.8% of their total
profits. These contributions are paid directly
to the health insurance fund and are used
for health-care of those groups of population
in case of occupational diseases or injuries
at work. Preventive occupational safety and
health activities are additionally paid for by
companies.

GPs have been paid by the capitation mod-
el since the year 2002. Insured citizens are
obliged to select a GP, who guides them, as a
gatekeeper, through the system.

In the year 2004 a new payment system for
hospital care was introduced, based on budg-
et calculations from the needs of the three
preceding years as well as the projected types
and volume of services for a given period of
time. This model was changed in the 2009
when the model of Diagnostic Related Groups

100 Official Gazette No.4/2013 page 84,
www.moh.gov.mk, assessed at 30.03.2013.

(DRG) was implemented in hospitals.™
Health-care professionals are paid by monthly
salary, with scales decided through collective
bargaining between the Ministry of Health
and the health-care workers union. According
to the Law for health protection, employees
at public health organizations can receive ad-
ditional payments as an reward for achieve-
ments in their work.'®

Financing the Health System in
of Moldova

Since 2004, health financing in Moldova
has been organized as mandatory health
insurance. The National Health Insurance
Company is the pooling agency for prepaid
health-care funding and the sole purchaser
of health services. Voluntary health insurance
accounted for less than 0.1% of total health
expenditure in 2010. Contributions from the
working population come predominantly
through payroll contributions of a fixed per-
centage of salary (to be paid by the employee
and by the employer). The self-employed are
expected to purchase their insurance for the
year at a fixed price. The non-working popu-
lation (14 categories including pensioners,
students, children, registered unemployed,
etc.) is covered through transfers from the
central budget.

Access to emergency and primary care is uni-
versal regardless of insurance status and so
are services connected to key public health is-
sues such as HIV infection and AIDS, TB and
immunization. The benefits package covered
under mandatory health insurance includes
specialized outpatient and hospital care and
a very limited range of pharmaceuticals. For
those without insurance cover, these services
are paid in full as out-of-pocket payments. In
2009 and 2010 the automatic coverage of
mandatory health insurance was extended to

197 Macedonian DRG model is based on the Australian
Refined Diagnosis Related Groups (AR-DRG version 5.2).

102 |aw for health protection, Official gazette No.
102/2012 article 219 al.5, www.moh.gov.mk, assessed
at 30.03.2013.
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families registered as living below the poverty
line even if they are formally known as “self-
employed”. (Turcanu et al., 2012)

Even so, 26% of the resident population was
uninsured in 2010 (17% of the urban popu-
lation and 32% of the rural). Those without
health insurance are most often self-employed
agricultural workers or informal workers in
urban areas who cannot afford to pay the
monthly contribution for a mandatory health
insurance. In actual fact, the population par-
ticipation through contributions to the health
insurance system is rather low: only about
20% of the population from rural areas and
40% from urban ones. Consequently, most
insured persons are insured by the State free
of charge (data for 2010, National Bureau of
Statistics of Moldova, 2011)

Financing the Health System in
Montenegro

(by Agima Ljaljevic)

All citizens of Montenegro are entitled to ex-
ercise their rights to health-care, additionally
they have the right to health insurance, in-
cluding the right to compensation during any
temporary inability to work and the right to
reimbursement of travel expenses related to
health care.

The health insurance system is based on the
adopted Law on Health Insurance, as well as
(as was the case in the previous period) the
principle of mandatory social health insurance
as per the Bismarck model. The Health Insur-
ance Fund is the financing body of health in-
surance. According to the Law, all employees,
retired persons, owners (founders of compa-
nies), unemployed persons, farmers and oth-
ers as family members by Law have the right
to health insurance. Mandatory health in-
surance is financed by contributions paid by
employers for their employees, the Pension
Fund for retired persons, and the Bureau for
Employment for self-employed, farmers, legal
and naturalized persons. According to new
laws, the scope of the right to health-care and

the standards of these rights include health-
care services at primary, secondary and terti-
ary levels as well as medications and medical
supplies. However, the system is not capable
of providing health-care service to the extent
defined by law.

2.3.2 Health-care delivery

Regarding governance and organization, in
all studied countries with the exception of
Kosovo, the health systems are organized ac-
cording to the principles of universal access to
basic health services, equity and solidarity in
health-care financing. The health systems in-
clude a mix of public and private medical facil-
ities, as well as public agencies and authorities
involved in the provision, financing, regulation
and administration of health services.

The health-care provision system is organized
on three levels: primary, secondary and tertiary.
The primary care system is a network of fam-
ily medicine facilities. Public medical facilities
at secondary levels provide specialized care to
the community and belong to local public au-
thorities. Medical facilities at the tertiary level
include research and teaching institutions that
also provide specialized and highly specialized
medical care for the whole population. Both
public and private health-care providers may
be directly contracted by the National Health
Insurance bodies for the provision of medical
services under mandatory health insurance. A
large number of parallel health care services
are also provided through public medical in-
stitutions belonging to other branches of gov-
ernment, which are financed from the state
budget through the respective ministries but
can also contract with the National Health In-
surance bodies.

Regulatory functions are centralized in the
Ministries of Health, which also, collects and
analyses data and generates relevant infor-
mation to contribute to the development of
evidence-based policies. Nearly all selected
countries promote the principle of Health in
All Policies through multi- and inter-sectoral
collaboration, with the Ministry of Health en-
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suring the coordination of public health activi-
ties within the sector and beyond it.

With respect to physical and human resourc-
es, most selected countries inherited numer-
ous facilities and health-care personnel from
the communist era. Infrastructure has been
significantly reduced but in some countries
there is still an oversupply of beds (see table 4).
Thus, the rationalization of hospital stock and
introduction of new management structures
in hospitals have been on the reform agenda
in Bulgaria, Croatia, Kosovo, Moldova and
Romania. Croatia'® has been most success-
ful in this respect; during 2002, health centres
began a merging process, which led to a re-
duction from 120 units in 2001 down to 49
units in 201 1. Correspondingly, the number of
hospital beds in Croatia has reduced, yet has
remained higher than the EU-28 average (579
acute hospital beds per 100 000 inhabitants
compared with 540, in 2011, WHO data). Ro-
mania started the rationalization of hospital
stock in 2011 with a planned reduction of 182
out of a total of 435 units.’® After 67 hospi-
tals were closed, a media and political scandal
occurred and the reform stopped.

In the entire region, hospital services are con-
centrated in particular areas, especially in the
larger cities and in capitals. There is also sig-
nificant variation'® in the provision of hospital
beds across regions within countries, as well as
between urban and rural areas. For example,
in Bulgaria, 51% of hospital beds are concen-
trated in just seven districts with 20% being in
the capital. In Moldova, inpatient care is pro-

193 The network of health care providers is decentralized,
and the public providers are owned by the state, cities
and counties, accessible to all citizens. By the end of
2010, there were 6,223 private practice units (doctors’
offices, laboratories, private pharmacies, private physical
therapy practices and home care services) registered. The
private health care providers offer mostly diagnostic and
outpatient care, and increase their share yearly. (Country
study)

104 Ministry of Health of Romania, Press Release
01.02.2011, Ministerul Sanatatii a inceput procesul de
reorganizare a sistemului spitalicesc,
http:/Avww.ms.ro/?pag=62&id=8806&pg=1

105 Data presented in this paragraph come from coun-
try studies, based on diverse national sources, for 2007-
2011.

vided at the municipal and district (secondary
care) as well as republican (tertiary care) levels,
but highly specialized tertiary services are con-
centrated in Chisinau. In Romania, the capital
region has over 10 hospital beds per 1,000
inhabitants compared with less than 5 in the
poor North-East region. At the same time, the
ratio between urban and rural areas in terms
of the number of hospital beds per 100,000
inhabitants is 8.5. In Serbia, the number of
beds per 1,000 people ranges between 3.2 (in
Srem) and 11.1 (in Zajecar), with the capital
Belgrade above the country average (6.9). Be-
sides the large regional disparities, the prob-
lem comes from the inadequate structuring of
hospital’s capacities that are not adjusted to
the needs of the population in particular ter-
ritories.

The capital investment in secondary and terti-
ary care provision varies from one country to
another, but generally has been lower com-
pared to the investment in primary care. As
a general rule, high-technology equipment is
available only in larger centres, whereas eve-
ryday low-technology medical equipment is
missing or outdated in many areas, particu-
larly in smaller medical facilities. Information
technology is developing, but it is fragmented
and uncoordinated in most studied countries.
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Box 1. Health-care delivery system (by Elisaveta Stikova and Lolita Mitevska)

In the Republic of Macedonia there are three levels of health care: primary, secondary and terti-
ary. Most of the institutions in Macedonia provide both primary and secondary outpatient health-
care without a clear distinction. Tertiary care institutions also provide out-patient services which,
in other countries would be considered secondary care or even primary care. Inpatient health-
care is provided by general hospitals at secondary level and by clinical hospitals and university
clinics at tertiary health-care level. The general practitioners, at primary level, decide where to
send the patient for diagnostic and treatment procedures by using a strictly recommended refer-
ral system.

According data from the year 2010, there are 3375 private health-care practices that have con-
tracts with the Health Insurance Fund and provide primary levels of care and 386 practices for
secondary level care. The hospital care facilities are organized in 29 university clinics, one univer-
sity clinic for maxillofacial surgery, 4 clinical hospitals, 14 general hospitals, 13 special hospitals, 6
rehabilitation centres and spas and 9 birth delivery hospitals units (Kosevska et al., 2011).

As part of the health-care reform, all dental offices and pharmacies have been privatized. How-
ever, an emergency medical and dental care service, emergency home treatment, preventive
check-ups of pre-school and school children as well as some patronage services should remain
in the public domain.

The total number of hospital beds in 2010 was 9434 or 4.6 beds per 1000 inhabitants. Their
distribution according to the level of health-care is shown in the figure above.

Number of beds in the healthcare institutions in Macedonia

N

| Tertiary level of healthcare e Y/_ ‘-l
University clinics Univef‘sity glinic Institute for Special Hospitals Ufl‘_"’_e’:'ty
1963 beds for surgical diseases rehabilitation 804 beds Cnicyon
20.8% 171 beds 215 beds 3,59 maxillofacial
L7 1.8% 2.3% 2%

\\ — /

Total 3188 beds 33.8%

| Secondary level of healthcare |

General and clinical Speci i Centers for rehabilitation
2 pecial hospitals 1370 beds en

hospitals 4292 beds o, & spas 504 beds
45.5% 14.5%

o 5.3%
\l Total 6166 beds 65.4% |‘/ >

| Out hospital beds 80 0.8% |

The first private hospital in Macedonia, specialized in gynaecology and obstetrics, was opened in
the year 2001. Throughout the following years were opened more private health facilities, spe-
cializing in cardio surgery, ophthalmic surgery, gynaecology and obstetrics. They are registered
as private general or specialized hospitals/clinics and provide health services with full payment.
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The health-care in these facilities that is covered by the Health Insurance Fund is cardio surgery
and infertility treatment. Regarding the medical equipment and modern sophisticated devices,
according to the data from public health organizations, in March 2010 there were an estimated
3863 types of devices, such as: 986 ECG devices, 318 EHO, 37 EEG, 10 EMG, 138 Rtg devices,
26 bronchoscopes, 19 colonoscopies, 29 gastro scopes, 83 respiration machines, 23 devices for
computer tomography, 4 devices for magnetic resonance, 366 dialyzers, 2 devices for in-vitro
treatment, 1 Gama camera, 32 mammography devices, 6 lithotripters 2 coronary angiography
units, 5 devices for radiographic diagnostic and another 1773 different types of devices. Be-
sides that, the aforementioned equipment wasn't satisfactory for the current needs of modern
treatment of patients. The Ministry of Health has started a project for public procurement of
new equipment. With a budget of 70 million Euros, in the year 2011 over 609 new sophisti-
cated medical devices such as: magnetic resonances, computerized tomography, angiographs,
lithotripters, linear accelerator, Rtg devices, PET (positron therapy) centre, autoclaves etc. were
procured They were distributed through public hospitals, according to the number of population
in the regions.

In the Republic of Macedonia, according to data from the National Public Health Institute in
2011, the total number of patients that have been treated in hospital was 253.906, for cancer
33.836 (13.3%), for diseases connected with the endocrinology system 6.422 (2.5%) patients,
for diseases of the musculoskeletal system 11.150 (4.4%) for cardio-vascular diseases 38.133
(15.0%) and for injuries 12.955 (5.1%) (Ckaleska et al., 2011).

Table 4. Resources in health-care services in 2011 (number)

Active Specialist

GPs physi- medical Pharma-  Nurses Hospital Hospi-
. " . tals or
per 100 cians practition- cists per per 100 beds per sta-
_ 000_ per 100 ers per _100 0(_)0 _ 000_ _100 0(_)0 tionary
inhabit- 000 100 000 inhabit-  inhabit- inhabit- health
ants inhabit- inhabit- NG ants ETG
ants ants care
Bulgaria 64 386 128 475 645 315
Croatia 51 284 97 68 579 579 49
Kosovo 119 9 382 240 17
Macedonia 274 77 38 421 450 76
Montenegro 30 202 73 15 535 397 14
Moldova 53 283 84 53 647 619 84
Romania 68 239 70 68 551 611 368
Serbia 73 309 72 32 632 557 139
EU-28 79 346 92 836 540 -

Data: WHO/Europe, European HFA Database, July 2013. Data for Kosovo from the National Institute of Public Health of
Kosovo (2012). Data on hospitals from country studies, based on diverse national sources for 2009-2011. Note: ... Data
not available.

Table 4 shows that in 2011 the availability of only in recent years, particularly in relation to
all types of medical professionals was well be- the mass migration of medical professionals.
low the European average in nearly all studied Many doctors and nurses have left medicine,
countries. In most studied countries, planning and often the country, in search of better pay,

of human resources has become a priority working conditions and/or social recognition.
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For example, Romanians represent the larg-
est group of foreign medical doctors in Italy.
Health professionals from Croatia, Bosnia and
Herzegovina and Serbia represented in 2008
about a quarter of all active medical doctors
in Slovenia. Croatia and Turkey are the main
source countries for foreign nurses in Ger-
many. Health professionals (especially nurses)
from the former Yugoslavia account for a sig-
nificant part of the foreign workforce in Aus-
tria. (Wismar et al., eds., 2011)

During 2000-2005, about 10% (5,180) of
the total number of medical doctors and 5%
(4,440) of nurses trained in Romania worked in
any of the OECD countries (Simoens and Hurst
2006). These percentages were higher for Ro-
manians than for citizens of any other former
communist country. For instance, percentages
for Bulgarians were 6.2% of medical doctors
and 2.6% of nurses. The EU enlargement
and the economic downturn considerably in-
creased existing flows towards the western EU.
In 2007, 1,421 medical doctors (around 3%
of all practicing medical doctors in Romania)
left in that year alone. In 2009, under condi-
tions of economic downturn, the new staffing
regulations in the public sector and a 25% cut
in the salary of health professionals contrib-
uted to higher outflow numbers. Intention-to-
leave data from Romania indicates continuing
high outflows of medical doctors; more than
300 certificates per month were issued to Ro-
manian medical doctors in 2010. The health
professional mobility is a matter of concern,
particularly because the most economically de-
prived North-East region was most affected by
outflow. An effective health workforce strat-
egy has been lacking and some of the reten-
tion measures in rural areas have not proved
effective. (Galan et al., 2011)

Health professional mobility has a long tradi-
tion in Serbia. It is estimated that a total of
10,000 Serbian health professionals have
moved to work abroad since 1960, particu-
larly in Germany and Switzerland, and more
recently, Slovenia. Aside from the country’s
political and economic situation, health pro-
fessional outflows are due to higher salaries
abroad and domestic oversupply of medical
doctors, but also to working conditions and

limited career development opportunities in
domestic health sectors. (Jeki¢ et al., 2011)

Service delivery contributes to health improve-
ment by providing individual and collective
services and ensuring access to, and quality
of, health services. The quantity, appropriate-
ness and quality of services delivered will de-
pend on the geographical distribution, skill
mix and size of the health-care workforce.
Thus, health professional mobility results in
reduced quality of services by causing short-
ages and misdistribution of specialists and/or
by affecting the skill mix (Wismar et al., eds.,
2011). For example, in Moldova, over 9,000
doctors and nurses left the system between
1996 and 1999 and another 10,000 medical
staff did the same in the period 2000-2008
(UNDP. 2011). In Romania, the rural areas
with the lowest coverage of medical doctors
report some of the highest emigration rates
among medical doctors and nurses under the
conditions in which the number of doctors per
1,000 people is 5.8 times lower in rural than in
urban areas (Galan et al., 2011).

However, the problem of shortages is not just
related to the absolute number of doctors, but
also their profile. In deprived rural areas, the
departure of even a few specialist doctors can
produce a substantial effect on service delivery.
Given that family medicine is one of the most
demanded specialties in some EU countries, it
is most likely that access inequalities to prima-
ry care services will increase even further if the
emigration of family doctors continues and/or
increases. Also, some specialties and skills at
hospital level might be adversely affected. This
is the case in Romania, where increasing emi-
gration of medical doctors and nurses in 2010
has jeopardized the proper running of many
facilities, especially small municipal hospitals.
Even when the Ministry of Health advertises
job vacancies for missing specialties, many of
them continue to remain unoccupied (Galan
etal., 2011).

Shortages of some specialties and skills are
reported in the following studied countries -
Croatia, Macedonia, Kosovo, Moldova, but
not necessarily in relation to health profes-
sional mobility.
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Health professional mobility impacts health
system performance not only in service deliv-
ery but also on resource creation, financing
and stewardship. According to estimates, Ser-
bia and Montenegro have spent US$ 9-12 bil-
lion educating and training medical specialists
who have left the country. (Jekicetal., 2011) In
all countries with significant outflows, health
workforce planning is hampered by the lack of
solid evidence, particularly related to nurses.

With regard to provision of services, in all stud-
ied countries family doctors or general prac-
titioners act as gatekeepers to specialist and
inpatient services for insured patients, by the
use of a strictly recommended referral system.
Despite the efforts to develop primary care,
access to adequate and holistic community
health-care remains a challenge for certain seg-
ments of the population (low-income groups,
residents of rural areas and small towns, Roma
etc.). The community nursing system remains
largely unutilized as the most powerful “equal-
izer” in the health system (UNICEF reports).
None of the studied health systems has the ca-
pacity to provide the comprehensive packages
defined by the national laws.

Most hospital beds are for acute care. Pallia-
tive, long-term and rehabilitation care are not
sufficiently developed as parts of the health
systems in the region. Most long-term care is
provided in the family, and there are few re-
sources available for informal carers.

In most studied countries, the pharmaceuti-
cal supply network was almost entirely priva-
tized. There is an oversupply of pharmacies in
urban areas, whereas in rural areas shortages
are still a problem although the situation has
gradually improved. For example, in Romania,
there are 7 times more pharmacists per 1,000
people in urban localities than in rural ones.
This has implications for access of rural popu-
lations to essential medicines.

The limited access of some segments to health
services leads to significantly larger propor-
tions of the population reporting unmet
needs for medical examination (due to them
being too expensive, too far away to travel to
or too long a waiting list): 5.1% in Croatia,

9.8% in Bulgaria and 11.9% in Romania com-
pared with the EU-27 average of 3.4% (data
for 2011, Eurostat). At the same time, surveys
such as Eurobarometer or European Qual-
ity of Life Survey (EQLS) indicate Romanians
and Bulgarians as the most dissatisfied with
health-care provision in their country. In 2008,
a Eurobarometer'® showed that the propor-
tion of individuals who assessed as “very
good” or “rather good” the health-care provi-
sion in their country was only 17% in Bulgaria,
20% in Romania, but this figure reached 42 %
in Croatia, and rising to 52% in Macedonia
as against a European average of 55%. In
2011, the perceived quality of health services
was only 4.5 in Bulgaria and 4.7 in Romania
compared to 6.3 which was the average rate
of EU-27 (Eurofound, 2013, 3rd EQLS). Low
levels of perceived quality of heath-care and
lack of trust in doctors’ professionalism was
also reported for Moldova (e.g. IOM, WHO,
UNAIDS and Ministry of Health, 2010).

From a consumer and patient perspective,
the Euro Health Consumer Index 2013 (fig-
ure 16) indicates that all SEE countries need
to improve the performance of their health
systems in all considered areas: patients rights
and information, accessibility (waiting times
for treatment), outcomes, range and reach
of services provided, prevention, as well as
pharmaceuticals deployment. Among the five
countries included, Croatia appears to be the
best performer (ranked 19th). The other four
countries fall at the bottom of the hierarchy.
Of the 35 European countries covered, Ser-
bia finishes the last (ranked 34th),'” Romania
obtains the second worst score (ranked 33rd),
Bulgaria is ranked 30th, and Macedonia is
ranked 27th. Furthermore, during the glo-
bal financial crisis (in the period 2006-2013),
while countries at the top (e.g. Netherlands,
Denmark) have kept improving, most coun-
tries in the bottom, including our countries,
have experienced a decline in performance
(Health Consumer Powerhouse, 2013).

196 http://ec.europa.eu/public_opinion/cf/showtable.cfm
?keylD=3232&nationID=27,28,16,32,29,&startdate=20
08.10&enddate=2008.10

107 Serbia had rank 34 although was the last in hierarchy,
because England and Scotland finished both on rank 13.



2. THE LANDSCAPE

STIFTUNG

61

Figure 16. Euro Health Consumer Index in 2013 in selected countries
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Data: Health Consumer Powerhouse (2013). Note: The graph presents the scores per country and the maximum possible
score by sub-discipline. For each sub-discipline is calculated an index based on 6 to 12 indicators, overall 48 indicators.
EHCI methodology combines statistics from WHO, OECD with soft data obtained from interviews with patients, expert
reference panel discussions and survey to Patient Organisations regarding waiting times and other 10 indicators.

In Kosovo, considerable investments have
been made since 1999 for rehabilitating pri-
mary health-care centres and hospitals. This
has contributed to improvement in human
resources, better conditions for provision of
services, and management of health-care
facilities. Nonetheless, the current Kosovo
health sector is characterized by a low quality
of health services, a lack of pharmaceuticals,
related supplies, and consumable materials.
Inpatient treatment at public hospitals neces-
sitates that patients’ families bring their own
supplies, such as drugs and their meals before
undergoing surgical interventions. Low sala-
ries and poor working conditions in the public
sector leave staff highly discouraged. There is
a rapidly growing private sector but consider-
ing the high level of poverty in Kosovo, it is
not surprising that there are not many such
patients in Kosovo who can afford to pay cash
up-front, immediately following treatment.
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3.1 SETTING THE SCENE

This chapter presents both the analysis of
data collected within this study and the main
findings. The first subchapter focuses on the
analytical framework understood as the lens
through which we analyzed the interviews.
This is followed by sections dedicated to each
of the five health problems considered in the
study, each section follows a common pattern:
a short presentation of the general situation
(incidence, prevalence and death rates), an
analysis of the accessibility of state-of-the-art
treatment in the specific disease and a list of
major barriers to access. The major areas for
intervention are then identified and discussed
in the final chapter 4.

3.1.1 Analytical framework

The performance of the public health care
system is understood in this study based on
the concept of accessibility as defined by the
WHO: ‘a measure of the proportion of the
population that reaches appropriate health
services' (WHO, 1998, p. 2). Article 35 of the
Charter of Fundamental Rights of the Euro-
pean Union'® affirms access to health-care
services as an essential right in EU Member

18 Official Journal of the European Communities
2000/C 364/01, 18 December 2000, available at: http://
www.europarl.europa.eu/charter/pdf/text_en.pdf

States: ‘Everyone has the right of access to
preventive health-care and the right to benefit
from medical treatment under the conditions
established by national laws and practices. A
high level of Human health protection shall be
ensured in the definition and implementation
of all Union policies and activities.’

The analysis presented in the next subchapters
was structured in line with the model used to
analyze actual access of the population to
health-care services developed by Wismar et
al. (2011, p. 49-50), which identifies seven
steps, each representing a potential access
barrier that needs to be surmounted if uni-
versal access is to be achieved. The first two
steps are fundamental and refer to: (1) health-
care coverage of the population (both public
and voluntary health insurance), in particular
if it extends to the whole population and (2)
benefits covered under the system of primary
coverage: some services may not be covered
in the benefits basket, or are covered but not
available. The other five steps refer to: (3)
cost-sharing policies as these can threaten eg-
uity of access; (4) geographical distribution of
services that may pose a threat to accessibility
in spite of equal entitlement; (5) a lack of ac-
creditation of health-care providers that may
block access to these providers; (6) the organi-
zation of the system that can result in barriers
to access, mainly through waiting lists; and (7)
the preference and ability of patients to actu-
ally utilize a health-care service, which is influ-
enced by gender-related, socioeconomic and
cultural factors.

The topic of health insurance coverage of the
population has been discussed in previous
sections so we will not address it during the
analysis of health problems. Generally, in all
eight countries, employers must register their
employees with the health insurance fund
when a new employee starts work. Employees
and employers pay monthly contributions in
an amount which varies from one country to
another. Dependent family members are cov-
ered by the contributions paid by employed
family members. The unemployed, old age
pensioners and people on long-term sickness
benefit or maternity leave do not have to pay
healthcare contributions. Social aid covers the
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health insurance for poor people. Self-em-
ployed persons and farmers must pay a con-
tribution varying across countries, which is cal-
culated according to the taxable revenue from
self-employment, but the base rate cannot be
lower than the average or minimal wage in
the country for the month that the contribu-
tion is paid. Emergency care is available free
for everyone including those without state
health insurance. However, once your condi-
tion has stabilized providers will want proof of
insurance status and may expect payment in
cash.

The data obtained through interviews with
knowledgeable observers and individual wit-
nesses, for each of the five selected health
problems, was organized and analyzed in
relation to an adjusted 6-access-steps model
based on the following sequence of themes:

(A) The extent to which the national benefits
packages cover diagnostics, treatment,
monitoring and rehabilitation in the spe-
cific health problem. At a general level,
in all eight countries, the state fund cov-
ers most medical services including treat-
ment by specialists, hospitalization, pre-
scriptions, pregnancy and childbirth and
rehabilitation;

(B) The extent to which payments, co-pay-
ments, and out-of-pocket money are in-
volved and threaten equity of access in
the diagnosis, treatment, monitoring and
rehabilitation in the specific health prob-
lem;

(C) Geographical access and availability of
services in the diagnosis, treatment, mon-
itoring and rehabilitation in the specific
health problem;

(D) Public and private health-care provid-
ers available in the diagnosis, treatment,
monitoring and rehabilitation in the spe-
cific health problem;

(E) Waiting lists and other aspects of system
organization that can result in barriers to
access in the diagnosis, treatment, moni-
toring and rehabilitation in the specific

health problem;

(F) Groups with limited access and risk fac-
tors related to the specific health prob-
lem.

Within the study The Performance of Health-
Care Systems in SEE, the data collection proc-
ess was based on structured interviews that
followed ten interview guides (see Research
instruments) common to all countries. The
interviews began with few opening ques-
tions about general perceptions on the pub-
lic health-care services, followed by tailored
guestions depending on the particular thera-
peutic scheme of each health problem.

3.1.2 General assessment of the public
health-care services

This section presents the opinions of the inter-
viewed knowledgeable observers both about
the accessibility, availability and quality of
health-care services in their country and the
population’s confidence in the public health
system. These results should be interpreted
with caution since neither the overall sample
nor the national samples of knowledgeable
observers are statistically representative.

Opinions of knowledgeable observers vary
significantly across countries with respect to
all dimensions (figure 17). At one extreme,
the knowledgeable observers from Croatia,
Montenegro and Serbia tend to assess their
health systems in positive terms. At the other
extreme, representatives of Romania, Moldo-
va and Kosovo are rather critical in evaluating
their health systems (except accessibility that
is assessed as being ‘good’ in Kosovo). Bulgar-
ians and Macedonians consider their health
systems as being medium-good in all respects,
be it accessibility, availability, quality of health-
care services, or the population’s confidence in
the public health system.
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Figure 17. Knowledgeable observers’ assessment on accessibility, availability, quality of and confidence in the health-care

services
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Data: FES (2012-2013) Performance of the Public Health-Care Systems in SEE countries. N=125 knowledgeable observers
by country, except for Kosovo N=113 (18 missing cases). Note: Assessment for each dimension on a scale from 1 - 'very
poor’ to 5 - ‘very good'. The graph presents the average values. On all dimensions, differences between countries are
statistically significant according to a univariate analysis of variance (at p=.000).

For measuring the general assessment of the
health system we aggregated the opinions on
the four dimensions in a dominant opinion in-
dex.'® The results are shown in figure 18. At
the level of the overall sample, the dominant
opinion about the health-care services has an
average value of 32 (and a standard deviation
of 46), which shows that the performance of
the health systems in the SEE region is rather
a matter of controversy among health profes-
sionals.

109 Method developed by Hofstede (1980) based on the
formula: (P-N) * (T-NR)*100/T*T, where P — positive an-
swers (‘very good’ or ‘good’), N — negative (‘'very poor’
or ‘poor’), NR — neutral or non-response, and T — total
number of variables. This type of index varies between
-100 (generalized negative attitude) and 100 (general-
ized positive attitude toward the issue).
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Figure 18. General assessment of the health systems from 8 SEE countries according to knowledgeable observers
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Kosovo N=113 (18 missing cases), a total of 988 knowledgeable observers. Note: Assessment on a scale from 1 - ‘very
poor’ to 5 - ‘very good’. The graph presents the average values of the dominant opinion index determined based on the
four dimensions shown in figure 17. Differences between categories are statistically significant according to a univariate

analysis of variance (at p=.000).

Firstly, the dominant opinion varies widely
from a country to another. In Croatia and
Montenegro, most health professionals tend
to consider that the national health systems
perform well in terms of accessibility, avail-
ability and quality of services and are invested
with trust by population. By contrast, in Ko-
sovo, Moldova and Romania, health profes-
sionals are divided almost equally between
positive and negative assessments.

Secondly, in the entire region, health profes-
sionals from rural areas tend to assess the
system’s performance as being much weaker
than in urban areas. This opinion reflects the
urban - rural gap which (as we have shown in
the previous chapters) is also highly visible in
the statistics and indicators on health status
and health-care provision.

Thirdly, the performance of health systems in
the SEE region is significantly lower in relation
to certain groups of diseases, such as cancer.

Fourthly, the assessment depends also on the
profile of the evaluator. Thus, patient organi-
zations tend to be very critical, NGOs are rather
neutral (or almost equally split between posi-
tive and negative attitudes), whereas special-
ist doctors and management representatives
(from regional and national departments of
public health) are the most positive regarding
the system’s performance. This gap between
the patient organizations and the system’s rep-
resentatives is particularly accentuated in the
case of terminal diseases (such as cancer). The
patient organizations mainly focus on ‘des-
perate cases’ such as the poor, Roma or other
vulnerable people who need help and support
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in order to access appropriate health services.
By contrast, the system representatives tend
to focus on success stories, on health profes-
sionals who strive to provide state-of-the-art
services under severe constraints of all kind or
on the efforts to provide minimal conditions
in a context of significant cuts and budgetary
shortages.

3.2 MYOCARDIAL INFARCTION
3.2.1 General situation

Cardiovascular diseases are the leading cause
of morbidity and mortality worldwide. Statis-
tical data (WHO) shows that circulatory dis-
eases, especially coronary disease are leading
causes of morbidity and mortality in all eight
studied countries; the share of cardiovascular
diseases (CVD) in overall mortality is higher
than 50% (figure 13). Ischemic heart disease
(IHD), along with cerebrovascular diseases, is
leading causes of death in this group of dis-
eases. Thus, the share of deaths attributable
to IHD ranges between a low 13% of CVD
deaths and 7% of all deaths in Montenegro
(2009), and a high 66% of CVD deaths and
38% of all deaths in Moldova (2011)."° The
age-standardized death rates from IHD have
registered a decline in recent years, yet have
remained higher than the European average
in Croatia, Romania and especially in Moldova.

Acute myocardial infarction (including sub-
sequent myocardial infarction) is the leading
cause of deaths in the group of ischemic heart
diseases.

There are significant regional, gender and age
gaps in age-standardized death rates from
acute myocardial infarction. Figure 20 shows
that, in 2010, 177 per 100,000 deaths among
Macedonian men were attributable to myocar-
dial infarction in comparison to only 96 deaths
per 100,000 among Macedonian women of all
ages. In Romania, the rate for men aged 0-64
years was 62 per 100,000, while for women
was only 16 per 100,000. The figure also il-
lustrates the ‘east-west gap’ in mortality rates,

110 Shares of IHD deaths in the other countries were
the following: Bulgaria (2011) - 18% of CVD deaths and
11% of all deaths; Croatia (2011) - 44% of CVD deaths
and 20% of all deaths; Macedonia (2010) - 15% of CVD
deaths and 9% of all deaths; Romania (2010) - 35%
of CVD deaths and 20% of all deaths; Serbia (2011) -
20% of CVD deaths and 10% of all deaths. For compari-
son, the European averages in 2011 were 37% of CVD
deaths and 13% of all deaths. Note: Percentages in total
deaths calculated based on age-standardized mortality
rates per 100,000 of all ages of the population. Data:
WHO/Europe, European HFA Database, July 2013, last
reported data.
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Figure 19. Trends in age-standardized death rates from IHD: all ages per 100 000 population
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Figure 20. Standardized death rates due to acute myocardial infarction (including subsequent myocardial infarction) per

100,000 population, by gender, broad age groups and country, in 2010
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Data: Eurostat, September 2013. Notes: Annual data. Data not available for the other countries included in the study.

which is evident for men as well as women, for
the young as well as the elderly.

Although statistics are not available, myocar-
dial infarction is also considered to be one of
the leading causes of death also in Kosovo,
with an increasing incidence among younger
people.

In Montenegro, there are no precise figures on
the number of patients suffering heart attacks,
or the percentage of mortality, as the registry
is in process of development. However, the
analysis of national data shows that the over-
all mortality rate from myocardial infarction
is higher in the male population (62%) than
in females (38%). Out of the total number
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of people who died of myocardial infarction,
62.3% died before the age of 75 years, and
28.4% before the age of 65, suggesting that
death by myocardial infarction is a more sig-
nificant factor in older age groups. However,
by comparing the mortality profile of myocar-
dial infarction and cerebrovascular disease it
becomes apparent that myocardial infarction
is more significant among younger persons
compared to cerebrovascular disease.™

1 Qut of the total number of people who died from
cerebrovascular disease, 45.1% died before the age of
75 years and 14.7% before 65 years.

The main risk factors for myocardial infarc-
tion (and CVD) in the region are almost the
same as in other EU countries, including obes-
ity, smoking, high blood pressure, diabetes,
hyperlipidemia, stress, physical inactivity and
genetic factors. The national studies report a
rather high incidence in population of risk fac-
tors in most countries.

The cardiovascular diseases represent an ur-
gent public health problem due to increasing
number of patients with cardiovascular dis-
eases and their impact on the loss of the work
capacity of the young-aged persons.

Box 2. An analysis of national data on acute coronary syndrome in Serbia (by Milos Bjelovic)

There is National Registry of people affected by acute coronary syndrome. Some of the data are
extrapolated from the main registry and published yearly by the Institute of Public Health of Ser-
bia, as a part of the Health Statistic Yearbook.

In 2011, in Serbia, 55,514 people (25,454 males and 30,060 females) died from cardiovascular
diseases (ICD 10: 100-199). Cardiovascular diseases account for 53.9% of all causes of death and
are the leading cause of death in Serbia. Females were dying from cardiovascular diseases more
often (54.1%) than males (45.9%).

Ischemic heart diseases and cerebrovascular diseases are leading causes of death in this group
of diseases. In the observed ten-year period death rates for cardiovascular diseases in Serbia in-
creased from 756.9 per 100.000 to 764.8 per 100.000 populations. In the period between 2002
and 2011 mortality rates in females increase by 2.1%, compared to a 0.1 decrease in males. In
the period between 2002 and 2011 death rates form hypertensive diseases (ICD 10: [10-115)
increase by 75.3% and from ischemic heart diseases (ICD 10: 120-125) by 9.5%. The reason for
this evolution in death rates for the above mentioned diseases lies largely in better coding of the
primary cause of death.

As the most severe form of ischemic heart diseases, acute coronary syndrome (ACS) has been
leading health issue in the developed countries. For many years, it has been the leading problem
in the developing countries, too. Acute coronary syndrome includes acute myocardial infarction
and non-stabile angina. In Serbia, in 2011, 55.0% of all deaths from ischemic heart diseases
were caused by ACS. Myocardial infarction was diagnosed in 95.2% of patients, and non-stabile
angina was diagnosed in 4.8% of patients.

— According to the data from the population-based Registry of Acute Coronary Syndrome in
Serbia, in 2010, acute coronary syndrome was diagnosed in 22,078 cases. Incidence rate
was 302.8 per 100,000 population. In the 2011, 5,839 people in Serbia died from this dis-
ease. Mortality rate was 80.4 per 100,000 populations. Additional data extrapolated from
the Acute Coronary Syndrome Registry from 2010 were the following:

— Demographic data suggested that an average age of the patients with myocardial infarction
was 65 years, with age range of 22 to 110 years and standard deviation of 12 years.
— The most common risk factors for acute coronary syndrome included high blood pressure

(10,049 patients), a family history of chest pain, heart disease or stroke (7,178 patients),
high blood cholesterol (6,878 patients), physical inactivity, smoking, diabetes and obesity.
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Medical history of the patients treated in the acute coronary units in Serbia included previ-
ously diagnosed angina pectoris (4,178 patients) and acute myocardial infarction (3,051
patients). The 1,517 patients underwent percutaneous invasive coronary intervention, 618
patients had coronary artery by-pass graft. A total number of 632 patients had peripheral
artery disease and 870 patients had cerebrovascular accident.

Average time span from developing disease symptoms until acute coronary unit admission
was 855 minutes, including all acute coronary units in Serbia. Median was 180 minutes and
mode was 120 minutes. The majority of patients, 10,714 had typical disease symptoms,
1,542 patients (10.4%) had atypical symptoms and 149 patients were symptoms free.

A large number of the patients (6,713) was initially examined by emergency physician, 2,631
patients by attending GPs, 2,440 patients by attending physician in emergency admission
units, 1,315 patients were transferred from other hospital departments, 371 patients was
transferred from other health-care institutions. In 1,428 patients this data was not recorded.

The vast majority of patients admitted to acute coronary units in Serbia had previously
administered therapy which included: acetylsalicylic acid (12,827 patients), clopidogrel
(11,831 patient), nitroglycerin (7,537 patients), heparin (1,976 patients), low molecular
weight heparin (10,199 patients), beta blockers (9,951 patient), ACE inhibitors (10,348
patients), diuretic (5,013 patients), calcium channel blockers (1,602 patients) and statins
(11,861 patient).

Urgent percutaneous trans-luminal coronary angioplasty was performed in 1,861 patients.
A total number of 1,996 patients were treated with thrombolytic therapy.

All the above mentioned data represented quality indicators for clinical care.

The collected data included complications of acute myocardial infarction, which had large social
and economic importance, including lowered work productivity. The most common complica-
tions of acute myocardial infarction included: rhythm and conduction disorders (3,010 patients),
heart failure (499 patients), and post-acute myocardial infarction angina (983 patients). Myocar-
dial re-infarction occurred in 281 patients, mechanic complications in 291 patient, 869 patients
underwent cardiopulmonary resuscitation. Average length of hospitalization in acute coronary
units was 9 days, with a mode of 8 days.

National institutional arrangements and
policies

In Croatia, health-care policies and institutions
involved in prevention are mainly family doc-
tors and primary health-care. High attention
is also directed toward secondary prevention.

In Kosovo, a patient with myocardial infarc-
tion will usually end up in emergency centre.
From there, patients are referred and treated
in regional hospitals and University Clinical
Centre of Kosovo. There is a lot of human ca-
pacity (medical professionals) for dealing with
cardiovascular disease. There are protocols in
place that are used by physicians in hospitals
and there is a lot of training that has equipped
medical staff for performing high quality care.

In Macedonia, according to the recommenda-
tions from the WHO, the Ministry of Health
prepared a second National strategy for pre-
vention and control of non-communicable
diseases for the period 2007-2012, as well as
Strategy for health, environment and safety
work places, Strategy for diabetes etc. Each
year the Ministry of Health announces a na-
tional program for prevention of cardiovas-
cular diseases (CVD). There are integrative
activities for GPs, Public Health Services, Gov-
ernment and local communities by which is
expected to decrease the risks for CVD and
protect the health of the population.

The patient with acute myocardial infarction is
usually accepted by the teams from Emergency
Units. They are responsible to give first aid and
to transfer patients to hospital. All bigger cit-
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ies in Macedonia have general hospitals where
exist a Department for internal diseases. The
patient receives a treatment and if the prog-
noses are not well, the patient is transferred
to Clinic for cardiovascular diseases in Skopje
by organized transport. As a most specialized
institution for the tertiary level of healthcare,
this Clinic provides health-care services for all
patients regardless of their residential place.

Couple of years ago, there was a lack of
equipment for early diagnosis of acute myo-
cardial infarction within the Emergency units;
the transport was performed by old and un-
safe transport vehicles. The situation is much
better now, due to the efforts of the Minis-
try of Health to provide new fully equipped
vehicles for emergency units. Coronography
and early antifibrinolotic therapy are present
only in some health-care facilities, generally in
Skopje (private hospitals and at the Clinic for
cardiovascular diseases).

In Moldova there is a lack of coherent and fi-
nancially sustainable policies on prevention,
detection, diagnosis and treatment of CVD.
Since 2002, Moldova hasn't approved and
implemented National Programs for control of
cardiovascular diseases.

In Montenegro, the network of reformed
primary health care centers, through organi-
zational unit of prevention centers, provides
conditions for the implementation of meas-
ures of prevention and health promotion,
early detection of diseases, monitoring and
control of situation, while the Coronary unit
at the Clinical centre of Montenegro monitors
and treats cardiovascular diseases.

As part of improving the health-care system in
Montenegro, financed by the World Bank, the
Ministry of Health of Montenegro has devel-
oped a National Guide of Cardiology, 2012.
Implementation of this guide in the field of
cardiology aims at realizing the benefits for
beneficiaries and health-care providers in this
area, and therefore the health-care system as
a whole.

The Government of Montenegro has devel-
oped a National Strategy for the prevention of

chronic diseases, which covers, among others,
cerebrovascular and coronary heart disease.
This strategy provides the basic guidelines for
a comprehensive and coordinated response to
the growing presence of these diseases, and
the aim of the Strategy is to avoid premature
mortality, reduce morbidity and integrated
multi-sectoral activity, directed towards the
elimination and reduction of risk factors. In
the period June-August 2012 in collaboration
between the Institute of Public Health and the
bakery sector a study on the amount of salt in
bread and bakery products were conducted,
including 107 samples of bakery products
from 6 municipalities, of 18 manufacturers
which supply the majority of the market in
Montenegro. The results showed that more
than half of samples contain a higher concen-
tration of salt than recommended 1.5%. The
long-term goal of this initiative is to contrib-
ute to reduce the prevalence, i.e. the extent
of chronic mass diseases associated with diet
in Montenegro, i.e. decrease in mean arterial
blood pressure and improving its control in
the general population (bearing in mind that
arterial hypertension is a major risk factor for
cardiovascular disease).

Given the importance of the program and its
relationship with the EU integration process
of Montenegro, it is essential to receive sup-
port of administrative and management bod-
ies (Ministry of Health, Health Insurance Fund,
Ministry of Finance, Ministry of Economy, Min-
istry of Agriculture, Chamber of Commerce of
Montenegro, the Centre for Consumer Pro-
tection, the National Council for the assess-
ment of food safety, etc.).

In Romania, one of the most important steps
made in the direction of reducing mortality
due to myocardial infarction was the introduc-
tion, in 2010, of the National Invasive Program
for Acute Myocardial Infarction Treatment.
The aim of the program was to correctly treat
myocardial infarction according to the Euro-
pean guidelines. In 2011 the program already
exceeded the target of 3,500 patients treated
each year. According to official data,'”? in the

12 http:/Avww.ms.ro/?pag=62&id=9183.
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first year, 4,052 patients received free, special-
ized treatment within the program. The suc-
cess of the program was positively evaluated at
the end of the first year of implementation as it
led to a decrease by 15% of hospital mortality
in acute myocardial infarction patients. How-
ever the program functions only in nine hospi-
tals from capital Bucharest and few large cities:
lasi, Timisoara, Targu Mures and Cluj-Napoca.

In the Republic of Serbia, cardiology service is
organized on several levels, including depart-
ments of cardiology, acute coronary units and
post coronary care units within tertiary level
health-care institutions (Clinical Center of Ser-
bia —Belgrade, Institute of Cardiovascular Dis-
eases in Sremska Kamenica, Clinical Centre
Ni8, Clinical Centre Kragujevac). The following
facilities are all performing invasive cardiology
procedures. On the secondary healthcare level,
all Clinical Centers are equipped with acute cor-
onary units, post coronary units, departments
of cardiology and angiogram units, while only
few of the regional health-care institutions are
performing diagnostic and therapeutic inva-
sive cardiology procedures. The management
of acute coronary syndromes also includes GPs
within the primary health-care level and emer-
gency physicians who are often first in provid-
ing medical care to the patients.

3.2.2 Interviewees on myocardial
infarction

In all 8 countries a total number of 268 inter-
views on myocardial infarction were realized,
of which 80 individual witnesses and 188
knowledgeable observers.

The study covered in each country various re-
gions including metropolitan (159 interviews),
urban (81) as well as rural (28) areas. Out of
the total sample, the knowledgeable observ-
ers interviewed for myocardial infarction from
large urban areas represent the largest group
of interviewees on the topic (44% of the total
interviewees on myocardial infarction).

Interviews were carried out both with women
and men. At sample level, 56% of total in-
dividual witnesses are men. Due to the fact
that in the majority of health-care systems
there are more women employees than men,
female knowledgeable observers represent
55% of the total medical representatives that
participated in the project on the myocardial
infarction topic.

Individual witnesses who participated in the
study were mainly patients diagnosed during
the period 1st January 2010 - 31st December

Figure 21. Myocardial infarction: Distribution of the sample by interviewee’s type by area and by country (number of
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Figure 22. Myocardialinfarction: Distribution of the sample by interviewee's type, gender and country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.

2011, aged between 19 and 88 years old (and
an average age of 54 years old), from a range
of ethnic groups,'" with various levels of edu-
cation'* and a broad range of occupations.'™

Knowledgeable observers are medical rep-
resentatives, aged between 24 and 67 years
old (with an average of 44 years old). The in-
terviewees include specialists (86 interviews),
general practitioners (46), public health repre-
sentatives (17), hospital representatives (14),
emergency centres representatives (14), pa-
tients’ organizations (5), NGOs (3), and others
(3).

The main characteristics of the sample on my-
ocardial infarction, regarding both individual
witnesses and knowledgeable observers, are
presented in tables A.3 and A.4 in Annex.

13 Bulgarians, Croatians, Kosovars, Albanians, Mace-
donians, Montenegrins, Romanians, Moldovans, Roma,
Ukrainians, Russians, etc.

4 Were interviewed 10 with elementary education, 28
with high school, 32 with college or more. For Kosovo
data regarding the level of education of the interviewees
is not available.

5 Employed (45 interviews), pensioners (27) or other
economically inactive persons (7).

3.2.3 Accessibility to the state-of-the-
art treatment in myocardial infarction

This section analyzes the actual access of pa-
tients with myocardial infarction to state-of-
the-art diagnostic, treatment, monitoring and
rehabilitation based on the interviews with
knowledgeable observers and individual wit-
nesses from the eight selected SEE countries.
The analysis is organized according to the
adjusted 6-access-steps model presented in
subchapter 3.1.1.
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(A) Content of the national benefits baskets

In all studied countries, acute myocardial inf-
arction is included in the list of major medical-
surgical emergencies covered by emergency
medical assistance at the pre-hospital stage,
including medical-assisted transportation to
the hospital institution. For insured persons,
these are covered by mandatory health insur-
ance, whereas uninsured persons, in the event
of acute myocardial infarction, receive free
medical care, including hospital care until his/
her health condition is stabilized and the life-
threatening danger is excluded.

(B) Formal and informal out-of-pocket money

In Bulgaria, the medicines to be taken after
acute myocardial infarction are only partially
covered by the National Health Insurance
Fund. The amount that patients pay for medi-
cation is about € 15-25 per month."® In ad-
dition, patients may choose to pay for a stent
of better quality. No other out-of-pocket pay-
ments were reported. Bulgarian medical spe-
cialists evaluated the total cost of tests and
examinations for acute myocardial infarction
treated with angioplasty in the range of be-
tween € 200 and € 4,000.

In Croatia, treatment and medicines are totally
free of charge for people covered by health in-
surance. However, the costs assigned to treat-
ment in acute myocardial infarction covered
by the health insurance (clinic/hospital budg-
et) are so high that doctors need to consider it
before they apply it; a fact which is considered
to hamper the work of health professionals.
In rare cases (usually including surgical inter-
vention), informal payments are requested (up
to € 1,500). A patient without health insur-
ance who cannot pay the demanded amount
would receive the same treatment and would
get the bill afterwards, according to the price
list.

In Kosovo, people do not have to pay for

services they get in the public sector, but for
services not available in the public health-care

16 At an exchange rate of 1.95583 BGN= 1 EURO.

system, such as angioplasty or various tests,
patients have to pay out-of-pocket. However,
in reality, out-of-pocket payments are needed
due to many unexpected circumstances sur-
rounding acute myocardial infarction and the
fact that in many cases the emergency centre
or other department to where patients are re-
ferred from emergency centre will most likely
lack medical supplies and medications. In pub-
lic facilities, informal payments or payments
for supplies or medication that are missing
amount to less than € 100 in mild cases, up
to several hundred euro for cases of surgical
intervention and the case of private health
institutions the out-of-pocket payment may
reach € 4,200 in more complicated cases. In
addition, the payments for medication range
between € 100 (most commonly) and a few
hundred Euros. Transport services are provided
by family members on most occasions. Trans-
port is costly by Kosovo standards although
journey distances are usually not that long.
In case a patient cannot pay there are other
options. In the best-case scenario, the patient
would be treated and relieved of any charge.
In the worst-case scenario, their lack of money
may lead to their fatality.

In Macedonia, most patients have to pay a par-
ticipation fee for tests (about 2-20% of the na-
tional gross monthly wage, in February 2013),
the amount of which depends on the type
and number of analyses, for treatment (an ad-
ditional 2-20%) and for medicines that have
to be taken on regular basis (@another 1-16%,).
The patient’s treatment is declared the primary
objective and so the payment is regulated af-
ter the crisis situation passes. Thus, a hospi-
talized patients does not pay for any services
during the treatment, including laboratory
tests, food, nursing care or medication. The
model of payment depends on organizational
issues, because some health facilities provide
payment options (paying in installments, late
payment and/or through the involvement of
social care service). The last (and least popular)
payment method is administrative regulation
via the courts. N.B. Co-payments are declared
by some health professionals as being barriers
to access stat-of-the-art treatment for patients
with modest means.
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Box 3. Informal payments in acute myocardial infarction in Moldova (by Andrei Mecineanu)

Acute myocardial infarction (AMI) patients face a number of financial barriers to accessing health
services, especially at the stage of hospital and outpatient post-hospitalization treatment. Among
identified barriers are the payments for diagnostic and treatment services that must be made to
medical personnel and the high cost of drugs. These are perceived as a financial burden for pa-
tients because such payments exceed their financial capabilities.

The phenomenon of direct payments was reported by all stakeholders — patients and their relatives,
health practitioners and officials. According to them, direct payments are more widespread at the
stage of hospital care, and have not been reported at the stages of pre-hospital emergency care,
prevention and/or rehabilitation. The absence at these stages of this phenomenon is determined
by factors that reflect the principles and certain realities of the organization of the health-system.

AMI patients and their relatives reported that hospital treatment is partially free of charge and
but there is the need for direct formal and informal payments. Direct payments cover the entire
chain of hospital services — medical investigations, treatment (surgical), payments made to doc-
tors, nurses and caregivers with a view to being delivered proper care.

Thus, for hospital-level diagnostic services, doctors reported the need for making formal pay-
ments amounting to 200-3,000 MDL and informal payments in the amount of 50-1,000 MDL.""”
For some types of investigations (for example, coronary radiography), formal payments are re-
ported to reach 7,000 MDL, whereas for medical treatment the amount is 500-2,000 MDL.
Regarding surgical treatment, doctors and patients reported the existence of formal payments
amounting to 30,000 MDL, to which are added payments for the procurement of necessary
medical devices (for example, coronary stents). Informal payments made to health-care person-
nel are reported to amount to 100-3,000 MDL. In some hospital institutions, such as the Institute
of Cardiology (republican-level institution), patients and their relatives reported the existence of
‘admission fees’ of around 250 MDL.

Also, according to patients and doctors, the absence of additional payments will result in the
delivery of inadequate and lower quality treatment (including the attitude and care from medical
personnel).

Patients reported making payments at the post-hospital phase for prescribed medication, which
in the majority of cases is partially compensated. Thus, there is the need for making additional
payments amounting to 100-1,400 MDL/monthly.

In the context of direct payments for AMI treatment, some critical aspects for the public health-
care system are worth noting. If it is widely known of the existence of informal payments (as
a general phenomenon) for access to health-care, then the operability of formal payments for
diagnosis and non-surgical treatment of AMI comes under question. These are determined by
the fact that, from the point of view of the normative framework in force, the need for formal
payments for health services and medication stipulated by the standard of care is not justified.

In Montenegro, the state-of-the-art treatment In Romania the situation is similar to Bulgaria.
of myocardial infarction is free of charge, but Patients do not have to pay for tests or medi-
high costs of medicines that patients receive cation during the diagnostic, stabilization or
as part of their regular therapy outside of hos- treatment phases. Nonetheless, medication

pitals was reported as a major access barrier.

In this regard, it is necessary to initiate chang- 17 At an exchange rate of 15.9967 MDL = 1 EURO, as

es in the national health policy. at December 2012, http:/Avww.curs.md/.
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is only partly compensated hence poorer pa-
tients may find it rather expensive. The access
to state-of-the-art treatment depends on pay-
ments: for a quality stent implant a patient
has to pay up to € 1,000 euro in the absence
of which the patient will receive a fibrinolytic
treatment or a stent of lower quality. Accord-
ing to our interviews, no medical staff re-
quired informal payments, but most patients
admitted giving small amounts of money as
gratitude payments.

In Serbia all treatment costs are officially cov-
ered by the Health Insurance Fund. Patients
have to provide funds for medications that
are not covered by the Health Insurance Fund
and for non-standard services, which include
apartment accommodation, control laborato-
ry work and diagnostic procedures for which
there are waiting lists. These services are
mainly performed in private practice facilities.
In rare cases, informal payments are requested
by the hospital staff (approximately €200) to
precipitate performing surgical interventions
(such as percutaneous coronary intervention).

In conclusion, in the case of acute myocardial
infarction, out-of-pocket payments are critical
in Kosovo, Macedonia and Moldova, as well as
in Montenegro with respect to medication. In
the other countries, out-of-pocket payments
limit access to state-of-the-art treatment based
on high quality medical technologies.

(C) Availability of services and geographical
access for myocardial infarction patients

The majority of health professionals and offi-
cials (83%) interviewed within our study appre-
ciate that state-of-the-art treatment in acute
myocardial infarction is available in their coun-
try.""® The negative answers are more numerous
among representatives from Kosovo, Moldova
and Serbia as well as among general practition-
ers from rural areas and specialist doctors.

The interviewed medical specialists claim that

state-of-the-art treatment of acute myocar-
dial infarction is available in Bulgaria. The

118 A total of 183 valid answers.

Table 5. The critical out-of-pocket payments (formal and informal) for patients with acute myocardial infarction in SEE

region

Diagnostic
(tests) Treatment

Bulgaria Quality stent
Croatia Rarely for

surgery
Kosovo
Macedonia Co-payments  Co-payments
Montenegro
Moldova
Romania Quality stent
Serbia Rarely for

surgery

Monitoring,

rehabilitation

Transport

to doctor

or health
facility

Medication

Co-payments

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.
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process of opening of cardiac catheterization
laboratories for coronary angioplasty is still
very dynamic —in 2012 at least 3 new ones
were opened. At the end of 2012 Bulgaria
had 31 ‘cath labs" and 5,298 coronary angi-
oplasty procedures were performed. In the
opinion of health professionals, the number
of catheterization laboratories is sufficient,
they are easily accessed and their equipment
is new and modern and the specialists there
are well trained. Medical staff calls this kind
of treatment of acute myocardial infarction
‘the golden standard’. In contrast to the treat-
ment available for cancer and stroke patients,
the treatment of acute myocardial infarction
shows no staff shortages yet. Nevertheless,
geographic access has remained a problem
due to a lack of doctors in certain areas and
insufficient rehabilitation units.

In Croatia, all interviewed health profession-
als consider that state-of-the-art treatment
for acute myocardial infarction is available to
everyone. There are national guides both for
treatment and for prevention of myocardial
infarction. Clinic/hospitals offer the following
state-of-the-art care in the case of myocardial
infarction: 12 hours of primarily PCl and a stay
in a coronary unit until stabilization - 5-7 days.
The most frequent rehabilitation is thalasso-
therapy. Doctors, medical services, emergency
services and medicines at the local pharmacy
are available in most areas of the country, but
people from remote areas (especially islands)
are at a disadvantage.

In Kosovo, state-of-the-art treatment of acute
myocardial infarction is available in the private
sector. In the public health-care system this is
only partly true; the University Clinical Centre
in Kosovo (UCCK), as a tertiary academic cen-
tre, may regarded as being be close to that,
since a lot of invasive and non-invasive proce-
dures are provided there. The UCCK staff tries
to keep up with international standards and
protocols in treating patients. The health-care
facilities, particularly the private institutions,
try to keep up with the European standards.
However, there is no official national guide for
treatment of acute myocardial infarction, but
rather different doctors try to keep up with
good practices. There have been attempts to

align Kosovo practice with EU standards and
the interviewed professionals were aware of
these initiatives and have been part of train-
ings or conferences that shared this knowl-
edge. However, there is no support from the
Ministry of Health for these actions.

Doctor or medical services are available in
most localities, but most of the mountainous
remote areas are at disadvantage. Emergen-
cy services are available but the efficiency of
emergency network is questionable: some-
times emergency ambulances are not avail-
able, sometimes the working conditions are
hard, sometimes there is a lack of supplies and
sometimes organization of the network suf-
fers. Pharmacies are available throughout Ko-
sovo with the exception of remote rural zones.
Rehabilitation units are very limited and do
not fulfil either the needs of patients or due
standards of care.

In Macedonia, there are national guidelines
for treatment of acute myocardial infarction,
which are followed in most of the cases. Doc-
tors and medical services, including emer-
gency services, are available, but most health
professionals consider that geographical ineg-
uities are quite serious across the country, es-
pecially in relation to access to state-of-the-art
treatment.

In Moldova, patients’ experiences and per-
ceptions, on the one hand, and doctors’ ac-
counts, on the other, highlight the lack of uni-
versal access to state-of-the-art treatment for
acute myocardial infarction. Such treatment is
available only in specialized tertiary level in-
stitutions from Chisinau municipality and in
some private hospitals. Rayonal and munici-
pal hospitals are limited in delivering state-of-
art treatment due to poor funding and the
unavailability of the entire spectrum of medi-
cines established by the standard of treat-
ment, etc. These factors determine that state-
of-art treatment is available only to certain
groups of patients — patients from Chisinau
municipality, patients with financial resources
or those for whom ‘lobbying’ was under-
taken. Post-infarction management does not
include the entire spectrum of measures es-
tablished according to standards in the field;
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it only includes monitoring conducted by the
family physician and cardiologist, as well as
the administration of long-term medication
treatment. Rehabilitation services related to
this health condition are unavailable. Box 4
presents more information about the quality
of medical services in acute myocardial infarc-
tion in Moldova.

In Montenegro, nearly all interviewed health
professionals believe that high-quality treat-
ment of acute myocardial infarction is avail-
able and accessible to all citizens. The registry
of cardiovascular diseases and the national
guides for treatment as well as the various
prevention policies are considered to be the
guarantee of complete coverage of the popu-
lation suffering from acute myocardial infarc-
tion, as well as monitoring their condition and
overall provision of health-care delivery.

In Romania, state-of-the-art treatment in
acute myocardial infarction is available, but
tends to be concentrated in the University
hospitals. At county and municipal level hos-
pitals, a patient is most likely to receive only a
diagnosis of certainty. For example a patient
living in Botosani county (North East region)
can be tested at the county hospital, but for
receiving a stent implant he or she has to trav-
el 150 km to the closest University hospital in
lasi county. Emergency services are available,
but their effectiveness depends on distance
as the quality of road infrastructure is rather
poor, especially in rural areas. For patients liv-
ing in rural areas the time between the oc-
currence of myocardial infarction and the first
aid may take about 40 minutes. For patients
living in the same city with the hospital the
period for receiving care reduces consistent-
ly. In Romania, the most deficient part in the
therapeutic scheme for myocardial infarction
is rehabilitation. Most patients with myocar-
dial infarction who suffer consequences such
as movement control deficiencies, emotional
instability, sensory disorders do not benefit of
a rehabilitation programme. Some of them re-
ceive home visits from the general practitioner
and all are under medication therapy. Medica-
tion is available, but some of the respondents
consider it too expensive, although is partially
compensated.

In Serbia, most interviewed health profes-
sionals do not think that state-of-the-art
treatment in acute myocardial infarction is
available in the country. Only the cardiology
and internal medicine specialists from large
medical centres consider that the best diag-
nostic and therapeutic options are available
to everyone. On the other hand, among pa-
tients, only those hospitalized in apartments
(private facilities) evaluate the received treat-
ment as the best possible care, whereas the
individual witnesses treated in public facilities
tend to complain about the quality of medical
services. This discrepancy in opinions reflects
the existent large geographic inequities across
the country as well as the lack of uniform pre-
vention, diagnostic and therapeutic protocols
for acute myocardial patients in primary care
settings and in smaller public facilities. Thus,
according to the dominant opinion, state-of-
the-art treatment in acute myocardial infarc-
tion is not available due to the large distances
from medical centres that are performing in-
vasive diagnostic and therapeutic procedures.

Mobile cardiology teams are available, but
their number is too small. Rehabilitation serv-
ices and special rehabilitation programmes are
available both in specialized centres and in lo-
cal daily clinics in Primary Health-care Centres
(outpatient rehabilitation units). Medication is
available, but pharmacies are not available in
some areas and many existing rural pharma-
cies suffer of shortage in supply, which results
in irregular use of medications in some cases.

(D) Health-care providers in myocardial infarc-
tion

State-of-the-art treatment in acute myocar-
dial infarction is provided both in public and
private facilities. In many cases, the private
providers are better endowed than the public
ones. However, private services are not free of
charge and are concentrated in larger cities,
so they are accessible only to the wealthiest
groups of population.
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(E) Waiting lists and other aspects of system
organization that can result in barriers to ac-
cess

Long waiting times to be received by a special-
ist was declared a major hampering factor in
six of the eight studied countries (except for
Croatia and Montenegro). This refers to the
regular checkups that need to be done after
hospital discharge, in the period of recovery
and monitoring. In most cases, the long wait-
ing time is a consequence of the fact that usu-
ally patients want to be seen by the doctor
who had provided the procedure and is not
always available as s/he works in hospital, in
outpatient care or in the catheterization labo-
ratory (in Bulgaria).

In Croatia, long waiting times for getting
treatment or rehabilitation were also men-
tioned. Until stabilization everything is done
on time and promptly, but afterwards patients
complain that they have to wait for everything
else, both inside the clinic/hospital and after
the discharge. They consider that the biggest
problem inside hospitals is the lack of or in-

sufficient medical staff. Because of the large
number of patients and the small number of
staff, medical workers are perceived as being
cold and unreachable. If a patient doesn’t go
to rehabilitation straight from the hospital, s/
he usually has to wait for a long time to start.
Most patients with milder consequences have
to wait longer for rehabilitation. Some of the
patients had to seek additional help or ac-
quaintances, so that they could receive reha-
bilitation processes faster.

In Kosovo, long waiting time for rehabilitation
services was also reported. The waiting time
for being received in a rehabilitation centre
can be very long due to limited capacity for
provision of rehabilitation services. There are
good practices though. Also, the waiting time
length for getting the medication depends on
where the patient receives the services.

In addition, the need to extend coverage of
the existing network of recovery units, cardi-
ology departments and/or mobile cardiology
teams was declared in five countries: Bulgaria,
Kosovo, Moldova, Romania and Serbia.

Table 6. Waiting times for treatment in acute myocardial infarction

Direct access to
specialist

Treatment

Bulgaria After discarge

Rehabilitation Getting

services medication

. Less severe
Croatia "
condition

Kosovo I B

Macedonia
Montenegro

Moldova

Romania
Serbia

Afterdiscarge { | |

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Red cells indicate long
or very long waiting times, light orange cells show a intermediate situation, and green cells indicate the areas with no
problems in terms of waiting times.
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Besides waiting times, other organizational as-
pects that reduce the quality of services have
been mentioned in Croatia, Kosovo, Romania,
Moldova (see box 4) and Serbia, including
poor hospital conditions (e.g. cold, hygiene,
food, medical supplies), poor equipment as-
sociated with laboratories (at times they don‘t
work and sometimes there is lack of particular
equipment), overcrowding of cardiology de-
partments and insufficient medical staff. Most
health professionals consider that the lack of
medical staff is the main factor responsible for
lower quality indicators of clinical care.

In spite of all the problems, most interviewed
patients across the eight countries declared
satisfaction with diagnostic and treatment in
acute myocardial infarction.

(F) Groups with limited access to health-care
services in myocardial infarction

In defining the groups with limited access to
health-care in acute myocardial infarction,

most interviewed medical professionals re-
ferred to the geographic factor. In Bulgaria,
the main group with limited access includes
people living in remote rural areas. In Croatia,
groups with limited access to health-care
people come from remote areas, particularly
islands. In Kosovo, people from rural areas,
especially mountain zones have most limited
access. In Macedonia, people living far away
from hospitals, particularly those with difficult
socio-economic circumstances have the most
limited access. In Moldova, mostly people
from rural populations have limited access to
services but generally those at large distances
from Chisinau are disadvantaged. In Serbia,
older male individuals and individuals of lower
socio-economic status residing in rural areas
are under greater risk of having fatal acute
myocardial infarction and more serious dis-
ease complications following a non-fatal acute
myocardial infarction, due to their greater dis-
tance from medical centres where adequate
medical care could be provided.

Box 4. Quality of medical services in acute myocardial infarction in Moldova (by Andrei Mecineanu)

At the onset of symptoms, patients with acute myocardial infarction (AMI) most often resort to
their family members or other relatives, who, in their turn, call for emergency medical assistance.
Also, some patients reported their decision to directly visit the hospital institution.

Patients reported a number of problems regarding the delivery of emergency medical care,
namely: the long ambulance response time (20 min - 3h), refusal of the request, refusal of
transportation to the hospital and recommendation of visiting the family doctor, lack of medi-
cal investigations or inadequate investigations conducted by emergency medical teams (lack of
ECG examination, non-evaluation of blood pressure, failure to establish presumptive diagnosis
of AMI, etc.), and the withholding of treatment while transporting the patient to hospital. These
deficiencies have also confirmed by hospital doctors, who also highlight the inadequate equip-
ment in emergency medical transport units, non-observance of AMI patient management stand-
ards and limited availability of specialized emergency medical crews.

The process of establishing the diagnosis of AMI in hospital institutions highlights a series of
shortcomings, which are less significant in tertiary level institutions. Thus, patients and their
relatives reported long waiting times for diagnosis ranging from 3 hours to 2 days, although the
standard stipulates a maximum period of 60 minutes for conducting investigations and establish-
ing the diagnosis for patients with uncertain diagnosis for AMI. A similar situation is also reported
by patients whose AMI diagnosis was established during hospitalization for another health con-
dition. In this context, one patient highlighted the absence of diagnostic measures within 24
hours after the onset of symptoms, with only the symptomatic treatment being administered
in this case. These deficiencies reported by patients and their relatives lead to the conclusion of
reduced performance of the hospital system and low capacity for ensuring effective the manage-
ment of an AMI patient.
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Stabilization treatment is initiated in the hospital institution, a situation which is dependent upon
the period of time necessary for the patient to be admitted to the hospital and have the AMI
diagnosis established. Patients and their relatives reported a waiting time of up to 1h from di-
agnosis; however the time from onset of symptoms to initiation of treatment is much too long,
which is contrary to AMI patient management standards.

Access to surgical treatment and to medication treatment according to the latest standards is
lacking, due to the fact that cardio surgical services are delivered only in tertiary level hospitals
from Chisinau municipality and in a few private hospitals, as well as due to insufficient equip-
ment and financial provision of the cardio surgical service.

3.2.4 Main access barriers in myocardial
infarction

Poor knowledge, low levels of information
and the lack of preventive health-related be-
haviours are considered to be the main factors
that hamper access to quality health-care in
seven of the eight studied countries (except
for Montenegro). The national studies report a
higher than average incidence of their popula-
tions experiencing risk factors. Due to the low
level of information many patients do not rec-
ognize their symptoms on time. Thus, a large
number of patients remain undiagnosed un-
til the fatal life-threatening situation occurs,
when the possibility to give proper medical
treatment does not yield positive results and
patients die as a result of acute myocardial in-
farction.

In most countries, there has been work in pre-
ventive health related behaviour, but there is
much room for improvement. The capacity of
the health systems in the region to ensure the
implementation of policies on the control of
cardiovascular diseases is still reduced. In these
circumstances, patients report the absence
or inadequate quantitative and qualitative
delivery of information and prevention serv-
ices. The participation of family doctors and
cardiologists in the provision of these services
consists of the administration of treatment for
associated risk conditions, which is not com-
plemented by patient education, although the
existing National Protocols provide guidelines
in this respect. As a high-level decision-maker
declared during one interview many general
practitioners are like boutique salesmen. They
open at 9 and close at 5, have no time or in-
terest for prevention activities and know noth-

ing else about the patient, other than what is
recorded in the medical record’.

Consequently, the main sources of informa-
tion for patients about cardiovascular diseas-
es, (including acute myocardial infarction) are
relatives and acquaintances, TV, the Internet
and to a lesser extent medical representatives.
This situation, which is associated with lack
of information and educational programmes,
causes a poor knowledge of symptoms or a
distorted perception of symptoms by the pa-
tient and his or her relatives. The interviews
show that patients under treatment or being
monitored for another health problem (as well
as those from families with myocardial infarc-
tion history) are more likely to be informed
or to take preventive actions. For previous
healthy persons, the myocardial infarction
usually comes as a shock: until the event, they
do not pay any attention to the risk factors,
nor consider that smoking or lack of physi-
cal activity could result in such incidents. The
recognition of symptoms and the emergency
access to care was simpler for patients with
previous interaction with the medical system.

Other major barriers to state-of-the-art treat-
ment in acute myocardial infarction in the
region refer to long waiting times for being
received by a specialist, low quality of medi-
cal services and the high cost of medication.
The first obstacle relates to general experience
of patients, as described in the previous chap-
ter. The latter two barriers indicate the need
for better financing of the health services:
for more medical staff, for extending of (and
better equipment in the existing) network of
public facilities, as well as for including more
medication under health insurance coverage.
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Table 7. Main access barriers in public health-care to state-of-the-art treatment in myocardial infarction

Access barriers BG HR RKS MK ‘ MD ME RO SRB

Delayed first contact with a doctor

Poor knowledge and level of
information of the population.

. . X
Preventive health related behaviour
is uncommon
Doctor or medical services are not X

available in some areas
Cardiology services are available
only in some areas

Rehabilitation units/ services are X
not available/enough in some areas

Pharmacies are not available in
some areas

Emergency services are not

available in some areas or are X
underdeveloped

Transport services are
underdeveloped or too costly

The waiting time for being received
by a specialist is very long

The waiting time for getting treat-
ment or medication is very long
The waiting time for rehabilitation
services is very long

Lack of interest or unprofessional-
ism of the doctor or medical staff
Lack of trust in doctors, nurses or

medical staff

Lack of humanity of the staff

Lack of money to pay the doctor
Lack of money for out-of-pocket
payments

Low quality and effectiveness of
medical services

High costs of medication

Poor equipment of public clinics/
hospitals

Lack of accessibility and continuity
of care

Specialists of certain subspecialties
are missing or insufficient

X

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Lack of humanness of
the staff: not treated well, disrespectful, not provided with explanations about disease and treatment. Low quality and
effectiveness of services: inappropriate waiting time, laboratory tests not reported promptly and correctly, poor working
equipment, unclean and untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate number of
chairs in the waiting room, availability of the needed services at any hour, the number of staff to perform all the tasks
needed at each visit. Country acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME
- Montenegro, RO - Romania, SRB - Serbia.



3. PERFORMANCE OF THE PUBLIC HEALTH SYSTEM

83

3.3 STROKES
3.3.1 General situation

Cardiovascular diseases are the main cause
of mortality in almost all EU member states.
They cover both diseases related to the circula-
tory system, including ischemic heart disease
(known as IHD, or myocardial infarction, see
chapter 3.2) and cerebrovascular disease (or
stroke). Together, ischemic heart diseases and
strokes comprise about 60% of all cardiovas-
cular deaths, and caused more than one-fifth
of all deaths in EU member states in 2010
(OECD, 2012).

Cerebrovascular diseases, along with ischemic
heart disease, are the leading cause of death
in the group of circulatory system diseases.
Thus, the share of deaths attributable to cere-
brovascular diseases ranges between a low of
16% of cardiovascular diseases (CVD) deaths
and 9% of all deaths, in Montenegro (2009),
and a high 33% of CVD deaths and 20% of

all deaths, in Macedonia (2010).""° The age-
standardized death rates from cerebrovascu-
lar diseases have registered a decline in recent
years, yet have remained higher than the Eu-
ropean average in all eight studied countries.

Moldova has not only the highest death rate
from cerebrovascular diseases (although de-
clining since 2005), but it reports a maintained
high risk of invalidity caused and a high inci-
dence of post-stroke disability.

There is an enormous age gap in age-stand-
ardized death rates from cerebrovascular
diseases. Figure 24 shows that, in 2010, 40
per 100,000 deaths among Bulgarian peo-
ple aged 0-64 years were attributable to cer-
ebrovascular diseases in comparison to over
1,600 deaths per 100,000 among the elderly
of 65 years or more. The figure also illustrates

119 Shares of cerebrovascular diseases deaths in the oth-
er countries were the following: Bulgaria (2011) - 27%
of CVD deaths and 17% of all deaths; Croatia (2011)
- 30% of CVD deaths and 14% of all deaths; Moldova
(2011) - 27% of CVD deaths and 15% of all deaths;
Romania (2010) - 31% of CVD deaths and 18% of all
deaths; Serbia (2011) - 25% of CVD deaths and 13%
of all deaths. For comparison, the European averages in
2011 were 24% of CVD deaths and 9% of all deaths.
Note: Percentages in total deaths calculated based on
age-standardized mortality rates per 100,000 popula-
tion, all ages. Data: WHO/Europe, European HFA Data-
base, July 2013, last reported data.

Figure 23. Trends in age-standardized death rates from cerebrovascular diseases, all ages per 100 000 population
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the ‘east-west gap’ in mortality rates, which is
evident for men as well as for women, for the
younger as well as for the elderly.

Although statistics are not available, strokes
are also considered one of the leading causes
of death in Kosovo. The main groups with
a disproportionate risk of strokes in Kosovo
include women, people with low economic
status, people suffering from chronic diseases
and people over 50 years old.

In Montenegro, the analysis of national data
collected by the National Institute of Public
Health shows that the overall mortality cer-
ebrovascular diseases is higher in women than
in men. Out of the total number of people
who died of cerebrovascular diseases, 45% of
people died before the age of 75 years, and
15% before 65 years, suggesting that deaths
from cerebrovascular diseases is more signifi-
cant in older age groups; similar to the other
countries in the region.

Cerebrovascular disease is part of the car-
diovascular and non-communicable diseases
group that is highly preventable. The risk
factors that lead to stroke are very similar to
those for acute myocardial infarction, such
as: hypertension, cigarette smoking, diabetes,
high levels of triglycerides, genetic predisposi-
tion, etc. Potential risk factors include obesity,
physical inactivity, stress, nutrition habits, alco-
hol abuse and the use of oral contraceptives.

Besides the high mortality rate, strokes are a
disease with the highest level of disability in
relation to all other neurological diseases. It is
estimated that approximately half of all survi-
vors recover completely, while approximately
20-30% remain unfit for independent life.
In addition to the fact that this disease dra-
matically disrupts the life of patients, it causes
big financial burdens for the community, and
therefore it is not only a medical but also a
socio-economic problem.

National institutional arrangements and
policies

In Bulgaria, thrombolytic therapy treatment
of acute ischemic strokes with the application
of recombinant tissue plasminogen activator
was introduced in 2005. The treatment is cov-
ered by the National Health Insurance Fund
(NHIF) and is performed in neurological clin-
ics/wards within intensive-care units with the
capacity for respiratory resuscitation accord-
ing to the current medical standards on Neu-
rological diseases. According to the Bulgar-
ian Society of Neurosonology and Cerebral
Hemodynamics,'?° at the end of 2009, there
were only 34 hospitals in Bulgaria accredited
for this treatment, which had contracts with
the NHIF. This figure represents about 10%

120 http://www.neurosonology-bg.com/en/publications/
journal/50-lechenie-na-ostria-ishemichen-mozachen-
insult-s-tromboliza-v-bulgaria.html

Figure 24. Standardized death rates due to cerebrovascular diseases per 100,000 population, by gender, broad age

groups and country, in 2010
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of the hospital care establishments in the
country (mainly university, regional and some
major municipal hospitals) and 27.6% of the
multi-profile hospitals for active treatment.
However, only in one third of them venous
thrombolysis was provided, namely: Sofia,
Varna, Plovdiv, Stara Zagora, Shoumen, Lom,
and Gabrovo Kyustendil.

In Kosovo, the treatment of strokes starts with
emergency services that are available through-
out the country. After initial treatment and
triage, patients end up either in regional hos-
pitals or in the University Clinical Centre of Ko-
sovo. Although national policies in treatment
of strokes have not been aligned, there is an
increasing trend in use of treatment protocols.

In Macedonia there are neurological depart-
ments in almost all larger cities and one Neu-
rology Clinic within the Clinical Centre in Sko-
pje where patients with strokes are treated.
The ischemic forms of stroke are mostly treat-
ed at the secondary level of care, except those
with more severe clinical forms, which are
transported to the Neurology Clinic-Skopje or
the Clinic for Neurosurgery.

The health system in Montenegro, through
reforming the primary health-care level (in 18
primary health-care centres) provides condi-
tions for the implementation of prevention
and health promotion measures, early detec-
tion of diseases and monitoring and control of
health conditions, while hospitals provide con-
ditions necessary for the technical support for
diagnosis and treatment of strokes. Throm-
bolytic therapy is applied to stroke patients
in the Clinic of Neurology, Clinical Centre of
Montenegro. The Ministry of Health support-
ed the initiative to incorporate the drug to the
list of those medications covered by Fund, so
that the therapy is available to all patients who
meet the conditions for its application. They
also made national guidelines for good clinical
practice for acute ischemic strokes.

The Government of Montenegro adopted (in
2008) the Strategy for Prevention and Con-
trol of Chronic Non-Communicable Diseases
(CNCD) and also appointed a Commission to
support the implementation of this Strategy.

In order to monitor the implementation of the
Strategy and evaluate impact, the National Of-
fice for Prevention and Control of HNCD was
established at the Institute of Public Health. The
principles of the Strategy are aligned with the
principles of the European Strategy for the Pre-
vention and Control of CNCD and the strategy
'Health for All" from the European Region of
the World Health Organization. This strategy
covers all chronic diseases (cardiovascular and
cerebrovascular diseases, malignant neoplasm,
diabetes mellitus and chronic obstructive air-
ways disease) linked to common risk factors,
and their socio-economic and environmental
determinants that have the potential for pre-
vention.

In Romania, originating from 2004 the leg-
islation stipulates the necessity to establish
neurovascular emergency units in all county
hospitals. These units were designed to pro-
vide emergency care for acute stroke victims
and to work in the medical units that provide
emergency neurological care, close to the de-
partment of neurology. The Stroke Units were
planned to have all technical devices required,
including an emergency laboratory for tests
and a highly specialized emergency team in
order to assure timely diagnosis and treatment
for stroke patients. However, only since 2013
the National Programmeme for Trombolysis
has been implemented. Currently, seven pilot
Stroke Units are prepared and financed by the
Ministry of Health to deliver thrombolytic ther-
apy of strokes. These units cover the whole
territory and are located in the following large
University centres: Bucharest, lasi, Timisoara,
Targu Mures and Oradea.

Neurology service in the Republic of Serbia
are organized on several levels. In the Primary
Health-care Centres, specialized medical doc-
tors (neurologists) perform control check-ups
of neurology patients. Secondary level health-
care involves neurology departments in Clinics/
Hospitals and Regional health-care institutions
as well as the Special Hospital for Treatment
of Cerebrovascular Disorders ‘St. Sava’ in Bel-
grade, while tertiary level care centres include
Neurology Clinics at the Clinical Centres (Bel-
grade, Novi Sad, Nis, Kragujevac) and the Mili-
tary Medical Academy.
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Neurosurgical departments are stationed in
tertiary level institutions as well as in certain
secondary level health-care institutions, and
the same scheme is applicable for vascular
surgery departments. At the tertiary health-
care level, all centres have specialized Units as
separate divisions for cutting-edge diagnostics
and stroke treatment. A majority of secondary
level institutions have available intravenous
thrombolytic therapy, while some of them also
have defined Stroke Units.

Treatment of patients with ruptured and non-
ruptured aneurysms is performed in the neu-
rosurgical departments as well as in the Spe-
cial Hospital for Treatment of Vascular Brain
Diseases “St. Sava”. Treatment of patients
with stenosis of the magisterial neck vessels
as well as intracranial vessels is performed
at the Departments for Vascular Surgery and
the Special Hospital for Treatment of Vascular
Brain Diseases “St. Sava”.

3.3.2 Interviewees on Strokes

On the topic of strokes a total number of 296
interviews, of which 100 individual witnesses
and 196 knowledgeable observers, was car-
ried out. The number of interviews per country
varied between 10 and 30 individual witness-
es and between 21 and 25 knowledgeable
observers respectively.

In each country, the study covered regions such
as metropolitan (163 interviews), urban (90)
and rural (43) areas. At sample level, knowl-
edgeable observers from large urban settings
are highly represented'' in Romania, Moldo-
va and Macedonia and account for 60% of
the total sample on strokes. The respondents
from rural areas, both individual witnesses and
knowledgeable observers, represent 15% of
the total sample. In this context, with 14 inter-
views realized with individual witnesses from
rural areas, Kosovo demarcates itself from the
other countries.'?

Figure 25. Stroke: Distribution of the sample by interviewee’s type by area and by country (number of interviews)

251

20

bk

Individual witnesses Large urban
Individual witnesses Small urban
M |ndividual witnesses Rural
B Knowledgeable observers Large urban
W Knowledgeable observers Small urban

Knowledgeable observers Rural

Bulgaria Croatia Kosovo Macedonia Moldova

Montenegro Romania Serbia

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: Types of areas (rural or

urban) according to the national administrative definitions.

121 More than 45% of total sample on stroke per coun-
try.
122 Compared with Bulgaria (0), Croatia (0), Romania (0),
Montenegro (1), Macedonia (2), Serbia (3) and Moldova
(4).
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Figure 26. Strokes: Distribution of the sample by interviewee’s type and gender and by country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.

Both women and men participated in inter-
views. The higher prevalence of strokes in the
male population is reflected by the sample, as
51% of the total individual witnesses are men.
The distribution of knowledgeable observ-
ers by gender doesn’t respect the incidence
of the health condition on the general male
population, in the fact that in the majority of
health-care systems there are more women
employees than men. Female knowledgeable
observers represent 58% of total medical rep-
resentatives that participated in the project on
strokes.

Individual witnesses who participated in the
study were mainly patients diagnosed during
the period 1st of January 2010 - 31st of De-
cember 2011, aged between 22 and 98 years
old (with an average age of 62), from a range
of ethnic groups,'?> with various levels of edu-
cation'* and a range of occupations.'?

The interviews covered both ischemic and he-
morrhagic strokes. The interviewed patients
provided information about the treatments

123 Bulgarians, Croatians, Kosovars, Albanians, Mace-
donians, Montenegrins, Romanians, Moldovans, Roma,
Ukrainians, Russians, etc.

124 Interviewed was 1 person with no education, 15 per-
sons with elementary education, 28 with high school,
26 with college or more. For Kosovo data regarding the
level of education of the interviewees is not available.

125 Employed (44 interviews), pensioners (36), house-
wives (15), students (4).

they received, being they surgery or medica-
tion.

Knowledgeable observers are medical repre-
sentatives, aged between 20 and 66 years old
(with an average age of 44). The interview-
ees include specialists (77 interviews), general
practitioners (56), emergency centre repre-
sentatives (21), hospital representatives (17),
public health representatives (12), patients’
organizations (2), NGOs (3) and others (8).

The main characteristics of the sample on
strokes, regarding both individual witnesses
and knowledgeable observers, are presented
in tables A.5 and A.6 in Annex.

3.3.3 Accessibility to the state-of-the-
art treatment in Strokes

This section analyzes the actual access of
stroke patients to state-of-the-art diagno-
sis, treatment, monitoring and rehabilitation
based on interviews with knowledgeable ob-
servers and individual witnesses from the eight
selected SEE countries. The analysis is organ-
ized according to the adjusted 6-access-steps
model presented in subchapter 3.1.1.

(A) Content of the national benefits package

In all studied countries, acute cerebral vascular
accident is included in the list of major med-
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ical-surgical emergencies covered by emer-
gency medical assistance at the pre-hospital
stage, including medical-assisted transporta-
tion to the hospital institution. Some different
regulations were reported only in Croatia, Ko-
sovo and Macedonia.

In Croatia, stroke diagnostics are fully free
of charge, whereas costs of treatment are
fully covered only for patients with additional
health insurance. In the standard case of na-
tional health insurance, a co-payment of 10-
30% is required from the patient. A standard
health-care insurance package covers the fol-
lowing services: doctor/specialist, nurses and
other medical staff, laboratory tests and clinic/
hospital medication.

In Kosovo, health-care services for strokes suf-
ferers are free of charge only in public facilities.

In Macedonia, the services that are covered
by health insurance include: doctor/specialist,
nurses or other medical staff, laboratory tests,
clinical/hospital medication and care. Co-pay-
ments are required for all services. Transporta-
tion services are not part of the official health
package and are only free of charge in emer-
gency cases.

(B) Formal and informal out-of-pocket costs

Neither patients, nor doctors nor health offi-
cials reported financial barriers at the pre-hos-
pital stage of medical assistance.

In Bulgaria, treatment in public hospitals is free
of charge. Out-of-pocket payments are re-
quired after the acute phase of treatment and
may cover: home visits from a rehabilitation
therapist (about € 10 per visit, negotiable) and
medicines (most often € 30-40 per month).'?
Bulgarian medical specialists evaluated the to-
tal costs of a standard treatment of a stroke
(covered by public funds) at about € 150-250,
for tests, and € 1,750-2,500, for treatment.
Health insurance covers only a limited number
of procedures, which is not enough to cover
treatment in more complicated cases.

126 At an exchange rate of 1.95583 BGN= 1 EURO.

In Croatia, a co-payment of 10-30% is re-
quired from the patient for treatment of
strokes. According to our interviews, no other
out-of-pocket payments are involved, be they
for medical staff, laboratory tests, hospital
medicines, proper care, transport (when clinic/
hospital is far away from home), or drugs that
should be taken regularly. If a patient cannot
pay the demanded amount on site, the treat-
ment will be performed anyway and after that
the invoice is sent to a home address.

In Kosovo, treatment for strokes is free of
charge in public facilities. However, a patient
will usually have to pay for any supplies and/
or medication which are missing in the public
facilities as well as for additional diagnostics
and treatment which are not provided in the
public health-care system. Depending on the
level of complications the costs can be quite
high, up to about € 2000 (for a medical visit in
a private facility, a patient has to pay between
€ 10 and € 40). In addition, medication is ex-
pensive for Kosovo standards. If a patient can-
not pay the demanded amount then s/he will
have to find support from a social network,
borrow money and sometimes ask help from
social services. Another problem is related to
transportation costs. Although most citizens
have good access to emergency services, there
are areas in which families have to find a way
of transporting the patient on their own. So,
travel costs represent a burden for a signifi-
cant number of patients.

In Macedonia, most patients have to pay a
participation fee for tests (about 2-20% of
the national gross monthly wage, of Febru-
ary 2013), which depends on the type and
number of analyses, for treatment (additional
20-58%) and for medicines that have to be
taken on regular basis (another 2-20%). In-
formal payments for medical staff were also
reported in few cases. Out of all these pay-
ments, only the high cost of medications was
declared a barrier to high quality treatment.
When the patient cannot pay for services, the
approach for financial coverage depends on
hospital policy. In some hospitals the patient
is allowed to pay in instalments. In most cases
when there is a problem in covering expenses,
the social worker tries to solve the problem,
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Table 8. The critical out-of-pocket payments (formal and informal) for patients with strokes in the SEE region

Dl?tger;;s)tlc Treatment
Bulgaria
Croatia Co-payments Co-payments
Kosovo
Macedonia Co-payments  Co-payments
Montenegro
Moldova
Romania (as gratitude)
Serbia (as gratitude)

Monitoring,

Transport
to doctor or
health facility

Medication

rehabilitation

Co-payments Co-payments

Co-payments

*kk

*k*k

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: *** Only when NMR or

similar tests are needed.

acting as a coordinator between patients
and the Health Insurance Fund. Basic care for
emergency cases is free of charge.

In Montenegro, neither patients nor health
professionals declared in interviews any kind
of formal or informal out-of-pocket payments.

In Romania, emergency care and treatment
is free of charge. However, both patients and
health professionals agree that due to many
malfunctions in the health-care system, pa-
tients are more likely to have to pay out-of-
pocket after stabilization. Most often, patients
have to pay for medication and for NMR or
similar tests which they should take in a pri-
vate facility as the equipment of the public
hospital is often out of order (due to damage,
exhausted budgets, lack of medical supplies
etc.). Most stroke patients are under continu-
ous monitoring and medication. The medica-
tion is partially compensated, but a large part
of the interviewed patients declare that post-
stroke disabilities and mandatory medication
have become a burden on the family budget.
A 'little attention’ to medical representatives
was paid for receiving more attention, but
they were offered as gratitude and not de-
manded.

In Serbia, all treatment costs are officially cov-
ered by the Health Insurance Fund. However,
some patients have to make out-of-pocket
payments for medications (that are not cov-

ered by Health Insurance Fund), medical staff,
and non-standard services such as accommo-
dation. In our interviews, out-of-pocket pay-
ments amounted to € 50-100. In addition,
some patients have to pay for tests during the
control checkups.
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Box 5. Informal payments in strokes in Moldova (by Andrei Mecineanu)

Stroke patients reported that hospital treatment is only partially free of charge and there is a
need for direct payments amounting to 200-1,000 MDL/day. These payments cover the entire
chain of services delivered at this stage, including transportation of patients. Thus, a part of these
payments is made to doctors, nurses and caregivers with a view to ensuring proper care; these
payments are reported as being informal. Another part of these payments (about 200 MDL/day)
are intended for the purchase of drugs, which according to patient experience are largely missing.

The existence of direct payments is confirmed by specialist doctors from hospitals. Thus, a ‘stand-
ard’ patient has to make formal payments amounting to 1,000-5,000 MDL for necessary inves-
tigations, which often are not available in the health-care institution, and payments amounting
to 3,000-8,000 MDL in order to benefit from state-of-art treatment.

Also, according to patients and doctors, the absence of additional payments will result in the
delivery of a less expensive treatment, with reduced efficacy and of a lower quality (including
conformable attitudes and care from medical personnel).

In terms of the regulatory framework in force, the need for payments for medical services and
medication, which are stipulated by the standard of care, is not justified. For insured persons,
these are covered by the Mandatory Health Insurance Unigue Programme, whereas uninsured
persons, in the event of a cerebral vascular accident, receive medical care, including hospital care
till his/her health condition is stabilized and the life-threatening danger is overcome.'’

Patients also face financial risks regarding access to medicines in the post-hospital phase. They
report an extremely reduced number of drugs that are compensated and high costs for the rest
of prescribed drugs. Thus, the amount of patients reported spending for monthly purchase of
drugs starts from 400 MDL and may go as high as 3,000 MDL.

Despite the need for direct payments for health-care services and medication, as well as the
widespread existence of unofficial payments, the option for treatment in a public health-care
institution remains a priority due to the fact that the cost for treatment in the private sector
amounts to 30,000 — 50,000 MDL.

In conclusion, in the case of strokes, out-of-
pocket payments are critical in Kosovo and
Moldova, but also may be problematic in Bul-
garia, Romania and Serbia for people with
less financial means during the rehabilitation
phase.

(C) Availability of services and geographical ac-
cess for stroke patients

The majority of health professionals and of-
ficials (74%) interviewed within our study
appreciate that state-of-the-art treatment
for strokes is available in their country.'?® The

127 |aw on Health Protection Nr. 411 of 28.03.2011
http://lex.justice.md/index.php?action=view&view=doc&
id=312823

128 A total of 187 valid answers.

negative answers are more NUMErous among
representatives from Moldova and Romania as
well as among medical representatives from
rural areas. Specialists from the same countries
plus Macedonia were the only ones more criti-
cal in their assessments towards the accessibil-
ity of the health-care services to every citizen.

Most of the interviewed medical specialists
from Bulgaria claim that state-of-the-art treat-
ment is available in their country, for all types
of strokes. Nevertheless, some health profes-
sionals tend to emphasize that the state-of-
the-art treatment is available only for people
with health insurance and with a quick access
to a better hospital. Large distances to clinics
with neurovascular ward and sanatoriums (not
necessarily in kilometres but in minutes), repre-
sent a major access barrier to state-of-the-art
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treatment of strokes. In addition, rehabilita-
tion services are insufficient and only a limited
number of procedures are covered by health
insurance, so in many cases patients must pay
for private services.

In Croatia, nearly all medical professionals
claim that state-of-the-art treatment is avail-
able for both types of stroke, and is also
compliant with the European Guide (ESO) of
diagnostic and treatment. Furthermore, it is
accessible free of major charges to everybody.
Only few doctors mention the limited access to
health-care in the case of stroke for patient liv-
ing a great distance from a hospital. However,
in cases when a clinic/hospital is far away from
home, transport is ensured. There is a consen-
sus that the emergency services are available
at all locations and are well equipped. So are
the available neurological departments. Drugs
are free of charge and are available at local
pharmacies. The most frequent problem is re-
habilitation, due to the limited capacity of the
existing services.

State-of-art treatment of strokes is available in
Kosovo. All services are available in the coun-
try, but some think that there are limitations
in service provision ability. There are inten-
sive care units which treat more complicated
cases. Experts have developed treatment pro-
tocols based on models from western coun-
tries. These are applied in daily practice. Some
services, like trombolysis are not available,
although medical staff are trained for such
procedures. There is no specific stroke unit
at the Clinic for Neurologic diseases. While
neurological departments are functional in all
hospitals, the Mitrovica region suffers; this is
due to the neurological department at the re-
gional hospital not yet being established. This
results in the referral of all patients from the
Mitrovica region to Prishtina. As a result of this
patients waste a lot of time wandering around
in different facilities before they come to the
right one: the neurological department.

Emergency services are available 24 hours
in all regional hospitals and in the University
Clinical Centre of Kosovo. They are available
in most of the main family medical centres
across Kosovo. The distance to hospitals/clin-

ics with a neurovascular department is accept-
able for most of Kosovo citizens (the most dis-
tant place is at about 40 kilometres). Patients
travel the required distances normally in only
few minutes. Only remote rural zones in south
and west of Kosovo experience more diffi-
cult access. The emergency services are over-
whelmed with patients. This is partly because
patients tend to show up in emergency centre
for everything, even in non-emergency situa-
tions when their care could be given at a pri-
mary care level. Emergency services are quite
well developed.

Rehabilitation centres are few and are locat-
ed at slighter longer average distances but
no more than 80 kilometres or so. Private
pharmacies are available in close proximity to
health-care facilities.

In Macedonia, state-of-art treatment is avail-
able for both types of stroke and it is com-
pliant with the European Guide of diagnostic
and treatment, according to the majority of
the interviewed knowledgeable observers.
Nonetheless doctors and medical services, in-
cluding neurovascular as well as emergency
services, are not available in some localities or
disadvantaged areas. In rural areas the access
is rather limited and the low socio-economic
status of the population has additional nega-
tive implications. Rehabilitation facilities are
rather limited. There is not any nursing home,
so patients must choose between outpatient
rehabilitation units, which exist in all larger
cities, and a couple of inpatient rehabilitation
centres (the biggest one is in Skopje), which in
most cases are far away from patient’s homes.

In Moldova, the National Clinical Protocol
‘Ischemic cerebral vascular accident’'?® re-
flects the latest standards of management
and treatment of a CVA patient according
to current international guidelines. The Na-
tional Clinical Protocol stipulates the content
of treatment for any level of health-care as-
sistance — primary health-care, pre-hospital
emergency assistance, specialized outpatient
and inpatient health-care. The treatment of

122 Order of the Ministry of Health No.286 of 18.07.2008.
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CVA is delivered in hospital institutions — ICU
wards, neurology wards or Stroke units. How-
ever, patients’ experience and perceptions, on
the one hand, and doctors’ accounts, on the
other, highlight the fact that state-of-art treat-
ment is not delivered in the absolute major-
ity of public health-care institutions. The main
barriers that generate this situation are listed
below, in section (E).

The stroke rehabilitation standard establishes
the initiation of rehabilitation in the acute
phase in hospital institutions where the stroke
patient was admitted, these having the obli-
gation to ensure the necessary conditions for
rehabilitation.’*® Nevertheless, the access to
rehabilitation treatment of stroke patients is
extremely reduced. Patients and doctors, as
well as health officials report a series of barri-
ers, despite the fact that the need for rehabili-
tation services is perceived as very high. Thus,
patients mention the lack of rehabilitation
services in their local areas and in their nearest
hospitals. In the absence of localized rehabili-
tation institutions (or of those with specialized
medical rehabilitation units) a patient with
CVA may benefit from such services (regard-
less of the rehabilitation period — early, late or
sequelae/chronic) only in the Institute of Neu-
rology and Neurosurgery at Chisinau.

Stroke patients face difficulties in obtain-
ing medication, reporting cases when these
were not available in the pharmacies located
nearby their communities; thus, patients had
to order the necessary medication, sometimes
from outside the country. Such situations are
not justified, because the National Medicines
Agency has the obligation to provide the
pharmaceutical market with the necessary
medicines that are included in the national
protocol.™!

130 Order of the Ministry of Health No. 1323 of
26.12.2012 on the approval of the National Clinical Pro-
tocol ‘Medical rehabilitation of the patient with a cere-
bral vascular accident’.

131 Law on Health Protection Nr. 411 of 28.03.2011

http://lex.justice. md/index.php?action=view&view=doc
&id=312823

In Montenegro, all interviewed medical repre-
sentatives share the belief that state-of-the-art
treatment for stroke patients is available for
the entire population of the country.

In Romania, the opinions regarding the exist-
ence and access to state-of-the-art treatment
are heterogenic. While medical representatives
from urban, university centres evaluate posi-
tively this aspect, medical staff from small cities
completely disagrees. At some point there are
convergent opinions regarding the potential
that the human resources may have in provid-
ing quality emergency care for stroke victims,
but only in the context of a massive investment
in infrastructure. The dominant perception is
that in Romania basic emergency intervention
is not accessible for all groups of population.
Residents of rural, remote communities, males
over 50 years and the economically disadvan-
taged were identified as groups with the high-
est probability to suffer a stroke and not be able
to access primary care. The health system fails
in assuring two main performance indicators:
to increase the survival rate and to reduce com-
plications following a non-fatal stroke.

Basically, a stroke is a condition that affects
equally all regions of the country, both urban
and rural. Emergency health for strokes, at a
medium standard at least, is available mainly
in University hospitals. The great majority of
Romanian hospitals are only partially equipped
to properly address emergency stroke cases.
From the access to health services perspective,
to live in a big city is a natural advantage, but
does not assure efficient access to emergency
care for a stroke. Lack of mandatory technical
devices for diagnoses were mentioned even
by patients living in counties’ capitals; who
had to travel between hospitals from differ-
ent counties (e.g. from Neamt county to lasi
county, North East region) to receive a diag-
nostic and proper stabilization treatment. The
access to emergency care declines with the
increase in the number of kilometers between
home and a University hospital. The most dif-
ficult situation is for rural resident patients
that need to go, with private vehicles, to the
closest city to receive stabilization treatment.
Patients that call an ambulance receive stabili-
zation treatment the fastest.
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Treatment in the acute phase of a stroke
must be continued in stroke recovery units,
which could provide a comprehensive neuro-
rehabilitation programme. In Romania there
are highly trained specialists in rehabilitation
centres for neurological recovery, but unfor-
tunately these centres are very scarce and fail
to meet all needs. According to our respond-
ents, most of them were forced to travel long
distances in order to receive specialized help
for recovery post-stroke. Only one patient
(out of ten) could afford to pay a private med-
ical specialist that visited him at home and
helped him with the recovery programme.
Most stroke patients are under continuous
monitoring and medication. Medication is
available all over the country, but is only partly
compensated.

In the Republic of Serbia, most of the inter-
viewed knowledgeable observers believe that
the state-of the-art option is available, i.e. ad-
ministration of cutting edge therapeutic pro-
tocol for all patients (provided they reach a
hospital within the therapeutic window). Such
opinion is mostly demonstrated by highly spe-
cialized doctors (neurologists, specialists of
urgent and physical medicine and representa-
tives of hospitals and health-care sector) in
urban areas, while doctors from rural areas
mostly do not share their opinion. Although
it might strike us that doctors from urban and
rural areas have extremely alternate views, we
should be aware that the doctors from urban
areas highlighted the necessity of arrival to
hospital in time (which is the major problem
during transportation of the diseased from
rural areas that live further away from hospi-
tals). As doctors from urban areas encounter
more frequently the diseased from the same
environment, such responses are logical. This
is also confirmed by the fact that all twenty-
five knowledgeable observers stated that the
major population group that has the least
chance for administration of the best thera-
peutic option is geographically determined.
Besides this, insufficient health awareness in
the general population, belated calls to the
ambulance services, late arrival to hospital
due to extended transport or delayed trans-
port are mentioned as limiting factors for the
best therapeutic option.

Rehabilitation services and special rehabilita-
tion programmes are available both in special-
ized centres and in local daily clinics in Primary
Health-care Centres (outpatient rehabilitation
units). Medication is available, but pharma-
cies are not available in some areas and many
existing rural pharmacies suffer from a short-
age in supply, which results in irregular use of
medications in some cases.

(D) Health-care providers for strokes

State-of-the-art treatment in stroke patients is
provided both in public and private facilities,
but tends to be concentrated in public facili-
ties. Private services are not free of charge and
are concentrated in larger cities, so they are
accessible only for the financially better-off
groups of the population.

(E) Waiting lists and other aspects of system
organization that can result in barriers to ac-
cess

In relation to strokes, long waiting times were
mainly declared in interviews with individual
witnesses, in Croatia, Kosovo, Moldova and
Serbia.

In Croatia, the most frequent problem in stroke
treatment is linked to rehabilitation, specifi-
cally due to difficult access and long waiting
times for receiving inpatient rehabilitation.
Many patients with ‘weaker symptoms’ trans-
fer to 'home-care’ from the clinic/hospital, al-
though doctors usually recommend inpatient
rehabilitation from 15 to 21 days, and home-
care after that. Hospitals most often have a
contract with only one of the rehabilitation
units and have a limited account. Individual
witnesses add a second problem, namely the
long waiting times for consultation due to in-
sufficient medical staff in public facilities.

In Kosovo, the waiting time for being received
by a doctor or clinic/hospital or rehabilitation
unit can be very long in the public sector. Mon-
ey can speed things, according to patients.

In Moldova, long waiting times were reported
throughout the entire therapeutic chain, dur-
ing all interviews. Patients and their family
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Table 9. Waiting times for treatment in stroke patients

Direct access to

Treatment

specialist

Bulgaria

Croatia

Macedonia

Montenegro

Moldova

Romania

Serbia After discharge

Rehabilitation Getting
services medication

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Red cells indicate long
or very long waiting times, light orange cells show a intermediate situation, and green cells point out the areas with no

problems in terms of waiting times.

members estimated the time of arrival of the
ambulance at 15-30 minutes, in urban areas,
and 1-3 hours, in rural areas. This situation is
perceived by patients and their relatives as a
barrier to timely diagnosis.

A first barrier to access to treatment men-
tioned by patients with ischemic stroke is the
long period till initiation of treatment, which
was from 2 to 6 hours after the onset of symp-
toms. This situation indicates the likelihood
that the treatment will fall outside of the ther-
apeutic window aimed at limiting the effect
of acute cerebral ischemia. at the same time,
it represents the leading cause mentioned by
patients for their low satisfaction and wors-
ening of health status. Patient experience re-
garding this process highlights the lack of a
causal link among the time of treatment initia-
tion, ambulance response time and time of di-
agnosis, which proves the existence of specific
barriers at this stage. Among these is the lack
of interest and professionalism, as well as in-
adequate attitude of care of the medical staff.
All of these factors are confirmed by both pa-
tients and doctors who specify the need for

‘top-level’ lobbying or informal payments.

The monitoring of stroke patients also has a
series of quantitative and qualitative deficien-
cies. Thus, patients reported a low involvement
of the family physician, the lack of a manage-
ment plan depending on the disease evolution
and inadequate monitoring of the long-term
treatment. The existence only in Chisinau
municipality of rehabilitation services, which
are hospital-based, and the lack of rehabilita-
tion outpatient services, of medical and social
care institutions and of care and rehabilitation
services at home minimizes access of stroke
patients to these services. Consequently, the
need to travel from the area of residence to
Chisinau municipality is identified as a barrier
in accessing rehabilitation services. In addition,
patients and doctors report long waiting times
of up to several months (4-7 months) in order
to receive rehabilitation treatment.

In Serbia, both patients and health profes-
sionals mentioned extended waiting times for
control checkups as a major barrier to access-
ing state-of-the-art treatment in strokes.



3. PERFORMANCE OF THE PUBLIC HEALTH SYSTEM

95

Besides waiting times, other barriers imposed
by system organization were also highlighted.
In Bulgaria, insufficient medical staff, mainly
due to increasing migration either to big hos-
pitals or abroad, represents a problem. In
Croatia, besides insufficient medical staff, the
over-bureaucratization of the public health
system is perceived as a major issue that caus-
es ‘waste of time" as well as financial deficit.

In Kosovo, there are a number of identified
concerns: the equipment is not at a desired
level and most of it is non functional; diagnos-
tic services are limited; there is a lack of emer-
gency medicines and supplies; the clinics/hos-
pitals are clean and tidy only to some extent;
the waiting room, availability of chairs, and
time spent in there is evaluated only as par-
tially positive; the inter-clinic transport within
the University Clinical Centre of Kosovo is a
real hassle and not well organized - patients
have to move from one building to the other
in quite inconvenient conditions.

In Moldova, the barriers that lower the qual-
ity and effectiveness of health-care services
include the poor endowment of public insti-
tutions with necessary equipment and drugs,
insufficient specialized medical staff and the
extremely reduced number of stroke units
(2). Another barrier mentioned by patients is
the lack of complex and coordinated medi-
cal rehabilitation programmes, including the
lack of a multidisciplinary approach. In this
regard, only certain rehabilitation elements
were mentioned — physical therapy, medica-
tion treatment — which are mostly undergone
in home settings without specialized medical
assistance. Also, both patients and doctors
report inadequate equipment of emergency
medical transport units and limited availability
of specialized emergency medical crews.

In Romania, the quality of health-care services
for stroke victims is hindered mainly by short-
ages in specialized staff and insufficient and/or
poor quality equipment; both linked to insuf-
ficient funding.

In Serbia, there are complaints from patients
about the quality of care, mostly regarding hy-
giene, food and medical staff availability. On

the other hand, doctors point out staff short-
ages as an important factor for the implemen-
tation of all modern procedures in a proper
manner. The latter is opposed by hospital and
health-care sector management who believe
there are sufficient staff. However, they do
identify problems arise from poor work or-
ganization with the existing numbers of staff.
They also observe the lack of funds as one
of the significant problems for adequate or-
ganization as well as medicines and medical
equipment acquisition problems.

On the part of patients, few have outlined
that there were delays, mistakes, maltreat-
ments and so on. Although the interviews
registered some criticism about the medical
process or about the health systems’ shortag-
es, most patients offered positive feedback on
the care received for stroke. Overall, patients
declared that services were delivered on time,
the medical staff was professional, and proce-
dures were performed safely.

(F) Groups with limited access to health-care
services in stroke

According to interviews with medical profes-
sionals, the public health-care systems fail in
assuring fair access to health-care services for
stroke victims. In all eight studied countries
there are two groups with the highest prob-
ability to suffer a fatal stroke and more seri-
ous complications following a non-fatal stroke
due to a greater distance from medical centres
where adequate medical care could be pro-
vided: (i) rural/remote areas residents, espe-
cially those at large distances from health-care
centres and (ii) economically disadvantaged
persons, mainly people under social assistance
protection.

In addition, the age factor was mentioned in
Macedonia, that patients older than 70 years
are at risk of not being provided care by an
emergency team in the case of a stroke.
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3.3.4 Main access barriers in stroke care

The interviews revealed poor knowledge and
a low level of information, correlated with the
lack of preventive health-related behaviour is
considered to be one of the main barriers in
accessing quality health-care for stroke vic-
tims in almost all studied countries (except for
Montenegro). The low level of information is
reflected by the fact that many patients fail
to recognize the symptoms on time and de-
lay contact with the neurological department.
This affects their prognosis for recovery and
mortality. In case of strokes the identification
of symptoms is a key aspect, as the treatment
of a stroke in the first three hours can reduce to
zero the invalidity level. In this regard, patients
identify the lack of educational programmes
aimed at increasing the capacity for identifica-
tion and recognition of strokes, therefore they
report neglecting the symptoms or firstly in-
forming relatives correctly of their symptoms.

On the one hand, medical advice on healthy
life-style is easily neglected and followed only
for a short period of time by a large part of
population. On the other hand, distrust, in-
adequate moral and professional attitudes of
medical staff are reasons invoked in patients
not seeking primary care or emergency medi-

cal assistance. In addition, provision of expla-
nations by the doctor and nurses is often very
limited. In this sense, the private sector seems
to provide better services. In many public fa-
cilities, patients do not receive any educational
material that allows them to understand the
disease and its treatment.

The insufficient coverage of existing medical
services (specialized neurology services, reha-
bilitation and emergency services) represents
the greatest barrier of access to state-of-the-art
treatment for stroke victims in seven out of the
eight selected countries, except for Montene-
gro. The larger the country and the more un-
derdeveloped the infrastructure, the more diffi-
cult the provision of state-of-the-art treatment
is to the entire population. Additionally, the
quality and effectiveness of the existing services
is negatively affected by insufficient medical
staff, poor or non-existent equipment, as well
as the need for out-of-pocket payments.
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Table 10. Main access barriers in public health-care to state-of-the-art treatment in stroke

Access barriers BG HR RKS MK ‘ MD

Delayed first contact with a doctor

Poor knowledge and level of
information of population.
Preventive health related behaviour
iS uncommon.

Doctor or medical services are not
available in some areas

Neurology services are available
only in some areas

Rehabilitation units/ services are
not available/enough in some areas
Pharmacies are not available in
some areas

Emergency services are not
available in some areas or are
underdeveloped

Transport services are
underdeveloped or too costly

The waiting time for being received
by a specialist is very long

The waiting time for getting
medication is very long

The waiting time for rehabilitation
services is very long

Lack of interest or
unprofessionalism of the doctor or
medical staff

Lack of trust in doctors, nurses or
medical staff

Lack of humanness of the staff

Lack of money to pay the doctor
Lack of money to pay the needed
tests

Lack of money for out-of-pocket
payments

Low quality and effectiveness of
medical services

High costs of medication

Poor equipment of public clinics/
hospitals

Lack of accessibility and continuity
of care

Specialists of certain subspecialties
are missing or insufficient

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Lack of humanness of the staff:
not treated well, disrespectful, not provided with explanations about disease and treatment. Low quality and effectiveness of
services: inappropriate waiting times, laboratory tests not reported promptly and correctly, poor working equipment, unclean and
untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate numbers of chairs in the waiting room, availability
of the needed services at any hour, the number of staff to perform all the tasks needed at each visit. Country acronyms: BG -
Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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3.4 CANCER
3.4.1 GENERAL SITUATION

Malignant neoplasms are the second most
frequent cause of death in the region, after
cardiovascular diseases, as we have already
shown (figure 13). There were over 195 thou-
sand incident cases of cancer in 2012 and al-
most 118 thousand cancer deaths estimated
by the International Agency for Research on
Cancer (Ferlay et al., 2013) in the eight stud-
ied SEE countries. Between 1990 and 2010,
cancer incidence rose significantly across all
selected countries for which data is available
(WHO data).

There are large variations in rates of can-
cer across SEE countries, both in men and
women. Cancer incidence is higher than the
EU-27 average in Croatia for men (462 per
100,000 inhabitants) and in Serbia (data in-
cludes Kosovo) for women (330 per 100,000
inhabitants). The other six countries recorded
lower cancer incidence in men as well as in
women, with the lowest rates registered in
Moldova (323 for men and 229 for women
per 100,000 inhabitants). Nonetheless, mor-
tality from cancer was equal or higher than
the EU-27 average. While the new cases
of cancer in the eight SEE countries repre-

sented about 7.4% of all newly registered
cases in Europe in 2012, the number of can-
cer deaths accounted for 9.3% of total. The
highest mortality from cancer was recorded
in Croatia for men and in Serbia (data include
Kosovo) for women, while the lowest rates
were in Moldova. However, this positive situ-
ation in Moldova is mainly the result of the
shortcomings in detecting oncologic diseases
among the population, which represents in
fact a sign of poor access (Sanigest Interna-
tional, 2010).

Cancer mortality rates are higher for men than
for women. Most of the time, this gap can be
explained by the greater prevalence of risk fac-
tors among men, as well as the lesser availabil-
ity or use of screening programmes for can-
cers affecting men, leading to lower survival
rates after diagnosis (OECD, 2012).

The most frequent cancers in men were lung
(including trachea and bronchus), large bowel
and prostate, in all eight countries, in 2012.
Among women, the three most frequent
newly registered cancers varied between: (i)
breast, large bowel and lung (including tra-
chea and bronchus), in Croatia, Montene-
gro and Serbia (including Kosovo); (ii) breast,
corpus uteri and large bowel, in Macedonia,
and (iii) breast, cervix uteri and large bowel,

Figure 27. Cancer incidence and mortality from cancer per 100,000 by gender and by country, 2012

500 1

450 1

400 A

350 1

300 1

250 1

150 1

100 A1

50 1

EU-27 Bulgaria Croatia Macedonia  Moldova

M Rate (Incidence) Men

(
M Rate (Incidence) Women
Rate (Mortality) Men

(

M Rate (Mortality) Women

Montenegro Romania Serbia

Data: Ferlay et al. (2013), International Agency for Research on Cancer, January 2014. Notes: The data for Serbia
include Kosovo. Estimated incidence & mortality from all sites but non-melanoma skin. Mortality based on age

standardized rate (European) per 100,000.



3. PERFORMANCE OF THE PUBLIC HEALTH SYSTEM

99

in Bulgaria, Moldova and Romania. Overall,
these six most frequent cancer sites made up
52-58% of all new cases of cancer recorded in
2012 in each of the eight countries.

National institutional arrangements and
policies

National Cancer Registries are available in
Bulgaria, Croatia, Macedonia, Moldova, Ro-
mania, Serbia, and are under development in
Montenegro.

In Bulgaria, a specialized cancer network was
founded in 1952. It consists of 13 Regional
Oncologic Centres (dispensaries) and a Na-
tional Oncologic Hospital in Sofia. The Re-
gional Cancer Registries are part of the struc-
ture of each Regional Oncologic Centre and
the Bulgarian National Cancer Registry (BNCR)
is a part of the National Oncologic Hospital.
There is a compulsory registration of malig-
nant neoplasm, regulated by the Ministry of
Health (1964, 1990 and 2005). According to

Box 6. Health-care in cancer in Kosovo (by llir Hoxha)

the legislation every physician/medical worker
is required to send a ‘rapid notification’ to the
Regional Oncologic Centre for each newly di-
agnosed cancer case, for persons suspected of
having cancer and/or for those dying from a
malignant neoplasm (and since 1975 for car-
cinoma in situ, as well) according to the pa-
tient's permanent residence.

The Croatian National Cancer Registry was
established in 1959 with the aim of collect-
ing, managing and analyzing cancer incidence
data. Since 1994, the Croatian National Can-
cer Registry has been a full member of the
International Association of Cancer Registries
(IACR) with the head office in Lyon, France,
and is also a member of the European Net-
work of Cancer Registries (ENCR). In the public
health-care strategy, cancers figure predomi-
nantly among the preventive programmes.
Specific preventive programmes have been
implemented for colorectal cancer, breast can-
cer and cervical cancer.

Unfortunately, Kosovo lacks data regarding cancer incidence. Based on estimates, and opinion of
experts, cancer represents the most common random cause of mortality among Kosovo citizens.
While the number of reports of cancer has increased in Kosovo, the conditions for prevention,
early detection, and treatment are extremely limited. In 2013, with the support of the WHO,
there has been an initiative to set up a Cancer Registry and to develop protocols for treatment of
cancers and measures for early detection. Now there are 20 protocols which have been approved
and are in official use. Professionals are working on another 20 which will become official soon.

Kosovo lacks elementary conditions for fighting cancer: an Oncology Institute with qualified
medical personnel and necessary equipment; an institutional and social organization for offering
treatment and support for these institutions and programmes. Although the service provision
for cancer treatment is limited, there have been a number of positive trends in addressing the
needs of patients. Among them is the establishment of an Oncology Institute, the training of
new residents for oncology, the introduction of chemotherapy treatment at the Institute and
utilization of standards of care (like protocols for treatment) in daily clinical practice. The care for
cancer treatment is primarily provided in the University Clinical Centre of Kosova (UCCK). Region
hospitals provide only limited surgery services for less advanced forms of cancer. For everything
else they refer to the UCCK.

There is a perception that females are more susceptible to cancer as well as people with more
stress too. This is the result of change of life-styles within situations of rapid social transformation
and post-war physiologic consequences. People from rural zones usually show up for diagnosis
and treatment when the cancer is already advanced. This, in a way, is a reflection of the failure of
country health-care systems and early detection provision (primary and secondary care).
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In Moldova, the National Cancer Registry still
needs adjustment and technical support for
improving the early detection of oncologic
diseases. The high percentage of cases identi-
fied at stage Ill-IV represents an argument in
this regard. Except for breast cancer, where
the share of cases identified at stage Ill-IV is
36.3%, for the other cancers this value is over
55%. Thus, stage lll-IV lung cancer is detect-
ed in 72.8% cases, cervical cancer — 56.1%,
colon cancer — 61.2%, and rectal cancer —
63.6% (Conseil Sante, 2012).

Under the centralized Moldovan oncology
system, some elements of oncology treat-
ment are provided in Cahul Rayonal Hospital
(for the southern region of the country) and
Balti Municipal Hospital (for the northern re-
gion of the country). The Institute of Oncol-
ogy from Chisinau provides specialized, highly
specialized and high performance health-care;

surgery, radiotherapy, chemotherapy, etc. (Na-
tional Centre for Health Management, 2012).
In the opinion of doctors, hospital representa-
tives and health officials, the implementation
of state policy in the field of oncology faces
an imbalance between availability of oncol-
ogy services, which are characterized as falling
within the range of well-medium, and acces-
sibility of oncology services, which are seen as
falling within the range of medium-poor.

In Montenegro, the exact number of people
affected by cancer is not known as registers
for chronic non-communicable diseases are
not yet in use. A Disease Registry, which is
expected to be in use in the near future, will
enable more efficient recording of incidence,
prevalence and mortality from disease. Regu-
lations/decisions were adopted and terms of
reference for the preparation of registers for
major chronic diseases were developed.

Box 7. Cancer control policies in Montenegro (by Agima Ljaljevic)

In Montenegro, according to the Law on Health-care and the Law on Health Insurance, all inhab-
itants exercise their rights to health-care within the basic package of health-care services. Policies
that are related to cancer control in Montenegro are based on international and European docu-
ments related to the treatment of malignant diseases. National policies relate to the Strategy for
Prevention and Control of chronic non-communicable diseases, adopted by the Government
of Montenegro in 2008. The Government of Montenegro, in 2009, nominated a Commission
to support the implementation of the Strategy for the Prevention and Control of Chronic Non-
communicable Diseases. In order to monitor the implementation of strategies and evaluate the
results, the National Office for Prevention and Control of HNCD was established at the Institute
of Public Health, which will be lead by staff of this institution.

Also, the National Programme for Cancer Control is a comprehensive approach to prevention,
early diagnosis, optimal treatment and palliative care based on the needs of patients and their
family members throughout the course of malignant disease. Bodies responsible for the imple-
mentation of these policies include the National Commission for Control of Malignant Diseases,
appointed by the Ministry of Health with the aim to provide support to the development and
implementation of policies related to the treatment of malignant diseases in Montenegro. In
addition, all other institutions, within their jurisdiction, are required to initiate, implement, moni-
tor and evaluate the implementation of measures related to malignant disease. The network
of health institutions composed of 18 Primary Health-care Centres, 3 Health Stations, 7 Gen-
eral Hospitals, one Clinical Centre, the Institute of Public Health, the Pharmaceutical company
“Montefarm” and a number of private institutions incorporated into the health-care system are
responsible for the treatment of patients suffering from cancers at all health-care levels using
methods within their jurisdiction.
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Recently, the reformed Primary Health-care Centre through the organizational auspices of the
prevention centres began providing conditions for the implementation of measures of health
prevention and promotion, early disease detection and the monitoring and control of health con-
ditions; while conditions for necessary technical support for diagnosis and treatment of cancer
are established in hospitals. The Clinic for Oncology is equipped with modern equipment for the
treatment of persons suffering from cancer. The Centre for Cancer Screening is being developed,
which will include various types of health-care provision in order to consolidate their activities
and to ensure the highest possible level of early detection of cancer, which could have an impact
not only on the disease, but also on health-care costs.

In Romania, cancer patients have been reg-
istered with the Romanian National Cancer
Registry since 1981.'32 This Registry gathers
information about cancer patients from the
41 counties of Romania and from the six Bu-
charest districts, in which Territorial Cancer
Registries have been established within the
oncology county departments. The Romani-
an National Cancer Registry has encountered
many changes but since 2008 it has functioned
in accordance with the European guidelines,
as stated in the European Network Cancer
Registry (ENCR).™3 In our interviews, opinions
were convergent when talking about the Na-
tional Cancer Registry. Nearly all interviewees
had heard of its existence, but very few had
a clear representation of what it is, or what it
is supposed to do. Medical representatives see
only the statistical output and consider that so
far, ‘other than counting cancer patients, this
registry provides nothing’. In the view of the
interviewed health professionals, the National
Cancer Registry has not been used as evidence
for any public health policy and so it has not
brought until now any improvement to either
the system or patients’ lives.

In Romania, a cancer patient should be able
to receive proper cancer treatment at the re-
gional oncology units in every County General
Hospital and/or at affiliated ambulatory onco-
logic services (if and where they exist). There
are only two Oncology Institutes: Bucharest
Oncology Institute (IOB) and Cluj Oncology
Institute (INOC).

132 Romanian National Cancer Registry was established
through the Ministry of Health Order 219/1981.

133 http://www.cdt-babes.ro/cercetare/eurochip_moni-
toring_report_romania.php

At a national level, until 2012, Romania did
not have in place a functional programme for
prevention and early detection of cancer. This
fact is highly reflected by the top position that
Romania registers on the incidence and mor-
tality from cervical cancer. This is a relevant
example of insufficient prevention and early
treatment, as the deaths from cervical cancer
can be substantially reduced by screening pro-
grammes with referral for treatment services.
One isolated step in this direction was made in
2012, when the Ministry of Health launched
a screening programme for cervical cancer
that aimed to include all 25-64 years females.
Within the programme, the Ministry of Health
planned to test more than 200,000 women
for cervical cancer. However, up to now there
is no official position or data about the results
or the evolution of this programme. Gener-
ally, the detection of cervical cancer, as well as
of other types of cancer, is delayed and diag-
nosed in its advanced stages.

In Serbia, the epidemiological situation with
regard to malignant tumors was monitored un-
til recently only on the basis of mortality data,
although the Cancer Registry was established
in 1970 and legal regulations for medical doc-
tors to report cases of malignant tumor were in
place. Since 1996 when the Population-Based
Cancer Register in Central Serbia was reorgan-
ized, the number of recorded newly diagnosed
cases has doubled. The National Cancer Regis-
try includes precise data about geographic, age
and gender groups. However, there is no data
about ethnical, socio-economic, religious, and
some other group specific disproportionate
risk. Some of the data has been extrapolated
from the main registry; published yearly by the
Institute of Public Health of Serbia, as a part of
the Health Statistic Yearbook.
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There is no integrated or topic-specific policy,
programme, or action-plan which is currently
operational in Oncology. However, with the
help of the European Union (EU) and Japan,
some programmes are about to start. For ex-
ample, a programme for early detection of
breast cancer is supported and financed by
the people of Japan with the donation of de-
vices for mammography. In addition, the EU
supported the programme for early detection
of colorectal cancer, with a donation for the
flexible endoscopes, but also with knowhow
about the organization of the programme in
respect to local specificity.

In addition, all countries (except for Kosovo)
have adopted strategic documents and laws

for the control of tobacco, alcohol and drug
abuse as well as on food safety (regulating
maximum amount of sugar, salt, saturated fat
and various additives in industrially produced
foods, as well as more accurate labelling of
food composition), which are important for
the prevention of carcinoma and have the ul-
timate goal of reducing morbidity and mortal-
ity as consequences of the devastating impact
of risk behaviours. Overall however, public in-
formation, prevention and early detection are
insufficiently developed in the region.

3.4.2 Interviewees on cancer

In all 8 countries a total number of 304 in-
terviews on cancer were conducted, of which

Box 8. Cancer and risk factors in Serbia (by Milos Bjelovic), according to Institute of Public Health of Serbia (2012)

According to the Cancer Register data, men were mostly diagnosed with and died of bronchial,
lung, colon and rectum and prostate cancers. In women, the most frequent sites of malignant
tumors were breast, cervix, colon and rectum. At the same time, women were also victims of
breast, bronchial, lung, colon, rectum and cervical cancer.

While dietary factors are well-established risk factors for colonic and rectal cancer, cigarette
smoking is a major factor for lung cancer. In 2006 fresh vegetables were eaten daily in Serbia by
54.8% of adults, which was significantly more than in 2000 when only 42.4% did so. Fresh fruits
were a part of the everyday diet of 44.0% of the population. The frequency of use of fresh fruits
has increased in comparison with 2000 when it was 34.4%. Richer people consume fresh fruits
and vegetables more often. In 2006, one in five adults in Serbia (19.9%) never thought of the
health implications when they chose what to eat, which was more than in 2000 (15.4%). When
selecting their diet, the elderly (75+) appeared to think less (25.3%), and so did the population
of South-eastern Serbia (24.8%) and the poorest part of population (28.7%).

In 2006, in Serbia 33.6% of the population were smokers (regular or occasional), suggesting a
reduction of the smoking rate by 6.9% in comparison with 2000. Although the reduced number
of smokers was higher among men, the habit was still more prevalent among them (38.1%)
than among women (29.9%).

In Serbia, tobacco use control was legally supported in 2005, with the law that prohibits indoor
tobacco use. In 2006, in Serbia, 27.7% of adults, (almost one in four women (23.7%) together
with one in three men (32.5%)) smoked on a daily basis. Out of the total number of people that
smoked daily 66.8% smoked more than 20 cigarettes a day, while the history of smoking of
those that smoked every day was 18.8 years on the average. Almost two thirds of the population
of Serbia (61.7%) was exposed to tobacco smoke at home and 44.9% were exposed to tobacco
smoke at work. In 2006, 57.5% of the population of Serbia were aware of the noxious effects
of smoking, i.e. tobacco smoke, which was an outstanding improvement over 2000 when only
34.6% reported knowledge of these effects.
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92 were individual witnesses and 212 knowledgeable observers. The number of interviews per
country varied between 10 and 22 individual witnesses and 25 and 37 knowledgeable observers
respectively.

The study covered in each country various regions including metropolitan (169 interviews), urban
(94) as well as rural (41) areas. As per the entire study, the knowledgeable observers interviewed
for cancer from large urban areas represent the largest group of interviewees on the topic (46% of
the total interviewees on cancer).

Figure 28. Cancer: Distribution of the sample by interviewee’s type by area and by country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: Types of areas (rural or
urban) according to the national administrative definitions.

Interviews were carried out on both with women and men. The higher presence of female inter-
viewees (65% of individual witnesses and 57% of knowledgeable observers) can be explained by
(a) their propensity to accept an interview on the subject of health-care problems and by (b) the fact
that in the majority of health-care systems there are more women employees than men.

Figure 29. Cancer: Distribution of the sample by interviewee's type, gender and by country (number of interviews)

70 1
60 1

50 1
M Knowledgeable observers Female

40 1
M Knowledgeable observers Male

30 1 B Individual witnesses Female
20 1 Individual witnesses Male
10 1

4 T 4 T 6 T 4 T T = T 2 T 6 1

Bulgaria Croatia Kosovo  Macedonia Moldova Montenegro Romania Serbia

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.



104

The Performance of Public Health-care Systems in South-East Europe

Individual witnesses who participated in the
study were mainly patients diagnosed during
the period 1st of January 2010 - 31st of De-
cember 2011, aged between 30 and 85 years
old (with an average age of 54), from a range
of ethnic groups,* with various levels of edu-
cation' and a variety of occupations.'®

The interviews covered a large range of cancer
diagnostics, in all phases: cancer of the pros-
tate, colon cancer, breast cancer, ovary can-
cer, corpus uteri cancer, melanoma, pancreas
cancer, rectum cancer, Hodgkin lymphoma,
throat cancer, brain cancer, gastro intestinal
stoma tumor (GIST), malign melanoma, os-
teosarcoma, vesica fellea cancer, and sigmae
cancer. The interviewed patients provided in-
formation about the cancer treatment that
they followed, including: surgery, chemother-
apy, radiotherapy and medication. Hormonal
therapy was mentioned by only one individual
witness.

Knowledgeable observers are medical repre-
sentatives, aged between 24 and 73 years old
(with an average age of 42). The interview-
ees include specialists (68 interviews), gen-
eral practitioners (52), hospital representatives
(32), patients’ organizations (2 1), public health
representatives (20), emergency centres repre-
sentatives (8), NGOs (8) and others (11).

The main characteristics of the sample on can-
cer, regarding both individual witnesses and
knowledgeable observers, are presented in
tables A.7 and A.8 in the Annex.

134 Bulgarians, Croatians, Kosovars, Albanians, Mace-
donians, Montenegrins, Romanians, Moldovans, Roma,
Ukrainians, Russians, etc.

35 Were interviewed 2 persons with no education, 19
with elementary education, 27 with high school, 22 with
college or more.

136 Employed (52%), pensioners (42%) or other eco-
nomically inactive persons (21).

3.4.3 Accessibility to the
state-of-the-art treatment in cancer

This section analyzes the actual access of
cancer patients to state-of-the-art diagnos-
tic, treatment, monitoring and rehabilitation
based on interviews with knowledgeable ob-
servers and individual witnesses from the eight
selected SEE countries. The analysis is organ-
ized according to the adjusted 6-access-steps
model presented in subchapter 3.1.1.

(A) Content of the national benefits baskets

National programmes of oncology for some
types of cancer (usually the major types)
have been developed in Croatia, Macedonia,
Moldova and Romania. However, universal
coverage of health-care services for patients
with oncologic diseases under National Insur-
ance Funds is acknowledged by law in only
seven of the eight countries (without Kosovo).

Thus, in most countries, the tests and diag-
noses, the treatment itself including drugs,
the work of specialists, doctors, nurses and
laboratory tests are free of charge by law, be-
ing covered by compulsory health insurance.
This is the case of Bulgaria.

Croatia does not cover accommodation in
hospitals. Croatia has a special budget within
which a large number of expensive drugs for
treating cancers are reimbursed (by the state
insurer). For the drugs not reimbursed through
this budget or a regular reimbursement list, a
hospital may decide to buy oncology drugs for
their patients from its own budget, (which is
not a rare event).

In Macedonia, health services are not free of
charge during the diagnostic period (laborato-
ry, X-rays, magnetic resonance, computer to-
mography etc.). In the Law for Health Protec-
tion there isn't such a statement/rule/article by
which patients with cancer are in a category
that receives free of charge health services in
other health institutions outside the Clinic for
Oncology.

In Moldova, confirmed oncologic and ma-
lignant hematological diseases are included
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in the List of Social-Related Diseases with a
Major Impact on Public Health. Oncology di-
agnostic services at the primary health-care
level (medical laboratory services) as well as
inpatient treatment are covered by manda-
tory health insurance'’ both for insured and
uninsured people. Oncologic medication used
in outpatient treatment is centrally purchased
by the Ministry of Health with state budget
resources.'*® However, only a very limited list
of medicines is covered.

In Montenegro and Serbia, the Compulsory
Health Insurance Funds cover additionally the
costs of transportation to the doctor or medi-
cal service, for the patients and, if necessary,
for family members.

Cancer treatment in Romania, officially, is free
of charge, but all costs are covered only within
the availability of resources of the National
Health Insurance Fund (since 2008). Although
funds allocated increase every year,'* they are
still insufficient to cover the needs of cancer
patients. The shortages in financing the Na-
tional Programme of Oncology deny or delay
access to treatment for many patients. At the
end of 2012, about 1300 patients'*® were on
the waiting list; whose treatment was already
delayed on average by more than 3 months.
Also, half of the 2012 budget was directed to
innovative treatment that addresses 10% of
total cancer patients.

137 QOrder of the Ministry of Health and the National
Health Insurance Company No. 348/56-A of 29.04.2011
on the approval of methodological norms for implemen-
ting in 2011 of the Mandatory Health Insurance Unique
Programme.

138 Ministry of Health of Moldova. www.ms.gov.md

139 1n 2012, the allocation for the entire programme was
about 1,031 million lei, with 10% more than in 2011
and 30% more than in 2008 (at the onset of the Na-
tional Programme of Oncology).

140 1n 2012, the waiting lists registered and historic low.
Due to an increase of budget, the shortage of the list
was of about 42%.

(B) Formal and informal out-of-pocket expens-
es

In spite of the universal coverage with free of
charge services for cancer patients, out-of-
pocket payments (formal and informal) were
reported in interviews across all involved coun-
tries.

Based on the insurance principle that money
follows the patient, the health-care system in
Bulgaria makes no differentiation between
public and private entities. If the private sec-
tor meets the requirements for signing a con-
tract with the National Health Insurance Fund,
then there are no obstacles to have access to
public funds. However, a cancer patient who
prefers/chooses to go for private testing (for a
second opinion or to avoid waiting lists from
the public units, etc.) should pay, for exam-
ple, for the contrast agents used in imaging.
Due to the concentration of health-care serv-
ices for cancer treatment in the largest cities in
the country, many patients have to deal with
rather high costs for transportation and ac-
commodation.

The interviewed professionals evaluated the
approximate cost of a ‘standard’ patient to
be € 150-250"" for required tests and exami-
nations and between approximately € 1,500
and € 5,000 for the treatment, but as some
of them said: ‘there is no upper limit". These
figures are only estimations if the patient must
pay her/himself. In the public health-care sys-
tem the treatment (tests, examinations, pro-
cedures, medications) of patients with cancer
is free. Although in our study, the interview-
ees did not mention informal payments, other
studies from Bulgaria (e.g. Balabanova and
McKee, 2002) showed that they are wide-
spread, mostly as gratitude or for ensuring
proper care.

In Croatia, besides the free of charge services,
informal payments were reported as being re-
quested for tests, and in rare cases, offered
as gratitude, especially for surgical interven-
tions. Formal out-of-pocket payments were

141 At an exchange rate of 1.95583 BGN= 1 EURO.
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mentioned for tests made in private facilities
(chosen in order to avoid waiting lists) for cer-
tain types of chemotherapy. The high cost of
medication is seen as a problem, as the requ-
lar reimbursement list of medicines does not
include the new ones with better effect. Medi-
cines are available in pharmacies but are ex-
pensive and are not accessible for people with
modest incomes.

In Kosovo, most diagnostic services are avail-
able in private practices. In the public health-
care system, services are free of charge, but
the capacity is very limited. Because many peo-
ple do not have money to pay for the services,
delays in visiting the doctor are widespread.
In some cases, patients need to travel abroad
in order to diagnose the disease. Besides the
cost of health services, transport related costs
increases further the burden on patients, par-
ticularly on the poor and on those who live
in remote areas and cannot travel during the
winter. The treatment of cancer is highly ex-
pensive as most services are provided in pri-
vate sector or have to be purchased with out-
of-pocket payments. Usually, patients have to
bring medication and supplies that are needed
for treatment. In many cases they have to buy/
bring everything, even clean sheets, in the
case of hospitalization. Medication is not only
expensive but also unavailable, so people have
to obtain it from abroad (through relatives,
friends or other connections). Also, there is
some indication that people do pay medical
staff ‘under the counter’, which is made eas-
ier by the lack of a control mechanism. Thus,
the overall costs reported in cancer treatment
reach about € 10,000, including travel and ac-
commodation (as against an average national
wage of € 300 per month). The situation is
even worse in those types of cancer in which
treatment is not available within the country.
So, many patients cannot afford the treat-
ment. Health monitoring services are available
in the public sector, but only in the country
capital in the Institute of Oncology. According-
ly patients who do not live in Prishtina have to
travel in order to receive the appropriate serv-
ices (between 40 and 85 km one way), hence
travel costs represent again an access barrier
for many people. If a patient does not have
money, s’/he may apply to the fund available

for treatment abroad (which is very limited,
about €3 million), or may take a loan (from
relatives and friends) credit in a bank. Only
few people are insured with private health in-
surance, which usually covers about 80% of
the costs for diagnosis and treatment.

In Macedonia, payments are usually higher
during the diagnostic period when the health
services are not free of charge. Participation
fees reported in interviews covered tests and
examinations such as blood tests, ultrasound,
X-ray, mammography, computerized tomog-
raphy, magnetic resonance, biopsy, cystos-
copy and amounted to between 10% and
50% of the national gross monthly wage (in
February 2013). The overall costs of tests vary
widely depending on the type of cancer as
well as on the number and diversity of tests
needed for diagnosis. Under the National Pro-
gramme of Oncology, treatment for cancer is
free of charge (within the Clinic of Oncology).
Nonetheless, co-payments usually cover part
of the services of doctors/specialists, nurs-
ing and other medical staff, laboratory tests,
medicines, proper care and other services. The
overall costs of treatment vary significantly
from one type of cancer to another, depend-
ing on the kind and complexity of interven-
tions. For example, co-payment for surgi-
cal treatment declared in interviews reached
65% of the national gross monthly wage (in
February 2013), while co-payment for chemo-
therapy was 117%. Similarly, the costs for
medicines ranged between 10% and 100%
of the national gross monthly wage (in Febru-
ary 2013). The patient transportation service is
not part of the general package of health serv-
ices. If the patient is not an emergency case,
the transport from home to the health-care in-
stitution can be carried out by ambulance but
at the patient’s expenses. Patients with cancer
are in a category of very sick persons, but are
not always emergency cases, which makes
their transport complicated and costly.

The situation when the patient cannot pay
for the entire treatment is also a problem that
doesn’t have a unique solution in Macedonia;
it depends on the patient’s health condition
and on whether the cancer diagnosis is con-
firmed and so on. In most cases the patient
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will receive treatment, then the social services
will try to solve any payment issues. Gener-
ally, through the National Programme of the
Ministry of Health all expenses are covered,
however there are also a lot of humanitarian
activities that are involved. In some rare cases
patients will have to wait longer for treatment
or will be forced to find additional private
sources to provide a proper treatment (mostly
for medicines).

In Moldova, formal and informal payments
were reported both by patients and doctors,
as well as by health officials, at all stages of
the cancer care delivery process. During the
process of diagnosing, oncology patients
have to make direct payments for laboratory
examinations amounting to € 9-125,' rea-
sons invoked including the requirement to
get referrals for medical investigations, reduc-
tion of the waiting time, payment for medi-
cal investigations, etc. It is difficult to assign
such direct payments in either the formal or
informal category because such payments
are made directly to the doctor, even in cases
when they are intended for service charges
according to the catalogue of unique tariffs
for public health-care services. An analysis of
the types of medical investigations for which
patients report making direct payments high-
lights the fact that these are both ‘standard’
investigations (ultrasound, radiography, mam-
mography, EGDFS, etc) and high performance
investigations (bronchoscopy, computed tom-
ography, MRI, etc) included in the Unique Pro-
gramme (covered by mandatory health insur-
ance). Because the decision on the type and
volume of oncology treatment is finally taken
at the Institute of Oncology, in Chisinau, pa-
tients from the entire country are expected to
cover the transportation costs to the capital
city.

Regarding hospital treatment, the interviewed
patients estimated informal payments in a
range (depending on the health-care institu-
tion and doctor) from € 500 to € 1,000 for
surgical treatment, from € 200 to € 300 for
chemotherapy treatment and from € 200 to

142 At an exchange rate of 15.9967 MDL = 1 EURO, as
at December 2012, http:/Awww.curs.md/

€ 250 for radiation therapy. Additional infor-
mal payments made during hospitalization
are directed to medical staff in order to receive
proper care as well as towards drug procure-
ment (most often of opioid analgesics (€ 20 to
€60). A very critical aspect is that in many cas-
es informal payments are conditioned by the
medical staff, a fact which was mentioned by
patients, hospital representatives and health
officials.

By contrast, no informal payments were de-
clared in Montenegro. Individual witnesses
agreed with knowledgeable observers that
cancer treatment is free of charge, with all
costs being covered by the Health Insurance
Fund of Montenegro. There are mentioned
cases of patients who needed to go to private
health-care institutions for lab tests (due to
lack of reagents, diagnostic equipment fail-
ures, lack of medicines), but all costs were re-
imbursed from the Health Insurance Fund.

In Romania, the centralization of oncology
care in only a few University Hospitals and only
two Oncology Institutes creates an overload
of the system, which translates into financial
pressure on the patient. According to the law,
any standard insured patient is entitled to
receive treatment for cancer free of charge.
Nevertheless, in order to overcome insufficient
public resources and to accelerate the process
of healing, many patients use private services
for mandatory tests. The underground ‘cancer
economy’ facilitates these types of practices,
as is the case when a public hospital has only
one functional NMR device, a private clinic
for cancer tests is then allowed to function.
So, for the patients who want to avoid a two-
month waiting list for an NMR, the € 1804
private solution is available.

Apart from the fee-for-service paid in the pri-
vate sector (for tests needed for diagnosis), no
supplementary payments were required. As
an individual witnesses declared, cancer treat-
ment costs in the private sector are so high
that ‘even the richest that start treatment for

143 At an exchange rate of 4.456 RON = 1 EURO, 2012
average, http://cursvalutar.dailybusiness.ro/curs-valutar-
mediu-lunar



108

The Performance of Public Health-care Systems in South-East Europe

cancer at their own expense, end up on public
waiting lists’. All patients declared that they
were not asked for informal payments but felt
responsible to offer extra money to medical
staff in order to receive better services. Most
of them considered that the informal pay-
ments were not mandatory, but facilitated
and improved the process of care.

During the monitoring phase, many patients
prefer to visit their doctor in the private sec-
tor, in order to ensure greater efficiency. Their
testimonials reveal that the same doctors
perform better when remunerated in the pri-
vate sector, than in the public sector. Periodic
consultations are a problem for patients who
cannot access these types of services at the
nearest hospital. For some patients, the thera-
peutic scheme for cancer ends with cessation
of the medication treatment. High costs for
transportation are one of the main reasons for
this. Thus, with regard to payments, the main
difficulties of the cancer patients in Romania
relate to the high costs for transportation to
Oncology centres and for tests in the diagnos-
tic phase.

In Serbia, during the diagnostic process, the
trend of referring patients to private Clinics is
increasing steadily. It is hard to calculate aver-
age formal payments, since there are two cat-
egories of such patients. One is the category
not in the position or not willing to pay, and
the other are those willing and in a position to
pay formally out-of pocket. It is likely that, on
average, the diagnostic process will take more
time in the case of using solely resources of
the public health sector.

In Serbian public clinic/hospitals health-care
services are free of charge. Cancer patients do
not have to pay the medical staff to receive
proper care, laboratory tests or medications.
Patients with cancer do not have to pay the
public clinic/hospital surgery or for other ther-
apeutic options. Out-of pocket payments (for-
mal and informal), in the public hospitals for
the cancer patients is illegal in Serbia. Howev-
er, in some cases, patients are faced with the
request for informal payments. So, informal
payment is a problem in Serbia too, not to the
extent that it endangers the function of the

system, but enough to decrease trust in some
specific areas (critical resources) and situations
(temporary shortage of medications, malfunc-
tion of the machines for radiotherapy, etc.).

In the cases of some diagnostic procedures
(laboratory tests, imaging procedures, flexible
endoscopy, etc.) patients visit private facili-
ties too. All the health-care services that were
needed during the monitoring period were
not always present at the nearest clinic/ hos-
pital, and patients had to visit different doc-
tors located in various places. The distance
from the home to the clinic/ hospital could
be a problem. However, in Serbia, the cost of
transportation to the doctor or medical service
is not an issue because the Compulsory Health
Insurance Fund reimburses travel expenses for
patients and, if necessary, family members.

If medications needed for the treatment of
cancer patients could not be obtained from
the local pharmacy, they would be applied
in the Oncologic Centre by specialized medi-
cal staff. All medications, which are included
in standard protocols of treatment, are free
of charge. Patients who are seeking medica-
tions that are not covered by the Compulsory
Health Insurance Fund have to pay formally
out-of-pocket. In that case, expenditures per
month for specific medications range from a
few hundred Euros (for example oral 5FU), to
a few thousand.
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Table 11. Critical out-of-pocket payments (formal and informal) for cancer patients in the SEE region

Diagnostic

((CHO)

Bulgaria (as gratitude)
Croatia (as gratitude)
Kosovo

Macedonia

Montenegro

Moldova (conditioned)
Romania (as gratitude)
Serbia

Monitoring,

WHE0s e

Transport

to doctor

or health
facility

Medication

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.

Finally, table 11 presents in a systematic way
the out-of-pocket payments that are critical to
funding in the eight SEE countries with regard
to cancer treatment. The results of our qualita-
tive study reconfirm to a large extent the evi-
dence given by the financial indicators (figure
15). Moldova and Kosovo, where out-of-pock-
et payments for health services exceed 40% of
total health expenditure, cumulate critical ar-
eas at all stages of cancer care delivery. For the
other two countries with high shares of out-
of-pocket payments in total health spending
(Bulgaria - 43% and Serbia - 36%, in 2011),'*
financial protection appears to be ensured in
the specific case of oncology diseases.

(C) Availability of services and geographical
access for cancer patients

The majority of health professionals and of-
ficials (74%) interviewed within our study
appreciate that state-of-the-art treatment in
cancer is available in their country, at least for
some types of cancer.'* The negative answers
are more numerous among representatives
from Moldova, Romania and Serbia as well as
among general practitioners from rural areas
and patient organizations.

44 Data: WHO/Europe, European HFA Database, July
2013. For Kosovo, data from Stubbs and Haxhikadrija
(2008).

145 A total of 199 valid answers.

The delivery of a state-of-the-art treatment for
all types of cancer or, at least, for cancers with
the highest prevalence in Moldova, is not pos-
sible due to the lack of medical technologies
in the field of oncology (devices, medication,
therapeutic and surgical procedures). The
most frequently cited reason among oncolo-
gists is that, in practice, the standard chemo-
therapy schemes are changed depending on
the type of drugs centrally purchased by the
Ministry of Health or public health-care insti-
tutions (Institute of Oncology).

In Romania, most of the knowledgeable observ-
ers consider that state-of-the-art treatment for
cancer is available for almost all types of can-
cer. Theoretically, treatment for cancer should
be available at county hospital level. In practice
however, very few public hospitals offer state-
of-the-art treatment free of charge; they are
overcrowded, and the budget allocated to the
oncology programme is most times insufficient.
For example, treatment for prostate cancer is
available only in the two Oncologic Institutes. A
similar situation could be observed with regard
to the use of the European Guides for Diagnos-
tic and Treatment. Theoretically, in Romania, all
oncologic departments follow these protocols,
in practice though, everybody does what s/he
can given thelimited resources. For example
all guides state that all cancer patients should
receive psychological counselling. In reality, pa-
tients ‘receive five-minute consults’ after, some-
times, more than 12 hours of waiting.
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The NGOs' perspective is even more critical re-
garding the subject. Their experience in help-
ing poorer patients getting treated showed
that treatment considered state-of-the-art in
Romania is nothing but ‘baseline treatment,
including surgical interventions, chemothera-
py or radio therapy’, drugs are very expensive,
inefficient and delayed and hospital condi-
tions and devices are ‘the opposite of state-
of-the-art’. The main topic brought into the
discussion by medical representatives was
not the system’s capacity to offer high quality
treatment but, the fact that, in most cases, the
diseases are discovered in an advanced stage.
Thus, lack of prevention and information are
seen as the main factors that negatively influ-
ence the outcomes of treatment rather than
the lack of state-of-the-art treatment.

In Serbia, the interviewed knowledgeable
observers claim that in significant number of
malignant tumors, state-of-the-art treatment
of cancer is not available. In Serbia, there is
only one Compulsory Health Insurance Fund.
Fund Commissions, composed of medical and
non-medical stuff, generate standards/pro-
tocols for the treatment in respect to precise
control of expenditure. Thus, some protocols
are outdated, and do not comply with the
current European Guide (ESO) of treatment.
Nevertheless, with full awareness of the posi-
tive therapeutic effect of some new treatment
options (mainly chemotherapy and biological
therapy), some new Commissions are made
within the Fund to approve and monitor the
use of the new potent (and expensive) drugs
in highly specific circumstances. These treat-
ment options include, for example, the use
of Imatinib Mesilat in the treatment of Gas-
trointestinal Stromal Tumors and some types
of Leukaemia and Bevacizumabin in the treat-
ment of some metastatic cancers etc. In the
case when the patient is informed about
state-of-the-art treatment and willing to pay
out-of-pocket (formal payment), that kind of
treatment could be applied in the private Clin-
ics with privileges to treat cancer patients.

Protocols and guidelines for good medical
practice that enable achievement of the high-
est possible level of quality of health-care serv-
ices to be provided under the existing condi-

tions were developed in all eight countries.
National protocols and guidelines comply with
the European Guide of diagnostic and treat-
ment (ESO), at least for some types of cancer.
Only in Montenegro, domestic protocols are in
place, but service providers are not fully aware
of the development status of these guidelines,
and most of them tend to state that European
standards are in use.

State-of-the-art treatment has been given
different meanings from one country to an-
other. In Bulgaria, the most common meaning
of state-of-the-art treatment in cancer refers
to ‘the one that can be treated surgically’. In
Croatia it encompasses brain radio surgery
and head and neck radiotherapy. In Kosovo,
the opening of the Institute of Oncology a
few years ago and the recent introduction
of protocols'® for treatment of cancers and
measures for early detection, with the support
of the WHO, improved significantly the avail-
ability of state-of-the-art services; the most
advanced care is available for treatment of
breast cancer, prostate and stomach cancers.

Geographic access represents a major prob-
lem in all countries under study, as oncologic
facilities, particularly state-of-the-art services,
are highly concentrated in the larger cities, es-
pecially in capitals. Medical services and phar-
macies are also missing in some localities. Spe-
cifically for this reason, the implementation
of state policy in the field of oncology faces
an imbalance between availability of oncol-
ogy services, which is generally characterized
as falling within the limits well-medium, and
geographic accessibility of oncology services,
which is described as medium-poor.

In Bulgaria, cancer patients reported the need
to travel between 30 and 160 kilometres dur-
ing the monitoring period, as public hospitals
with appropriate facilities are located only
in the main districts’ cities. In Croatia, some
cancer patients declared to attend one hos-
pital with different departments, some went
to various institutions in the same city, some

46 There are now 20 protocols which have been ap-
proved and are in official use. Professionals are working
on another 20 which will become official soon.
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had to go to the capital city for monitoring,
while others had to travel to a larger cities or
abroad to obtain medication. The most dis-
advantaged are people living on the islands
and more rural remote areas, from which they
need to travel up to 200 kilometres in order to
reach appropriate service. In Kosovo, oncolo-
gy services are available in the capital so most
patients have to travel a lot to receive servic-
es. Since Kosovo is relatively small in size, the
amount of travel is never more than 170 km
per journey, but travel is an intensive exercise
if the patient has to travel several times dur-
ing the week to be present for specific pro-
cedures. Travel becomes a serious limitation
especially during the winter. A rather similar
situation is recorded in Moldova, where all
citizens have to travel to the capital to get a
final diagnosis and state-of-the-art treatment
in cancer.

Romania is a bigger country, so cancer pa-
tients have to travel even larger distances in
order to receive appropriate health-care (in a
few University Hospitals and only two Oncolo-
gy Institutes). The transportation related costs
represent in some cases the main reason for
the interruption of treatment, particularly for
poorer people from rural areas. Actually, Euro-
barometer data from 2002 showed that only
about 35% of the population from Bulgaria
and Romania have access to a hospital less
than 20 minutes away (compared with ap-
proximately 53% in the EU-15). At the same
time the proportion of people whose access
to hospitals is severely impeded by distance -
need an hour or more to get to a hospital - is
about 13%. In terms of proximity to a gen-
eral practitioner, the proportion reaches about
68% compared with 85% in EU-15 (Wismar
etal., eds., 2011, p. 62).

In Macedonia, there is also a lack of health-
care facilities throughout the country that are
specialized to provide care for patients with
cancer. These patients are usually treated at
different departments inside the general/clini-
cal hospitals of bigger cities and at one Oncol-
ogy Clinic within the Clinical Centre-Skopje.
Also, in Serbia, the inequity in the diagnostics,
monitoring and treatment in cancer is mainly
geographically driven. Medical services and

pharmacies are not available in some localities
or disadvantaged areas (mainly rural). Addi-
tionally transport services are underdeveloped.
In large urban areas, there is more likelihood
that patients will receive necessary diagnostic
procedures (CT scan, MRI, etc.) and standard
treatment than in small urban and rural areas.

(D) Health-care providers in cancer

In all eight countries, health-care services in
cancer, especially state-of-the-art treatment,
are concentrated in the public sector. Kosovo
makes a notable exception with a higher pro-
portion of patients who are referred for cancer
treatment outside the country (usually to Al-
bania and Macedonia, but also Turkey, Croatia
and Western Europe, mainly depending on
the type of cancer).

Usually, specialized oncology care is provided
in large public health-care institutions. Private
health facilities have the right to render this
type of services only under a public-private
partnership, based on contracts with the Na-
tional Insurance Funds. However, with respect
to oncology health-care, most private provid-
ers operate at the primary and secondary lev-
els, so are available mainly in the phases of
diagnosis and rehabilitation as well as phar-
macies.

(E) Waiting lists and other aspects of system
organization that can result in barriers to ac-
cess

Waiting lists but also a number of organiza-
tional aspects have been mentioned as sourc-
es of access barriers for cancer patients in the
eight studied countries.

(1) In all eight countries, routine and preven-
tive consultations as well as systematic screen-
ing are rare. The majority of patients felt ill one
day and went to a doctor. It is not likely that
the average patient got information or took
preventive action before getting ill. The major
sources of preventive information include TV,
newspapers and the Internet. Nevertheless,
patients from large urban areas and those
with high levels of education are more likely to
have information on risk factors and conduct
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routine actions and examinations. In addition,
in some countries such as Serbia, in the past
couple years more and more companies have
initiated policies of mandatory systematic ex-
ams for their workers. However, delayed visits
to the doctor, usually when the health con-
dition aggravates or the patient has persist-
ent pain, seem to be widespread within the
region.

(2) Patients’ experiences across all eight coun-
tries show that the establishment of diagnosis
is a process that does not fully reproduce the
official referral mechanism. In most cases pa-
tients talk about the disease firstly with a fam-
ily member or friend. The next step is visit to
the general practitioner (GP), but a significant
number of patients visit the specialist first, and
the GP doctor only afterwards, for getting the
necessary permission for the diagnostic proc-

ess and therapeutic procedures to go ahead.

Box 9. Inequities in the navigation of the health-care system in Romania (by Georgiana Neculau)

In terms of optimal utilization of the health-care system, a standard cancer patient in Romania
would follow the route outlined below. Discussions with both patients and medical representa-
tives revealed alternative ways of accessing diagnostic, treatment and monitoring for cancer,
depending on levels of income, social networks, education and residence.

The great majority of patients, after discussing symptoms with family members or friends, ad-
dress themselves directly to a specialist. In most cases, the specialist is the first to diagnose the
cancer with only few patients choosing to visit a GP first. Most cancer patients are afterwards
referred to one of the National Oncologic Institutes and/or University Hospitals for confirmation
of diagnosis and for treatment. Very few receive the care needed at the Oncology department
within the county hospital.

The period between the first appearance of symptoms and the establishment of a diagnosis de-
pends on variables such as patient income, education, residence (rural/urban) and the distance
from home to oncologic departments and/or Oncologic Institutes. Despite the existence of a
health structure (oncology departments in all county hospitals) that formally provide all groups of
the population access to the basic package for cancer treatment, there are still groups that have
limited or inadequate access to them.

The ‘standard’ route of cancer patients in the Romanian health-care system

First Hl Talk to family |
symptoms 1

Consultant an oncologist - public
hospital with oncology section

| Consultant a GP | l
v
| Consultant a specialist | / Tests \

Private clinic

Public hospital

) Results — | NPO

<— Treatment

D

Public hospital with

_.I[_ oncology section

Monitoring every 6-12 months

Surgical intervention

University Hospital




3. PERFORMANCE OF THE PUBLIC HEALTH SYSTEM

BER
STIFTUNG

113

For example, access to treatment will be easier for a patient from Bucharest than for one living in
the rural area of Vaslui (North East Region). The first may receive the diagnosis within few weeks,
while the other would probably have to wait months. The capitals’ residents’ access in the health
system will be directly through the Oncologic Institute, where they will receive all mandatory
tests, in the same location and with high-level specialists. By contrast, the patient from rural area,
in the best-case scenario, will receive a diagnosis in the County Hospital and afterwards s/he will
have to confirm the diagnosis in a University Hospital or in an Oncology Institute. For a poor rural
resident patient, long distances, requests for informal payments (in order to receive proper care),
requirements for tests in the private sector (to avoid waiting lists) translate in delays in getting

diagnosed and limited or no access to care.

(3) Diagnosing cancer could last for months
in some cases but as the majority of patients
have one or more alarm signals or symptoms
of the disease, diagnosis is normally estab-
lished in less than one month. In Moldova,
according to patients, the phase between
symptoms identification and establishment
of a diagnosis may last from 3 to 15 weeks.
In Kosovo, instead, most individual witnesses
waited two to six months. In Macedonia were
reported cases of cancer uteri or vesicae felae
that waited one year for a proper diagnosis
(Eastern part of the country). More generally,
in cases with no alarm signals, loss of time
could be significant, from a few months to
more than a year. There is significant varia-
tion in the number of doctors and specialists

Table 12. Waiting times for treatment in cancer

Major
surgery

Direct access
to specialist

Bulgaria

Croatia |

Kosovo*
Macedonia
Montenegro* _
Moldova*
Romania
Serbia

therapy < 21
< 90 days

consulted for getting the diagnosis, between
3 and 10 in our interviews; both in the private
and public health facilities. In Moldova, Ser-
bia and Romania, the ‘average’ cancer patient
does not ask for second opinion. By contrast,
in Macedonia, half of the interviewed patients
asked for second opinion.

(4) The centralization of oncology care in few
clinics/hospital leads to considerable waiting
times in all studied countries. Regarding wait-
ing times, our interviews produced results very
similar with those provided by the Euro Health
Consumer Index (2013) as shown in table 12.
Nevertheless, in every country there are places
with good waiting time history, where patients
get services without major delays.

(ST CT scan Getting

< 7 days medication*

days

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries and Health Consumer Powerhouse
(2013). Note: * Countries/item not included in the Euro Health Consumer Index study. Regarding waiting times, ECHI
methodology is based on interviews with patients, expert reference panel discussions and survey to Patient Organizations.
Red cells indicate long or very long waiting times, light orange cells show a intermediate situation, and green cells point
out the areas with no problems in terms of waiting times.
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Lack of medical professionals in some areas,
but also the absence of specialists in some
specialties, raises serious problems of access
to care in reasonable time. The numbers medi-
cal staff is insufficient and/or is not so special-
ized in regional, district or county hospitals,
although in some countries (such as Kosovo)
this situation has improved in the past few
years and access to reliable services has im-
proved. In other countries (such as Bulgaria,
Moldova and Romania) the situation has
worsened in recent years, mainly due to the
emigration of health professionals for work
abroad. Within the national oncology clinics,
hospitals or institutes, there are specialists, but
the capacity is rather low in relation with to
overall need and medical staff become over-
burdened with work as they have to provide
treatment to all cancer patients in the country.
It is well known that conditions of work un-
dermine the performance of professionals re-
gardless how capable and dedicated they are.
For example, in Romania, insufficient human
resources and underperforming equipment
reduce times for consults per cancer patient
by at least five minutes, claimed our interview-
ees. Another result encountered for instance
in Croatia is that cancer patients have to deal
with continually changing medical staff/ doc-
tors, with different opinions.

Patients’ experience allowed the identifica-
tion of another barrier in accessing treatment,
namely the waiting period for chemotherapy
and radiation therapy, which in the absence of
a decentralized system of these types of treat-
ment, generates a series of collateral barriers.

(5) Not only that there are insufficient special-
ists in cancer treatment services but there are
some of the opinion that the qualifications
of Oncologists is limited compared with de-
veloped countries, at least in some countries
such as Kosovo, Moldova and Romania. The
health systems in the region is rather restric-
tive and provides only limited career opportu-
nities to the younger generation of physicians.

(6) According to the interviewed oncologists,
the delivery of a state-of-the-art treatment
for all types of cancer or, at least for cancers
with the highest prevalence in the region, is

impeded by the lack or insufficiency of medi-
cal technologies in the field of oncology (de-
vices, medication, therapeutic and surgical
procedures). Radiotherapy is not available in
Kosovo. Standard chemotherapy schemes
are changed depending on the type of drugs
available, in Moldova and Romania. Lack, in-
sufficient, out-dated and damaged machinery
and apparatus over the period of their depre-
ciation was reported in all eight countries as a
significant problem, particularly (but not only)
regarding the smaller facilities. Medications,
particularly the new ones, are not available,
are expensive and/or are very difficult to ob-
tain in some countries.

(7) Although hospitals offering specialized
services in cancer treatment are overcrowded,
the interviews highlighted a tendency towards
hyper-hospitalization, on the one hand, pa-
tients being recommended hospitalization,
including for establishing the treatment strat-
egy, accompanied, while on the other hand,
a tendency of refusal of hospitalization (and
prescription of palliative treatment at home)
for oncologic diseases in advanced stages.

(8) Doctors, patients and health officials report
that monitoring, recovery and palliative care
services for oncologic diseases have shortcom-
ings similar to those of cancer treatment serv-
ices. Shortage of palliative care institutions and
of specialized personnel in the field represents
a problem in the entire region. Some, but not
all, private long-term health-care facilities ac-
cept chronically ill patients, but none of them
care for patients with cancer. Consequently, in
most cases, all activities regarding the care of
cancer patients are usually the responsibility of
family members. Only in some countries (e.g.
Macedonia) public health services have de-
partments for home visits that deliver therapy
for cancer patients.

In conclusion, in the opinion of most health
professionals the above mentioned aspects
are inter-related and all are linked to the sys-
tem under-financing. Lack of medium and
long term coherent and integrated strategies
for disease management, lack of human re-
sources and poor medical technologies need
to be addressed within a comprehensive
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framework in order to improve quality, acces-
sibility and equity of the health-care systems
in the oncology field. For the time being, the
quality of services in cancer care is overall rat-
ed as medium-low in the region.

Even so, the majority of individual witnesses,
although they could not tell whether they re-
ceived health-care services at the state-of-the-
art level, were generally satisfied with what
they got. Many tended to share the belief that
medical staff ware underpaid, so that ‘they
strive’ to give the best care they can. Only in
Moldova, the level of distrust in, and dissat-
isfaction with, the health-care services seems
to be more pronounced among cancer pa-
tients (but not in the phase of diagnosis). In
all countries, the specialized clinics from large
urban areas, especially capital cities, are much
more trusted and better assessed by patients,
compared with the doctors and hospitals from
small urban areas. Overall, services provided
by the public health-care system are rated by
patients as medium-good, with most thera-
peutic phases being delivered in a professional
and timely manner. This result may be easily
biased by the fact that we only talked with
patients and family members of patients that
survived the disease and are grateful to be
alive.

(F) Groups with limited access to health-care
services in cancer

Taking into consideration knowledge about
the public health-care system, the health pro-
fessionals, health officials as well as Patient
organizations from all eight studied countries,
there is a strong belief that poor knowledge
and lack of information, within the general
population, represents a significant factor that
affects prevention and early diagnosis of can-
cer, but does necessarily negatively effect the
treatment itself.

In the entire region, the health culture among
the general population regarding the preven-
tive anticancer activities is still at a low level,
which results in diagnoses taking place in a
late stage of the disease. This is especially true
in rural and less developed areas, among the
population with low levels of education and

socio-economic opportunities. These latter
categories of the population have less access
to the health-care facilities due to economic
and/or geographic reasons. In Kosovo, these
barriers affect to a larger extent women more
than men. Women with low levels of educa-
tion, usually, work at home and do not think
about visiting a doctor in the city, which is fa-
tal for a large number of them, as they present
with terminal stages of disease although
symptoms have long been apparent. For men,
the situation is a bit different as they tend to
work in different places and access is more
spontaneous, they can show up for medical
checks much earlier than women from the
same places. In addition, in some countries
(e.g. Moldova and Romania), elderly and pa-
tients in advanced phases of cancer were in-
cluded among groups with less access to high
quality treatment in the public health system.

In our study, specific ethnic culture, customs
and traditions were not reported among the
groups with difficult access to state-of-the-art
services. Nonetheless, various national and in-
ternational studies on the region indicate the
Roma population as suffering discrimination in
access to medical care, not to mention state-
of-the-art treatment (see subchapter 2.2.4).

In this context, the national prevention poli-
cies and services are insufficiently developed
in the entire region, which is reflected in the
populations’ general attitude towards routine
and preventive consultations. For example, a
national representative study done in Romania
in 2011 revealed that 58% of the population
aged 18 years or more do not attend any rou-
tine annual consultations and visit the doctors
only when they have critical health problems.
Of all respondents, 45% mentioned that
they did had not made any routine medical
checkup in the past two years, while 6% have
never been to such a control.™’ It is also highly

147 IMAS (2011) Survey on attitudes and behaviors of
the Romanians on health status and access to health
services, Research conducted in August 2011, nation-
wide, on a sample of more than 1,000 persons. Source:
http://medlive.hotnews.ro/studiu-imas-peste-jumatate-
din-romani-nu-merg-la-medic-decat-atunci-cand-au-o-
problema-de-sanatate.html
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relevant that the TV, newspapers and Internet
were declared the main sources of preventive
information in the entire region.

The elderly (with the observation that cancer
incidence is increasingly higher among people
over 35 years old), men and people with risk-
behaviours (e.g. smokers) have been men-
tioned as the main groups at risk of cancer
in the entire region. In Kosovo, groups with
disproportionate risk to cancer also include
people exposed to chemicals from areas heav-
ily bombing during the war.

3.4.4 Main access barriers

This section summarizes the information on
access barriers extensively discussed in the
previous chapter. Table 13 presents the ac-
cess barriers mentioned in each country both
by individual witnesses and health profes-
sionals or officials.

Seven major access barriers to state-of-the-art
treatment in cancer are common to nearly all
countries included in the study. Concentration
of oncologic services in only few hospitals/
clinics in each country, to which most of the
population have to secure transportation rep-
resents the most frequently mentioned access
barrier in the region. Correlated, geographic
barriers are frequently declared, especially
given that doctors and/or medical services are
not available in some areas.

The second group of obstacles refers to the
serious lack of information on cancer preven-
tion available from the Health authorities as
well as the lack of initiative among patients
who usually neglect the first symptoms of the
disease. Poor knowledge and levels of infor-
mation with the population do not support
preventive health related behaviours, which
leads to delayed first contact with a doctor.
The situation is worsened by a certain lack
of humanness of the medical staff. Although
cancer patients are mostly satisfied with the
health professionals’ competences and per-
formances, patients have mentioned lack of
humanness of the staff, especially for not giv-

ing them enough information about the dis-
ease and its treatment. In some countries, lack
of trust in medical staff was also considered
an obstacle.

Finally, the waiting time (especially that for be-
ing received by a specialist), which is consid-
ered to be too long, and the poor equipment
of clinics/hospitals (particularly in the opinion
of the health professionals) pose serious bar-
riers to accessing state-of-the-art treatment in
oncologic diseases.
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Table 13. Main access barriers in public health-care to state-of-the-art treatment in cancer

Access barriers

Delayed first contact with a doctor

Poor knowledge and level of
information of population.
Preventive health related behaviour
is uncommon.

Doctor or medical services are not
available in some areas

Oncology services are available only
in some areas

Oncology services are available
mainly in private hospital/clinics or
out of the country

Pharmacies are not available in
some areas

Transport services are
underdeveloped or too costly
Distance from home to a hospital/
clinic is too large and/or too costly
The waiting time for being received
by a specialist is very long

The waiting time for getting
treatment or medication is very
long

Insufficient competence of nurses
or other medical staff

Lack of interest or
unprofessionalism of the doctor or
medical staff

Lack of trust in doctors, nurses or
medical staff

Lack of humanness of the staff

Lack of money to pay the doctor
Lack of money to pay the needed
tests

Lack of money for out-of-pocket
payments

Low quality and effectiveness of
medical services

High costs of medication

Poor equipment of public clinics/
hospitals

Lack of accessibility and continuity
of care

Specialists of certain subspecialties
are missing or insufficient

Low clinic/hospital capacity

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Lack of humanness of
the staff: not treated well, disrespectful, not provided with explanations about disease and treatment. Low quality and
effectiveness of services: inappropriate waiting time, laboratory tests not reported promptly and correctly, poor working
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equipment, unclean and untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate number of
chairs in the waiting room, availability of the needed services at any hour, the number of staff to perform all the tasks
needed at each visit. Country acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME

- Montenegro, RO - Romania, SRB - Serbia.

3.5 INJURIES
3.5.1 General situation

Injuries represent one of the public health
problems that can be improved by preventive
actions. According to data from the European
Commission (EuroSafe, 2013), every two min-
utes one EU citizen dies as a result of an injury.
It is estimated that each year 5.7 million peo-
ple are admitted to hospital and 33.9 million
people are treated at hospital outpatients units
as a result of an accident or violence related to
injury. This public health problem has implica-
tions to individuals, families and to society as
a whole. The injured person is absent from
home and can't be productive at work, which
results in a significant loss in working days. If
the injury results in some disability, than that
person should make life changes, which have
many implications to him or her self and to the
family and wider society.

In the EU, injuries have been ranked as the
fourth most common cause of death. In the
studied SEE countries, injuries are among the
top five causes of mortality (figure 13). How-
ever, for people below the age of 60 years,
cardiovascular diseases and injuries represent
the main contributors to differences in health
indicators between eastern and western Eu-
rope (Powles et al. 2005 apud Mladovsky et
al., 2009).

Overall, almost 23 thousands deaths occurred
due toinjuries in the studied countriesin 2010.
There are considerable differences in the rate
of fatal injuries throughout the SEE region. In
all eight selected countries the fatality rates
due to injuries have registered a decline in re-
cent years, but have remained higher than the
EU-28 average in Croatia, Romania and espe-
cially Moldova.

Figure 30. Trends in age-standardized death rates due to external causes (injury and poisoning), in all ages per 100,000
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Data: WHO/Europe, European HFA Database, July 2013. Data not available for Kosovo.
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Figure 31. Mortality profile by cause of death, age-standardized death rates due to external causes, 2010
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Data: Eurostat, September 2013.

Injuries represent a major health problem in
Kosovo too. More than 20 thousand emer-
gency situations were treated in the first five
months of 2011 at emergency centre of the
University Clinical Centre of Kosovo alone;
69.1% of all cases were admitted are as a re-
sult of injuries.

There are differences between countries as
to the main causes of injury-related deaths.
Nonetheless, in countries for which data is
available, suicides, road accidents and falls are
the three main causes of fatal injuries, togeth-

er representing between 54% of injury deaths
in Macedonia and 80% in Croatia (in fact, in
Croatia, over 42% of injury-related deaths are
caused by falls).

More generally, unintentional injuries (acci-
dents) account for 60-75% of fatal injuries. In-
tentional and unintentional injuries are one of
the major causes of disability leading to mas-
sive loss of ‘healthy years of life’ (particularly
of young people).

Table 14. Environmental burden by disease category (DALYs per 1,000 capita) per year, 2009

World’s World'’s
lowest SRB & highest
country ME country
rate rate
Road traffic injuries 0.3 0.9 1.0 1.1 12 13 19 15
Other unintentional 0.6 24 19 35 31 51 71 30
injuries
Intentional injuries 0 0.8 08 08 06 07 13 7.5

Source: WHO, Country profile of Environmental Burden of Disease, 2009. Data not available for Kosovo. Country
acronyms: BG - Bulgaria, HR - Croatia, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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In the whole of Europe, homicides, fatal road
and work-place'® accidents showed the most
favourable trends during 1998-2010 period.
Suicides and home and leisure accidents,
mainly attributed to falls among the elderly,
have also decreased but less impressively (Eu-
roSafe, 2013). However, between 1998 and
2010, WHO data for the studied countries
show that suicides almost halved in Bulgaria,
decreased considerably in Croatia and Mace-
donia, declined to a lower extent in Serbia and
Montenegro, but remained rather constant in
Romania and Moldova (no data for Kosovo).

Transport accidents represent the main exter-
nal cause of death in Romania, for both sexes.
With a death rate in excess of 14 deaths per
100,000 population, in 2010 (Eurostat data),
Romania occupied first place in Europe. Data
from Global Road Safety Partnership'® show
that the number of people who die in road
accidents in Romania has steadily declined.
In 2011, Romania registered a historically
low 2,015 victims. However, while the Euro-
pean average registered a decrease by 45%
between 2001 and 2011, Romania managed
only a reduction by 18%. Also, Romania is
among the three countries in Europe where
the number of seriously injured in road acci-
dents increased during the period 2001-2011,
along with the Netherlands and Bulgaria.

Both in Europe and the SEE region, in almost
all age groups, males bear a considerably
higher risk of fatal injury than females. Injuries
are a leading cause of death for young people,
from early childhood, until middle age (Euro-
Safe, 2013).

%8 For example, the number of accidents at work with
more than 3 days lost has decreased in Bulgaria from 2,437
in 2008 to 1,748 in 2011. Romania has registered a similar
evolution, from 4,040 to 2,810 during the same period. Data
for Croatia are available only for 2010 and 2011 and show
an increase from 9,356 to 10,875 accidents. (Eurostat data)

49 The Global Road Safety Partnership was established
in 1999 by the World Bank, Department for Interna-
tional Development of the UK and the International
Federation of Red Cross. Its members are multinational
companies, UN agencies, vehicle manufacturers, oil
companies, automotive manufacturers, research and
development organizations, non-governmental orga-
nizations, equipment manufacturers and road safety
systems. See more at: http://www.grsproadsafety.org/

National institutional arrangements and
policies

Most of the severe injuries in the EU are treat-
ed in hospitals making them the proper place
for injury surveillance. The human and hospi-
tal capacity (both in public and private sectors)
is available for treatment of injuries in most
health-care institutions from all eight stud-
ied countries. The injured people are usually
treated by emergency services and by surgical
departments. Injured people can be accepted
by the emergency team and transported to
the nearest hospital. Then, patients are usually
examined by a surgeon and sent to X-ray in
order to estimate if there are some bones frac-
tures. The diagnosis for damage of soft tissues
and organs is done by ultrasound, but only in
larger hospitals having computer tomography
or magnetic resonance. In most countries,
state-of-the-art treatment in injuries is con-
centrated in specialized Orthopedics and Trau-
matology hospitals or departments of bigger
hospitals, which (at the level of subspecialist)
meet the needs of injured persons that could
not be met at the level of general hospitals
and outpatient health facilities.

The responsibility for injury prevention is quite
dispersed over a variety of policy sectors - de-
pending on the setting in which they occur
and the circumstances (at home, at the work-
place, in leisure and sport activities, on roads,
etc.). In the studied countries, Governments
adopted strategies for chronic non-commu-
nicable diseases, which cover the area of in-
jury, due to the importance that injuries make
in the national pathologies. In addition, all
countries have developed national strategies
and legislation for road safety and/or for pre-
vention of drug abuse, including alcohol and
tobacco, which address the influence of risk
factors on the increase in incidence and preva-
lence of injuries. However, in many countries
however the law enforcement is rather poor.
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Table 15. Institutional framework for road safety in selected SEE countries, 2009

BG HR MK MD Y3 RO SRB
Inter- Inter- S;r(ejgtly Inter- Inter-
Lead Agency - status ministe-  ministe- "o ministe-  No ministe-  No
rial rial . rial rial
liament
- Funded in the national Ves Ves No No NA Ves NA
budget
Yes, but
. not for- Multiple
Ntatltonal road safety Yes Yes NA Yes No mally en-  strate-
strategy dorsed gies
by GoR
- Measurable targets Yes Yes NA Yes NA NA NA
- Implementation funded Yes Yes NA Yes NA NA NA

Source: WHO (2009¢). Notes: Data not available for Kosovo. NA - not applicable. Country acronyms: BG - Bulgaria,
HR - Croatia, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.

Table 16. National legislation and estimated enforcement in selected SEE countries, 2009

BG HR MK MD ME RO SRB
National legislation
Speed limits set nationally Yes Yes Yes Yes Yes Yes Yes
Drink—driving law Yes Yes Yes Yes Yes Yes Yes
Law requiring motorcycle Yes Yes Yes Yes Yes Yes Yes
helmet
Seat-belt law Yes Yes Yes Yes Yes Yes Yes
!_aw requiring child restraints Ves Ves NG No No Ves No
in cars
Estimated enforcement
Speed limits set nationally 6 6 4 NC 6 5 4
Drink—driving law 7 7 6 2 6 8 7
Law requiring motorcycle 7 6 ) 1 6 6 3
helmet
Seat-belt law 8 7 6 NC 6 5 4
_Law requiring child restraints 4 5 NA NA NA 3 NA
in cars

Source: WHO (2009¢). Notes: Data not available for Kosovo. NA - not applicable. NC - no consensus. Estimated
enforcement scores represent a consensus based on professional opinions on a scale of 0 - ‘not effective’ and 10 -
‘highly effective’. Country acronyms: BG - Bulgaria, HR - Croatia, MK - Macedonia, MD - Moldova, ME - Montenegro,
RO - Romania, SRB - Serbia.
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3.5.2 Interviewees on injuries

In all 8 countries a total number of 287 in-
terviews on injuries were realized, of which
80 were individual witnesses and 207 knowl-
edgeable observers.

The study covered in each country different re-
gions such as: metropolitan (177 interviews),
urban (73) as well as rural (27) areas. As per all
5 health conditions analysed within the study,
out of the total sample on injuries, the knowl-
edgeable observers from large urban areas
represent the largest group of interviewees on
the topic (48% of the total interviewees on
injuries).

Both women and men were interviewed on
the topic of injuries. The sample is balanced,
with a slightly higher proportion of women in-
terviewees, both among individual witnesses
(57% of total patients interviewed on injuries)
and among knowledgeable observers (51%
of total medical representatives interviewed
on injuries).

Individual witnesses who participated with the
study were mainly patients diagnosed during
the period 1st January 2010 - 31st December
2011, aged between 9 and 86 years old (with

an average age of 45), from a range of ethnic
groups,'® with various levels of education’’
and different occupations.’? The study cov-
ered a variety of situations in which patients
had injured themselves, such as: incidents at
home, falls on the street (mainly due to me-
teorological conditions such as snow and ice),
bicycle accidents, motorcycle accidents, sport
injuries, work-related accidents, and injuries
caused by violent actions. However, for com-
parability reasons, in all countries, the inter-
views were carried out with individuals who
suffered bone fractures.

150 Bulgarians, Croatians, Kosovars, Albanians, Mace-
donians, Montenegrins, Romanians, Moldovans, Roma,
Ukrainians, Russians, etc.

1 Were interviewed 2 persons with no education, 10
with elementary education, 30 with high school, 27 with
college or more. For Kosovo data regarding the level of
education of the interviewees is not available.

152 Employed (49 interviews), pensioners (13%) or other
economically inactive persons (18).

Figure 32. Injuries: Distribution of the sample by interviewee’s type by area and by country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: Types of areas (rural or
urban) according to the national administrative definitions.
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Figure 33. Injuries: Distribution of the sample by interviewee’s type and gender and by country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.

The group of knowledgeable observers com-
prises medical representatives, aged between
24 and 64 years old (with an average of 43
years old). The interviewees include special-
ists (81 interviews), general practitioners (60),
hospital representatives (16), emergency cen-
tres representatives (16), patients’ organiza-
tions (13), public health representatives (12),
NGOs (1), and others (8).

Main characteristics of the sample on inju-
ries, regarding both individual witnesses and
knowledgeable observers, are presented in ta-
bles A.9 and A.10 in Annex.

3.5.3 Accessibility to the state-of-the-
art treatment in injuries

This section analyzes the actual access of inju-
ry patients to state-of-the-art diagnosis, treat-
ment, monitoring and rehabilitation based on
interviews with knowledgeable observers and
individual witnesses from the eight selected
SEE countries. The analysis is organized ac-
cording to the adjusted 6-access-steps model
presented in subchapter 3.1.1.

(A) Content of the national benefits baskets

In all countries, tests and treatment of frac-
tures are totally covered if the patient has
official health insurance: doctors/specialist,
nurses and medical staff, laboratory tests,
clinic/hospital medication, proper care, and in

some countries transportation (Croatia, Mon-
tenegro and Serbia). If a person is not insured,
the prices are paid according to the insurance
price list. In Kosovo, only the public medical
services offer free treatment.

(B) Formal and informal out-of-pocket money

In spite of universal health coverage with free
of charge services for injuries, out-of-pocket
payments (formal and informal) were reported
in interviews across all involved countries.

In Bulgaria, mandatory health insurance covers
a benefits package that does not include more
sophisticated medical equipment or powerful
pain-killers. So, it is legal that patients who
want to be cured with better implants, better
rods or polymer bandage to buy the certain
medical device."™ The medical device trade
could be a potential field for inappropriate
behaviour of doctors due to the informational
asymmetry between themselves and the pa-
tient. In some cases, the rehabilitation needed
for a complete recovery requires more proce-
dures than the ones covered by public funds,
so the patient must pay some additional visits
within the private health market (about € 5-10
per visit). Medication is easy to obtain and free
of charge; usually people took pain-killers, an-
ticoagulants and/or anti-inflammatory drugs.

153 For example, in our interviews payments for medical
devices ranged between € 90 (for orthopedic polymer
bandage) and € 400 (for intramedullary rod), at an ex-
change rate of 1.95583 BGN= 1 EURO.
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Nonetheless, high quality drugs are only, part-
ly or not at all covered by mandatory health
insurance. The interviewed patients declared
they had to pay sums between € 15 and € 80,
with an average amount of € 25.

In Croatia, the interviewed health profession-
als mentioned as a problem the fact that most
of drugs are available, but sometimes, some
of the high quality drugs are not reimbursed,
so patients have to pay significant amounts
out-of-pocket.

In Kosovo, there are no costs for public medi-
cal services but there may be co-payments or
informal payments to medical staff. According
to the interviewed patients, in case of injuries
the costs of medical services, such as payment
of the doctor, the nurses or other medical staff,
or payments for the needed tests didn’t seem
to be a major issue, even in the private sector.
In the worst-case scenario in Kosovo patients
had to pay a few Euros out-of-pocket. During
treatment, there can be payments for medi-
cal supplies that may be missing in the public
sector. During rehabilitation, a day’s treatment
may cost around € 10-15 in the public system.
Only the costs of medication were considered
rather high, in particular for some antibiot-
ics. Overall, a standard patient would pay ap-
proximately € 100 for all required tests (initial
and monitoring) including informal payments
and up to several hundred Euros for the en-
tire treatment (including surgical intervention).
People under social assistance are exempted
from payment. Other patients who cannot
pay will delay their treatment or will use less
advanced services. This will reflect negatively
in their condition and complications. Overall,
a major part of advanced treatment and re-
habilitation is done in private clinics in which
patients pay out-of-pocket or though private
health insurance plan.

In Macedonia, the costs of tests and treat-
ment are mostly in correlation with the type
of fracture. All citizens with health insurance
have also to pay a participation fee, which var-
ies between 0.5% up to 20% of the national
gross monthly wage (in February 2013). The
official payments cover all services: doctor/
specialists, nurses or other medical staff, labo-

ratory tests, clinical medication, proper care
and accommodation. If the patient cannot
pay, she or he will nevertheless receive medical
treatment. The payment process is separated
from the medical services and doctors taking
care of patient’s health, especially in emer-
gencies such are injuries. When the patient is
stabilized, the administration continues with
regulation of the payment. Co-payments are
also necessary for rehabilitation (about 1%
of the national gross monthly wage per day)
and especially for medicines (ranging between
0.2% and 10% of the national gross monthly
wage, in February 2013).

In Moldova, patients’ experience throughout
the entire process, from occurrence of trauma
to post-trauma rehabilitation (according to ac-
counts made by doctors and health officials)
highlights the existence of financial barriers to
accessing health-care. Thus, the need at the
level of the public health system for condition-
al direct payments for proper health-care has
been reported. Direct informal payments are
widespread at the stage of hospital care and
are destined for medical investigations, doc-
tors, nurses and other medical personnel with
a view to receiving proper care and treatment.
Thus, depending on the type of fracture and
hospital, payments made for investigations
and establishment of diagnosis amount to €
3-300: for orthopaedic treatment - € 10-150,
and for surgical treatment - € 190-1,000."*
Such payments have been identified as a fi-
nancial barrier for patients, because they ex-
ceed the financial possibilities of large seg-
ments of the population.

Montenegro did not report any out-of-pocket
payments (formal or informal) for people cov-
ered by compulsory health insurance.

In Romania, the individual witnesses declared
small out-of-pocket payments both formal,
for medication (other than those received at
the emergency unit), and informal, to secure
‘best care’. Knowledgeable observers empha-
sized that costs are relatively high for patients
that need more complex interventions. Many

1% At an exchange rate of 15.9967 MDL = 1 EURO, as
at December 2012, http://Aww.curs.md/
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Table 17. The critical out-of-pocket payments (formal and informal) in injuries in SEE region

D'('—:g;‘tz; 15 Treatment
Bulgaria
Croatia
Kosovo (as gratitude)
Macedonia
Montenegro
Moldova (conditioned)
Romania LS (as gratitude)
Serbia

. .. Transport
Monitoring, al\\:llzdr::;li:; to doctor or
rehabilitation . health facil-
devices .
ity
High quality
High quality

Medical devices
Medical devices

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: *** Only when CT, NMR

or similar tests are needed.

of the state-of-the-art tests and treatments
(CT, NMR etc.) are not covered by the National
Insurance Fund, which equates to costs in be-
tween € 50 and € 250 official payments.'>®
These costs are more likely to increase if sep-
tic complications occur after surgery or if the
patient needs prosthesis, which often are very
expensive and are not covered by insurance.

In Serbia, the treatment of injuries (including
fractures) is covered by the Health Compul-
sory Fond. The exception to this is medication,
which has to be paid for out of pocket, after
discharge from the hospital. Pain-killers could
be in a part reimbursed by the Health Compul-
sory Fund, but due to relatively low costs most
patients pay out of pocket (up to € 10 per
month). Similar is the situation with some spe-
cific devices like plastic plaster, modern stabi-
lizing orthosis, and other devices that are not
available in public hospitals and are not cov-
ered by the Health Compulsory Fond. Modern
devices are designed to improve quality of life,
and improve overall quality of care, but do not
influence the end result of the treatment in
the sense of disability. Average payment for a
modern orthosis is between € 70 and € 100.

155 At an exchange rate of 4.456 RON = 1 EURO, 2012
average, http:/cursvalutar.dailybusiness.ro/curs-valutar-
mediu-lunar

Table 17 shows that, regarding injuries, only
out-of-pocket payments for medication,
medical devices and transportation are criti-
cal to equity in funding in some of the eight
SEE countries included in the study. Informal
payments have remained a major problem in
Moldova for this health problem too.

(C) Availability of services and geographical
access for injuries patients

The majority of health professionals and of-
ficials (80%) interviewed within our study
appreciate that state-of-the-art treatment
for injuries is available in their country, for all
types of fractures.'*® The negative answers are
more numerous among representatives from
Moldova as well as among general practition-
ers from rural areas.

National guidelines for treatment of injuries
and protocols approved by the Ministry of
Health are in place in Croatia, Kosovo and
Macedonia.

Health-care services for injured people are

available in most health facilities across the
eight selected countries. Nevertheless, as we

156 A total of 193 valid answers.
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have mentioned, state-of-the-art treatment
for injuries is concentrated in specialized Or-
thopaedics and Traumatology hospitals or
in departments of bigger hospitals. Conse-
quently, geographic access represents a major
problem in all countries. Generally, within the
public system, Orthopaedics are very good in
National and University hospitals; the services
are available in the District or County hospi-
tals, they are rare in Municipality hospitals and
are missing from rural areas. In specialized
health institutions state-of-the-art treatment is
the standard of care, but most general hospi-
tals don’t have high performance equipment
in order to deliver state-of-the-art surgeries
or treatment. So, as for any other health con-
dition, a patient needs to travel to the clos-
est National or University hospital to receive
state-of-the-art care. This means that access is
dependant upon the availability of Emergency
services or other kinds of transportation.

In Moldova, the treatment of fractures ac-
cording to the latest standards is not delivered
in all public health institutions, due to insuf-
ficient medical technologies and low quality
of health-care services. It is available only in
public specialized institutions and private hos-
pitals from the Chisinau municipality. In these
circumstances, there is limited access to state-
of-the-art treatment, which is determined by
such factors as the long distance to respective
health-care institutions, waiting lists and infor-
mal payments.

Emergency services are available and have
good coverage in all countries. However, ac-
cording to our interviews, in most cases,
emergency medical assistance is only sought
when there it is impossible to travel by oneself
to the health-care institution. The main rea-
sons for this are to reduce the time taken to
arrive at the medical institution and to obtain
care much faster.

Availability of rehabilitation services in the
public system is limited in the region, particu-
larly in Kosovo, Macedonia and Moldova. In
Kosovo, major sections of advanced treatment
and rehabilitation is done in private clinics.
In Moldova, rehabilitation services for post-
traumatic conditions, delivered in line with

the standard of care, are not available; they
include only physiotherapy provided in public
hospitals and centres of family physicians. The
private health sector has not developed these
kind of services. As such, patients reported on
being monitored only by the orthopedic physi-
cian and on the conduct of recovery measures
in home settings (curative gymnastics, etc.) as
indicated. In Serbia, the availability and access
to rehabilitation services was better rated, but
poor accommodation and food was men-
tioned as unsatisfactory by some individual
witnesses.

In the entire region, the population from
large urban areas with higher socio-economic
standards of living are much more likely to be
treated at a specialized institutions, benefit-
ting from state-of-the-art treatments.

(D) Health-care providers in injuries

Orthopaedics and Traumatology services are
available both in public and private facilities
and are covered by health insurance in all
countries with the exception of Kosovo.

(E) Waiting lists and other aspects of system
organization that can result in barriers to ac-
cess

The concentration of specialized Orthopaed-
ics and Traumatology services in some facili-
ties, as well as the insufficient number and
capacity of rehabilitation services in the public
sector, lead to some areas with considerable
waiting times as shown in table 18. For ex-
ample, in Croatia, few cases of long waiting
times for diagnosis were reported, but this
phenomena seems rather linked to the level
of professionalism of certain medical staff. At
the same time, long waiting times for get-
ting into rehabilitation were mentioned by
patients with less severe injuries. In Kosovo,
the waiting time for being received into re-
habilitation facilities, as well as for receiving
medication, can be very long; treatment and
rehabilitation are characterized by long wait-
ing times in the public sector and by limited
resources and quality of care in both sectors.
So, in order to receive fast service, one has to
use the private sector. In Macedonia, among
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access barriers, a small part of patient sample
mentioned waiting time to be received by a
doctor or to rehabilitation centre, while few
health professionals declared the waiting time
to getting medication as being too long.

Other aspects of system organization that
result in barriers of access to state-of-the-
art treatment relate to in-patient budget re-
straints, which result in poor equipment in
clinic/hospitals and limited amounts of drugs
and medical materials. From the health pro-
fessional perspective, this interferes with the
quality of medical services. This is the case par-
ticularly in smaller health facilities and rehabili-
tation units, in all eight countries. So, in the
region, the availability of health-care services
for injured persons (persons with fractures) is
good, but the quality of service is medium.

However, nearly all interviewed patients de-
clared satisfaction with the diagnosis and
treatment process and most health profes-
sionals considered that the population trusts
the public health-care system with regard to
fractures and other injuries.

(F) Groups with limited access to health-care
services for injuries

According to patients’ experience and doctors’
accounts, there is a sufficient level of public in-
formation on the prevention of traumas, cor-
rect reproduction of symptoms and medical
assistance-seeking behaviour. However, poor
knowledge and levels of information among
the general population was seen as a problem
in Croatia, Kosovo and Serbia. In addition, in
the entire region, there is a low level of public
knowledge concerning first aid in the case of
fractures.

The main group with a disproportionate risk
of fracture, mentioned by medical profes-
sionals from all studied countries, refers to
elderly people. Other groups with higher risk
include people suffering of osteoporosis, but
also the young; due to violent fighting or risk
behaviours; i.e. males who work on construc-
tion sites, people from lower economic back-
grounds (as they tend to work later hours), and
children unsupervised in school or at home.

The population of rural areas constitutes
the main group with limited access to qual-
ity health-care in the public system, due to a
combination of geographical and socio-eco-
nomic factors.

3.5.4 Main access barriers in injuries

Table 19 sums up the access barriers discussed
in the previous chapter. In relation to injuries
(fractures), four major obstacles need to be
surmounted in order to achieve universal cov-
erage in the public health sector. Firstly, the
quality (or effectiveness) of medical services,
mainly in relation to shortages of medical ma-
terials and drugs, especially the high quality
ones, needs to be improved. Secondly, treat-
ment according to the latest standards is not
delivered in all public health institutions due
to insufficient medical technologies, particu-
larly poor equipment of clinic/hospitals. Third-
ly, the poor availability of doctors or medical
services in rural (particularly remote) areas re-
sults in inequity in access. Fourthly, rehabilita-
tion services need to be developed in order to
shorten waiting times in the recovery phase.
The development of private health providers
has improved access of general population to
state-of-the-art services, but does not repre-
sent an alternative for people with low socio-
economic status.
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Table 18. Waiting times for treatment in injuries

Direct access to Rehabilitation Getting

e Treatment . .
specialist services medication

Bulgaria
Croatia
Kosovo
Macedonia
Montenegro
Moldova
Romania
Serbia

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Red cells indicate long
or very long waiting times, light orange cells show a intermediate situation, and green cells point out the areas with no
problems in terms of waiting times.
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Table 19. Main access barriers in public health-care to state-of-the-art treatment for injuries (fractures)

Access barriers

BG

HR ‘RKS ‘ MK

Poor knowledge and levels of
information of the population.
Preventive health related behaviour is
uncommon.

Doctor or medical services are not
available in some areas

MD

ME

RO | SRB

Rehabilitation units/services are not
available/enough in some areas

Pharmacies are not available in some
areas

Emergency services are not available in
some areas or are underdeveloped

Transport services are underdeveloped
or too costly

Distance from home to a hospital/clinic
is too large and/or too costly

The waiting time for being received by
a specialist is very long

The waiting time for getting
medication is very long

The waiting time for rehabilitation
services is very long

Lack of interest or unprofessionalism of
the doctor or medical staff

Lack of trust in doctors, nurses or
medical staff

Lack of humanness of the staff

Lack of money for out-of-pocket
payments

Low quality and effectiveness of
medical services

High costs of medication

Poor equipment in public clinics/
hospitals

Lack of accessibility and continuity of
care

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Lack of humanness of
the staff: not treated well, disrespectful, not provided with explanations about disease and treatment. Low quality and
effectiveness of services: inappropriate waiting times, laboratory tests not reported promptly and correctly, poor working
equipment, unclean and untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate number of
chairs in the waiting room, availability of the needed services at any hour, the number of staff to perform all the tasks
needed at each visit. Country acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME

- Montenegro, RO - Romania, SRB - Serbia.
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3.6 DIABETES (TYPE 2)
3.6.1 General situation

Diabetes is among the most widespread non-
communicable diseases in the world and the
numbers of those newly diagnosed is grow-
ing rapidly. Estimates from the International
Diabetes Federation (IDF, 2013) show that
globally, by 2035, the number of people with
diabetes will double.’™” Although the highest
incidence rates are registered in developed
countries, the largest increase of the number
of people with diabetes is expected in the de-
veloping countries, generating changes in the
structure of morbidity, disability and prema-
ture mortality, as well as increasing the finan-
cial pressure on the public budget.'*®

In 2013, about 2.7 million adults (20-79 years)
were suffering from diabetes in the studied

157 In 2013, 381 million people around the world were
suffering from diabetes.

138 According to the International Diabetes Federation
(2013), in Europe, the costs for prevention and treat-
ment for diabetes accounted, in 2013, for more than
147 billion dollars.

countries.”™ The highest national prevalence
of diabetes in adults was registered in 2013
in Montenegro (12.5%), Serbia (12.4%) and
Macedonia (11.8%). Moldova registers the
lowest prevalence of diabetes; however the
IDF estimates that these figures are not ex-
actly in line with national statistics. According
to local research and analyses, the number of
persons with “latent” diabetes is 2-3 times
higher than the estimated number of people
with diabetes.

There is little gender difference in the global
numbers of people with diabetes. There are
about 14 million more men than women with
diabetes (198 million men versus 184 million
women). This difference is expected to in-
crease to 15 million (303 million men versus
288 million women) by 2035, according to IDF
estimations. Although at global level, diabetes
slightly affects more men, in the studied coun-
tries, 57% of diabetes patients are females.
With no exception, in all eight countries, type
2 diabetes is slightly more often diagnosed in
females. For example, in Romania, 61% of to-
tal diabetes patients are females.

15 Data for Kosovo is not available.

Figure 34. Estimated national diabetes prevalence in the adult population (20-79 years) in 2013 and 2035
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Data: International Diabetes Federation (2013). Notes: Data not available for Kosovo.
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Diabetes is not so rare even in young people,
obese children and adolescents (due to mild
symptoms) often pass unnoticed for years.
This means that a large number of people
with diabetes are not known to be ill, and
sometimes for every one ill person there is an-
other who does not know they have diabetes.

Diabetes is a leading cause of death in most
developed countries. Mortality caused by dia-
betes is equal or higher than the EU-28 av-
erage for most studied countries, except in
Romania and Moldova. The highest mortality
rate caused by diabetes was recorded in Mac-
edonia, while the lowest was in Romania.

Diabetes mortality rates are higher for men
than for women. In most cases, the higher
mortality rate among men can be explained
by the greater prevalence of risk factors. Also,
screening programmes, as well as proper dis-
ease management protocols are used and re-
spected to a lower extent by men than wom-
en.

Figure 35. Standardized death rate due to diabetes

45 -

40 -

30 o

o —— N\

National institutional arrangements and poli-
cies

National Registries or National Programmes
for people affected by diabetes are available in
Croatia, Macedonia, Moldova, Romania and
Serbia. In Montenegro a National Commission
for Diabetes that will implement the measures
defined by the National Strategy for Health-
care of People Living with Diabetes is about to
be established.

In Bulgaria and Kosovo there is no National
Registry, Programme or Strategy addressing
the situation of people affected by diabetes.
This fact implies a lack of reliable statistics re-
garding the prevalence of the disease. In Kos-
ovo, patients with type 2 diabetes are treated
in all three levels of care: primary, regional
hospitals (secondary) and tertiary.

In Croatia, starting in 2000 there is in place
a National Diabetes Registry and since 2008
a National Programme of Diabetes. The
Croatian National Diabetes Registry was cre-
ated with the aim of improving health-care
of persons with diabetes mellitus by assessing
the prevalence and incidence of the disease
(and its acute and chronic complications) and
monitoring morbidity, mortality and other
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Data: WHO (2013b) and WHO/Europe, European HFA Database, July 2013. Data not available for Kosovo.
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clinical care quality indicators on a national
level. Since 2004, registration has been man-
datory for all general practitioners and hospi-
tal physicians treating persons with diabetes
mellitus. The overall number of patients reg-
istered in the CroDiab registry is 109,109, of
which, more than 90% suffer from type 2
diabetes. Also, for diabetes treatment, more
specialized care is available in Zagreb, at the
National Centre for Diabetes (the Institute for
Diabetes).

A National Diabetes Mellitus Registry and a
National Diabetes Programme have been in
place in Macedonia since 1996. Through-
out the National Programme the Ministry of
Health provides financial resources to assure
patients free of charge treatment with insu-
lin. Health-care for patients with diabetes in
Macedonia is organized at primary, secondary
and tertiary levels. Theoretically, at the primary
care level, general practitioners should provide
preventive check-ups of glucose, inform pa-
tients about healthy food and the importance
of physical activity. If preventive actions fail,
patients are sent to secondary level-dispens-
ers, where specialists take additional tests that
can confirm the diagnosis. Across Macedonia
there are 37 specialized dispensers for diag-
nosis and treatment of patients with diabetes.
Those dispensers are also places where pa-
tients receive insulin therapy, take control of
glucose tests and are under the supervision of
a specialist. The diabetes patients who suffer
complications are transferred to the Clinic for
endocrinology at the Clinical Centre Skopje.

Moldova started the implementation of a Na-
tional Diabetes Control Programme in the mid
90’s. At the present moment, the National
Programme on Diabetes Prophylaxis and Con-
trol for 2011-2015 is in force. Its objective is
to ensure the increase of diabetes early detec-
tion rate by 30% among people with risk fac-
tors, and the reduction of the mortality rate
caused by diabetes and its late complications
by about 5-10% by 2015 compared to the
level registered in 2010. Specific objectives of
the National Programme aim at the preven-
tion of diabetes, early detection of diabetes,
specialized diagnosis and treatment and sci-
entific research and medical staff training. The

implementation of certain specific actions of
the National Programme, which lay the foun-
dation for the achievement of estimated out-
comes, is difficult due to the fact that there
isn't a strict record of the number of patients
with diabetes. Moldova lacks a National Regis-
ter of people with diabetes, consequently, the
estimation of needs for medication, medical
devices and health-care services, is based on
historical experience rather than on the real
situation.

The Moldovan Ministry of Health has attrib-
uted diabetes control a public health priority
status and has developed necessary public
policies in the field covering all levels of health
service delivery, except for rehabilitation serv-
ices. The spread of diabetes in the population
of Moldova is acknowledged by health offi-
cials and endocrinologists but family physi-
cians have a scarce knowledge of the diabetes
situation, which makes the implementation of
diabetes prevention and early detection meas-
ures difficult.
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Box 10. Diabetes control policies in Montenegro (by Agima Ljaljevic)

In Montenegro, the Government adopted a National Strategy for Health-care of People Living
with Diabetes that should provide primary prevention, risk reduction, effective and high quality
treatment of diabetes as well as the required levels of research, and effective partnership working
between public and private health-care systems, NGOs, patients and their families. The National
Strategy and the guidelines for treatment of diabetes are in accordance with the guidelines for
the Development of National Diabetes Programmes of the WHO, carried out in collaboration
with the International Diabetes Federation (IDF) and in accordance with the EU Vienna Declara-
tion on diabetes. In order to implement the measures defined in the Strategy, a National Com-
mission for Diabetes will be established.

In Montenegro, the overall organization of the health-care of people with diabetes is based on a
model of three-dimensional networks of functionally related organizations in order to optimally
provide the activities of primary, secondary and tertiary prevention. Constantly open communica-
tion at all three levels of health-care, with teams of selected doctors, as the basis of the system,
provides a continuous process in line with the secondary level of general hospitals, and the entire
structure is covered by subspecialist activities of the Clinical Centre. The model is complemented
by activities of the Institute of Public Health, NGOs and patient organizations who implement
measures to promote health and prevent disease. Future work will be targeted to promote pre-
vention and early detection of diabetes, as well as towards the most effective ways to influence
the course of disease; health education of the population, especially those subgroups that are at
increased risk of disease, giving particular attention to the provision of adequate health and edu-
cational strategies; training of teams of family doctors; practical implementation of the Guide for
the treatment of diabetes, as an important element to improve the quality of services to people
living with diabetes; monitoring and control of health-care for persons with diabetes at all levels
of prevention and all organizational levels; the establishment of mandatory referent values for all
mandatory parameters important for diabetes relevant to all laboratories.

Research such as the Living Standard Measurement Study provides data on the behaviour and
nutritional status of the population with high levels of risk factors for diabetes. The network of
health institutions within their jurisdiction provides services for its beneficiaries in the field of
health-care for persons with diabetes. In reformed primary health-care centres, counselling for
diabetes type 2, has been established, which provides health and educational services for per-
sons suffering from diabetes and measures for health promotion and prevention of this disease.
Hospitals provide inpatient health-care related to the treatment of diabetes and complications
of the disease, while all the cases that could not be resolved at the secondary level are referred
to the Clinical Centre for providing subspecialist care. The Institute of Public Health registers all
services provided in health-care facilities, creates preventive and other programmes of health-
care and will lead the national register for diabetes.
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Since 2006, in Romania has implemented the
National Diabetes Programme’® which aims
to improve health, increase life expectancy of
patients with diabetes, as well as to ensure fair
access to treatment for the patients enrolled in
the Programme. The Romanian National Dia-
betes Programme includes three components:
(i) Prevention and control of diabetes and oth-
er diseases of nutrition, (i) Insulin treatment
of patients with diabetes and (iii) Oral anti dia-
betic treatment of patients with diabetes. The
Programme is fully financed by the Ministry of
Public Health by direct transfer from the state
budget to the budget of the National Fund of
Health Insurance. Patients included in the Na-
tional Programme can access free of charge
specialized treatment at county level, includ-
ing in Bucharest.

Starting with 2011 a National Register for di-
abetes patients is also in place. The Ro Diab
Diabetes - Patient Management System soft-
ware functions in all health units that is part of
the National Diabetes Programme in Romania.
The aim of the Registry is to correctly assess
and register the needs of the diabetes popula-
tion in order to implement the objectives and
activities of the National Programme. In the
medium and long term, the utilization of the
Registry is expected to lead to: an increase of
the efficient use of resources, greater trans-
parency in public spending and higher control
of costs in the National Diabetes Programme.
The software application interconnects all
health-care providers who implement the Na-
tional Diabetes Programme; improving the
population’s health by assuring a more accu-
rate and detailed monitoring of patients with
diabetes.

In Serbia, there has been in place a Diabetes
Registry since 1980. On the basis of the na-
tional importance of the Diabetes Registry and
statutory regulations, in the course of 2006 a
team of experts initiated its reorganization.
There is a Republic Expert Committee and
Guideline for the diagnosis and treatment of
Diabetes, but not a National Programme for

160 Ministry of Public Health, Ordinul Nr. 1061/31.08.2006
/ National Fund of Health Insurance Ordinul Nr.
425/04.09.2006

type 2 diabetes. Due to the fact that there is
no National Programme for diabetes patients,
the NGOs active in the field are trying to fill in
the major gaps of the public health system.
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Box 11. Diabetes risk factors in Serbia (by Milos Bjelovic)

According to the Serbian Diabetes Registry the main risk factors associated with type 2 diabetes
are: obesity, smoking and physical inactivity.

Diet and obesity

In 2006 three main meals were regularly consumed by 56.6% of adults in Serbia, which was an
improvement in comparison with 2000 when only 52.8% had them. More than three quarters
(77.6%) of the Serbian population had a regular breakfast. The oldest, the poorest and those
living in non-urban settlements had their meals more regularly than those that were better off
and lived in cities.

The use of animal lard to prepare meals was reduced in 2006 (33.8%) in comparison with 2000
(41.0%). Animal fats were mostly used to prepare meals in Western Serbia (44.5%) and Vojvo-
dina (43.8%) and least in Belgrade (14.2%). The use of animal fats was most prevalent among
the poorest (58.3%) and poorer (44.7 %) population, and it gradually fell with the rise of wealth
index, so that only 9.0% of the richest used this type of fat to prepare their meals. Over half
of the population (57.2%) used predominantly white bread, and 14.8% of adults used whole
grain, rye and similar types of bread.

In 2006 in Serbia 48.7% of the population ate fish less than once a week. The population of
Belgrade and Vojvodina, the richest and those living in urban settlements had fish in their diet
more frequently.

In 2006 fresh vegetables were eaten daily by 54.8% of adults, which was significantly more than
in 2000 when only 42.4% did so. Fresh fruits were a part of the everyday diet of 44.0% of the
population. The richer and richest people used fresh fruits and vegetables more often.

Leisure, exercises and sport

In 2006 two thirds of the population of Serbia (67.7%) spent their free time mainly in a seden-
tary manner. In 2006 the percentage of adults who exercised more than 3 times a week inten-
sively, i.e. sweating and breathing faster, reached 25.5% which was significantly more than in
2000 when only 13.7% did so.

In 2006 one third of the employed population in Serbia (31.1%) had a sedentary type of work:
one quarter of men (25.4%) and two fifths of women (40.6%). The percentage of employees
with a sedentary type of work was significantly increased in comparison with 2000 when it was
only 25.2%. The number is the highest among the richest (49.7%) and tends to fall with the
wealth index, reaching the lowest value with the poorest, i.e. only 12.0%.

3.6.2 Interviewees on diabetes for diabetes from large urban areas represent
the largest group of interviewees on the topic

In all 8 countries a total number of 283 inter- (48% of the total interviewees on diabetes).
views on diabetes (type 2) were realized, of

which 80 were individual witnesses and 203

knowledgeable observers.

The study covered, in each country, various
regions including large cities (170 interviews),
small urban (79) as well as rural (34) areas.
The knowledgeable observers interviewed
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Figure 36. Diabetes: Distribution of the sample by interviewee’s type by area and by country (number of interviews)
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Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Note: Types of areas (rural or

urban) according to the national administrative definitions.

Interviews were carried out both on with
women and men. The female interviewees
represented 59% of individual witnesses and
63% of knowledgeable observers. Only in
Montenegro the number of male knowledge-
able observers interviewed is higher than in
the other countries.™

Individual witnesses who participated in the
study were mainly patients diagnosed during
the period 1st of January 2010 - 31st of De-
cember 2011, aged between 27 and 81 years
old (with an average age of 57), from a range

6 In Montenegro there were interviewed 20 male
knowledgeable observes, compared to 10 in Bulgaria,
Romania and Serbia, 9 in Kosovo, 6 in Croatia and 5 in
Macedonia and Moldova.

of ethnic groups,'®? with various levels of edu-
cation'? and with diverse occupations.’®*

Knowledgeable observers are medical repre-
sentatives, aged between 24 and 78 years old
(with an average age of 43 years). The inter-
viewees include specialists (84 interviews), gen-
eral practitioners (61), hospital representatives
(21), public health representatives (12), pa-

162 Bulgarians, Croatians, Kosovars, Albanians, Mace-
donians, Montenegrins, Romanians, Moldovans, Roma,
Ukrainians, Russians, etc.

163 Were interviewed 13 with elementary education, 35
with high school, 22 with college or more. For Kosovo
data regarding the level of education of the interviewees
is not available.

164 Employed (30 interviews), pensioners (35%) or other
economically inactive persons (15).

Figure 37. Diabetes: Distribution of the sample by interviewee’s type and gender and by country (number of interviews)
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tients’ organizations (8), NGOs (6), emergency
centres representatives (5) and others (6).

The main characteristics of the sample on dia-
betes, regarding both individual witnesses and
knowledgeable observers, are presented in ta-
bles A.11 and A.12 in the Annex.

3.6.3 Accessibility to state-of-the-art
treatment in diabetes

This section analyzes the actual access of
diabetes patients to state-of-the-art diagno-
sis, treatment, monitoring and rehabilitation
based on the interviews with knowledgeable
observers and individual witnesses from the
eight selected SEE countries. The analysis is
organized according to the adjusted 6-access-
steps model presented in subchapter 3.1.1.

(A) Content of the national benefits packages

National programmes for management and
treatment of diabetes have been developed
and implemented, or are in the process of be-
ing implemented, in all studied countries, ex-
cept Bulgaria and Kosovo.

Health-care services for patients with dia-
betes are included in the universal coverage
of health and are supported by the national
insurance funds. In most countries, the tests
and diagnosis, the treatment itself including
drugs, the work of specialists, doctors, nurses,
laboratory tests are free of charge by law, be-
ing covered by compulsory health insurance.
However, there were reported shortages in
the number of insulin stripes covered by the
insurance fund (patients have to buy an ex-
tra amount on a monthly basis in Croatia) or
limitation of free of charge treatment to a re-
stricted list of drugs, covering in most cases
only insulin therapy and/or oral mono-therapy
(Bulgaria, Kosovo, Serbia).

In Moldova, under the National Programme
for Prevention and Control of Diabetes for
2011-2015 and the Mandatory Health Insur-
ance Unique Programme, early detection, di-
agnosis and treatment of diabetes, as well as

diabetes control and secondary prophylaxis,
are covered by mandatory health insurance
funds. Also, oral hypoglycemic agents for out-
patient treatment and insulin medicines are
covered by the state budget, being centrally
purchased by the Ministry of Health. Type 1 di-
abetes patients receive devices to monitor glu-
cose levels in blood, as well free insulin treat-
ment. Type 2 diabetes patients have to buy
devices for monitoring glucose and receive
90% compensated medication. Although
hospital treatment for diabetes is also covered
by health insurance, it does not include most
of the complex treatments of complications'®>
— diabetic foot, retinopathy, diabetic nephrop-
athy and renal insufficiency.

For uninsured patients, health-care services
for diabetes delivered at the level of pre-hos-
pital emergency health assistance and primary
health assistance, including prescription of
compensated drugs, are covered by the Health
Insurance Fund,'®® whereas at the level of spe-
cialized outpatient care, only insulin therapy is
covered. An uninsured person can obtain an
outpatient consultation by the endocrinologist
and benefit from laboratory medical services
prescribed by the specialist, as well as hospi-
tal treatment, all of which must be paid for
in accordance with the Unified catalogue of
charges for services provided by public medi-
cal institutions.

(B) Formal and informal out-of-pocket
payments

Although free of charge services for diabetes
patients are covered by the universal insurance
funds, formal and informal out-of-pocket pay-
ments were reported in interviews across all
studied countries.

165 In 2013, the laser treatment of diabetic retinopathy
was included in the List of medical maneuvers specific
for some specialties/surgical services, performed in the
context of outpatient specialized health assistance in-
cluded in the Unique Programme.

166 QOrder of the Ministry of Health and the National
Health Insurance Company No.348/56-A of 29.04.2011
on the approval of methodological norms for implemen-
tation in 2011 of the Unique Programme of Mandatory
Health Insurance
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In Bulgaria, tests, diagnoses and some types
of treatment are free of charge, being covered
by the compulsory health insurance. Diabetes
patients reported only formal co-payments for
mono-therapy treatment, about € 25’ per
month. Insulin therapy is 100% covered by
the Insurance Fund.

In Croatia, the health insurance fund totally
covers tests and diagnosis. Most of the pa-
tients that had to take regular medicine de-
clared that insulin treatment was free of
charge; a few mentioned some official pay-
ments for combined oral therapy (€ 13'% per
month) and for oral mono therapy (€ 15 per
month). For most patients on oral medicine,
the insulin stripes covered by health insurance
are insufficient and they have to purchase
them, paying out-of-pocket (€ 25 per month).

In Kosovo, the required tests (blood tests, oral
glucose tolerance test) and treatment (if cov-
ered in the essential list of drugs) for diabetes
patients are free of charge in the public sec-
tor. However, the health system’s shortages
impose a series of co-payments, some in the
private sector, of about € 50 - 100 per month,
for treatment and monitoring. These costs
are high if we consider that this condition is
chronic and income levels in the country are
quite low. In case a patient cannot pay the de-
manded amount for the treatment s/he would
either be released from the payment, or
would receive whatever treatment is available
for free, if any. There are cases when patients
remain untreated, a situation with negative
impact on the future course of the health con-
dition. In the private sector, patients have to
pay the total amount of services, which is con-
sidered a significant burden on their budgets.

In Macedonia, persons diagnosed with type 2
diabetes that are registered in National Regis-
try receive insulin therapy for free. For other
types of medicine, patients have to pay a par-
ticipation fee varying between € 5 and 25,'%°
which accounts for 1%-3% of the official av-

67 At an exchange rate of 1.95583 BGN= 1 EURO.
188 At an exchange rate of 0.13071 KN= 1 EURO.
169 At an exchange rate of 61.76220 MKN= 1 EURO.

erage monthly gross wage per employee in
February, 2013. Also, for other services such
as laboratory tests, medication, proper care,
doctor/specialists, nurses or other medical
staff, patients pay between € 1 and 25. Free
transportation services are available only in
emergency cases.

In Moldova, despite the fact that the diagnosis
of diabetes is free of charge for all persons,
regardless of their insurance status, both doc-
tors and patients acknowledge the existence
of additional payments. Thus, for the entire
volume of clinical and laboratory investiga-
tions required for establishing the diagno-
sis, patients additionally pay between € 5'7°
and € 75 (formal payments). For outpatient
treatment, the official spending on diabetes
medication and insulin accounts monthly to
around € 5-40. For the full set of monitor-
ing tests, both doctors and patients state that
out-of-pocket formal payments are required
of between € 30 and 100. The need for addi-
tional payments, both formal and informal, is
specific to hospital services. Thus, formal pay-
ments are made by patients for drugs (mostly
insulin) that are missing or are ineffective, and
amount to € 25. Informal payments are made
to doctors and nurses for proper care. Accord-
ing to doctors’ estimations, the patient must
formally pay between € 125 and 200 for the
hospital treatment of type 2 diabetes with
complications.

In Romania, according to the National Diabet-
ic Programme, all tests and treatments for dia-
betes are free of charge. All insulin depend-
ent patients receive also free of charge 100
glycemic tests every three months. Additional
payments were reported by the hospitalized
diabetes patients, who declared that they felt
like paying informal money to medical staff as
a sign of gratitude for good care received.

In Serbia, the services received at the clinic/
hospital, including payments of the medical
staff, laboratory tests, proper care or medi-
cations for patients with type 2 diabetes are
covered by the Health Compulsory Fund so

170 At an exchange rate of 15.9967 MDL = 1 EURO, as
at December 2012, http://Aww.curs.md/
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Table 20. The critical out-of-pocket payments (formal and informal) for diabetes patients in SEE region

Diagnosis

((CHO)

Bulgaria
Croatia
Kosovo

Macedonia

Montenegro
Moldova
Romania
Serbia

Treatment

(as gratitude)

L . Transport to
Skl bl e
rehabilitation tion "
facility
(devices)

(except

emergencies)
(high quality)

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries.

patients do not have to pay (formally or in-
formally). However, due to long waiting lists,
about 30% of patients (3 out of 10 individual
witnesses) take part of the tests in private lab-
oratories. The average fee for the glucose level
is € 2, and for HbA1c € 10. Regarding treat-
ment, standard oral mono-therapy and insulin
therapy is free of charge, being covered by
the Health Compulsory Fund. However, mod-
ern treatment options are not covered by the
Health Compulsory Fund. This kind of treat-
ment cost between € 50 and 100 per month.

In conclusion, in the case of diabetes, out-of-
pocket payments are critical in Macedonia and
Moldova, as they present at all stages in the
process of health-care delivery. For most coun-
tries out-of-pocket payments limit access to
modern, more advanced treatment.

(C) Availability of services and geographical
access for diabetes (type 2) patients

The majority of health professionals and offi-
cials (70%) interviewed within our study ap-
preciate that state-of-the-art treatment in dia-
betes is available in their country.™"

Health-care services for diabetes patients are

71 A total of 202 valid answers.

generally available in the public health-care
systems across the eight selected countries.
The treatment provided in the public sector
was overall rated well and the general opin-
ions are that the level on which care is pro-
vided is state-of-art in Bulgaria, Croatia and
Macedonia, although in Croatia delays and
long waiting lists were mentioned.

In Romania, respondents rated the services
received as state-of-the-art. However, no pa-
tient or medical representative talked about
new technologies or modern treatments for
diabetes beyond standard. For most respond-
ents standard treatment for diabetes (in most
cases insulin therapy) is regarded as being sim-
ilar to state-of-the-art treatment.

In Serbia, although the general opinion is that
the availability and quality of health-care serv-
ices for patients with diabetes is good, mod-
ern treatment options, like Incretin therapy
(DPP4 inhibitors and GLP analogues), are not
covered by the universal coverage and need to
be paid out-of-the-pocket.

In Kosovo and Moldova, the great majority of
respondents consider that state-of-art treat-
ment of diabetes is not delivered in all public
health institutions and that universal cover-
age of the state-of-art treatment for diabetic
patients is only theoretical. In Moldova, treat-
ment of patients with diabetes is done in out-
patient and inpatient settings. However, regu-
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lar administration of medication by patients in
ambulatory settings is dependent upon access
to medicines. Despite the fact that diabetes
medication is provided by the government,
patients report situations when they couldn’t
find the prescribed medication and had to
order them from abroad. On the other hand,
patients mention that when the prescribed
medication is available, it is only partly free of
charge, whereas for some types of medication,
especially insulin, payment is required in full.

In all studied countries, state-of-the-art treat-
ment for diabetes is more likely to be available
in the larger cities. Consequently, geographic
access, especially for rural residents, is con-
sidered a problem in all countries. Generally,
within the public health-care system, services
for diabetes are available in District or County
hospitals, they are rare in Municipality hospi-
tals and are missing from rural areas. In Bul-
garia, Macedonia, Moldova and Serbia, large
parts of the respondents mentioned geo-
graphic disproportion in the availability of spe-
cialists and health-care for diabetes. In Roma-
nia, in order to receive the needed medication
(insulin therapy), a registered diabetic patient
has to visit the specialist every 3 months. In
many regions of the country, specialists are
available only at county level, thus forcing
patients to travel distances of between 5 and
60 km. For those patients, costs of transporta-
tion are mentioned as a barrier ito accessing
proper care.

In Kosovo, most respondents reported that all
health-care services needed during the treat-
ment and monitoring period were present at
the nearest clinic or hospital. This improved
situation is as a result of the primary care net-
work that was developed after the war. Some
reported that they had to visit different doc-
tors located in various places, but travel dis-
tances were considered acceptable. Specialists
or medical services for diabetes are available
in the proximity of patients and are easy to ac-
cess. The exceptions are patients from remote
villages that have to go to nearby cities to
receive proper care. They need to find trans-
portation by themselves, and related expenses
can become a serious burden for patients and
their families.

In the entire region, most health officials and
physicians report a good availability of health
services for diabetes, but their accessibility is
classified as medium or in some cases low, de-
spite the fact that there is a universal coverage
for this type of services. The imbalance between
availability and accessibility proves the existence
of certain barriers in the health system. Thus,
populations from large urban areas and with
higher socio-economic standards are more like-
ly to receive specialized treatment for diabetes.

(D) Health-care providers in diabetes

In all eight countries, health-care services for
diabetes are provided in both public and pri-
vate facilities, but tend to be concentrated in
the public sector. In Bulgaria, Croatia, Mac-
edonia, Moldova, Montenegro and Romania
most respondents declared that they used
mainly the public facility services for diabetes
diagnosis, treatment and monitoring. Howev-
er, in order to avoid waiting lists for diagnosis
tests and examinations, referrals to the private
facilities were mentioned by patients in Kos-
ovo and Serbia. In Serbia one patient report-
ed that the same physicians working in both
sectors conditioned the patient to receive the
treatment in a private facility, thus necessitat-
ing payment for the care received.

(E) Waiting lists and other aspects of system or-
ganization that can result in barriers to access

In accessing state-of-the-art health-care serv-
ices for diabetes, respondents from all eight
studied countries mentioned as barriers the
long waiting time to be received by a special-
ist, but also some other organizational aspects.

The concentration of specialized diabetes serv-
ices correlated with the insufficient number of
specialists translates into long waiting times to
be diagnosed and to receive proper care; a fact
identified by both patients and medical repre-
sentatives. Long waiting times were reported for:
tests and receiving the diagnosis in Croatia; to be
seen by a specialist (routine consult) or to receive
medication in Kosovo, Montenegro, Moldova
and Romania. In Serbia the long waiting lists for
the diagnosis tests and examinations influenced
patients to look for care in the private sector.
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Table 21. Waiting times for treatment in diabetes

Direct access to

Treatment

specialist

Bulgaria
Croatia
Kosovo
Macedonia
Montenegro
Moldova
Romania
Serbia

Rehabilitation Getting
services medication

Data: FES (2012-2013) Performance of the Public Health-care Systems in SEE countries. Notes: Red cells indicate long
or very long waiting times, light orange cells show a intermediate situation, and green cells point out the areas with no

problems in terms of waiting times.

The high number of patients per specialist is
highly acknowledged in all studied countries,
especially in Romania, where, in some coun-
ties one or two specialists have to cover the
specific needs of more than 17,000 diabetes
patients. In this context, both patients and
medical representatives consider that some
improvements regarding the almost non-ex-
istent non-pharmacological part of the thera-
peutic scheme (information about proper diet,
lifestyle) are necessary.

In Bulgaria, patients complained about com-
munication difficulties with medical special-
ists. Most of them declared that they were
not provided with enough information about
the disease, about the treatment and about
the consequences of the illness, being forced
instead to search for information from other
people with diabetes or on the Internet.

In Moldova, neither the non-pharmacological
treatment (diet) nor the oral diabetes medica-
tions or insulin therapy where complemented
by appropriate training regarding the man-
agement of treatment, that should be deliv-
ered by the family physician or by the endo-
crinologist. According to the National Clinical
Protocol “Uncomplicated Diabetes”, patient
training represents a mandatory step in the
management of the diabetic patient. Insuf-
ficient quantitative and qualitative coverage
with training services, especially at the outpa-
tient stage, leads to partial treatment compli-

ance and self-monitoring of disease evolution.
As a negative result, patients with diabetes
report benefitting from a very limited range
of monitoring tests (4-5 out of 13 tests), com-
pared to the ones stipulated in the National
Clinical Protocol “Uncomplicated Diabetes”;
the cause of this situation is the insufficient
knowledge about screening measures and
their periodicity. Thus, patients report only
having their blood glucose evaluated monthly
or every 2-3 months during their visit to the
family physician/endocrinologist, whereas the
protocol stipulates daily (3-4 times/day) self-
monitoring of this parameter.

In Serbia, patients also mentioned the lack of
interest of the doctors in public sector. All in-
terviewed patients started the treatment with
the advice about non-pharmacologic treat-
ment (lifestyle optimization: diet, physical exer-
cises, weight loss, quitting smoking, cessation
of alcohol consumption), followed by mono
oral pharmacologic treatment (Metformin).
However, half of them received insufficient in-
formation about how to correctly put in prac-
tice non-pharmacologic treatments or how to
administer pharmacological treatments.

In all eight countries, routine and preventive
consultations as well as systematic screenings
are rare. The lack of active work of health in-
stitutions in health education is an element of
concern in all countries, especially in Kosovo,
Moldova and Romania.
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Box 12. Weak prevention action in diabetes in Moldova (by Andrei Mecineanu)

According to the National Programme and the Mandatory Health Insurance Unique Programme,
the role of health-care is to implement diabetes prevention and early detection measures. In
reality, the identification of persons with risk factors is achieved in only 20% of cases, the screen-
ing by oral glucose tolerance test — 20%, and early detection of diabetes — 15% of cases.!”?
One cause of the given situation is the reduction of categories of persons with risk factors for
diabetes. Thus, family physicians include in the risk group only persons suffering from obesity,
hypertension and are sedentary.

Population coverage with information, education and communication materials on risk fac-
tors and methods of preventing diabetes is extremely low in Moldova. According to Ministry of
Health data, only 20% of the required measures are implemented. The result of this study con-
firms this situation, pointing to a worrying phenomenon. Thus, patients diagnosed with diabetes
rarely receive information and prevention measures in the health system, obtaining information
from relatives and acquaintances or media sources that have addressed the issue of diabetes
outside certain cooperation measures with health authorities. The existence of this phenomenon
leads to the conclusion that the first link in the management of diabetes — primary health-care —
has a high degree of inefficiency.

This situation creates a vicious chain in the diagnosis and treatment of a diabetic patient. There-
fore, in the Moldovan health system, the diagnosis of diabetes may be made long after the onset
of symptoms, the patients not being able to attribute them to this disease, or the patient is diag-
nosed with diabetes while being admitted to hospital with another health condition.

The exclusion of a family physician consultation at the stage of diabetes diagnosis is a persistent
phenomenon with patients choosing to visit directly the endocrinologist. Additionally, patients
opt for medical consultation and/or admission into tertiary health institutions in Chisinau mu-
nicipality. The first visit to the family physician or the specialist, at the place of residence or in
Chisinau municipality, is not conditioned by the area of residence or financial status. The pros for
one option or another lie in the confidence in the health-care provider, or in recommendations
from reliable persons.

All these deficiencies existing in the health system at the stage of diabetes prevention and detec-
tion create a false satisfaction of patients in relation to delivered health services. Patient satis-
faction is determined only by the establishment of diabetes diagnosis, which acquires negative
aspects when the patient has information about the disease, prevention measures and timely
diagnosis.

It is not only the case that specialist diabetes
treatment is insufficient but there are some
opinions that the qualification/interest of spe-
cialists and general practitioners regarding
diabetes patients is limited. In Croatia there
is a lack of education among rural and small
urban general practitioners who often do not
attend extra trainings about diabetes. As a re-
sult, they do not take seriously enough testing
for blood sugar and many patients consider
that their treatment was delayed only because
of the subjective attitude of doctors. In Mace-
donia a few patients complained that the doc-
tors that took no action even though blood

tests for glucose level were high in that year.
In Moldova and Serbia it was mentioned that
some general practitioners were not aware of
the prevalence of diabetes, did not know the
risk factors, and did not understand the im-
portance of preventive actions.

Regarding the satisfaction with the health-
care services received, although the inter-
viewed patients could not tell whether they

172 The National Programme on Diabetes Prophylaxis
and Control for 2011-2015, Government Decision No.
549 of 21.07.2011
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received health-care services at the state-of-
the-art level, they were generally satisfied with
what they got. The great majority of patients
consider that the diagnosis was performed in
a professional and timely manner and it did
not affect in any negative sense their health
condition, although some delays in diagnosis
were registered.

(F) Groups with limited access to health-care
services in diabetes (type 2)

In all eight studied countries the highest risks
to developing diabetes and to not being able
to access proper diagnosis and treatment were
visible in the elderly and the economically dis-
advantaged groups. For the second category
the risk is highly associated with poor nutri-
tion, unhealthy lifestyle, low health culture,
working conditions, stress and limited access
to information and care.

In addition to poverty, the geographic dimen-
sion of accessibility was mentioned in: Croatia,
Romania and Serbia. The fact that specialists
are not available in the localities of residence
is a factor that delays or prevents access to di-
agnosis and treatment.

3.6.4 Main access barriers in diabetes

Five major access barriers to state-of-the-art
treatment in diabetes are common to nearly
all countries included in the study: (i) Poor
knowledge and low levels of public informa-
tion; uncommon preventive health related be-
haviour; (ii) Long waiting times to be received
by a specialist; (i) Doctor or medical servic-
es are not available in some areas; (iv) Poor
equipment at clinics/hospitals; (v) Low quality
(low effectiveness) of medical services.

In all countries, interviews revealed that in-
sufficient knowledge, low levels of informa-
tion and the lack of preventive health-related
behaviour represent the main factors that
hamper access to quality health-care. Health
systems in the region have a reduced capac-
ity to ensure the implementation of policies
on the prevention and control of diabetes,

although specific programmes are in place in
almost all studied countries. In the majority of
cases, the participation of family doctors and
diabetes specialists in the provision of health-
care services commences at the stage of ad-
ministrating the standard treatment, with no
additional patient education, although the ex-
isting National Protocols provide guidelines in
this respect. In these circumstances, patients
report the absence or inadequate delivery of
information and prevention services. This is a
highly relevant indicator that the first link in
the management of diabetes — primary health-
care — is in most cases ineffective. As National
reports state; the failure of the national pro-
grammes in preventing diabetes is reflected by
the lack of initiative among patients who usu-
ally neglect the first symptoms of the disease
and become “an active side” only after the
diabetes had been diagnosed.

The long waiting times to be received by a spe-
cialist, availability of doctors, medical services
only in some areas, poor medical equipment
and low quality (low effectiveness) of medical
services are mentioned both by patients and
medical representatives as barriers in access-
ing state-of-the-art treatment in diabetes in
most countries, and represent shortages in the
health systems which translate into inequity in
access.



144

FRIEDRICH
STIFTUNG The Performance of Public Health-care Systems in South-East Europe

Table 22. Main access barriers to health-care in type Il Diabetes

Access barriers BG HR RKS ‘ MK ‘ MD ‘ ME ‘ RO SRB

Delayed first contact with a doctor
Poor knowledge and level of
information of population.
Preventive health related behaviour
is uncommon.

Doctor or medical services are not
available in some areas

Transport services are
underdeveloped or too costly
Distance from home to a hospital/
clinic is too large and/or too costly
The waiting time for being received
by a specialist is very long

The waiting time for getting
treatment or medication is very long
Lack of interest or unprofessionalism
of the doctor or medical staff
Discriminatory or inappropriate
behaviour of medical staff

Lack of money to pay the needed
tests

Lack of trust in doctors, nurses or
medical staff

Lack of humanness of the staff
Low quality (low effectiveness) of
medical services

High costs of medication

Poor equipment of clinic/hospital
Specialists of certain subspecialties
are missing or insufficient

Others, please give details

Data: FES (2012-2013) Performance of the Public Health-care System. Notes: Lack of humanness of the staff: not
treated well, disrespectful, not provided with explanations about disease and treatment. Low effectiveness of services:
inappropriate waiting time, laboratory tests not reported promptly and correctly, poor working equipment, unclean and
untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate number of chairs in the waiting room,
availability of the needed services at any hour, the number of staff to perform all the tasks needed at each visit. Others:
socio-economic factor like weak health culture and incomplete living conditions. Country acronyms: BG - Bulgaria, HR -
Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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4. MAIN CONCLUSIONS:
Major areas of reform in public

health-care in SEE countries

The study Performance of the Public Health-
care System analyzes the performance of the
public health-care systems in South-East Eu-
rope, focusing on the needs of patients in re-
lation to five health problems: Myocardial in-
farction, Stroke, Cancer, Injuries and Diabetes
(type 2).

The objective of this empirical comparative
study was to provide qualitative insights about
the expected versus the actual performance of
the public health-care systems with the aim to
indicate the major areas that need interven-
tions both at National and European levels.
The research has been designed with a view
to providing information on topics and issues
that are difficult to capture through quantita-
tive research methods. Thus, the study relied
on qualitative research techniques and gath-
ers both the perspective of knowledgeable
observers (1,006 interviews) and of individual
witnesses (432 interviews).

Figure 38. Socio-demographic trends in eight SEE countries

The report provides an analysis based on a
common analytical framework for all eight
countries and compiles many types of sourc-
es: WHO European HFA Database, European
statistical data, drawn from various Eurostat
databases, World Bank - World Development
Indicators; national statistical data; national
information, provided by country studies.

4.1 KEY FINDINGS
Socio-demographic aspects

The study covers eight European countries out
of which three are EU member states and five
are candidate countries in early stages of the
accession process.

Although, most developments have been
country-specific due to differing pre-transition
starting points and different approaches and
efforts (political as well as economic) invested
in social policies, the studied countries share
some common features and areas for inter-
vention.

BG
Population at 1 Jan 2013 (in 1,000 persons) 7,285
Children <15 years trend
Children <15 years in total population 13%

Population growth*

Fertility rate (after 1990)
Crude death rate (after 2000)
Premature mortality rate
Infant mortality (after 2000)
Life expectancy (after 1990)
GDP per capita (after 2000)
GDP per capita compared to EU 47%

Human Development Index

HR RKS MK MD ME RO SRB
4,262 1,794 2,062 3,559 623 20,057 7,182

15% 28% 17% 16% 19% 15% 14%

61% 35% 10% 43% 49% 35%

Very high ‘

Legend: Red cells indicate negative trends. Green cells indicate positive trends. Grey cells indicate stability. Up arrows
indicate increase, while downs arrow indicate decrease. Note: *Kosovo population growth was positive until 2011 when
the population registered a significant decline from 2,208 to 1,799 thousand persons.
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In all eight countries included in the present study,
the general standard of living, measured as GDP
per capita, has constantly increased since 1990,
yet has remained fairly below the EU-28 level.
According to the broader definition of well-be-
ing (which measures the average achievement
in three basic dimensions of human develop-
ment - a long and healthy life, knowledge and
a decent standard of living) most of the studied
countries belong to the group of countries with
high human development. Only Croatia is rated
‘very high” and Moldova ‘medium’.

After 1990, all SEE countries experienced tre-
mendous social changes linked to the transi-
tion to democracy and market economy and/or
to war. Changes in socioeconomic conditions
have affected population health both directly
and through psychosocial factors (Marmot
and Wilkinson, 1999). As in most countries of
the former Soviet Union, all countries included
in the study experienced a mortality crisis in
the early 1990s. Since 2000, the share of chil-
dren under 15 years has decreased in all stud-
ied countries except Kosovo. In 2012, children
under 15 years represent between 13% of the
total population in Bulgaria to 19% of the to-
tal population in Montenegro.

The population growth rate registered negative
values in Bulgaria, Croatia, Moldova, Romania
and Serbia, while in Kosovo, Macedonia and
Montenegro it has been positive. The negative
natural population growth is mainly the result
of a long-term decline in fertility together with
an increase in mortality. In all eight countries
the fertility rate decreased since 1980; the larg-
est drop being registered by Moldova, while in
Montenegro the fertility rate has been stable
since 2000. All countries face high mortality
rates and an increase in premature mortality
rates (except Montenegro).

Overall population health has improved since
the 1970s in the region, as life expectancy has
increased in six out of the eight studied coun-
tries. In the last twenty years in almost all stud-
ied countries life expectancy at birth increased
by values ranging between less than one year,
in Moldova, and almost four years, in Roma-
nia. Nonetheless, the gap between the EU and
these countries has remained significant.

As in the other European countries, women
on average live longer than men. In 2011, the
gap was as large as eight years, in Moldova,
seven years in Bulgaria and Romania, com-
pared with four years in Kosovo and Mace-
donia. In most countries, men not only have
a shorter life expectancy, but also shorter ex-
pected lifespan in good health than women.
However, in all selected countries the average
number of years spent in good health is far
below the EU-15 average of more than 70
years.

Infant mortality rates are decreasing since the
1970s. Nonetheless, in all studied countries
infant mortality rates register values higher
than the EU average. In 2011, only Montene-
gro and Croatia (with rates of 4.4, respectively
4.7 per 1000) registered infant mortality rates
comparable with the EU-28 average (3.9 per
1000). For the other six countries infant mor-
tality rates were much larger, particularly in
Kosovo (13.1 per 1000) and Moldova (11 per
1000).

Main causes of death

In the SEE countries under study, as in the en-
tire European region, communicable diseases
have low prevalence due to the constant im-
proving of the surveillance systems and good
immunization coverage. Among the studied
countries only in Moldova, did communi-
cable diseases such as HIV and tuberculosis
(TB) still represent major causes of morbidity
and mortality due to the insufficient capac-
ity of the system to detect and respond to
outbreaks.

By contrast, non-communicable diseases
(NCDs) - cardiovascular diseases (like heart
attacks and stroke), cancers, chronic respira-
tory diseases and diabetes - account for the
largest share of mortality globally: about 80%
of deaths. In Europe, in 2009, diseases of the
circulatory system accounted for nearly 50%
of all deaths, with higher rates among men
than women, followed in frequency by cancer
(neoplasm), with 20% of deaths, and external
causes of injury and poisoning, representing
8% of all deaths. (WHO, 2013a)
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The studied SEE countries (no data available
for Kosovo) follow the European pattern. Cir-
culatory diseases and neoplasm represent the
first two major causes of death in all eight
countries. The third major cause of death var-
ies across countries from external causes of
injury and poisoning, in Bulgaria and Croatia,
to diseases of the respiratory system, in Bul-
garia, Montenegro and Serbia, respectively
diseases of the digestive system, in Moldova
and Romania. In all eight countries, the bur-
den of non-communicable diseases has been
increasing.

The high burden of NCDs is directly related
to a high prevalence of risk-factors. Tobacco
use, physical inactivity, unhealthy diet and the
harmful use of alcohol increase the risk of
or cause most NCDs. ‘For the major groups
of diseases causing high mortality, morbidity
and disability (...), two main risk factors con-
tribute to multiple disease outcomes and thus
remain a priority to tackle: tobacco smoking
and harmful alcohol consumption. From a Eu-
ropean perspective, their prevalence and lev-
els remain high across all populations, in spite
of the knowledge and technology available to
address both.” (WHO, 20133, p. 40-41)

Inequalities in health

Regarding inequalities in health and fair ac-
cess to health-care services, factors such as
income, education and job status have a high
influence on health status, mortality and risk
factors among EU countries (e.g. Mladovsky
et al., 2009). In the eight studied countries,
the major inequities in health relate to poverty,
financial barriers, ethnicity (Roma), geographi-
cal barriers (in particular rural areas but also
some regions) and migration.

Financing the health system

Total health spending varies significantly be-
tween a low 3% of GDP in Kosovo and 5.8%
in Romania'”® to 10.4% in Serbia and a of
11.4% in Moldova (against the EU-28 aver-

173 Romania decreased its health spending to only 4% of
GDP in 2012, hence registering one of the lowest health
expenditure in Europe.

age of 9.6% of GDP, data for 2011). Thus,
Moldova appears to be the highest spender.
However, due to the level of GDP, in absolute
terms, total health expenditure per capita in
Moldova is the lowest (no data for Kosovo),
almost two times lower than in Macedonia
and Romania, about three times lower than in
Bulgaria, Montenegro and Serbia and approx-
imately four times less compared to Croatia
(the highest spender) and representing only
12% of the EU-28 average. This substantial
variation in health spending translates into
great variation in the coverage of the popula-
tion’s benefits and, as a result, into great vari-
ation in health outcomes.

The fiscal context'”* represents the main driver
of the relatively low health spending, since
most studied countries have overall govern-
ment spending levels lower than 40% of GDP
as against an EU-28 average of 47.9% of GDP
(exceptions are Montenegro and Serbia; no
data for Kosovo). The second factor of the
relatively low health spending in the region
is the priority that the governments accord to
the health sector. Government health spend-
ing accounts for only 8% of total government
expenditure in Kosovo and less than 15% in
Romania compared with 19-21% in Bulgaria,
Croatia, Macedonia and Montenegro (the EU-
28 average), and with almost 23% in Serbia
and as much as 29% in Moldova.

In most studied countries, the majority of ex-
penditure on health (as a proportion of GDP)
is generated publicly. Nonetheless, out-of-
pocket payments for health services exceed
40% of total health expenditure in Moldova,
Bulgaria and Kosovo.

In the entire region, achievement of universal
coverage for marginalized poor populations,
Roma, internally displaced persons or persons
returned through the re-admission process
from EU countries has remained a major chal-

174 The fiscal context refers to the current and expected
capacity to spend of a government. Richer countries
tend to be more effective at mobilizing tax revenues and
so to have higher levels of public spending as a share of
GDP, whereas more limited fiscal space is associated with
low government spending, including on health.
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lenge. In some countries, such as Bulgaria,
Macedonia, Romania and Serbia, difficulties in
obtaining identity documents and registering
with the insurance scheme have systemati-
cally discriminated against the already severely
disadvantaged Roma population. (e.g. Zoon,
2001; Figueras and McKee, 2012) Long-term
care and home-care are funded from EU funds
(such as in Bulgaria) or from donations (as in
Romania) and remain a challenge not yet con-
sistently addressed in the studied countries.
(Genet et al., ed., 2012)

For ensuring financial sustainability under
pressure of fiscal constraints, most countries
have sought to shift the burden from collective
financing to the individual, whether through
encouragement of private, voluntary insur-
ance (though the private market remains lim-
ited) and/or through increased co-payments
and deductibles and no-claim bonuses.

Health-care delivery

Regarding governance and organization, in
all studied countries with the exception of
Kosovo, the health systems are organized ac-
cording to the principles of universal access to
basic health services, equity and solidarity in
health-care financing. The health systems in-
clude a mix of public and private medical facil-
ities, as well as public agencies and authorities
involved in the provision, financing, regulation
and administration of health services. Regula-
tory functions are centralized in the Ministries
of Health that also collect and analyse data
and generate relevant information to contrib-
ute to the development of evidence-based
policies. Nearly all selected countries promote
the principle of Health in All Policies through
multi- and inter-sectoral collaboration, the
Ministry of Health ensuring the coordination
of public health activities within the sector and
beyond it.

The health-care provision system is organ-
ized along three levels: primary, secondary
and tertiary.’”> Both public and private health-
care providers may be directly contracted by
the National Health Insurance bodies for the
provision of medical services under mandatory
health insurance.

The rationalization of hospital stock and in-
troduction of new management structures
in hospitals have been on the reform agenda
in Bulgaria, Croatia, Kosovo, Moldova and
Romania. Most selected countries inherited
numerous facilities and health-care person-
nel from the communist era. Infrastructure
has been significantly reduced but in some
countries there is still an oversupply of beds.
In the entire region, the hospital services are
concentrated in some areas, especially in the
larger cities and in capitals. Besides the large
regional disparities, the problem comes from
an inadequate structure of hospital capacities
that is not adjusted to the needs of population
in particular territories.

In most studied countries, the pharmaceutical
supply network was almost entirely privatized.
There is an oversupply of pharmacies in urban
areas, whereas in rural areas shortages are still
a problem although the situation has gradu-
ally improved.

The Euro Health Consumer Index 2013 indi-
cates that all SEE countries need to improve
the performance of their health systems in all
considered areas: patients rights and infor-
mation, accessibility (waiting times for treat-
ment), outcomes, range and reach of services
provided, prevention, as well as pharmaceuti-
cals deployment.

175 The primary care system is the network of family
medicine facilities. Public medical facilities at secondary
levels provide specialized care to the community and be-
long to local public authorities. Medical facilities at the
tertiary level include research and teaching institutions
that provide also specialized and highly specialized medi-
cal care for the whole population. A large number of
parallel health-care services are also provided through
public medical institutions belonging to other branches
of government, which are financed from the state bud-
get through the respective ministries but can also con-
tract with the National Health Insurance bodies.
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Perceived performance of SEE public
health-care systems

The dominant opinion about the perform-
ance of the health systems in the SEE region is
rather a matter of controversy among health
professionals. First, the dominant opinion var-
ies widely from one country to another. In
Croatia and Montenegro, most health pro-
fessionals tend to consider that the national
health systems perform well in terms of acces-
sibility, availability and quality of services and
are invested with trust by the population. By
contrast, in Kosovo, Moldova and Romania,
health professionals divide almost equally be-
tween positive and negative assessments.

Secondly, in the entire region, health profes-
sionals from rural areas tend to assess the sys-
tem performance as being much weaker than
in urban areas. This opinion reflects the urban
- rural gap, which is highly visible in statistics
and indicators on health status and health-
care provision.

Thirdly, the performance of health systems in
the SEE region are significantly lower in rela-
tion to certain groups of disease, such as can-
cer.

Fourthly, the assessment depends also on
the profile of the evaluator. Thus, patient or-
ganizations tend to be very critical, NGOs are
rather neutral (or almost equally split between
positive and negative attitudes), whereas spe-
cialist doctors and management representa-
tives (from regional and national areas of
public health) are the most positive regarding
the system’s performance. This gap between
the patient organizations and the system rep-
resentatives is particularly accentuated in the
case of terminal diseases (such as cancer). The
patient organizations mainly focus on ‘desper-
ate cases’; the poor, Roma or other vulnerable
people who need help and support in order to
access appropriate health services. By contrast,
the system representatives tend to focus on
success stories, on health professionals who
strive to provide state-of-the-art services un-
der severe constraints of all kinds or on efforts
to provide minimal conditions in a context of
significant cuts and budgetary shortages.

Tackling the five selected health problems
in the SEE region

Circulatory diseases (including myocardial in-
farction and strokes) and neoplasms (cancer)
are the main causes of death in the SEE coun-
tries under study. The age-standardized death
rates from myocardial infarction have regis-
tered a decline in recent years, yet have re-
mained higher than the European average in
Croatia, Romania and especially in Moldova.
Mortality from cerebrovascular diseases have
registered a decline in recent years, yet have
remained higher than the European average
in all eight studied countries.

Between 1990 and 2010, cancer incidence
rose significantly across all selected countries
for which data is available (WHO data). There
are large variations in rates of cancer across SEE
countries, both in men and women. Cancer
incidence is higher than the EU-27 average in
Croatia for men (462 per 100,000 inhabitants)
and in Serbia (data includes Kosovo) for wom-
en (330 per 100,000 inhabitants). The other six
countries recorded lower cancer incidence in
men as well as in women, with the lowest rates
registered in Moldova (323 for men and 229
for women per 100,000 inhabitants). Nonethe-
less, mortality from cancer was equal or higher
than the EU-27 average in all studied countries.

Fatality rates due to injuries have registered
a decline in recent years, but have remained
higher than the EU-28 average in Croatia, Ro-
mania and especially Moldova. In countries
for which data are available, suicides, road
accidents and falls are the three main causes
of fatal injuries. Mortality caused by diabetes
is equal or higher than the EU-28 average
for most studied countries, except in Roma-
nia and Moldova. The highest mortality rate
caused by diabetes was recorded in Macedo-
nia, while the lowest in Romania.

National institutional arrangements and
policies for tackling all five diseases are in
place in almost all countries. The availability of
protocols and guides for management of the
disease, national programmes and or national
strategies by country and health problem is
shown in the table below with a ‘x" tick.
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BG HR

Myocardial infarction
Stroke

Cancer

Injuries

Diabetes

In the case of circulatory diseases (myocardial
infarction and strokes), protocols and guides
for the management of disease, national pro-
grammes and or national strategies are estab-
lished in Kosovo, Macedonia, Montenegro,
Romania and Serbia. In Moldova there is a lack
of coherent and financially sustainable policies
on prevention, detection, diagnosis and treat-
ment of myocardial infarction and since 2002,
Moldova hasn’t approved or implemented Na-
tional Programmes for control of cardiovascu-
lar diseases.

National Cancer Registries are available in
Bulgaria, Croatia, Macedonia, Moldova, Ro-
mania, Serbia, and are under development in
Montenegro. Only in parts of these countries
are these registers integrated in larger on-
cologic programmes. However, all countries
(except for Kosovo) have adopted strategic
documents and laws for the control of to-
bacco, alcohol and drugs abuse as well as on
food safety (regulating maximum amounts of
sugar, salt, saturated fat and various additives
in industrially produced foods, as well as more
accurate labeling of food composition), which
are important for the prevention of carcinoma
and have the ultimate goal of reducing mor-
bidity and mortality as consequences of the
devastating impact of risk behaviours. Public
information, prevention and early detection
however are still insufficiently developed in
the region.

In all countries, the responsibility for injury
prevention is quite dispersed over a variety of
policy sectors - depending on the setting in
which they occur and the circumstances (at
home, at workplace, in leisure and sport activ-
ities, on roads, etc.). In the studied countries,
Governments adopted strategies for chronic
non-communicable diseases, which covers the
area of injury, due to the importance that in-

MK MD ME {0) SRB

X [ X | X X | X
X [ X | X X | X
X X [ X X | X

juries have and make to national pathologies.
In addition, all countries have developed na-
tional strategies and legislation for road safety
and/or for prevention of drug abuse, includ-
ing alcohol and tobacco, which address the
influence of risk factors on the increase in the
incidence and prevalence of injuries. However,
in many countries, law enforcement is rather
poor.

National Registries or National Programmes
for people affected by diabetes are available in
Croatia, Macedonia, Moldova, Romania and
Serbia. In Montenegro a National Commission
for Diabetes that will implement the measures
defined by the National Strategy for Health-
care of People Living with Diabetes is about to
be established.

Main access barriers in public health-care
to state-of-the-art treatment

There are four aspects of the health-care sys-
tems that were mentioned as major barriers
in accessing state-of-the-art treatment, for all
selected health problems, in all countries:

(1) Poor knowledge and low level of in-
formation and the lack of preventive
health-related behaviour.

The national studies report a rather high inci-
dence of risk factors for myocardial infarction,
stroke, cancer or diabetes. Due to low levels
of available information many patients do not
recognize their symptoms on time. Thus, a
large number of patients remain undiagnosed
until a fatal life threatening situation occurs
(myocardial infarction, stroke) or the disease
is advanced with complications (cancer, diabe-
tes), when the possibility of receiving proper
medical treatment does not give positive re-
sults.
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(2) Doctor or medical services are not
available in some areas

Rural areas and remote areas (such as the is-
lands in Croatia or the mountain villages in
Kosovo and Romania) were reported in all
countries as being at a disadvantage with
respect to access to basic medical services.
In these areas, pharmacies may also be miss-
ing or not sufficiently stocked with more ad-
vanced medication. However, the low access
to pharmacies was much less mentioned as an
access barrier.

(3) Low quality and effectiveness of
medical services, in particular related
to (a) long waiting times and (b) poor
equipment in public clinics/hospitals

While individual witnesses tend to focus on in-
appropriate waiting times for various health-
care services, especially for being received by a
specialist, the knowledgeable observers tend
to emphasize the insufficient and/or obsolete
working equipment.

(4) Specialized services are available only
in some areas, while emergency serv-
ices are not sufficiently developed in
five of the eight countries

Insufficient access to specialized services was
mentioned as a barrier in relation to three
health conditions: myocardial infarction,
strokes and cancer.

These barriers indicate the need for better fi-
nancing of the health system: for more medi-
cal staff, for extending the existing network
of public facilities, for better equipment and
also for better geographical coverage of the
specialized medical services.
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Table 23. Access barriers in public health-care to state-of-the art treatment by health problem and respondent

Respondents: W — individual witnesses and KO — knowledgeable observers

The table presents the number of countries in which the given aspect was mentioned as access barrier in relation to the
specific health problem.

Myocar- Stroke Cancer Injuries Diabetes
dial Inf-
arction
Access barriers IW KO IwW KO IW KO Iw KO IwW KO
Delayed first contact with a doctor 3 4 6 5 3 1
Poor knowledge and level of information of the
population. Preventive health related behaviour 7 7 4 8 3 8 8
is uncommon
Doctor or medical services are not available in ) 6 ) 6 3 6 1 6 5 6
some areas
zfsac;allzed services are available only in some 1 4 4 6 6 5

Specialized services are available mainly in pri-
vate hospital/clinics or out of the country

Rehabilitation units/ services are not available/

. 1 4 1 6 1 4
enough in some areas
Pharmacies are not available in some areas 1 2 1 1 5 1
Emergency services are not available in some
1 5 2 5 1 2
areas or are underdeveloped
Transport services are underdeveloped or too 5 ) 5 3 3 4 1

costly

Distance from home to a hospital/clinic is too
large and/or too costly

The waiting time for being received by a spe-
cialist is very long

The waiting time for getting treatment or medi-

cation is very long 2 1 1 1 2 4 1 2 1
The waiting time for rehabilitation services is 1 5 5 ) 5 2

very long

Insufficient competence of nurses or other 5

medical staff

Lack of interest or unprofessionalism of the

doctor or medical staff ! 2 ! 2 2 4 2
Discr'iminatory or inappropriate behaviour of 1
medical staff

Lack of trust in doctors, nurses or medical staff 1 2 1 2 4 1 1 2
Lack of humanness of the staff 2 3 2 6 3

Lack of money to pay the doctor 1 1 1 1 2

Lack of money to pay the needed tests 4 2 2 2 1
Lack of money for out-of-pocket payments 1 4 4 3 2 2 1 2

Is_é)rv\\//igstgality and effectiveness of medical 5 4 4 5 5 5 4 6 3 5
High costs of medication 6 2 2 1 2

Poor equipment of public clinics/hospitals 4 3 3 4 6 3 4 4
Lack of accessibility and continuity of care 2 4 1 1 2 |3

Specialists of certain subspecialties are missing 1 5 ) 5

or insufficient
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Myocar- Stroke Cancer Injuries Diabetes

dial Inf-
arction
Access barriers IW KO IwW KO IwW KO Iw KO Iw KO
Low clinic/hospital capacity 2
Others, please give details 1

Data: FES (2012-2013) Performance of the Public Health-care System. Notes: Lack of humanness of the staff: not
treated well, disrespectful, not provided with explanations about disease and treatment. Low effectiveness of services:
inappropriate waiting time, laboratory tests not reported promptly and correctly, poor working equipment, unclean and
untidy hospital/clinic. Lack of accessibility and continuity of care: inappropriate number of chairs in the waiting room,
availability of the needed services at any hour, the number of staff to perform all the tasks needed at each visit. Others:
socio-economic factor like weak health culture and incomplete living conditions. Country acronyms: BG - Bulgaria, HR -

Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.

4.2 SIX MAJOR POLICY REFORM AREAS

Building on the research results four major
policy reform areas can be identified for im-
proving the performance of the public health-
care system.

The need to better define, and evaluate,
the costs of benefit packages

All eight countries provide, by the national
law, comprehensive packages of health-care
services. The major problem is that none of
the studied health systems has the capacity to
ensure the universal provision of such services.
So, there is a need for more realistic packages
of services. (...) defining a more realistic ben-
efits package will be a key strategy in ensur-
ing financial sustainability. The commitment to
fund both universal coverage and a truly com-
prehensive benefits package is unrealistic and
unsustainable in many countries in the region.
Despite political and technical difficulties and
concerns about equity, countries may need to
consider explicitly defining more limited entitle-
ments to ensure that public revenues are tar-
geted at the most cost-effective interventions
and the poorest segments of society and pro-
tect public health.” (Figueras et al., 2004, p.15)

The need to develop prevention services

In most countries, there have been preventive
programmes or singular preventive actions but

their results have failed to meet the needs of
the populations, therefore there is still much
preventive work to do. The participation of
the family doctors and specialists in the pro-
vision of the prevention services commences
in most cases at the stage of administrating
treatment, with no consideration to patient
education.

The community nursing system, considered
to be the most powerful “equalizer” in the
health system is still largely unutilized in most
countries. Despite efforts to develop primary
care, access to adequate and holistic commu-
nity health-care remains a challenge for cer-
tain segments of the population (low-income
groups, residents of rural areas and small
towns, Roma etc.).

The development of prevention services is
even more necessary given the high level of
avoidable mortality in the region. Patterns of
preventable mortality call for strengthening of
policies and their implementation (particularly
for women) especially the continued develop-
ment of both tobacco and alcohol policies.
Thus, considerable progress could be made in
reducing mortality further in these countries
by targeting health-care services. By targeting
we mean not only financing better the health
system but also modernizing and enhancing
the quality of health-care services.
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The need to develop rehabilitation,
palliative and long-term care services

Palliative, long-term and rehabilitation care
are not sufficiently developed as parts of the
health-care systems in the region. Most long-
term care is provided in the family, and there
are few resources available for informal car-
ers.

The need to improve the financing of the
public health-care systems

Public health-care systems in the region are
underfinanced, primarily as a result of fis-
cal constraints. However, in some countries
at least, under-financing is linked to the low
priority that the governments accord to the
health sector. So, political will is a major fac-
tor for improving the performance of public
health-care systems.

The study shows that financing should not be
only greater, but also better oriented towards
capital investments in equipment and technol-
ogy. The capital investment in secondary and
tertiary care provision has varied from coun-
try to country, but generally has been lower
compared with the investment that has taken
place in primary care. As a general rule, high-
technology equipment is available only in larg-
er centres, whereas everyday low-technology
medical equipment is missing or outdated in
many areas, particularly in smaller medical
facilities. Information technology is develop-
ing, but it is fragmented and uncoordinated in
most studied countries.

The need for an effective human resource
policy in health

In nearly all studied countries, the availability
of all types of medical professionals is well
below the European average. Planning of hu-
man resources has become a priority only in
recent years, particularly in relation to mass
out-migration of medical professionals. Many
doctors and nurses have left medicine, and
often the country, in search of better pay,
working conditions and/or social recognition.
The mobility of health professionals is a mat-
ter of concern, particularly because the most

economically deprived regions were most af-
fected by outflows.

However, the problem of shortages is not just
related to the absolute number of doctors, but
also their profile. In the deprived rural areas,
the departure of even a few specialist doctors
can produce a substantial effect on service de-
livery. Given that family medicine is one of the
most demanded specialties in some EU coun-
tries, it is most likely that access inequalities to
primary care services will increase even further
if the emigration of family doctors continues
and/or increases. Also, some specialties and
skills at hospital level might be adversely af-
fected.

Shortages of some specialties and skills
are also reported in the studied countries -
Croatia, Macedonia, Kosovo, Moldova, and
are not necessarily related to health profes-
sional mobility.

The need to address informal payments
in the public health-care system

The study shows that informal payments still
represent an access barrier to state-of-the art
treatment in particular in relation to chronic
diseases. Thus, addressing informal payments
must be a priority. Data on out-of-pocket
payments suggest that they are widespread
in both ambulatory and hospital care and in
some countries they constitute a large source
of funding. Informal payments are linked to
cultural and historical factors, but primarily
they represent a response to the poor capac-
ity of the public health-care system to provide
adequate access to basic services.
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4.3 PERFUNDIMET KRYESORE: FUSHAT
ME TE RENDESISHME TE REFORMES NE
KUJDESIN SHENDETESOR PUBLIK NE VEN-
DET E EJL

Studimi “Performanca e Sistemit té Kujdesit
Publik Shéndetsor” analizon performancén e
sistemit publik shéndetésor né Europén Ju-
glindore, duke u pérgendruar né nevojat e
pacientéve né lidhje me pesé probleme shén-
detésore: Infarkti i miokardit, Pika né tru, Kan-
ceri, Plagét dhe Diabeti (tipi.2)

Objektivi i kétij studimi krahasues empirik ishte
té ofronte disa piképamje cilésore mbi per-
formancén e pritshme kundrejt asaj aktuale
té sistemit publik shéndetésor me synimin pér
té nxjerré né pah zonat kryesore té cilat kané
nevojé pér ndérhyrje, né nivel Kombétar dhe
Europian. Studimi u pérpilua me géllimin pér
té ofruar infomacion mbi céshtjet dhe temat
gé jané té véshtira té identifikohen népérmjet
metodave kérkimore cilésore. Si rrjedhojé, stu-
dimi mbéshtetet né teknikat e kérkimit cilésor
dhe bashkon perspektivat e vézhguesve té in-
formuar né kété fushé (1,006 intervista) dhe
déshmitaréve individualé (432 intervista).

Raporti pércjell njé analizé té bazuar né ko-
rnizén e pérbashkét analitike pér té gjitha teté
vendet dhe pérmbledh disa burime: OBSH,
European HFA Database, té dhéna statistikore
europiane, té marra nga databaza e Eurostat,
Banka Botérore- Treguesit Botéroré té Zhvil-
limit; t¢ dhéna kombétare statistikore; infor-
macione kombétare té ofruara nga studimet e
vendeve pérkatése.

4.3.1 Gjetjet kryesore
Aspektet social-demografike

Studimi mbulon teté vende Europiane, tre nga
té cilat jané vende anétare té Bashkimit Europi-
an dhe pesé té tjeré jané vende kandidate né
fazat e hershme té procesit té anétarésimit.

Megjithése shumica e zhvillimeve kané gené
specifike né varési té kétyre shteteve pér shkak
té pikave té ndryshme té fillimit para tranzi-
cionit, dhe gasjeve e pérpjekjeve té ndryshme
(politike si dhe ekonomike) mbi politikat so-
ciale, vendet e pérfshira né studim ndajné disa
tipare té pérbashkéta dhe fusha ku nevojitet
ndérhyrje.

Figura 38. Trendet social-demografike né teté vendet e EJL

BG HR RKS MK MD ME RO SRB
Population at 1 Jan 2013 (in 1,000 persons) 7,285 4,262 1,794 2,062 3,559 623 20,057 7,182
Children <15 years trend
Children <15 years in total population 13% 15% 28% 17% 16% 19% 15% 14%
Population growth*

Fertility rate (after 1990)

Crude death rate (after 2000) n

Premature mortality rate -
infant mortality (afer 2000) IR R

Life expectancy (after 1990)
GDP per capita (after 2000)
GDP per capita compared to EU 47%  61% 35% 10% 43% 49% 35%

Human Development Index Very high M ‘

Legjenda: Qelizat e kuge tregojné njé trend negativ. Qelizat e gjelbérta tregojné trendet pozitive. Qelizat me ngjyré gri
tregojné géndrueshméri. Shigjetat me drejtim lart tregojné rritjen, ndérsa ato me drejtim poshté tregojné uljen. Shénim:*
Rritja e popullésisé sé Kosovés ishte pozitive deri né vitin 2011 kur popullésia shénoi njé rénie domethénése nga 2,208
né 1,799 njeréz.
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Né teté vendet e pérfshira né studim, stand-
ardi i pérgjithshém i jetesés i pérllogaritur si
PBB pér frymé éshté rritur né ményré kon-
stante gé nga viti 1990, megjithaté ka mbetur
mjaft poshté nivelit t& 28 vendeve anétare té
BE-sé. Né bazé té njé pérkufizimi mé té gjeré
té mirégenies (qé mat arritjet mesatare né tre
dimensione bazé té zhvillimit njerézor- njé
jeté e gjaté dhe e shéndetshme, njohuri dhe
njé standard i pérshtatshém i jetesés) pjesa
mé e madhe e vendeve té analizuara i pérka-
sin grupit té vendeve me njé zhvillim té larté
njerézor. Vetém Kroacia vlerésohet me njé niv-
el 'shumé té larté’ dhe Moldavia me njé nivel
‘mesatar’.

Pas vitit 1990, té gjitha vendet e Europés Ju-
glindore pérjetuan ndryshime té médha so-
ciale té lidhura me tranzicionin né demokraci
dhe ekonominé e tregut dhe/ose né lufté.
Ndryshimet né kushtet social ekonomike kané
ndikuar né shéndetin e popullésisé né ményré
té drejtpérdrejté dhe népérmjet faktoréve
psiko-socialé (Marmot dhe Wilkinson, 1999).
Si né té gjitha vendet e ish Bashkimit Sovje-
tik, edhe vendet e pérfshira né studim, pér-
jetuan njé krizé vdekshmérie né fillim té viteve
90-té. Q& nga viti 2000, numri i fémijéve nén
moshén 15 vjec ka réné né té gjitha vendet e
studiuara me pérjashtim té Kosovés. Né vitin
2012, fémijét nén moshén 15 vjec pérfagéso-
jné 13% té popullésisé totale né Bullgari dhe
19% té popullatés totale té Malit té Zi.

Ritmet e rritjes sé popullésisé shénuan vlera
negative né Bullgari, Kroaci, Moldavi, Rumani
dhe Serbi ndérkohé gé né Kosové, Magedoni
dhe Mal té Zi kéto ritme kané gené positive.
Rritja negative natyrale e popullésisé vjen krye-
sisht si rezultat i njé rénieje afat-gjaté té ferti-
litetit dhe njé rritje té nivelit t& vdekshmérisé.
Né té gjitha teté vendet né studim, niveli i fer-
tilitetit ka réné gé nga viti 1980; pika mé e
ulét éshté regjistruar né Moldavi, ndérkohé qgé
né Malin e Zi, niveli i fertilitetit ka gené i gen-
drueshém gé nga viti 2000. Té gjitha vendet
pérballen me nivele té larta t& vdekshmérisé
dhe njé rritje té vdekshmérisé sé parakohshme
(pérvec Malit té Zi).

Shéndeti i popullésisé né rajon né pérgjithési
éshté pérmirésuar gé nga vitet 1970, ndérsa

pritshméria e jetégjatésisé éshté rritur né
gjashté nga teté vendet e pérfshira né studim.
Né 20 vitet e fundit, né pothuaj té gjitha ven-
det né studim, pritshméria e jetégjatésisé né
lindje éshté rritur né vlera mes mé pak se njé
vit né Moldavi, dhe me té paktén katér vjet
né Rumani. Sidogofté, hendeku mes Bash-
kimit Europian dhe kétyre vendeve mbetet

domethénés.

Si né vende té tjera Europiane, graté jetojné
mesatarisht mé gjaté se meshkujt. Né vitin
2011, hendeku ishte pothuaj 8 vjet, né Mol-
davi, 7 vjet né Bullgari dhe Rumani krahasuar
me katér vjet né Kosové dhe Magedoni. Né
shumeé prej kétyre vendeve, meshkuijt jo vetém
gé kané njé pritshméri té ulét té jetégjatésisé,
por jetégjatési mé shéndet-pakét se femrat,
Megjithaté né té gjitha vendet e pérzgjedhura,
numri mesatar i viteve té kaluara né shéndet
té miré éshté ndjeshém mé poshté mesatares
prej 70 vjetésh té 15 vendeve Europiane.

Nivelet e vdekshmérisé foshnjore jané né rénie
gé nga vitet 70. Megjithaté, né té gjitha ven-
det e pérfshira né studim, nivelet e vdeksh-
mérisé foshnjore kané regjistruar vlera mé té
larta se mesatarja Europiane. Né vitin 2011,
vetém Mali i Zi dhe Kroacia ( me njé nivel prej
respektivisht 4.4 dhe 4.7 pér 1000 lindje)
regjistruan nivele té vdekshmeérisé foshnjore té
krahasueshme me mesataren e Bashkimit Eu-
ropian (3.9 pér 1000). Né té gjashté vendet e
tjera, vdekshmeéria foshnjore ishte mé e larta,
vecanérisht né Kosové (13.1 per 1000 lindje)
dhe Moldavia (11 pér 1000 lindje ).

Shkaqet kryesore té vdekjeve

Né vendet e Europés Juglindore té pérfshira né
studim, si dhe né té gjithé rajonin e Europés,
sémundjet infektive kané njé prevalencé té ulét
pér shkak té pérmirésimit té vazhdueshém té
sistemit t& vézhgimit dhe t& mbulimit t& miré
té vaksinimit. Nga té gjitha vendet né studim,
vetém né Republikén e Moldavisé, sémundjet
infektive si HIV dhe tuberkulozi (TB) akoma
pérfagésojné shkaget kryesore té sémund-
shmérisé dhe vdekshmérisé pér shkak té ka-
pacitetit t& pamjaftueshém té sistemit pér té
identifikuar apo kundérpérgjigjurshpérthimit
té sémundjeve. Nga ana tjetér, sémundjet jo
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infektive (SJI) - sémundjet kardiovaskulare (si
pika né tru dhe ataku kardiak) tumorét, sé-
mundjet kronike respiratore dhe diabeti- pér-
béjné pjesén mé té madhe té vdekshmérisé
globale: rreth 80% té vdekjeve. Né Europé, né
vitin 2009 sémundjet e sistemit té garkullimit
té gjakut pérbéjné pothuajse 50% té vdekjeve,
né nivele mé té larta tek meshkujt se femrat,
ndjekur nga sémundjet e kancerit (neoplazma)
gé pérbéjné 20% té vdekjeve, dhe shkage té
jashtme té léndimeve dhe helmimeve gé pér-
fagésojné 8% té vdekjeve. (OBSH, 2013a)

Vendet e Europés Juglindore té pérfshira né
studim (nuk ka té dhéna pér Kosovén) ndjekin
modelin Europian. Sémundjet e qgarkullimit
té gjakut dhe neoplazma pérfagésojné dy
shkaget kryesore té vdekjeve né té gjitha ven-
det né studim. Shkaku i treté i vdekjeve pér
nga réndésia ndryshon né bazé té vendeve
duke nisur gé nga shkage té jashtme té lén-
dimeve dhe helmimeve, né Bullgari dhe Kro-
aci, duke vazhduar me sémundjet né sistemin
respirator, né Bullgari, Mali i Zi dhe Serbi, dhe
mé pas me sémundjet né sistemin tretés, né
Moldavi dhe Rumani. Né té teté vendet e EJL,
barra e sémundjeve jo infektive éshté shtuar.

Niveli i larté sémundjeve jo infektive éshté
drejtpérdrejté i lidhur me prevalencén e larté
té faktoréve té rrezikut. Pérdorimi i duhanit,
mungesa e aktivitetit fizik, dieté jo e shéndet-
shme ushgimore dhe pérdorimi i démshém i
alkolit rrisin rrezikun ose shkaktojné shumicén
e SJl-ve." Né shumicén e grupeve té sémund-
jeve gé shkaktojné nivel té larté t& vdeksh-
mérisé, sémundshmérisé dhe paaftésisé (...)
dy jané faktorét kryesore té rrezikut gé kon-
tribuojné né rritjen e nivelit t& sémundjeve
dhe duhen trajtuar me prioritet: duhanpirja
dhe konsumi i démshém i alkolit. Né pers-
pektivén Europiane, prevalenca dhe nivelet e
tyre mbeten té larta né té gjitha popullésité,
pavarésisht njohurive dhe teknologjive né dis-
pozicion pér té trajtuar té dyja’ (OBSH, 20133,
fq. 40-41)

Pabarazité né shéndetési
Pér sa i pérket pabarézive né shéndetési dhe

aksesit t& barabarté né shérbimet e kujdesit
shéndetésor, faktorét si té ardhurat, arsimi

dhe statusi i punés kané njé impakt té larté
né statusin shéndetésor, vdekshmériné dhe
faktorét e rrezikut mes vendeve té Bashkimit
Europian (Mladovsky et al., 2009). Né teté
vendet e studiuara, pabarazité mé té& médha
té shéndetit kané lidhje me varféring, penge-
sat financiare, etniciteti (Rom) pengesat gjeo-
grafike ( (né vecanti né disa zona rurale por
edhe né disa rajone) dhe migrimi.

Financimi i sistemit shéndetésor

Shpenzimet e pérgjithshme né shéndetési var-
iojné nga 3% e PBB-sé né Kosové dhe 5.8%
né Rumani'’e né 10.4% né Serbi dhe 11.4%
né Republikén e Moldavisé (kundrejt mesa-
tares té 28 vendeve Europiane prej 9.6% té
PBB-sé&, sipas té dhénave té vitit 2011). Duket
garté gé Moldavia, éshté vendi gé shpenzon
mé shumé né kété fushé. Megjithaté, pér
shkak té nivelit t&é PBB-sé né terma absoluté,
shpenzimet totale té shéndetésisé pér frymé
né Moldavi jané mé té ulétat ( nuk ka té dhé-
na pér Kosovén), pothuaj dy heré mé té uléta
se né Magedoni dhe Rumani, tre heré mé té
uléta se né Bullgari, Mali i Zi dhe Serbi, dhe
pothuaj katér heré mé pak krahasuar me Kro-
aciné (shpenzuesi mé i madh) duke pérfagé-
suar vetém 12% té mesatares sé 28 vendeve
té Bashkimit Europian.

Ky variacion thelbésor né shpenzimet pér
shéndetésiné pérkthehet né njé ndryshim ako-
ma mé té madh né mbulimin e popullésisé me
pérfitime dhe, si rrjedhoré né njé ndryshim mé
té madh té rezultateve né shéndetési.

Konteksti fiskal'”’pérfagéson faktorin kryesor
pas shpenzimeve té uléta shéndetésore, duke
gené se shumica e vendeve né studim kané
nivele té pérgjithshme shpenzimesh geveritare
mé té uléta se 40% e PBB-sé kundrejt 47.9%

176 Rumania reduktoi shpenzimet né shéndetési né 4%
té PBB-sé né 2012, duke regjistruar késhtu shpenzimin
mé té ulét né shéndetési né té gjithé Europén

177 Konteksti fiscal i referohet kapacitetit aktual dhe té
pritshém té shpenzimit té njé geverie. Vendet mé té pa-
sura kané tendencén té jené mé efektive né mobilizimin
e té ardhurave nga taksat dhe késhtu kané nivele mé
té larta té shpenzimeve publike né raport me PBB-ng,
ndérkohé gé hapésira fiskale e kufizuar shogérohet me
shpenzimeve té uléta geveritare, edhe né shéndetési.
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e PBB-sé sé& mesatares sé Bashkimit Europian
( me pérjashtim té Malit t& Zi dhe Serbisé
ndérkohé gé nuk ka té dhéna pér Kosovén ).
Faktori i dyté pér nga réndésia i shpenzimeve
té pakéta shéndetésore né rajon éshté prior-
iteti gé geverité caktojné pér sektorin shén-
detésor. Shpenzimet geveritare né shéndetési
pérbéjné vetém 8% té shpenzimeve totale
geveritare né Kosové dhe mé pak se 15% né
Rumani krahasuar me 19-21% né Bullgari,
Kroaci, Magedonia and Mali i Zi (mesatarja e
28 vendeve Europiane), dhe pothuaj 23% né
Serbi dhe deri né 29% né Moldavi.

Né shumicén e vendeve té pérfshira né stu-
dim, pjesa mé e madhe e shpenzimeve né
shéndetési ( né raport me PBB-né) gjenero-
het publikisht. Megjithaté, pagesat nga xhepi
pér shérbime shéndetésore tejkalojné 40% té
shpenzimeve totale shéndetésore né Moldavi,
Bullgari dhe Kosoveé.

Né té gjithé rajonin, arritja e njé mbulimi uni-
versal pér popullatat e margjinalizuara dhe té
varfra, Romét, personat e zhvendosur brenda
vendit apo njerézit e rikthyer nérpérmjet njé
procesi ri-pranimi nga vendet e BE-sé vazhdon
té mbetet njé sfidé kryesore. Né disa vende si
Bullgaria, Magedonia, Rumania dhe Serbia,
véshtirésité e pajisjes me dokumenta identiteti
dhe regjistrimi né njé skemé sigurimi jané sub-
jekt diskriminimi edhe ndaj popullésisé Rome
tashmé né disavantazh té thellé (Zoon, 2001;
Figueras dhe McKee, 2012). Kujdesi afatgjaté
dhe kujdesi shéndetésor né shtépi financiohen
nga fonde té Bashkimit Europian ( si né Bull-
gari) ose nga kontribute (si né Rumani) dhe
mbeten njé sfidé akoma e pa trajtuar né ven-
det e pérfshira né studim (Genet et al., ed.,
2012)

Né ményré qé té sigurojné géndrueshmeéri fi-
nanciare nén presionin e pengesave fiskale,
shumé prej vendeve synojné ta kalojné barrén
né fjalé nga financim kolektiv né até individual,
edhe nérpérmijet inkurajimit té sigurimit privat
vullnetar ( edhe pse tregjet private mbeten té
kufizuara) dhe/ose népérmijet rritjes sé bash-
ké-pagesave, shpenzimeve té reduktueshme
dhe shpérblimeveté pakérkuara.

Ofrimi i Kujdesit Shéndetésor

Pér sa i pérket geverisjes dhe organizimit, né
té gjitha vendet e studiuara me pérjashtim té
Kosovés, sistemet shéndetésore jané té orga-
nizuara né bazé té principeve té gasjes univer-
sal ndaj shérbimeve bazé, barazisé dhe soli-
daritetit né financimet e kujdesit shéndetésor.
Sistemet shéndetésore pérfshijné njé pézierje
té faciliteteve mjekésore publike dhe private,
agjensi publike dhe autoritete té angazhuara
né ofrim, financim, rregullim dhe admin-
istrim té shérbimeve shéndetésore. Funk-
sionet rregulluese jané té pérgendruara né
Ministrité e Shéndetésisé té cilat né té njéjtén
kohé mbledhin dhe analizojné té dhéna dhe
pércjellin informacione relevante duke kon-
tribuar né zhvillimin e politikave té bazuara
né fakte. Pothuaj té gjitha vendet e pérzgjed-
hura promovojné principin e Shéndetit né té
Gjitha Politikat népérmjet bashképunimeve
multi dhe ndér-sektoriale ndérkohé gé Min-
istria e Shéndetésisé siguron koordinimin e
aktiviteteve publike shéndetésore brenda dhe
pértej sektorit.

Sistemi i ofrimit té sistemit té kujdesit shénde-
tésor organizohet népérmjet tre nivele: paré-
sor, sekondar dhe terciar."®0fruesit publiké
dhe privaté té kujdesit shéndetésor publik dhe
privaté mund té kontraktohen nga organiz-
mat e Sigurimit Kombétar Shéndetésor pér
ofrimin e shérbimeve mjekésore nén sigura-
cionin shéndetésor té detyrueshém.

Racionalizimi i stokut spitalor dhe prezantimi
i strukturave té reja t& menaxhimit né spitale
kané gené pjesé e agjendés sé reformave né
Bullgari, Kroaci, Kosové, Moldavi dhe Rumani.
Shumé prej vendeve té pérzgjedhura kané
trashééguar objekte té& shumta dhe personel
té kujdesit shéndetésor nga epoka komuniste.

178 Sistemi i kujdesit parésor éshté rrjeti i objekteve
té mjekésisé familjare. Objektet shéndetésore publike
né nivel dytésor ofrojné kujdes té specializuar né ko-
munitet dhe i pérkasin autoriteteve lokale. Objektet
shéndetésore né nivel terciar pérfshijné instituticione
kérkimore dhe mésimore qgé ofrojné kujdes mjekésor té
specializuar pér té gjithé popullésingé. Njé numér i larté
i shérbimeve paralele té kujdesit shéndetésor ofrohen
gjithashtu népérmijet institucioneve publike mjekésore
gé i pérkasin degéve té tjera geveritare té financuara si
nga buxheti i shtetit nérpérmjet ministrive respective,
por mund té kontraktohen népérmjet organizmave té
Sigurimit Shéndetésor Kombétar.
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Infrastruktura éshté reduktuar ndjeshém, por
né disa vende regjistrohen akoma njé tepricé
shtretérish. Né té gjithé rajonin, shérbimet
spitalore jané té pérgendruara né disa zona té
caktuara, vecanérisht né qytete té médha dhe
né kryeqytete. Pérve¢ pabarazive t& médha
rajonale, problemi vjen nga njé strukturé e
papérshtatshme e kapaciteteve spitalore gé
nuk pérputhet me nevojat e popullésisé né
disa prej territoreve.

Né shumicén e vendeve té pérfshira né stu-
dim, rrjeti i furnizimit farmaceutik ishte pothu-
aj I privatizuar plotésisht. Ekziston njé mbipo-
pullim té farmacive né zonat urbane ndérkohé
gé né zonat rurale, shénohet njé mangési
farmacish ndonése situate po pérmirésohet
né ményré graduale.

Indeksi Europian Shéndetésor i Konsumatorit
2013 tregon gé vendet e Europés Juglindore
kané nevojé té pérmirésojné performancén
e sistemeve té tyre shéndetésore né té gjitha
fushat e studiuara: té drejtat e pacientéve dhe
informimi, aksesi ( kohét e pritjes pér trajtim)
rezultatet, gama dhe arritja e shérbimeve té
ofruara, parandalimi si dhe shpérndarja e ob-
jekteve farmaceutike.

Perceptimi mbi performancén e sistemeve
publike té kujdesit shéndetésor té EJL

Opinioni dominues mbi performancén e sis-
temeve shéndetésore né rajonet e Europés
Juglindore éshté céshtje polemikash mes pro-
fesionistéve né fushén e shéndetésisé. Sé pari,
opinioni dominues ndryshon gjérésisht nga
njé vend né tjetrin. Né Kroaci dhe Mali i Zi,
shumica e ekspertéve té fushés sé shéndeté-
sisé jané té mendimit se sistemet kombétare
té shéndetésisé kané njé performancé té miré
sa i perket aksesibilietit, disponibilitetit dhe
cilésisé sé shérbimeve dhe kané besimin e po-
pullatés. Situata éshté e ndryshme né Kosové,
Moldavi dhe Rumani ku ekspertét né fushén
e shéndetésisé jané té ndaré mes vlerésimeve
negative dhe pozitive.

Sé dyti, né té gjithé rajonin profesionistét
e fushés sé shéndetésisé nga zonar rurale e
vlerésojné performancén e sistemit si mé té
dobét se né zonat urbané. Ky mendim reflek-

ton edhe hendekun mes zonave urbale dhe
rurale qé éshté i dukshém né statistikat dhe
treguesit e gjendjes shéndetésore dhe ofrimit
té kujdesit shéndetésor.

Sé treti, performanca e sistemeve shénde-
tésore né rajonin e Europés Juglindore éshté
ndjeshém mé e ulét né lidhje me disa grupe
sémundjes sic éshté kanceri.

Sé katérti, vlerésimi varet nga profili i vleré-
suesit. Si rrjedhojé, grupet e pacientéve jané
shumé kritike, OJQ-té jané disi neutral ( ose
té ndara né ményré té barabarté mes gasjeve
pozitive dhe negative), ndérkohé gé mjekét
specialist dhe pérfagésuesit e administrative (
nga zonat kombétare dhe rajonale té shéndetit
publik) jané shumé pozitivé né vlerésimin e
tyre ndaj performancés sé sistemit. Ky hendek
mes grupit té pacientéve dhe pérfagésuesve té
sistemit éshté vecanérisht i nénvizuar né ras-
tin e sémundjeve terminale ( sic &shté kanceri).
Grupet e pacientéve pérgendrohen mé shumé
né 'rastet e déshpéruara’; té varférit, komu-
niteti Rom ose grupe té tjera té ndjeshme té
popullésisé té cilét kané nevojé pér ndihmé
dhe mbéshtetje pér té pasur gasje ndaj shér-
bimeve té pérshtatshme shéndetésore. Krejt
ndryshe mendojné pérfagésuesit e sistemit
té cilét pérgendrohen né historité e suksesit,
tek profesionistét e fushés té cilét pérpigen té
ofrojné shérbimet mé cilésore pavarésisht té
gjitha pengesave serioze té té gjitha llojeve ose
né pérpjekjet pér té ofruar kushtet minimale
né kushtet e shkurtimeve domethénése né
personel dhe reduktimeve buxhetore.

Trajtimii pesé problemeve té pérzgjedhura
shéndetésore né rajonin e EJL.

Sémundjet e garkullimit té gjakut ( pérfshiré
infarktin e miokardit dhe pika né tru) dhe
neoplazmat (kanceri) jané shkaget kryesore té
vdekjeve né vendet e EJL nén studim. Shkalla
e vdekjeve nga infarkti i miokardit shénoi njé
rénie gjaté viteve té fundit, megjithaté mbetet
mé e larté se mesatarja Europiane né vende
si Kroacia, Rumania dhe vecanérisht né Mol-
davi. Vdekjet nga sémundjet cerebrovaskulare
kané shénuar rénie gjaté viteve té fundit, por
mbeten mé té larta se mesatarja Europiane né
teté vendet e pérfshira né studim.
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Mes vitit 1990 dhe 2010, incidenca e kancerit
u rrit ndjeshém né té gjitha vendet e zgjedhura
pér té cilat ka té dhéna (nga OBSH). Ka ndry-
shime té médha né shkallén e pérhapjes sé
kancerit né té gjitha vendet e EJL mes femrave
dhe meshkujve. Incidenca e kancerit éshté mé
e larté se mesatarja e 27 vendeve té BE-s&, pér
meshkujt né Kroaci (462 pér 100.000 banoré)
dhe né Serbi (t& dhénat pérfshijné Kosovén)
pér femrat (330 pér 100.000 banoré). Gjashté
vendet e tjera regjistruan njé incidencé né ulje
té kancerit tek meshkujt dhe femrat, me niv-
elin mé té ulét té regjistruar né Moldavi (323
pérmeshkujtdhe 229 pér femrat pér 100,000
banoré). Megjithaté, vdekshméria nga kanceri
né té gjitha vendet e studiuara éshté e barab-
arté ose mé e larté se mesatarja e 27 vendeve
té BE-sé.

Shkalla e fatalitetit pér shkak té léndimeve
shénoi ulje né vitet e fundit, por mbetet mé
e larté se mesatarja e 28 vendeve té BE-s&, né
Kroaci, Rumani dhe vecanérisht né Moldavi.
Né vendet pér té cilat ekzistojné té dhéna,
vrasjet, aksidentet rrugore dhe réniet jané tre
shkaget kryesore pér plagé fatale. Vdeksh-
méria e shkaktuar nga diabeti éshté e barab-
arté ose mé e larté se mesatarja e 28 vendeve
té BE-sé, pér shumé nga vendet e pérfshira né
studimme pérjashtim té Rumanisé dhe Mol-
davisé. Shkalla mé e larté e vdekshmérisé e
shkaktuar nga diabeti u regjistrua né Mage-
doni, ndérkohé gé mé e uléta u shénua né
Rumani.

Politikat dhe Marréveshjet Institucionale Kom-
bétare pér trajtimin e pesé sémundjeve jané
aprovuar né pothuaj té gjitha vendet. Dis-
ponibiliteti i protokolleve dhe guidave pér
administrimin e sémundjes, programeve kom-
bétare dhe/ose strategive kombétare pér se-
cilin shtet ose problem shéndetésor tregohet

HES T

né tabelén mé poshté me njé “x

BG HR
Infarkti i Miokardit
Pika né tru
Kancer
Lendimet X

Diabeti

RKS

Né rastin e séemundjeve té garkullimit té gjakut
(infarkti i miokardit dhe pika né tru) né Kosové,
Magedoni, Mali i Zi, Rumani dhe Serbi jané ven-
dosur protokolle dhe guida pér menaxhimin e
sémundjeve si dhe jané ngritur programme
kombétare ose strategji kombétare. Né Repub-
likén e Moldavisé ka njé mungesé té politikave
koherente dhe té géndrueshme nga ana fi-
nanciare pér parandalimin, zbulimin, diagnos-
tifikimin dhe trajtimin e infarktit t& miokardit.
Madje, gé nga viti 2002, Moldavia nuk ka apr-
ovuar ose zbatuar Programet Kokmbétare pér
kontrollin e sémundjeve kardiovaskulare.

Né Bullgari, Kroaci, Magedoni, Moldavi, Ru-
mani dhe Serbi jané ngritur Regjistra Kom-
bétaré pér Kancerin ndérkohé gé né Malin
e Zi ato jané né fazén e zhvillimit. Vetém né
disa zona té kétyre shteteve, regjistrat né fjalé
jané té integruar né programe mé té zgjeru-
ara onkologjike. Sidogofté, té gjitha shtetet
(me pérjashtim té Kosovés) kané aprovuar do-
kumenta dhe ligje strategjike pér kontrollin e
duhanit, alkolit dhe abuzimit me drogat si dhe
pér siguriné ushgimore ( duke rregulluar sa-
sité maksimale té sheqgerit, kripés, yndyrave té
ngopura dhe aktivitete t& ndryshme pér ushaqi-
met e prodhuara né ményré industrial, si dhe
etiketimin e sakté té pérbérjes ushgimore), té
cilét jané té réndésishme pér parandalimin e
karcinomés dhe kané synimin kryesor pér té
reduktuar sémundshmériné dhe vdekshmériné
si rezultat i impaktit shkatérrimtar té sjelljeve té
rrezikut. Informacioni publik, parandalimi dhe
zbulimi i hershém jané gjithsesi té zhvilluara né
ményré té pamjaftueshme né rajon.

Né té gjitha shtetet, pérgjegjésia pér paran-
dalimin e léndimeve éshté e shpérndaré mbi
njé séré sektoré politikash- né varési t& mje-
disit ku ndodhin dhe rrethanave ( né shtépi,
né vendin e punés, gjaté aktiviteteve té kohés
sé liré dhe sporteve, né rrugé etj). Né vendet

MK MD ME {0) SRB

X [ X [ X X | X
X [ X | X X | X
X [ X [ X X | X
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e pérfshira né studim, Qeverité kané adoptuar
strategji pér sémundjet kronike jo infective gé
mbulon zonén e Iéndimit pér shkak té réndé-
sisé gé kané kéto Iéndime duke u kthyer né
pas né patologji kombétare. Pér mé tepér, té
gjitha shtetet kané zhvilluar strategji kom-
bétare dhe strategji pér siguriné rrugore dhe/
ose pér parandalimin e pérdorimit té drogeés,
pérfshiré alkolin dhe duhanin, té cilat trajto-
jné influencén e faktoréve té rrezikut né rritjen
e incidenteve dhe prevalencés sé léndimeve.
Megjithaté, né shumé prej vendeve, zbatimi i
ligjit éshté i pakét.

Regjistrat Kombétaré ose Programet Kom-
bétare pér njerézit e prekur nga diabeti gjen-
den né Kroaci, Magedoni, Moldavi, Rumani
dhe Serbi. Mali i Zi po themelon njé Komision
Kombétar pér Diabetin gqé do té zbatojé ma-
sat e nénvizuara né Strategjiné Kombétare pér
Kujdesin Shéndetésor pér Njeréz gé Jetojné
me Diabetin.

Pengesat kryesore né qasjen e kujdesit
publik shéndetésor dhe njé trajtimi mé
cilésor

Katér jané aspektet e sistemeve té kujdesit
shéndetésor gé u pérmenden si pengesa krye-
sore népasjen e njé trajtimi cilésor pér té gjitha
problemet shéndetésore né té gjitha vendet:

(1) Njohuri e pakét dhe nivel i ulét in-
formacioni si dhe mungesa e sjelljes
parandaluese né lidhje me shéndetin.

Studimet kombétare raportojné njé rénie té
madhe té faktoréve té rrezikut pér infarktin e
miokardit, goditjen né tru, kancerin apo diabe-
tin. Pér shkak té nivelit té ulét té informacionit
né dispozicion, shumé prej pacientéve nuk ar-
rijné té identifikojné simptomat né kohé. Si
rezultat, njé numér i madh pacientésh mbeten
té padiagnostikuar deri né njé situaté fatale
dhe té rrezikshme pér jetén (infarkti i miokar-
dit, pika né tru) apo sémundja avancon me
komplikacione (kancer, diabeti), né njé kohé
kur mundésia e marrjes sé njé trajtimi té pér-
shtatshém mjekésor nuk jep rezultate pozitive.

(2) Mjekét ose shérbimet mijekésore
mungojné né disa zona.

Zonat rurale apo té largéta (sic jané ishujt né Kro-
aci, apo fshatet malore né Kosové dhe Rumani)
né té gjitha vendet kané njé disavantazh né lidhje
me gasjen ndaj shérbimeve shéndetésore bazé.
Né kéto zona, farmacité mungojné ose nuk kané
furnizime té mijaftueshme me medikamentet
mé té avancuara. Megjithaté, gasja e ulét ndaj
farmacive éshté pérmendur pak si njé pengesé.

(3) Cilésia dhe efektiviteti i ulét shérbi-
meve mjekésore, né lidhje vecanérisht
me (a) kohét e gjata té pritjes dhe (b)
aparatura té pakéta né klinikat/spi-
talet publike.

Déshmitarét individualé pérpigen té fokuso-
hen né kohén e papérshtatshme té pritjes pér
disa shérbime té kujdesit shéndetésor, veca-
nérisht pér tu takuar me njé specialist. VVézh-
guesit e informuar nga ana tjetér véné theksin
tek aparaturat e pamjaftueshme apo té vjetra.

(4) Shérbimet e specializuara jané té
disponueshme vetém né disa zona,
ndérkohé gé shérbimet e emergjencés
nuk jané té zhvilluara mjaftueshém né
pesé nga teté vende.

Qasja e pamjaftueshme ndaj shérbimeve té
specializuara éshté pérmendur gjithashtu si njé
pengesé né lidhje me tre probleme shéndeté-

sore: infarkti i miokardit, pika né tru dhe kanceri.

Kéto pengesa tregojné nevojén pér njé finan-
cim mé té miré té sistemit shéndetésor: pér
mé shumé staf mjekésor, zgjerim té rrjetit
ekzistues té gendrave publike, aparatura mé
té mira dhe pér mbulim mé té gjéré gjeografik
té shérbimeve mjekésore té specializuara.

Tabela 23. Pengesat né gasje né sistemin pub-
lik t& kujdesit shéndetésor dhe trajtimin mé té
miré sipas problemeve shéndetésore dhe té
anketuaréve

Té anketuarit: DI — déshmitaré individualéd-
heVI — vézhgues té informuar

Tabela mé poshté paraget numrin e vendeve
ku elementét e méposhtém jané pérmendur
si pengesa né lidhje me njé problem specifik
shéndetésor.
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Infarktii  Pikané  Kancer Diabeti
Miokar-
Pengesat né qasje IE KO |IE KO IE KO IE KO IE KO

Vonesa né kontaktin e paré me njé mjek. 3 4 6 5 3 1
Nivel informacioni dhe njohuri e pakét e popul-
|ésisé. Sjellja shéndetésore parandaluese éshté 7 7 4 8 3 8 8
e rrallé
Mjeket ose shérbimet mjekésore mungojné né 5 6 5 6 3 6 1 6 5 6
disa zona.
Sherblmet e specializuara ofrohen vetém né 1 4 4 6 6 5
disa zona
Shérbimet e specializuara gjenden kryesisht né 1 1
spitale/klinika private ose jashté shtetit.
Njésité/shérbimet e rehabilitimit mungojné ose
P . . 1 4 1 6 1 4
jané té pamjaftueshme né disa zona.
Né disa zona nuk ka farmaci. 1 2 1 1 5 1
Shérbimet e emergjencés nuk ofrohen né disa

o . 1 5 2 5 1 2
zona, ose jané té pazhvilluara.
Shérbimet e transportit jané té pazhvilluara ose 5 ) 5 3 3 4 1

tepér té kushtueshme.

Distanca nga shtépia tek spitali/klinika éshté
shumé e madhe dhe/ose shumé e kushtueshme

Koha e pritjes pér té takuar njé specialist éshté
shumé e gjaté

Koha e pritjes pér té marré trajtim ose mjekim
éshté shumé e gjaté 2 1 1 1 2 4 1 2 1
Koha e pritjes pér shérbimet e rehabilitimit

éshté shumé e gjaté. ! 2 2 2 2 2

Kompetenca té pamjaftueshme té infermiereve D

apo stafit mjekésor.

I\/Ilungese interesi ose Jo_profesmnallzem té 1 ) 1 ) ) 4 5
mjekéve ose stafit mjekésor

Sjellje diskriminuese ose e papérshtatshme e 1
stafit mjekésor

Munggsa e besimit tek mjekét, infermieret dhe 1 ) 1 5 4 1 1 5
stafi mjekésor.

Mungesa e ndjenjés njerézore tek stafi 2 3 2 6 3

Mungesa e parave pér té paguar doktorin. 1 1 1 1

Mungesa e parave pér té paguar analizat e

: 4 2 2 2 1
nevojshme.
Mungesa e parave pér pagesat nga xhepi 1 4 4 3 2 2 1 2
Cilesi dhe efektivitet i ulét i shérbime mjeké- 5 4 4 5 ) 7 4 6 3 5
sore.
Kosto té larta mjekimi 6 2 2 1 3 2 2 3 1
ﬁ\kp;aratura té pakeéta té klinikave/spitaleve pub- 4 3 3 4 6 3 4 5 4
I\/Ignggqa e gasjes dhe vazhdueshmeérisé sé 5 4 1 1 ) 3
kujdesit.
Specialisté té disa nén-specialiteteve mungojné

o : " 1 2 2 2
ose jané té pamjaftueshém
Kapacitet i ulét né klinika/spitale 2

Té tjera, jep detaje 1
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Té dhéna: FES (2012-2013) Performanca e Sistemit Publik t& Kujdesit Shéndetésor.Shénime: Mungesa e ndjenjés
njerézore té stafit: trajtim jo i miré, pa respekt, mos ofrimi i shpjegimeve pér sémundjen dhe trajtimin. Efektivitet i ulét i
shérbimeve: kohé e papérshtatshme pritjeje, testet laboratorike nuk raportohen né ményré korrekte dhe me shpejtési,
aparatura jo funksionale, klinika/spitale t& papastra dhe té crregullta. Mungesa e gasjes dhe vazhdimésisé sé kujdesit:
numeér i papérshtatshém karrigesh né dhomé e pritjes, disponueshmérisé sé shérbimeve té nevojshme né ¢do org, numri
i stafit gé performon té gjitha detyrat e nevojshme né cdo vizité. Té tjera: faktoré social-ekonomiké si kulturé e pakét
shéndetésore dhe kushte jetese jo té plota. Akronimet e shteteve: BG - Bullgaria, HR - Kroacia, RKS - Kosova, MK -
Magedonia, MD - Moldavia, ME —Mali i Zi, RO - Rumania, SRB - Serbia.

4.3.2 Gjashté fusha kryesore
tépolitikave té reformave

Né bazé té rezultateve té kérkimit, gjashé jané
fushat kryesore ku nevojiten politikat e refor-
mave pér té pérmirésuar sistemin publik té ku-
jdesit shéndetésor.

Nevoja pér té pérkufizuar dhe vlerésuar
mé miré, kostot e paketave pérfituese.

Teté vendet né studim ofrojné me ligj, paketa
gjithépérfshirése té shérbimit té kujdesit shén-
detésor. Problemi kryesor éshté se asnjé prej
sistemeve shéndetésore né studim nuk ka ka-
pacitetin pér té siguruar ofrimin universal té
shérbimeve té tilla. Ndaj, ekziston nevoja pér
paketa mé realiste shérbimi. ‘(...) pérkufizimi
i njé pakete realiste pérfitimesh do té jeté njé
strategji kyce né sigurimin e géndrueshmérisé
financiare. Angazhimi pér té financuar mbu-
limin universal dhe njé paketé me té vérteté
gjithépérfshirése nukéshté realist dhe i gén-
drueshém né shumé vende té rajonit. Pavaré-
sisht véshtirésive politike dhe teknike si dhe
shqgetésimeve pér pabarazing, kéto vende
mund té kené névojé t& marrin né konsider-
até pérkufizimin eksplicit té té drejtave té ku-
fizuara pér té siguruar gé té ardhurat publike
shénjestrohen népérmjet ndérhyrjeve mé té
mira dhe efektive nga ana e kostove dhe nga
segmentet mé té varféra té shogérisé, si dhe
pér té mbrojtur shéndetin publik’ (Figueras et
al., 2004, f.15)

Nevoja pér té zhvilluar shérbimet e paran-
dalimit

Né shumicén e vendeve, ka patur programme
parandalimi ose veprime parandaluese, por
rezultatet e tyre nuk plotésuan nevojat e pop-
ullésisé, si rrjedhojé ka nevojé pér mé shumé

puné parandaluese. Pjesémarrja e mjekéve té
familjes dhe ekspertéve né ofrimin e shérbi-
meve té parandalimit nis né fazén e admin-
istrimit té trajtimit, pa marré né konsideraté
arsimin e pacientit.

Sistemi i infermierisé sé komunitetit, gé kon-
siderohet si “barazuesi’ mé i fugishém né
sistemin shéndetésor nuk éshté akoma né
pérdorim té gjéré né shumé vende. Pavaré-
sisht pérpjekjeve pér té zhvilluar kujdesin paré-
sor, gasja ndaj njé kujdesi té pérshtatshém dhe
holistik shéndetésor té komunitetit mbetet njé
sfidé pér disa prej segmenteve té popullésisé
(grupeve mé té ardhura té pakéta, banorét e
zonave rurale dhe qyteteve té vogéla, komu-
nitetit Rom etj.).

Zhvillimi i shérbimeve té parandalimit éshté
akoma mé i nevojshém duke konsideruar niv-
elin e larté té vdekshmérisé sé shmangshme né
rajon. Modelet pér shmangien e vdekshmérisé
kané nevojé pér politika té forta dhe té zbat-
ueshme (vecanérisht pér graté) dhe kryesisht
pér zhvillimin e vazhdueshém té politikave
kundér duhanit dhe alkolit. N& kété ményré,
mund té keté progres té konsiderueshém né
reduktimin e métejshém té vdekshmérisé né
kéto vende duke targetuar shérbimet e ku-
jdesit shéndetésor. Me ‘targetuar’ nénkupto-
jmé jo vetém financime mé té mira té siste-
mit shéndetésor por edhe modernizim dhe
zgjerim té cilésisé sé shérbimeve té kujdesit
shéndetésor.

Nevoja pér té zhvilluar shérbimet e reha-
bilitimit, kujdesit paliativ dhe afatgjaté
shéndetésor.

Kujdeset paliative, afatgjaté dhe té rehabiliti-
mit nuk jané mjaftueshém té zhvilluara si pjesé
e sistemeve publike té kujdesit shéndetésor né
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rajon. Shumé prej kujdesit afatgjaté ofrohet
né familje, dhe personat gé e ofrojné até kané
gasje té limituar té burimeve té nevojshme.

Nevoja pér té pérmirésuar financimin e
sistemeve publike té kujdesit shéndetésor.

Sistemet publike t& kujdesit shéndetésoré
né rajon jané té financuara pak, si rezultat i
pengesave té shumta fiskale. Megjithaté, té
paktén né disa vende, nénfinancimi éshté i lid-
hur me prioritetet e uléta gé geverité vendosin
ndaj sistemit shéndetésor. Ndaj, vullneti politik
éshté njé faktor kryesor pér pérmirésimin e sis-
temeve publike té kujdesit shéndetésor.

Studimi tregon se jo vetém qé financimi duhet
té jeté mé i madh, por edhe mé i orientuar
drejt investimeve kapitale né aparatura dhe
teknologji. Investimi kapital né ofrimin e ku-
jdesit sekondar dhe terciar varion nga vendi
né vend, por né pérgjithési ka gené mé i ulét
né krahasim me kujdesin parésor shéndetésor.
Sipas njé rrequlli t& pérgjithshém, aparaturat
e teknologjisé sé larté gjenden né gendra té
médha, ndérkohé qé aparaturat mjekésore
té njé teknologjie mé tévjetér me pérdorim té
pérditshém mungojné ose jané té vjetra, sido-
mos né subjekte mé té vogla mjekésore.

Teknologjia e informacionit éshté né zhvillim,
por né shumicén e vendeve té studiuara ajo
éshté e fragmentuar dhe e pakoordinuar.

Nevoja pér njé politiké efektive té
burimeve njerézore né shéndetési

Né pothuaj té gjitha vendet nén studim, gasja
ndaj té gjithé mjekéve profesionistéve éshté
nén mesataren europiane. Planifikimi i buri-
meve njerézore éshté kthyer né prioritet vetém
gjaté viteve té fundit, vecanérisht né lidhje
migrimin masiv té punonjésve profesionisté
té mijekésisé. Shumé mijeké dhe infermiere
jané larguar nga fusha e mjekésisé, por edhe
nga vendi né kérkim té pagave mé té mira,
kushteve mé té mira té punés dhe/ose njohjes
sociale. Lévizja e profesionistéve té shéndeté-
Sisé, éshté njé céshtje gqé shkakton shgetésim,
vecanérisht sepse shumé prej rajoneve té priv-
uara nga ana ekonomike jané mé té ndikuar
nga ky megrim.

Megjithaté, problemi i mangésive té profe-
sionistéve té fushés nuk ka lidhje vetém me
numrin absolute té mjekéve por edhe me pro-
filin e tyre. Né zonat e privuara rurale, largimi
qofté i vetém disa specialistéve mund té keté
njé impakt thelbésor né ofrimin e shérbimeve
mjekésore. Duke gené se mjekésia e familjes
éshté njé nga specialitetet mé té kérkuara
né disa prej vendeve té Bashkimit Europian,
ka shumé gjasa gé pabarazité né gasjen ndaj
shérbimeve té kujdesit parésor do té shtohen
mé tej nése migrimi i mjekéve té familjes va-
zhdon dhe/ose rritet. Pér mé tepér, disa spe-
cialitete dhe aftési né nivel spitalesh mund té
pérballen gjithashtu me njé efekt negativ.

Mungesat e disa specialiteteve apo aftésive
té fushés jané raportuar né vendet né studim
—Kroacia, Magedonia, Kosova, Moldavia dhe
nuk jané domosdoshmérisht té lidhura me
lévizshmériné e specialistéve shéndetsor.

Nevoja pér té adresuar pagesat informale
né sistemin publik té kujdesit shéndetésor.

Studimi tregon se pagesat informale akoma
pérfagésojné njé pengesé né gasjen ndaj njé
trajtimi t& miré shéndetésor né lidhje me sé-
mundjet kronike. Si rrjedhojé, céshtja e pag-
esave informale duhet té jeté njé prioritet. Té
dhéna mbi pagesat nga xhepi tregojné se ato
jané té pérhapura gjerésisht né kujdeset spital-
ore dhe ambulatore dhe né shumé vende pér-
béjné njé burim té madh financimi. Pagesat
informale jané té lidhura me faktoré kulturoré
dhe historiké, por kryesisht pérfagésojné njé
pérgjigje ndaj kapacitetit té pakét té sistemit
publik té kujdesit shéndetésor pér té ofruar
akses té pérshtatshém ndaj shérbimeve bazé.
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4.4 NAJVAZNUI ZAKLJUCCI: OSNOVNE
OBLASTI REFORME U SISTEMU JAVNOG
ZDRAVLIA U ZEMLJAMA JUGOISTOCNE
EVROPE

Studija Funkcionisanje sistema javnog zdravlja
analizira funkcionisanje sistema javnog zdrav-
lia u jugoisto¢noj Evropi, fokusirajuci se na po-
trebe pacijenata kada je rec o pet zdravstvenih
tegoba: sr¢anom udaru, mozdanom udaru,
kanceru, povredama i dijabetesu (tip 2).

Cilj ove empirijske komparativne studije bio je
da obezbedi kvalitativna saznanja o odnosu
izmedu ocekivanog i stvarnog funkcionisanja
sistema javnog zdravlja, sa ciljem da ukaze na
osnovne oblasti koje zahtevaju intervencije
kako na nacionalnom, tako i na evropskom
nivou. Istrazivanje je osmislieno sa namerom
da obezbedi informacije o temama i proble-
mima koje je tesko sagledati na osnovu kvan-
titativnih istrazivackih metoda. Ova studija se
shodno tome oslanja na kvalitativne tehnike
istrazivanja i saZzima stanovista kako stru¢nih
posmatraca (1.006 intervjua), tako i pojedi-
nacnih svedoka (432 intervjua).

IzveStaj sadrzi analizu zasnovanu na uobicaje-
nom analitickom okviru za svih osam zema-
lia i u skladu je sa razli¢itim vrstama izvora:
SZ0, Evropska HFA baza podataka, evropski
statisticki podaci sakupljeni iz raznih baza po-
dataka Eurostata, Svetske banke — indikatori
svetskog razvoja; nacionalni statisticki podaci;
nacionalne informacije obezbedene na osno-
vu studija u predmetnim zemljama.

4.4.1 Kljucna otkrica
Sociodemografski aspekti

Studija pokriva osam evropskih zemalja, od
kojih su tri ¢lanice Evropske unije, a pet su ze-
mlje kandidati, koje se nalaze u ranim fazama
procesa pridruzivanja.

lako je veci deo razvoja specifi¢an za svaku po-
jedinacnu zemlju usled razli¢itih startnih pozici-
ja umomentu zapocinjanja procesa tranzicije i
razlicitih pristupa i napora (politickih i ekonom-
skih) koji su uloZeni u socijalnu politiku, ispita-
ne zemlje imaju neke zajednicke karakteristike
i oblasti u kojima je potrebna intervencija.

Slika 38. Sociodemografski trendovi u osam zemalja jugoisto¢ne Evrope

BG HR RKS MK MD ME RO SRB

Broj stanovnika 01.01.2013. (u 1.000) 7,285 4,262 1,794 2,062 3,559 623 20,057 7,182
Deca <15 godina trend -
Deca <15 godina u ukupnoj populaciji 13% 15% 28% 17% 16% 19% 15% 14%

Porast broja stanovnika*
Stopa fertiliteta (posle 1990)
Opsta stopa mortaliteta (posle 2000)

Stopa prevremene smrtnosti
Stopa smrtnosti odojc¢adi (posle 2000)
Ocekivani zivotni vek (posle 1990)

BDP po glavi stanovnika (posle 2000)
BDP po glavi stanovnika u poredenju sa EU 47%  61% 35% 10% 43% 49% 35%

|
Indeks ljudskog razvoja M ‘

Legenda: Crvena polja oznacavaju negativne trendove. Zelena polja oznacavaju pozitivne trendove. Siva polja oznacava-
ju stabilnost. Strelice koje pokazuju navise oznacavaju rast, dok strelice koje pokazuju nanize oznacavaju pad. Napomena:
*Rast broja stanovnika Kosova bio je pozitivan do 2011, kada je zabeleZen znacajan pad broja stanovnika sa 2.208 na
1.799 hiljada stanovnika.
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U svih osam zemalja koje su uklju¢ene u ovu
studiju, opsti standard zivota, meren kao
BDP po glavi stanovnika, je konstantno bio u
porastu od 1990. godine, pri ¢emu je ostao
znacajno ispod nivoa zemalja EU-28. Prema
Siroj definiciji dobrobiti (gde se mere prosec-
na dostignica u tri osnovne dimenzije ljudskog
razvoja — dug i zdrav zivot, znanje i pristojan
Zivotni standard), vecina zemalja u kojima je
vrdeno istrazivanje, spada u grupu zamalja sa
visokim ljudskim razvojem. Jedino je Hrvatska
rangirana kao zemlja sa vrlo visokim, a Mol-
davija kao zemlja sa srednjim nivoom ljudskog
razvoja.

Posle 1990. godine su sve zemlje jugoisto¢ne
Evrope iskusile znacajne drustvene prome-
ne povezane sa tranzicijom ka demokratiji
i trzisnoj ekonomiji i/ili sa ratom. Promene u
drustveno-ekonomskim uslovima uticale su
na zdravlje stanovnistva bilo direktno bilo kroz
psihosocijalne faktore (Marmot i Vilkinson,
1999). Kao i u vecini zemalja bivdeg Sovjet-
skog Saveza sve zemlje uklju¢ene u ovu stu-
diju iskusile su ranih devedesetih godina krizu
u mortalitetu. Po¢ev od 2000. godine udeo
dece ispod 15 godina starosti opao je u svim
zemljama u kojima je vrSeno istrazivanje, osim
na Kosovu. U 2012. godini broj dece ispod 15
godina starosti ¢inio je izmedu 13% ukupnog
broja stanovnika u Bugarskoj i 19% ukupnog
broja stanovnika u Crnoj Gori.

Stopa rasta broja stanovnika je registrovala
negativne trendove u Bugarskoj, Hrvatskoj,
Moldaviji, Rumuniji i Srbiji, dok je na Kosovu,
u Makedoniji i Crnoj Gori trend bio pozitivan.
Negativan prirodni prirastaj je uglavnhom rezul-
tat dugoro¢nog opadanija fertiliteta uz istovre-
meni porast mortaliteta. U svih osam zemalja
stopa fertiliteta je opadala od 1980. godine;
najveci pad je registrovan u Moldaviji, dok je
u Crnoj Gori stopa fertiliteta stabilna od 2000.
Sve zemlje se suocavaju sa visokim stepenom
mortaliteta i porastom stope prevremene
smrtnosti (osim u Crnoj Gori).

Opste zdravlje stanovnika u regionu se po-
boljsalo od sedamdesetih godina, posto je
ocekivani zivotni vek porastao u Sest od osam
zemalja u kojima je vrieno istrazivanje. U po-
slednjih dvadeset godina u skoro svim zemlja-

ma je ocekivani zZivotni vek u trenutku rodenja
porastao u vrednostima koje se kre¢u od ma-
nje od jedne godine u Moldoviji do skoro Cetiri
godine u Rumuniji. Uprkos tome, jaz izmedu
Evropske unije i ovih zemalja ostao je i dalje
znacajan.

Kao i u drugim evropskim zemljama, zene u
proseku zive duze od muskaraca. U 2011. go-
dini razlika je iznosila ¢ak osam godina u Mo-
Idaviji, sedam godina u Bugarskoj u Rumuni-
ji, u poredenju sa cetiri godine na Kosovu i u
Makedoniji. U vecini zemalja muskarci ne samo
da imaju kraci ocekivani Zivotni vek, vec i kraci
ocekivani Zivot u dobrom zdravlju, nego sto je
to slucaj kod Zena. Ipak, u svim odabranim ze-
mljama prosecan broj godina provedenih u do-
brom zdravlju je daleko ispod proseka u zemlja-
ma EU-15, gde iznosi preko 70 godina Zivota.

Stopa smrtnosti odoj¢adi se smanjuje od
1970-tih godina. Ipak, u svim zamljama u
kojima je vrSeno istrazivanje, stopa smrtnosti
odojc¢adi ukazuje na vece vrednosti nego $to
iznosi prosek Evropske unije. U 2011. godini je
samo u Crnoj Gori i Hrvatskoj (sa stopama od
4,4 odnosno 4,7 na 1000) zabelezena stopa
smrtnosti odoj¢adi, koja moZe da se poredi sa
prosekom zemalja EU-28 (3,9 na 1000). Stopa
smrtnosti odojcadi je kod ostalih 3est zemalja
bila mnog visa, narocito na Kosovu (13.1 na
1000) i u Moldaviji (11 na 1000).

Glavni uzroci smrti

U zemljama jugoistocne Evrope, koje su pred-
met ove studije, zarazne bolesti su malo zastu-
pliene zahvaljujuc¢i neprestanom poboljsanju
sistema kontrole i dobroj pokrivenosti imuni-
zacijom. Medu ispitanim zemljama samo su u
Republici Moldaviji zarazne bolesti kao 5to su
HIV i tuberkuloza i dalje reprezentativni uzroci
oboljevanja i smrtnosti usled nedovoljnih ka-
paciteta sistema da otkrije i reaguje na njihovu
pojavu.

Nasuprot njima, nezarazne bolesti — kardi-
ovaskularne bolesti (kao sto su sr¢ani udar i
mozdani udar), kanceri, hroni¢ne respirator-
ne bolesti i dijabetes — zasluzne su za najvedi
udeo u globalnoj smrtnosti: one su uzrok smrti
u skoro 80% slucajeva. U Evropi su u 2009.
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godini bolesti kartiovaskularnog sistema bile
uzrok 50% svih smrtnih sluc¢ajeva, gde je udeo
muskaraca veci nego udeo Zena, a njih prate
kancer (neoplazme), kao uzro¢nik 20% svih
smrtnih slucajeva, i eksterne povrede i trova-
nja, koji ¢ine 8% svih smrtnih slucajeva. (52O,
2013a)

Ispitane zemlje jugoisto¢ne Evrope (nema do-
stupnih informacija za Kosovo) prate evropski
Sablon. Bolesti kardiovaskularnog sistema i
neoplazme predstavljaju dva glavna uzrocni-
ka smrti u svih 8 zemalja. Tre¢i glavni uzroc-
nik smrti varira od zemlje do zemlje i krece se
od eksternih povreda i trovanja u Bugarskoj i
Hrvatskoj do bolesti respiratornog sistema u
Bugarskoj, Crnoj Gori i Srbiji, odnosno bole-
sti digestivnog trakta u Moldaviji i Rumuniji.
U svih osam zemalja teret nezaraznih bolesti
je sve tezi.

Veliki teret nezaraznih bolesti je direktno pove-
zan sa zastupljenosc¢u faktora rizika. UZivanje
duvana, fizicka neaktivnost, nezdrava ishrana
i Stetno koris¢enje alkohola povecavaju rizik za
oboljevanje od nezaraznih bolesti ili predstav-
ljaju direktni uzrok oboljevanja od njih. “Kada
je re¢ o najvecim grupama bolesti koje su
uzrocnik visoke smrtnosti, oboljevanja i invali-
diteta (...), dva glavna faktora rizika doprinose
izbijanju vide bolesti i stoga je potrebno prven-
stveno se baviti njima: pusenje duvana i Stetna
konzumacija alkohola. Iz evropske perspekti-
ve njihova zastupljenost i nivo ostaju visoki u
svim populacijama uprkos dostupnom znanju
i tehnologiji koji su na raspolaganju za borbu
protiv oba faktora” (SZO, 20133, str. 40-41)

Nejednakosti koje vladaju u zdravstvu

Po pitanju nejednakosti koje vladaju u zdrav-
stvu i ravnopravnog pristupa zdravstvenim
uslugama, u zemljama Evropske unije fakto-
ri kao $to su prihodi, obrazovanje i poslovni
status imaju veliki uticaj na zdravstveno sta-
nje, smrtnost i faktore rizika (npr. Mladovski i
drugi, 2009). U svih osam izucavanih zemalja
vecina dispariteta u zdravstvu povezana je sa
siromastvom, finansijskim barijerama, etnici-
tetom (Romi), geografskim barijerama (prven-
stveno u ruralnim podrucjima, ali i u drugim
regionima) i migracijom.

Finansiranje zdravstvenog sistema

Ukupna odvajanja za zdravstvo znacajno va-
riraju izmedu 3% BDP na Kosovu i 5,8% u
Rumuniji'”® do 10.4% u Srbiji i 11.4% u Re-
publici Moldaviji (u poredenju sa prosekom
zemalja EU-28 koji iznosi 9,6% BDP, podaci za
2011). Prema ovim podacima izgleda da Mo-
Idavija najvise trosi. Ipak, imajuci u vidu BDP
u apsolutnim iznosima, ukupna potrosnja na
zdravstvo po glavi stanovnika je u Moldaviji
najniza (bez podataka za Kosovo), i to skoro
dva puta niza nego u Makedoniji i Rumuniji,
skoro tri puta niza nego u Bugarskoj, Make-
doniji i Srbiji, zatim skoro Cetiri puta niza nego
u Hrvatskoj (gde se najvise trosi), a predstavlja
samo 12% proseka u zemljama EU-28. Ove
sustinske varijacije u izdvajanju sredstava za
zdravstvo za posledicu imaju velike varijacije u
pokrivanju zdravstvenih usluga stanovnistva i
rezultiraju znacajnim varijacijama u rezultati-
ma u zdravstvu.

Fiskalni kontekst' je glavni uzro¢nik relativ-
no niskih izdataka za zdravstvo, jer su u veci-
ni proucavanih zemalja ukupni drzavni izdaci
manji od 40% BDP u poredenju sa prosekom
u zemljama EU-28, koji iznosi 47,9% BDP (izu-
zeci su Crna Gora i Srbija; nema podataka za
Kosovo). Drugi faktor za relativno mala odva-
janja za zdravstvo u regionu je stepen priorite-
ta koji vlade dodeljuju zdravstvenom sektoru.
Na izdvajanja za zdravstvo otpada samo 8%
ukupnih vladinih izdataka na Kosovu i manje
od 15% u Rumuniji, u poredenju sa 19-21% u
Bugarskoj, Hrvatskoj, Makedoniji i Crnoj Gori
(prosek EU-28), i skoro 23% u Srbiji, a ¢itavih
29% u Moldaviji.

U vecini proucavanih zemalja, najveci deo iz-
dataka za zdravstvo (posmatrano u odnosu na
BDP) se javno obezbeduje. Uprkos tome, pla-

179 Rumunija je smanijila odvajanja za zdravstvo na samo
4% BDP 2012. godine i stoga spada medu zemlje koje
najmanje trose na zdravstvo u Evropi.

180 Fiskalni kontekst se odnosi na trenutni i ocekivani ka-
pacitet potrosnje neke vlade. bogatije zemlje su najcesce
efikasnije u mobilisanju prihoda od poreza i stoga imaju
ViSi nivo javne potrosnje, posmatran kao udeo u BDP,
dok je ograniceniji fiskalni prostor povezan sa man-
jim nivoom potrosnje vlade, ukljuc¢ujuci i potrosnju za
zdravstvo.
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canja iz dzepa za zdravstvene usluge prelaze
40% ukupnih izdataka za zdravstvo u Molda-
viji, Bugarskoj i na Kosovu.

Univerzalna briga o marginalizovanoj siromas-
noj populaciji, Romima, interno raseljenim lici-
ma ili licima koja su tokom procesa readmisije
vracena iz Evropske unije i dalje predstavlja
glavni izazov u Citavom regionu. U nekim ze-
mljama, kao $to su Bugarska, Makedonija,
Rumunija i Srbija, teskoc¢e u dobijanju li¢nih
dokumenata i pri registraciji za zdravstveno
osiguranje sistematski su diskriminisale Rome
koji se ve¢ nalaze u izuzetno nepovoljnom
polozaju. (npr. Zoon, 2001; Figueras i Mekki,
2012) Dugotrajna nega i kuc¢na nega se fi-
nansiraju iz fondova Evropske unije (kao $to
je slu¢aj u Bugarskoj) ili iz donacija (kao Sto je
slucaj u Rumuniji) i predstavljaju i dalje izazov
sa kojim se proucavane zemlje jos nisu dosled-
no suocile. (Genet i drugi, ed, 2012)

U cilju obezbedivanja finansijske odrzivosti
pod pritiskom budZetskih prepreka vecina
zemalja je pokusala da prebaci teret sa ko-
lektivnog finansiranja na indivudualno, bilo
ohrabrivanjem privatnog dobrovoljnog osigu-
ranja (iako privatno trziste ostaje ograni¢eno)
i/ili povecanjem iznosa participacija i odbitaka,
kao i bonusa kada ne dolazi do osiguranog
slucaja.

Obezbedivanje zdravstvenih usluga

S obzirom na upravljenje i organizaciju, u svim
proucavanim zemljama, bez Kosova, zdrav-
stveni sistem je organizovan po principu op-
Ste dostupnosti osnovnih zdravstvenih usluga,
jednakosti i solidarnosti u finansiranju zdrav-
stva. Zdravstveni sistem ukljucuje mesSavinu
javnih i privatnih medicinskih ustanova, kao i
javnih agencija i institucija, koje su uklju¢ene
u pruzanje, finansiranje, regulisanje i admini-
striranje zdravstvenih usluga. Regularne funk-
cije su centralizovane u Ministarstvu zdravlja,
koje takode prikuplja i analizira podatke i ge-
neride relevantne informacije, kako bi dopri-
nelo razvoju politike zasnovane na podacima.
Skoro sve odabrane zemlje promovisu princip
“zdravlje u svim politikama” putem saradnje
izmedu i unutar sektora, a Ministarstvo zdrav-
lja obezbeduje koordinaciju aktivnosti iz obla-

sti javnog zdravlja unutar sektora i izvan njega.

Obezbedivanje zdravstvenih usluga je organi-
zovano u tri nivoa: primarnom, sekundarnom
i tercijarnom.'' Da bi pruzali medicinske uslu-
ge koje pokriva obavezno zdravstveno osigu-
ranje, i javni i privatni pruzaoci zdravstvenih
usluga moraju direktno da sklope ugovore sa
nacionalnim organizacijama zdravstvenog osi-
guranja.

Racionalizacija bolni¢kih ustanova i uvode-
nje novih struktura upravljanja u bolnicama
predmet je reformskih planova u Bugarskoj,
Hrvatskoj, Moldaviji, Rumuniji i na Kosovu.
Vecina odabranih zemalja je nasledila brojne
ustanove i zdravstvene radnike iz komunistic-
ke ere. Infrastruktura je znacajno redukovana,
ali u nekim zemljama i dalje postoji prevelika
ponuda bolni¢kih leZajeva. U ¢itavom regionu
su bolnicke usluge koncentrisane u pojedi-
nim regionima, naro¢ito u vec¢im gradovima
i prestonicama. Osim zbog velike regionalne
neujednacenosti problem postoji zbog nea-
dekvatne strukture bolni¢kih kapaciteta, koja
nije prilagodena potrebama stanovnistva na
pojedinacnim teritorijama.

U vedini proucavanih zemalja mreza snabde-
vanja lekovima je skoro potpuno privatizova-
na. Postoji prevelika ponuda lekova u urbanim
podrucjima, dok su u ruralnim podrug¢jima ne-
staSice i dalje problem, iako se situacija vreme-
nom poboljsala.

Evropski indeks kvaliteta rada zdravstvene
sluzbe u 2013. godini govori da sve zemlje
jugoisto¢ne Evrope treba da poprave rad svo-
jih zdravstvenih sistema u svim posmatranim
oblastima: prava pacijenata i pruzanje infor-

'8 Primarni sistem zdravstvenih usluga cini mreza
porodi¢nih  medicinskih ustanova. Javne medicinske
ustanove na sekundarnom nivou pruzaju specijalizovane
usluge drustvu i pripadaju lokalnim javnim ustanovama.
Medicinske ustanove na tercijarnom nivou ukljucuju
istrazivacke i obrazovne institucije koje pruzaju i specijal-
izovanu i visokospecijalizovanu medicinsku negu citavoj
populaciji. Veliki broj paralelnih zdravstvenih usluga
se obezbeduje i preko javnih medicinskih institucija
koje pripadaju drugim delovima vlade i finansiraju se
iz drzavnog budzeta preko nadleznih ministarstava, ali
mogu da imaju i ugovor sa nacionalnim organizacijama
zdravstvenog osiguranja.
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macija, dostupnost (vreme Cekanja na medi-
cinski tretman), ishodi, obim i domet pruzenih
usluga, prevencija, kao i distribucija lekova.

Percepcija funkcionisanja sistema javnih
zdravstvenih usluga u jugoistocnoj Evropi

Dominantno misljenje o funkcionisanju zdrav-
stvenih sistema u regionu jugoistocne Evrope
je protivre¢no medu zaposlenima u zdravstvu.
Kao prvo, dominantno misljenje veoma varira
od zemlje do zemlje. U Hrvatskoj i Crnoj Gori
vecina zdravstvenih radnika naginje ka kon-
stataciji da nacionalni sistemi zdravstva dobro
funkcionisu po pitanju dostupnosti i kvaliteta
usluga i da uzivaju poverenje stanovnika. Na-
suprot tome, na Kosovu, u Moldaviji i Rumu-
niji zdravstveni radnici su skoro podjednako
podeljeni u pozitivnim i negativnim ocenama.

Kao drugo, u ¢itavom regionu zdravstveni rad-
nici iz ruralnih podrucja uglavnom smatraju da
sistem slabije funkcioni$e nego u urbanim po-
dru¢jima. Ovo misljenje reflektuje jaz koji po-
stoji izmedu ruralnih i urbanih oblasti, koji je
vrlo uodljiv u statistikama i indikatorima zdrav-
stvenog stanja i pruzanja zdravstvenih usluga.

Kao trece, funkcionisanje zdravstenih sistema
u regionu jugoisto¢ne Evrope je znacajno sla-
bije kada su u pitanju odredene grupe bolesti,
kao 3to je kancer.

Kao cetvro, procena zavisi i od profila proce-
nitelja. Organizacije pacijienata imaju tenden-
ciju da budu vrlo kriticki nastrojene, nevladi-
ne organizacije su vise neutralne (ili su skoro
podjednako podeljena pozitivna i negativna
stanovista), pri cemu lekari specijalisti i pred-
stavnici uprave (iz regionalnih i nacionalnih
oblasti javnog zdravstva) imaju najpozitivniji
stav po pitanju funkcionisanja sistema. Ovaj
nesklad izmedu organizacija pacijenata i pred-
stavnika sistema je posebno izrazen u slucaju
terminalnih bolesti (kao 3to je kancer). Orga-
nizacije pacijenata se uglavnom fokusiraju na
“beznadezne slucajeve”; siromasne Rome ili
druge ranjive grupe ljudi, kojima je potrebna
pomoc i podrska kako bi imali pristup odgo-
varaju¢im zdravstvenim uslugama. Nasuprot
njima predstavnici sistema naginju ka tome da
se fokusiraju na uspesno okoncane slucajeve,

na profesionalce u zdravstvu koji teZe ka tome
da pruze najsavremenije usluge pod teSkim
okolnostima najrazlic¢itijih vrsta ili na napore

u obezbedivanju minimalnih uslova u situaciji
znacajnih rezova i restrikcija u budzetu.

Suocavanije sa pet odabranih zdravstvenih
problema u regionu jugoistocne Evrope

Kardiovaskularne bolesti (ukljucujuci srcane i
mozdane udare) i neoplazme (kancer) su glav-
ni uzro¢nici smrti u zemljama jugoisocne Evro-
pe, koje su bile predmet ove studije. Starosno
standardizovana stopa smrtnosti od srcanih
udara zabeleZila je pad proteklih godina, pri
¢emu je ona i dalje iznad evropskog proseka
u Hrvatskoj, Rumuniji, a pogotovo u Moldavi-
ji. Smrtnost prouzrokovana kadriovaskularnim
bolestima opala je proteklih godina, ali je u
svih osam proucavanih zemalja i dalje veca od
evropskog proseka.

Izmedu 1990.12010. godine slucajevi kancera
su znacajno porasli u svim odabranim zemlja-
ma, za koje su postojali dostupni podaci (po-
daci SZ0). Postoje velike varijacije u stopama
kancera u zemljama jugoistocne Evrope, kako
kod muskaraca, tako i kod Zena. Slucajevi
kancera su ¢e3¢i nego $to iznosi prosek zema-
lja EU-27 i to u Hrvatskoj za muskarce (462 na
100.000 stanovnika), a u Srbiji (podaci uklju-
¢uju Kosovo) za Zene (330 na 100.000 stanov-
nika). U ostalih Sest zemalja je zabelezen maniji
broj slucajeva kancera kako kod muskaraca,
tako i kod Zena (323 kod muskaraca i 229
kod Zena na 100.000 stanovnika). Smrtnost
od kancera je, medutim, u svim proucavanim
zemljama bila ista ili visa od proseka zemalja
EU-27.

Stopa povreda sa fatalnim ishodom zabelezi-
la je pad proteklih godina, ali je u Hrvatskoj,
Rumuniji, a posebno u Moldaviji i dalje visa od
proseka zemalja EU-28. U zemljama za koje
su podaci stajali na raspolaganju, samoubi-
stva, saobracajne neuzgode i padovi predstav-
ljaju tri glavna uzroka povreda sa fatalnim is-
hodom. Smrtnost prouzrokovana dijabetesom
je ista ili visa od proseka zemalja EU-28, osim
u Rumuniji i Moldaviji. Najvisa stopa smrtnosti
prouzrokovana dijabetesom zabelezena je u
Makedoniji, a najniza u Rumuniji.
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BG HR

Srcani udar
Mozdani udar
Kancer
Povrede
Dijabetes

Nacionalni institucionalni sporazumi i politika
suzbijanja svih pet bolesti postoje u skoro zvim
zemljama. Dostupnost protokola i uputstava
za upravljanje ovim bolestima, nacionalnim
programima ili nacionalnim strategijama po
zemljama s obzirom na zdravstvene probleme
prikazana je u donjoj tabeli i oznacena sa ‘x'.

U slucaju kardiovaskularnih bolesti (srcani
udar i mozdani udar) protokoli i uputstva za
upravljanje bolestima, nacionalni programi i/
ili nacionalne strategije postoje na Kosovu, u
Makedoniji, Crnoj Gori, Rumuniji i Srbiji. U
Republici Moldaviji postoji manjak koherentne
i finansijski odrzive politike prevencije, otkri-
vanja, dijagnostifikovanja i tretiranja sr¢anog
udara, a od 2002. godine, Moldavija nije odo-
brila ili implementirala nacionalne programe
kontrole kardiovaskularnih bolesti.

Nacionalni registri kancera su dostupni u Bu-
garskoj, Hrvatskoj, Makedoniji, Moldaviji, Ru-
muniji i Srbiji, a trenutno se razvijaju u Crnoj
Gori. Samo u nekim delovima ovih zemalja ti
su registri integrisani u Sire onkoloske progra-
me. Ipak su sve zemlje (osim Kosova) usvojile
strateSka dokumenta i zakone o kontroli duva-
na, zloupotrebi alkohola i droga, kao i o bez-
bednosti namirnica (regulise se maksimalna
koli¢ina Secera, soli, zasicenih masti i razli¢itin
aditiva u industrijski proizvedenim namirnica-
ma, kao i preciznije navodenje sastava namir-
nica na etiketama), $to je vazno za prevenciju
karcinoma i ima ultimativni cilj da smaniji stopu
oboljevanja i smrtnosti kao posledice razornog
uticaja rizicnog ponasanja. Informacije dostu-
pne javnosti, prevencija i rano otkrivanje su
ipak i dalje nedovoljno razvijeni u regionu.

U svim zemljama je odgovornost za prevenciju
povreda rasuta na mnostvo politickih sektora —
u zavisnosti od okruzenja i okolnosti u kojima
se pojavljuju (kod kuce, na radnom mestu, to-
kom sportskih aktivnosti i aktivnosti u slobod-

MK MD ME {0) SRB

X [ X | X X | X
X | X [ X X | X
X [ X [ X X | X

no vreme, na putevima, itd). U proucavanim
zemljama vlade su usvojile strategije za hro-
ni¢ne nezarazne bolesti, koje pokrivaju oblast
povreda, u zavisnosti od znacaja samih povre-
da i njihove vaznosti za nacionalnu patologi-
ju. Osim toga sve zemlje su razvile nacionalne
strategije i zakone o bezbednosti na putevima
i/ili prevenciji zloupotrebe droga, ukljucujuci
alkohol i duvan, a koje su orijentisane ka utica-
ju faktora rizika na povecanje broja povreda i
njihove zastupljenosti. U mnogim zemljama je,
medutim, sprovodenje zakona prili¢no slabo.

Nacionalni registri ili nacionalni programi za
osobe obolele od dijabetesa postoje u Hrvat-
skoj, Makedoniji, Moldaviji, Rumuniji i Srbiji.
U Crnoj Gori treba da se ustanovi Nacionalna
komisija za dijabetes koja ¢e implementirati
mere definisane nacionalnom strategijom za
zdravstvenu brigu o ljudima obolelim od dija-
betesa.

Glavne prepreke u javhom zdravstvu
savremenom nacinu lecenja

Za sve odabrane zdravstvene probleme u svim
zemljama je navedeno da postoje Cetiri aspek-
ta sistema zdravstva, koji predstavljaju glavne
prepreke primeni savremenog nacina lecenja:

(1) Nedovoljno znanje, nizak nivo oba-
vestenosti i nedostatak preventivnog
zdravstvenog ponasanja.

Nacionalne studije izveStavaju o prili¢no viso-
kom prisustvu faktora rizika za srcani udar,
mozdani udar, kancer ili dijabetes. Usled ni-
skog nivoa dostupnosti informacija mnogi pa-
cijenti ne prepoznaju svoje simptome na vre-
me. Zbog toga veliki broj pacijenata ostaje bez
dijagnoze, sve dok ne dode do situacije opasne
po zivot (sr¢ani udar, mozdani udar) ili dok bo-
lest ne uznapreduje sa komplikacijama (kancer,
dijabetes), i do momenta kada mogucnost do-
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bijanja odgovaraju¢eg medicinskog tretmana
vise ne donosi pozitivne rezultate.

(2) Lekar ili medicinske usluge nisu dostu-
pni u nekim podru¢jima

Ruralna podrugja i udaljeni regioni (kao 3to su
ostrva u Hrvatskoj ili planinska sela na Kosovu
i u Rumuniji) su u svim zemljama navedeni kao
oblasti koje se nalaze u losijem polozaju s ob-
zirom na pristup osnovnim medicinskim uslu-
gama. Moze da se desi da u ovim oblastima
nema ni apoteka ili one nisu dovoljno snabde-
vene naprednijim terapijama. U svakom sluca-
ju, nedovoljna dostupnost apoteka je mnogo
rede spominjana kao barijera.

(3) Los kvalitet i efikasnost medicinskih
usluga, posebno s obzirom na (a)
dugo vreme cekanja i (b) loSu opre-
mljenost javnih klinika/bolnica

Dok individualni svedoci naginju ka tome da
se fokusiraju na neprimereno vreme c¢ekanja
na razne zdravstvene usluge, pogotovo kada
se radi o prijemu kod lekara specijaliste, stru¢-
njaci su skloni da naglasak stave na nedovolj-
na i/ili zastarela sredstva za rad.

(4) Specijalizovane usluge dostupne su
samo u nekim oblastima, dok hitne
usluge nisu dovoljno razvijene u pet
od osam zemalja

Nedovoljan pristup specijalizovanim uslugama
spomenut je kao barijera kada su u pitanju tri
zdravstvena stanja: sr¢ani udar, mozdani udar
i kancer.

Ove barijere govore o potrebi za boljim fi-
nansiranjem zdravstvenog sistema: za vec¢im
brojem medicinskog osoblja, za proSirenjem
postojece mreze zdravstvenih ustanova, za
boljom opremljenoscu i takode boljom geo-
grafskom pokrivenoscu specijalizovanih medi-
cinskih usluga.

Tabela 23. Barijere u javnhom zdravstvu za pri-
stup savremenim nacinima lecenja po zdrav-
stvenom problemu i ispitaniku

Ispitanici: IS — individualni svedoci i SP — stru¢-
ni posmatraci

Tabela predstavlja broj zemalja u kojima su dati
aspekti bili navedeni kao barijera za pristup s
obzirom na specifican zdravstveni problem.



172 STIFTUNG The Performance of Public Health-care Systems in South-East Europe

Srcani Mozdani Kancer Pov-
udar udar rede
Barijera za pristup IS SP IS SP IS SP IS SP IS SP
Zakasneli prvi kontakt sa lekarom 3 4 6 5 3 1
Slabo znanje i lo3a informisanost
stanovnistva. Preventivno zdravstveno 7 7 4 8 3 8 8

ponasanje nije uobicajeno.

Lekar ili medicinske usluge nisu dostupne u
nekim oblastima

Specijalne usluge su dostupne samo u nekim

podruc¢jima

Specijalizovane usluge su dostupne uglavnom

u privatnim bolnicama/klinikama ili izvan 1 1
zemlje

Institucije/usluge rehabilitacije nisu dostupne/

nema ih dovoljno u nekim podru¢jima ! 4 ! 6 ! 4
Apoteke nisu dostupne u nekim podrucjima 1 2 1 1 5 1
Usluge za hitne slucajeve nisu dostupne u
. e ) . 1 5 2 5 1 2
nekim podru¢jima ili su nedovoljno razvijene
Usluge transporta nisu dovoljne razvijene ili 5 ) 5 3 3 4 1

su previse skupe

Razdaljina od kuce do bolnice/klinike je
prevelika i/ili previse kosta

Vreme Cekanja na prijem kod specijaliste je
vrlo dugo

Vreme cekanja na medicinski tretman ili lek je 2 1 1 1 2 4 1 2 1
vrlo dugo

Vreme Cekanja na usluge rehabilitacije je vrlo
dugo

Nedovoljna kompetentnost medicinskih
sestara ili drugog medicinskog osoblja

Nedostatak interesa ili neprofesionalnost
lekara ili medicinskog osoblja
Diskriminatorsko ili neprili¢cno ponasanje
medicinskog osoblja

Nedostatak poverenja u lekare, medicinske
sestre ili medicinsko osoblje

Nedostatak humanosti kod osoblja 2 3 2 6 3
Nedostatak novca za placanje lekara 1 1 1 1

Nedostatak novca za placanje potrebnih
testova

Nedostatak novca za placanje iz dZepa 1
Los kvalitet i efikasnost medicinskih usluga
Visoki troskovi lekova

AN~ D
w N s A
o w NN
w N A~ =
AN O N

LoSa opremljenost javnih klinika/bolnica

Losa dostupnost i kontinuiranost zdravstvene
nege

Nedostaju specijalisti za odredene
subspecijalizacije ili ih nema dovoljno
Nedovoljan kapacitet klinika/bolnica 2

Ostalo, molimo navedite detalje 1
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Podaci: Fondacija Fridrih Ebert (2012-2013) Funkcionisanje sistema javnog zdravlja. Napomene: Nedostatak humanosti
kod osoblja: nisu dobro tretirani, bez postovanja, bez objasnjenja o bolesti i tretmanu. Lo3a efikasnost usluga: neprimereno
vreme Cekanja, laboratorijski testovi nisu izdavani promptno i pravilno, losa sredstva za rad, prljava i neuredna bolnica/
klinika. Nedostatak dostupnosti i kontinuiranosti zdravstvene nege: nedovoljan broj stolica u ¢ekaonici, dostupnost
neophodnih usluga u svako doba dana, broj osoblja za obavljanje svih neophodnih zadataka prilikom posete. Ostalo:
socioekonomski faktor kao $to je losa zdravstvena kultura i nekompletni uslovi Zivota. Skracenice za drzave: BG - Bugarska,
HR - Hrvatska, RKS - Kosovo, MK - Makedonija, MD - Moldavija, ME — Crna Gora, RO - Rumunija, SRB - Srbija.

4.4.2 Sest glavnih oblasti koje treba
reformisati

Imajuci u vidu rezultate istrazivanja moguce je
identifikovati Sest oblasti u kojima je potrebno
poboljsati funkcionisanje javnog zdravstvenog
sistema.

Potreba za boljim definisanjem i
procenjivanjem troskova paketa
zdravstvenih usluga

Svih osam zemalja u skladu sa nacionalnim
zakonodavstvom obezbeduje sveobuhvatne
pakete zdravstvenih usluga. Najveci problem
je taj Sto nijedan od proucavanih zdravstve-
nih sistema nema dovoljno kapaciteta koji bi
osigurali opste obezbedivanje tih usluga. Tako
da postoji potreba za realisticnijim paketima
zdravstvenih usluga. ‘(...) definisanje realisti¢-
nijih paketa zdravstvenih usluga predstavljace
klju¢nu strategiju u obezbedivanju finansijske
odrzivosti. Obavezivanje na finansiranje kako
univerzalne pokrivenosti tako i zaista sveobu-
hvatnih paketa zdravstvenih usluga je nereali-
sticno i neodrzivo u mnogim zemljama regio-
na. Uprkos politickim i tehnickim tesSkocama,
kao i zabrinutosti zbog finansijskih sredstava,
zemlje bi mozda trebalo eksplicitno da defini-
Su veca ogranicenja prava, kako bi obezbedile
da javni prihodi budu usmereni ka interven-
cijama kod kojih je odnos izmedu troskova i
efekta najbolji, kao i najsiromasnijim segmen-
tima drustva u cilju zastite javnog zdravlja.” (Fi-
gueras i drugi, 2004, str. 15)

Potreba za razvojem preventivnih usluga

U mnogim zemljama postoje preventivni pro-
grami ili pojedinacne preventivne akcije, ali
njihovi rezultati nisu odgovorili na potrebe
stanovnistva, tako da i dalje postoji velika po-

treba za preventivnim aktivnostima. Angazo-
vanje porodi¢nih lekara i specijalista u obezbe-
divanju preventivnih usluga u najve¢em broju
slucajeva zapocinje u fazi prepisivanja terapije,
bez obzira na obrazovanje pacijenta.

Sistem zdravstvene nege u drustvu, koja se
smatra najmocnijim “balansom” u zdravstve-
nom sistemu se U mnogim zemljama i dalje
u velikoj meri ne koristi. Uprkos naporima da
se razvije primarna zdravstvena zastita, pristup
adekvatnoj i holistickoj zdravstvenoj nezi i da-
lje ostaje izazov za pojedine segmente popu-
lacije (grupacije sa niskim primanjima, stanov-
nici ruralnih oblasti i malih gradova, Romi itd.).

Jo3 je vaznije pokloniti veliki znacaj razvoju
preventivnih usluga zbog visokog nivoa smrt-
nosti u regionu, koji bi se mogao izbeci. Mo-
deli smrtnosti koja bi se mogla preduprediti
nalazu jacanje politike i njene implementacije
(u prvom redu za Zene), a pogotovo kontinu-
irani razvoj politike prema duvanu i alkoholu.
Na taj nacin bi bilo moguce napraviti znaca-
jan progres u daljem smanjivanju mortaliteta
u ovim zemljama, usmeravajuci se na usluge
zdravstvene zastite. Kada govorimo o usme-
ravanju ne mislimo samo na bolje finansiranje
zdravstvenog sistema, vec¢ i na modernizova-
nje i poboljsanje kvaliteta usluga zdravstvene
zastite.

Potreba za razvojem rehabilitacione i
palijativne nege, kao i dugoro¢nih usluga
zdravstvene nege

Palijativna, dugoroc¢na i rehabilitaciona zdrav-
stvena nega kao deo sistema zdravstvene
nege, nije dovoljno razvijena u regionu. Du-
goro¢nu negu najve¢im delom obezbeduje
porodica i postoji mali broj resursa koji stoji na
raspolaganju za neformalne negovatelje.
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Potreba za poboljsanjem finansiranja jav-
nih sistema zdravstvene zastite

Javni sistemi zdravstvene zaStite u regionu
nisu finansirani u dovoljnoj meri, sto je u pr-
vom redu posledica budzetskih prepreka. U
nekim je zemljama, medutim, nedovoljno fi-
nansiranje povezano sa niskim prioritetom koji
vlade dodeljuju zdravstvenom sektoru. Tako
da je politicka volja glavni faktor za poboljsa-
nje funkcionisanja javnih sistema zdravstvene
zastite.

Studija pokazuje da finansiranje ne samo da
bi trebalo da postoji u vecem obimu, vec bi
takode trebalo bolje da bude orijentisano ka
kapitalnim investicijama u opremu i tehnolo-
giju. Kapitalne investicije u obezbedivanju se-
kundarne i tercijarne nege variraju od zemlje
do zemlje, ali su one uopsteno nize ako se
uporede sa investicijama koje se preduzimaju
u sektoru primarne nege. Kao opste pravilo
moze se konstatovati da je visokotehnoloska
oprema dostupna samo u vecdim centrima,
dok svakodnevna niskotehnoloska medicin-
ska oprema nedostaje ili je zastarela u mno-
gim oblastima, narocito u manjim medicinstim
ustanovama. Informaciona tenologija se nala-
zi u razvoju, ali je rascepkana i nekoordinisana
u vecini zemalja koje su bile predmet istrazi-

vanja.

Potreba za delotvornom kadrovskom po-
litikom

U skoro svim izucavanim zemljama dostu-
pnost svih vrsta medicinskih profesionalnih
stru¢njaka je prilicno ispod evropskog proseka.
Kadrovsko planiranje je postalo prioritet tek
nedavno, posebno u kontekstu masovne emi-
gracije medicinskih stru¢njaka. Mnogi lekari i
medicinske sestre su napustili svoj posao, a
Cesto i zemlju, u potrazi za boljom platom, bo-
ljim uslovima rada i/ili drustvenim priznanjem.
Mobilnost profesionalnih zdravstvenih radnika
je od znacaja, pogotovo 5to su regioni koji su
se u ekonomskom pogledu nalazili u drugom
planu, najvise pogodeni odlascima.

Problem nedostatka stru¢njaka ipak nije pove-
zan samo sa apsolutnim brojem lekara, vec i
sa njihovim profilom. Imajuci u vidu da je po-

rodi¢na medicina jedna od najtrazenijih speci-
jalnosti u nekim zemljama Evropske unije, vrlo
je verovatno da ce se pocetne nejednakosti
po pitanju primarne nege i dalje produbljivati,
ukoliko se nastavi ili poveca emigracija poro-
di¢nih lekara. To ¢e takode negativno uticati
na pojedine specijalnosti i vestine na bolnic¢-
kom nivou.

Takode je izveStavano o nedostatku nekih spe-
cijalnosti i vestina u proucavanim zemljama —
Hrvatskoj, Makedoniji, Kosovu, Moldaviji i one
nisu obavezno povezane sa mobilno3c¢u zdrav-
stvenih strucnjaka.

Potreba bavljenjem neformalnim placa-
njima u javnom zdravstvenom sektoru

Studija je pokazala da neformalna placanja i
dalje predstavljaju prepreku za pristup moder-
nim medicinskim tretmanima pogotovo kada
se radi o hroni¢nim bolestima. Shodno tome
bavljenje neformalnim placanjima bi trebalo
da postane prioritet. Podaci o placanjima iz
dzepa govore o tome da su ona rasirena kako
u sferi ambulantne, tako i u sferi bolni¢ke
nege, a u nekim zemljama predstavljaju veliki
izvor finansiranja. Neformalna placanja su po-
vezana sa kulturnim i istorijskim faktorima, ali
u prvom redu predstavljaju odgovor na slabe
kapacitete javnog sistema zdravstvene nege
za obezbedivanje adekvatnog pristupa osnov-
nim uslugama.
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4.5 OcHoBHM 3aKnioyeHus: Hain-BaxkHuTe 06-
nacTu Ha pedopmMunTe B 06LLECTBEHOTO 34pa-
BeonasBaHe B gbpxaBute ot OUE

V13cnengaHeto QyHKUUOHUPAHe Ha cucmemama
Ha obLyecmseeHomo 30paseondassare aHannsvpa
GYHKLVOHMPAHETO Ha cUCTeMIUTe Ha obLLecTse-
HOTO 3ApaBeonassaHe B lOromsToyHa Espona,
KaTO HacouBa BHMMAHWETO CU BbPXY MOTPEOHO-
CTUTE Ha NALMEeHTUTE BbB BPb3Ka C NET 34PaBHN
npobnema: MHOAPKT Ha MUOKapAa, YAap, pak,
TPaBMV 1 gMabeT /Tun 2/.

Llenta Ha HacToAWOTO eMNPUYHO CPABHUTEN-
HO M3CnefBaHe Oe Aa ce OCUrypu KadyecTBeHa
NpefcTaBa 3a o4akeaHomMo QYHKLMOHMPaHe Ha
cucTemMata Ha OOLLEeCTBEHOTO 3A4paBeonasBaHe
CPaBHEHO C AeNCTBMTENHOTO TakoBa, 3a Aa ce no-
COUaT Hal-BaXkHMTE 0ONACTY, KOUTO U3NCKBAT Ha-
MeCa KaKTO Ha HaLMOHaNHO, Taka 1 Ha eBponei-
CKO paBHuLLe. M3cneasaHeTo e pa3paboTeHo C
ornep npefocTaBaHe Ha MHbopMaLmMa No TeMu u
BBMPOCK, KOUTO TPYAHO Ce YIaBAT NocpencTeoM
KONMMYECTBEHV MeToau Ha mcnedsaHe. T.e. u3-
CNEABAHETO PasyuTa Ha KauyecTBeHW 13CnenoBa-
TENCKM CNOCOOM 1 CbOMpPa rMEAHNTE TOYKM KAKTO
Ha nocseTeHn Habmopatenu (1 006 MHTEPBIOTA),
Taka W Ha OTaenHW canaeTenm (432 HTepBIoTa).

[oknanbT npeanara aHanus Ha 6asata Ha obuo-
npueTa aHaNMTUYHA PaMKa 3a BCUUKM OCEM Obp-
XaBW ¥ 13M013Ba MHOrOOPOMHIN M3TOUHMLM: Ba-
3aTa faHHu Ha C30 ,European HFA', eBponencku
CTAaTUCTUYECKN [AaHHW OT Pa3vuHK 6a3n AaHHK
Ha EBpocTat, CBeToBHaTa 6aHKa — CBETOBHWTE Mo-
KasaTenw 3a Pa3BUTYE; HALUMOHANHN CTaTUCTHYe-
CKM laHHK; HaUMOHaNHa MHGopMaLMs, ChabpKa-
Lla Ce B MPOYYBaHNA 3a OTAENHMTE CTPaHMN.

4.5.1 OCHOBHM KOHCTaTauumn
Couno-gemorpadckm acnekTi

V13cnenBaHeTo 0bxBallla OCEM EBPOMENCKY Abp-
XKaBW, TPW OT KOUTO — uneHkn Ha EC, a octaHanute
NeT — KaHAMAATM 3a UNEHCTBO B HauafiHUTE CTa-
AV Ha NpoLeca Ha NpUcbeanHABaHeE.

Makap ue no-ronsAmMaTa 4acT oT CbOVTUATa Ca Cre-
LUMdUYHY 33 OTAeNHATa AbPXaBa Nnopaan pasnuny-
HaTa CTApPTOBA NO3ULMA NPean NPexoaa, KakTo v
Pa3IUYHITE MOAXOAN U YCUAMA /KaKTO NoAUTUYe-
CKM, TaKa 1 MKOHOMMYECKW/, MONOXEHW 3a COLN-
anHUTE NONUTUKM, M3CNeABAHMTE ObPKaBW MMAT
HAKOW OO YepTn 1 chepn 3a Hameca.

Qurypa 1. Couro-aeMorpadcki TeHaeHLMM B ocem Abpasm oT IOVIE

BG HR RKS MK MD ME RO SRB

Hacenervie kbm 1.01.2013 (B xun.gyww) 7,285 4,262 1,794 2,062 3,559 623 20,057 7,182
Heua <15 roonHn - TeHaeHUnA -
Jlan Ha feuaTta <15 r. OT UANOTO HaceneHue 13% 15% 28% 17% 16% 19% 15% 14%

MNpupacT Ha HaceneHmeTo®

KoedwmeHT Ha nnogosntocT (cnea 1990)

CwmbpTHOCT (Cneg 2000)

e B
[=]

MNpexaeBpemeHHa CMbPTHOCT

[letcka cmbpTHOCT (cneq 2000)

MpoabmKMTENHOCT Ha XKMBoTa (cneq 1990)

BBl Ha rnasa ot HacenexweTo (cneq 2000)

BBl Ha rn.oT Hac. B cpaBHeHKe. ¢ EC 47%  61% 35% 10% 43% 49% 35%

/IHOEKC Ha YOBELKOTO PasButre Very high M

Jlerenpga: Knetkute B YepBeHO COYaT OTpulaTte/iHa TeHAeHUWA. B 3eneHo — nonoxmtenHa TeHaeHunaA. B cneo — 6e3 NnpomMAHa.

CTpernkuTe Harope couat yBenuueHwe, Haaomny — HamaneHve. 3abenexka: *HapacTeaHeTo Ha HaceneHreTo B KOCoBO 6e nonoxu-
TenHo Ao 2011, koraTo 6e 0T6eNA3aHO 3HaUUTENHO HamaneHwe ot 2 208 xun. Ha 1 799 xunaaw ayLiw.
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BbB BCMUKIM OCEM ObprKaBW, BKOUYEHW B HACTO-
ALOTO M3CnenBaHe, ObLMAT CTaHOaPT Ha K1BOT,
nm3mepeH kato bBI1 Ha rnaBa OT HaceneHueTo,
benexr HenpekbcHaTo HapacTBaHe oT 1990 r.
Hacam, HO BCE MaK OCTaBa 3HAYUTENHO MOJ, HUBO-
TO Ha 28Te uneHkn Ha EC. Cnopepn no-wypokata
AeQUHMLMA Ha 6NaroCbCTOAHNETO (KOATO OTUKTA
cpeaHuTe JOCTUXKEHMA NO TPU OCHOBHU M3Me-
PEHSA Ha YOBELWKOTO Pa3BUTUE — ObMbr M 34paB
MKMBOT, 3HaHWA 1 JOCTOEH CTaHAAPT Ha KMBOT) NO-
BEYETO OT U3CNeABaHNTE AbPXKaBy Ce YNCAAT KbM
rpynaTa Ha obpaBuTe C BUCOKO YOBELWKO Pa3By-
Tne. EAnHCcTBeHO B XbpBaTisA TO Ce OL|eHABa KaTo
"MHOro B1COKO', a Monaoga —,cpeaHo”.

Cnep 1990, Bcnukm abpasm oT OME npexxmneasar
OFPOMHW COLMaNHK NPOMEHN, CBbP3aHK C Mpexo-
[1a KbM AEMOKPaLMA 1 Ma3apHa MKOHOMMKA W/
KbM BOMHa. [pomeHuTe B 0OLECTBEHO-MKOHOMYI-
YecKmTe YCII0BMNA 3acAraT 30PaBETO Ha HaceneH!-
eTO KaKTO MPAKO, Taka M NOCpeaCTBOM MCKXONo-
rmueckn daxktopn (Marmot and Wilkinson, 1999).
MNoaobHO Ha NoBEYETO OT penybnvKATe OT OUBLLNS
CbBETCKM Cbl03, BCUYKM OOXBaHATX B M3CNeABa-
HETO AbPXKABM MPEMMUHAXa Npe3 Kpu3a Ha CMbPT-
HOCTTa B HayanoTto Ha 90-Te rognH Ha MUHaNNA
Bek. OT 2000 roamHa Hacam OTHOCUTENHUAT AN Ha
Aeuata nop 15-roaviiHa Bb3pacT € HamManAan BbB
BCMYKM AbPaBW, C M3KtodeHne Ha Kocoso. [pes
2012 1. peuata nop 15 rogmiiHa Bb3pacT CbCTaBAa-
BaT Mexay 13% oT 0bLOoTO HaceneHne B bunrapus
1 19% OT 00LLOTO HaceneHne B YepHa ropa.

[MPOLIEHTBT Ha NPMPACT Ha HaceneHveTo Genexun
OTpULIATENHN CTOVMHOCTM B bbarapus, XbpeaTua,
Mongoga, PymbHus 1 Cbpbus, gokato B Kocoso,
MakenoHus 1 YepHa ropa Tor e nonoxuteneH. OT-
PULIATENHWAT €CTeCTBEH NPUPACT Ha HaceneHmeTo
OCHOBHO € pe3yNTaT OT NPOABIKUTENIHOTO Hama-
NABaHE Ha KoeduLMeHTa Ha MNIOAOBUTOCT, Hapes
C yBE/MYaBaHEe Ha CMbPTHOCTTA. BbB BCUUKM OCeM
AbDXKaBU KOEPULIMEHTBT Ha MNOAOBMTOCT CMada OT
1980 r. Hacam; Hal-ronam e cnaasT B Monaosa, a B
UepHa ropa koeduUMEHTBT Ha MIOAOBUTOCT OCTaBa
cTabunen ot 2000 rognHa Hacam. Banukm obpkasin
Ca V3MpaBeHn Npef BUCOK KOEDULIMEHT Ha CMbPT-
HOCT W HapacTeall KoedUUMEHT Ha Mpexaespe-
MeHHa CMbPTHOCT /C U3KtoUeHvie Ha YepHa ropa/.

B pervoHa 3ApaBeTo Ha HaCeNeHneTo Kato Lano
ce e nogobpuno ot 70-Te roguHu Ha MUHaANNUA
BEK, Tbi KaTO MPOALIKMTENHOCTTA Ha XKMBOTA

ce e yBeNMYMIa B LIECT OT OCEMTE M3CeaBaHu
Obpxasu. [Npes nocnegHuTe ABafeceT roguHmn B
MOYTV BCUYKM M3CNeABaHN CTPaHW MPOABLIIKN-
TEIHOCTTA Ha »KMBOTa NPU HOBOPOLEHWUTE € yBe-
JIMYeHa CbC CTOMHOCTI MeX Y NO-Masko OT efHa
rognHa B Mongosa v Moyt YeTUpU roavHK B
PymbHIA. Bbnpekn Toa 0bave pasfnkata Mexay
EC v Te31 JbpKaBM OCTaBa 3HaUNUTENHA.

MonobHO Ha ApPYrv eBPOMENCKM AbpXKaBK, e-
HUTE XMBEAT NO-ALArO OT MbxeTe. [1pe3 2011 T.
pa3fKaTa e ChliecTBeHa — ocem roguHm B Mor-
[10Ba, CefieM B bbnrapna n PymbHWA, B CpaBHEHE
C YeTnpu roamHu B Kocoso 1 Makenorua. B no-
BEYETO AbPMKABM MbXKETE HEe CamMO MMAT NO-Maska
NPOABIKUTENHOCT Ha »KMBOTA, HO U MO-KPaTbK
nepuon OT XKMBOTa, MPe3 KOWTO Ce paAsaT Ha
J00PO 34paBe, B CpaBHeHVE C KeHuTe. Bbnpeku
TOBA BbB BCUYKM NMOAOPAHN ObPKaBU CPEaHVIAT
BpoW roavHn B JOOPO 3A4PaBE € 3HAYUTENHO Mo-
MaJTbK, OTKOJKOTO cpefHuTe cTomHocTn B EC-15,
KOUTO ca Haf 70 rognHN.

Ot 70-Te rogMH1 Ha MMHANMA BeK Hamanaea AeT-
CKaTa CMbPTHOCT. Bbnpekn Toea obave BbB BCUY-
K MPOYYBaHM IbPKaBK KOEPULIMEHTBT Ha JeTCKa
CMbPTHOCT Oenexu CTOMHOCTY, MNO-BUCOKW OT
cpenHuTe 3a EC. Mpe3 2011 1. camo YepHa ropa u
XbpBaTuA /C HMBa OT CbOTBETHO 4,4 11 4,7 Ha 1000/
oT6enA3BaT KoePUUMEHT Ha CMbPTHOCT, CPaBHIM
CbC cpenHua oT EC-28 (3,9 Ha 1000). 3a apyrute
LWECT AbPXKaBN KOeDULIMEHTUTE Ha AETCKA CMbPT-
HOCT Ca 3Ha4UTEeNHO NO-BNCOKM, 0CobeHo B Koco-
Bo (13,1 Ha 1000) n Mongosa (11 Ha 1000).

OCHOBHM NMPUYNHN 3a HaCTbMNBaHe Ha CMDbPT

B m3cnensaHute gbprkasu ot OME, nogobHo Ha
Lenna eBpOMencKn pernoH, 3apasHute 3abons-
BaHMA Ce CpellaT pAAKO, KOETO e B pe3ynTaT Ha
MOCTOAHHOTO YCbBbPLWEHCTBAHE Ha CUCTEMMTE 3a
HabnoaeHne 1 [OOPOTO UMYHM3ALMOHHO NOKPW-
Tne. OT TAx eanHCTBEHO B Penybnuka Mongosa
3apa3Hu 6onectn oT Tvna Ha HIV 1 Tybepkynosa
(TB) BCe olle NpeaCTaBNABAT CEPUO3HU MPUUUHN
3a 3a0011eBaeMOCT 1 CMbPTHOCT, KOETO Ce IbiKM
Ha HeAOCTaTbYHMA KanaumMTeT Ha C1CTemaTa Aa yc-
TaHOBABA W pearvipa Ha OrHuLLaTa Ha 3apasa.

3a pa3nuka oT TAax, HeapasHute bonectn (NCD) —
CbpAeYHO-CbAOBK 3a00NABaHWA (Hanp. Cbpaey-
HW MHOAPKTM 1 MO3BYHN YaPW), PaK, XPOHNYHM
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PeCnMpPaTopHN 3abonasaHvs 1 AvabeT — vmaTt
Hal-ronam AAn 3a CMbPTHOCTTa B robaneH nnaH:
611130 80% OT CMBPTHWTE Cydaun. B EBpona npes
2009 r. bonecTuTe Ha KPbBOHOCHATa CUCTEMA Ca
NPUYMHUTENM Ha 61130 50% OT BCUUKM Ciydau
Ha CMBPT C MO-BUCOKM CTOMHOCTU Cpel MbXeTe,
OTKOJIKOTO Cpe[l XeHuTe, ClleiBaHN OT PaKOBUTE
3abonsaBaHva (Heomnnasma), ¢ 20% OT CMbPTHUTE
Cfydau, ¥ BbHLHW NPUYVHWUTENM Ha TPaBMK 1
OTPaBAHKA, Ha KOUTO Ce Ab/ixaT 8% OT BCUYKMN
CMBPTHK cydan. (C30, 2013a)

N3cnenBaHute gbpxasy oT tOVIE /3a Kocoso
HAMa [aHHW/ CNeaBaT eBponenckaTa maTpuua.
33001ABaHNATA Ha KPbBOHOCHATA CUCTEMA U He-
onna3muTe NpeacTaBnaBaT MbPBUTE [Ba OCHOB-
HV daKTopa Ha CMBPTHOCT BbB BCUUKMTE OCEM
IObpKaBy. TPeTnAT OCHOBEH BaKTop e pasnnyeH
B Pa3IMYHUTE AbPXKaByM — OT BbHLUHO NMPUYMHEHN
TpaBMW 1 OTPaBAHWA B bbarapuna 1 Xbpsatua, 10
3300/1ABaHVIATa Ha AUXaTeIHUTE MbTLa B Bbra-
pusa, YepHa ropa 1 Cbpbua, CboTBETHO 33a00M5ABa-
HVA Ha XpaHoCMMnaTenHaTa cucTema B Mongosa
1 PymMbHNA.BbB BCUUKKM OCEM IbpKaBy Ce yBenu-
YyaBa AeNbT Ha He3apasHuTe bonecTu.

B1coKMAT Oan Ha He3apasHute bonectv e nps-
KO CBbp3aH C LWMPOKOTO pa3npocTpaHeHe Ha
PVICKOBWM dakTopu. TioTIOHOMYyLIeHeTo, 3acef-
HaNUAT XMBOT, HE3[APABOCIOBHOTO XpPaHeHe W
3n10ynoTpebaTta C ankoxon YBenmyaBaT puUcka u
MNPUYMHABAT Hal-4ecTo CpeLjaHWTe He3apasHu
3abonasaHus. Lo ce kacae Ao 0CHOBHUTE rpynn
3a60M19BaHVIA, NPUUNHABALLM BUCOKA CMbPTHOCT,
33001eBaeMoCT U MHBANVAHOCT (...), 1B OCHOBHM
baKTopa Ha p1CKa BOAAT A0 Pa3nnyHM 3a00naBa-
HVS 1 OCTaBaT BaXKeH MNPUOPUTET 3a pa3peLlaBa-
He: TIOTIOHOMYLLIEHETO 1 BpeaHaTa ynotpeba Ha
ankoxon. OT eBponencka rMeaHa Touka TAXHOTO
Pa3MNpPOCTPaHeHE e BCE OLLie roNamMo cpef, BCUY-
K/ nonynaumy BbMpeky Mo3HaHWATa W Hanuu-
HWTe TexHOMorMKM 3a cnpasaHe 1 ¢ agete”. (C30,
20133, cTp. 40-41)

HepaBeHCTBO B 34paBeonasBaHeTo

Mo oTHOLWeHNe HepPaBEHCTBOTO B 3ApaBeona3sa-
HETO ¥ CNpaBeaIvBYA AOCTBMN A0 3APABHM YCny-
rn GakTopuTe KaTo A0XOA, 06Pa3oBaHOCT 1 CTa-
TYC Ha 3aeTOCT MMaT rofiAMO Bb3AeNCTBME BbPXY
30PaBHMA CTaTyC, CMbPTHOCTTA M PUCKOBMTE hak-
Topw B cTpaHuTe oT EC (Mladovsky et al,, 2009). B

OCemTe V3CnefBaHn AbpaBy OCHOBHATa HEPaB-
HOMNOCTaBeHOCT B CUCTEMaTa Ha 3[paBeonasBaHe
e CBbp3aHa ¢ begHOCTTa, PUHAHCOBKUTE Bapuepw,
eTHoca /pomw/, reorpadckimte baprepu N Mnrpa-
LmsTa.

(OuiHaHcMpaHe Ha cucTtemarta Ha
3apaBeonasBaHe

Obwmte pasxoav 3a 3ApaBeonasBaHe Bapvpat
3HAYUTENHO — OT Har-Mankute 3% ot bBI1 B Ko-
COBO ¥ 5,8% B PymbHMA'®? 1o 104% B Chpbun
n 11,4% B Penybnmka MonaoBa (CpaBHeHO CbC
cpefHa cTomHocT 3a EC-28 ot 9,6% ot BBl no
JaHHKM 3a 2011 r). Taka Mongosa m3rnexaa, ye
Xapyy Hal-MHoro. Bbnpeku ToBa obade, nopagn
HUBOTO Ha BBl B abCOMOTHN CTOMHOCTY, OOLWMTE
Pa3xoAv 3a 34paBeornasBaHe Ha rnasa oT Hacene-
HreTo B MongoBa ca Han-HUCKW /HAMa AaHHM 33
KocoBo/, MOYTY f8a MbTW NO-HUCKM, OTKOIKOTO B
MakeaoHws 1 PymbHNA, 61130 TpW MbTY NO-HK-
CKW, OTKOKOTO B bbnrapua, YepHa ropa 1 Cobp-
6VI51 11 OKOMO YETUPW MBTU MO-HUCKM B CPAaBHEHNE
C XbpBaThA (KOATO Xapuu Hat-MHOrO 3a 3APaBeo-
Ma3BaHe), KOETO CbCTaBABa e1Ba 12% oT cpeaHa-
Ta CTOMHOCT 3a EC-28. Tesun 3HaunTenHm pasnmnyma
MO OTHOLLEHME Pa3XOAMTE 3a 3APaBeonasBaHe ce
MPEBPBLLAT B 3HAUNTENHM PA3MYMA NO OTHOLLE-
HWe 0bXBaTa Ha yCnyrnTe 3a HaCeneHneTo, KOeTo
BOAV A0 roflemMm Pa3nnuma B 30paBHUA pe3ynTart.

DUCKANHUAT KOHTEKCT'® NpeacTaBnsBa OCHOBEH
ABuraTen Ha OTHOCWTENHO MasKuTe Pa3xoam 3a
3[paBeonasBaHe, Tbil KaTo NOBEYETO 13CNEABa-
HV CTPaHW MMaT HMBa Ha AbPXKaBHM Pa3xoaun, Ko-
1To ca nop 40% ot bBI B cpaBHeHKWe CbC CpeaHo-
10 33 EC-28 — 47,9% ot BBI1 (3kntoueHne npasaT
YepHa ropa 1 Cbpbuis, gaHHM 33 KOCOBO HAMA).
BropuAaT GakTop 3a OTHOCUTENHO HUCKITE Pa3Xo-
AV 33 30paBeOomna3BaHe B PervioHa e MpuopuTeTHT,
C KOWTO MpaBUTeNCTBaTa PasrfexaaT CcekTopa

182
PyMbHUA CbKpaTW pa3xofuTe 3a 3ApaBeonasBaHe Ha

camo 4% ot BBl npe3 2012, ¢ KoeTo perncrtpupa efHv ot
Hal-HNCKKTe pa3xoam 3a 3apaseonas3saHe B EBpona.

DUCKaNHUAT KOHTEKCT Ce OTHACA 3a HacTosALmMTe 1 Ou-
aKBaHM Bb3MOXHOCTV Ha MPaBUTENCTBOTO Aa peanv3vpa
pasxoaw. [o-boratvte AbpaBM CbymABaT Aa GbhaT mno-
edeKTVBHM 3a MOOMNM3MpPaHe Ha NPUXOAUTE OT [aHblK, C
KOETO MMAT MO-BMCOKM HYIBa Ha IbPXKaBHW Pa3xoan KaTo AN
oT BBIT, KaTo No-orpaHnyeHoTo GHUCKAHO MPOCTPAHCTBO Ce
CBbP3Ba C Manky IbPXaBHW Pa3x0Au, BKIOUATENHO 3a 34pa-
Beorna3saHe.
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3[paBeonasBaHe. [JbpkaBHNTE pa3xoam 3a 3apa-
BeoMa3BaHe CbCTaBMABAT eaBa 8% OT obuwute
AbpPrKaBHM pa3xoan B KocoBo 1 no-manko ot 15%
B PymbHYWA, B CpaBHeHve ¢ 19-21% B Bwvarapws,
XbpBatna, MakegoHvs 1 YepHa ropa (cpeaHn
cTonHocTn 3a EC-28), 1 noutn 23% B Chpbua 1
Jaxe 29% s Mongosa.

B noseueTo M3CneaBaHy AbpKasK no-ronsmata
YaCT OT PA3XOAWTE 3a 3[paBeona3BaHe (KaTo YacT
oT bBI1) ce akymynumpaT OT ObpaBHW CpeacTBa.
Bbnpekn ToBa 0baue nnaljaHuATa oT AxKoba Ha
nauveHTa 3a 3[PaBHO OOC/TY)KBaHe HaABWLLIABAT
40% oT obLnTe pPasxoav 3a 3ApaBeonasBaHe B
MonpoBa, bbnrapua 1 Kocoso.

B uenva pervioH orpoMHO MpPeam3BMKaTeNCTBO
NPOABMKABAT Aa ObAaT NOCTUrAHETO Ha YHUBEP-
CaNIHO MOKPUTKE 33 MapriHanuanpaHnte degHun
CnoeBe Ha HacCeneHWeTo, POMWTE, BbTPeLIHO
pasceneHnTe LA WV 1UaTa, 3aBbPHaNM ce
No JOMOBETE CW Ype3 peagMUcKa OT AbPXKaBU-
Te oT EC. B HAKoM AbpKaBu KaTo bbarapua, Ma-
KenoHua, PymbHmA 1 Copbua 3aTpyaHeHvATa 3a
“3AaBaHe Ha NMYHN JOKYMEHTU 1 perncTpaumata
B 3[PaBHO-OCUTYPUTENHN CXEMU CUCTEMHO AU-
CKPVIMMHMPAT TaKa W Taka CEPMO3HO YA3BUMOTO
POMCKO HaceneHwue. (Bvx Zoon, 2001; Figueras
and McKee, 2012) [IbnrocpouHmTe rpuxmn 1 go-
MaLLIHKUAT MaTPOHAXK Ce GUHAHCMPAT OT eBPO-
nenckn poHaose (kaTto Hanp. B bbarapwus) unu ot
papeHva (B8 PymbHMA) Y NpoAb/MKaBaT Aa 6baaT
Npeav3BMKaTENCTBO, KOETO BCE OlE HE € Hame-
PUNO CBOETO pellieHne B M3CNeABaHNUTE Obpxa-
Bu. (Genet et al, ed, 2012)

3a rapaHT1paHe Ha GUHAHCOBA YCTOMUMBOCT NOA
HaTMUCKa Ha OUCKaNHM OrpaHUYeHws, NoBeYeTo
AbpKaBM NpUOArBaT A0 NpeHacouBaHe Ha Te-
XKECTTa OT KONEKTUBHOTO GUHAHCUPAHE KbM OT-
AENHVIA MHAMBWL, OUNO TO KAaTo CTUMYNIMPAT YacT-
HOTO AOBPOBOHO 3APABHO OCUrypsABaHe (MaKkap
e YaCTHVAT Na3ap NPoab/kaBa Aa bbae orpaHi-
UeH) W/vnn NoCPeACTBOM YBENMYEHO Camoyyac-
TEe W yAPBKKA 33 30PaBHN OCUIYPOBKM 1 OOHYCM
3a HEMon3BanuTe 3APaBHUTE C1 3aCTPAXOBKM.

MpepocraBsAHe Ha 3apaBHU yCAYrn
[No oTHowWeHwme YNpaBneHneTo 1 OpraHn3aumnATa,

BbB BCMYKN N3CNeBaHW ObPKaBW C N3KITIOYEHKe
Ha KocoBo, cuctemmte Ha 3[PaBe0nasBaHe Ca

OpraHM3vpaHn CbobpasHO NPUHLUMNUTE 33 YHU-
BepcafeH JOCTbMN A0 OCHOBHW 3APaBHA YCIyri,
PABEHCTBO W CONWAAPHOCT NpW GUHAHCKMPaHe Ha
3paBeona3BaHeTo. CuctemmTe Ha 3ApaBeonas-
BaHe BK/OYBAT eAnH MUKC OT AbPKaBHM U YacT-
HW 3aBEAEeHNA, KaKTO 1 JbPXKABHM areHLmW 1 Ba-
CTW, VMallW OTHOLLEHMEe KbM MpefoCTaBAHETO,
GUHaHCKpPaHETO, perynMpaHeTo v agMUHUCTPK-
PaHETO Ha 3[OpaBHWUTE YCyrv. PerynatopHute
GYHKLMM Ca LeHTPanM3MpaHn B MUHCTEPCTBATa
Ha 34[paBeONa3BaHETO, KbAETO ChLUO ce Cboumpar
1 aHaNM3MpPaT AaHHW U Ce reHepypa CbOTBETHa-
Ta MHGOPMALMS, HAaCOUEHa KbM Pa3paboTBaHETO
Ha NONWTUKK Ha 6a3aTa Ha JokaszaTtencTtsa. [loutu
BCUYKM 130paHN AbpaBW NpoKnaMmnpaT npuH-
uMn Ha ,3apaBe ypes BCUYKM MNOAUTVKIAY MO MbTA
Ha MHOTO- 1 UHTEPAVCUMMIMHAPHOTO CHTRYAHN-
4eCTBO, KaTo MMHNCTEPCTBOTO Ha 3[]paBeonasBa-
HEeTO rapaHTMpa KOOPAMHWPAHETO Ha AeMHOCT-
UTe 3a OCUrypsBaHe Ha OOLLECTBEHO 3ApaBe B
PAMKMTE Ha CBOA CEKTOP W 13BBH Hero.

CucTemaTa 3a 34paBeonasBaHe e opraHm3vpaHa
Ha TPW HMBA: MbPBUYHO, BTOPUYHO 1 TPETUYHO.'#
KaKTo ObpkaBHWTE, Taka W YacTHUTE [OCTaBYw-
UM Ha 3ApaBHO OOCNy»xBaHe MoraT Aa CKtouBaT
JIOrOBOPW MPSAKO C HALMOHANHUTE 3[]PaBHOOCU-
TYPUTENHW Kacy 3a NpefoCTaBAHe Ha MeanLIWH-
CKO 06CNYKBaHe MO NMHVIATA Ha 33 b/PKUTENHOTO
3APaBHO OCUrypABaHE.

PaLmoHann3vpaHeTo Ha OonHMYHaTa Matepuan-
Ha 06a3a 1 BbBEXOAHETO Ha HOBW CTPYKTYPU Ha
ynpaBfeHne ca BKIYeHV B AHEBHWUA pef Ha pe-
dopmute B bBbnrapua, Xvpeatus, Kocoso, Mon-
[0Ba v PymbHusA. [oBeyeTo oT U30paHmTe CTpaHu
HacnegmMxa MHOrOOPOVHW 3aBefieHNA ¥ 3ApaBeH
nepcoHan OT KOMyHMCTMYeckaTa enoxa. Hdpa-
CTPyKTypaTa Oe 3HauuTenHo pefyuvpaHa, Ho B

184
Cncremata 3a MbPBVYHA TPUXKa € MpPeXKa OT CeEMeNHN

nexkapu. ,ﬂbp}KaBHI/ITe MeanUMHCKIK 3aBedeHNA Ha BTOPUY-
HO HWBO npefiarat cneunanm3npaHn rpyixn Ha O6U_LECT*
BEHOCTTa 1 C& YMNUIAT KbM MEeCTHUTE [OboXKaBHKM BNaCTW.
Me,[ll/ILll/IHCKI/ITe 3aBeleHNA Ha TPETUYHO HMBO BKJTHOUBAT M3~
CNnefoBatesiCkn U YHUBEPCUTETCKN UHCTUTYTK, KOUTO Mpen-
Nlarat CbWO CcneunannsnpaHn 1 BNUCOKO Creumnanm3npaHni
MeOVUMHCKK TPWXIK 3a UANOTO HacenneHne. [onam 6pOI7I na-
panenHn MeanunHCKK ycnyrin ce npednarat OT ObpKaBHU
MeANUNHCKN NMHCTUTYLNI, COOCTBEHOCT Ha Apyrn KnoHose
Ha AbPXaBHOTO yrpasieHne, KoOTo ce C])V\HaHCI/IpaT OT Abp-
MKaBHWA 6}O,EI,>KGT 4ype3 CbOTBETHUTE MUHNCTEPCTBA, HO CbhLO
MMat Bb3MOXHOCT [la CK/MtOYBaT AOroBOPK C HalyMOHanH1Te
30PaBHOOCUTYPUTESTHN KaCl.
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HAKOW ObrkaBy OpOAT Ha Nernata Npogb/Kasa
na Obfe HeHy)KHO BUCOK. B Lienus pervoH 6on-
HUYHOTO OOCTYKBaHe e CbCPeAoTOYEHO B ONpe-
JeNeHn PanoHy, 0COOEHO B MNO-roNemmTe rpafdo-
Be U cTonuumMTe. Hapen ¢ ronemmnte pasinku ot
PaVioH A0 PalioH, MPOOAEMBT Ce KOPEHW B Hea-
JleKBaTHaTa CTPYKTypa Ha BOMHWNYHMA KanauuTeT,
KOWTO He e Cbobpa3seH C HyauTe Ha HaceneHuve-
TO B KOHKPETHW HaceneHn parioHu.

B noBeyeTo OT M3CneaBaHnTe AbPMKaBK anTeuHa-
Ta MpEeXa He e M3LANo npueaTtnsvpaqa. B rpago-
BETE 1Ma M300MIne OT anTeKkK, JOKATO B CENCKNUTE
PaNOHW BCe OLLE 1MMa NPobemM C AedULINT, Makap
VI CUTyalMATa NOCTeNEHHO Aa ce NoaobpsBa.

Euro Health Consumer Index 2013 coun, ue
BCMUKM Obpasu oT OMIE cnensa ga nopobpst
GYHKUMOHMPAHETO Ha CBOMUTE CUCTEMM Ha 3apa-
BEOMa3BaHe BbB BCUYKM pasrnexpaHn 00nactu:
NaLMeHTCK1 Npaga W MHGoPMaLMA, AOCTBNHOCT
(Bpeme 3a YakaHe 3a fleveHue), pesynTaTy, 0oxBaT
1 NOKPUTUE Ha NPefoCTaBAHMTe YTy, NpeBeH-
LIS, KAaKTO 1 pa3npOCTPaHEHME Ha NeKapCTBeHM
cpeacTsa.

Bb3npuemaHo PpyHKLMOHMPaHe Ha
cncTeMunTe Ha AbpXKaBHO 34paBeonasBaHe
B AbpKaBuTte ot IOVE

JloMVHMpaWoTO MHeHWe 33 YHKLUMOHMpaHe-
TO Ha CUCTemMTe 3a 3ApPaBeonasBaHe B PErvioHa
Ha OVIE e BCBUIHOCT BBNPOC Ha NPOTMBOPEUNA
mexay npodecoHanCTUTe B 3apaBHaTa 0bacT.
[MbpBO, AOMUHMPALLOTO MHEHMe ce pa3nnyaBa
3HAYNTENHO B Pa3fNYHKTE ObpXKaBu. B XbpBaTna
1 YepHa ropa noBeyeTo CneLmanucTy B 3apaBHa-
Ta 06NacT ca CKNOHHM ia CMATAT, Ye HaLOHaNHK-
TE CUCTeMM 3a 3[paBeora3BaHe PaboTAT Jobpe B
CMUCHI Ha AOCTBMHOCT, HaUMe 1 KayecTBO Ha
yCnyruTe, 1 Ye ce Nos3BeaT C A0BEPUETO Ha Hace-
neHneTo. 3a pa3nnka oT Tax B KocoBo, MongoBa n
PyMBHMA CrieLmanmcTiTe B 3apaBHaTa 0bnacT ca
pa3feneHy noyTy MOpPaBHO MEXAY MONOXUTEN-
HUTE 1 OTPULATENHM OLIEHKM.

BTopo, B Lienvs pernoH npodecnoHanuctite B
3paBHaTa 06MacT OT CENCKUTE ParioHM OLIEHABAT
GYHKLMOHMPAHETO Ha Cc1cTemaTta KaTo MHOTO Mo
CNabo, OTKONKOTO B rpafCKMTe parioHn.ToBa MHe-
HIE e Pe3ynTaT Ha PasnnumnaTa Mexiy rpasia v ce-
NIOTO, KOMTO Ca MHOMO OTYET/INBM B CTATUCTMKATA

M NMOKa3atennTe 3a 34PpaBHNA CTaTyC 1 npednara-
HETO Ha 3[paBHN yCIyri.

TpeTo, GYHKUMOHMPAHETO Ha CUCTEMUTE Ha 3apa-
BeonasgaHe B pervoHa Ha OVE e 3HaunTtenHo
NO-Hepe3y/TaTHO Mo OTHOLWEHWE Ha OnpeaeneHu
rpynn 3a60naBaHNA, KaTo HanpuMep Pak.

YeTBbpTO, OLleHKaTa 3aBMCM 1 OT npodmna Ha
oueHABalKA. Taka NaUMeHTCKITE opraHm3aumm ca
CKMOHHM [la 6BbAAT MHOTO KPUTUYHO HACTPOEHW,
HINO ca no-ckopo HeyTpanHu (A1 NoYTH MOPaBHO
pasAeneHn Mexay NONOXKUTENHO 1 OTPULIATENHO
OTHOLLIeHWe), [OKaTO Cheumanu3vpaHnTe nekapu
V1 NpeACTaBUTENM HA PBKOBOACTBATA (KaKTo Ha pe-
VOHaHO, TaKa W Ha HaLWIOHANHO paBHMLLE Ha 0b-
L|eCTBEHO 3ApaBeona3BaHe) Ca Hal-NONOXUTENHO
HaCTpOeHW No OTHOWeHWe GyHKLMOHMPAHETO Ha
cAcTemMarta. Te3u pasnuuma Mexay naumeHTCKuTe
OopraHu3auMn 1 npefcTaBUTENMTE Ha CUCTemaTta
Ca 0COOeHO 13paseHu B CllydyanTe Ha Heneurmm-
Te 3a00nABaHVA (Hanpumep pak). lNauyeHTckuTe
OpraHM3aLmMM HacouBaT BHVMAHMETO BbPXY ,0e3-
HanexaHvTe Ciydan”; beAHWTe; POMUTE UK APYTH
YA3BUMM TPYNK, KOUTO Ce HyXKAaAT OT NoAKpena
33 1OCTbMNa CV A0 NoAXoAALla 3paBHa rpwka. 3a
pas/1Ka OT TAX NpeacTaBUTeNnTe Ha cucTemara ca
CKMOHHW [ja HacoYBaT BHWUMAHMETO BbPXY WCTO-
pUM Ha yCrexa, Bbpxy NpeacTaButenmTe Ha 3apas-
HW npodecnn, KOUTO Ce CTapadT Aa npednarat
Hal-CbBPEMEHHW YCNYT B YCNOBUATA Ha CEPUO3-
HW OrpaHUYeHMA OT BCAKAKBO eCTECTBO WM BbPXY
YCWNUATA 3a rapaHTMpaHe Ha MUHUMANHW yCoBWSA
Ha GOHa Ha 3HaYMTENHO OpA3BaHEe Ha CpeacTBaTa
1 BlogKeTeH AedULNT.

CnpaBsHe C neTTe N36paHu 3apaBHN
npo6nema B pernoHa Ha FOUE

bonectuTe Ha KpbBOHOCHaTa CUCTeMa (BKIIHOYM-
TENHO MHPAPKT Ha MMOKapaa W yaap) 1 Heomnnas-
MuTE (pak) Ca OCHOBHWTE MPUUNHUTENM HA CMbBPT
B M3cnenBaHuTe abprkasn oT OVE. Bb3pacTtoBo
CTaHAAPTM3NPaHNA KoedUUMEHT Ha CMbPTHOCT
OT VHGAPKT Ha M1OKapaa benexu cnag npes ns-
MWHaNMTe roAVHK, HO BCe Mak OCTaBa MoO-BUCOK,
OTKOMIKOTO CPefHNTe eBPOMENCKU CTONHOCTM
B XbpBatna, PymbHMA 1 ocobeHo B Monaosa.
CMBPTHOCTTa OT CbPAEYHO-Cb0BM 3a00/1sBaHNA
benexwv cnag npes NocNeaHnTe rofuHY, Ho OCTa-
Ba MO-BMCOKa OT CpefjHaTa 3a EBpona BbB BCUUKM
oceM M3CneaBaHu CTpaHu.
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B nepuopa 1990-2010 3abonesaemocTTa OT pak
Ce YBEMUM 3HAUMTENIHO BbB BCUYKKU M30paHK
AbPXKaBK, 33 KOETO MMa HanMuHN AaHHN (DaHHW
Ha C30). Mima ronemn pasznuuvs B NPOLEHTa Ha
PaKOBW 3a00MABAHWA B PasIVYHWUTE JbpKaBn OT
IOME, KakTO NpW MbXeTe, Taka 1 NPV KeHnTe. 3a-
6oneBaeMoCTTa OT pak e Mo-BMCOKa OT CPeaHaTa
3a EC-27 B XbpBaTtuda Npu MbxeTe (462 Ha 100 000
Ayl HaceneHve) 1 8 Copbua (QaHHUTE BKOY-
BaT 1 Kocoso) npu xeHuTe (330 Ha 100 000 ayLum
HaceneHwe). lpyrute WecT AbpPKaBM OTYMTAT NO-
HMCKa 3a001eBaEMOCT OT Pak KaKTO MPu MbXETE,
Taka W Npu »KeHuTe, KaTo Hal-HUCKIN CTOMHOCTY
ca peructpvipany 8 Mongosa (323 npu mbxeTe
1 229 npw xeHwuTe Ha 100 000 ayLwn HaceneHwue).
Bbnpekwn ToBa 0baude, CMbPTHOCTTA OT PaK e Cb-
aTa wm no-BucoKa OT cpefHaTa 3a EC-27 BbB
BCUYKM M3CNeBaHM AbpKaBML.

CMbPTHMTE Crydau, Ob/KallM ce Ha TpaBmu, be-
nexaT HamaneHve npe3 NocneaHUTe roAMHKU, HO
OCTaBaT MoO-BUCOKM OT cpeaHuTe 3a EC-28 B Xbp-
BaTUA, PymbHIA 1 ocobeHo B Mongosa. B abpa-
BWTE, 33 KOWUTO MMa aHHW, CaMOyOUMIACTBaTa, MbT-
HUTE MHUWAEHTM W NafaHUATa Ca TPUTE OCHOBHM
NPUYMHM 33 daTanHu TpaBmu. CMBPTHOCTTa B
pe3ynTaT Ha AvabeT e CbllaTa UM No-BMCOKa OT
cpenHaTa B EC-28 3a noeeueTo v3cnenBaHu obp-
XaBW, C U3KIYeHne Ha PymbHMA 1 Mongosa.
Hal-BCoKa CMBPTHOCT B pe3ynTaT Ha AvabeT e
oTueTeHa B MakefoHNA, @ Ha-HUCKA — B PyMbHYA.

Hanvue ca HauMoHanHW WHCTUTYLMOHANHN pe-
LWEeHVA 1 NOAUTUKM 33 CNPaBAHe C BCUYKKTE NeT
60onecTn B MouTH BCUYKM AbprkaBy. ColiecTByBa-
HETO Ha MPOTOKOMN 1 YKa3aHWA 3a ynpasneHne
Ha 00NecTTa, HaLMOHaNHW Nporpamy UAM Ha-
LMOHaHN CTpaTern B OTAENHUTE AbPXaBW 3a
JafeHaTa 6onect e otbenasaHo ¢ x B Tabnumuata
no-Aony.

B cnyyas Ha 6onecTnte Ha KPbBOHOCHATa CHCTe-
Ma (MHGAPKT Ha MMOKapAa W yAap), NPOTOKOMM 33
ynpaBneHve Ha 6onecTTa, HaUMOHaAHN NPorpa-

BG HR
NHdapKT Ha MrnoKappa
Ypap
Pak
TpaBmu
Ounabetr

RKS

MU MW HaUMOHANHW CTpaTerny 1ma yCTaHOBEHM
B Kocoso, MakepoHna, YepHa ropa, PymbHMA 1
Cbpbua. B Penybnvka MongoBa oTcbCTBaT Mo-
CneaoBaTenHu 1 GUHAHCOBO YCTOMYMBY MOUTH-
KV 3@ NpeBeHLVs, YCTaHOBABAHE, AWarHOCTULW-
paHe 1 NevyeHve Ha UHPAPKT Ha M1MOKapaa 1 oT
2002 r. Hacam MongoBa He e ogobpaBana Unm vs-
MbAHABaNG HaLMOHaNHU NPOrPaMmn 33 KOHTPOS
BbPXY CbpAeYHO-CbAOBKTE 3a00MABaHNA.

HaumoHanHn pernctpu Ha pakosute 3abons-
BaHMA MMa B bbarapua, Xbpeatna, MakegoHns,
Monposa, PymbHua, Copbusd, a B YepHa ropa ce
13paboTsaT B MoMeHTa. Camo B OTAENHM YacTut
Ha Te3u AbpKaBy Te3n PErMcTpy ca MHTErprpaHu
B MO-LUMPOKOOOXBATHWM OHKONOMMYHIM Nporpa-
MU, BCnykn Oobpxasu obaye (C v3KoyeHne Ha
KOCoBO) Ca mpuenu CTpaTterMyecks OOKYMEHTU
1 3aKOHM 3@ KOHTPOS Ha TIOTIOHOMYLWEHETO, 3/10-
ynoTpebaTa C ankoxon v HapKoTULIM, KAaKTO 1 3a
6e30MacHOCT Ha XpaHuTe (perynvpaiim Makcu-
MaJIHOTO CbAbpXKaHWe Ha 3axap, CON, HacuTe-
HW MasHUHW 1 Apyri Ao6aBKK B MHOYCTPUANHO
NPOW3BEXAAHUTE XPaHW, KaKTO U MO-KOPEKTHO
ETVKETUPAHE Ha CbCTaBKMTE Ha XPaHWUTE), KOUTO
Ca BaXHW 33 NpPeBeHUMs Ha KapLMHOMM W UMaT
33 KpalHa Lien HamansaBaHe Ha 3aboneBaemocT-
Ta ¥ CMbPTHOCTTA KaTo NOCNEACTBMA Ha YHNLIO-
KUTENHOTO BAMAHME Ha PUCKOBOTO MOBEAEHMe.
MyénnyHata nHGopMaLMa, MPEBEHLMA 1 PaHHO
yCTaHOBsABaHe Ha 3abonaBaHuMATa obaye BCe ollje
He Ca JOCTaTbYyHO Pa3BUTU B PErMOHA.

BbB BCMUKM [bpPkaBy OTTOBOPHOCTTA 3a npe-
BEHLIMA Ha TpaBMM € A0CTa Pa3roKbCaHa Bbpxy
HaM-PasINYHN CEKTOPM Ha MOMUTVIKM — B 3aBUCH-
MOCT OT MACTOTO 1 OOCTOATENCTBATA, NP KOWUTO
Bb3HWKBAT, (B JOMALLHMX YCNIOBWA, Ha PabOTHOTO
MACTO, Ha MOUMBKA 1 NMPW CNOPTHW AeNHOCTH, MO
mbTUWaTa 1 Ap.). B v3cneasaHnte abpxasu npa-
BWUTENCTBATA Ca NPUENV CTPATErMM 338 XPOHUYHW-
Te He3apasHi GonecTy, KoMTo 0bxBallaT 30HaTa
Ha TpaBMaTa, B pe3yNTaT Ha BaXKHOCTTa Ha TpaB-
MUTE 3@ HauvoHanHuTe natonormmn. OcseH Tosa

MK MD ME RO SRB
X X X X
X X X
X X X
X X X X
X X X
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BCWYKN AbPXKaBM Ca Pa3paboTUIM HaLWIOHaNHM
cTpaTerMM 1 3aKoHOAATeNcTBO 3a 6Ge3omnacHo
AB/XEHVe Mo MbTvilaTta W/unm npesBeHuus Ha
3noynoTpebata C HapKOTWLM, BKIOYUBALM TiO-
TIOH 1 afIKOXOJ1, KOWTO OrpaHvyaBaT BINAHWETO
Ha PUCKOBUTE AKTOPU BbPXY YBENMUYABAHETO
Ha 3aboneBaeMoCTTa ¥ PasnpPOCTPaHEHVETO Ha
TpaBMuTE. Bbnpeku ToBa 0bave, B MHOTO [ibpxa-
B NPaBOMNpPUaraHeTo e 1ocTa cnabo.

HauvoHanHn perncTpy unu HalWMoHanH1 npo-
rpamn 3a xopaTa, CTpajali oT AmabeT, Mma B
XbpBatuda, MakepoHna, Mongosa, PymbHMA 1
Cbpbus. B YepHa ropa npeacrov aa 6bae cb3aa-
JeHa HalmoHanHa Kommcna 3a anabeTa, KosTo Le
M3MbIHABA MEPKNTE, HauepTaHu B HaLoHanHaTta
CTpaTerva 3a 34paBeona3BaHe Ha XxopaTa, X1Bee-
W C gmaber.

OCHOBHWM 6ap|/|ep|/| nped AoCtbla O CbBpemMeH-
HO neyeHne B 0OLLIECTBEHOTO 3[PaBelra3BaHe

YeTnpn 0sxa acnekT1Te Ha CUCTEMITE Ha 3[paBe-
Ona3BaHe, KOWTO 6AXa CNOMEeHATV KaTo OCHOBHM
bapviepn npen [OCTbNa A0 CbBPEMEHHO feye-
HUEe NPU BCUYKM M30paHM 34paBHM NpOOnemm
BbB BCUUKYM AbPKABY:

Cnaba 3ano3HaToCT U HUCKO HMBO Ha WHMOPMU-
PaHOCT, 1 OTCHCTBME Ha NOBefeHVe, OpUEHTMPA-
HO KbM pPaHHa NpodunaKTKa.

HaumoHanH1Te 1M3cneaBaHya oTyMTaT AOCTa BU-
COKO HVMBO Ha pUCKOBW GaKTopK 3a MHGAPKT Ha
MMOKapaa, yaap, pak niv avabeT. [opaan H1UCKo-
TO HMBO Ha JOCTbMHA MHOOPMALMA, MHOTO Mauu-
€HTW He Pa3mno3HaBaT CUMMITOMUTE CY HaBpeMe.
Taka ronsm 6powt naLmeHT He brBaT AMarHOCTU-
UMPaHN JOKaTO He HaCTbnW daTanHa »KMBOTO3a-
CTpalliagalja cuTyauma (MHGapKT Ha MUOKapaa,
yaap) vnmn 60necTTa He ce pasBue C YCIIOKHEeHMS
(pak, AnabeT), Korato Bb3MOXHOCTTA fla ce Mosy-
Y NOAXOAALO MEAVUMHCKO NedyeHne He [aBa
NONOXMTENEH pe3yTaT,

B HAKOM panioHN HAMA [OKTOp Unn
MeAUNLMHCKO 06CyKBaHe

Cenckute pal7IOHI/I N OTAanedYeHr Kpanlla (kaTO
OCTpOBUTE B XpraTMﬂ M MNaHMHCKNTE Cela
B KocoBo U PyMbHI/IFl) BbB BCUYKN ObPKaBW Ce
OTUMTaT KaTo oleTeHr Nno OTHOWeHMe [OCTblla

A0 6a3VICHO MeanLIMHCKO 00CyKBaHe. B Te3n pa-
MOHM MOXe [a HAMa W anTeKku, v Te Aa ca He
JOCTaTbUHO [00pe 3apeaeHn C Mo-ChbBPEMEHHW
NeKapCTBEHW CpeCTBa. Bbnpeku Tosa obave 1o-
WMAT AOCTBN A0 anTeKM MHOTO Mo-pagxo 6e cno-
MEHaBaH KaTo Gapuepa npes 4oCTba.

Jlowo KayecTso W ePEeKTMBHOCT Ha MeauLunH-
CKOTO 06CyKBaHe, 0COBEHO 1O Ce Kacae Ao (a)
ABNr0 Bpeme 3a YakaHe 1 (b) nowo obopyagaHe B
06LWEeCTBEHUTE KIIMHNKU/BONHNLM

JlokaTo  oTgenHuTe CBUAETENM Ca CKIOHHM Aa
HACOYBAT BHUMAHWETO KbM HEMPUEMANBO bro
BpeMe 3a YakaHe 3a Pa3nnYHUTE 3APaBHY YTy,
0CO6EeHO 3a npernesn Npw CneumanicT, NoceeTe-
HITE HabMIOAATENN Ca CKIIOHHM ia NOCTaBAT yaa-
PEHVETO BbPXY HEOCTaTbYHOTO /W MOPAHO
ocTapAno paboTHo obopyaBaHe.

CﬂeLLI/IaJ'II/ISI/IpaHMTe yanyru Ca Hanmue Camo B OT-
OenHn paIZOHI/I, a CnelwHata MmegrunHCKa nomMoL,
He € JOCTaTb4HO Pa3BuTa B MNeT OT ocemMTte ObpP-
Jate=1=171

HenocTaTbuHnaT [OCTBM [0 ChEeLManv3npaHi
ycnyrn 6e nocoysaH Kato bapurepa BbB BPb3Ka C
Tpw 3ab6onaBaHNA: MHGAPKT Ha MMOKap/a, yaap 1
paK.

Te3n Gapriepn coyaT HEOBXOAMMOCT OT NMo-400PO
bUHAHCMpaHe Ha c1cTemaTa Ha 3[paBeonasBaHe:;
OT NoBeYe MeVLIMHCKI NepcoHan, oT pasLvpsa-
BaHe Ha CblUECTBYBallaTa MPeXa OT IbPXaBHM
30paBHY 3aBefeHns, oT No-Aobpo obopynBaHe
M CbLIO OT NO-Jo0PpOo reorpadcko MOKPUTUE Ha
cneumanm3vpaHmTe MeavLMHCKIA YCIyTu,

Ta6bnuua 1. bapuepu npeg gocTbna A0 Cb-
BPeMeHHO JieyeHue B 06LeCcTBeHOTO 34pa-
Beomna3sBaHe Nno 3a6ondaBaHe N PeCNOHAEeHTN

PecnonaeHTtu: OC — otgenHu camnaetenn n INH —
NoCBeTEHN HabmoaaTenn

TabnwuuaTa aaBa 6poA Ha CTPaHKUTeE, B KOUTO AaAeH
aCneKT e CNOMEHaT KaTo bapurepa npef 4OCTbNa
NPy KOHKPETHO 3abonsBaHe.
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NHdapkT
Ha Ypap Pak Tpaemu [Aunaber
Munokappa
Bbapunepwu npeg goctbna oC MH OC NMH oC nNH oC nH oOoC TIH
KbceH MbpBM KOHTAKT C OKTOP 3 4 6 5 3 1

Cnaba 3ano3HaToCT U HBO Ha MHPOPMIUPaHOCT
Ha HaceneHuneto. OTCbCTBa NOBEAEHNE, 7 7 4 8 3 8 8
OPVEHTUPAHO KbM paHHa NPOPUNaKTMKA.

B HAKomM pa|7|0H|/| HAMa JOKTOP nnn megnymnHCKo

obcnyxBaHe
CaMo B OTAENHM parioHn NMa criebnannsnpaHo 1 4 4 6 6 7
obcnyxBaHe
CreymannsnpaHo obcnyxBaHe UMa NPejUMHO B 1 1
YaCTHW 6GONHULN/KIIMHUKA UK B YyK6UHa
Hama/HepocTaTbyHO pexabunuTaLoHHM 3BEHa B 1 4 1 6 1 4
HAKOW PaioHn
B HAKOW pafoHN HAMa anTeKkn 1 2 1 1 5 1
B HAKOW palioHn HAMA NN He e AO0CTaTbYyHO 1 5 5 5 1 5
pa3BuTa creLwHaTa MeguumMHCKa NomoLy,
He focTaTbyHO Pa3BUTU UK NPEKANeHo CKbMu

A P P 2 2 2 3 3 4 1

TPaHCMOPTHW YTy
PascToaHuATa mexay foma u 6onHuuaTta/

KJIMHUKaTa ca NpeKaneHo Abarv u/unu 4 3 4 2 2
npekKasneHo CKbnu

BpemeTo 3a uakaHe npw crneumanmucT € MHOro

AbAro 4 4 4 2 4 5 1 2 6 3
BpemeTo 3a uakaHe 3a neyeHune U nosiyyasaHe 5 1 1 1 5 4 1 5 1
Ha NleKapCcTBEeHU CPefCTBa € MHOTO Ab/ro

BpemeTo 3a uakaHe 3a pexabunuraums e MHOro 1 2 5 5 2 2

ObIro

HepgocTaTbyHa KOMMNETEHTHOCT Ha CECTPUTE UK 5

Ha oCTaHaNMA MeaULNHCKM NepcoHan
Jlnnca Ha 3aMHTepecoBaHOCT NN
HenpodecrnoHan3bm Ha JOKTOpa UK Ha 1 2 1 2 2 4 2
MeaVLMHCKUA NepcoHan

[VNCKPYMMHALNOHHO MW HEMOAXOAALLO
nosefeHve Ha MeguLNHCKNA NepcoHan

Jlnnca Ha poBepre KbM JOKTOPUTE, cecTpuTe Ui

1 2 1 2 4 1 1 2
MeAULNHCKMA NepcoHan
JIvunca Ha XyMaHHOCT OT CTpaHa Ha nepcoHana 2 3 2 6 3
JInnca Ha napwu ga ce nnaT Ha [OKTOpa 1 1 1 1
Jlunca Ha napwu ga ce nnaTu 3a HeobxoauMKUTE 4 2 2 2 1
n3cneaBaHna
Jlunca Ha napwu 3a nnawjaHe ot Axoba Ha 1 4 4 3 ) ) 1 )
naymeHTa
Jlowo kayecTBo 1 epeKTUBHOCT Ha MeANLIMHCKOTO 5 4 4 5 ’ ’ 4 6 3 5
obcnyxBaHe
Bucoka ueHa Ha nekapcTBaTta 6 2 2 1 3 2 2 3 1
Jlowo o6opyaBaHe Ha AbpKaBHUTE KNVHUKN/ 4 3 3 4 6 3 4 5 4
6onHULUM
JInnca Ha goCTbN 1 NPUEMCTBEHOCT Ha NleyeHueTo | 2 4 1 1 2 3
JIunceat nnu He ca 4OCTaTbYHU CrieynanncTmuTe 1 2 2 2
no onpeaeneHyn nog-cneumnanHocT
ManbK KanayuTteT Ha KIUHKKTE/60nHULUTE 2

[pyro, Mmons nocovete NoAPOGHOCTU 1
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Oanun: OOE (2012-2013) OyHKUMOHMPaHe Ha AbprkaBHATa CUCTEMA Ha 3apaBeonassaHe. 3abenexku: JInca Ha XyMaHHOCT OT

CTPaHa Ha nepcoHana: He cé OTHaACAT no6pe C NayneHTa, HeyBaX TENHO, HE AaBaT Pa3ACHEHWA 3a 3a00M1ABAHETO U NleyeHKeTo.

Jlowa e(bEKTI/IBHOCT Ha O6Cﬂy>KBaH€TOI HeoboCcHOBaHO Obro Bpeme 3a YakaHe, J'Ia60paTOpHI/IT€ n3cnenBaHya He ce OT4MTaT Ha-

Bpeme 1 npasuiaHo, nowo pa6OTHO o6opy,£lBaHe, HeYMCTa 1 Pa3xBbpridHa OONHNLA/KNMHKKA. JTnca Ha AOCT BN U npremMmcTBeHOCT

Ha O6Cﬂ>/>KBaHeTOI HenoaxoaAu 6p0|7| CTONOBE B YaKaJ/lHATA, Ha/lM4vme Ha yCcayrmTe no BCAKO Bpeme, 6p0|7|KaTa Ha rnepcoHana 3a

BCMYKM HEOBXOAMMM MaHWMYMALMM NPU BCAKO MocelleHwe. [pyri: 0buiecTBEHO-MKOHOMIYeCKM GakTop KaTo cnaba 3apasHa Kysi-

Typa 1 OCKbAHM YCNOBKMA Ha MBOT. CbKpalleHna Ha AbpasuTte: BG - buarapua, HR - Xbpeatna, RKS - Kocoso, MK - MakegoHuns,

MD - Mongosa, ME — YepHa ropa, RO - PymbHusa, SRB - Copbus.

4.5.2 llect ocHOBHM 06nacTui Ha pedopmu
B MNOJINTUKNTE

Ha 6a3a pe3yntatite OT M3CneABaHeTO MoraT
Aa 6baaT oyepTaHu WecT OCHOBHM 00NacTU Ha
pedopmMM B MONUTMKMTE C orfief nogobpssaHe
GYHKLMOHMPAHeTO Ha CucTemaTta Ha obliecTse-
HOTO 3ApaBeona3BaHe.

Hyxpaa ot no-go6po gepuHMpaHe 1 oLeHKa
Ha LieHaTa Ha NaKeTuTe OT yCnyru

Cnopea  HaUMOHANMHOTO CU  3aKOHOAATENCTBO
BCUUKMTE OCEM [ObpXaBW npeanarat UANOCTHM
naketTv OT 3apaBHM ycayrh. OCHOBHMAT MpO-
Onem e, ue HUKOA OT M3CNeABaHUTE CUCTEMMN Ha
3ApaBeonasBaHe HAMa KarnauwmTeTa Aa rapaHT1pa
YHVBEPCANHOTO MPEAOCTaBAHE Ha Te3w YCIyru.
CnepoBatenHo, HeobxoAMMO e Aa MMa Mo-pea-
JMCTUYHW NakeTn oT ycnyru. ,(...)nedvHnpaHeTo
Ha MO PeanncTUYeH MakeT OT yCiyru uie Gbae
KNtouoBa CTpaTervia 3a rapaHT1MpaHe Ha QGuHaH-
COBa YCTOMUMBOCT. AHIFaXUMEHTBT 33 QUHAHCK-
paHe KaKTO YHWBEPCASIHOTO MOKPUTVE U efuH
HaNCTVHa BCeobOXBaTEH MaKeT OT YCNyru e Hepe-
ANNCTUYHO N HEYCTOMYMBO B MHOIO AbPXKaBM B
pervioHa. Bbnpekn nonmuTnyeckmnTe v TeXHUYeCKM
TPYAHOCTU 1 OMaceHus Mo OTHOWEHWE PaBHO-
NOCTaBEeHOCTTa, AbPKaBuUTe Moxe 61 TpsadBa Aa
0OMNCIAT efiHa eKCMANLMTHA AePUHMLMA Ha No-
orpaHuyeH 00XBaT Ha 6e3nnaTHUTE YCyry, KaTo
AbPKaBHUTE CPefCTBa Ce HacouaT KbM Hal-peH-
TAOWHNUTE MHTEPBEHUWN U Hal-OefjHUTe CermeH-
TV OT OOLLECTBOTO U1 3alMTaTa Ha 0OLIECTBEHOTO
3apage! (Figueras et al, 2004, p.15)

Hyxpaa ot nsrpakgaaHe Ha NpopUNAKTUYHMN
ycnyri

B noseyeTo AbPKaBK MMa NPOGUNAKTUYHM NPO-
rpamut UAN eAHOKPATHW NPOPUNAKTUYHIA aKLK,
HO pe3ynTaTuTe OT TAX He OTFOBAPAT Ha HyXKAM-
Te Ha HaceneHWeTo, MOPaAW KOEeTO MpeacTou

MHOro paboTa Mo NpodunakT1kaTa. Yyactmeto
Ha CemMelHWUTE Nekapu u CneuvanicTv B npep-
NaraHeTo Ha NPOGUNAKTUYHM YCIYrA 3aMoYBa B
MOBeYeTo C/lyyYan Ha eTan Ha3HauaBaHe Ha Neve-
HWe, 6e3 fa ce oTYMTa 06PA30BATENHOTO HNBO Ha
naumeHTa.

CucTemaTta Ha OBLIMHCKaTa CcecTpa ce CuuTa 3a
Hal-MOLLHMA 6anaHCbop B C1CTeMaTa Ha 3apa-
BEeOMa3BaHe, HO [0 rofaMa CTEMeH TA He ce W3-
NOM38Ba B NMOBEYETO AbPKaBN. Bbnpekn ycnnvsta
33 pasBuUTME Ha MbPBUYHATA MWK, AOCTBIBT A0
af1eKBaTHO U XOMMCTUYHO OOLLIECTBEHO 3APaBeo-
nasBaHe MpoAb/kaBa Aa ObAe Npean3sMKaTen-
CTBO 3a onpefeneHn cerMeHT OT HaceneHneTo
(FPYMW C HUCKM OXOAN, KMBEELLW B CENCKN peri-
OHW 1 MasKK rpagoBe, POMI 1 Mp.).

Pa3BUTMETO Ha NPOPUNAKTUUHITE YCIyr € Olle
NO-HANOXUTENHO MPeABUA BUCOKOTO HWBO Ha
NpefoTBpaTVMa CMbPTHOCT B pervoHa. MaTpw-
LMTe Ha NpefoTBPaTVMa CMbPTHOCT HanaraT YK-
penBaHe Ha MOAUTUKUTE W TAXHOTO mpunaraHe
(0cobeHO Mo OTHOLIEHME Ha MKEHUTE) 0CObEeHO
Ha MOMUTUKIMTE MO OTHOLIEHWE Ha TIOTIOHA W af-
Koxorna. Taka MOXe Aa Cce OCbLIeCTBU 3HaumTe-
NEH HanpeabK 3a HamanAaBaHe CMbPTHOCTTA B
Te3W AbPXaBW, KaTO BHUMAHMETO Ce HACOUM KbM
30paBHWTe yanyri. [Nof HacouBaHe Ha BHUMAHM-
€70 VMMame NpeaBua He camo No-A00po GpUHaH-
CVpaHe Ha CuCTemaTa Ha 3ApaBeonas3BaHe, Ho 1
MOJAEPHM3VPaHe 1 MOBMLLIaBaHE KauecTBOTO Ha
30PaBHUTE YCYTW.

Hy»kpa ot pasBuBaHe Ha pexabunurauusra,
nanuaTUBHUTE N ABJIFOCPOUHM YCIYTU

MannaTmBHWTE, ObATOCPOYHUTE W pexabunuTa-
LIMOHHMTE TPUKI HE Ca AOCTATbUYHO PA3BUTL KAaTO
YacT OT CUCTEMMTE Ha 3ApaBeonasBaHe B peri-
OHa. [NoBeyeTo AbArOCPOYHM FPUXI Ce NonaraT B
CemMelicTBOTO U pecypcumTe 3a HehopmasnHmu 6on-
HOrnefaumn ca orpaHuYeHHu.
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Hyxpa ga ce nogo6pu ¢puHaHCMpaHeTo Ha
cucTeMuTe Ha O6LLECTBEHOTO 3apaBeonas-
BaHe

CuctemnTe Ha OOLLECTBEHOTO 3ApaBeONa3BaHe B
PEroHa Ca HefloCTaTbyHO GUHAHCKPAHM, Npeaw
BCMYKO B pe3yNnTaT Ha GVICKaNHM orpaHmdeHns. Bb-
NPeKn TOBa B HAKOW [bXKaBu MOHE HeaoCTaTby-
HOTO dUHAHCMPAHE e CBbP3aHO C HUCKMS MPUOPW-
TeT, KOWTO NPaBUTENCTBATA OTPEXAAT Ha 3APABHYIA
cekTop. Taka nonmTyecKaTa BOMA € CblieCTBEHO
BaXkeH GaKTop 3a No-100POTO GYHKLMOHMPAHE Ha
CUCTEMMTE Ha 0OLLIECTBEHOTO 3ApaBeona3BaHe.

M3cneasaHeTo coun, ye drHaHcMpaHeTo Tpabsa
fa 6bge He camo no-malabHo, HO 1 no-gobpe
HACOYEHO KbM KanuTanoBOXEHVA B 0bOpYa-
BaHe 1 TEXHONOTMMW. KanuTanoBNOXEHVATa BbB
BTOPVYHATA ¥ TPETUYHA rPUXKa Ce pa3nvyasaT B
PA3IMUHNTE ABPXABMK, HO KaTo LANO Ca NMo-Masiku
B CPABHEHWE C MHBECTULMWTE, KOMTO Ca Hamnpa-
BEHM B MbPBMYHaTa rpuxa. Kato obLjo npasuio
BMCOKOTEXHOMIOMMYHOTO 0bOpYyaBaHe e Hanwle
CaMO B MO-TONeMUTE LIEHTPOBE, [OKATO B MHO-
rO PaloHW ANMCBA HUCKOTEXHOMNOMMYHO MEeau-
LMHCKO obopynBaHe 3a exenHeBHa ynoTpeba,
0COBEHO B MO-MasK1TE 34paBHN 3aBefeHus. VK-
GOPMALIMOHHITE TEXHONOMMM Ce Pa3BMBAT, HO Ca
PA3MOKbCaHW 1 HEKOOPAMHMPAHM B MOBEYETO
M3CneaBaHu Jbprkasu.

Hyxpa oT edpeKTUBHA NONMTMKA 3a YoBelLl-
KnTe pecypcu B 3apaBeona3BaHeTo

B noutm BCMYKM M3CNEABaHW ObpaBu OpPOST
HaNMYHN MEANLMHCKI Kagpy OT BCAKAKbB BUL €
Aaney nop cpeaHna 3a EBpona. lNnaHvpaHeTo Ha
YOBELLKMTE Pecypcu Cce NpeBbpHa B NpUopUTeT
efiBa Npe3 nocnefHnTe roagnHy, ocobeHo npea-
BMA MacoBaTa emurpauvs Ha megnum-npode-
CnoHanucT. MHOro nekapy 1 CecTpmn Hamyckart
MeauLMHaTa — W 4ecTo CTpaHaTa CU — B TbpCceHe
Ha no-nobpo 3annallaHe, NoO-AobPKU YCNOBKA Ha
TPyA W/vinn obliecTBeHo npu3HaHue. Mobun-
HOCTTa Ha 34paBHMTE MPOGECMOHANUCTA Mpe-
AV3BMKBaA OMaceHuns, 0CObeHO nopaav GpakTa, ve
NKOHOMMYECKM Hal-yA3BUMUTE PaViOHM Ca Hali-
3acerHaT oT TO3u OT/UB.

Bbnpekw ToBa NpobnemsT C HeAOCTMMa Ha 3paB-
HI Kafpu He e CBbP3aH eAMHCTBEHO C abCOMOTHNS
Opolt Ha AOKTOPWTE, @ 1 C TAXHATa NPOGUAKPa-

HOCT. B yA3BMMWTE CENCKM PEMVIOHN 3aMMHABAHETO
JI0PW Ha HAKOMKO CaMO CMeLvani3npani JOKTopu
MOXe [la MPeAV3BMKa 3HaunTeneH epekT Bbpxy
NpefoCTaBAHETO Ha 3[paBHW ycnyru. [peaswa
dakTa, ue cemelHUTE nekapu ca Hal-TbpceHaTa
CNeumanHocCT B HAKOW Abpxasu oT EC, Han-Bepo-
ATHO HEPABHOMOCTABEHOCTTa B AOCTbMA A0 Mbp-
BMYHa MOMOLL e ce 33abnboyasa olle noseye,
AKO NMPOABITKM U/WAW Ce yBeNnYM eMmnrpaumaTa Ha
cemenHu nekapu. CblUO Taka HAKOW CreymanHo-
CTV 1 YMEHWA Ha HMBO OONHMYHA NOMOLL MOraT fia
6baat 3acerHaTvi HebnaronpPUATHO.

HenocTtur B HAKOW CneumanHoCcTu 1 yMeHna ce
OT4MTa 1 B U3CNefBaHnTe CTpaHn XbpBatua, Ma-
kefgoHua, Kocoso 1 MonaoBsa, KaTo ToW He e He-
NpeMeHHO CBbP3aH C MOBMAHOCTTA Ha Npodecu-
OHanNUCTUTe B 3paBHaTa 06NacT.

Hy»paa oT cnpaBsHe ¢ HedopmManHmuTe nnatlaHns
B CMCTEMaTa Ha 06LLIeCTBEHO 3ApaBeona3BaHe

/3cnegaHeTo coun, uYe HedopmanHwWTe nna-
laH1sa BCe olle NpeacTaBnaBaT bapuepa npea
JOCTbMa 1O ChbBPEMEHHO JleueHe 0CobeHo Lo
Ce Kacae 0 XPOoHUYHUTE 3abonasaHus. ETo 3alo
CNPaBAHETO C HehopMmanHMTe NnatlaHnsa Tpsbea
[ia ce NPeBbpHE B NPUOPUTET. [laHHW 3a nnalla-
HWATa OT A00a Ha NaLMeHTa CoyYaT, ye Te ca Wi-
POKO Pa3npoCTPaHEHO ABMEHVE KakTo B A000s-
HYHaTa, Taka W B OONHWMYHATA PWXKa, @ B HAKOM
AbpXaBM Te MPeACTaBsaBaT CbliECTBEH W3TOY-
HUK Ha UHaHCMpaHe. HebopmanHuTe nnatlaHms
Ca CBbP3aHM C KyNTYPHM U NCTOPUUECKK GaKTo-
pU, HO NPeaV BCUUKO Te NPEeACTaBsABaT peakLms
Ha CNabuvA KamauuTeT Ha cUCTeMaTa Ha obulecT-
BEHOTO 3ApaBeonasBaHe [ja OCUrypu afieKBaTeH
JOCTbM A0 6a30BM YCIyIW.
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4.6 asHu 3aknyyoun: KnyuHn obnactm 3a
pedopmn BO jaBHaTa 3apaBCTBEHa 3alUTMTa
Bo 3emjute og JUE

CryavjaTa HacnoseHa [lepgopmarcu Ha jasHuom
cucmem Ha 30pascmeeHa 3auwmuma i aHanm-
3vpa nepdopmaHcKTe Ha CUCTEMMTE Ha JaBHOTO
3APaBCTBO BO jyrouncTouHa EBpona, okycupajku
Ce Ha NoTpebuTe Ha NaLMeHTUTe NOBP3aHM Co net
3APaBCTBEHM Npobnemut: VIHPapKT Ha MMOKapLOT,
MO304eH YAap, pak, noBpeam 1 Anjabetec (Tvn 2).

LlenTa Ha OBaa eMMMpUCKa KOMMapaTvBHa CTy-
Avja e Aa ce NOHYAW KBanUTaTWBeH nperfies Ha
0YeKy8aHUMe HaCcnpoTU peanHume nephopmaH-
CW Ha JaBHUTE CMCTEMM HA 3[PaBCTBEHA 3allTWTa
CO Hamepa [la Ce NOCoYaT rNaBHMTe 0bnacT1 Kage
ce NnoTpebHU MHTEPBEHLMM Ha HALIMOHAMHO M Ha
€BPONMCKO HWBO. [1poydyBaHeTo e OCMUCIEHO
Ha HauMH CO KOj Ke ce obe3benat MHGOpMaLY
33 TeMM 1 mpalliakba Ko TELLKO ce yTBPAyBaaT
npeKy MeToauTe Ha KBaHTUTATMBHO NPOYYyBarbe.
OtTamy, CTynmjaTa ce noTnvpa Ha TeXHUKN Ha KBa-
NIMTaTVBHA aHanm3a 1 Bo cebe r obeanHyBa CTa-
BOBWTE Ha MCKYCHM HabmbyayBaum (1.006 nHTep-
Bjya) 1 Ha noefMHeuH ceefoum (432 MHTepBjya).

/13BelwTajoT Hyau aHanmM3a Koja ce 3acHOBa BP3
3aeAHNYKaTa paMKka 3a aHaaM3a Ha cuTe OCym

3emjy ¥ 0beaviHyBa MHOTY BWAOBW Ha W3BOPMW:
eBponckata 6asa Ha nogatoun Ha C30 (WHO
European HFA Database) — 3apaBje 3a cuTe, eB-
POMNCKN CTAaTUCTUYKKM MOAATOLM Mpe3emMeHr of
Pa3NMYyHM NoaaTouHn 6a3u Ha Eypoctar, CeeTcka
baHka — CBETCKM Pa3BOjHWU MHAMKATOPM; HaUMO-
Ha/THW CTAaTUCTNYKI NMOAATOLM U HALMOHANHM MO-
natoum obezbeaeHn 3a CTyaumTe No 3emju.

4.6.1 KnyuHun cornegyBama
Couno-gemorpadckm acnekTi

Ogaa cTyavja ondaka oCym eBPOMCKA 3eMj 0f
KOV TpW Ce 3emju-uneHKkin Ha EY, a net ce 3emju-
KaHAmMaaTV BO paHa dasza of NpoLecoT Ha NPUK-
NyyvyBare BO EY.

Cenak, Mako CTeneHOT Ha HanpegoK Ha Cekoja
3emja e pasnnyeH Nopaan PasnuyHUTE NojAOBHM
TOUKM Npea TpaH3MUMjaTa 1 pasnnMyHuTe NpucTa-
MW 1 HAaNOPOT BAOXeEH BO COLWjaNHUTE NOANTU-
KV (MONWUTUYKM U €KOHOMCKM), 3emjuTe Kom bea
npeaMeT Ha CTyAujata CropenysaaT OApeaeHw
3aefHNYKM 0COBEHOCTN 1 06MaCTV 3a UHTEPBEH-
umja.

Bo cvTe ocym 3emju BKiy4YeHM BO OBa CTyauja e
3abenexkaH MocTojaH PacT Ha KMBOTHWOT CTaH-

Mpukas 1. Couro-gemorpadckite TpeHLoBN BO OCyM 3emjn Ha JVE

TpeHA Kaj fAeuata nog 15 rognHm

PacT Ha HaceneHuneTO*

Cranka Ha nnogHocT (Ha 1990 r.)

BkynHa cTanka Ha cmpTHocT (o 2000 r.)
Cranka Ha npemaTypeH MopTanuTeT
MopTanuteT Kaj HoBopogeHu (no 2000 r.)
OuekyBaH »*mBoTeH Bek (no 1990)

BN no rnasa Ha xuten (no 2000)

MHAEeKC Ha YOBEKOBUNOT pa3Boj

Hacenenune Ha 01/01 2013. (va 1.000 nuua) 7,285 4,262

[Heua nog 15 rognHu of BKYNHOTO Hacer. 13% 15% 28% 17% 16% 19% 15% 14%

Brr XP PKC MK ma ur PO CPBb
1,794 2,062 3,559 623 20,057 7,182

BbAIM no rnasa Ha xuten cnopefeHo co EY 47% 61% 35% 10% 43% 49% 35%

|

MH. BUCOK

JlereHpa: U,pBeHI/ITe NOoNNHba O3HauyBaaT HeraTIBHW, a 3eNeHNTe NO3UTUBHW TDEHOOBN. CvBuTe NONMHA O3HaudyBaaT CTabunHocT.

CTpenkuTe MOCTaBeHW Harope MHAVUMPaaT NopPacT, @ OHWe Hafony naa. 3abeneluka: *HaceneHmeTto Ha KOCOBO 1MMano nosnTneeH
pacT no 2011, kora NouHyBa fla 6enexu naa Ha 6pojoT Ha HaceneHweTo of 2.208 Ha 1.799 unjaav nnua.
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aapa on 1990 roa., mepeH kako BIN no rmaea Ha
XKUTEN, HO Cenak OCTaHyBa 3HAUYMTENIHO MOf HU-
BOTO Ha EY-28. Cnopen nowwpokata fgeduHumLmja
Ha A00POCTOCTOj6a (Koja v BKYYyBa NPOCeYHM-
Te MOCTUIHYBaHba BO TPW OCHOBHW AMMEH3MN Ha
UOBEKOBWOT Pa3B0j: AOST 1 30PaB KMBOT, 3HaeHe,
N NPUCTOEH XMBOTEH CTaHAApPA MOBEKeTO of
NpoyYyBaHWTe 3emju CnaraaT BO rpynaTta Ha 3emju
CO BWCOK CTeneH Ha YOBEKOBWOT pa3Boj. Camo
XpBaTCKa e paHrmpaHa co ‘MHory Bucok' a Mon-
[aBWja Co'cpeneH.

Mo 1990 rog, cute 3emju BO JVE poxnseane
APaMaTUYHK CoUMjanHA MPOMEHM MOBP3aHW CO
TpaH3MUWjaTa KOH AEMOKPAaTWja U Ma3apHa eko-
HOMWja W/ KOH BOjHA. pOMeHuTe BO COLMO-
E€KOHOMCKMTE YCIIOBW OVPEKTHO 1 NPEKY MCUXO-
coumjanHu dakTopu BAvjaene BP3 34paBjeTo Ha
Hacenenweto (Marmot 1 Wilkinson, 1999). Kako
1 BO MOBEKETO 3emji Ha nopaHellHoT COBETCKM
Cojys, c1Te 3emjn BKITyYeHM BO CTyamjata UCKY-
cune Kprsa Ha MopTanuteT BO paHute 1990-Tn
rogmHn. Og 2000 rof. yaoenoT Ha AeTcKaTa nomny-
naupja nomnaga of 15 rog,. Mva onarayky TpeHs
BO CUTE 3emji CO UCKIYYOK Ha Kocoso. Bo 2012
roj., Ha aeuata nomnaan oa 15 rod. otnarano no-
mery 13% of BKYNHOTO HaceneHne Bo byrapvja,
[0 19% op BKyNHOTO HaceneHve Ha LipHa lopa.

CrankaTa Ha pacT Ha HaceneHmeTo benexmn Hera-
TVBHW BPeaHOCTM BO byrapwja, XpBatcka, Mon-
nasuja, PomaHuja n Cpbuja, apogexka Bo Kocoso,
MakepoHuja v LipHa [opa Taa e no3ntmneHa. He-
raTVBHWOT TPEHA Ha NPUPOAHMOT PACT Ha Hace-
NeHVeTo e pe3ynTaT npep Ce Ha JONrOPOYHOTO
onarake Ha CTankaTta Ha GepTUAnTeT 3aeHO CO
PaCTOT Ha CMPTHOCTa. Bo cuTe ocym 3emju cTan-
KaTa Ha GepTunnTeT e Bo onararse of 1980 roa,
Haju3pa3eHa e Bo Monpaaeuja, fofeka Bo LipHa
[opa vcTaTa e cTtabunHa of 2000 rog. Cute 3emju
Ce COOYEHM CO BMCOKM CTanKK Ha CMPTHOCT U 3ro-
nemeH npemaTypeH MopTanuTeT (CO UCKMYYOK Ha
LipHa lopa).

Bo pervoHoT, onwToTO 34paBje Ha HaceneHw-
eTo e nopobpeHo of 1970-Te rognHK, byaejKK
KNUBOTHWOT BeK Oenexu 3rofemyBarbe BO LIecT
Ofl OCyMTe 3eMj KO Ce MpeaMeT Ha CTyaujaTa.
Bo M3MMHaTWTE ABaeceT roAMHM CKOPO BO CUTE
ondaTteHn 3emjy, OUEKYBAHNOT KNBOTEH BEK Ha
pararbe e 3rofieMeH Co BpeHOCTV KoV Bapupaat
3a NOManKy off efiHa roavHa Bo Mongasuja, 1 3a

CKOPO YeTnpu roannHv Bo PomaHuja. Cenak, pas-
NYKaTa BO BPeAHOCTV MOMeEry OBMe 1 3emjuTe Ha
EY ocTaHyBa 3HaumTenHa.

Kako ¥ BO OCTaHaTUTe eBPOMCKM 3eMjL, KeHnUTe
BO MPOCEK XKMBeaT NOAONATO o MaxmTe. Bo 2011
roAvHa pacyekopoT Oun Aypn OCyM roAMHA BO
Monpaswja, cenym roannHu Bo byrapmja n Poma-
HWja, CNopeAeHo CO YeTVPW rofanHK BO KOCOBO
n MakepoHuja. Bo nosekeTo 3emju, Maxute oc-
BEH LWTO MMaaT MOKPATOK »KMBOTEH BeK MMaaT U
NOKPATOK OuYeKyBaH OpOj Ha rOAMHM MOMUHATH
BO AOOPO 3Apasje BO OAHOC Ha eHuTe. Cenak,
BO Cu1Te 130paHM 3eMjn NPOCEYHMOT BPOj roANHM
NOMMHaTV BO A06PO 34paBje e faneky nog npo-
CeKoT Ha EY-15 Koj n3Hecysa Hag 70 roguHu.

(Crankata Ha CMPTHOCT Kaj AOeHYMHaTa e BO
onafare on 1970-te roauHu. Cenak, BO cute
3emju ondaTeHu Co CTyaujaTa CTankaTa Ha CMPT-
HOCT Kaj AoeHUMHbaTa benexu BpeaHoOCTV NoBw-
COKM Ofi MPOCeKOT Ha EY. Bo 2011 roamHa, camo
BO LipHa lopa 1 XpeaTcka (co cTanku oa 4,4 n 4,7
Ha 1.000) 6une 3abenexaHu CTanku Cnopeanviam
Co npocekoT Ha EY-28 (3,9 Ha 1.000). Kaj ocTtaHa-
TWTe LIeCT 3eMjW CTamnKmTe Ha CMPTHOCT Kaj A0EeH-
UMHbaTa Ce MHOTY MOBUCOKM, MOocebHO BO KOCOBO
(13,1 Ha 1.000) 1 Bo Monpgasuja (11 Ha 1.000).

MaBHmn APVYNHN 3a CMPTHOCT

Bo 3emjute Ha JVE ondatenn co cTyamjaTa, kako
M BO LENNOT eBPOMCKM PErvioH, MPeHOCVBUTE
bonectn ce Nomanky pacnpoCTpaHeTH Kako pe-
3y/1TaT Ha NOCTOjaHOTO NOAOOPYBarbe Ha HaA30pP-
HUTE CUCTeMM 1 AobpaTa MOKPUEHOCT CO UMy-
HW3auuja. lNomery aHanv3MpaHuTe 3emju, Camo
BO Penybnuka Mongasuja npeHocnmsmte Gone-
ctn kako XMB u Tybepkynosata (Tb) ce ywre ce
rMaBHa NpWYMHA 3a MOPOUAWTET W MOpTaNUTET
nopaav HeAOBOMHNOT KanauWTeT Ha CUCTEMOT 3a
JeTeKkUMja 1 OAroBOP Ha eBEHTYaNHN envaeMuim.

CnpoTMBHO Ha OBa, Ha He3apasHuTe 6onecTu
(H3b) kako WTO Ce KapamoBacKynapHWTe 6onCTH
(Np. CpUEB yAap X MO30YeH yaap), PakoT, Xpo-
HWUUYHITE PECMMPATOPHK BONeCTn 1 AnjabeTecor,
rnobanHo oTrara HajronemuoT yaen BO MopTa-
nuTeToT: okony 80% of cuTe CMPTHW Citydan. Bo
Egpona 8o 2009 roa., bonectute Ha LUMpPKynaTop-
HMOT CcCTeM Bune NPUUMHUTEN Ha Ckopo 50% of
CUTe CMPTHM Clydyan, CO MOrosema CTanka Kaj Ma-
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XKUTE OTKOJIKY Kaj XeHWTe, a fypw NoToa Clieaen
PaKoT (Heomnna3mu) co 20% o CMPTHUTE CAyYau,
na HafBOPELUHWTE MPUUYUHNTENN 3a NOBPEeaN U
Tpyerba Ha Kov oTnara 8% of BKYMHVOT MOPTaN-
TeT. (C30, 2013a)

[Mpoy4yBaHuTe 3emju Ha JVE (Hema nogatoum 3a
KocoBo) ro cnepat oBoj eBporcku obpased. Linp-
KynaTopHWTe 60NecTu 1 HeonnasmmTe ce Hajrone-
MUTE MPUUUHUTENM 3@ CMPT BO CUTE OCYM 3eMjU.
TpeTaTa Hajronema NprUKHa 3a CMPTHOCT Bapupa
nomery 3emjute, BO byrapmja 1 XpBatcka Toa ce
HafBOPeLHWTe C/lyYan Ha MOBPEeAV U Tpyehe,
unn 6onectT Ha PEeCnMpPaToOPHMOT CUCTEM BO
Byrapuja, LipHa lopa 1 Cpbuja, ce ao bonectn Ha
AUreCTMBHNOT cucTeM Bo Mongasuja v PomaHuja.
Bo cunte ocym 3emju TOBapOT Ha HEMPEHOCNBI-
Te 00MeCcTV Kako GakTop Ha PU3MK NOCTOjaHo ce
3ronemysa.

BucoknoT ToBap Ha H3b e anpeKTHO NoBp3aH co
BMICOKaTa NpeBaseHLa Ha pusmK-GakTopute. TyTy-
HOT, dU3MYKaTa HEAKTVBHOCT, HE3APaBaTa UCXPa-
Ha W LWTeTHaTa yroTpeba Ha ankoxos ro 3ronemy-
Ba PU3MKOT Of] MPean3BUKyBatbe Ha MOroNeMmnoT
6poj H3MMb. 'Kaj nosekeTo rpynu Ha 6onectn Kou
Npeamn3BMKYBaaT BUCOKA CMPTHOCT, MOpbUaNTET
Y MHBaNMAUTET (..), ABaTa MaBHW pPU3UK GaKTopW
KOWM OCTaHyBaaT npuopuTeT Koj Tpeba Aa ce pe-
lWaBa ce: NyllereTo TYTYH 1 WTeTHaTa ynoTpeba
Ha ankoxon. Of eBporcka NepcneKkTBa HUBHKTE
HVBOA Ha NMPEeBaNeHTHOCT OCTaHyBaaT BUCOKM Kaj
CcUTe NoMynauUMoHK rpynn, HacNpoTW CETO 3Ha-
EHe 1 TEXHOMOMMM KO Ce Ha pacnonarake BO
HacoKa Ha cnpaByBatrbe Co oBMe dakTopu! (C30,
20133, cTp. 40-41)

HeepHakBoCTV BO 3apaBjeTo

Bo ofHOC Ha HeeAHaKBOCTUTE BO 3[paBjeTo ¥
HeOBOJHWOT MPUCTan A0 3APaBCTBEHN YCIyri,
GaKTopUTe KaKo LUTO Ce Npuxoaun, obpasoBaHue
¥ PabOTHMOT CTaTyC BMCOKO BAMjaaT BP3 34paB-
CTBEHMOT CTaTyC, MOPTANUTETOT U PU3NK aKTo-
puTe BO 3emjuTe Ha EY (np. Mladovsky v ap., 2009
r). Bo ocymte 3emju Kow ce npeameT Ha Npoy-
uyBatbe, MMaBHWUTE HeeaHAKBOCTM BO MOrMed Ha
3[0paBjeTo Ce MoBP3aHM CO CMpOMaLLTWjaTa, du-
HaHCUCKWTe NpobnemKn, eTHMYKaTa NPUNagHoCT
(Pomun), reorpadcknte npedkn/npuctan (noceb-
HO BO pypaHuTe 0611acTu HO 1 BO HEKOW peruo-
HW) 1 MUrpaLvjaTa.

Q®uHaHcMpate Ha 3APaBCTBEHUOT CUCTEM

BKynHWTe pacxoav 3a 3ApaBCTBOTO 3HAUUTENHO
BapupaaT nomery Huckn 3% op BINM Bo Kocoso
1 5.8% Bo PomaHmja'® no 10,4% Bo Cpbuja mnu
11,4% Bo Penybnuka Monpaswja (B0 ogHOC Ha
npocekoT Ha EY-28 oa 9,6% on B/IN, noaaTtok 3a
2011). OTTamy, ce ynmHu feka Mongaswja HajMHOTY
Tpoww. Cenak, nopaan HWBOTO Ha b[1, BO anco-
NYTHN M3HOCW, BKYMHWTE 3[PaBCTBEHN PacXoam
Mo rnaea Ha »kuTen Bo MonaaBuja ce HajHUCKM
(Hema nopaTok 3a KocoBo), CKopo ABa Natu Mo-
HUCKM OTKOSKY BO MakefoHuja 1 PomaHuja, Tpw
naTv NMoHWCKK of byrapuja, LipHa fopa v Cpbuja
WiV 4eTpKU MNaTv MOHUCKM of XpBaTcka (Koja
TPOLUM HajMHOTY) WTO NpecTaByBa camo 12% of
npocekoT Ha EY-28. OBaa 3HauuTeNHa Pa3HONN-
KOCT Kaj 3paBCTBEHNTE pacxoam ce pednekTmpa
CO Pa3NKK BO OJHOC Ha NpuaobKMBKIMTe 3a Hace-
NEHWETO, LITO BOAM KOH Pa3fvKM BO 3ApaBCTBe-
HWTE MCXOAW.

DUCKATHNOT KOHTEKCT'® e rnaBHMOT ABuMrates
Ha PenaTmMBHO HWCKUTE 3APABCTBEHU PACXOAN,
6uaejkn BO HajMHOTY MPOYyUyBaHUTE 3emju BKym-
HWUTe BRaguHW pacxoam ce noHuckn op 40% of
BAMN cnopeaeHo co npocekoT Ha EY-28 oa 47,9%
o bAMN (ucknydouw ce LipHa fopa 1 Cpbuja; Hema
nopaTtok 3a Kocoo). BropnoT dakTop Ha pena-
TUBHO HUCKMTE 3APABCTBEHM PACXOAM BO Pervo-
HOT e MPUOPUTETOT BMlaauTe fja Ce ycornacaT OKo-
Ny 30PaBCTBEHNOT CeKTop. BnaauHute pacxoam
BO CEKTOPOT 3[]paBCTBO M3HECYBaaT camo 8% of
BKYMHWTE BNaAMHW pacxoan Bo KOcoBo v moman-
Ky of 15% Bo PomaHuja, cnopegeHo co 19-21%
BO byrapuja, XpBatcka, MakenoHuja 1 LipHa fopa
(MpocekoT Ha EY-28), 1 co okony 23% so Cpbuja a
aypuv 29% 8o Monpasuja.

185
DUCKaNHNOT KOHTEKCT ce O[HeCyBa Ha TEKOBHMOT 11 O4e-

KyBaHWOT KamnaluWTeT 3a Tpolerbe Ha Bnadata. [oboratute
3emMj1 0OUYHO NOEGEKTVBHO MM MOOUNM3NPAAT AAHOYHUTE
NpUXOaW CO Lien MOBUCOKM HUBOA Ha jaBHW PacXOAmn Kako
ynen on BN, nofeka noorpaHnYeHNOT dprcKaneH npocTop
Ce NOBP3yBa CO MOHWCKN BNAAVHW PaCXOAW, BKIYUYUTENHO U
3a 3[]PaBCTBOTO.

1% DUCKaNHUOT KOHTEKCT Ce OHECYBa Ha TEKOBHUOT M Oue-
KyBaHWOT KarauuTeT 3a Tpolerbe Ha Bradata. [oboratute
3emMj1 06MYHO NOeGEKTVBHO MM MOOUNM3NPAAT AAHOUYHMTE
NpYXoaW CO Lien MOBUCOKM HUBOA Ha jaBHW PacxXoam Kako
yanen on BN, noaeka noorpaHnyeH1oT drcKaneH npocTop
Ce MOBP3yBa CO MOHWCKN BNAAVHN PAaCXOAW, BKIYUYUTENTHO U
3a 3APaBCTBOTO.
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Bo noeekeTo 3emju ondaTeHu co CTyamjata, Haj-
roNemroT fien of 3APaBCTBEHMTE pacxoam (Kako
coogHoc of BAIM) ce npubupaat jasHo. Cenak
NPWBATHATE WUCMNATU Ha KOPUCHULMUTE 33 jaBHW
ycnyr HagMmuHyBsaat 40% of BKYMHUTE pacxoam
BO Monpaaswja, byrapuja n Kocoso.

Bo uenunoT pervioH Hajronem npeamssuk cemak
OCTaHyBa peanu3rparbeTo YHUBEP3aIHa MoKpu-
EHOCT Ha MapriHanu3npaHnTe CUPOMALLHK Xin-
Tenv, Ha PommnTe, BHATPELWHO paceneHuTe nnua
WAV Anuata MoBPaTHULUM MNpeky MpouecoT Ha
peagMmcija of 3emjute Ha EY. Bo Hekou 3emju
Kako wWTo ce byrapmnja, MakenoHwja, PomaHvja v
Cpbvija, nopaau NOTELWKOTUM CO AAMUHCTPATMB-
HO perynunpate Ha AOKYMEHTW 3a IMYHa NAeHTU-
durKaumja 1 Co Toa perncTpuparbe BO NOCTojHUTE
LWEeMM 33 OCUrYPYBakbe, CUCTEMATCKM Ce ANCKPU-
MUHMPA OHaa, BeKe HajMapruHanvsvpaHara,
pomcka nonynauwja. (np. Zoon, 2001; Figueras
McKee, 2012) [lonroTpajHaTta Hera 1 gomaliHaTa
Hera ce pyHaHcKpPa o poHAoBKTE Ha EY (kako BO
Byrapwuja) nnv og goHaumn (kako Bo PomaHwja) 1
OCTaHyBa Kako NpeanByK Ha Koj ceyLTe He ce oa-
roBapa Ha KOH3VCTeHTEH HaulH BO 3emjuTe onda-
TeHn co cTyamjata. (Genet n ap., pe.., 2012)

Co uen GUHaHC1CKa OapPKAMBOCT NOA NPUTUCOK
Ha QUWCKanHWTe WTeAeHba, MOBEKeTO 3emju ce
obuayBaaT Aa ro npedpnat ToBapOT Of KOMeK-
TMBHO KOH MOEAVHEYHO OUHaHCUparbe, Npeky
OXpabpyBarbe Ha NPUBATHOTO, AOOPOBOHO OCK-
rypyBarbe (Mako MpWBaTHMOT Masap OCTaHyBa
OrpaHuyeH) n/vnmn Npeky 3roneMeHa napTuumna-
LMja vy oabuTOLIM M HamaneHa CTanka 3a ocury-
pyBarbe.

Peannsauumja Ha 3apaBCcTBeHaTa 3alITUTa

Bo nornen Ha ynpaByBaHeTO ¥ OpraHu3viparbe-
TO, BO CUTE 3eMju ondaTeHn co CTyamjata co uc-
Ky4ok Ha KocoBO, 3ApaBCTBeHMTE CUCTEMM Ce
OpraHv3npaHm CornacHo NPUHLIMMOT Ha YHUBEP-
3a/eH NpuUcTan o OCHOBHMUTE 3APAaBCTBEHM YC-
NYr, PAMHOMPABHOCT W CONMAAPHOCT BO OAHOC
Ha OMHAHCMPAFETO Ha 3APaBCTBEHATA 3alITUTA.
30paBCTBEHUTE CUCTEMM BKJyUyBaaT MeLllaBu-
Ha Ha jaBHW W NMPUBATHA MEAULIMHCKA YCTAaHOBM,
KaKO W jaBHM areHumm v GOHAOBW KOW Ce BKITyYe-
HI BO 00e30eayBaH-eTO, PUHAHCUPAHLETO, pery-
NIMPAFLETO M CNPOBEAYBaH-ETO Ha 34PaBCTBEHNUTE
ycnyri. PerynatopHute GyHKLMM Ce LeHTpanm3m-

PaHW NpeKy MUHUCTePCTBATA 3a 3APaBCTBO KOU
Ce 1CTO TaKa 3aA0/KeHn 3a Npubuparke 1 aHa-
N33 Ha NoAaToLmMTe 1 06paboTKa Ha peneBaHTHY
MHOPMALMI KOV MOMaraaT fia ce pa3BujaT nonw-
TUKM 3aCHOBaHW Ha fjoka3n. CKopo cuTe n30paHm
3emj¥i ro MPOMOBMPAAT NPVHLMNOT Ha 3apaBje BO
CWTe NONUTUKI NMPEKY MeryCeKTopcKa copaboTka,
CO WITO MMHUCTEPCTBOTO 3a 3[PaBCTBO € 33/0/1-
EeHO 33 KOOPAVHMPaHe Ha jaBHUTE 3ApaBCTBe-
HW aKTMBHOCTW BO PaMKMUTE Ha CEKTOPOT 1 Haf-
BOP Of] Hero.

CuctemoT Ha obe3benyBarbe 30pacTBEHa 3all-
TWTa € OpraHu3MpaH Ha TPW HMBOA: NPUMAPHO,
CeKyHAapHo v TepuwjapHo.'® W npusatHUTE ©
jaBHWTe AaBaTenn Ha 3[1PaBCTBEHA 3aLUTUTA MOXKE
[a 1MaaT HemocpeaHo CKyYeHn A0roBOpw CO
HaLMOHaNHITE OpraHu 3a 3[PaBCTBEHO OCUTYPY-
Batbe 3a NMpYysKarbe MeANLMHCKN YCyriA, COrnacHo
33A0SKUTENHOTO 3APaBCTBEHO OCUTYPYBaH-E.

PasumoHanm3aumja Ha OONHWYHKTE KanauuTeTu
1 BOBe[yBatbeTO HOBW YMPaBYyBaukW CTPYKTY-
PV BO OONMHMLMTE € Ha pedopmcKaTa areHaa Ha
byrapvja, XpBatcka, Kocoso, Monaasuja 1 Poma-
HWja. [MoBekeTo 0abpPaHY 3emjv MMaaT HacnefeHo
MHOIY KanaumuteTV W 3ApaBCTBEH MepcoHan of
epaTta Ha KOMYHU3MOT. VIHDpacTpyKTypHMOT no-
TeHUWjan e 3HauYUTeNHO HaMaseH, HO BO HeKou
3emjui ce yLITe MMa BMLWOK Ha BONMHWUYKIL KPEBETL.
Bo LiennoT pernoH, 6onHNYKITE YCyrn ce CKOH-
LeHTPWPaHW BO oapefeHn obnactu, nocebHo BoO
noronemuTe 1 rasHuUTe rpagosu. OCBeH ronemu-
Te PasvKM Mo PervoHy, NpPobnemoT NnoTeKHyBa
Ofl HeCoofBeTHaTa CTPYKTYPa Ha OONHMUKM Ka-
naumTeTV Koja He e coobpa3Ha co noTpebuTe Ha
HaceneHWeTo BO OAAeNHN TePUTOPUIN.

1% MPUMAPHMOT CUCTEM Ha 3aLUTUTa € MpeXaTa Ha MaTUyHM
3APaBCTBEHMN YCTaHOBM. JaBHWTE MEAMUMHCKM YCTAaHOBM Ha
CeKyHapHO HMBO Mpy»aaT CreumjanicTnyKa Hera Ha 3aed-
HULaTa 1 ce Aen Off NOKaHWTe jaBHW BnacTu. MeanuUmMHCKIA-
Te YCTaHOBW Ha TepLMjapHO HUBO BKITyUyBaaT Hay4HO-HaC-
TaBHW YCTAHOBM KOV UCTO Taka Mpy»aaT CreumnjanicTiika 1
BMCOKO CreLjanu3vpaHa MeauLMHCKa 3aliTiTa 3a Lienoto
HaceneHue. [lononHUTENHO Ha OBa NMOCTOjaT APy Napanen-
HU 30PABCTBEHW YCIYr KOW TV HYAAT MEAVNLIMHCKIM YCTaHOBM
KOV MpvNaraaT Ha ApyruTe H1MBOA Ha yrpaByBakbe, GVHAHCK-
PaHV Off APXKaBHUOT ByLIET NpeKy PeCOPHIUTE MAHUCTEPCTBA
HO 1 Bp3 6a3a Ha CKiyuYeHr JOroBOpK CO HaUMOHAHNUTE Op-
raHu 3a 30PaBCTBEHO OCUIYPYBakbe.
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Bo MoBeKeTo 3emju Kom ce npeameT Ha npoyuy-
Barbe, dapmaLleBTCkaTa A0baByBauka Mpexa e
CKOPO LIeNOCHO NprBaTtusmMpana. Vima nperonema
MOHy[a Ha NeKoBW BO ypbaHuTe MecTa, Aofeka
BO pypasHMTe MeCTa HUBHMOT HeJOCTUM CeyLLITe
npeTCcTaByBa Npobrem nako coctojbata noctene-
HO ce Nofobpyaa.

Cnopepn eBPOMNCKMOT MHAEKC Ha 30paBCTBEHOT
cuctem (Euro Health Consumer Index) 3a 2013
ron. notpebHo e cute 3emju of JVE aa rv nogo-
OpaT nepdopmMaHcKTe Ha CBOWUTE 3APABCTBEHN
CUCTEMM BO CUTe 3acerHatv obnactu: npasa Ha
nauyeHTuTe 1 MHGOPMaLIMKM, AOCTANHOCT (Bpeme
Ha YeKakbe 3a TPETMaH), UCXOAN, ondaT 1 cTeneH
Ha obe3beaeHn ycnyrv, NPeBeHLMja, Kako U Ko-
PUCTEHE Ha NEKAPCTBA.

MNepdopmaHcn Ha cuctemnte Ha jaBHO
3ApaBCTBO BO 3emjute Ha JUE

JJOMMHAHTHMOT CTaB BO OAHOC Ha nepdopmaH-
CITe Ha 3APaBCTBEHWTE CUCTEMM BO PETMOHOT Ha
JVE e noBeke npaluak-e Ha KOHTPOBEP3MK NoMery
3ApaBCTBeHMTE Npodecun. Hajnpeo, AOMMHAHTK-
OT CTaB LUMPOKO Bapu1pa oA eaHa 3emja Ao apyra.
Bo XpBatcka 1 LipHa fopa noBeKkeTo 3apaBCTBEHN
PAOOTHULIM OBVYHO CMEeTaaT Aeka HaUWOoHaNHKTe
3APaBCTBEHM CUCTEMM [OOPO GYHKLIMOHUPaAT oA
rnefHa TOYKa Ha AOCTaMHOCT, PAcMoNOXANBOCT
W KBANUTET Ha YCyruTe 1 HaCceneHueTo UM BEpY-
Ba. CNpOTMBHO Ha Toa, BO Kocoso, Monaasuja v
PomaHuja 30paBCTBEHMTE PAOOTHULM Ce CKOPO
€[1HaKBO MOAENEHN BO OAHOC Ha NO3UTUBHUTE W
HeraTMBHUTE OLIEHKN.

[ToHaTamy, BO LIeNMOT PErvIOH 30paBCTBEHTE pa-
HOTHULIM Of PyPaHUTE MeCTa 0OUYHO MMaaT No-
HUCKK OLIEHKM 3a nepdopmMaHcuTe Ha CUCTEMOT
BO cnopefaba co ypbaHute mecta. OBa MUCEHE
Ce 0pa3yBa Ha PacyYeKopOT Nomery rpaackmnte 1
CeNCKUTE CPEANHW, KOJ € HajBMANB BO CTaTUCTW-
KaTta 1 MHOMKaToOpWTE 3a 30PaBCTBEHNOT CTaTyC 1
[1aBarb-eTO 3[1paBCTBEHa Hera.

TpeTo, QYHKUMOHMPAHEeTO Ha 3ApaBCTBEHMTE
cucTeMn BO pernoHoT Ha JUE e 3HaumtenHo no-
HWCKO BO OAHOC Ha oApeaeHu rpynu 3abosy-
Batba, KaKo LLUTO e pakoT, Ha npumep.

YeTBPTO, NpOLIEHKaTa 3aBUCKU Of NPOPUNOT Ha
eBanyatopor. OTTamy, OpraHvsauumte Ha na-

LMeHTN 0BWUYHO ce MHOrY KpuThuuHK, HBO-Ta ce
[OCTa HeyTpanHu (M1 CKOpo eHaKBO NOAeNeHM
nomery nO3UTUBHO W HEraTMBHO MUC/IERE), AO-
JeKa AOKTOpUTe CreumjanicTvt U NPeTCTaBHULM-
Te Ha PAaKOBOAHMTE CTPYKTYPU (Of pervoHanHmTe
1 HaUMOHaNHWTEe OpraHn Ha jJaBHOTO 34PaBCTBO)
Ce Hajno3nTVBHM Kora ce olieHyBa QyHKLMOHK-
paHeTo Ha cnctemMoT. OBOj pacueKkop nomery op-
raHM3aUMmTe Ha NaUMEHTU N NPETCTaBHULUTE Ha
CUCTEMOT € M3Pa3NTO aKLEHTMPAH Kora MMa Cily-
Yaum Ha TepMMHaNHK 3abonyBakba (Kako WTo e pa-
KoT). OpraHm3aummnTe Ha NauWeHTV HajMHOry ce
GOKyCHpaaT Ha ‘'oYajHUTe Clydan’: CPOMALLHHTE,
PomuTe, Unn Opyrute paHvBK KaTeropum Ha Kow
UM Tpeba NoMOLL 1 NoAAPLLIKA Aa NPVCTanaT KoH
COO[BETHNTE 30PaBCTBEHM yCyr. HacnpoTn Toa,
NPeTCTaBHMLMTE Ha CUCTEMOT CakaaT Aa ce GoKy-
CMpPaaT Ha yCnewHuTe NPUKasHY, Ha 34paBCTBe-
HUTe NPOodeCcM KoM MakoTPMHO Ce BIOXYyBaT 3a
06e30eyBarbe Ha KBAITETHM YCIyr HACMpPOTK
OpaHWYyBarbaTa Off CEKaKoB TUM N Ha HUBHWTE
Hanopw fia Ce CO30aAaT HajOCHOBHW YCNOBM BO
cocTojba Ha 3HauUMTENHW PE30BM 1 OyLIETCKN He-
AOCTaTOLM.

PewsaBame Ha neTTe HaBeAeHU 3ApaBCTBe-
HU npo6nemu Bo pernoHoT Ha JUE

LivpkynatopHute  3abonyBarba  (BKIYUMTENHO
MUOKapAeH MHOAPKT M MO30YHM yaapn) n He-
onnasmuTe (PakoT) Ce MMaBHM NPUYMHKUTENN 33
CMPTHOCT BO ondateHnTe 3emju Ha JME. CTankaTa
Ha CMPTHOCT CTaHapAM3vpaHa cnopep Bo3pacT
BO OAHOC Ha MHGAPKTOT Ha MMKApAOT Oenexu
onarakke BO NocnefHuTe rofnHi, HO Cenak ocTa-
HyBa MOBMCOKa BO OAHOC Ha €BPOMCKMOT NPOCeK
BO XpBaTCKa, PoMaHMja a nocebHo Bo Monfasuja.
CMpTHOCTa 0ff LepebpoBacKkynpHuTe 3abony-
Batba Genexu naf Bo NnocnefHvTe rogmHu, cenak
OCTaHyBa MOBKCOKa OTKOJIKY €BPOMCKMOT Mpocek
BO C1Te OCYM 3aCerHaTh 3emju.

Bo neprogot og 1990 go 2010 rog,, cinydaute Ha
PaK 3HauWUTeNHO MopacHane BO CuUTe oabpaHu
3emj/ 33 KoM MMa AOCTanHW noaaTtoum (nogatoum
Ha C30). [MocTojaT ronemm BapwjaLmm BO CTankata
Ha pak BO 3emjute Ha JVE, 1 Kaj MaxunTe 1 Kaj xe-
HuTe. ClyyanTe Ha pak Cce MOBUCOKK OTKOSIKY BO
NpOCeKOT Ha EY-27 Bo XpBaTcKa Kaj MmaxuTe (462
Ha 100.000 xuTenn) n Bo Cpbuja (nopatouute
Ce ofiHecyBaarT 1 3a KocoBo) Kaj »eHuTe (330 Ha
100.000 >xutenu). pyrnte wect 3emju benexxat



190

The Performance of Public Health-care Systems in South-East Europe

NOMasIKy Cilyydar Ha pak Kaj Maxkute v Kaj »eHu-
Te, CO HAJHWUCKM CTanku pernctpmpany so Mon-
Aasuja (323 3a Maxku 1 229 3a keHu Ha 100.000
xutenn). Cenak, CMpTHOCTa Off pak € eAHaKBa
VN NOBMCOKa BO crnopefba co EY-27 npocekoT
BO C1Te ondaTeHu 3emju.

CrankuTe Ha CMPTHOCT NopPaan NOBpPean benexun
naf BO V3MMHaTVBE FOAWHK, HO OCTaHyBa MOBU-
COKa 0f MpocekoT Ha EY-28 Bo Xpeatcka, Poma-
HWja a nocebHo Bo Monpgaswja. Bo 3emjuTte 3a kou
MMa PaCcnonoXNMBK MOJATOUM, TpUTE [NaBHM
NpUUMHKM 33 daTanHM NoBpean ce camoybuc-
Ba, COOOpaKajHW Hecpekn v nagosu. CMpPTHOCTa
npeamn3BrKaHa of AvjabeTec e efHakBa UnW no-
BMCOKa OTKOJIKY MPOCEKOT Ha EY-28 BO noseke-
TO ondaTeHn 3emjy, CO UCKIyYOK Ha PomaHuja 1
Monpasuja. HajBncokata CTanka Ha CMPTHOCT
npeamn3BrKaHa of AnjabeTec e HoTMpaHa Bo Ma-
KefloHWja, a HajH1ckaTa BO PomaHuja.

JoMallHN MHCTUTYLUMOHANIHN MepKN 1 no-
NUTUKM 33 PeLLiaBakbe Ha cuTe neT 3abosyBarba
Ce BOCMOCTaBEHW CKOPO BO cuTe 3emju. INocTo-
erbeTO Ha MPOTOKOM 1 BOAWYM 3a CNPaByBatbe
Co bonecTuTe, HaUMOoHaH1 NPorpaMn v CTpa-
TErMM OAAENHO MO 3emja 1 3abonyBarbe ce aane-
HI1 BO TabenaTa nogosy co oabenexan X' 3Hak.

[LITo ce opHecyBa 0 LMpKyNaTopHWTe 3a00s1y-
Barba (MHOAPKT Ha MMOKAPA WU MO30UYHW yaapw),
BOCTaBeHM Ce MPOTOKOMM ¥ BOAMYM 3a YNpaBy-
Bakbe CO BONECTa, HALMOHANHM NPOrpamu U/ nnm
HauMoHanHM cTpaternmn Bo Kocoso, MakeoHwja,
LipHa lopa, Pomanuja 1 Cpbuja. Bo Penybnvka
Monpasuja ceywTe He MOCTOjaT KOXEPEHTHU
OUHAHCKCKN OPXKAVBI MOAUTUKIA 33 MpeBeH-
Uuja, AeTeKTUparbe, AnjarHo3a 1 TPeTMaH Ha Mu-
OKapAHWOT nHGapKT 1 of 2002 roa. Monaasuja
HemMa YCBOEHO MM MMMIEMEHTMPAHO HaLoHan-
HW NPOrpamu 3a KOHTPOMA Ha KapamoBacKynap-
HITe 3a060NyBatba.

br XP

MwnokapaeH nHpapKT
Mos3soueH ypap

Pak

MoBpean

Dujabetec

PKC

Bo byrapuja, XpBatcka, Makenorvja, Mongasuja,
PomaHuja 1 Cpbuja nocTojaT HaumoHanHu Peruc-
TPW 3a pak a Bo LipHa [opa nctroT e Bo 13paboT-
Ka. CaMo BO Aien of OBVIE 3eMj1 OBME PErUCTPU Ce
UHTErpupaH/ BO NOLWNPOKM OHKOMOLLKIA NPOrpa-
mu. Cenak, cute 3emju, (CO MCKITyYOK Ha KOCoBO)
MMaaT YCBOEHO CTpaTelkn AOKYMEHTM 1 3aKOH-
CKM aKTW 33 KOHTPOMa Ha 3n10ynoTpebata Ha Ty-
TYH, afIKOXON ¥ Apora Kako 1 3a 6e36eAHOCT Ha
XpaHaTa (3a perynunparse Ha MakCMManHmuTe Konn-
UMHW Ha LLeKeP, CON, 3aCUTEHM MACTV 1 PA3NYHI
aMTVBIM BO MHAYCTPUCKM NPOM3BEeHaTa XpaHa,
Kako 1 3a MOMPELM3HO eTUKETUPArbe Ha COCTa-
BOT Ha XpaHaTa), WTO e Ba)KHO 3a CrnpeyyBatbe
Ha KapuMHOMM W Ynja edUHCTBEHA LieN e Hama-
NyBakbe Ha MOPOUAUTETOT U MOPTANIUTETOT KaKo
PE3yNTaT Ha Pa3oPHOTO BIMjaHME Ha PU3MYHOTO
ofHecyBarbe. JaBHWTE WHGOPMaLMK, MNpeBeH-
umjaTa 1 paHaTa AeTekumja cenak ce HeoBOHO
Pa3B1EHN BO PEMMOHOT.

Bo cuTe 3emju OLrOBOPHOCTa 3a CrpedyBarbe Ha
noBpeauTe e pacnpefeneHa Ha pasinyHn Cek-
TOPW, BO 3aBMCHOCT Off OMKPYXKYBareTO BO KOe
Ce jaByBaaT W Off OKOMIHOCTWTe (AOMa, Ha PaboTa,
NPV Pa3oHOMa W CMOPTCKN aKTUBHOCTW, Ha Ma-
TVWTaTa UTH.). Bo npoyuyBaHwTe 3emjv, BlaguTe
yCBOWse CTpaTerim 3a XPOHUYHM He3apasHmn 60-
NecTu, Ko ja NOKpKWBaaT obnacTa Ha NoBpeawTe
MOpPaAM BaxHOCTa Koja MoBpeauTe ja MmaaTt 3a
HaLMoHanH1Te natonorn. JononHUTenHo, cute
3emMj1 MMaaT pa3paboTeHO HalWOHanHW cTpaTe-
AV 1 NercnaTiga 3a 6e36eHOCT Ha naTuwTaTa
W/vnu 3a NpeseHuUKja Ha 3n10ynoTpebaTa Ha Apo-
ra, BKIYYUTENHO afIKOXOS U TYTYH, LWITO Bivjae
Ha pu3nK-GakTopKTe 3a norosnem H6poj ciydaum u
NpeBaNeHTHOCT Ha nospeaute. Cenak, BO MHOTY
3emMj OHa WTO 3a0CTaHyBa e CrpoBefdyBarbe Ha
3aKoHuTe.

HaLLI/IOHaJ'IHM perncTpn mnn nporpamMmn 3a nda

Co nmjabetec noctojaT BO MakenoHuja, XpBat-
CKa, Monpasuja, PomaHuja 1 Cpbuja. Bo LipHa

MK mA ur PO CPB

X [ X | X X | X
X [ X | X X | X
X X [ X X | X
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[opa cera ke ce dopmmpa HauroHanHa Kommcuja
3a AujabeTec 3a40/mKeHa 3a MMMAemeHTaumja Ha
MepKkuTe fedrnHmMpaHy co HalmoHanHata ctpate-
rvja 3a 30paBCTBEHA 3alITUTA Ha vLaTa co avja-
betec.

MaBHM NpeyKm 3a JOCTANHOCT A0 HajcoBpe-
MeHU TpeTMaH! BO jaBHOTO 3APaBCTBO

[ocTojaT YeTpn acnexkTr of CMCTEMOT Ha 34PaB-
CTBEHa 3alWTUTa HaBEAEHW Kako MMaBHW Mpeykn
33 JOCTanHOCT A0 HajCOBPEMEHN TPeTMaHu, 3a
CvTe oabpaHK 3apaBcTBeHN Npobnemu, BO cuTe
3emju:

(1) HepoBonHo 3Haerbe M UHGOPMALIN U
HEAOBOMEM CTEeMeH Ha MPEeBEeHTUBHO
OflHECYBak-e Kora CTaHyBa 360p 3a 3apa-
BjETO.

JlomalHWTe CTyaMu M3BECTYBaaT 3a MPWIMYHO
YeCcTo NPUCYCTBO Ha PU3KK GaKTopK 3a M1MOKap-
AeH VHOAPKT, MO304eH yaap, pak unu aujadetec.
Mopaan HUCKUTE HMBOA Ha PACNONOXAMBIA UH-
bopmaLm, MHOTY MaUMeHT He v Mperno3HaBaar
HUBHWUTE CUMIPOMK HaBpemeHo. OTTamy, MHOTY
nauUWeHT OCTaHyBaaT HeAMjarHOCTULMPaHK A0
CNy4yBarbe Ha OApeAeHa CUTyalumja Koja UM ro
3arpo3yBa KMBOTOT (MMOKapAEH MHGAPKT, MO30-
ueH yaap) uim o Gasa Kora bonecTa HanpeaHana
CO KOMMMKLMM (pak, AvjabeTec), Kora MOXKHOCTa
3a Npy»arbe COOABETEH MeANLIMHCKN TPETMaH He
AaBa NO3UTVBHN PE3yNTaTL.

(2) HemarbeTo AOKTOPU WY MegNLMHCKM
YCNYT BO HEKOW 06nacTu

PypanHute 1 oaaaneveHmte obnacti (Kako LTo
Ce OCTpOBMTE BO XpBAaTCKa WM MAAHUHCKWTE
cena Bo KocoBo v PomaHuja) Bo cute 3emju bea
NOCOYEHM Kako claba Touka BO norned Ha Aoc-
TANHOCTA Ha OCHOBHW MEAULIMHCKK YCnyru. Bo
OBMe 00nacTVi UCTO Taka HefoCTacyBaaT JieKo-
BM MW NoHanpeaHu nekapctea. Cenak, cnabata
AOCTANHOCT [0 NIeKapCTBa MHOTY MOMasKy Ce Mo-
COUyBa KaKo NpeuyKa 3a JOCTarnHoCT.

(3) HekBanuTeTHW MnK HeedUKaCcHK Meaw-
LMHCKL CRy61, NOCebHO MOBP3aHu Co
(a) LONrOTO BpEMe Ha YeKarbe 1 (0) Hepo-
BOJIHO OMPEMEHNUTE KNUHWUKI/OONHNLM

Vlako noegunHeyHWTe CBEAOLIM UMAaT TeHAEHLM]a
Aa ce GoKycMpaaT Ha HeCOO[BETHOTO BpeMe 3a
Uekarbe 3a PasNNYHK YCIyrv of 3[paBCTBEHaTa
3aliTWTa, NocebHO 3a npernern Kaj ChewLujanicT,
VICKYCHUTE HabsbyayBauM 0OMUHO ja HaBeyBaaT
HeOBOMHATA /UK 3acTapeHa paboTHa onpema.

4) CneuwjanucTuky yciyrv ce AocCTanHm
caMo BO ofpefeHV obnactv, Aofeka
YPreHTHU MeaULIMHCKM YCIyrv He ce fo-
BOJIHO Pa3BUEHM BO MET Of] OCYMTE 3emju

HenoBONHMOT NpucTan Ao cneunjanucTnyky yc-
nyrn Gele CNoOMEHaT Kako Npeyka BO OAHOC Ha
TPV 30PaBCTBEHWN YCI0BM: MHQAPKT Ha MMOKap-
A0T, MO30YHW YAAPW, 1 PaK.

OBvie Npeyky ja nocodysaaT notpebaTta 3a no-
A00PO GUHAHCMPAHbE Ha 3[PaBCTBEHMOT CUCTEM:
3a noBeke MeAMLIMHCKI NepcoHan, 3a NpoLIMpy-
Batbe Ha MOCTOjHATa MPEXa Ha jaBHW YCTaHOBM,
3a nojobpa onpema 1 3a nogobpa reorpadcka
NOKPVEHOCT Ha CrneunjanvsvpaHnTe MeauuUmH-
CKN TRy,

Tabena 1. MNpeukr 3a AOCTANHOCT A0 HajcoBpe-
MEHM TPeTMaH1 BO jaBHOTO 3[paBCTBO Criopeq
3APaBCTBEH NPOOAEM 1 UCTIUTAHKK

Vicnutanunuwm: NC — noeanHeynHn ceegoum 1 VIH —
UCKYCHI HabsbyyBaun

Ha Tabenata e npeTcTaBeH OPOjOT Ha 3eMj1 BO KOU
[AIEeHNOT acnekT belle CoMEeHaT Kako NpeyKa 3a
AOCTANHOCT BO O[JHOC Ha KOHKPETEH 3APaBCTBEH
npoobnem.
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MwokapaeH MoBpe- [Awuja6e-
nHdapkKr Yaap e an Tec
Mpeukn Ha gocTanHoCT nc MH nc mH nC mMH nNC wWH nNC WH
3af0LUHEeT NPB KOHTAKT CO JOKTOP 3 4 6 5 3 1

HepoBonHO 3Haere 1 HUBO Ha UHGOPMaLIK

Kaj HaceneHuneTo. HaBrKuM noBp3aHu co 7 7 4 8 3 8 8
NPEBEHTVBHOTO 3[paBje ce HeBOOOMYaeH!
JIOKTOP MM MeJULIMHCKI YCIYTn He ce
[I0CTarnHM BO Hekou obnactu

CneupnjanncTnyKm ycnyru ce focTanHm camo Bo
ofpeaeHn obnacTu

CneumnjanncTnykm ycnyri ce JOCTanHu rnaBHO
BO NPVBaTHY G0MHNLW/KIIMHWKA UK BO 1 1
CTPaHCTBO

EnvHuun/ycnyru 3a pexabunvtauuja He ce
[OCTanHW/[oBOMHM BO OfpefeHn obnactu
AnTeKunTe He ce OCTaNHV BO ofjpeAeHu
obnacTu

YpreHTHWTE yCyrn He ce oCTanHu BO
oApeneHy 061acTn UM He ce JOBOTHO 1 5 2 5 1 2
pa3BueHn

YcnyruTe 3a NpeBo3 ce HefoPa3BrEHN U
npeckanu

OppaneyeHocTa of AoMa 0 60nHULA/KINHMKa
e nperonema v/unv npeckana

BpemeTo Ha yeKatbe 3a Nprem Kaj creunjannct

4 4 4 2 4 5 1 2 6 3
e npefonro
BpemeTo Ha uekate 3a TpeTMaH Unn nekapcTsa
e npeponro 2 1 1 1 2 4 1 2 1
BpemeTo Ha ueKkame 3a pexabunutauuja e 1 ) ) ) ) 3
npegonro
HepnoBonHa KOMMNETEHTHUCT Ha CPeAHNOT By
MeAULNHCKM NepcoHan
HenoBoneH nHTepec nnm HenpodpecnoHanHOCT 1 2 1 ) ) 4 )
Ha JOKTOPOT UV MeANLMHCKNOT NepoHarn
[NCKPMMMHNPAYKO 1M HECOOABETHO 1
OfHecyBatbe Ha MeAULIMHCKOT NepcoHarn
HepoBepba KOH AOKTOPWTE 1 OCTaHATUOT 1 ) 1 3 4 1 1 )
MeAVLMHCKN NepcoHan
HepoBonHa XymMaHOCT Ha MepcoHanoT 2 3 2 6 3
Hemame cpefcTBa 3a nnakame Ha fJoKTopUTe 1 1 1 1 2
Hemate cpefcTBa 3a NoTpebHMTE TECTOBU 4 2 2 2 1
Hemame cpefcTBa 3a NpMBaTHU UCNNATK Ha 1 4 4 3 5 ) 1 )
KopucHuumTe
Hu3ok kBanuTeT 1 eGeKTUBHOCT Ha 5 4 4 5 3 ) 4 6 3 5
MeaULMHCKUTE YCryrn
Ckanu nekapcrea 6 2 2 1 3 2 2 3 1

HepoBonHa onpemMeHOCT Ha jaBHUTE KIVHUKN/

6onHUUM

HepoBonHa AOCTANHOCT U KOHTUHYUTET Ha ) 4 1 1 5 3

HeraTa

Hegocmr.Ha crneunjanvcTyi Bo ogpeaeHu 1 5 5 5
cyncnewumjanHocTy

Hu30K KanauuTeT Ha KNUHKKUTE/6oNHULUTE 2

[ipyro, Be monme HaBefeTe 1
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Moparouwm: FES (2012-2013) llepghopmarcu Ha jasHuom cucmem Ha 30pascmeeHa 3awimuma. 3abeneuwkun: HejoBonHa xymaHocT

Ha NepCoHanoT: NowW TpeTMaH, 6e3 pecnekT, 6e3 AaBarbe ObjacHyBatba 3a 6oNecTa 1 TPETMAHOT. H1CKa epeKTUBHOCT Ha yCyri-

Te: HeCOOABETHO BpeMe Ha YeKakbe, BpemMeTpaete U HeMnpeLr3Hn J'Ia60paTOpI/ICKI/I TeCToBW, Nnoula pa6OTHa onpemMa, HeyncTn 1

HeypeaHn 60ﬂHI/ILLI/I/I<J'II/IHI/IKI/I. HepoBonHa 4ONCTaNHOCT U KOHTUHYWTET Ha HeraTa: HeCOOABETEH 6pOJ CTONYMHba BO YeKalHNTe,

NOCTAMNHOCT Ha CakaHWTe YCyri BO CEKoe Bpeme, 6poj Ha NepcoHarn 3a peanusaunja Ha NoTpebHIUTe 3aaum Npu Cekoja noceTa.

[pyro: coLmo-eKoHOMCKM GaKTOPU KaKo HMCKa 3APaBCTBEHA KYNTYPa 1 HE3a0BOMUTENHN YCNIOBM 33 KMBOT. KpaTeHKM 3a 3emjuTe:
BI - Byrapuja, XP - Xpsatcka, PKC - Kocoso, MK - MakegoHuja, M - Mongaswja, LI — LipHa fopa, PO — Pomaruja, CPE - Cpbuja.

4.6.2 WecT rmaBHu o6nactu 3a pepopmu Bo
NOJINTUKUTE

HaarpaayBajku rn pesyntatnte Of UCTpaxyBarbe-
TO MOeE [1a Ce MOCOoYaT LWEeCT MaBHM 0bnacT 3a
pedopmmM BO NONUTUKMTE CO Len nofobpysare
Ha NepdOPMaHCUTE Ha jaBHMOT CUCTEM Ha 3APaB-
CTBEHa 3alWTnTa.

MoTpe6aTa nogo6po aa ce gedpnHMpaar n
eBaJlynpaat TpoLlouuTe Ha NaKeTuTe 3a
ocurypeHuyute

Bo cuTe ocym 3emjy, COrfacHo HaLMOHANIHOTO
3aKOHOAABCTBO, Ce HyaaT ceondaTHW MakeT Ha
3APaBCTBEHM yCyru. [MaBHUOT npobnem e Toa
WTO HWedeH of npoydyBaHWUTe 3ApPaBCTBEHM
CUCTEMM HEMaA KamauwmTeT CO Koj bu ce ocurypa-
N0 YHMBEP3anHO obe3benyBarbe Ha T1e YCyru.
OtTtamy, noctou noTpeba of NopeanHu naketu
Ha ycnyrute. ‘(...) deuHUparemo Ha NopeanHu
nakemu 3a KopucHuyume ke buae KnyyHata cTpa-
Ternja 3a OCUrypyBarse Ha GUHAHCICKA OAPKIIN-
BOCT. 3anox0aTa 3a QUHaHCKPaHE Ha yHMBEP3an-
Ha MOKPMEHOCT U Ha LENOCHO CeondaTHM NakeTu
33 OCUTypeHMLMTe e HepeanHa 1 HeOdPXMBA BO
MHOTY Of] 3emjuTe Off PErVIOHOT. M noKpaj nonn-
TUUKKTE W TEXHUUKWUTE MOTELKOTUM U 3anoxom
OKOJly e[]HaKBOCTa, 3emjuTe MOXebu ke Tpeba aa
ce onpefenar NoOeKCMLMTHO Aa M1 AeduHUpa-
aT NoorpaHnYeHnTe Npaea Cco Lien Aa ce ocurypa
AEKa jaBHWUTE MPUXOAM Ke B1AaT HAaCOYEHM KOH
HajUCNNATANBUTE UHTEPBEHLMM 1 HajcMpOMalLL-
HWTe CErMEHTM Of] ONWTECTBOTO M KOH 3aLlTuTa Ha
jaBHOTO 3apaBcTBo. (Figueras 1 ap., 2004, cTp.15)

MoTpe6ara 3a 3ajakHaTV NPEBEHTUBHU
ycnyrv

Bo nosekeTo 3emji NocTojaT NPEBEHTVBHI NPO-
rpamu UAM NOeaVHY NPEBEHTVIBHM aKTUBHOCTY
HO pe3yNnTaTuTe He yCneane fa rv 3a4oBonar not-

pebute Ha HaceneHveTo, oTTamy notpebaTta 3a
JOMOMHUTENHN MPEBEHTUBHM aKTUBHOCTY. YYecT-
BOTO Ha MaTWyHWTE NeKapu W Cheumjanuctute
BO MPEBEHTMBATA BO MOBEKETO Clyyan MoyHyBa
Aypvi BO hasata Ha NponuilyBake TpeTMmaH, 6e3
VHTEPEC 3a 3HaetbaTa Ha NaLMEHTOT.

C1CTeMOT Ha Hera BO 3aefjH1UATa NpeKy naTpo-
HaXKHW MeaMLUMHCKM TUMOBM, KOW Ce CMeTaaT 3a
MHOTY KOPWCHW BO 3[PaBCTBOTO, CeylUTe He ce
KOPWCTI BO NMOBEKETO 3emju. M noKpaj Hanopwute
33 Pa3BMBaHbe Ha NPUMapHaTa Hera, AOCTanHOCTa
[O COOABETHa M LieNoCHa 30paBCTBEHA 3alUTU-
Ta BO 33aeAHMLaTa OCTaHyBa Kako Mpeam3BuMK 3a
ofpefeHN cermeHT Ha nonynauyujata (rpynu co
NOHWCKM MPVIMakba, XXUTENN Ha PypanHi obnactu
1 Manu rpafosw, Pomute, UTH.).

Pa3BojoT Ha NpeBeHTVBHUTE YCIyr BO PETVIOHOT
e ywTe nonotpebeH co ornef Ha BUCOKOTO HMBO
Ha MOPTaNWTET KOj MOXe Aa ce n3berHe, umm ob-
pacuy 6apaat 3acvneHy NMOANTYKA U HUBHA M-
nnemeHTauMja (NOCebHO Kaj »KeHuTe) 0cobeHo
Kora cTaHyBa 360p 3a pa3paboTyBatbe Ha Nonw-
TUKIM NMOBP3aHN CO TYTYHOT 1 ankoxonoT. OTTamy,
MOXe Aa Ce MOCTUIHe 3HaUYMTENEH HaNPEeAoK Kaj
HamasyBarbeTO Ha CMPTHOCTA BO OBWE 3emju Npe-
Ky HacouyBah-e Ha 34paBcTBeHMTe yciyru. [og
HacoyyBatbe nofpasbrpame He camo nogobpo
GUHAHCMParbe Ha 3APABCTBEHWOT CUCTEM TYKY
VI MOAEPHW3VIPatbe 1 jaKHEHE Ha KBANWTETOT Ha
30PaBCTBEHWTE YCAYTH.

MoTtpe6ara o ycnyru Bo nannjaTmeBHa,
pexabunutayucka u 4ONroTpajHa Hera

[NanvjaTmBHaTa, pexabunmTalmckaTta 1 4onroTpaj-
HaTa Hera He ce JOBOJIHO Pa3BUEHW KaKo e/TOBK
Of CUCTEMOT Ha 3[paBCTBEHA 3alUTUTa BO Peruo-
HOT. HajronemuoT aen og AONroTpajHaTta Hera ce
[laBa BO CEMEJCTBOTO W AOCTaNHW Ce OfpeAeHu
CpeACTBa 3a AaBaTenuTe Ha HedopManHa Hera.
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MoTpe6ara 3a nogo6peHo prHaHCMpakbe Ha
jJaBHMOT cUCTeM Ha 3ApaBCTBEHa 3alUTUTa

JaBHUTE CnCTeMy Ha 30paBCTBEHA 3alUTWTa Ce
HEAOBOMHO (QUHAHCMPAHK, HajMHOTY Kako pe-
3ynTaT Ha ducKanHuTe Wwreaeka. Cenak, bapem
BO oApeneHV 3emji OBa HeAOBOMHO QUHAHCK-
parbe e pesyntaT Ha HeAOBONHWUOT NMpUopUTET
KOj BNaawTe ro 1aBaaT Ha 34PaBCTBEHNOT CEKTOP.
OTTamy, nonuTnykaTa Bofja e rnaeeH GakTop 3a
noAobpysatbe Ha NepdopmaHcKTe Ha chcTemmTe
Ha 34paBCTBEHA 3alWTKTa.

Crynunjata nokaxkyBa feka GUHAHCKPareTo Tpe-
6a f1a Ce 3ajakHe HO 1 NOA0OPO [1a Ce HAaCoUM KOH
KarnuTanHW MHBECTUUMI BO OMpema W TeXHONO-
rvja. KanutanHute VHBECTULUMN BO MPYXKaHeTo
CeKkyH[apHa v TepumjapHa Hera ce pasfvkysaat
Of 3emja [0 3emja, HO reHepanHo Ce MOHWUCKM
CNopefeHo CO MHBECTULMWTE BO MpPYMapHaTta
Hera. Kako reHepanHo npasuio, BUCOKO-TEXHO-
NIolWKaTa ornpema e JOoCTarnHa caMo BO Morone-
MUTE UEHTPW, AodeKa CeKojaHeBHO noTpebHaTta
MeOVUMHCKA OnpemMa Off MOHWUCKa TeXHOMOoruja
VN HeaoCTUra UK e 3actapeHa BO MHOry ob-
nacTy, NocebHO BO MoManuTe MeaUUMHCKM yCTa-
HOBW. VIHpOpMaLMCKaTa TexHONOMja ce pas3BrBa
HO € pacnoeHa 1 HeKOOPAVHVPaHa BO MOBEKETO
ondateHu 3emju.

Motpe6ata 3a epuKacHa KagpoBa NOANTNKA
BO 34PaBCTBOTO

Bo ckopo cunte NpoyudyBaH 3emjyi PaCMoNoXIIv-
BOCTa Ha CMTe BWOOBM Ha MeAVLUMWHCKM paboT-
HULW e faneky nof eBPONCKMOT Npocek. [NnanHwm-
ParbETO Ha YOBEYKM Pecypcy CTaHa npuiopuTeT
BO M3MMHATWTE rOAMHW, NOCeOHO Kora CTaHysa
300p 33 MacoBHa MMrpauMja 1 HanywTake Ha
MeauumMHckMTe npodecun. MHory fokTopw u
MeOVUHCKN CeCTPW ja Hanywtuie MeauumHara,
a YecTo 1 3emjaTa, BO NoTpara no nogobpa nna-
T3, PabOTHM YCNOBM M/WnW COUMjanHO NpU3Ha-
Barbe. MobvnHOCTa Ha 3paBcTBeHUTE PabOTHM-
UM 3arpuyBa, nocebHo buaejkv BakBMOT OANMB
€ HajnpuCyTeH BO PErVOHUTE KOM EKOHOMCKM
CTOjaT HajIoWo.

Cenak, NpobnemoT Ha HeAOCTUr He e MOBpP3aH
Camo CO anconyTHMOT OPOj Ha IOKTOPK TYKY ¥ CO
HUBHMOT Npodwn. Bo nocrpomaLlH1Te pypanHu
006/1aCTN 3aM1HYBAFHETO CaMO Ha MasKy AOKTOPU

CneumjanmcTi MoXe a NpeavsBrKka 3HaunTeneH
edeKT BP3 AaBarbeTo U KBAIUTETOT Ha yCayruTe.
Co ornef Ha Toa WTOo cemejHaTa MenUmrHa e eHa
0f1 HajbapaHuTe CrneuwmjanHoOCTV BO HEKOW 3emju
Ha EY, HajBepojaTHO e AeKa HeelJHaKBOCTITE BO
nornef Ha AOCTanHoCTa A0 MpYMapHa Hera ke
nopacHaT AOMOSIHUTENHO OOKOMKY NPOAOIKM 11/
WK Ce 3roNemm UCCesyBarsTO Ha MaTUYHKTE JOK-
TopW. [JoNONHUTENIHO, OBa MOXe Aa Ce OApPa3n 1
Ha onpefeneHn cneuwjanHoCcTV U Npodecun Ha
6OMHNYKO HMBO.

HenocTuroT Ha ofipefeHn cneuwjanHoCcTX 1 Npo-
decun ce HOTMpa M BO MPOYyUyBaHWTE 3emMjn —
XpBaTtcka, MakenoHrvja, Kocoso, Mongasnja u e
Ce Hy)KHO MOBP3aH CO BMCOKaTa MOOUAHOCT Ha
3APaBCTBEHNUTE PAbOTHULIN.

Motpebata pa ce pewar HedpopmanHuTe
nnakara BO jaBHMOT CUCTEM Ha 3ApaBCTBe-
Ha 3aluTnTa

(Tyaujata  nokaxyBa Aeka HedopManHuTe
nnakakba ceylwTe NpeTCTaByBaaT NpPeyka Ha [oC-
TaNHOCTa KOH HajcoBpemeH TpeTMaH nocebHo
Kora CTaHyBa 3060p 3a XPOHWYHWTE 3ab0nyBaHba.
OtTamy oBMe HedopmanHM Mnakarba Mopa fa
ounaat npuropwuteT. MNogaToumTe 3a OBME MCMNATY
YKaXXyBaaT Aeka Ce WMPOKO PacnpoCTpaHeTH 1
BO ambynaHTHaTa ¥ BO OOMHMYKaTa Hera 1 BO He-
KOW 3emjv NpeTCTaByBaaT ronem 13Bop Ha GUHaH-
cvparbe. HedopmanHute nnakarba ce noBp3aHu
CO KYNTYPHWU U UCTOPUCKA GaKTopK, HO Npea ce
TWe Ce OAroBOP Ha CNabuoT KanaumTeT Ha jaBHW-
OT CUCTeM Ha 3[paBCTBeHa 3alliTvTa fja obezdean
COOfBETHA JOCTAMNHOCT KOH jaBHWTE YCITyTW.
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4.7 CONCLUZII PRINCIPALE: DOMENIILE Raportul furnizeaza o analiza bazata pe un ca-
MAJORE ALE REFORMEI SISTEMELOR DE dru analitic comun pentru opt tari si cuprinde
SANATATE PUBLICA DIN TARILE EUROPEI mai multe tipuri de surse: baza de date OMS

DE SUD-EST Sanatatea pentru Toti, date statistice europe-
ne extrase din diferite baze de date ale Euros-

Studiul Performanta sistemului de sanatate tat, indicatori de dezvoltare mondiala ai Bancii

publica analizeaza performanta sistemelor de Mondiale; date statistice nationale; informatii

sanatate publica din tarile Europei de Sud-est, cu caracter national, furnizate de studii nati-

punand accentul pe nevoile pacientilor in ra- onale.

port cu cinci probleme de sanatate: infarctul

miocardic, atacul cerebral, cancerul, acciden- 4.7.1 Rezultate-cheie

tele si diabetul (de tip 2).
Aspecte socio-demografice
Obiectivul acestui studiu empiric comparativ

este acela de a oferi indicii privind performan- Studiul acopera opt tari europene, dintre care
ta preconizata in raport cu cea reala a sisteme- trei sunt membre ale UE, iar cinci sunt tari can-
lor de sanatate publica, in vederea identificarii didate aflate intr-o faza incipienta a procesului
principalelor domenii care necesita interventii de aderare.

atat la nivel national, cat si la nivel european.

Studiul vizeaza obtinerea de informatii privind Desi majoritatea evolutiilor au specific natio-
aspectele si problemele care sunt dificil de nal din cauza punctelor de pornire diferite in
abordat prin metode de cercetare cantitativa. stadiul de pretranzitie, precum si a abordarilor
Astfel, studiul se bazeaza pe metode de cer- si a eforturilor diferite (atat din punct de ve-
cetare calitativd, reunind atat perspectiva unor dere politic, cat si economic) depuse pentru
observatori competenti (1.006 interviuri), cat politicile sociale, tarile studiate prezinta cateva
si pe cea a unor martori individuali (432 inter- trasaturi si domenii de interventie comune.
viuri).

Figura 38. Tendinte socio-demografice in opt state ESE

BG HR RKS MK MD ME RO SRB

Populatia la 1 ian. 2013 (mii persoane) 7,285 4,262 1,794 2,062 3,559 623 20,057 7,182
Tendinta copii <15 ani -
Copii <15 ani in totalul populatiei 13% 15%  28% 17% 16% 19% 15% 14%

Cresterea populatiei*

Rata fertilitatii (dupa 2000)

Rata mortalitatii premature
Mortalitatea infantila (dupa 2000)
Speranta de viata (dupa 1990)

PIB pe cap de locuitor (dupa 2000)

PIB pe cap de locuitor in comparatie cu EU

Cresterea 47% 61% 35% 10%  43% 49% 35%

Indicele dezvoltarii umane ‘

Legenda: Celulele de culoare rosie indica tendintele negative. Celulele de culoare verde indica tendintele pozitive.
Celulele de culoare gri indica stabilitate. Sagetile n sus indica crestere, n timp ce sagetile n jos indica scadere. Nota:
*Cresterea populatiei provinciei Kosovo a fost pozitiva pana in 2011, cand populatia a inregistrat o reducere semnificativa
de la 2.208 la 1.799 de mii de persoane.
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In toate cele opt tari incluse in studiul de fata,
standardul de viata general, masurat ca PIB pe
cap de locuitor, a crescut In mod constant din
1990, Tnsa a ramas destul de redus in compa-
ratie cu nivelul UE-28. Conform unei definitii
extinse a bundastarii (care masoara atingerea
a trei dimensiuni fundamentale ale dezvoltarii
umane — o viata indelungata si sanatoasa, ni-
velul de cunoastere si un nivel de trai decent),
majoritatea tarilor studiate fac parte dintr-un
grup de tari cu un nivel ridicat de dezvoltare
umana. Doar Croatia a primit calificativul ‘foar-
te ridicat’, iar Moldova calificativul ‘'mediu’.

Dupa 1990, toate tarile ESE au suferit schim-
bari sociale profunde cauzate de tranzitia la de-
mocratie, la economia de piata si/sau inceperea
razboiului. Modificarea conditiilor socio-eco-
nomice a afectat sanatatea populatiei atat in
mod direct, cat si prin intermediul unor factori
psihosociali (Marmot si Wilkinson, 1999). La
fel ca In majoritatea statelor din fosta Uniune
Sovietica, toate tarile incluse in studiu au inre-
gistrat o criza a mortalitatii la inceputul anilor
'90. Incepand din anul 2000, ponderea copiilor
cu varste mai mici de 15 ani s-a redus in toate
tarile studiate, cu exceptia provinciei Kosovo. In
2012, copiii cu varste mai mici de 15 ani repre-
zentau intre 13% din populatia totala in Bulga-
ria si 19% din populatia totala in Muntenegru.

Rata de crestere a populatiei a inregistrat valori
negative Tn Bulgaria, Croatia, Moldova, Roma-
nia si Serbia, in timp ce In Kosovo, Macedonia
si Muntenegru a fost pozitiva. Sporul natural
negativ al populatiei a fost determinat in prin-
cipal de reducerea pe termen lung a fertilitatii
concomitent cu cresterea mortalitatii. In toate
cele opt tari, rata fertilitatii a scazut incepand
cu 1980, cea mai mare scadere fiind inregis-
trata In Moldova, In timp ce Tn Muntenegru
rata fertilitatii a ramas stabila incepand cu anul
2000. Toate tarile se confrunta cu rate ridicate
ale mortalitatii si cu o crestere a ratelor morta-
litatii premature (cu exceptia Muntenegrului).

In ansamblu, sanatatea populatiei in regiune
s-a ameliorat incepand cu anii ‘70, in timp ce
speranta de viata a crescut in sase dintre cele
opt tari studiate. n ultimii doudzeci de ani, in
aproape toate tarile studiate, speranta de viata
la nastere a crescut cu valori situate intre mai

putin de un an, in Moldova, si aproape patru
ani, in Romania. Cu toate acestea, decalajul
dintre UE si aceste tari ramane semnificativ.

La fel ca in alte tari europene, femeile traiesc
in medie mai mult decat barbatii. In 2011, de-
calajul era mai mare de opt ani in Moldova, de
sapte ani in Bulgaria si Romania, comparativ
cu patru ani in Kosovo si Macedonia. In majo-
ritatea tarilor, barbatii au nu numai o speranta
de viata mai redusa, ci si o durata de viata pre-
vazuta in stare buna de sanatate mai redusa
decat cea a femeilor. Totusi, in toate tarile se-
lectate, perioada medie de viata caracterizata
printr-o buna sandtate este mult mai redusa
decat media UE-15 de peste 70 de ani.

Ratele mortalitatii infantile sunt in continua
scadere incepand din 1970. Totusi, in toate ta-
rile studiate, ratele mortalitatii infantile au in-
registrat valori mai ridicate decat media UE. In
2011, doar In Muntenegru si Croatia (cu rate
de 4,4, respectiv de 4,7 la mie) s-au inregis-
trat rate ale mortalitatii infantile comparabile
cu media UE-28 (3,9 la mie). In celelalte sase
tari, ratele mortalitatii infantile au fost mult
mai mari, In special in Kosovo (13,1 la mie) si
n Moldova (11 la mie).

Principalele cauze de deces

In tarile ESE studiate, precum si in intreaga
regiune Europeana, bolile transmisibile au o
pondere scazuta datoritd Tmbunatatirii con-
stante a sistemelor de monitorizare si acope-
ririi bune n ceea ce priveste imunizarea. Din-
tre tarile studiate, doar in Republica Moldova
bolile transmisibile precum HIV si tuberculoza
(TBC) reprezinta inca principalele cauze de
morbiditate si de mortalitate ca urmare a ca-
pacitatii insuficiente a sistemului de a depista
si combate epidemiile.

Tn schimb, bolile netransmisibile — bolile cardi-
ovasculare (cum ar fi atacurile de cord si ata-
curile cerebrale), cancerele, bolile respiratorii
cronice si diabetul — au cea mai mare pondere
In mortalitatea globala: aproximativ 80% din
decese. La nivel european, in 2009, bolile siste-
mului circulator se faceau vinovate de aproape
50% din totalul deceselor, cu rate mai ridicate
in randul barbatilor decat in randul femeilor,
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urmate ca frecventa de cancer (neoplasm), cu
20% din decese, cauzele externe precum ac-
cidentele si intoxicatiile reprezentand 8% din
totalul deceselor. (OMS, 2013a)

Tarile ESE studiate (nu exista date despre Ko-
sovo) urmeaza modelul European. Bolile siste-
mului circulator si neoplasmul reprezinta prin-
cipalele doua cauze majore de deces in toate
cele opt tari. A treia cauza majora de deces
variaza de la accidente si intoxicatii, in Bulgaria
si Croatia, la boli ale sistemului respirator, in
Bulgaria, Muntenegru si Serbia, respectiv boli
ale sistemului digestiv, Tn Moldova si Romania.
In toate cele opt tari, povara bolilor netransmi-
sibile este 1n crestere.

Povara ridicata a bolilor netransmisibile este le-
gata direct de prevalenta mare a factorilor de
risc. Fumatul, inactivitatea fizica, alimentatia
nesanatoasa si abuzul de alcool sporesc riscul
sau cauzeaza majoritatea bolilor netransmisi-
bile. ,,Pentru grupurile majore de boli care ca-
uzeaza mortalitate, morbiditate si dizabilitate
ridicata (...), exista doi factori de risc principali
care multiplica consecintele bolilor, combate-
rea acestora ramanand, prin urmare, o prio-
ritate: fumatul si consumul abuziv de alcool.
Dintr-o perspectiva europeand, prevalenta si
nivelurile acestora se mentin ridicate la nivelul
intregii populatii, in ciuda nivelului de cunoas-
tere si tehnologic disponibil pentru combate-
rea lor.” (OMS, 2013a, p. 40-41)

Inegalitatile din sanatate

In ceea ce priveste inegalitatile din sanatate si
accesul echitabil la servicii de sanatate, factorii
precum veniturile, educatia si statutul profesi-
onal au o influenta ridicata asupra starii de sa-
natate, mortalitatii si factorilor de risc in tarile
UE (de ex., Mladovsky et al., 2009). In cele opt
tari studiate, inegalitatile majore in materie de
sanatate sunt legate de saracie, bariere finan-
ciare, apartenenta etnica (romii), barierele ge-
ografice (in special zonele rurale, insa si unele
regiuni) si migrare.

Finantarea sistemului de sanatate

Cheltuielile totale cu sanatatea variaza in mod
semnificativ de la 3% din PIB in Kosovo si 5,8%

in Romania'® la 10,4% in Serbia si 11,4% fin
Republica Moldova (in comparatie cu media
UE-28 de 9,6% din PIB in 2011). Astfel, Mol-
dova pare sa cheltuiasca cel mai mult. Totusi,
din cauza nivelului PIB-ului, in valoare absolu-
ta, cheltuielile totale cu sanatatea pe cap de
locuitor in Moldova sunt cele mai scazute (nu
exista date pentru Kosovo), aproape de doua
ori mai putin decat in Macedonia si Romania,
aproape de trei ori mai putin decat in Bulga-
ria, Muntenegru si Serbia, si de aproximativ de
patru ori mai putin decat in Croatia (tara cu
cele mai mari cheltuieli), reprezentand doar
12% din media UE-28. Aceasta variatie sub-
stantiala in cheltuielile cu sanatatea se traduce
intr-o variatie ridicata a acoperirii beneficiilor
populatiei si, prin urmare, intr-o variatie mare
a rezultatelor Tn materie de sanatate.

Contextul fiscal'® reprezinta principalul factor
determinant al cheltuielilor relativ scazute cu
sanatatea, majoritatea tarilor studiate Tnregis-
trand niveluri totale ale cheltuielilor guverna-
mentele mai mici de 40% in comparatie cu
media UE-28 de 47,9% din PIB (exceptie fac
Muntenegru si Serbia; nu exista date pentru
Kosovo). Al doilea factor determinant pen-
tru cheltuielile relativ scazute cu sandtatea in
regiune este prioritatea pe care guvernele o
acorda sectorului de sanatate. Cheltuielile gu-
vernamentale cu sanatatea reprezinta doar
8% din totalul cheltuielilor guvernamentale
in Kosovo si mai putin de 15% in Romania
in comparatie cu 19-21% in Bulgaria, Croatia,
Macedonia si Muntenegru (media UE-28), si
aproape 23% in Serbia si 29% in Moldova.

In cea mai mare parte a tarilor studiate, majo-
ritatea cheltuielilor cu sanatatea (ca parte din
PIB) este generata public. Cu toate acestea,
platile directe pentru serviciile de sanatate de-

18 Romania si-a redus cheltuielile cu sandtatea la doar
4% din PIB in 2012, nregistrand astfel unul dintre cele
mai scazute niveluri ale cheltuielilor cu sandtatea din Eu-
ropa.

189 Contextul fiscal se refera la capacitatea curenta si
prognozata a unui guvern de a face cheltuieli. Tarile mai
bogate tind sa fie mai eficiente in mobilizarea venituri-
lor din taxe si impozite si inregistreaza astfel niveluri mai
ridicate ale cheltuielilor publice ca parte din PIB, in timp
ce un spatiu fiscal mai limitat este asociat cu cheltuieli
guvernamentale reduse, inclusiv in sanatate.
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pasesc 40% din totalul cheltuielilor in Moldo-
va, Bulgaria si Kosovo.

In intreaga regiune, obtinerea unei acoperiri
universale pentru populatiile sarace margina-
lizate, romii, persoanele stramutate intern sau
persoanele revenite in procesul de readmitere
din state membre ale UE a ramas o provocare
majora. In unele tari ca Bulgaria, Macedonia,
Romania si Serbia, dificultatile de obtinere a
documentelor de identitate si de inregistrare
n sistemul de asigurari au discriminat in mod
sistematic populatia roma deja puternic defa-
vorizata. (de ex., Zoon, 2001; Figueras si McK-
ee, 2012) Ingrijirea pe termen lung si ingrijirea
la domiciliu sunt finantate din fonduri europe-
ne (ca in Bulgaria) sau din donatii (ca in Roma-
nia) si raman o provocare insuficient abordata
in tarile studiate. (Genet et al., ed., 2012)

Pentru asigurarea sustenabilitatii financiare
sub presiunea constrangerilor de natura fisca-
la, majoritatea tarilor au incercat sa transfere
povara dinspre finantarea colectiva catre indi-
vid prin promovarea asigurarii private volun-
tare (desi piata privata ramane limitata) si/sau
prin coplati si sume deductibile crescute si prin
sistemul bonus-malus.

Furnizarea de asistenta medicala

In ceea ce priveste guvernanta si organizarea,
in toate tarile studiate, cu exceptia provinciei
Kosovo, sistemele de sanatate sunt organizate
corespunzator principiilor accesului universal
la serviciile medicale de baza, al echitatii si al
solidaritatii in finantarea sistemului de sanata-
te. Sistemele de sandtate includ o combinatie
de unitati medicale publice si private, precum
si agentii si autoritati publice implicate in furni-
zarea, finantarea, reglementarea si administra-
rea serviciilor medicale. Functiile de reglemen-
tare sunt centralizate in ministerele sanatatii,
care, de asemenea, colecteaza si analizeaza
date si genereaza informatii relevante, pentru
a contribui la dezvoltarea politicilor bazate pe
elemente concrete. Aproape toate tarile se-
lectate promoveaza principiul , Sanatatea in
toate politicile” prin colaborarea multi- si in-
ter-sectoriald, Ministerul Sanatatii asigurand
coordonarea activitatilor de sanatate publica
in interiorul si in afara sectorului.

Sistemul de sanatate este organizat pe trei ni-
veluri: primar, secundar si tertiar.'®® Atat furni-
zorii publici de servicii medicale, cat si cei pri-
vati pot fi contractati In mod direct de catre
casele de asigurari de sanatate pentru furniza-
rea de servicii medicale pe baza unei asigurari
medicale obligatorii.

Masurile de rationalizare a retelei de spitale si
de implementare a unor noi structuri de ma-
nagement in spitale s-au aflat pe agenda de
reforma in Bulgaria, Croatia, Moldova si Ro-
mania. Majoritatea tarilor selectate au mos-
tenit numeroase unitati si cadre medicale din
perioada comunista. Infrastructura a fost re-
dusa in mod semnificativ, insa, in unele tari,
fnca existd un surplus de paturi. In intreaga re-
giune, serviciile spitalelor sunt concentrate in
unele zone, in special in orasele mai mari si in
capitale. Pe langa disparitatile regionale mari,
problema este generata de structura necores-
punzdtoare a capacitatilor spitalelor, care nu
este adaptata la nevoile populatiei, in special
din anumite teritorii.

In majoritatea tarilor studiate, reteaua far-
maceutica de aprovizionare a fost privatizata
aproape in intregime. In zonele urbane exista
o supraoferta de farmacii, in timp ce in zone-
le rurale deficitele reprezinta inca o problema,
desi situatia s-a ameliorat treptat.

Indicele de consum european pentru servici-
ile de sanatate pentru 2013 arata faptul ca
toate tarile ESE necesita imbunatatirea perfor-
mantei propriilor sisteme de sanatate in toate
domeniile abordate: drepturile si informarea
pacientilor, accesibilitatea (timpii de asteptare
pentru a beneficia de tratament), rezultatele,

190 Sistemul de asistenta medicala primara reprezinta
refeaua de unitati de medicina de familie. Unitatile
medicale publice de nivel secundar furnizeaza asistenta
specializata comunitatii si sunt subordonate autoritatilor
publice locale. Unitatile medicale de nivel tertiar includ
institutiile de cercetare si de nvatamant care furnizeaza,
de asemenea, servicii medicale specializate si inalt spe-
cializate ntregii populatii. Un numar mare de servi-
cii medicale paralele sunt oferite, de asemenea, prin
institutiile medicale publice apartinand altor sectoare
guvernamentale, care sunt finantate de la bugetul de
stat prin ministerele de resort, dar care pot, de aseme-
nea, incheia contracte cu casele de asigurare nationala
de sanatate.
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gama de servicii furnizate si accesul la acestea,
prevenirea, precum si aprovizionarea cu medi-
camente.

Perceptia asupra performantei sistemelor
de sanatate publica din ESE

Opinia majoritara privind performanta sis-
temelor de sanatate publica in regiunea ESE
este mai degraba un subiect controversat in
randul cadrelor medicale. In primul rand, opi-
nia preponderenta variaza mult de la o tard la
alta. In Croatia si in Muntenegru, majoritatea
personalului medical considera ca sistemele de
sanatate publica functioneaza bine din punct
de vedere al accesibilitatii, al disponibilitatii si
al calitatii serviciilor si ca se bucura de increde-
rea populatiei. In schimb, in Kosovo, Moldova
si Romania, aprecierile personalului medical
asupra sistemului public de sanatate sunt in
egala masura distribuite intre opinii pozitive si
negative.

In al doilea rand, la nivelul intregii regiuni,
personalul medical din zonele rurale tinde sa
aprecieze performanta sistemului ca fiind mult
mai slaba prin comparatie cu profesionistii din
zonele urbane. Aceasta opinie reflecta deca-
lajul dintre mediul urban si cel rural, care este
foarte vizibil In statisticile si indicatorii privind
starea de sanatate si furnizarea de asistenta
medicala.

In al treilea rand, performanta sistemelor de
sanatate publica din regiunea ESE este semni-
ficativ mai redusa in privinta anumitor grupuri
de boli, cum ar fi cancerul.

In al patrulea rand, evaluarea depinde si de
profilul evaluatorului. Astfel, organizatiile de
pacienti tind sa fie foarte critice, ONG-urile
sunt mai degraba neutre (sau impartite in pro-
portii aproape egale intre atitudini pozitive si
negative), in timp ce medicii specialisti si repre-
zentantii managementului medical (din zone-
le regionale si nationale de sanatate publica)
au in cea mai mare parte aprecieri pozitive la
adresa performantelor sistemului. Decalajul
dintre organizatile de pacienti si reprezen-
tantii sistemului este deosebit de accentuat in
cazul bolilor in faza terminala (cum ar fi cance-
rul). Organizatiile de pacienti se concentreaza

in principal pe ,cazuri disperate”, persoane
sarace, romi sau alte persoane vulnerabile care
au nevoie de ajutor si sprijin pentru a avea ac-
ces la servicii medicale corespunzatoare. Spre
deosebire de acestea, reprezentantii sistemu-
lui au tendinta de a pune accentul pe povestile
de succes, pe personalul medical care depune
eforturi pentru a oferi servicii excelente in con-
ditii de constrangeri severe de toate tipurile
sau pe eforturilor de a furniza conditii minime
in contextul reducerilor si deficitelor bugetare
semnificative.

Abordarea celor cinci probleme de sana-
tate selectate din regiunea ESE

Bolile circulatorii (inclusiv infarctul miocardic
si atacurile cerebrale) si neoplasmele (cancer)
constituie principalele cauze de deces in tari-
le ESE studiate. Ratele mortalitatii standardi-
zate pe varste cauzate de infarctul miocardic
au nregistrat o scadere in ultimii ani, Tnsa au
ramas mai ridicate decat media europeana in
Croatia, in Romania si in special in Moldova.
Mortalitatea cauzata de bolile cebro-vascula-
re a inregistrat o scadere in ultimii ani, insa a
ramas mai ridicata decat media europeana in
toate cele opt tari studiate.

Intre 1990 si 2010, incidenta cancerului a
crescut in mod semnificativ in toate tarile se-
lectate pentru care sunt disponibile date (date
OMS). Variatia incidentei cancerului in tarile
ESE este mare atat la barbati, cat si la femei.
Incidenta cancerului este mai mare decat me-
dia UE-27 in Croatia pentru barbati (462 la
100.000 de locuitori) si in Serbia (datele in-
clud si Kosovo) pentru femei (330 la 100.000
de locuitori). Celelalte sase tari au inregistrat
o incidenta a cancerului mai mica atat la bar-
bati, cat si la femei, cea mai redusa incidenta
Tnregistrandu-se in Moldova (332 la barbati si
229 la femei la 100.000 de locuitori). Totusi,
in toate tarile studiate, mortalitatea cauzata
de cancer este egala sau mai mare ca media
UE-27.

Ratele mortalitatii cauzate de accidente au in-
registrat o scadere n ultimii ani, Insa au ramas
mai ridicate in Croatia, Romania si in special
Moldova decat in EU-28. In tarile pentru care
sunt disponibile date, sinuciderile, accidentele
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rutiere si caderile sunt principalele trei cauze
ale accidentelor soldate cu decese. In majori-
tatea tarilor studiate, cu exceptia Romaniei si a
Moldovei, mortalitatea cauzata de diabet este
egala sau mai ridicata decat media UE-28. Cea
mai ridicata rata a mortalitatii cauzate de dia-
bet a fost inregistrata in Macedonia, iar cea
mai redusa In Romania.

Sisteme si politici institutionale nationale de
combatere a tuturor celor cinci boli sunt im-
plementate in aproape toate tarile. In tabelul
de mai jos este indicata cu un ,x" existenta
protocoalelor si ghidurilor de gestionare a bo-
lii, a programelor sau a strategiilor nationale in
functie de tara si problema de sanatate.

In cazul bolilor circulatorii (infarctul miocar-
dic si atacul cerebral), In Kosovo, Macedonia,
Muntenegru, Romania si Serbia sunt imple-
mentate deja protocoale si ghiduri de gestio-
nare a bolilor, programe si/sau strategii natio-
nale. Republica Moldova duce lipsa de politici
coerente si sustenabile din punct de vedere
financiar privind prevenirea, depistarea, dia-
gnosticarea si tratarea infarctului miocardic si,
din 2002, Moldova nu a aprobat sau imple-
mentat programe nationale de control al boli-
lor cardiovasculare.

In Bulgaria, Croatia, Macedonia, Romania si
Serbia sunt disponibile deja registre nationale
pentru cancer, iar in Muntenegru sunt in curs
de implementare. Aceste registre sunt inte-
grate In programe oncologice mai ample doar
in unele tari. Totusi, toate tarile (cu exceptia
Kosovo) au adoptat documente strategice si
legi privind controlul abuzului de tutun, alco-
ol si droguri, precum si siguranta alimentara
(reglementarea cantitatilor maxime de zahar,
sare, grasimi saturate si diversi aditivi din ali-
mentele produse industrial, precum si etiche-
tarea mai clara a compozitiei alimentelor),

BG HR

Infarct miocardic
Atac cerebral
Cancer
Accidente
Diabet

RKS

care sunt importante pentru prevenirea car-
cinoamelor si au ca principal scop reducerea
morbiditatii si a mortalitatii cauzate de impac-
tul devastator al comportamentelor riscante.
Informarea publicului, prevenirea si detecta-
rea timpurie sunt dezvoltate inca insuficient
in regiune.

In toate tarile, responsabilitatea pentru preve-
nirea accidentelor este relativ dispersata intr-o
varietate de sectoare de politici — in functie
de mediul si circumstantele in care acestea
se produc (acasa, la locul de munca, in tim-
pul liber si in timpul activitatilor sportive, pe
drumuri etc.). In tarile studiate, guvernele au
adoptat strategii pentru bolile netransmisibile
cronice, care acopera domeniul accidentelor,
datorita importantei pe care accidentele o au
pentru patologiile nationale. In plus, toate
tarile au dezvoltat strategii nationale si legis-
latii pentru siguranta rutiera si/sau prevenirea
abuzului de droguri, inclusiv abuz de alcool si
tutun, care abordeaza influenta factorilor de
risc asupra cresterii incidentei si prevalentei
accidentelor. Totusi, aplicarea legilor este mai
degraba slaba.

In Croatia, Macedonia, Moldova, Romania si
Serbia exista registre sau programe nationale
pentru persoanele afectate de diabet. In Mun-
tenegru urmeaza sa se instituie o comisie na-
tionala pentru diabet, care va pune in aplicare
masurile definite de strategia nationala pentru
ingrijirea persoanelor cu diabet.

Principalele obstacole din sistemul de sanatate
n calea unui tratament medical de varf

Exista patru aspecte ale sistemelor de sanatate
care au fost mentionate ca obstacole in acce-
sul la tratament de varf, pentru toate proble-
mele de sanatate selectate, in toate tarile:

MK MD ME RO SRB

X [ X | X X | X
X [ X | X X | X
X [ X [ X X | X
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(1) Nivelul slab de cunoastere si de infor-
mare si absenta comportamentului de
prevenire a bolilor.

Studiile nationale indica o incidenta destul de
ridicata a factorilor de risc pentru infarctul mi-
ocardic, atacul cerebral, cancer si diabet. Ca
urmare a nivelului redus de informatii disponi-
bile, multi pacienti nu-si recunosc simptome-
le la timp. Astfel, un numar mare de pacienti
raman nediagnosticati pana cand survine un
pericol iminent pentru viata (infarct miocardic,
atac cerebral) sau boala avanseaza cu compli-
catii (cancer, diabet), cand posibilitatea de a
beneficia de un tratament medical corespun-
zator nu ofera rezultate pozitive.

(2) Tn anumite zone nu existd medici sau
servicii medicale

Zonele rurale si zonele izolate (de exemplu, in-
sulele din Croatia sau satele montane din Ko-
sovo si din Romania) au fost semnalate in toate
tarile ca fiind defavorizate in ceea ce priveste
accesul la servicii medicale de baza. n aces-
te zone este posibila, de asemenea, absenta
farmaciilor sau aprovizionarea insuficienta a
acestora cu medicamente pentru tratamente
avansate. Totusi, accesul redus la farmacii a
fost mentionat intr-o mai mica masura ca fiind
un obstacol in calea accesului.

(3) Calitatea si eficienta redusa a servi-
ciilor medicale, In special In ceea ce
priveste timpii de asteptare mari si (b)
dotarile necorespunzatoare din clinici-
le/spitalele publice.

In timp ce martorii individuali tind sa se con-
centreze pe timpii de asteptare necorespunza-
tori pentru diferite tipuri de servicii de asisten-
ta medicald, in special pentru a fi examinati
de catre un specialist, observatorii competenti
tind sa evidentieze dotarile insuficiente si/sau
depasite.

(4) Serviciile specializate sunt disponibile
doar in unele zone, n timp ce servicii-
le de urgenta nu sunt suficient dezvol-
tate In cinci dintre cele opt tari.

Accesul insuficient la servicii specializate a fost
mentionat ca obstacol in raport cu trei afec-
tiuni medicale: infarctul miocardic, atacurile
cerebrale si cancerul.

Aceste obstacole indica necesitatea unei mai
bune finantari a sistemului de sandtate: pentru
un numar mai mare de cadre medicale, pentru
extinderea retelei de unitati publice existente,
pentru dotari mai bune si, de asemenea, pen-
tru o mai buna acoperire geografica a servicii-
lor medicale specializate.

Tabel 23. Obstacolele din sistemul de sanata-
te publica in calea unui tratament de varf in
functie de afectiunea medicala si respondent

Respondenti: MI — martori individuali si OC —
observatori competenti

Tabelul prezinta numarul de tari in care aspec-
tul abordat a fost mentionat ca reprezentand
un obstacol in calea accesului n raport cu o
anumita afectiune medicala.
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Infarct Atac Acci- .
miocardic cer- Cancer dente Diabet
ebral
Obstacole in calea accesului Mi OoC MI OC MI OC MI OC MI OC
Amanarea primei vizite la medic 3 4 6 5 3 1
Nivelul redus de cunoastere si de informare a
populatiei. Comportamentul de prevenire a bolilor 7 7 4 8 3 8 8
nu este un fapt uzual
Tn unele zone nu exista medici sau servicii medicale 2 6 2 6 3 6 1 6 2 6
Serviciile specializate sunt disponibile doar in unele 1 4 4 6 6 4
zone
Serviciile specializate sunt disponibile in principal in 1 1
spitale/clinici private sau in strainatate
Unitatile/serviciile de reabilitare nu sunt disponibile/
SR 1 4 1 6 1 4
suficiente Tn unele zone
Tn unele zone nu exista farmacii 1 2 1 1 5 1
Serviciile de urgenta nu sunt disponibile Tn unele
1 5 2 5 1 2
zone sau sunt slab dezvoltate
Serviciile de transport sunt slab dezvoltate sau prea 5 ) ) 3 3 4 1

costisitoare

Distanta dintre domiciliu si un spital /o clinica este
prea mare si/sau prea costisitoare.

Timpul de asteptare pentru examinarea de catre un
specialist este prea mare

Timpul de asteptare pentru obtinerea tratamentului
sau a medicatiei este prea mare. 2 1 1 L 2 4 L 2 L
Timpul de asteptare pentru servicii de reabilitare
este prea mare.

Competenta insuficientd a asistentilor sau a altor
cadre medicale

Lipsa de interes si neprofesionalismul medicului sau
al personalului medical

Comportament discriminatoriu sau necorespunzator
al cadrelor medicale

Lipsa de incredere in medici, asistenti sau personalul
medical

N
-
N
~
N
N
N

Lipsa de umanitate a personalului 2

—_

Lipsa banilor pentru plata medicului 1
Lipsa banilor pentru analizele necesare

Lipsa banilor pentru plati directe 1

NN NN O

Calitatea si eficienta redusa a serviciilor medicale

Costuri ridicate ale medicamentelor 6

AN BB
A NION

Dotdrile inadecvate ale clinicilor/spitalelor publice

AN~ A A=W
N oYW NN N
W w i N~

Specialistii Tn anumite specialitati lipsesc sau sunt
insuficienti

Capacitate redusa a clinicilor/spitalelor 2
Altele. Va rugam sa detaliati 1



4. MAIN CONCLUSIONS

203

Date: FES (2012-2013) Performanta sistemului public de sanatate Note: Lipsa de umanitate a personalului: nu trateaza
in mod corespunzator, sunt lipsiti de respect, nu ofera explicatii cu privire la boald si tratament. Eficienta redusa a
serviciilor: timp de asteptare necorespunzator, analize de laborator nelivrate prompt si corect, dotari necorespunzatare,
lipsa curateniei in spital/clinica. Lipsa accesibilitatii si continuitatii ingrijirii: numar necorespunzator de scaune n sala de
asteptare, disponibilitatea serviciile necesare la orice ora, numarul cadrelor care efectueaza toate activitatile necesare la
fiecare vizita. Altele: factori socio-economici, cum ar fi cultura sanatatii si conditii de viata precare. Acronime tari: BG -
Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Muntenegro, RO - Romania, SRB - Serbia.

4.7.2 Sase domenii majore de reforme
la nivelul politicilor

Pe baza rezultatelor cercetarii se pot identifica
sase domenii principale de reforme la nivelul
politicilor pentru a Tmbunatati performanta
sistemului de sanatate publica.

Necesitatea unei mai bune definiri si eva-
luari de cost ale pachetelor de beneficii

Toate cele opt tari ofera prin legislatia natio-
nald pachete complexe de servicii de asisten-
ta medicald. Problema majora este aceea ca
niciunul dintre sistemele de sanatate studia-
te nu are capacitatea de a asigura furnizarea
universala a acestor servicii. Prin urmare, sunt
necesare pachete de servicii mai realiste: ,(...)
definirea unui pachet de beneficii mai realist
va reprezenta o strategie-cheie in asigurarea
sustenabilitatii financiare. Angajamentul de
instituire atat a unei acoperiri universale, cat
si a unui pachet de beneficii cu adevarat com-
plet este nerealist si nesustenabil T multe tari
din regiune. In ciuda dificultatilor de natu-
ra politica si tehnica si a ingrijordrilor privind
echitatea, ar putea fi necesar ca tarile sa ia in
considerare definirea intr-o maniera explicita a
unor drepturi mai limitate, pentru a se asigura
ca veniturile publice sunt orientate catre cele
mai eficiente interventii din punct de vedere al
costurilor si catre segmentele cele mai sarace
ale populatiei si ca protejeaza sandtatea publi-
ca.” (Figueras et al., 2004, p.15)

Necesitatea dezvoltarii serviciilor de pre-
venire

In majoritatea tarilor au existat programe sau
masuri de prevenire singulare, Insa rezultatele
acestora nu au reusit sa satisfaca nevoile po-
pulatiei, astfel ca sunt necesare in continuare
eforturi in acest sens. Participarea medicilor de

familie si a medicilor specialisti la furnizarea
de prevenire incepe Tn majoritatea cazurilor in
faza de administrare a tratamentului, fara a se
lua In considerare educarea pacientului.

Sistemul de ingrijire comunitara, considerat
a fi cel mai puternic ,egalizator” in sistemul
de sanatate, este inca in mare parte neutilizat
in majoritatea tarilor. In ciuda eforturilor de
a dezvolta servicii de ingrijire de baza, acce-
sul la servicii holistice de ngrijire comunitara
adecvata ramane o provocare pentru anumi-
te segmente de populatie (grupuri cu venituri
reduse, locuitorii zonelor rurale si ai oraselor
mici, romi etc.).

Dezvoltarea serviciilor de prevenire este inca si
mai necesara, tinand seama de nivelul ridicat
al mortalitatii care poate fi evitata in regiune.
Modelele de mortalitate care poate fi preve-
nita fac necesara consolidarea politicilor si a
implementarii lor (mai ales pentru femei), in
special dezvoltarea continua atat a politicilor
in domeniul tutunului, cat si in cel al alcoolu-
lui. Prin urmare, s-ar putea obtine progrese in-
semnate in ceea ce priveste reducerea in con-
tinuare a mortalitatii in aceste tari prin vizarea
serviciilor de sanatate. Ne referim nu numai la
mai buna finantare a sistemului de sanatate, ci
si la modernizarea si cresterea calitatii servicii-
lor de asistenta.

Necesitatea dezvoltarii unor servicii de
reabilitare, paliative si de ingrijire pe ter-
men lung

Ingrijirea paliativa si pe termen lung si reabi-
litarea nu sunt dezvoltate suficient in cadrul
sistemelor de sanatate din regiune. Cea mai
da in cadrul familial, unde exista putine resur-
se pentru ingrijitorii informali.
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Necesitatea imbunatatirii finantarii
sistemelor de sanatate publica

Sistemele de sanatate publica din regiune sunt
subfinantate, in primul rand ca urmare a con-
strangerilor de natura fiscala. Totusi, cel putin
in unele tari, subfinantarea este determina-
ta de prioritatea redusa pe care guvernele o
acorda sectorului de sanatate. Astfel, vointa
politica este un factor important de imbuna-
tatire a performantei sistemelor de sanatate
publica.

Studiul indica nu numai faptul ca nivelul finan-
tarii ar trebui sa fie mai ridicat, ci si ca finan-
tarea ar trebui sa fie mai bine orientata catre
investitiile de capital in echipament si tehnolo-
gie. Investitia de capital in asistenta medicala
secundara si tertiara a variat de la tara la tara,
insa, in general, a fost mai redusa in compara-
tie cu investitia In asistenta medicala primara.
Ca requla generala, echipamentul de inalta
tehnologie este disponibil doar in centrele
mari, in timp ce echipamentul medical de nivel
tehnologic mai redus utilizat in interventiile de
rutina lipseste sau este invechit in unele zone,
in special In unitatile medicale mai mici. Desi
tehnologia informatiei este in continua dez-
voltare, ea ramane fragmentata si necoordo-
nata in majoritatea tarilor studiate.

Necesitatea unei politici eficiente in do-
meniul resurselor umane din sanatate

In aproape toate tarile studiate, disponibi-
litatea tuturor tipurilor de cadre medicale se
situeaza sub media europeana. Planificarea
resurselor umane a devenit o prioritate in ul-
timii ani, in special avand in vedere migratia
masiva a cadrelor medicale. Multi doctori si
asistenti au parasit sectorul medical si deseori
tara In cautarea unei remuneratii mai mari, a
unor conditii de lucru mai bune si/sau pentru
recunoastere sociala. Mobilitatea cadrelor me-
dicale este ingrijoratoare, in special din cauza
faptului ca regiunile defavorizate din punct de
vedere economic au fost cele mai afectate de
aceste migratii.

Totusi, problema insuficientei nu se refera
numai la numarul absolut al medicilor, ci si la
profilul lor. In zonele rurale sarace, chiar si ple-

carea catorva medici specialisti poate avea un
impact semnificativ asupra furnizarii serviciilor.
Avand 1n vedere faptul ca medicina de familie
este una dintre cele mai solicitate specialitati
in unele state membre ale UE, este foarte po-
sibil ca inegalitatile privind accesul la servicii de
ingrijire de baza sa se amplifice In continuare
daca fenomenul de emigrare a medicilor de
familie continua si/sau ia amploare. De aseme-
nea, unele specialitati si competente la nivel
spitalicesc ar putea fi afectate in mod negativ.

Insuficienta unor specialitati si competente
este semnalata si in tarile studiate — Croatia,
Macedonia, Kosovo, Moldova, si nu este le-
gata neapdrat de mobilitatea profesionala a
cadrelor medicale.

Necesitatea abordarii platilor informale in
sistemul de sanatate publica

Studiul arata ca platile informale reprezinta
un obstacol in calea unui tratament de varf, in
special in ceea ce priveste bolile cronice. Prin
urmare, abordarea platilor informale trebuie
sa fie o prioritate. Datele privind platile directe
sugereaza ca acestea sunt larg raspandite atat
in cazul serviciilor medicale ambulatorii, cat si
al celor spitalicesti, si constituie o sursa majo-
ra de finantare in unele tari. Platile informale
au legdtura cu factori culturali si istorici, insa
reprezinta in primul rand un raspuns la slaba
capacitate a sistemului de sanatate publica de
a furniza un acces adecvat la serviciile de baza.
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ANNEX

Table A. 1. Main characteristics of total sample - Individual witnesses (number of interviews)

BG HR RKS MK MD ME RO SRB TOTAL

TOTAL All interviewees 175 175 213 175 175 175 175 175 1,438
TOTAL Individual 50 50 8 50 50 50 50 50 432
witnesses
Bgﬁ ig‘;al Patients 39 3 30 32 37 4 38 39 293
witnesses Family members 11 14 52 18 13 8 12 11 139
Ethnicity Majority ethnicity ~ 50 50 71 37 41 50 50 48 397
Minority ethnicity 0 0 11 13 9 0 0 2 35
Gender Male 23 21 36 23 20 21 24 27 195
Female 27 29 46 27 30 29 26 23 237
Age Minimum age 11 20 19 9 18 25 29 22 9
(years) Maximum age 78 88 86 81 85 81 78 98 98
Average age 51 54 49 54 59 56 53 63 55
Employment Managers 4 9 12 1 7 6 7 7 53
Status* Clerical staff 16 2 1 6 1 8 9 6 59
C‘ﬁgﬁ”ua' 12 117 5 2 4 5 2 48
Manual workers 4 7 9 11 4 3 13 5 56
Pensioners 9 18 16 17 26 18 10 22 136
Pupils/students 3 0 8 3 2 2 0 2 20
Housewives 2 2 18 7 8 9 6 6 58
Level of SNC%:)%U:S' 0 1 . 3 0 0 0 1 5
Education* Elementary 5 11 . 10 18 6 5 12 67
Secondary 20 25 . 27 10 30 15 21 148
Tertiary 25 13 . 10 22 13 30 16 129
Level of Low 11 18 . 10 4 16 7 12 78
Incomes* Middle-low 13 10 . 13 32 4 14 6 92
(self-assessed) Middle 22 15 ) 19 13 19 14 17 119
Middle-high 4 7 . 6 1 11 9 13 51
High 0 0 . 2 0 0 6 2 10

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,
SRB - Serbia.
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Table A. 2. Main characteristics of total sample - Knowledgeable observers (number of interviews)

{¢] HR RKS MK MD ME RO SRB TOTAL
TOTAL All interviewees 175 175 213 175 175 175 175 175 1,438

Knowledgeable
observers

Family physicians 38 40 14 45 49 29 28 35 278

TOTAL 125 125 131 125 125 125 125 125 1,006

Type of Medical specialists 58 61 60 37 32 58 26 65 397
Egse\’;’\i?sgeabm iggifr?ajl;;ections 14 7 7 7 21 5 8 4 73
of public health
Hospitals 4 7 6 1M 10 2 43 7 90
Emergency centres 4 9 3 3 11 8 14 9 61
NGOs 2 0 4 2 2 4 4 2 20
z?gae;]i?ations 2 ! 37 3 0 0 2 3 48
Others 3 0 0 17 0 19 0 0 39
Gender Male 62 33 70 51 43 66 48 61 434
Female 63 92 61 74 82 59 77 64 572
Age Minimum age 32 26 20 24 24 24 26 27 20
(years) Maximum age 65 78 65 67 64 73 62 65 78
Average age 49 44 42 47 37 43 39 48 44

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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Table A. 3. Main characteristics of the sample on myocardial infarction - Individual witnesses (number of interviews)

TOTAL

TOTAL

Type of
individual

witnesses

Ethnicity

Gender

Age

(years)

Employment

Status*

Level of

Education*

Level of
Incomes*

(self-assessed)

All interviewees

Individual
witnesses

Patients

Family members
Majority ethnicity
Minority ethnicity
Male

Female

Minimum age
Maximum age
Average age
Managers
Clerical staff
Non-manual workers
Manual workers
Pensioners
Pupils/students
Housewives

No formal schooling
Elementary
Secondary
Tertiary

Low

Middle-low
Middle
Middle-high

High

BG
35

10

49
66

o w | b~ N

- 0 N O O o o

o N U N

HR RKS MK
35 23 35

10 10 10

6 5 7
4 5 3
10 9 8
0 1 2
4 6 7
6 4 3

20 19 30
88 64 74
50 41 54

N
- N
o N

- [e)} w o o o N N w
1 —
N ~ o o

o N w N w
1
N [e)} (@]

MD ME
35 35
10 10
7 8
3 2
8 10
2 0
5 7
5 3
52 38
78 75
66 59
1 1
0 1
1 0
0 1
7 6
0 0
1 1
0 0
3 1
2 6
5 3
1 1
8 1
1 5
0 3
0 0

RO
35

10

46
64
53

O O o O N Ul o N

RN

w | o O O

SRB TOTAL
35 268
10 80
10 60
0 20
10 75
0 5
5 45
5 35
46 19
80 88
65 54
2 1"
0 12
1 9
1 13
4 27
0 2
2 5
0 0
2 10
4 28
4 32
2 9
0 19
4 27
4 14
0 1

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,

SRB - Serbia.
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Table A. 4. Main characteristics of the sample on myocardial infarction - Knowledgeable observers (number of interviews)

TOTAL

TOTAL

Type of

knowledgeable
observers

Gender

Age

(years)

BG

All interviewees 35

Knowledgeable
observers

25
Family physicians 9
Medical specialists 13

Regional or
national directions 3
of public health

Hospitals 0
Emergency
0

centers
NGOs 0
Patients’

L 0
organizations
Others 0
Male 17
Female 8
Minimum age 38
Maximum age 61
Average age 48

HR

35

25

5

20
35
53
44

RKS

23

13

4
34
61
47

MK

13

25

9

16
24
67
47

MD

35

25

0

10
15
25
57
36

ME

35

25

1

11
14
26
59
40

RO

35

25

9

16
29
54
36

SRB TOTAL
35 268
25 188
5 46
18 86
1 17
0 14
1 14
0 5

0 3

0 3
15 85
10 103
33 24
65 67
53 44

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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Table A. 5. Main characteristics of the sample on stroke - Individual witnesses (number of interviews)

TOTAL

TOTAL

Type of
individual

witnesses

Ethnicity

Gender

Age

(years)

Employment

Status*

Level of

Education*

Level of
Incomes*

(self-assessed)

All interviewees

Individual
witnesses

Patients

Family members
Majority ethnicity
Minority ethnicity
Male

Female

Minimum age
Maximum age
Average age
Managers
Clerical staff

Non-manual
workers

Manual workers
Pensioners
Pupils/students
Housewives

No formal
schooling

Elementary
Secondary
Tertiary

Low
Middle-low
Middle
Middle-high
High

BG
35

10

32
76
60

o O w M~ w

HR RKS MK

35

10

34
80
59

51

30

1

19
25

15
15
22
86
56

35

10

u U W

81
65

w o N W

ol w /| N~

MD ME
35 35
0 10
8 9
2 1
9 10
1 0
8 3
2 7
30 42
71 78
61 62
1 1
0 2
1 1
2 1
6 2
0 0
0 3
0 0
4 2
3 5
3 3
0 5
6 0
4 4
0 1
0 0

RO
35

10

29
78
59

N W W O NN O

SRB TOTAL
35 296
10 100
5 51
5 49
10 91
0 9

5 51
5 49
45 22
98 98
72 62
0 12
0 12
0 8

2 12
8 36
0 4

0 15
0 1

1 15
5 28
4 26
1 18
2 16
3 21
4 12
0 3

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,

SRB - Serbia.
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Table A. 6. Main characteristics of the sample on stroke - Knowledgeable observers (number of interviews)

BG HR RKS MK MD ME RO SRB TOTAL
TOTAL All interviewees 35 35 51 35 35 35 35 35 296

Knowledgeable

TOTAL observers 25 25 21 25 25 25 25 25 196
Family physicians 7 10 3 12 8 6 5 5 56
Type of Medical specialists 13 10 " 7 5 8 5 18 77
Eggrr’\'/ee?feab'e E:’glc?:;;;ections 3 0 1 0 5 1 1 1 12
of public health
Hospitals 0 3 1 2 2 0 9 0 17
Emergency centres 2 2 1 0 5 5 5 1 21
NGOs 0 0 1 0 0 1 0 0 2
(PJ?gt;Iaerrw]itzSations 0 0 3 0 0 0 0 0 3
Others 0 0 0 4 0 4 0 0 8
Gender Male M 6 13 12 10 13 9 8 82
Female 14 19 8 13 15 12 16 17 114
Age Minimum age 35 30 20 25 24 25 26 35 20
(years) Maximum age 65 60 61 66 64 61 52 65 66
Average age 509 47 37 422 39 42 40 50.7 44

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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Table A. 7. Main characteristics of the sample on cancer - Individual witnesses (number of interviews)

TOTAL

TOTAL

Type of
individual

witnesses

Ethnicity

Gender

Age

(years)

Employment

Status

Level of

Education*

Level of
Incomes*

(self-assessed)

All interviewees

Individual
witnesses

Patients

Family members
Majority ethnicity
Minority ethnicity
Male

Female

Minimum age
Maximum age
Average age
Managers
Clerical staff
Non-manual workers
Manual workers
Pensioners
Pupils/students
Housewives

No formal schooling
Elementary
Secondary
Tertiary

Low

Middle-low
Middle
Middle-high

High

BG
35

10

U W
~ 0 O

O O O w o w NN

—_

w o | w

o N D

HR
35

10

32
83
57

o o b~ O O NN WU,

RKS
59

22

N TN O U O

MK
35

10

N

o o Ul w N

MD ME
35 35
0 10
7 9
3 1
7 10
3 0
2 3
8 7
51 37
85 68
63 53
2 0
0 2
0 2
0 0
4 4
0 0
4 2
0 0
5 1
0 8
5 1

1 2
5 2
4 1
0 5
0 0

RO
35

10

35
62
52

NN N

w NNN R RN ON O -

—_

SRB TOTAL
35 304
10 92
9 63
1 29
8 80
2 12
6 32
4 60
35 30
79 85
60 54
2 14
2 14
0 10
1 10
3 25
1 2

1 17
0 2
4 19
3 27
3 22
4 20
0 13
3 23
3 13
0 1

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,

SRB - Serbia.
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Table A. 8. Main characteristics of the sample on cancer - Knowledgeable observers (number of interviews)

BG HR RKS MK MD ME RO SRB TOTAL
TOTAL All interviewees 35 35 59 35 35 35 35 35 304

Knowledgeable

TOTAL observers 25 25 37 25 25 25 25 25 212
Family physicians 6 5 2 11 1M 5 5 7 52
Type of Medical specialists 9 13 7 5 9 12 5 8 68
Eggrr’\'/ee?feab'e Eﬁg'c?%?q'soéf”{fﬁ'ﬁ'ﬁf | 3 7 4 0 2 1 1 2 20
health
Hospitals 3 0 5 3 2 0 8 3 24
Emergency centres 0 0 2 0 0 0 2 4 8
NGOs 2 0 2 0 1 1 2 : 8
Z?;laer?itzsations 2 0 15 ! 0 0 2 ! 21
Others 0 0 0 5 0 6 0 0 1
Gender Male 9 11 19 9 11 11 7 14 91
Female 16 14 18 16 14 14 18 11 121
Age Minimum age 32 28 24 25 25 28 26 27 24
(years) Maximum age 62 67 65 62 55 73 57 64 73
Average age 48 40 42 44 36 45 40 51 43

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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Table A. 9. Main characteristics of the sample on injuries - Individual witnesses (number of interviews)

TOTAL

TOTAL

Type of
individual

witnesses

Ethnicity

Gender

Age

(years)

Employment

Status

Level of

Education*

Level of
Incomes*

(self-assessed)

All interviewees

Individual
witnesses

Patients

Family members
Majority ethnicity
Minority ethnicity
Male

Female

Minimum age
Maximum age
Average age
Managers
Clerical staff
Non-manual workers
Manual workers
Pensioners
Pupils/students
Housewives

No formal schooling
Elementary
Secondary
Tertiary

Low

Middle-low
Middle
Middle-high

High

BG
35

10

o o w M Wl W U1 N O

HR RKS MK
35 42 35

10 10 10

8 4 8
2 6 2
10 10 6
0 0 4
3 6 5
7 4 5
36 26 9
64 8 78
46 49 43
2 0 0
0 0 2
3 4 1
2 2 2
3 2 1
0 0 2
0 2 2
0 1
1 - 2
6 - 3
3 - 4
2 - 2
5 - 3
3 - 3
0 - 2
0 - 0

MD ME
35 35
10 10
5 7
5 3
10 10
0 0
4 2
6 8
18 25
80 75
44 48
2 4
1 2
0 0
2 0
3 2
2 1
0 1
0 -
2 1
4 4
4 4
2 1
5 1
3 6
0 2
0 0

RO
35

10

N 0N
NG| o

N N WO O N O O N NN

N R =

SRB TOTAL
35 287
10 80
7 53
3 27
10 76
0 4
6 34
4 46
2 9
68 86
49 45
2 12
3 12
1 12
1 13
1 13
1 9
1 9
1 2
2 10
5 30
2 27
2 14
3 22
3 25
1 7
1 2

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,

SRB - Serbia.
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Table A. 10. Main characteristics of the sample on injuries - Knowledgeable observers (number of interviews)

BG HR RKS MK MD ME RO SRB TOTAL
TOTAL All interviewees 35 35 42 35 35 35 35 35 287

Knowledgeable

TOTAL observers 25 25 32 25 25 25 25 25 207
Family physicians 6 10 7 7 11 7 7 5 60
Type of Medical specialists 12 10 15 9 3 13 6 13 81
EESgLZ??eable ﬁgglc?nnajlci;ections 2 0 0 6 1 3 12
of public health
Hospitals 1 1 0 3 2 0 6 3 16
Emergency centres 2 4 0 2 3 0 3 2 16
NGOs 0 0 0 0 0 0 0 1 1
zféla?r?sations 0 0 10 2 0 0 0 ! 13
Others 2 0 0 2 0 4 0 0 8
Gender Male 15 5 20 16 7 11 13 14 101
Female 10 20 12 9 18 14 12 1M 106
Age Minimum age 38 31 29 27 24 27 29 28 24
(years) Maximum age 64 53 63 64 64 64 62 64 64
Average age 50 42 40 42 38 42 42 44 43

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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Table A. 11. Main characteristics of the sample on diabetes (type 2) - Individual witnesses (number of interviews)

TOTAL

TOTAL

Type of
individual

witnesses

Ethnicity

Gender

Age

(years)

Employment

Status

Level of

Education*

Level of
Incomes*

(self-assessed)

All interviewees

Individual
witnesses

Patients

Family members
Majority ethnicity
Minority ethnicity
Male

Female

Minimum age
Maximum age
Average age
Managers
Clerical staff
Non-manual workers
Manual workers
Pensioners
Pupils/students
Housewives

No formal schooling
Elementary
Secondary
Tertiary

Low

Middle-low
Middle
Middle-high

High

BG
35

10

33
59
46

- N W O o = O O NN

o o NN

HR
35

10

10

10

w | O | O

O O o o o o

RKS
38

10

27
68
53

MK
35

10

NN 0 W

78
62

o Ul N =

N Oy N O

o NN U

MD ME
35 35
10 10
10 9
0 1
7 10
3 0
1 6
9 4
52 32
72 81
62 59
1 0
0 1
0 1
0 1
6 4
0 1
3 2
0 0
4 1
1 7
5 2
0 7
8 0
1 3
1 0
0 0

RO
35

10

34
73
58

N Ul w oo O o N

SRB TOTAL
35 283
10 80
8 66
2 14
10 75
0 5
5 33
5 47
60 27
77 81
69 57
1 4

1 9
0 9
0 8
6 35
0 3
2 12
0 0
3 13
4 35
3 22
3 17
1 22
4 22
1 7

1 2

Data: FES (2012-2013) Performance of the Public Health Care System. Note: * Characteristic with missing cases. Country
acronyms: BG - Bulgaria, HR - Croatia, RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania,

SRB - Serbia.
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Table A. 12. Main characteristics of the sample on diabetes (type 2) - Knowledgeable observers (number of interviews)

TOTAL All interviewees
TOTAL Knowledgeable
observers
Family physicians
Type of Medical specialists

Regional or national
directions of public
health

knowledgeable
observers

Hospitals
Emergency centers
NGOs

Patients’
organizations

Others
Gender Male

Female
Age Minimum age
(years) Maximum age

Average age

BG

35

25

10
"

3

0

1

10
15
33
62
50

HR

35

25

13

6

19
26
78
47

RKS

38

28

19
24
62

MK

35

25

5

20
27
62
43

MD ME
35 35
25 25
10 4
8 12
4 1
2 2
0 3
1 2
0 0
0 1
5 20
20 5
25 24
55 58
38 45

RO

35

25

0

10
15
28
54
38

SRB TOTAL
35 283
25 203
13 61
8 84
0 12

1 21

1 5

1 6

1 8

0 6
10 75
15 128
29 33
65 62
41 50

Data: FES (2012-2013) Performance of the Public Health Care System. Country acronyms: BG - Bulgaria, HR - Croatia,
RKS - Kosovo, MK - Macedonia, MD - Moldova, ME - Montenegro, RO - Romania, SRB - Serbia.
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RESEARCH INSTRUMENTS

(A) Individual witnesses

Social-demographic data

Type of
respondent

Patient
Family member

Interview no.: |_|_|

Data about respondent

Region/ county:

Residency: 1. large urban 2. small urban 3. rural
Ethnicity: (According to the country)

Age: (inyears) |_| |

Gender: 1. male 2. female

Occupation:

(According to the country, but please make sure that it can be recorded into
the following categories for comparison between countries)

. manager, specialist

. clerical staff

. non-manual worker

. manual worker

. pensioner

. student

. housewife or other inactive

NOoOuUvih WN=

Education:
(According to the country but keep in mind ISCED levels for comparisons)

Income:

1. low

2. middle-low

3. middle

4. middle-high

5. high

Provide the interviewer with estimates of income for each category in your
country for helping the respondent to select the category most appropriate
for his/her situation.

Module: [_1A_| Disease: MYOCARDIAL INFARCTION
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Therapeutic scheme

Symptoms identification

1. Consult a doctor (general practitioner, emergency doctor, specialist) and getting the
diagnostic

2. Treatment (medication and non-medication) and rehabilitation

History of the health problem

Step 1. Symptoms identification

PREVENTION

Did you receive any information or were you performed any preventive action (that relates to
current condition) before getting ill? /f YES, tell us more about this preventive information or
testing.

SYMPTOMS

When the myocardial infarction occurred, did you know to recognize the symptoms?

Most frequent symptoms: chest pain, pressure, fullness and/or squeezing sensation of the
chest, jaw pain, toothache, headache, shortness of breath, nausea, vomiting, sweating, heart-
burn and/ or indigestion, arm pain (more commonly the left arm, but may be either arm), upper
back pain, general malaise (vaque feeling of illness);

No symptoms (approximately one quarter of all heart attacks are silent, without chest pain or
new symptoms. Silent heart attacks are especially common among patients with diabetes)

History of the health problem

Step 2. Consult a doctor and getting the diagnostic

TIME
When did the myocardial infarction occur?

PERSONS INVOLVED

When it happened, were you in the position to call the emergency centre or someone else did
it?

Please ask a history of the events.

Who called the emergency centre?

How long took the ambulance to arrive? (in minutes)

Was the patient tested in the ambulance?

How long is the distance (in km) from the patients’ home to the nearest clinic/hospital?

DIAGNOSTIC
How long did it take for you to be diagnosed?

SATISFACTION
Do you consider that the diagnostic was given in a professional and timely manner or it was
erroneous and/or delayed so that it affected further your health condition?
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History of the health problem

Step 3. Treatment and rehabilitation

TIME
After how many hours since the first symptoms appeared, did you start the stabilization treat-
ment?

TYPE OF TREATMENT
Your treatment included surgical intervention? If yes, how much did you pay (official or infor-
mal)?
The amount you had to pay for the entire treatment did cover (Circle your answers)
= Doctor/ specialists
= Nurses or other medical staff
= Laboratory tests
= Clinic/hospital medication
= Proper care (food, cleaning, etc.)
= QOthers (transportation, accommodation, etc.)
What would happen if a patient cannot pay the demanded amount for the entire treatment?

COSTS OF TREATMENT AND REHABILITATION

(Clinic/hospital refer also to the rehabilitation facilities)

The health-care services received at the clinic/ hospital were free of costs?
Did you have to pay the medical staff to receive proper care?

Did you have to pay for the laboratory tests taken at the clinic/hospital?
Did you have to pay for the clinic/ hospital medication?

REHABILITATION

What medical professionals specialized in post-myocardial infarction rehabilitation did help you?
Please ask a history of doctors (e.g. physician, rehabilitation therapist or nurses, physical thera-
pist, occupational and recreational therapist, etc.) and places.

Did you follow a program of rehabilitation? (in a clinic/ hospital or at home)
The distance from your home to the clinic/ hospital was acceptable?

STATE OF ART

Was the treatment provided in the public health-care system at the level of state of art? If no,
please provide details.

Have you been prescribed a type of treatment or rehabilitation that you have not followed? If
yes, what treatment and why?

MEDICATION

Do you have to take regular medication?

If yes, can you obtain the prescribed medication easily at your local pharmacy?

If no, please explain how did you manage to obtain the prescribed medication?

Your medication was free of costs?

If no, approximately how much do you have to spend per month for the necessary medication?
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FACTORS HAMPERING ACCESS

Taking into consideration your experience during the entire process (from diagnostic to the
recovery period) which are the main factors that prevent state of art (high quality) treatment in
case of myocardial infarction?

(Please check the following list of potential factors)

= Distance from home to a hospital/clinic is too large and/or too costly?

= Emergency services are not available or are limited? Rehabilitation services are not avail-
able?

= Distance from home to pharmacy is too large?

= The waiting time for being received by the doctor or clinic/hospital or rehabilitation unit is
very long?

= The waiting time for getting the medication is very long?

= [ack of interest or unprofessionalism of the doctor or medical staff? Discriminatory or inap-
propriate behaviour of medical staff?

= [ack of trust in doctors, nurses or medical staff?

= [ow quality (low effectiveness) of medical services? Poor equipment of clinic/hospital? Poor
equipment of the emergency services?

= High costs of medical services to pay the doctor, the nurses or other medical staff or to pay
the needed tests?

» High costs of medication?

= [ack of humanness of the staff (not treated well, disrespectful, not provided with explana-
tions about disease and treatment)?

= [ow effectiveness of services (inappropriate waiting tine, laboratory tests not reported
promptly and correctly, poor working equipment, unclean and untidy hospital/ clinic)?

= [ack of accessibility and continuity of care (inappropriate number of chairs in the waiting
room, availability of the needed services at any hour, the number of staff to perform all the
tasks needed at each visit)?

= Others, please give details

Interview no.: |_|_| Module: | 2A | Disease: STROKE
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Therapeutic scheme

1. Symptoms identification
Consult a doctor (general practitioner, emergency doctor, specialist) and getting the
diagnostic

3. Treatment (medication and non-medication) and rehabilitation

History of the health problem
Step 1. Symptoms identification

PREVENTION

Did you receive any information or were you performed any preventive action (that relates to
current condition) before getting ill? If YES, tell us more about these preventive information or
testing.

SYMPTOMS

When the stroke occurred, did you know to recognize the symptoms?

Most frequent symptoms: Sudden numbness or weakness of the face, arm, or leg,; Sudden con-
fusion, trouble speaking or understanding speech, Sudden trouble seeing in one or both eyes;
Sudden trouble walking, dizziness, loss of balance or coordination; Sudden severe headache
with no known cause.

History of the health problem

Step 2. Consult a doctor and getting the diagnostic

TIME
When did the stroke occur?

PERSONS INVOLVED

When it happened, were you in the position to call the emergency centre or someone else did
it?

Please ask a history of the events.

Who called the emergency centre?

How long took the ambulance to arrive? (in minutes)

Was the patient tested in the ambulance?

How long is the distance (in km) from the patients’ home to the nearest clinic/hospital? Is there
a neurovascular department in the nearest clinic/ hospital?

DIAGNOSTIC
How long did it take for you to be diagnosed?
What kind of stroke? Ischemic stroke (clot) or Hemorrhagic stroke (bleeding)?
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SATISFACTION
Do you consider that the diagnostic was given in a professional and timely manner or it was
erroneous and/or delayed so that it affected further your health condition?

History of the health problem
Step 3. Treatment and rehabilitation

TIME
After how many hours since the first symptoms appeared, did you start the stabilization treat-
ment?

TYPE OF TREATMENT

Your treatment included surgical intervention?

If yes, how much did you pay (official or informal)?

The amount you had to pay for the entire treatment did cover (Circle your answers)

Doctor/ specialists

Nurses or other medical staff

Laboratory tests

Clinic/hospital medication

Proper care (food, cleaning, etc.)

Others (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?

COSTS OF TREATMENT AND REHABILITATION

(Clinic/hospital refer also to the rehabilitation facilities)

The health-care services received at the clinic/ hospital were free of costs?
Did you have to pay the medical staff to receive proper care?

Did you have to pay for the laboratory tests taken at the clinic/hospital?
Did you have to pay for the clinic/ hospital medication?

DISABILITIES

Did the stroke result in any disabilities?

If yes, mention the types of disabilities. E.q. Paralysis or problems controlling movement (motor
control)

Sensory disturbances including pain

Problems using or understanding language (aphasia)
Problems with thinking and memory

Emotional disturbances

REHABILITATION

What medical professionals specialized in post-stroke rehabilitation did help you?

Please ask a history of doctors (e.q. physician, rehabilitation therapist or nurses, physical therapist, oc-
cupational and recreational therapist, speech-language pathologist, vocational therapist) and places.
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What type of rehabilitation program did you follow?
(see the definitions bellow)

Inpatient rehabilitation units

Outpatient rehabilitation units

Nursing facilities

- Home-based rehabilitation

The distance from your home to the clinic/ hospital was acceptable?

Definitions - What type of rehabilitation program did you follow?

m /npatient rehabilitation units

Inpatient facilities may be freestanding or part of larger hospital complexes. Patients stay in the
facility, usually for 2 to 3 weeks, and engage in a coordinated, intensive program of rehabilita-
tion. Such programs often involve at least 3 hours of active therapy a day, 5 or 6 days a week.
Inpatient facilities offer a comprehensive range of medical services, including full-time physician
supervision and access to the full range of therapists specializing in post-stroke rehabilitation

m Qutpatient rehabilitation units

Outpatient facilities are often part of a larger hospital complex and provide access to physicians
and the full range of therapists specializing in stroke rehabilitation. Patients typically spend
several hours, often 3 days each week, at the facility taking part in coordinated therapy ses-
sions and return home at night. Comprehensive outpatient facilities frequently offer treatment
programs as intense as those of inpatient facilities, but they also can offer less demanding
regimens, depending on the patient’s physical capacity.

m Nursing facilities

Rehabilitative services available at nursing facilities are more variable than are those at inpatient
and outpatient units. Skilled nursing facilities usually place a greater emphasis on rehabilita-
tion, whereas traditional nursing homes emphasize residential care. In addlition, fewer hours of
therapy are offered compared to outpatient and inpatient rehabilitation units.

m Home-based rehabilitation

Home rehabilitation allows for great flexibility so that patients can tailor their program of reha-
bilitation and follow individual schedules. Stroke survivors may participate in an intensive level of
therapy several hours per week or follow a less demanding regimen. These arrangements are often
best suited for people who require treatment by only one type of rehabilitation therapist. Patients
dependent on Medicare (medical insurance) coverage for their rehabilitation must meet Medicare’s
“homebound” requirements to qualify for such services, at this time lack of transportation is not
a valid reason for home therapy. The major disadvantage of home-based rehabilitation programs
is the lack of specialized equipment. However, undergoing treatment at home gives people the
advantage of practicing skills and developing compensatory strategies in the context of their own
living environment. In the recent stroke rehabilitation trial, intensive balance and strength rehabilita-
tion in the home was equivalent to treadmill training at a rehabilitation facility in improving walking.

STATE OF ART

Was the treatment provided in the public health-care system at the level of state of art? If no,
please provide details.

Have you been prescribed a type of treatment or rehabilitation that you have not followed? If
yes, what treatment and why?



240

The Performance of Public Health-care Systems in South-East Europe

MEDICATION

Do you have to take regular medication?

If yes, can you obtain the prescribed medication easily at your local pharmacy?

If no, please explain how did you manage to obtain the prescribed medication?

Your medication was free of costs?

If no, approximately how much do you have to spend per month for the necessary medication?

FACTORS HAMPERING ACCESS

Taking into consideration your experience during the entire process (from diagnostic to the
recovery period) which are the main factors that prevent state of art (high quality) treatment in
case of stroke?

(Please check the following list of potential factors.)

= Distance from home to a hospital/clinic with a neurovascular department is too large and/
or too costly?

= Emergency services are not available or are limited? Rehabilitation services are not avail-
able?

= Distance from home to pharmacy is too large?

= The waiting time for being received by the doctor or clinic/hospital or rehabilitation unit is
very long?

= The waiting time for getting the medication is very long?

= [ack of interest or unprofessionalism of the doctor or medical staff? Discriminatory or inap-
propriate behaviour of medical staff?

= [ack of trust in doctors, nurses or medical staff?

= [ow quality (low effectiveness) of medical services? Poor equipment of clinic/hospital? Poor
equipment of the emergency services?

= High costs of medical services to pay the doctor, the nurses or other medical staff or to pay
the needed tests?

» High costs of medication?

= [ack of humanness of the staff (not treated well, disrespectful, not provided with explana-
tions about disease and treatment)?

= [ow effectiveness of services (inappropriate waiting tine, laboratory tests not reported
promptly and correctly, poor working equipment, unclean and untidy hospital/ clinic)?

= [ack of accessibility and continuity of care (inappropriate number of chairs in the waiting
room, availability of the needed services at any hour, the number of staff to perform all the
tasks needed at each visit)?

= Others, please give details

Interview no.: |_|_| Module: | 3A | Disease: CANCER
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Therapeutic scheme

1. Symptoms identification
Consult a doctor (general practitioner, specialist, oncologist) and getting the diagnos-
tic

3. Treatment (medication and non-medication)

4. Monitoring period

History of the health problem
Step 1. Symptoms identification

TIME

When did you notice the first symptoms?

How did you notice the first symptoms?

1. During some routine or preventive consults

2. Feltill one day and went to a doctor

3. Feltill for a period of time and went to a doctor only when pain became unbearable

PREVENTION

Did you receive any information or were you performed any preventive action (that
relates to current condition) before getting ill?

(i.e. for woman with breast cancer this would mean... were they instructed ever to carry out
self-examination)

PERSONS INVOLVED

Who did you talk to about the symptoms first?

A family member? A general practitioner? A specialist? Another medical representative? An-
other person. Who?

History of the health problem

Step 2. Consult a doctor and getting the diagnostic

PERSONS INVOLVED
Who did you talk to about the disease?
Please ask a history of doctors and places.

Example: First, the patient visited his general practitioner who referred him to a specialist in
the same locality. The specialist recommended few tests and met him again after two weeks,
recommending medication. After treatment the patient did not feel better. So, he decided to
go to a second specialist in the same locality who recommended additional tests and after two
more weeks referred the patient to an oncologist from another city (xxx km away). The patient
went to the oncologist who ran some tests and recommended medication. After four weeks the
situation was not improving so the patient went to a much larger hospital from a large city for
consulting another oncologist. The second opinion was a cancer diagnostic and the patient was
registered in the National Reqgistry and he was included in the National Programme of Oncology.

Please note if the patient was referred to the private sector and/or to treatment abroad.
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TESTS

Did you have to pay (official or informal) for any of the required tests including blood test, ultra-
sound, radiography, mammography, tomography, nuclear magnetic resonance spectroscopy,
others?

If yes, for which tests have you paid? (Circle the paid tests)

Blood tests

Ultrasound

Radiography

Mammaography

Tomography

Nuclear magnetic resonance (NMR) spectroscopy

. Other, namely

Overall, how much did you pay for all tests (official and informal)?

NouswN =

DIAGNOSTIC

When were you diagnosed with cancer?

What kind of cancer?

Did you ask for a second opinion?

Did you enter the National Programme of Oncology?

SATISFACTION
Do you consider that the diagnostic was given in a professional and timely manner or it was
erroneous and/or delayed so that it affected further your health condition?

History of the health problem
Step 3. Treatment

TIME
When did you start the treatment?

ABOUT TREATMENT
Please describe the treatment you have taken.

Have you been prescribed a type of treatment that you have not followed? If yes, what treat-
ment and why? The treatment was provided at home or in a clinic/ hospital or both? Were
there in the public or private system?

How much time did you spend in a public clinic/hospital?

Was the treatment provided in the public health-care system at the level of state-of-art? If no,
please provide details.

Did you spend time in private facilities or out of country? Were the same physicians working in
both sectors who condition the patient to receive the treatment in a private facility?
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COSTS OF TREATMENT

The health-care services received at the clinic/ hospital were free of costs?
Did you have to pay the medical staff to receive proper care?

Did you have to pay for the laboratory tests taken at the clinic/hospital?
Did you have to pay for the clinic/ hospital medication?

TYPE OF TREATMENT

What type of For this treatment did
treatment did you  yoy had to pay, officially How much did you How much did you

have to follow? or informally, any mon- pay officially? pay informally?
ey? (circle your answer)

Surgical intervention Yes NO s
Chemotherapy Yes NO
Radiotherapy Yes NO s
Laser therapy Yes NO
Photodynamic therapy  Yes NO e
Hormonal therapy Yes NO e

What would happen if a patient cannot pay the demanded amount for the entire treatment?
The amount you had to pay for the entire treatment did cover (Circle your answers)

= Doctor/ specialists

= Nurses or other medical staff

= Laboratory tests

= Clinic/hospital medication

= Proper care (food, cleaning, etc.)

= Others (transportation, accommodation, etc.)

History of the health problem
Step 4. Recovery period

PERSONS INVOLVED
For the monitoring period you went to:

1. public facility 2. private facility 3. both

1. only in the country 2. abroad 3. both
All the health-care services that you needed during the monitoring period were present at the
nearest clinic/ hospital or you had to visit different doctors located in various places?

The distance from your home to the clinic/ hospital was acceptable?
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MEDICATION

Do you have to take regular medication?

If yes, can you obtain the prescribed medication easily at your local pharmacy?
If no, please explain how did you manage to obtain the prescribed medication?
If yes, was the medication free of costs?

If no, approximately how much do you have to spend per month for the necessary medication?
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Factors hampering the access

Taking into consideration your experience during the entire process (from diagnostic to the re-
covery period) which are the main factors that prevent state of art treatment in case of cancer?
(Please check the following list of potential factors.)

Did not think/ know that they had to do something? Usually, he/she does not contact a
doctor until the situation becomes urgent?

Specific ethnic culture? Costumes/tradition related factors... family would not let woman
to visit the doctor... or similar...

Doctor or medical services are not available in the locality?

Distance from home to a hospital/clinic is too large and/or too costly?

Distance from home to pharmacy is too large?

The waiting time for being received by the doctor is very long?

The waiting time for getting the medication is very long?

Lack of interest or unprofessionalism of the doctor or medical staff?

Discriminatory or inappropriate behaviour of medical staff?

Lack of money to pay the doctor?

Lack of money to pay the needed tests?

Lack of money for out-of-pocket payments?

Lack of trust in doctors, nurses or medical staff?

Lack of humanness of the staff (not treated well, disrespectful, not provided with expla-
nations about disease and treatment)?

Low effectiveness of services (inappropriate waiting time, laboratory tests not reported
promptly and correctly, poor working equipment, unclean and untidy hospital/ clinic)?
High costs of mediication?

Oncology services are not available in your city/ village?

Low quality (low effectiveness) of medical services?

Poor equipment of clinic/hospital?

Lack of accessibility and continuity of care (inappropriate number of chairs in the waiting
room, availability of the needed services at any hour, the number of staff to perform all
the tasks needed at each visit

Others, please give details

Interview no.: |_|_| Module: | 4A | Disease: INJURIES
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Therapeutic scheme

1. Accident/ Symptoms identification

2. Consult a doctor (general practitioner, emergency doctor, specialist) and getting the
diagnostic

3. Treatment (medication and non-medication) and rehabilitation

History of the health problem

Step 1. Symptoms identification
PREVENTION
Did you receive any information or were you performed any preventive action (that
relates to current condition) before getting the injuries (fractures)?

(Were you conscious about the possibility of getting injured during your current activities/ work/
free time?)

ACCIDENT/ SYMPTOMS

When the injuries (fractures) occurred, did you know to recognize the symptoms?

Most frequent symptoms: swelling, bruising, the bone sticking out or bending, a grating feeling
or sound.

History of the health problem

Step 2. Consult a doctor and getting the diagnostic

TIME
When did the accident happen?

PERSONS INVOLVED
When it happened, were you in the position to call the emergency centre or someone else did
it?

Please ask a history of the events.

Did he go by himself to the doctor? Who called the emergency centre? How long took the am-
bulance to arrive? Was the patient tested in the ambulance? Did he receive any first aid at the
place of the accident or in the ambulance? How long is the distance (in km) from the patients’
home to the nearest clinic/hospital?

DIAGNOSTIC
How long did it take for you to be diagnosed?
What type of fracture?

E.q.: Closed (simple) fractures (the skin is intact), Open (compound) (involve wounds that com-
municate with the fracture, or where fracture hematoma is exposed), Compression fractures
(usually occurs in the vertebrae), Complete fracture (bone fragments separate completely), In-
complete fracture (bone fragments are still partially joined), Linear fracture (a fracture that is
parallel to the bone’s long axis), Transverse fracture (a fracture that is at a right angle to the
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bone’s long axis), Oblique fracture (a fracture that is diagonal to a bone’s long axis), Spiral
fracture (fracture where at least one part of the bone has been twisted), Comminute fracture
(a fracture in which the bone has broken into a number of pieces), Impacted fracture (caused
when bone fragments are driven into each other,).

SATISFACTION
Do you consider that the diagnostic was given in a professional and timely manner or it was
erroneous and/or delayed so that it affected further your health condition?

History of the health problem
Step 3. Treatment and rehabilitation

TIME
After how many hours since the first symptoms appeared, did you start the stabilization treat-
ment?

TYPE OF TREATMENT

Your treatment included surgical intervention?

If yes, how much did you pay?

The amount you had to pay for the entire treatment (official or informal) did cover
(Circle your answers)

Doctor/ specialists

Nurses or other medical staff

Laboratory tests

Clinic/hospital medication

Proper care (food, cleaning, etc.)

Others (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?

COSTS OF TREATMENT AND REHABILITATION

(Clinic/hospital refer also to the rehabilitation facilities)

The health-care services received at the clinic/ hospital were free of costs?
Did you have to pay the medical staff to receive proper care?

Did you have to pay for the laboratory tests taken at the clinic/hospital?
Did you have to pay for the clinic/ hospital medication?

DISABILITIES
Did the injuries (fracture) result in any disabilities?

REHABILITATION

What medical professionals specialized in post-fracture rehabilitation did help you?

Please ask a history of doctors (e.g. physician, rehabilitation therapist or nurses, physical thera-
pist, occupational and recreational therapist, etc.) and places.

Did you follow any program of rehabilitation?

Please ask for details — what type of programme, where, how long, how much money?

The distance from your home to the clinic/ hospital was acceptable?
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STATE OF ART

Was the treatment provided in the public health-care system at the level of state of art? If no,
please provide details.

Have you been prescribed a type of treatment or rehabilitation that you have not followed? If
yes, what treatment and why?

MEDICATION

Do you have to take regular medication?

If yes, can you obtain the prescribed medication easily at your local pharmacy?

If no, please explain how did you manage to obtain the prescribed medication?

Your medication was free of costs?

If no, approximately how much do you have to spend per month for the necessary medication
during the recovery period?

FACTORS HAMPERING ACCESS

Taking into consideration your experience during the entire process (from diagnostic to the

recovery period) which are the main factors that prevent state of art (high quality) treatment in

case of injuries (fractures)?

(Please check the following list of potential factors.)

= Distance from home to a hospital/clinic is too large and/or too costly?

» Emergency services are not available or are limited? Rehabilitation services are not avail-
able?

» Distance from home to pharmacy is too large?

» The waiting time for being received by the doctor or clinic/hospital or rehabilitation unit is
very long?

* The waiting time for getting the medication is very long?

» Lack of interest or unprofessionalism of the doctor or medical staff? Discriminatory or
inappropriate behaviour of medical staff?

= Lack of trust in doctors, nurses or medical staff?

» Low quality (low effectiveness) of medical services? Poor equipment of clinic/hospital?
Poor equipment of the emergency services?

» High costs of medical services to pay the doctor, the nurses or other medical staff or to
pay the needed tests?

* High costs of medication?

» Lack of humanness of the staff (not treated well, disrespectful, not provided with explana-
tions about disease and treatment)?

» Low effectiveness of services (inappropriate waiting tine, laboratory tests not reported
promptly and correctly, poor working equipment, unclean and untidy hospital/ clinic)?

= Lack of accessibility and continuity of care (inappropriate number of chairs in the waiting
room, availability of the needed services at any hour, the number of staff to perform all
the tasks needed at each visit)?

= Others, please give details

Interview no.: |__|_| Module: |_5A | Disease: DIABETES (TYPE 2)
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Therapeutic scheme

1. Symptoms identification

2. Consult a doctor (general practitioner, specialist, endocrinologist) and getting the di-
agnostic

3. Treatment (medication and non-medication)

4. Monitoring period

History of the health problem
Step 1. Symptoms identification

TIME
When did you notice the first symptoms?
How did you notice the first symptoms?
1. During some routine or preventive consults
2. Feltill one day and went to a doctor
3. Feltill for a period of time and went to a doctor

PREVENTION

Did you receive any information or were you performed any preventive action (that relates to
current condition) before getting ill? If YES, tell us more about these preventive information
or testing. E£.g.. Many cases of type 2 diabetes could be prevented or delayed through simple
lifestyle changes that lower the risks of diabetes. These risks include excess weight, poor diet,
inactivity, smoking and too much alcohol).

PERSONS INVOLVED

Who did you talk to about the symptoms first?

A family member? A general practitioner? A specialist? Another medical representative? An-
other person. Who?

History of the health problem

Step 2. Consult a doctor and getting the diagnostic

PERSONS INVOLVED

Who did you talk to about the disease?

Please ask a history of doctors and places.

Example: First, the patient visited his general practitioner who referred him to a specialist in the
same locality. The specialist recommended few tests and met him again after two weeks, rec-
ommending medication. The diagnostic was type 2 diabetes and the patient was registered in
the National Reqgistry and he was included in the National Programme of Diabetes. Please note
if the patient was referred to the private sector and/or to treatment abroad.

TESTS

Did you have to pay (official or informal) for any of the required tests (blood tests, oral glucose
tolerance test)?

Overall, how much did you pay (official or informal) for all tests? (in your national currency)
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DIAGNOSTIC

When were you diagnosed with type Il diabetes?
Did you ask for a second opinion?

Did you enter the National Programme of Diabetes?

SATISFACTION
Do you consider that the diagnostic was given in a professional and timely manner or it was
erroneous and/or delayed so that it affected further your health condition?

History of the health problem
Step 3. Treatment
TIME
When did you start the treatment?

ABOUT TREATMENT

What type of treatment did you follow?

E.g.: Non-pharmacologic treatment (lifestyle optimization: diet, physical exercises, weight loss,
quitting smoking, reducing alcohol consumption), Pharmacologic treatment (aspirin treatment,
mono oral therapy, combined oral therapy, insulin therapy). Please ask the patient if he received
any information about how to put in practice correctly the non-pharmacologic treatment or
regarding the administration of the pharmacological treatment

PLEASE DESCRIBE THE TREATMENT YOU HAVE TAKEN

Have you been prescribed a type of treatment that you have not followed? If yes, what treat-
ment and why?

The treatment was provided at home or in a clinic/ hospital or both? Were there in the public
or private system?

How much time did you spend in a public clinic/ hospital?

Was the treatment provided in the public health-care system at the level of state-of-art? If no,
please provide details.

Did you spend time in private facilities or out of country? Were the same physicians working in
both sectors who condition the patient to receive the treatment in a private facility?

COSTS OF TREATMENT

The health-care services received at the clinic/ hospital were free of costs?
Did you have to pay the medical staff to receive proper care?

Did you have to pay for the laboratory tests taken at the clinic/hospital?
Did you have to pay for the clinic/ hospital medication?
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TYPE OF TREATMENT

For this treatment did

you had to pay, officially How much did you = How much did you
or informally, any mon-  pay officially? pay informally?
ey? (circle your answer)

What type of

treatment did you
have to follow?

Oral mono-therapy Yes NO e s
Combined oral therapy  Yes NO e s
Insulin therapy Yes NO e e
Other ..o Yes NO e e

The amount you had to pay for the entire treatment did cover (Circle your answers)

- Doctor/ specialists

- Nurses or other medical staff

- Laboratory tests

- Clinic/hospital medication

- Proper care (food, cleaning, etc.)

- Others (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?

History of the health problem
Step 4. Recovery period

PERSONS INVOLVED

For the monitoring period you went to:

1. public facility 2. private facility 3. both
1. only in the country 2. abroad 3. both

All the health-care services that you needed during the monitoring period were present at the
nearest clinic/ hospital or you had to visit different doctors located in various places?

The distance from your home to the clinic/ hospital was acceptable?

MEDICATION

Do you have to take regular medication?

If yes, can you obtain the prescribed medication easily at your local pharmacy?
If no, please explain how did you manage to obtain the prescribed medication?
If yes, is the medication free of costs?

If no, approximately how much do you have to spend per month for the necessary medication?
Which of the following tests are you doing periodically?

- Glucose control

- Blood pressure control

- Cardiovascular risk protection

- Eye screening

Kidney damage

Foot care

Nerve damage
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Please ask for the respondent: how often he/ she is tested, where (at home, in a public or pri-
vate clinic/ hospital), the costs involved (payment for the laboratory tests, medical staff, trans-
portation, accommodation).

FACTORS HAMPERING ACCESS

Taking into consideration your experience during the entire process (from diagnostic to the
recovery period) which are the main factors that prevent state of art (high quality) treatment in
case of type Il diabetes?

(Please check the following list of potential factors.)

» Did not think/ know that they had to do something? Usually, he/she does not contact a
doctor until the situation becomes urgent?

= Specific ethnic culture? Costumes/tradition related factors... family would not let woman
to visit the doctor... or similar...

»  Doctor or medical services are not available in the locality?

= Distance from home to a hospital/clinic is too large and/or too costly?

» Distance from home to pharmacy is too large?

= The waiting time for being received by the doctor is very long?

= The waiting time for getting the medication is very long?

» [ack of interest or unprofessionalism of the doctor or medical staff?

=  Discriminatory or inappropriate behaviour of medical staff?

= [ack of money to pay the doctor?

» [ack of money to pay the needed tests?

= [ack of money for out-of-pocket payments?

» Lack of trust in doctors, nurses or medical staff?

» [ack of humanness of the staff (not treated well, disrespectful, not provided with explana-
tions about disease and treatment)?

= [ow effectiveness of services (inappropriate waiting time, laboratory tests not reported
promptly and correctly, poor working equipment, unclean and untidy hospital/ clinic)?

»  High costs of medication?

» Low quality (low effectiveness) of medical services?

»  Poor equipment of clinic/hospital?

= [ack of accessibility and continuity of care (inappropriate number of chairs in the waiting
room, availability of the needed services at any hour, the number of staff to perform all the
tasks needed at each visit

= Others, please give details
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(B) Knowledgeable observers

General assessment of the public health-care services:

On a scale from 1 to 5, how do

you evaluate .2 Very poor  Poor Medium Good Very good

The availability of health-care services in

1 2 3 4 5
your country
The quality of health-care services in your 1 ’ 3 4 5
country
Population’s confidence in the public 1 ’ 3 4 5

health-care system

Health-care services in your country are
accessible to any person who needs 1 2 3 4 5
them, regardless their economic situation

Type of respondent Data about respondent

Region/ county:

1. General practitioners
2. Specialist doctors . .
. . . Residency:
3. Representatives of regional or national
g . 1. large urban
directions of public health
. . 2. small urban
4. Hospital representatives
. 3. rural
5. Emergency centres representatives
6. Representatives of NGOs active in the field Age (in years) |_|_|
7. Representatives of patient organizations 9 y —
5 Cilies, rEmely Gender 1. Male 2. Female
Interview no.: |_|_| Module: |_1B_| Disease: MYOCARDIAL INFARCTION

STATE OF ART

State-of-art treatment of myocardial infarction is available in your country?

Would you say that in the public health-care system, most clinics/ hospitals and doctors provide
state-of-art care in case of myocardial infarct?

There is no European Guide for Diagnostic and Treatment. However, is there any national guide
or other standard procedures?

RISK FACTORS
Which of the following risk factors are most often linked to the cases of myocardial infarction
in your country?

Previous cardiovascular disease, older age, tobacco smoking, high blood levels of certain lipids
(low-density lipoprotein cholesterol, triglycerides) and low levels of high density lipoprotein
(HDL) cholesterol, diabetes, high blood pressure, lack of physical activity and obesity, chronic
kidney disease, excessive alcohol consumption, the abuse of illicit drugs (such as cocaine and
amphetamines), and chronic high stress levels
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AT-RISK

In your country, which are the main groups with disproportionate risk of myocardial infarction?
Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

S e Ui S W N =

LESS ACCESS

Is the state-of-the-art treatment (including diagnostics, monitoring etc.) accessible to every-
body, which means free of major charges, in case of myocardial infarction?

Which are the main groups with limited access to quality health-care in the public system, in
case of myocardial infarction?

Geographic
Age

Gender
Ethnicity
Socio-economic
Religious
Others, namely

= e Ui S W) =

COSTS OF TESTS

Overall a “standard” patient how much would approximately pay (official or informal) for all
required tests?

(Please note the approximate values or intervals in your national currency)

COSTS OF TREATMENT

Overall a “standard” patient how much would approximately pay for the entire treatment
(surgical intervention)?

(Please note the approximate values or intervals in your national currency)

Which types of services are covered by the payments made officially or informally by the “stand-
ard” patient?

(Circle your answers)

= Doctor/ specialists

= Nurses or other medical staff

= Laboratory tests

= (Clinicshospital medication

= Proper care (food, cleaning, etc.)

= QOthers (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?
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FACTORS HAMPERING ACCESS
Which are the main factors that limit access to quality health-care in the public system?

(Please check the following list of potential factors.)

= Poor knowledge and level of information of population? Preventive health related behav-
iour is uncommon, while risk-behaviours are widespread?

= Doctor or medical services are not available in some localities or disadvantaged areas?

= Emergency services are not available or underdeveloped?

= Pharmacies are not available in some localities or disadvantaged areas?

= Rehabilitation units are not available or very limited?

= Transport services are underdeveloped or too costly?

= The waiting time for being received by a specialist or a rehabilitation unit is very long?

= [ack of interest or unprofessionalism of the doctors? Insufficient competence of nurses or
other medical staff?

= Discriminatory or inappropriate behaviour of medical staff?

= Population does not trust in doctors, nurses or medical staff?

= Low quality of medical services in the public system? Poor equipment of the public clinics/
hospitals? Poor equipment of the emergency units?

»  High costs of the public medical services to pay the doctor, the nurses or other medical staff
or to pay the needed tests?

= The waiting time for getting the medication is very long? High costs of medication?

= The demanded out-of-pocket payments?

= Others, please give details

Interview no.: |_|_| Module: | 2B_| Disease: STROKE

DISEASE
Which is the type of stroke with the highest prevalence in your country?

STATE OF ART

State-of-art treatment of stroke is available in your country? For all types of stroke?

If only for one type which is it?

Would you say that in the public health-care system, most clinics/ hospitals and doctors provide
state-of-art care in case of stroke?

State of art treatment of stroke (including diagnostics, monitoring etc.) complies with the Euro-
pean Guide (ESO) of diagnostic and treatment?

RISK FACTORS

Which of the following risk factors are most often linked to the cases of stroke in your country?
Personal or family history of stroke? High blood pressure? High cholesterol? Diabetes? Car-
diovascular disease, including heart failure, a heart defect, heart infection, or abnormal heart
rhythm?

Use of birth control pills or hormone therapies that include estrogens? Cigarette smoking? Be-
ing overweight or obese? Physical inactivity? Heavy or binge drinking? Use of illicit drugs such
as cocaine and methamphetamines?
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AT-RISK
In your country, which are the main groups with disproportionate risk of stroke?

Geographic
Age

Gender
Ethnicity
Socio-economic
Religious
Others, namely

N Oy Uil oS W =

LESS ACCESS

Is the state-of-the-art treatment (including diagnostics, monitoring etc.) accessible to every-
body, which means free of major charges, in case of stroke?

Which are the main groups with limited access to quality health-care in the public system, in
case of stroke?

Geographic
Age

Gender
Ethnicity
Socio-economic
Religious
Others, namely

N Oy Uil oS WY =

COSTS OF TESTS

Overall a “standard” patient how much would approximately pay (official and informal) for all
required tests?

(Please note the approximate values or intervals in your national currency)

COSTS OF TREATMENT

Overall a “standard” patient how much would approximately pay (official or informal) for the
entire treatment (surgical intervention)?

(Please note the approximate values or intervals in your national currency)

Which types of services are covered by the payments made officially or informally by the “stand-
ard” patient? (Circle your answers)

= Doctor/ specialists
= Nurses or other medical staff
= Laboratory tests
= Clinic/hospital medication
= Proper care (food, cleaning, etc.)
= Others (transportation, accommodation, etc.)
What would happen if a patient cannot pay the demanded amount for the entire treatment?
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FACTORS HAMPERING ACCESS
Which are the main factors that limit access to quality health-care in the public system?

(Please check the following list of potential factors.)

= Poor knowledge and level of information of population? Preventive health related behav-
iour is uncommon, while risk-behaviours are widespread?

= Doctor or medical services are not available in some localities or disadvantaged areas?
Emergency services are not available or underdeveloped? Pharmacies are not available in
some localities or disadvantaged areas? Rehabilitation units are not available or very lim-
ited?

= Transport services are underdeveloped or too costly?

= Neurovascular services are available only in some hospital/clinics? Distance to these hospi-
tals/clinics is too large and/or too costly for a large part of the population?

= The waiting time for being received by a specialist or a rehabilitation unit is very long?

= [ack of interest or unprofessionalism of the doctors? Insufficient competence of nurses or
other medical staff?

= Discriminatory or inappropriate behaviour of medical staff?

= Population does not trust in doctors, nurses or medical staff?

= Low quality of medical services in the public system? Poor equipment of the public clinics/
hospitals? Poor equipment of the emergency units?

= High costs of the public medical services to pay the doctor, the nurses or other medical staff
or to pay the needed tests?

= The waiting time for getting the medication is very long? High costs of medication?

= The demanded out-of-pocket payments?

= Others, please give details

Interview no.: |_| | Module: | 3B | Disease: CANCER

DISEASE

Which are the types of cancer with the highest prevalence in your country?
Is there a National Registry of people affected by cancer?

Is there a National Programme of Oncology? If yes, since when?

AT-RISK

In your country, which are the main groups with disproportionate risk of cancer?
Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

= Oy Gn s W IN =

STATE OF ART

State-of-art treatment of cancer is available in your country? /f yes, for all types of cancer?

If only for some types, which are those? Would you say that in the public health-care system,
most clinics/ hospitals and doctors provide state-of-art care in case of cancer?
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State of art treatment of cancer (including diagnostics, monitoring etc.) complies with the Eu-
ropean Guide (ESO) of diagnostic and treatment?

LESS ACCESS
Is the state-of-the-art treatment (including diagnostics, monitoring etc.) accessible to every-
body, which means free of major charges, in case of cancer?

1. Yes, accessible to everybody

2. Yes, for the “standard” patients, but there are small groups with less chances to receive

it
3. Yes, but only for some groups of population
4. No

Which are the main groups of population that systematically are less likely to receive the state-
of-the-art treatment available with the public health system?

Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

N Oy Uil oS WY =

FACTORS HAMPERING ACCESS
Which are the main factors that limit access to quality health-care in the public system?
(Please check the following list of potential factors.)

»  Specific ethnic culture? Costumes/tradition related factors... family would not let woman
to visit the doctor... or similar...

= Poor knowledge and level of information of population. Preventive health related behav-
iour is uncommon.

= Doctor or medical services are not available in some localities or disadvantaged areas?

»  Pharmacies are not available in some localities or disadvantaged areas?

» Transport services are underdeveloped or too costly?

= Oncology services are available only in some hospital/clinics?

= Distance to these hospitals/clinics is too large and/or too costly for a large part of the popu-
lation?

= Oncology services are available only in private hospital/clinics or out of the country?

= The waiting time for being received by a specialist is very long?

» [ack of interest or unprofessionalism of the doctors?

» |nsufficient competence of nurses or other medical staff?

= Discriminatory or inappropriate behaviour of medical staff?

» Population does not trust doctors, nurses or medical staff?

» [ow quality of medical services in the public system? Poor equipment of the public clinics/
hospitals?

»  High costs of the public medical services to pay the doctor, the nurses or other medical staff
or to pay the needed tests?

» The waiting time for getting the medication is very long? High costs of medication?

» The demanded out-of-pocket payments?

= Others, give details
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COSTS OF TESTS

Overall a “standard” patient how much would approximately pay (official and informal) for
all required tests (blood tests, ultrasound, radiography, mammography, tomography, nuclear
magnetic resonance (NMR) spectroscopy)?

(Please note the approximate values or intervals in your national currency)

COSTS OF TREATMENT

Overall a “standard” patient how much would approximately pay (official and informal) for the
entire treatment (surgical intervention, chemotherapy, radiotherapy, laser therapy, photody-
namic therapy, hormonal therapy)?

(Please note the approximate values or intervals in your national currency)

Which types of services are covered by the payments made officially or informally by the “stand-
ard” patient?

(Circle your answers)

= Doctor/ specialists

= Nurses or other medical staff

= Laboratory tests

= Clinic/hospital medication

= Proper care (food, cleaning, etc.)

= Others (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?

Interview no.: |_|_| Module: | 4B | Disease: INJURIES

DISEASE
Which type of injuries (fractures) have the highest prevalence in your country?

STATE OF ART

State-of-art treatment of injuries (fractures) is available in your country? If yes, only for some
types (2), which is it?

Would you say that in the public health-care system, most clinics/ hospitals and doctors provide
state-of-art care in case of injuries (fractures)? There is no European Guide for Diagnostic and
Treatment. However, is there any national quide or other standard procedures?

RISK FACTORS
Which are the main risk factors that are most often linked to the cases of injuries (fractures) in
your country?

AT-RISK

In your country, which are the main groups with disproportionate risk of injuries (fractures)?
Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

= Oy Ui s W IN =
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LESS ACCESS

Is the state-of-the-art treatment (including diagnostics, monitoring etc.) accessible to every-
body, which means free of major charges, in case of injuries (fractures)?

Which are the main groups with limited access to quality health-care in the public system, in
case of injuries (fractures)?

Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

N Oy Uil oS WY =

COSTS OF TESTS

Overall a “standard” patient how much would approximately pay (official and informal) for all
required tests (initial and monitoring)?

(Please note the approximate values or intervals in your national currency)

COSTS OF TREATMENT

Overall a “standard” patient how much would approximately pay (official or informal) for the
entire treatment (including surgical intervention)?

(Please note the approximate values or intervals in your national currency)

What would happen if a patient cannot pay the demanded amount for the entire treatment?

FACTORS HAMPERING ACCESS
Which are the main factors that limit access to quality health-care in the public system?
(Please check the following list of potential factors.)

*  Poor knowledge and level of information of population?

= Doctor or medical services are not available in some localities or disadvantaged areas?

» Emergency services are not available or underdeveloped?

= Pharmacies are not available in some localities or disadvantaged areas?

= Rehabilitation units are not available or very limited?

= Transport services are underdeveloped or too costly?

» The waiting time for being received by a specialist or a rehabilitation unit is very long?

» [ack of interest or unprofessionalism of the doctors? Insufficient competence of nurses or
other medical staff?

= Discriminatory or inappropriate behaviour of medical staff?

»  Population does not trust in doctors, nurses or medical staff?

» [ow quality of medical services in the public system? Poor equipment of the public clinics/
hospitals? Poor equipment of the emergency units?

»  High costs of the public medical services to pay the doctor, the nurses or other medical
staff or to pay the needed tests?

= The waiting time for getting the medication is very long? High costs of medication?

» The demanded out-of-pocket payments?

= Others, please give details

Interview no.: |_|_| Module: | 5B_| Disease: DIABETES (TYPE 2)
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DISEASE
How prevalent is type 2 diabetes in your country?

RISK FACTORS

Which are the main risk factors that are most often linked to the cases of type 2 diabetes in
your country?

Is there a National Registry of people affected by diabetes?

Is there a National Programme of Diabetes?

AT-RISK

In your country, which are the main groups with disproportionate risk of type Il diabetes?
Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

= oy Gl s W =

STATE OF ART

State-of-art treatment of type 2 diabetes is available in your country?

Would you say that in the public health-care system, most clinics/ hospitals and doctors provide
state-of-art care in case of type Il diabetes? There is no European Guide for Diagnostic and
Treatment. However, is there any national quide or other standard procedures?

LESS ACCESS

Is the state-of-the-art treatment (including diagnostics, monitoring etc.) accessible to every-
body, which means free of major charges, in case of type Il diabetes?

Which are the main groups of population that systematically are less likely to receive the state-
of-the-art treatment available with the public health system?

Geographic

Age

Gender

Ethnicity

Socio-economic

Religious

Others, namely

= Oy Ui s W IN =

FACTORS HAMPERING ACCESS
Which are the main factors that limit access to quality health-care in the public system?
(Please check the following list of potential factors.)

= Specific ethnic culture? Costumes/tradition related factors... family would not let woman
to visit the doctor... or similar...

= Poor knowledge and level of information of population. Preventive health related behav-
jour is uncommon.

= Doctor or medical services are not available in some localities or disadvantaged areas?
Pharmacies are not available in some localities or disadvantaged areas? Transport services
are underdeveloped or too costly?

= The waiting time for being received by a specialist is very long?
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» lack of interest or unprofessionalism of the doctors? Insufficient competence of nurses or
other medical staff? Discriminatory or inappropriate behaviour of medical staff?

»  Population does not trust doctors, nurses or medical staff?

» [ow quality of medical services in the public system? Poor equipment of the public clinics/
hospitals?

»  High costs of the public medical services to pay the doctor, the nurses or other medical
staff or to pay the needed tests?

» The waiting time for getting the medication is very long? High costs of medication?

» The demanded out-of-pocket payments?

= Others, give details

COSTS OF TESTS

Overall a “standard” patient how much would approximately pay (official or informa) for all
required tests

Please ask separately for the initial tests and for the monitoring test; note the approximate val-
ues or intervals in your national currency.

COSTS OF TREATMENT

Overall a “standard” patient how much would approximately pay (official or informa) for the
entire treatment?

Please ask the costs of the treatment in one reqular month,; note the approximate values or
intervals in your national currency.

Which types of services are covered by the payments made officially or informally by the “stand-
ard” patient?
(Circle your answers)

» Doctor/ specialists

= Nurses or other medical staff

» Laboratory tests

» Clinichospital medication

= Proper care (food, cleaning, etc.)

= Others (transportation, accommodation, etc.)

What would happen if a patient cannot pay the demanded amount for the entire treatment?





