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Preface

In order to develop the training and research capabilities for public health in South
Eastern Europe a project funded by the German Stability Pact started in 2000. It was meant to
support the reconstruction of postgraduate public health training programs through different
activities, including the development of teaching modules. Originally planned to be on an
Internet platform only, the Forum for Public Health in South Eastern Europe (FPH-SEE)' and
the MetaNET project together with Hans Jacobs Publishing Company decided to publish this
training material also as hard copy volumes. The first book was published in 2004 and the
sixth one in 2010, together comprising around 3500 pages. After successful and widespread
use of the teaching modules of all six books between 2004 and 201 12, the project coordinators
decided - again together with Hans Jacobs Publishing Company - to publish a 2nd fully revised
edition of selected modules as e-book.

The 2™ edition has been prepared for publication in two volumes under the titles
Health: systems — lifestyles — policies (Volume 1) and Health Investigation: analysis —
planning — evaluation (Volume 2). Volume 1 comprises the collection of 44 teaching
modules, written by 56 authors from 10 countries. The teaching modules in this book cover
the health care system, public health, lifestyles and health, environmental health, health
promotion, health policy, and global health. The authors had full autonomy in the preparation of
their teaching modules. They were asked to present their own teaching/training materials with
the idea to be as practical and lively as possible. Having that in mind, the reader and the user
of the modules of this book may sometimes find, that some areas of population health as well
as of the management and organization of health services are not covered, some are just
tackled and some are more deeply elaborated. The role of the editors was more to stimulate
the authors to write and to revise modules, than to amend or edit their content.

The project coordinators and the editors of the 2™ edition are very grateful for the
continuing interest of the authors to publish their materials and share their experience. We
look back to more than a decade of cooperation and networking and are happy to see the fruits
of this work grow ripe. We are confident that the selected 2" edition will stabilize this success
and contribute to lead South Eastern European Public Health into a future of excellence and
stability.

Zagreb, 25 September, 2013
The coordinators: Professors Luka Kovacic (Croatia) and Ulrich Laaser (Germany)
The editors: Professors Genc Burazeri (Albania) and Lijana Zaletel Kragelj (Slovenia)

" http://www.snz.unizg.hr/ph-see/index.htm

2 Zaletel-Kragelj L, Kovacic L, Bjegovic V, Bozikov J, Burazeri G, Donev D, Galan A, Georgieva L, Pavlekovic G, Scintee
SG, Bardehle D, Laaser U (2012) Utilization of teaching modules published in a series of handbooks for teachers, researchers and health
professionals in the frame of “Forum for Public Health in South Eastern Europe - Programmes for training and research in public health”
network. Slovenian Journal of Public Health 51/4: 237-250
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Learning objectives

After this module, students and health professionals should:

« increase understanding of health care systems organization, their historical
development and respective functions;

« distinguish national health care systems based on sources of funding
(Beveridge, Bismarck and Private Insurance model);

* be able to describe scope of activities of health organizations on different
levels (self care, primary, secondary and tertiary level of care);

* be able to classify health service organizations based on various criteria

« describe three generations of reforms in health system;

« identify main goals and objectives of national health systems; and

» identify common problems and new challenges of health care systems.

Synopsis (Abstract)

The health of the people is a national priority. Health Care System (HCS) infrastructure
includes services, facilities, institutions/establishments and organizations. They provide
individuals, families and communities with promotive, protective, preventive, diagnostic,
curative and rehabilitative measures and services. There are different HCSs all over the world,
which are strongly influenced by nation's history, traditions, socio-cultural, economic,
political and other factors. But, regardless of all present differences, there are common
characteristics, typical for all HCS. In this module three levels of healthcare (primary,
secondary, tertiary) are described, as well as their historical development. Concerning sources
of funding, there are three main models of National HCS: the Beveridge model, the Bismarck
model and the Private Insurance model. HCS are continuously evolving. The quality of HCS
is expressed through coverage, access, equity, but also efficiency in use of resources, and
financing. HCS face new challenges, among them are aging of the population, new medical
technology, innovations, increasing costs, lack of community involvement and intersectoral
actions.

Teaching methods

Teaching methods include lectures, literature search and interactive group discussion.

Specific recommendations

for teachers

This module should be organized within 1 ECTS, out of which one third are lectures and
group discussion supervised by the lecturer. The rest is individual work (searching published
literature and Internet mainly) in order to prepare seminar paper.

Assessment of students

Assessment should be based on the quality of seminar paper, which presents the national
health system of the students’ country. Oral exam is also recommended.
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THE ROLE AND ORGANIZATION OF HEALTH SYSTEMS

Doncho Donev, Luka Kovacic, Ulrich Laaser

Introduction

Health systems have a vital and continuing responsibility for people’s health throughout the lifespan.
They are crucial to the healthy development of individuals, families and societies everywhere. The real progress
in health towards the United Nations Millennium Development Goals® and other national health priorities
depends vitally on stronger health systems based on primary health care (1).

Improving health is clearly the main objective of each health system, but it is not the only one. The
objective of good health itself is really twofold: the best attainable average level — goodness - and the smallest
feasible differences among individuals and groups — fairness. Goodness means a health system responding well
to what people expect of it, and fairness means it responds equally well to everyone, without any kind of
discrimination (2).

According to the World Health Organization (WHO), each national health system should be directed to
achieve three overall goals: good health, responsiveness to the expectations of the population, and fairness of
financial contribution. Progress towards them depends crucially on how well systems carry out four vital
functions. These are: service provision, resource generation, financing and stewardship. Comparing the way
these functions are actually carried out provide a basis for understanding performance variations over the time
and among countries. There are minimum requirements which every health care system should meet equitably:
access to quality services for acute and chronic health needs; effective health promotion and disease prevention
services; and appropriate response to new threats as they emerge (emerging infectious diseases, ageing of the
population and growing burden of non-communicable diseases and injuries, and the health effects of global
environmental changes) (1-3).

Health systems have contributed enormously to better health for most of the global population during
the 20" century and beyond. Today, health systems, in all countries, rich and poor, play a bigger and more
influential role in people’s lives than ever before. Health systems of some sort have existed for a long time as
people have tried to protect their health and treat diseases. Traditional practices, often integrated with spiritual
counseling and providing both preventive and curative care, have existed for thousands of years and often
coexist today with modern medicine. Many of them are still the treatment of choice for some health conditions,
or are resorted to because modern alternatives are not understood or trusted, or fail, or are too expensive. Health
systems have undergone overlapping generations of reforms in the past 100 years, including the founding of
national health care systems and the extension of social insurance schemes. Later the promotion of primary
health care came as a route to achieving affordable universal coverage — the goal of health for all. In the past two
decades there has been a gradual shift of vision towards what WHO calls the “new universalism”. Rather than all
possible care for everyone, or only the simplest and most basic care for the poor, this means delivery to all of
high-quality essential care, defined mostly by criteria of effectiveness, cost and social acceptability. This shift
has been partly due to the profound political and economic changes of the last 20 years or so with the transition
from centrally planned to market-oriented economies, reduced state intervention in national economies, less
government control, and more decentralization (2).

Health care services and health services organizations

Health care is the total societal effort, organized or not, whether private or public, that attempts to
guarantee, provide, finance, and promote health. Health care consists of measures, activities and procedures for
maintaining and improving health and living and working environment, rights and obligations acquired in the
health insurance, as well as measures, activities and procedures which are undertaken in the field of health care
for maintaining and improving people's health, prevention and control of the diseases, injuries and other
disorders of the health; early detection of the diseases and conditions of the health, timely and efficient treatment
and rehabilitation, by application of professional medical measures, activities and procedures. It changed
markedly during the 20" century moving toward the ideal of wellness and prevention of disease and disability.
Delivery of health care services involves the organized public or private efforts that assist individuals primarily
in regaining health, but also in preventing disease and disability (2,4).

Delivery of services to patients occurs in a variety of organizational settings (“patient” is anyone served
by a health services organization). Health services is a permanent countrywide system of established institutions,

* The goals in the area of development and poverty eradication (to reduce poverty and hunger and to tackle ill-health, gender
inequality, lack of education, access to clean water and environmental degradation). These goals are included in the United
Nations Millennium Declaration adopted at the Millennium Summit in New York in September 2000, and are now widely
referred to as Millennium Development Goals.
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the multipurpose objective of which is to cope with the various health needs and demands of the population and
thereby provide health care for individuals and the community, including a broad spectrum of preventive and
curative activities, and utilizing, to a large extent, multipurpose health workers. All health services organizations
can be classified by ownership and profit motive. In addition, they can be classified by whether the patient is
admitted as an inpatient or outpatient and, for an inpatient, by the average length of stay (4,5).

Historically, hospitals and nursing facilities have been the most common and dominant health services
organizations engaged in delivery of health services. They remain prominent in the contemporary health care
systems, but other health services organizations have achieved stature. Among them are outpatient clinics,
imaging centers, free-standing emergency care and surgical centers, large group practices, and home health
agencies. Multi-organizational systems, both vertically and horizontally integrated, are wide-spread. Health
maintenance organizations, sickness funds, preferred provider organizations, and managed care systems are
financial and delivery arrangements that became prominent in USA and some European countries, in the 1980s
and 1990s. These various health services organizations and others face new environments containing a wide
range of external pressures, including new rules and technologies, changed demography and ageing,
accountability to multiple constituents, and constraints on resources. As a result, health services organization
must allocate and use resources more effectively and strive for continuous improvement and excellence in an
increasingly restrictive environment (5).

What is a health system?

In today’s complex world, it can be difficult to say exactly what a health system is, what it consists of,
and where it begins and ends. It means that the boundaries between health and welfare systems are not sharp and
clear. Health system includes all the activities with the purpose to promote, restore and maintain health. It means
that the health system is the complex of interrelated elements that contribute to health in homes, educational
institutions, workplaces, public places, and communities, as well as in the physical and psycho-social
environment and the health and related sectors. A health system is usually organized at various levels, starting at
the most peripheral level, also known as the community level or the primary level of health care, and proceeding
through the intermediate (district, regional or provincial) to the central level. The intermediate and central levels
deal with those elements of the health system that provide progressively more complex and more specialized
care and support. Health system infrastructure includes services, facilities, institutions or establishments,
organizations, and those operating them for conducting the delivery of a variety of health services and programs.
They provide individuals, families, and communities with health care that consists of a combination of
promotive, protective, preventive, diagnostic, curative and rehabilitative measures. Health resources are all the
means of the health care system available for its operation, including manpower, buildings, equipment, supplies,
funds, knowledge and technology. Health sector includes governmental ministries and departments,
organizations and services, social security and health insurance schemes, voluntary organizations and private
individuals and groups providing health services. Intersectoral action is an action in which the health sector and
other relevant sectors collaborate for the achievement of a common goal. Different sectors should be closely
coordinated in the health actions. Multisectoral action is usually the synonymous term to the intersectoral action,
the intersectoral emphasizing the element of coordination and the multisectoral the contribution of a number of
sectors (4,6).

Health systems are defined by WHO as comprising all the organizations, institutions and resources that
are devoted to producing health actions. A health action is defined as any effort, whether in personal health care,
public health services or through intersectoral initiatives, whose primary purpose is to improve health (2,6).
Formal health services, including the professional delivery of personal medical care, are clearly within these
boundaries. So are actions by traditional healers and all use of medication, whether prescribed by a provider or
not and home care for the sick people, especially in developing countries and rural areas where between 70% and
90% of all sickness is managed. Such traditional public health activities as well as health promotion and disease
prevention provided by different sectors, and other health-enhancing interventions like road and environmental
safety improvement, are also part of the system. Beyond the boundaries of this definition are those activities
whose primary purpose is something other than health — education, for example — even if these activities have a
secondary, health-enhancing benefit. Hence, the general education system is outside the boundaries, but
specifically health-related education is included. So are actions intended chiefly to improve health indirectly by
influencing how non-health systems function — for example, actions to increase girls’ school enrolment or
change the curriculum to make students better future caregivers and consumers of health care (2,6).

Nearly all the information available about health systems refers only to the provision of, and investment
in, health services: that is, the health care system, including preventive, curative, rehabilitative and palliative
interventions, whether directed to individuals or to populations. Efforts are needed to quantify and assess those
activities implied by the wider definition, so as to begin to gauge their relative cost and effectiveness in
contributing to the goals of the health system. Even by this more limited definition, health systems today
represent one of the largest, most complex and most costly sectors in the world economy. Global spending on
health care was about 8% of world gross domestic product (GDP), in the first decade of the 21 century.
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According to OECD the U.S. health care costs in 2010 eat up 17.6 percent of GDP or $8,233 spent on health per
person. The average spending on health care among the other developed OECD countries was $3,268 per person
2,7).

With rare exceptions, even in industrialized countries, organized health systems in the modern sense
intended to benefit the population at large, barely existed a century ago. Hospitals have a much longer history
than complete systems in many countries. Until well into the 19" century they were for the most part run by
charitable organizations, and often were little more than refuges for the orphaned, the crippled, the destitute or
the insane. And there was nothing like the modern practice of referrals from one level of the system to another,
and little protection from financial risk apart from that offered by charity or by small-scale pooling of
contributions among workers in the same occupation. Towards the close of the 19™ century, the industrial
revolution was transforming the lives of people worldwide. At the same time societies began to recognize the
huge toll of death, illness and disability occurring among workers, whether from infectious diseases or from
industrial accidents and exposures. About the same time, workers’ health was becoming a political issue in some
European countries, but for quite different reasons. Bismarck, Chancellor of Germany, in 1883, enacted a law
requiring employer contributions to health coverage for low-wage workers in certain occupations, adding other
classes of workers in subsequent years. This was the first example of a state-mandated social insurance model.
The popularity of this law among workers led to the adoption of similar legislation in Belgium in 1894, Norway
in 1909, Denmark in 1935 and in Netherlands a few years later. The influence of the German model began to
spread outside Europe after the First World War (in 1922, Japan, in 1924, Chile) (2,8).

In the late 1800s, Russia had begun setting up a huge network of provincial medical stations and
hospitals where treatment was free and supported by tax funds. After the Bolshevik revolution in 1917, it was
decreed that free medical care should be provided for the entire population, and the resulting system was largely
maintained for about eight decades. This was the earliest example of a completely centralized and state-
controlled model.

Not least among its effects, the Second World War damaged or virtually destroyed health
infrastructures in many countries and delayed their health system plans. Paradoxically, it also paved the way for
the introduction of some others. Wartime Britain’s national emergency service to deal with casualties was
helpful in the construction of what became, in 1948, the National Health Service, perhaps the most widely
influential model of a health system. The Beveridge Report of 1942 had identified health care as one of the three
basic prerequisites for a viable social security system. The government’s White Paper of 1944 stated the policy
that “Everybody, irrespective of means, age, sex or occupation, shall have equal opportunity to benefit from the
best and most up-to-date medical and allied services available”, adding that those services should be
comprehensive and free of charge and should promote good health, as well as treating sickness and disease (2,8).

Today’s health systems are modeled to varying degrees on one or more of a few basic designs that
emerged and have been refined since the late 19™ century. One of these aims was to cover all or most citizens
through mandated employer and employee payments to insurance or sickness funds, while providing care
through both public and private providers. Much debate has centered on whether one way of organizing a health
system is better than another, but what matters about a system’s overall structure is how well it facilitates the
performance of its key functions. Socioeconomic growth of societies followed by the demographic expansion
and increasing of the life expectancy, as well as the epidemiological transition with predominance of chronic
non-communicable diseases, caused subsequent changes of the needs and demands of an aging population. It
was followed by creation of more organized and institutionalized healthcare systems instead of the earlier
fragmented services of competing health professionals and health institutions. Today, health facilities and human
resources are unequally distributed within and between countries. Lower-income countries have three to four
times lower rates of doctors and nurses than high income countries, and access to clinical services is still limited
to certain groups and wealthy people. In these countries, community health workers act as first-line contacts of
the health system.

Models of national health care systems based on the sources of funding

Based on the source of their funding and degree of state intervention, three main models of national
healthcare systems can be distinguished: the Beveridge model, the Bismarck model and the Free-market private
insurance model (8-11) (Table 1).

The Beveridge "public" model was inspired by the William Beveridge Report for social insurance
presented in the English Parliament in 1942. Funding is based mainly on taxation and is characterized by a
centrally organized National Health Service where the services are provided by mainly public health providers
(hospitals, community GPs, specialists and public health services). In this model, healthcare budgets compete
with other spending priorities. The countries using this model, beside United Kingdom, are Ireland, Nordic
countries, Spain, Portugal, Italy, Greece, Canada and Australia (Table 1).



Table 1. Three main models of health care systems based on the sources of funding (8-11)

Model of Health Care Source of Main features Type of
System and country in funding providers
which the model exists

Beveridge model Taxation (State - Universal access to health care for Public:

(UK, Ireland, Norway, Budget) all citizens based on residency - Predominantly public

Finland, Denmark, Not related to - Comprehensive coverage with basic ~ providers and

Sweden, Iceland, Spain, income health benefits governmental ownership

Portugal, Italy, Greece, - Strong controls by Ministry of - National Health Service

;ana%a, ?uﬁraha and Health and finances facilities and self-employed GPs

ew Zealand) - Bureaucracy, underfunding, are PHC gatekeepers

rigidness -Purchaser-provider split

Bismark model Compulsory - Health care as guaranteed, insured Mixed:

(Germany, Holland health insurance, good, Coverage of 60-80% with basic  _ pyplic and private

earmarked "basket" of health services

Belgium, France,
Austria, Switzerland,
Israel, Japan, CSEE and

premiums paid by
employers and

- Intermediate role of the state in
regulating the system

. 1
FSU countries) ermployees - Client-friendly, professional
Related to autonomy, earmarked budgets
income

- High costs difficult to control

providers with dominant
social ownership

Free-market private

Private insurance

- Health care as a commodity

- Predominantly private

. . . roviders with autonom

insurance model and fundlng - Weak state control, in general P Y

(USA) Medicare Provid ivate ent - Managed care
Medicaid - Providers are private entrepreneurs

The Bismarck "mixed" model was inspired by the 1883 Germany Social Legislation and National
Health Insurance Plan for workers introduced by Otto von Bismarck, the Chancellor of Germany. Funds are
provided mainly by premium-financed social/mandatory insurance and, beside Germany, is found in countries
such as Netherlands, Belgium, France, Austria, Switzerland, Luxembourg, Israel, Japan, Central and South East
European (CSEE) countries and Former Soviet Union (FSU) countries. Also Japan has a premium-based
mandatory insurance funds system. This model results in a mix of private and public providers, and allows more
flexible spending on healthcare.

The “private” insurance model is also known as the model of “independent” customer. Funding of the
system is based on premiums, paid into private insurance companies, and in its pure form actually exists only in
the USA. In this system, the funding is predominantly private, with the exception of social care for poor and
elderly through Medicare and Medicaid governmental funded programs. The great majority of providers in this
model belong to the private sector.

All three types of health system models should be considered as pure types that can be found in many
combinations and varieties. All three types are imperfect and expensive, too. They are aiming at “perfection”, i.e.
they try to achieve an optimal mixture of access to healthcare, quality of care and cost efficiency. According to
the WHO, the healthcare systems present in different countries are strongly influenced by the underlying norms
and values prevailing in the respective societies. Like other human service systems, health care services often
reflect deeply rooted social and cultural expectations of the citizenry. Although these fundamental values are
generated outside the formal structure of the healthcare system, they often define its overall character and
capacity. Healthcare systems are therefore different all over the world and are strongly influenced by each
nation’s unique history, traditions and political system. This has led to different institutions and a large variation
in the type of social contracts between the citizens and their respective governments.

In some societies, healthcare is viewed as a predominantly social or collective good, from which all
citizens belonging to that society should benefit, irrespective of whatever individual curative or preventive care
is needed. Related to this view is the principle of solidarity, where the cost of care is cross-subsidized
intentionally from the young to the old, from the rich to the poor and from the healthy to the diseased.

Other societies, more influenced by the market-oriented thinking of the 1980s, increasingly perceive
healthcare as a commodity that should be bought and sold on the open market. These marketing incentives
possibly allow a more dynamic and greater efficiency of healthcare services and a better control of growth in
health care expenditure. But, nowadays, this concept, which perceives health care services as a commodity does
not prevail in Europe.



Levels of organization of health care systems and health care delivery

All models of health care systems are imperfect and there is no one model which is the best and broadly
accepted and recommended. There are big differences among countries in relation to the goals, structure,
organization, finance and the other characteristics of the health care systems. These differences are influenced by
history, traditions, socio-cultural, economic, political and other factors. But, regardless of all present differences,
there are same common characteristics, typical for all organized health care systems. First of all, those
characteristics relate to the so called “levels of health care’.

In accordance with the size of the population served, and specificities of the diseases and conditions
treated at certain level, as well as with some organizational characteristics, it is possible to recognize four levels
of the health care system and health care delivery (8,10,12-17) (Figure 1).

Self care is the first level, which is nonprofessional care. It is performed within the family, and the
population group counts from one to 10 persons. Self-care implies largely unorganized health activities and
health-related decision-making carried out by individuals, families, neighbors, friends and workmates. These
include the maintenance of health, prevention of disease, self-diagnosis, self-treatment, including self-
medication, and self-applied follow-up care and social support to the sick and weak members of the family
before or after contact with the health services. By community involvement and participation, individuals and
families accept responsibility for their, and the community's health and welfare and develop the capability to
contribute to their own and the community’s development (4). This type of care has its own long tradition and it
is a part of all cultures. WHO has shown interest and pointed out that traditional and alternative medicine consist
big potential, which might be useful for improvement of the health status of the population. WHO strategy
“Health for all” and the concept of Primary Health Care paid an appropriate attention to self care and need for
health education of the individuals, family and population as a whole in order to enable and to empower them in
taking responsibilities and making decisions about their own health and the factors which influence health
(6,13,17).

Health promotion advice on important lifestyle issues such as nutrition, exercise, consumption of
alcohol and smoking cessation is most effective if it is persistent, consistent and continuous, and if it is offered to
families and communities at all levels. Within this population context, individual advice can be given on an
opportunistic basis to those who attend health services for whatever reason (6,18).

Primary professional (medical) care is a care of the “first contact” of the individual with the health
care service, which is provided in ambulatory settings by qualified health professionals (general practitioner-GP,
family doctor, or nurse) when a patient came, usually for the first time, with certain symptoms or signs of
disease. The primary professional level of care includes a doctor and members of its team: nurse, birth attendant,
home visiting nurse, social worker, and sometimes a physiotherapist, too. The administration/territorial unit for
this type of care is a local community, and the population size vary from 2000 persons per one GP or family
doctor to 10.000-50.000 inhabitants per health facility within the community/municipality (health station, health
center). Beside medical care (diagnostics, treatment and rehabilitation) the primary professional care team
performs various activities toward maintenance and improvement of the health and prevention of diseases. The
most common role of the physician is “gate keeper”, which means that the doctor is motivated and empowered to
treat and cure broader scope of illnesses and conditions (up to 85% of health care problems in a community
without recourse to specialist), and to select and refer patients to higher levels of the health care system when
necessary.

Secondary or intermediate level of care is general specialist care, delivered by “general specialist
doctor” for more complex conditions, which could not be resolved by the general practitioner or primary
professional care level. General specialists (surgeons, internal medicine specialists, gynecologists, psychiatrists
etc.) usually deliver this type of care through specialized services of district or provincial “general hospitals”.
The administrative unit for secondary level of care is a district, and the population size is from 100.000 to
500.000 inhabitants. Usually the patient is directed by the general practitioner from primary professional level to
the secondary level as the first referral level of care through referral.

Tertiary or central level of care is sub-specialist care including highly specific services, which might
be delivered in specialized institutions or by highly specialized health professionals - sub-specialists i.e.
neurosurgeons, plastic surgeons, nephrologists, cardiologists etc. The specialized institutions, which provide this
type of care are also educational institutions for health manpower (university hospitals, university clinics, etc.).
The administrative unit for tertiary level of care is a region, and the population size is from 500.000 to 5.000.000
inhabitants. In some countries, mainly developing countries, this level of care is the same as the national level. A
patient should be referred to this level from primary or secondary level of care.



Figure 1. Levels of care within the health care system (common structure)
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Secondary and tertiary care support primary health care by providing technologically-based diagnosis,
treatment and rehabilitation. WHO recommend that in most Member States, secondary and tertiary care should
more clearly serve and support primary care, concentrating on those functions that cannot be performed
effectively by the latter. Planning secondary and tertiary care facilities in accordance with the principle of a
population-based "regionalized" system allows for more rational use of expensive technologies and of the
expertise of highly trained personnel (6).

Typical functions of the overall health care system are:

e Health services (environmental, health promotion, prevention of diseases and injuries, primary
care, specialist medicine, hospital services, services for specific groups, self-help);

e Financing health care (mobilization of funds, allocation of finances);

e Production of health resources (construction and maintenance of health facilities, production and
distribution of medicines, production, distribution and maintenance of instruments and equipment);

e Education and training of health manpower (undergraduate training, postgraduate training);

e Research and development (health research, technology development, assessment and transfer,
quality control);

e Management of a National Health System (health policy and strategy development and its
implementation by action plans, information, coordination with other sectors, regulation of
activities and utilization of health manpower, physical resources and environmental health
services).

The main objectives of each national health system (8) should be: 1) universal access to a broad range
of health services; 2) promotion of national health goals; 3) improvement in health status indicators; 4) equity in
regional and socio-demographic accessibility and quality of care; 5) adequacy of financing with cost
containment and efficient use of resources; 6) consumer satisfaction and choice of primary care provider; 7)
provider satisfaction and choice of referral services; 8) portability of benefits when changing employer or
residence; 9) public administration or regulation; 10) promotion of high quality of service; 11) comprehensive in
primary, secondary, and tertiary levels of care; 12) well developed information and monitoring systems; 13)
continuing policy and management review; 14) promotion of standards of professional education, training,
research; 15) governmental and private provision of services; and 16) decentralized management and community
participation.



Outpatient care

Outpatient care is very important part of the health care system representing the first contact of the
consumer with the professional health care and the first step of a continuous health care. Outpatient care is
delivered to a “moving” patient (not tight to bed), through institutions in which the consumer comes for a short
visit for consultation, examination, treatment and follow-up, usually once a week or rarely, and in the most of the
cases, the contact is realized with an individual health worker. Such kind of services and institutions might be a
part of the hospital, community health center or certain polyclinic and dispensaries (4,12,15,17).

Historically beginnings of outpatient care appeared in 16™ century, when medical care organized mainly
through in-patient institutions connected to churches and monasteries started to change and move to be under the
state authorities. Differentiation within the medical profession started by dividing the doctors into two basic
groups: the first group continued to be tied to hospitals, but delivering also outpatient services from the position
of specialists or consultants, and the other group of doctor were oriented to work in out-patient offices for poor
or in doctor’s offices with advanced payment for treatment for defined period of time, usually for a week. In that
way began the differentiation of the profession, which is a synonym for outpatient care — a general practitioner.
An official Act on health insurance was adopted in Great Britain in 1911 and a doctor of general medicine or
general practitioner was authorized as a main provider of outpatient care, usually through independent doctor’s
offices for general medicine and, later on, through health centers. The importance of the outpatient care and
responsibility of the governments for improving the health status of the population in their own countries was
emphasized by WHO at the historical Conference on Primary Health Care, held in Alma Ata in 1978, based on
the core principles of primary health care formulated in the Declaration of Alma-Ata: universal access and
coverage on the basis of need; health equity as part of development oriented to social justice; community
participation in defining and implementing health agendas; and intersectoral approach to health (8,19).

Primary health care is essential health care made universally accessible to individuals and families in
the community by means acceptable to them and at a cost the community and country can afford, with methods
that are practical, scientifically sound and socially acceptable. Everyone in the community should have access to
it, and everyone should be involved in it. It means that people have the right and duty to participate individually
and collectively in the planning and implementation of their health care. Related sectors should also be involved
in it in addition to the health sector. At the very least, it should include education of the community on the health
problems prevalent and on methods of preventing health problems from arising or about controlling them; the
promotion of adequate supplies of food and of proper nutrition; sufficient safe water and basic sanitation;
maternal and child health care, including family planning, the prevention and control of epidemic and locally
endemic diseases; immunization against the main infectious diseases; appropriate treatment of common diseases
and injures; and the provision of essential drugs. Primary health care is the central function and main focus of a
country's health system, the principal vehicle for the delivery of health care, the most peripheral level in a health
system stretching from the periphery to the centre, and an integral part of the social and economic country
development. The form it takes will vary according to each country's political, economic, social, cultural and
epidemiological patterns. The relationship between patient care and public health functions is one of the defining
characteristics of the primary health care approach (1,4,19).

Outpatient institutions and services

There is a variety of organizational forms of the outpatient care across the world. The main objective of
the outpatient care is to reduce hospitalization and to provide treatment of diseases and injuries in much cheaper
conditions, whenever it is possible. The outpatient departments of hospitals were the first institutions described
which are still available nowadays. They provide services in some urgent and life threatening conditions, in
some acute diseases that require urgent intervention, in chronic diseases that require follow-up and control
measures, as well as act as a referral level for primary health care or make decision for hospital admission when
necessary.

The reorganization and reform of the outpatient care, after establishment of the Ministry of Health in
Great Britain, in 1919, was directed toward creating a new institution of outpatient care so called Health Center.
Health Center, in accordance with the Bertrand Dawson’s Commission for health care reform in Great Britain in
1920s, is an institution which is responsible to integrate preventive and curative activities, to provide health care
to the population living within certain territorial units, and to collaborate with the local authorities for all issues
related to the health of the population. Additional equipment for laboratory and x-ray diagnostic services within
the health center should be available, as well as general practitioners and nurses for team work. And, later on, in
1948, when National Health Service in Great Britain was established, the general practitioner became the most
important gate-keeper at the entrance to the other levels of health care system. The development of health centers
in Great Britain was facilitated by the act on family doctor, adopted in 1966. The idea for establishing health
centers for outpatient care was accepted in many European countries, especially in former Soviet Union after the
Bolshevik Revolution (2,8).
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After the Alma Ata Conference, held in 1978, Primary Health Care became more and more important
part of the health care system in each country — member of WHO. Even health services continued to have
various organizational forms in different countries the health center was the most typical institution for
outpatient care.

The institutions for Primary health care have special importance playing a role as institutions of the
“first contact” of the patient with health care system. Beside primary medical services those institutions
contribute to maintain and improve overall physical, mental and social health and well being of the individuals,
groups and of the population as a whole. The institutions for primary health care provide individual and group
practice/services delivered through health centers or independent outpatient doctor’s offices, as well as within
the home of the patient, school and workplace.

Consultative-specialist health care is an intermediary level of providing health care, between primary
health care and hospital treatment, where in the shortest period of time all necessary examinations and analyses
should be performed, and a decision should be made whether the patient is going to be referred to hospital
treatment or sent back to the level of primary health care, usually with precise diagnosis and certain directions
for further treatment.

Home care or "hospital at home" is treatment at home of the diseased, which includes examination,
diagnostic procedures, therapeutic and rehabilitation measures. Home care, as alternative of in-
patient/hospital/stationary treatment, is a combination of medical and non-medical treatment and a factor that
connects primary and hospital health care. It should be conducted in an organized way by hospitals and in
accordance with certain programs, which in addition to health service include other factors, such as: social
protection services, children's public care, health insurance and pension-invalidity insurance funds as well as
local communities. Home visiting by a doctor and medical technicians in the function of home care should be
performed in a series and successively, according to a program defined by the same physician, and keeping
evidence should be performed on special hospital-temperature lists, which are going to be a base for
compensation of the performed tasks and services. Several researches have demonstrated that for about 30%, or
even more, of the treated patients in hospitals there were no real indications for hospital treatment, which means
that their treatment could successfully be conducted through introduction of "substitution policies" i.e. day care
hospitals, ambulatory care or organized home care by hospitals if there is satisfactory standard for
accommodation of the patient at home, under supervision of the team for primary health care (4,6).

Home visiting by a doctor and medical technician considered as an “emergency medical service” is
performed without formerly determined plan and on a patient's call and are shown as individual services through
ambulatory protocols and reports for the performed home visiting.

In-patient care and institutions

In-patient/hospital care means admission into hospital or other stationary health organization, including
diagnosis, treatment and rehabilitation, with in-patient care and treatment of the most severely ill patients who
cannot be treated in ambulatory-polyclinic institutions or at home. Stationary health organizations are
institutions, which, in addition to supplying diagnosis, treatment and medical rehabilitation, also provide hospital
accommodation, treatment, care and food. They include hospitals, nursing homes, health resorts and
rehabilitation centers. Hospital is a health organization which provides consultative-specialist health care and
hospital in-patient care with accommodation, treatment and food for the patients in a certain area and for more
types of diseases and for persons of all ages, or only for persons diseased from certain illnesses, or for certain
group of citizens (4,12).

Hospitals have been present in a variety of forms for millennia. Almost 5,000 years ago, Greek temples
were the first, but similar institutions can be found in ancient Egyptian, Hindu, and Roman societies. These
“hospitals” were very different than the hospitals of today, and over the span of time they have gone through a
dramatic evolution from temples of worship and recuperation to almshouses and pesthouses and finally to
sources of modern-day health in-patient institutions (5,12). In late 1980s (quasi-) market model had been
promoted in UK with purchaser-provider split and contracting services from competing hospitals. Many of these
ideas were picked up by policymakers in South East Europe (SEE) and over the past two decades the health
systems in SEE have undergone far-reaching reforms, triggered by the search for more effective and efficient
health care provision (20).

Hospitals are institutions whose primary function is to provide diagnostic and therapeutic medical,
nursing, and other professional services for patients in need of care for medical conditions. Hospitals have at
least six beds, an organized staff of physicians, and continuing nursing services under the direction of registered
nurses. The WHO considers an establishment a hospital if it is permanently staffed by at least one physician, can
offer in-patient accommodation, and can provide active medical and nursing care (8).

By convention of common use a general (community or district) hospital is an acute care hospital that
provides diagnoses and treatment for patients with a variety of medical conditions or for more than one category
of medical discipline for general medical and surgical problems, obstetrics and pediatrics. The title is used
whether the hospital is not for profit or for profit. A general hospital provides permanent facilities, including
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inpatient beds, continuous nursing services, diagnosis, and treatment, through organized professional staff
organization, for patients with a variety of surgical and non-surgical conditions. This is in contrast to special
hospitals, which admit only certain types of patients by age or sex, or those with specified illnesses or
conditions. Such type of hospitals are children's, maternity, psychiatric, tuberculosis and chronic disease
hospitals, as well as geriatric, rehabilitation, or alcohol and drug treatment centers, which provide a particular
type of in-patient services to the majority of their patients (5,8).

Hospital bed is any bed that is set up and staffed for accommodation and full-time care of in-patients
and is situated in a part of the hospital where continuous medical care is provided. A bed census is usually taken
at the end of a reporting period. The supply of hospital beds is measured in terms of hospital beds per 1000
population. This varies widely between and within countries. Increasing or decreasing/closing of hospital beds is
one of the difficult and controversial issues in health planning and health policies. It is even more difficult and
painful procedure to close redundant or uneconomic hospital beds, because this means a loss of jobs in the
community unless coupled with transfer of personnel to other services. Total beds per 1000 population include
all institutional beds utilized for in-patient medical care, but not geriatric custodial care. Acute care bed ratio is a
more precise and comparable indicator representing the number of general, short-term care beds per 1000
population.

Hospitals are increasingly technologically oriented and costly to operate. Hospital services in the
European Region underwent considerable expansion in during the 1960s, 1970s and the beginning of the 1980s
but have since experienced increasing difficulties. Managing health systems with a fewer hospital days requires
reorganization within the hospital to provide the support services for ambulatory diagnostic and treatment
services as well as home care. The interaction between the hospital-based and community-based services
requires changes in the management culture and community-oriented approaches. Many developed countries are
actively reducing hospital bed supplies, facilitating alternatives to hospital care, using incentive payments to
shorten the length of stay by increasing the efficiency in diagnostic procedures, decreasing unwarranted surgical
procedures and adopting less traumatic procedures, and to promote day-hospital treatments, ambulatory and
home care. In the more eastern part of the Region, the very large number of hospital beds (a legacy of health care
policy in the past), combined with a severe economic crisis during the 1990s has created an extremely difficult
situation characterized by dilapidated buildings, worn-out equipment, lack of basic supplies and a financial
inability to profit from new breakthroughs in hospital technology (6). During 1980s and 1990s in USA,
especially in California, an intensive process of mergers or acquisitions of for-profit hospitals took place aiming
to increase organization's capacity, financial viability and efficiency of the new unit, and ability for competition
in its current markets (8, 21).

Classification of hospitals

Hospitals are classified in several ways by: length of stay, type of service, and type of control or
ownership, as well as size of the hospital (4-6,8,12,14).

Length of stay is divided into acute care (short term) and chronic care (long term). Acute care (of short
duration or episodic) is a synonym for short term. Chronic care (or long duration) is a synonym for long term
hospitals. Short-term stay hospitals are those in which more than half of patients are admitted to units in the
facility with an average length of stay shorter than 30 days. Long-term stay hospitals are those in which more
than half of patients are admitted to units in the facility with an average length of stay of more than 30 days (7).
The most of hospitals are short term. Community hospitals are acute care (short term). Rehabilitation and
chronic disease hospitals, nursing homes and hospices are long term. Psychiatric hospitals are usually long term.
Some acute care hospitals have units to treat acute psychiatric illness. Hospitals in the European Region now
often serve both acute and chronic patients, but these two categories need to be better differentiated in order to
optimize the use of resources and staff expertise (6).

Day care hospitals provide stay and treatment of patients during the day-time in the premises of the
hospital, not including accommodation for lodging. Day care hospital is an important novelty in the hospital
treatment, which has positive social, psychological and economical implications, if its work is adequately
organized. There are three main types of day hospital: 'day treatment programs', 'day care centers' and
'transitional' day hospitals (4,6,14,22).

Types of service denote whether the hospital is “general” or “special”’. General hospitals provide a broad
range of medical and surgical care, to which are usually added the specialties of obstetrics and gynecology;
rehabilitation; orthopedics; and eye, ear, nose, and throat services. “General” can describe both acute and chronic
care hospitals, but usually applies to short-term hospitals. “Special” hospitals offer services in one medical or
surgical specialty (e.g., pediatrics, obstetrics/gynecology, rehabilitation medicine, or geriatrics) or treatment to
certain diseases or groups of diseases (TBC, psychiatric diseases, heart and lung diseases etc.). Although special
hospitals are usually acute, they may also be chronic. A tuberculosis hospital is an example of the latter.
University hospital as a special or specialized health institution for the education and training of health
manpower with secondary and advanced training in health with university degrees in medicine, medical research
and specialist treatment of in-patients (4,12).
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A third classification divides hospitals by type of control or ownership: for profit (investor owned), or
not for profit, governmental (federal, state, local, or hospital authority), religious or voluntary organizations.

Functions of hospitals

The basic function of acute care hospitals is to diagnose and treat the sick and injured. The nature and
severity of a patient's illness determine the care received and, to some extent, the type of hospital in which it is
provided. Care might be delivered on an in-patient or out-patient basis. All acute care hospitals treat the sick and
injured. Their emphasis on the other functions noted here depends on organizational objectives (5).

A second function is preventing illness and promoting health. Examples are instructing patients about
self-care after discharge, referring them to other community services such as home health services, conducting
disease screening, and holding childbirth and smoking cessation classes. The competitive environment has
caused hospitals to mix illness prevention and health promotion with generous amounts of marketing.

A third function is educating health services workers. Physician education in residencies and
fellowships is common. Acute care hospitals train staff such as nurse aides who will work in them. Clinic is a
health organization that performs sub- or super-specialist health care in certain field and educational activities,
professional training of health workers (medical students, physicians in specialist training, and others highly
qualified health professionals) and scientific-research activity. The clinic performs the most complex types of
health care from a certain medical branch, creates and carries out professional and medical doctrinaire criteria
from their field and offers professionally-methodological help to the health organizations from the related
medical branch or dentistry.

A fourth function is research. Clinical trials for new drugs and medical technology, assessing the
procedure and quality of care, patient satisfaction surveys, and others are the most common researches in the
hospital.

Conclusion

Health care delivery system is the organized response of a society to the health problems and needs of
the population. Countries differ considerably by the levels of income and economic potential, diversity of health
problems and needs, the way they organize their response, as well as in the degree of central management,
sources of financing and control of their health care system regarding coordination, planning and organization.
The quality of healthcare system is expressed through coverage, access, equity, but also efficiency in use of
resources, and financing. Healthcare systems are facing new challenges, among them are aging of the population,
widespread lifestyle risk-factors and growing burden of non-communicable diseases, new medical technology,
innovations, increasing costs, lack of community involvement and intersectoral cooperation and actions.
Substantial changes in the health systems are necessary to be implemented with greater role of the primary health
care, increasing the efficiency by market forces and the use of economic incentives for providers of health care.

Exercise: The role and organization of health care system

Task: Students should visit www.observatory.dk to become familiar with different Health Care
Systems and actual reforms initiatives. Students are encouraged to write drafts describing HCS in their
respective country or district.
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Learning objectives

After completing this module students should:

e know to list the elements and their characteristics of the management cycle;
e be familiar with the steps of the cycle;

e be familiar with the content of elements of the cycle.

Abstract

The planning process in health care known as management cycle or cycle of organization and
management is described. The cycle is divided in four main elements: planning, organization,
implementation and evaluation. Each element is defined and described.

Teaching methods

Introductory lecture, small groups work, individual work and panel discussion.

Specific recommendations
for teachers

e work under teacher supervision/individual students” work proportion: 50%/50%;

e facilities: a computer room;

e equipment: computers (1 computer on 2-3 students), LCD projection equipment, internet
connection, access to the bibliographic databases;

e training materials: recommended readings or other related readings;

e target audience: master degree students according to Bologna scheme.

Assessment of students

The final mark should be derived from the quality of individual work and assessment of the
contribution to the group discussions.
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MANAGEMENT CYCLE: FROM PLANNING TO EVALUATION

Luka Kovacic, Zelimir Jaksic

Theoretical background
Introduction

Health care is a set of measures, goods and services designed to promote health, including “preventive,
curative and palliative interventions, whether directed to individuals or to populations” (1). In order to maximize
effects and minimize cost of applied measures health care should be planned. The planning process includes
several steps making a cycle. The cycle is known as management cycle or cycle of organization and
management. The health care planning cycle could be divided into different number of steps or elements,
depending on the level on which the health care is organized. Here are presented four main steps for the
illustration of the management cycle (Figure 1).

Figure 1. Four main elements of the management cycle

Evaluation Planning

Implementation Organization

In each step there are several functions, and the cycle can be divided into more elements. Each step has
specific characteristic and tasks of those involved in the step of the cycle. In different parts of the cycle different
actors are involved. Elements of the cycle follow each other, some tasks are common for two or more cycles and
some are overlapping, which makes the health care system very complex.

Planning

Although in reality, at one moment in time, the planning cycle could be in the different steps, for the
purpose of the training we will start with the planning step.

In this first step the main task is setting aims, defining the goals, identifying health problems, selecting
priorities among them and choosing the strategic course of interventions. This is the task of health policy and
the process is usually done on country or province level.

This step of the cycle is based on the careful analysis of present health situation, on health situation
assessment, which could be also a separate step in the cycle. Good and comprehensive diagnosis will lead to
effective and efficient intervention.

In this part of the political process the economic possibilities and constrains should be analysed,
political interest of different social and professional groups taken into account, feasibility of health care services
calculated, and other elements must be analysed and taken into consideration. This political process is
responsibility of representative and/or political bodies (parliament, government, political parties).

Health professional organizations (or their representatives) are usually involved (chambers, association
of health workers, etc.). From technical point of view the outcome of this part of the cycle should be a set of
indicators and milestones to be reached in certain a period of time (short-term, middle-term or long-term period).
The indicators are set up mostly as aims and goals for the region, state or larger region for longer periods of time,
while objectives and targets are set up for smaller areas and shorter periods of time. It is important to set up the
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level of indicators which are realistic and reachable in a defined period of time to prevent social disappointment
in the future when planning time will pass.

To come to the reachable and realistic level of health indicators it is recommended to analyse the
situation in neighbouring countries and countries with similar economic and social situation. Besides the set of
health indicators in this part of the cycle it should be also defined the main strategy (e.g. support the primary
health care, introduction of DRG system, implementation of screening programs for certain diseases, share of
GDP for health, etc.), involvement of citizens in decision making process, and other important issues.

In this step of the cycle all actors should understand their role and responsibility, should be familiar
with the planning process and work together with all political actors. Public health professionals should explain
and inform them, and not take their role in defining aims and goals instead of them.

Once health policy is defined, the health managers are responsible for achieving it through the next
steps, organization, implementation and evaluation, usually on a lower level of the country’s organizational
structure, district, county or municipality.

Any health planner faced with the task of formulating long term goals, objectives and setting targets needs
some assessment of the present situation, some description of the point he is to regard as starting point, and some
knowledge of the processes which have led to the present situation.

The planning and programming is a part of the management circle dealing with arrangement for
carrying out some future activity. From the viewpoint of management it is an unavoidable and everywhere existing
part of the managerial process. Often we are not conscious of it, as in planning some routine everyday activities. On
the other side it is a major formal procedure involving many people to work together and even prescribed by laws
and regulations.

The meaning of words planning and programming is practically the same and used interchangeably,
however, to a certain extent there is a different connotation. The word programming comes from a Greek word and
is more underlining contents and goals of future activities. The word planning is originally a French word and is
underlining different arrangements of resources, time, etc., necessary for implementation of future activities.
Considering hierarchy of these terms in technical jargons one will find that the word program is used to define the
goals and orientation defined at the highest level, based on what plans are designed. There is for instance program
of a political party, of a president or prime minister. That program will be later elaborated into plans. Some groups
of experts might feel that planning is indicating a higher level than programming, because usually the state plans are
further elaborated into programs of different organizations and institutions. Actually both groups are right. To avoid
misunderstandings in the national managerial process, the WHO avoided the use both terms and preference was
given to programming. The programming could be split in the three sub-processes: the broad programming,
detailed programming, and plan of action. These words distinguish also three phases in the process of planning.

One has to differentiate:

1. Choosing and defining objectives along with the given policies and strategies (the closest is the word
programming or broad programming);

2. Arranging ways and means of activities to reach objectives and targets under given conditions (the closest
are the words planning or detailed programming);

3. Detailing and scheduling of activities (plan of action).

Broad programming can be described as translation of health policies into strategies for achieving clearly
stated objectives.

Detailed programming is conversion of strategies into technology, manpower, infrastructure, financial
resources and time required to implement programs.

Plan of action is formulation of lines of action to be taken by different subjects.

The desired end-states (outcomes) are defined as goals, objectives and targets.

Goal is the most general, not constrained by time and existing resources, rather descriptive than quantified,
not necessarily attainable, but an ultimate, desired state expected as a result of a policy or broad programming.

Objective is the intermediate, specified in time, usually measurable and attainable end-result expected of
broad or detailed programming.

Target is the most specific, measurable with precision in short-term periods, useful as an indicator for
monitoring the detailed program achievements. They may be used in different horizons of time as milestones along
the way toward an objective.

The planning/programming process varies according to circumstances in which it is carried out so that
several classifications are possible. Among the most important are classifications by:

Subjects who perform planning:
— central planning/programming;
— decentralized planning/programming;
— participatory planning/programming;
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— convergent planning/programming.

Period for which it is envisaged (horizon):
— long-term or perspective (10-20 years);
— medium-term or strategic (5-/10/ years);

— short-term or tactic or operative (1-3 years).

Basic orientation in resource allocation:
— input planning (oriented towards existing resources);
— impact planning (oriented toward end-results);

— output planning (oriented toward processes, e.g. work of health services);

There are numerous inter-relations and combinations of different types of planning/programming. For
instance, the central national plans tend to be long-term or at least strategic. They are also more oriented to impact
and development of inputs, than to outputs.

According to circumstances the middle-level managers perform planning (programming) in a special way,
differently from national as well as grass-root managers.

Specific characteristics of middle-level (regional, district) planning/programming

Specific characteristics of planning the middle level are:
— short-term horizon;
— input (resource) orientation;
— intuitive solutions of complex problems;
— flexibility;
— detailed planning;
— stress on implementation;
— community participation;

— reserve for interventions in unpredictable crises.

It depends on the socio-political situation and administrative arrangements in each particular place how
many decisions and in which areas are given to the middle-level management. In a decentralized system there will
be more freedom and that will be reflected in deciding on targets and allocation of resources. In a centralized
system the planning would cover mostly detail scheduling of activities and distribution of tasks and duties.
However, in both situations the result of planning is formulated as plan of action and has the same elements.

The format of the plan of action has 10 elements. The format is usually prescribed by rules and regulations,
but essentially they include always the same elements:

1. objectives and targets;
2. covered population;

3. legal and administrative requirements;

4. specification of activities to be performed;

5. time-table for their implementation;

6. budget;

7. manpower (incl. recruitment, training, management);
8. constructions, transport, equipment, supplies, logistics;
9. evaluation and monitoring;

1

0. information support.

The effective planning is negatively influenced by obstacles and constraints. Obstacle is a created
difficulty preventing the planned activity. It is mostly created by an opposing interest group and often is an
expression of political conflicts or tensions. Constraint is a set of limits due to economic, social, administrative,
professional and cultural conditions. They are common in all levels of management, but the following are quite
typical for middle-level planning either because of imposed limitations or poor knowledge and motivation of local
planners:

— poor data analysis;
— priority given to centrally planned (vertical) services;
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— orientation to services and not to communities;

— limited powers in allocation of resources;

— competition or poor cooperation with other sectors;
— strong influence of “local authorities”;

— limited influence on infrastructure (training, logistics etc.).

The circumstances in which we assume that future activities will be performed are determining feasibility of
our plans. Feasibility has the same meaning as possibility. A plan is feasible when we have the power and
resources to implement it, to make it possible. The examination of feasibility is done in a systematic way,
scrutinizing all possible obstacles and constraints.

Priority setting

Priority setting means that the different problems are listed according to priority. It is an important task as
not all problems can be attacked simultaneously. The setting of priorities requires the planner to formulate the
criteria own wishes to use when choosing priorities. Very elaborate lists of criteria do exist, but each planner does
well to establish his own criteria. However some criteria often used are:

— the size of the problem (in terms of people affected by the problem);

— the severity of the problem (how serious is the problem affecting people);

— the inter-linkage of the problem with other problems (what are the chances that attacking that problem will
also influence and diminish other problems);

— the cost-effectiveness of the measures likely to attack the problem;

— the technical feasibility of attacking the problem;

— the trend in the size of the problem (is it an increasing problem or a problem which is already on its way to
diminish by itself).

When all criteria have been chosen, the planner has to decide for himself whether he considers all his criteria
equally important or not. In other words, he has to give relative weight to his criteria. Only after this weighing has
been done (e.g. with the aid of a simple numerical scale ranging from one to three, or by expressing it in %), the
rating of the problems (again by putting them in a scale, according to the different criteria can be undertaken. The
process of rating the problems in order of overall priority finally gives the planner the final picture, the
comprehensive diagnosis.

Although this numerical rating is a helpful tool for the planner, he is advised to check with his own feelings
whether, after the whole process the outcome is consistent with his intuition.

Just as in clinical medicine, the more comprehensive the diagnosis can be established the more it will be
possible to perform an effective and causal therapy. Treating hypertension with drugs lowering the blood pressure
is not as effective and causal as combining this with reducing the patient's overweight, changing his diet and trying
to diminish the stress in his life. In health planning this is even more so. The processes and factors linked to health
are complex, the time spans during which decisions have their consequences are long and usually a considerable
number of people are affected by the decisions and significant amounts of resources are involved. A wrong or
superficial “symptom diagnosis” like “a shortage of hospital beds” can divert and mislead the planner from the real
underlying causes and withdraw valuable resources from essential causal measures attacking the roots of the
problem like preventing diseases or treating these at earlier stages.

Yet unfortunately, even when they know the comprehensive diagnosis, health planners must content
themselves with symptomatic measures because the measures necessary to eliminate the underlying causes are
beyond their direct control. Even in these cases, however, knowledge of the comprehensive diagnosis is essential
for the health planner. It enables him to proportionate his symptomatic measures and to enter the dialogue with
those whose influence is closer to the roots of the problem.

Diagnosis without consequences is useless and costly, consuming time and resources. However, both in
clinical and in administrative health work, an un-proportionally big effort is often spent in diagnostic procedures,
without adequate influence in practice. Either the diagnosis is “overdone” (more examinations, data, etc. than
necessary for decision), or the proposed solutions are not relevant (because available resources and other general
conditions do not permit their application).

Because of that, during the diagnostic procedure the probable outcomes and consecutive interventions have
to be envisaged (tentative diagnosis, alternative solution, hypotheses). In real life an inseparable part of diagnostic
thinking is what one has to do later: how to help a patient, or, which strategy to choose in controlling an epidemic.
Contemporary research has shown that a manager, similarly to a doctor or other health worker, will come to better
diagnosis if:

— he/she during examination keeps in mind the wider range of possible measures to be taken after diagnosis;
— he/she is critically analysing existing opportunities and constraints (feasibility);
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— he/she is flexible to play with concepts, relations and combinations of facts even if it appears strange,
unusual and “lateral”.

A good manager needs an openness, “brain-storming” initiative, and creativeness together with a strict,
critical and logical internal evaluation of facts: a combination of imagination and realistic experiences, initiative and
hierarchical discipline, together with a clear vision of goals.

Intervention

Intervention means interfering with the usual, “natural” course of events. Often the diagnostic process by
itself makes the first part of intervention. For instance an epidemiological survey is at the same time a health
education activity. Intervention means a change. How intensive and deep that change will be, is determined by the
intervention model we have to use.

Listing of all possible interventions or actions which can help in counteracting each of the problems listed
in earlier step. It is useful to indicate also at which level each action should be undertaken (national, provincial or
local level).

Selection of those interventions which are likely to have influence on as many problems as possible and
which can be considered as technically feasible. These can be regarded as the “building blocks” for the strategy.

All selected interventions are now grouped in a logical time-scale in which levels and “critical pathways”
are indicated.

Critical pathways indicate the sequence of different interventions which can only be realized in one given
order. For this purpose it can be used scheduling and network planning techniques such as Gantt chart, PERT, CPM
and others.

Organization

In this part of management cycle the manager has to deal with an organization as a process, and an
organization as a structure. The organization as a process is the arrangement of parts which form an effective
whole. The organization as a structure is a group of people with a special purpose, e.g. a unit of health services, an
institution.

The organization may be regarded as an open dynamic socio-technical system. It is a dialectical relation
of a given technology and social aspects of its application, i.e. work connected with that technology (division of
labour, relations toward means of production, inter-personal and group relations). Because of that, the organizations
of the health units with different types of technology have different work relations and different organizational
problems. For instance, a big hospital in comparison with a health centre.

The organization may also be regarded as having different characteristics due to size, level of complexity
and phase of development. Macro-organization deals with big overall systems, and micro-organization with small
units (e.g. a rural hospital or a district health centre). In every-day life expressions such as “young organization”,
“traditional organization”, “handicapped organization”, etc. are used and they indicate the lively social dynamics of
organizations.

Organizing implies the ability to coordinate activities necessary for implementation in such a way that:

— the right things are done;
— in the right place;

— at the right time;

— in the right way and

— by the right people.

To reach that, a manager has to observe:

1. Objectives - each group of tasks in an organization must have an objective that contributes to the main
objective/s of the organization, the system or the program;

2. Definition of tasks - each group and individual must have clearly defined tasks so that everyone knows
exactly his tasks and duties;

3. Command - each group must have one person in charge and all concerned must know who this person is.
There are a several important rules related to command:

— Responsibility - the person in charge is responsible for the performance of the people in his group;

— Authority - each person in charge of a group must have authority equal to his responsibility;

— Span of control - no person in charge of a group should be expected to control more people than his
knowledge, time, energy and effectiveness permit (1:5 - 15);

4. Balance - the person in charge of several groups must see that the groups' interests, opportunities and
conditions of work are in balance.
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Evaluation

Evaluation could be simply defined as “finding out the value of something”. The terms to assess or to
appraise have the same meaning.

Evaluation is a systematic process of assessing the extent to which an action achieved its objectives
and/or to which extent it is regarded as beneficial. This broad definition includes two possible types of evaluation:
the one in which the objectives are not well specified in advance (close to general goals or aims) and the second in
which objectives are predetermined explicitly (close to targets). In both situations the information generated by
evaluation is serving as a feedback to planners and concerned about future activities.

The evaluation process consists of:
1. comparing the objectives and outcomes of activities; and
2. adding a value judgment to obtained results.

The value judgment is based on objective findings, but also takes into account complex set of factors
influencing results, consider marginal opportunities and benefits, and apply the value system of those who perform
evaluation. In this way evaluation is a combination of objective finding and subjective (moral, political)
interpretation. Obviously it is most important who is doing evaluation and why. For instance, if evaluation of health
services is done only by health administration the result may differ from those by users. The second important
consequence is that the process is not completely “objective” and “scientific” as it is usually suggested in
managerial text books.

The comparisons of predetermined objectives and obtained results may be considered as objective but it
cannot cover the whole range of evaluation in health care. The question is who is predetermining the objectives, and
how one is judging the difference between findings and objectives. For instance, the budget for operation of
primary health care units in a district was not completely used and 10% of “savings” are accounted. There are
several possibilities in evaluation of that finding:

1. It may be regarded as very positive (e.g. by district health authorities), because the savings are considered as
results of better organization of work;

2. The results could be judged as negative (again by higher health authorities), because “savings” are result of
acceptable, but incomplete, fulfillment of requirements;

3. The results may be regarded as negative (e.g. by users), because the work of health units being poor quality
and “cheap”, below of expectations;

4. Tt could be regarded as positive (e.g. by local health workers), because health outcomes measured as change
in infant mortality rates shows improvements. The question is which position we will take in evaluation. All
may be right to a certain extent. In principle, the right decision should be based on understanding the main
purpose of evaluation, i.e. the future improvements of health care.

Evaluation should be a continuous process, but for practical reasons it has to be summarized and reported
at given times and specified intervals, coinciding with data collection routine, preparation of new plans, new
budgeting periods and similar. For narrow operations and programs it will be more frequent (weekly or monthly),
for national policy formulation every 3-5 years.

In routine activities the evaluation has to be done in specified regular intervals, as part of monitoring
activities. Besides, it is recommendable from time to time to have a review, a comprehensive (“in dept”) evaluation.

In special projects and when new activities are introduced the evaluation should be applied when plan is
completed (preliminary evaluation), based on a theoretical consideration of probable outcomes), during the
implementation (process or formative evaluation), and at the end (final or outcome evaluation).

The comparison of findings is the most important part and basis for value judgments. In most cases it will
be the comparison with expected, planned and predetermined targets. In some cases, and also as a useful addition,
two further types of comparisons are useful: the before/after comparison (comparison with findings obtained last
time, e.g. last year, or obtained before start of the activities we would like to evaluate), and the comparison with
other areas, where similar activities have been undertaken.

The measures used in evaluation are based on relation between main elements of the working process. The
main elements are needs, input, process, output and outcome.

In the process of health services it is particularly important not to mix output and outcome. Output is the product in
terms of services, supplies etc., and outcome is the effect or result of these services.

The most frequently used measures in evaluation, specified as indicators, could be grouped into the
following groups and describe the specific results of health services:

Relevance is assessed by relating needs and outcomes. It should answer the question: Does the working
process satisfy the needs? Relevance is one of the most important indicators, the very basic one, because if health
services do not satisfy real needs, all other measures are irrelevant, or change their meaning. For instance, if we
evaluate some laboratory procedures we may come to conclusion that they are effective and cheap in identifying a
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disease (e.g. malaria), but this is worthless and even very costly if applied in situation with no malaria. Relevance is
most important in evaluating the costly high-tech procedures, but it is rarely done.

Figure 2. Relations between main elements of the health care process (adapted from Wollas)

Effectiveness
o « > Impact
Objective N -
A
Effectiverness
Input — Process — Output — Outcome
Performance
Efficiency

Adequacy relates output of services with needs. The relation can be observed in terms of type (kind) and
quality (appropriateness) and in terms of quality (sufficiency). The indicator should answer z.

The question is if there are right and sufficient services provided to satisfy needs. For instance, the
adequate immunization would mean that sufficient number of children (e.g. 85%) where immunized in an
appropriate way with fully valid vaccines. In this case even three factors are important: quality, quality of work,
quality of vaccine.

Coverage is measuring population covered by services, and can be regarded as a special case of adequacy.
It is a complex measure close to sufficiency. Needs are expressed as number of people who need and/or demand
different services (formal coverage), or who actually utilize services (actual coverage).

Coverage may be expressed in terms of total population, population having particular risks, certain
population groups (social, professional, etc.), or defined territory (people who live in defined territory).

While coverage is a measure of formal nature, in real life situation, 3-A indicators would demonstrate
what extent to which coverage is transformed into utilization is.

Accessibility is answering the question to which extent and which services can be physically reached by
people. The reason why people do not use services might be that services do not exist (availability). Among
barriers of different kinds, one most important is that people may not utilize available services because they are too
costly (affordability).

Effectiveness is measuring the desired effect of services, relating output and outcome elements of the
working process. It is answering the question: Providing these services, how much will be reached of the desired
health effects? For instance, by finishing the program of health education on health diet, how much will be changed
regarding dieting and nutrition of the community. After screening a population for cancer, how many new cases
will be discovered in right time for treatment. Effectiveness usually has a technical connotation. How effective are
drugs or diagnostic procedures and tools, but it can also be used in a managerial meaning when we speak about
organization. For instance, how effective is a hospital, or health centre, or epidemiological services.
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Figure 3. Measures for evaluation in the health care process
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Special case of effectiveness is efficacy which is defined as effectiveness in real life situation. For
instance, if a drug is very effective under experimental conditions, it does not mean that it will be as effective when
applied in a rural hospital or at home. Or, a screening procedure applied in different population groups will not give
the same effect.

Efficiency is related to the use of resources, and the term has primarily a managerial connotation. It has to
answer the question: How much of the resources have to be used to reach the planned level of effectiveness? It
relates input to output.

Efficiency is the major managerial tool. It includes all types of resources like financial, human, technical,
and also time. For instance, we will tell that a service is more efficient either if less financial or other material
resources are spent, or the work is done in less time, or by less people. Efficiency is the starting point to be specified
as financial, organizational or other efficiency. However, all different factors are often translated into financial
terms and expressed as cost.

There are two additional indicators of general nature on relating the observed activity (working process) as
the whole in the relation to time and to the environment:

1. Impact is measuring the effect of evaluated activities on broader issues, the environment, on the overall
health development, health status of the whole community and on related social and economic productivity,
demographic changes etc.;

2. Progress is an indicator used for assessing development of project or services in relation to time. The
question is: What are the changes occurring during the last year in terms of meeting project deadlines, but
also other improvements of services, coverage, etc.? It is an important measure of overall development in
time, and not only control of planned schedule.

The evaluation is part of the control and administrative procedures, but it has to become also a
contribution to technical improvements and social changes. This will be achieved only when the comprehensive
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evaluation is done in a participatory way, including into the process users, people and communities, and on the
other side health workers whose work is evaluated, technical experts and professionals.

The evaluation has an impact on those whose work is evaluated, which is not always what was
intended. Insisting on utilization of formal and objective data will pretty soon produce expected type of report,
regardless of what is happening in real practice. Data have to be used only after double checking and careful
interpretation.

Exercises

Task 1: Selection of goals, objectives and targets

From WHO or other Data base select several indicators which will respond to goal, objective and target.
Find their values as millennium goals, Europe, own country, district or county. Put the value in the table below.
Discuss them in the group.

Indicator:
Source Goal Objective Target
Millennium goal
Europe
Own country
District or
county
Indicator:
Source Goal Objective Target
Millennium goal
Europe
Own country
District or
county
Indicator:
Source Goal Objective Target

Millennium goal
Europe

Own country
District or
county
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Task 2: Priority setting

In order to propose the new screening program in your country in a situation with limited resources
(economic and health services) your task is to select two malignant diseases (cancers) to start the screening
program. To solve this task you should do process of priority setting.

1. In a small group (3-4 participants) you decide by consensus after discussion:
—  Select and list criteria for assessment;
— Give the relative weight to selected criteria (you can use a simple numerical scale);
— List the diseases you think that screening is a relevant intervention.
2. Do ratings (give score for each disease and criteria).
3. In the same small group:
—  Compare your scorings;
—  After discussion construct the new scoring table (use consensus);
—  Select two diseases for the screening program;
—  Write comments (what additional criteria except “objective” scorings you use for your
decision);
—  Present your decision in plenary.

Criteria A B C D E

Dl
D2
D3
D4
D5
D6
D7
D8
Legend: D = Disease

Task 3: Evaluation of achievements in primary health care

Your task is to evaluate the success of health services and health workers in your district/county. You
should select 1-3 indicators in order to evaluate the following categories: relevance, coverage, effectiveness,
efficiency.

Indicator category Indicator 1 Indicator 2 Indicator 3
Relevance
Coverage
Effectiveness
Efficiency

Your comments:
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Learning objectives

After completing this module students and public health professionals should:

e be aware of the role of the hospital in the community;

be aware of the historical development of hospital services;

recognize needs for analysis of the hospital functions;

list the characteristics of different models of organization of hospital services;
improve knowledge and understanding of the social and cultural factors of community
regarding the treatment of patients.

Abstract

During the history, hospitals have been continuously changing so that diversity is one of their
main characteristics. Being a part of a local culture, they reflect local and general global
trends. At present, the winds of globalisation are stronger, following an overall trend in
technology and economics. Changes in technologies support the pattern of “industry-like”
hospital, where specialists work in their narrow fields on a production-line and might be in
conflict with patient culture and expectation. With changes in population structure the need to
strengthen a patient-centred and humanistic approach integrated in health care is growing.

Teaching methods

Introductory lecture, exercises, individual work and small group discussions.

Specific recommendations
for teachers

e  work under teacher supervision /individual students’ work proportion: 50%/50%;
e facilities: a teaching room;

e equipment: PC, internet link and LCD projection;

e  training materials: readings, handouts.

Assessment of students

The final mark should be derived from the quality of individual work and assessment of the
contribution to the group discussions.
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HOSPITALS AS PART OF CULTURAL AND SOCIAL DEVELOPMENT

Zelimir Jaksic

Theoretical background

Introduction

The future of hospitals and health services was a fashionable subject in the current discussions at the
turn of the Century (and the Millennium!) (1-5). Nevertheless, it is a permanent challenge because of the
complexity and uncertainties in dealing with one of the oldest social institutions, deeply rooted in every culture.
History has to be called upon to recognize the role of different attitudes in development and functioning of
hospitals.

The exercise is useful as a chance for critical consideration of complex facts combining three essential
fields:

1. Specific types of hospitals
a. Dbuildings
b. organizational structures and
c. managements
2. The influence of external factors
a. health needs
b. socio-economic circumstances
c. cultural patterns
d. scientific and technologic possibilities, and
e. socio-political preferences
3. Performing essential hospital functions:
a. providing care for ill people
protecting the disadvantaged
utilizing given advantages (e.g. spas or climatic circumstances)
training and teaching of health experts
scientific development and testing
societal functions such as employment and profit making opportunities.

me a0 T

Starting points

Speaking about types of hospitals, we should consider them in the broadest way, not only their shape and
organisation, but also the main structural traits like mission and aims. In the same time it is important to consider
role and position of staff and patients, relatives and wider community. The hospitals have grown out of local
resources to respond to health needs and general health culture and expectations of people. They were a support of
the people’s social and health security, real and symbolic. However, they used to replace various types of home
care and excluded ill and suffering people, temporary or sometimes permanently, out of their normal living
conditions.

The diversity of types of institutions called hospitals is asking for an operational definition. We will use
one which was adopted by Expert Commission on health Statistics 1963: “A hospital is a residential establishment
which provides short-term and long-term medical care consisting of observational, diagnostic, therapeutic and
rehabilitative services for persons suffering or suspected to be suffering from a disease or injury, and for
parturient. It may or may not also provide services for ambulatory patients on an out-patient basis” (6).

This definition replaced an older one which was broader defining “The hospital is an integral part of a
social and medical organization, the function of which is to provide for the population complete health care, both
curative and preventive, and whose out-patient services reach out to the family in its home environment; the
hospital is also a centre for the training of health workers and for bio-social research” (7).

Our exercise will just be between those two quoted definitions. Namely, the second older definition has
emphasized the dominant role of hospitals inside the system of health services. No one definition is final, as
hospitals are permanently changing due to health and social needs of population, available medical and social
knowledge, skills and technologies to satisfy those needs, accessible resources and dominating policies in the
community.

Hospitals had a glorious past (1). They will continue to fulfill certain essential needs of people being one
of the strongest features of humanism, solidarity and charity, as well as of creative potentials in science and
technology. However, they also have to fulfill social and cultural expectations, such as basic equity and justice of
people and openness to human cultural needs (“personal medicine”) (8).
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Therefore hospital should not isolate themselves into golden tower of medical technology and segregate
the patients/clients from usual habits and life in their families and communities, making them powerless objects of
imposed medical rules. Hospitals’ management and staff have to understand and help people and optimally help
them to participate in the hospital life, readapting the rules of life in hospital, as far as it is possible, to health and
social conditions of patients, their social and cultural needs. This is especially important when they are dealing with
a chronic condition (9,10).

Physical arrangements and sanitary comfort are just beginnings. The daily timing of obligations, nutrition,
ways of using private time and sleeping hours might be the second step. As far as local conditions permit
possibilities of free movement and family visits and participation might be the most important (‘open’ or ‘friendly’
hospitals), communication with staff and other patients, sharing proper information, supporting and openly
reflecting on various views and values should not only be covered by formal lectures or official religious
ceremonies. The reserved space and time for private contacts with staff may help security and quality of care and
fundamentally influence satisfaction of clients. Finally, exposure to art exhibition and other events of an artistic or
cultural meaning (in a narrow sense), opportunities for religious meditation, physical and cultural relaxation,
reading and hearing music a shortening of long hours of waiting are beneficial if are free chosen and not felt as an
obligation (11-16).

There is an old saying that those who do not know their past only narrowly understand the present and
envisage the future. During history hospitals were continuously changing so that diversity is one of their
characteristics. Being a part of a local culture, they also reflected general wider trends. At present, the influence of
globalisation is stronger, following an overall trend in technology and economics. Now they started to be even more
expensive and consequently not equally affordable for different groups of population and in different countries. In
extreme examples, some prestigious hospitals in many countries serve only the needs of powerful minorities, and
are equipped with expensive technologies. This might be misused at the expense of relevant primary health
interventions for a broader circle of poor people. Hospitals are here to stay, but appropriate “social diversity” has to
be protected for the benefit of people and efficiency of resource utilisation. The inter-relation between hospitals and
others forms of health and social services, and cultural role of hospitals becomes the more important point.

This is a possible reminder of hospital heritage. What may one conclude? Let us underline only general
and lasting characteristics:

1. Importance, deep cultural influences and social embedding of hospital;

2. Distinct, closed and powerful structure, beyond the role as a unit of health services;

3. Diversity based on different mixtures of continuously same missions (caring for the needy, enhancing
social security and quality of life of ill people, protecting community, and collecting experiences and
teaching medical arts);

4. Capability of adapting to deep changes under the influence of external developments in spite of solid
general structure.

Exercise

The objective is to compare different types of hospitals in a historic perspective and to recognize the
differences and changes in external influences (economic, social, including cultural), and correspondingly in
functions (care of patients and other clients, training and science, and societal functions like employment and profit
making). As the most important is to try to describe an empathic picture how the patients felt in hospitals (their
isolation outside regular life in community, their family and community). Finally, the main purpose is to synthesize
the new understandings and recommend steps to improve the cultural role of hospitals in the community and open
hospitals for free choice of cultural aspects of lifestyles both for hospital staff and patients without imposing as far
as it is possible the technological or social living styles. At the end the feasibility, costs and obstacles have to be
taken into account.

Task 1. Read the Case study (Short historical review about hospitals in Croatia and consider new types of
future hospitals). Compare with your own country or district/region: what is common and what different? Choose
several typical hospitals.

Task 2. Construct a table listing 2-3 chosen types of hospitals (certain and concrete, known to you) with
main external influences, function and culture (the following is just an example):

Type of hospital External influence Main functions Feeling of patients/clients
Modern public general 1500 Economic, Medical care, science, Isolation, paternalistic strict
beds technologic training rules
Modern private specialized 200 Market, competition  Centre of excellence Comfortable, patient-centred

beds

Further choices...

Task 3. Extend in writing your answer to the question Feeling of patients/clients.
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Task 4. Compare your table with the choices of other members in the group. Summarize and describe
main points of discussion.

Task 5. Discuss in the group your results of the Task 3, and make a concept of recommendations for the
management and staff of the hospital how to improve the cultural needs of patient and open the hospital to social
and cultural life in communities.

Readings and case studies

A review of different types of hospitals during the history of Croatia
Speaking about types of European hospitals, taking examples of hospitals in Croatia, we should consider
them in the broadest way, not only their shape and organisation, but also the main functions performed and
connecting that experience with probable main external factors influencing their development. For our purpose we
will choose some types which have played a greater role in the history of Europe and which have influenced our
thinking today. Compare their appearance with hospitals in your country and estimate the main external influencing
factors.
When we start thinking about established institutions, we have to describe some of the famous ancestors of
hospitals (17):
e The Asclepian temples in Ancient Greece (where in front of statues of “saint-mortal” Asclepius, his
daughters Hygiea and Panacea and other members of his families, priests and priestesses interpreted
oracles and ordered treatment).

_Figure 1. “Temple of Asclepious” in Split and hospitium in Zadar
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e Valetudinaria (originating from Latin word valetudo — health) and Thermae in Roman Times were
soldiers and civilians searching for health.

This early recorded examples were sacred places combining the powers of gods and nature for recovering
from illnesses, but also strengthening health and capabilities of people. In the same places and with the same idea,
we today have spas, rehabilitation centres, thalassotherapeutic, recreational and tourist centres, etc.

Following these old European roots, we come to immediate ancestors:

e Hospitia (original Latin meaning of places offering hospitality) were predecessors of a number of
hospitals developed by Christian religious orders in monasteries widespread in the Middle Ages.
Hospitia and these hospitals served pilgrims, travellers, poor people and others, following the
traditional hospitality and seven works of mercy.

e Asin the previous times the main aim was to reduce suffering but even more important was to save
souls. Very similar arrangements but at a smaller scale, as a shelter for very old and chronically
handicapped or ill or very poor, were organised by priests and nuns in rural areas, close to parish
churches, and sometimes by neighbourhoods for people without relatives. Some of these continue to
serve until now.
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Figure 3. Hospital close to church, northern Croatia

NORTHERN CROATIA

Close to churches and monasteries, X-XIX c.
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A completely different mission had quarantines, leper-houses, army creases, military lazarettes, and
poorhouses organised by local and urban governments at about the same time. The aim was to protect the
community and prevent the spread of epidemics.
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Figure 4. The first quarantine, Dubrovnik

e  Younger hospitals in urban areas were off-springs of hospitals related to monasteries and poorhouses,
organised by public authorities to shelter ill people who could not afford it themselves. They were run by
physicians and sisters, so that treatment and care were organised according to a new experience of
medicine. On one hand, it were to help suffering patients, and on the other serving to protect the urban
community to satisfy feelings of justice, solidarity and charity. In the 17th century they started to be
separate from asylums, and it was a real beginning of an institution which we now call a hospital.

It is difficult to regard present hospitals as direct successors of all these institutions because medical
science, technology and management changed thoroughly. In spite of that, some of the principle perceptive can be
found in most types of the present hospitals: general hospitals, homes for the elderly and handicapped and similar
socio-medical institutions, acute and long-term hospitals, modern hospiciums for palliative care etc. are all closely
related by origin.

Modern technology, the birth of scientific medicine and development of complex diagnostic and treatment
technologies influenced several types of institutions:

e  Specialised hospitals, dispersed (cottage hospitals) and pavilion-type hospitals reflect also specialisation in
medicine, different types of patients’ needs and relevant technologies, difficulties in transportation in some
areas, and better feelings of patients.

Figure 5. City hospitals, Zagreb
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“Foundation Hospital,
Poorhouse and Madhouse”
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Figure 6. The first mental hospital
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Figure 7. Sanatorium for tuberculosis patients, Zagreb mountains
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e  “Industrial” or mono-block hospitals were the result of concerns for costs, best use of expensive
technologies and experts. Mono-block hospitals are still most preferred. A typical industrial hospital is
efficient but presses the staff to work on-lines in an industrial manner, contributing to developing narrow
specialism.

Lately, for various reasons, such as a changed medical technology, a growing urbanisation, better means
of communication, multi-morbidity etc. the division of hospitals to special and general hospitals has gradually
changed to classification of hospitals to acute (short-stay) and chronic (long-stay) hospitals.

The growing costs and expenditures raised economic concepts of market principle and competition among
and between hospitals. Besides attempts to control cost/efficiency ratio of hospitals and better use of expensive
technologies, there is a growing tendency to attract rich parts of population. The health policies stimulate less
expensive health institutions and services like ‘daily hospital’, home care, general/family teams, health centre (or
health homes) and out-patient polyclinics, and concentrate (specialize) centres of excellence, related to optimal
diagnostic, surgical, palliative and rehabilitation centres.
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Figure 8. “Industrial” mono-block hospital, Zagreb clinical hospital

i

Figure 9. A noticeable building in Zagreb of a private chain of policlinics serving as centres of excellence in
urban settings providing also their own private health insurance

The history of hospitals in Croatia is similar to those in the Southern Europe, and later in the 18th century
to the Middle Europe, namely the Habsburg Empire. A new change started after 1990 and the following fights for
independence, similar but more difficult, in comparison to other ‘countries in transition’.

Should one consider new types of future hospitals?

The form and name of hospitals will change. We already observe spring ups, such as ‘“hospital
substitutes”, “hospitals without beds” (day care hospitals), “hospitals at home”, “virtual hospitals”, “tele-medical
hospitals” etc. (18-20). There is a great interest for comparing and evaluating in-patient hospital care and home
care (21-24). One has to conclude that new types of hospitals are probable and one has to be prepared for changes.
It might be important to consider new types built on foundations of the existing hospitals.

Deep changes have to be expected because of changes in technology. There are already experiences how
to deal with them. After a certain time of adaptation, finally one has to build a new structure, which is new, in spite
of carrying the old name. The other kind of change is under pressure of people’s needs and demands. In this case
new buildings might be constructed based on old concepts but often under a new attractive name. The new name
shows a tendency to cover bad feelings and experiences with the traditional institutions, although the contents might
be similar.
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Under such circumstances the answer to the posed question whether reforms or (re)inventions would be
needed — both is probable. For instance, reform of teaching hospitals might be needed, invention of health oriented
contemporary valetudinaria (as it is described bellow) and reinventing of new community hospitals.

A "collaborative” network of hospitals is developing

Collaborative hospital is the objective of a broadly supported policy. One can state that it is widely
accepted, but only with first steps in realization (25). The main agent is the introduction of virtual electronic
networks. The role of financing is decisive: payment by local or central levels of government, the health and social
insurance, local private initiatives and contributions. The immediate problem of collaboration is that all those who
should collaborate are counting on the same resources and because of that they compete and do not trust each other
even in minor issues of collaboration. The obvious problem is that those hospitals who are bigger and stronger
institutions may dictate conditions for collaboration. One of the major difficulties is rather deep mutual
misunderstanding with others because of multiple essential differences.

Could teaching hospitals become leaders?

A traditional teaching hospital fulfilled tasks in research, training and the most complicated part of
medical treatment (“tertiary health care level”). It was always complex and difficult, but now it has become almost
impossible. As a consequence, one may observe a movement in different directions.

In most teaching hospitals the research part became the biggest and started to dominate the other two
functions. Among other reasons, not an unimportant one is to get resources from research funds, in many countries
more copious than health and educational funds. Consequently the stay of patients in teaching hospitals is shortened
and applied technologies are sophisticated. Medical services are focused on diagnosis, most complicating treatment
procedures and critical events. In that way, clinical training of undergraduates is narrowed to demonstrations using
training environment suitable mostly for postgraduate training of specialists.

Teaching hospitals encompassing larger parts in different research fields and absorbing more experts
became large institutions, or a system of interconnected institutions. In some examples, this caused them to play a
role of a separate part and isolated them from the general health system. The problem of relative isolation led them
away to research irrelevant for practice of health care for the time being, and oriented more towards international
relations than problems at home.

A related problem is that teaching hospitals are linked to health sector in the government and to
universities. To solve that in the few countries where teaching hospitals have not grown too big, teaching hospitals
alone with all other capacities for education of health workers were put in the center of the system in charge to
manage regional health care. That was reported to be beneficial for relevant teaching, quality of regional health
care, research oriented towards current local problems, but hindering capacity to follow advances in basic
biomedical sciences and guarantee prompt and safe transfer of technologies.

In other cases the system was purposely dispersed, and diverse hospitals and institutions took over parts of
previous tasks of teaching hospitals in training or research. Co-ordination and rational use of resources became a
problem and efficiency was questioned. In spite of that, for most countries a decentralized system is a necessity.
The empirical evidence has not provided proof that large institutions are more efficient.

In the times of globalization, it has become more important how the teaching hospitals will serve as a
bridge between countries, while protection against hostile international market is growing. Therefore, the reform of
the complex traditionally called teaching hospital is on top of priorities, even though the solutions are not obvious.

Croatian teaching hospitals are largely decentralized, poorly coordinated and so far mostly swinging
between tasks of tertiary care and education. Some important research institutions have been built separately.
Croatian teaching hospitals have a certain regional influence but not a built-up responsibility neither for
development of services nor for inter-regional and inter-national collaboration. The shortage of resources for all
sectors covered by teaching hospitals (scientific research, health care and education) is at present hiding
deficiencies and diverse interests inside institutions, diminishing the total production and generating inappropriate
quality of work.

The new valetudinarium (a public rehabilitation and training center)

It is well known that the change in population structure of Europe and increased longevity produces
greater need for care of the infirm, disabled and lonely persons as well as a growing concern for health, fitness and
interest for active recreation. More people need help to warrant better quality of life, rehabilitate their physical,
psychological and social functions, to prevent the deterioration of their conditions and to care about themselves.
These demands are not new but we have recently been in the middle of an epidemic situation and reasonable
forecasts tell us that after 2010-15 and later it has to be expected to become a normal endemic situation in all
countries of Europe.

The experience from Croatia today demonstrates a situation of a small country, a poor economic situation
and a system in transition to libertarian market conditions changing the mostly centralized hospital system to
temporarily decentralized system and then again back. Therefore dynamics of changes in the described direction
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will differ, but probably speeding-up in the coming years. This is clearly a common and important element of a
renewed system of hospitals.
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Learning objectives

After completing this module students and public health professionals should:

e be aware of the importance of integrated system of health services and role of vertical
integration;

e recognize how different types of hospitals may fit into the system of health services;

o list the objectives and prospects of different local and international projects in ‘opening’
of hospital services;

e improve the knowledge and understanding of the function of health care system.

Abstract

The hospitals tend to isolate themselves but in the same time dominate the whole system of
health care. These tendencies may become an obstacle to quality and costs of general health
care of people and diminish improvements and further development of quality and relevance
both of hospitals, some specialized institutions, primary care, home care, training of health
workers etc. To overcome such development various policies, projects and research and
organizational experiments are in progress. It is beneficial to review some examples of these
attempts, discuss and estimate their impact and feasibility.

Teaching methods

Introductory lecture, study of presented cases, exercises in analysing them, developing of
individual work and small group discussions.

Specific recommendations
for teachers

e work under teacher supervision/individual students’ work proportion: 30%/70%;
e facilities: a teaching room and field visits;

e equipment: PC, internet link and LCD projection;

e  training materials: readings, handouts.

Assessment of students

The final mark should be derived from the quality of individual work and assessment of the
contribution to the group discussions.
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INTEGRATION OF HOSPITALS WITH OTHER HEALTH SERVICES

Zelimir Jaksic

Theoretical background

Introduction

Hospitals are important part of the system of health services. However, in majority of cases processes of
prevention, first suspicion that it might be a disease and not only a temporary discomfort, first diagnostic
screening and early decision how to treat them are performed before entering hospitals, at home in consultation
with friends and family members, later with general practitioners. After care, various rehabilitative procedures,
physical, pharmaceutical, dietetic, psychological and social support are performed in different other hospitals
and out-patient services. The best outcomes of all mentioned services and interventions may be obviously if they
follow the same intentions, are well coordinated and possibly use a certain protocol. This is often called
integrated services. Unfortunately, the word integration is used in different meanings, according to
circumstances. Here we will use the following as the most appropriate definition: “The integration is
management and delivery of health services so that clients receive a continuum of preventive and curative
services, according to their needs over time and across different levels of the health system.” (1). Sometimes it is
referred to as “vertical integration”.

Past experiences

During the last decades there have been permanent waves of health reforms initiated by international
organisations and powerful political and economic centres (2). During the seventies, Health for All policy (HFA)
was globally spread together with all other “for All” (egalitarian) policies initiated by United Nations. It stressed
the importance of community based primary health care, and was critical to some medical practices. It gained
support in governments of many, especially developing countries, but it faced resistance by groups of medical
experts and some international organisations. It was implemented in some developing countries as selective
(vertical) primary care. In most of developed countries it was transformed to a kind of primary medical care
based on teams of general practitioners. The reorientation of hospitals was requested towards embedding it
within the frames of health services, as a support and consulting agency of primary health care. The reduction in
the number of hospital beds was seen as important strategies to turn upside down the triangle representing the
health system with hospitals on top and primary health care at the bottom, particularly regarding health
expenditures. The most important point was equitable distribution of services. The impact of HFA policy was
slow, but improvements were globally documented.

In Table 1 possible perspectives of health systems in modern and post-modern times are tentatively
presented (3). Selected trends in technical and managerial aspects of development are listed, mostly those in
which changes one could witness every day.

Table 1. Perspectives of health system development: Selected technical aspects which are important for
hospitals’ future

INDUSTRIAL AGE HOSPITAL IN AGE OF HOSPITAL & RESPON-
HOSPITAL INFORMED MARKETS SIBLE GLOBALITY
Public insurance/funds Managed markets Sustainable/fair funds
Providers” dominance Consumers’ importance Partnership
Medical informatics Tailored tele-medicine Cyber medicine

. EBM and alternative care . S
Disease management Prevention/rehabilitation

Families and groups

Individual patients New forms of unity

Home and family care

Stationary+ambulatory Comprehensive care

i .
Rationality Quality (demand oriented) Social accountability
Self care

Efficiency Equity

In Table 1 these characteristics are shown in parallel, indicating how many inter-related and complex
processes one can expect. After considering changes in such a way, it becomes clear that many and various
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results could be foreseen. Different developments are possible in the future. Our individual activity in searching
for the best solutions might become the most relevant issue.

One has to conclude that the issue of health in the recent changes of health policies remains unsettled. A
search for a new balance between productivity and equity in health is persistent. Is a third sustainable way just
another utopia or a valid possibility? Although it is a general political question, there is plenty of room for
technical innovations, which will finally decide the way of hospital perspective and social practice.

Contemporary issues

Today, basic issues focus around two expressions: quality and equity. We may describe them in terms
of present-day “Sacred cows”, the most au courant concepts, so often quoted in the form of acronyms (Table 2).

However, it is difficult to differentiate them clearly because the terms have changed their connotations
for what Quality and Equity are the best examples (4). Quality has changed from the traditional meaning of a
technical excellence of services towards market oriented meaning of “satisfying people’s perceived needs and
demands”. Equity has changed from the traditional concept of an essential part of human rights to equity in legal
rights, fairness (“the art of possible™) and partnership (“shared responsibility”) (5-7).

Table 2. Current opposite views in terms of “sacred cows”

QUALITY EQUITY

EBM - Evidence Based Medicine PR — Patients’ Rights

TQM — Total quality management H/FC — Home/Family Care
PEL — Professionalism, Ethics and PHC — Primary Health Care
Leadership

PP — Patients’ Partnership

LO - Learning Organisati
carmng Lrganisatons SS - Sustainability and Subsidiarity

EE - Efficiency and Effectiveness

So we have to conclude that in searching for the best definition of hospital missions there is a tendency
of moving towards integration, an attempt at least to break through the traditional institutional walls, in spite of
many real life difficulties.

Hospitals as hub of health services and misunderstandings

Hospitals often developed as a referral centre for most advanced diagnostic and therapeutic procedures
with highest level of professional skills and technologies not otherwise available in communities. Besides, they
usually served as training centres for local health workers. Often hospitals were bigger and stronger institutions
and were working in the same place through decades. In relation with others they could dictate conditions for
collaboration. They naturally were accepted as the hub of health services in a region. They have overtaken the
dominant role and sometimes there central role was legally determined.

Table 3. Some characteristics making difference between hospitals and out-patient services, primary
health care units

CHARACTERISTICS HOSPITALS OUT-PATIENT SERVICES
System’s property Closed Open

Environment Medical establishments ~ Community

Priorities Diagnosis and treatment ~ Solving health problems
Focus of activities Solving problems Work with people

Feeling of safety Higher Lower

Way of thinking Convergent Divergent

In practice the total merge of hospital with out-patient services were often unsuccessful and of low
benefit for both sides: hospitals and out-patient services. One of the major difficulties is rather deep mutual
misunderstanding with others because of multiple essential differences. One can demonstrate it by considering
just a few basic differences between hospitals and primary health care units (Table 3).

Here is no chance to overcome these deep systemic differences by nice words. In summary, all
described policies look acceptable and sound well. However, they have their shortcomings. It is understandable
that many hospitals are cautious, as well as their partners in health field and in circle of policy decision-makers.
How could somebody believe that the most powerful of all health institutions will start to change beyond what is
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necessary for marketing purposes and their own interests? The way to show a substantial interest is not to declare
intentions in big words but to start changes and evaluate them step by step.

Exercise
The objective of this exercise is to find out best policies to develop an integrated system of health
services by analyzing the ways to implement it in practice and expected results.

Task 1. Review the described examples of planned and on-going projects run through and by hospitals,
and those mentioned as activities by other partners and finally two unsuccessful case studies from Croatia.

Task 2. After making individual preferences start a group discussion and define the list of criteria
which were individually used in choosing preferred strategies.

Task 3. Classify the items in the list (Table 3) in several groups related:
=  to implementation feasibility,
=  to costs (e.g. financial, manpower re-orientation, new communication networks and similar)
= to stakeholders (groups and institutions who will be interested to develop and carry-on the
project, do not forget patients)
=  to negative side-effects,
=  to maintenance and sustainability,
=  to other factors and recombinations.

Task 4. At the end conclude about what to monitor and evaluate during implementation of innovations

There are many alternative designs of exercises using the same information but stress other problems of
integration of the system of health services, like short term and long-term plans, manpower training.

Case studies

Examples of projects and policies aiming to open and adapt hospitals to integrated health services
The mission of integrating of hospitals into the system of health services was translated into policies (8-

15). Among important policies, expected to solve problems and also open new lasting perspectives, we may

identify the following:

e health policies encouraging informed patients’ participation - The patient-centred hospital;

e the change in contents, orientation towards health and quality of life - The health promoting hospital;

e quality management and manpower development, by “learning organisations” - The training/learning
hospital;

o The centre of excellence: conservative elitist approach or a leading scientific and teaching hospital

e close relations inside the health system, particularly of primary health care, supporting various local
initiatives such as “hospital at home”, convalescence homes etc. - The collaborative, “well embedded”
hospital, or new community based hospital.

There is a positive intention in each of the mentioned policies and in some of the examples of their
implementation. A combination of them in different quantities may fit to needs and wishes of hospitals in diverse
situations. At the same time they raise opponents and consequently difficulties and constraints.

Patient-centered hospital

Patient-centered hospital in its full meaning should not be just a hospital where all services are
organised around patients but where both the patients and the public are well informed about their work and
performance and could participate in decisions on strategies for development (16-19). It obviously could help in
communication, and “marketing”, but the decision making process should not be delayed or distorted. Would it
be necessary, for instance, to introduce a new type of procedures or even new services (nurse clinics dealing with
questions of continuity of care, patient information and participation)? It also raises a far reaching question, how
much of medical “secrets” one should “disclose” to the public? Apparently, nobody is waiting for an answer,
because the process is already running. (See, for instance, web sites of National Committee for Quality
Assurance, Health Care Report Cards, etc.). The time will tell us if it is going to be related to benefits or
detriments of patients, medical experts and hospitals as institutions. The pending questions about tactics remain:
Is it wise to change the tradition at the time of growing alternatives emerging in the market not even thinking
about presenting the objective results of their work? Are all parts of the health system willing to start the same
and how could it be controlled?

Health Promoting Hospital Project
The European Pilot Project supported by World Health Organization is now over then 20 years old (20-
21). The Budapest Declaration of 1991 specified strategies and responsibilities of potential participants in an
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international network. It was followed by a formal Agreement (1993) and Vienna Recommendations. The core
group of 20 hospitals evaluated and reported an impressive set of sub-projects. Subprojects were related to health
of patients (patient satisfaction, nutrition, health education, rehabilitation, hygiene and safety), to health of staff,
to health of community (promoting children health, prevention of accidents, control of alcoholism, young people
information service, etc.), and to metaphorically conceived “healthy organization” of hospitals (effective
communication with patients, decentralization, networking etc.). Largely, the projects are improving and
complementing hospital services, building out-reach services, and better networking with others, aiming to
involve or influence a broader group of European hospitals. Most of the participants at present are in the group
of hospitals with 200-500 beds. Obviously, one has to consider new roles of different types of hospitals to avoid
a change of terms only and to avoid mixing of roles with different other partners in the health system,
particularly primary health care. The critical points consider a potential problem in building new hospital based
on outreach services using the existing resources in an expensive way.

The Training/Learning hospital

The development of learning/teaching networks supported by modern technologies of interactive tele-
communication seems unavoidable. Sooner or later most health institutions will be interconnected (“virtual
integration”), and vertical integration, are grounding great potential gains (22-24). As a simple start one may
describe a project called EuroTransMed. It involved a growing number of several hundred hospitals in Europe
for lunch-time interactive lectures every Tuesday during the teaching semesters. These were coded satellite
lectures and discussions were possible in real time. However, after several years the project could not survive in
competition with interest in the medical market.

Several similar national networks exist in countries of Europe often under title of ‘telemedicine’. Many
world-wide possibilities are open through the Internet. Unfortunately not all of them are serving as marketing
and mostly one-way commercial use. More and more the critical point is not how to get information but how to
choose the right ones and organise their use and better coordinate and support actual working practice. The flood
of information may be counterproductive, thus increasing the danger of hidden control by sponsors and others
looking for their individual interests and not for common benefit. It is not at all an easy task for users to judge
the quality of information. The clearing and control of information, on the other side, may destroy all potential
benefits. Some applications of tele-medicine might suppress the local expertise and experience instead of
supporting it. Often it is easier to teach others than to learn by ourselves how to assimilate scientific information
with own clinical experience. This is best done in small permanent groups of comparable level of experience
inter-related with scientific sources (‘learning groups’). There is an obvious disbalance between hospital and
dispersed out-patient units. In hospitals, they are part of daily formal and informal routine, and in dispersed
outpatient service (for instance solo general practitioners) it has to be an additional organizational effort.

Centres of excellence

Centres of excellence are important as references for quality and as the only way to organise and protect
one’s own values and rationality in the field of technology transfer under pressures of global economics. There
are many unresolved questions (25-26). Should centres of excellence be nominated or let to develop? They could
get more resources and a “trade name”, so that many would like to be considered for such a position. The
essential factor for success is an able team of experts with a wide understanding of local health culture and
policies, potentials and needs, and at the same time practicing scientific approach and rigour. Experts have to
show outstandingly firm integrity. Such teams develop over years. Further structural questions are: Would it be
better to concentrate teams in one place (centralised approach) or distribute and disperse them in several
institutions? Are teaching hospitals by definition centres of excellence? There is not a pattern showing definitive
advantages and the answers depend on local conditions (27). Therefore, this policy will be open to permanent
local struggles and a political issue in most countries.

From isolated provincial hospitals to a possible new type of community-

based personal hospital

When we consider possible changes of hospitals expecting benefits for the entire health system, a
community hospital may have the priority (27-29). It should become a centre for regional co-ordination of health
services, a local focus for accumulation and transfer of knowledge and experiences. The idea is that smaller
regional or sub-regional hospitals should be transformed into an institution functioning as a vital local support of
primary health care and general/family practitioners, as well as social care and socio-medical institution for
palliative care, community based rehabilitation units, etc. These old ideas might become a new community
hospital. The new community hospital itself should be a combination of a traditional general hospital, a health
promotion hospital and a learning hospital. Its characteristics might be described with the following attributes:
e short-term (neither ultra acute, one day hospital without beds, nor predominantly a long-term hospital);
e general (not specialized for any particular disease);
e middle sized (200-400 beds);
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e active in health promotion, prevention and rehabilitation;

e community oriented, transparent and visible to the community,

e performing and supporting some of out-reach, home-centred health care activities and ‘day hospital’
activities;

e flexible in organization and arrangements;

e keeping open door policy for local health professionals;

e performing and supporting teaching and evaluation as part of quality assurance.

A different strategy: to start building from periphery

The system of health services consists of quite a number of elements which by definition have one
common objective, but differ in many ways. To reach optimal results they have to be informed and to understand
the roles and duties they have to fulfill. In a very simplified way one may consider horizontal, vertical and
diagonal relations. They also are often placed on three levels mostly in regard to training, performance and skills
of professional teams at each level. To optimise the results they should be well embedded in the environment
they work (horizontal relation) and well coordinated among levels (vertical coordination and integration). If all
would work at the same level or out of touch with partners horizontally, the results would be poor.

The elements of the system may be very different not only technically, but also socially and
economically. Therefore they have to be mutually recognized, they should understand each other, but also to
realize that they have their own diverse interests, distinct experiences and singular ‘culture’ of work. The
managements both sides have to identify common interests and clear understanding of rules they have to follow,
and their mutual responsibilities. In various stages of development of the system as a whole their relations
usually change. The importance of different services may change but also the hierarchical vertical position of
levels inside the same service. Sometimes it might be very difficult or even impossible to build the system
successfully from hospital down to the community although it might look as a natural and the most rational way.
The high level medical knowledge without understanding social and cultural situation in the community may be
expensive but fruitless. One has to learn both side, one has to use knowledge and experience. The organizational
chart often presents hierarchical positions, but fundamentally systems will best operate if they are socially,
economically and ethically at the same basic level. If not, in a longer period it begins to diminish efficiency and
satisfaction of all elements of the system.

If the centre (hospital) is concentrating most resources periphery remains weak. Do we intend to
increase quality of existing home care and/or organize detached hospital at home? The choice of proper strategy
should start by understanding the existing reality, reviewing all existing elements and resources. The apparently
diminishing home care of ill people is already for some time under scrutiny (30-38). Strengthening of
home/family care activities, volunteers’ contribution, collaboration with social services, experiments with
public-private initiatives, out-patient specialized policlinics as separate units, existing general/family
practitioners, primary care units and so on. Not a few trials have found that home care is safe, often cheaper and
best satisfies ill people and their close relatives, but it does not happen by itself. The results have to be monitored
and appreciated by all elements of the system. Not only economic, but technical, social and cultural aspects have
to be observed.

An experience from Croatia: the 'medical centre’, vertically integrated hospital

The strongest impulse to organization of health care in the territory of former Yugoslavia was the work
of A. Stampar after the World War I. His socio-medical views were oriented towards “people’s health”. With
great energy and skill he created a system of Institutes of Public Health and health centres. Active in the League
of Nations and having been one of the founders of the World Health Organization, Stampar was known as a
“bear of the Balkans” because of his energy and, recently, as “the grandfather of primary care” because of his
principles (39). Hospitals were not his stronghold and he could understand them only as a supportive part of a
comprehensive health system. In his time, hospitals were isolated as centres of medical and social power. To
balance that power and private practitioners, his strategy was to develop health and equity oriented primary care.

On these foundations it was not by chance that later “Andrija Stampar” School of Public Health started
in Zagreb the first vocational training of general practitioners (“specialization” in general practice, Professor A.
Vuletic) (37). A network of health centres was spread throughout the country, consisting of services provided by
GPs and by dispensaries for socially important maternal and child health, tuberculosis, and other public health
activities. At the same time, “stationary capacities” were built, as an expression of a tendency towards regional
self-sufficiency. The tensions between hospitals and primary services, well known in many countries, were
pronounced.

In those circumstances, the integration of hospitals with other services was early recognized as a
problem. In regional centres for a territory up to 200,000 inhabitants, the merge of general hospitals with all
other outpatient, public health and primary care units into one organization, started in 1957 and was in full
strength in 1970. The organization was called “Medical centre” and 24-25 of them comprised practically all
general hospitals in provincial towns, except 8 in four biggest towns of the Republic (40). Medical centres were

41



meant to functionally interweave prevention and care, in- and out-patient services, even allowing interchange of
physicians in and out of hospitals in the same disciplines or services. The marriage existed for more than 20
years with ups and downs, but rarely fully meeting their original objectives. Evaluation studies showed that the
success shown in better efficiency was largely dependent on local managers who could envisage and insist on a
mission of integrated health care. Without that additional leadership the organizations were lost in solving
individual problems separately, further dividing interests with an additional problem of hidden transfer of
resources to the stronger part, which was the stationary part in the hospital. Finally, just before the divorce, the
flow of resources was legally stopped, so that only administrative frame remained from the original idea of
integration.

This experience might be important while considering the future of hospitals as a warning not against
the idea but about the difficulties in the implementation. Unfortunately, because of coincidence of many external
economic and political factors influencing the described outcomes, the main reasons for failure have never been
clearly identified.

Another experience from Croatia: unsuccessful development of community

based rehabilitation

Tradition in Croatia was that people used to treat themselves for common 'rheumatic' and quite a
number of other diseases in a 'natural way' spas, so that inns and traditional hospices, later hotels and hospitals,
and finally rehabilitation centres were raised around them. Moreover, rehabilitation was organised in hospital
departments of general and some special hospitals (e.g. traumatology), and at last also in special institutes
connected with teaching hospitals. The popular treatment of rheumatic troubles of the elderly and other
handicapped, of a growing number of injured in traffic accidents was performed in hospitals or by outreach units
of hospitals, while primary health care was largely left out and treated the major group of the same patients by
pharmacological means. This was a double, expensive and disintegrated way of rehabilitation process gradually
discouraged by limitation of insurance funds.

During the last war, because of many wounded and disabled persons, a project was launched with
international help to start Community Based Rehabilitation (41). It started in difficult times and developed as a
separate project with evident advantages. However, misunderstandings and resistance were strong, based on
traditional attitudes about medical rehabilitation as a hospital specialty and little interest of primary health centre
to be involved. Many other needs and demands have been identified in local communities besides disabilities of
war victims. It was also shown that community based rehabilitation was an effective and efficient component
making the whole rehabilitation system less expensive and improving the final results. In spite of that, after the
greatest post-war needs have been over, the project lost support. The question remained if Community Based
Rehabilitation could survive competition, misunderstandings and all kinds of passive and active resistance. It
might happen that a new type of open door institution has to face the same type of difficulties.
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Learning objectives

After completing this module students and public health professionals should:

e be aware of the contemporary economic and social crisis as reflected in health care in
different countries;

e recognize essential aspects of hospital management;

e list the major policies in different types of hospitals (public-private-mixed, big-small,
general-special, acute-long-stay);

e reflect about optimising different models of management and impact on quality,
efficiency, manpower and sustainability of hospital services;

e improve the knowledge and understanding of the meaning of cooperating within the
larger health system.

Abstract

The contemporary general financial, economic and social crisis has put strong restrictions on
financial resources in health care and particularly in hospitals as the major consumers in the
health system. The downsizing of beds and so called ‘hotel’ services, savings in logistics are
not sufficient. The further development and following of scientific and technological
advances should not be stopped but growing inequity and restricted utilization should be
hindered. Restructuring is necessary and intensive efforts to define strategy in national and
international competition. The management of staff and role of patients, reorientation and
motivation, efficient use of equipment have to be intensified.

Teaching methods

Introductory lecture, presenting and analysis of real cases in small working groups, plenary
reports of groups followed by discussions.

Specific recommendations
for teacher

It is recommended for teaching this module:
e  work under teacher supervision/individual students’ work proportion: 50%/50%;
e facilities: a teaching room;
e equipment: PC, internet link and LCD projection;
e  training materials: readings, hand — outs.

Assessment of students

The final mark should be derived from the quality of individual work and assessment of the
contribution to the group discussions.
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HOSPITAL MANAGEMENT COPING WITH CRISIS

Zelimir Jaksic

Introduction

The governing and management of hospitals is a complex, interdisciplinary skill (1-5). It is dynamic in
usual routine work because of permanent changes in outer world and internal relations. From time to time the
problems become critical and new ways of structural changes and hectic operation have to be implemented. For
instance:

= Introduction of new technologies (medical, communicational, etc.) will induce changes in management
(“new plants do not survive in old pots”). For instance, new imaging technologies need a better clinical
feed-back, and the pattern of ‘industry-like’ hospital, where specialists work in their narrow fields so that
work on a production-line becomes appropriate for a number of them (6,7).

= Changes of global ecological conditions and population structure (e.g. Climatic changes, meteorological
disasters, agglomeration of people in urban areas, ageing) and multiple burden of health problems like
infections, chronic diseases, socio-psychological stress, new urgent needs for large scale prevention and
health education, request also permanent education of professionals (8-10).

= Human resource management becomes more important than economic and technical management
dominating in usual normal work when patient-centred approach is introduced. Shortage of nurses and other
health workers involved in care of patient becomes critical particularly regarding international mobility.
Professional autonomy (responsibility and accountability) is needed, but when problems of patients’ security
are in question, it may be more important to agree on rules of behaviour than encouragement of anarchy (11-
13).

=  Turbulences appear as stimulation for new practice of management, and new opportunities for
improvements. Innovations and flexible organisation become more important than maintenance and survival
strategies, in some critical situations (14,15).

= Management has to develop magic communication skills (all types of skills) being sensitive to requirements
of patients (customers), to appreciate professional freedom of experts and to improve relations with
competing and sometimes unscrupulous rivals in the market.

General circumstances

In the same time, as Health for All policy was declared in Alma-Ata 1978 the general economic and
political situation changed from favouring egalitarian to a radical, so called neo-liberal manner (16,17). It was
largely ideological and political, based on ideas of neoliberalism. The earthquake produced by the fall of the
Berlin wall prompted a tsunami of health reforms not only in countries being previously behind the Iron curtain,
but also in all other countries. It also divided international agencies: on one side World Health Organisation, and
on the other side World Bank and other Bretton Woods institutions. United Nations and other top international
forums become active to discuss health risks and intervene (18,19).

Structural adjustment as a new economic and social policy produced the Health reform as a policy for
health sector. Health reform was an attempt to raise health concern of people and stimulate medical productivity
of health services by pushing health into the area of private interests and competitive state of affairs.
Governments were under political and economic pressure from inside and from international agencies to reduce
(“target”) social provision and introduce competitive and contractual conditions in public funds. Specifically in
the health field, the arrangements were made to separate providers from purchasers and to foster competition
among the providers. Health was largely regarded as a private good and health care as a commodity trade. The
expectations were to reach better quality of services and higher productivity by spending less public resources. It
was welcomed in many countries of Central and Eastern Europe as a sign of freedom, a chance for
entrepreneurship and personal achievements, after years of shortages, suppression and imposed discipline (20-
24). .
Although in a number of countries hospitals were partly protected from radical changes, there were
attempts in others to strengthen the competition among them as providers by different means, including their
“privatisation”. These efforts were not always successful so that already in mid nineties the pendulum was
swinging back. However, the tendency to reduce the number of acute hospital beds continued and their
substitution by other types of services was promoted (25-28).

The described health reforms changed the previous picture of health services in many countries but also
destroyed some of the traditional resources without empirical proof of advantages of market relations in
comparison with Bismarck or Beveridge principles in the field of health care. Besides, many reforms were under
influence of short-term expectations based on efficiency and narrowly conceived vertical health programmes as

46



is usual in projects influenced by outside donors. A considerable part of liberated energy of health experts was
lost in reorganisation and financial management instead being used to improve health care provision. The
greatest cost of reforms was seen in the field of growing inequalities in health between the rich and the poor, and
also in ethnic majorities versus ethnic minorities, between genders, and among different age groups.
Deterioration of health condition of deprived social groups was demonstrated in many developing and developed
countries.

Figure 1. Number of hospital beds per 100 thousand people in European countries 1985-2010
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" Countries A: 27 countries in the WHO European Region with very low child and adult mortality, Countries B+C: 26 countries in the WHO
European Region with higher levels of mortality (28).

The political, monetary and trade powers supported irresistibly the spreading of libertarian ideas to all
corners of social life. It started to be a global phenomenon during the last decade of the past century. It should
have brought benefits through liberalisation of trade and fast exchange of information. Because it is targeted
towards growth and productivity, the potential threats have been recognised in deterioration of ecological
conditions, suppression of local cultures, and prescription of political solutions by big powers, because it appears
that some people are more globally oriented than others. Direct health damages are possible in human trades
(migrations, unemployment), spread of social diseases and violence, epidemics, power of transnational
corporations with trade and non-health interests in medical industries and similar.

Contemporary financial crisis started around 2007

As financial capital started to be most influential in global perspective, even in middle of the first
decade of new millennium a number of commentators have suggested that if the monetary liquidity crisis
continues and international debts will grow, there could be an extended economic recession (general slowdown
in economic activity) what will produce crisis with their psychological and social consequences, especially
visible in high unemployment rates, followed by a fall in purchasing power and productivity, shortage of
financial resources, and threatening social and political insecurity (29-31).

Figure 2. Gross domestic product per capita (in Parchasing Power Parity) in European countries”

Real gross domestic product, PPPS per capita
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" The recession is registered roughly one year after crisis started. Countries A: 27 countries in the WHO European Region with very low
child and adult mortality, Countries B+C: 26 countries in the WHO European Region with higher levels of mortality (28).
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Figure 3. Unemployment rate (%) as an early warning of crisis and recession (2005-2010) [countries as
described in Figure2]

Unemployment rate in %
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In many countries, to save financial resources priority was given to preserve financial and other
institutions supporting free trade, and impose strict savings to services such as education and health care. Saving
was achieved by organizational and managerial means, by also change in financial remuneration of services and
by limiting payment of staff.

Past experiences about hospitals in critical situation

As an answer to critical situation changes in policies, governing and management are expected and an
additional effort to increase resilience. Policy is a program or set of principles to achieve rational outcomes of a
situation, often according to the way how they are reached policy is public or governmental, institutional or even
individual. Governing as is more oriented in directing hospitals towards their mission and position in the broader
system, and management as dealing with formulating objectives, planning, implementation, organizing,
controlling and evaluation of activities. The major question in governing is whether it will be better to give clear
suggestions and design rules for behavior, or to give more autonomy and support more initiative and innovations
in the given situation. For management in crisis arise many old, but also new problems, essentially how to
protect and optimize the available resources. Resilience is enduring and getting better after stress (e.g. crisis). As
a preparatory step the ‘epidemiology’ of probability and impact of risks has to be estimated by research,
measurement or experience. For World Economic Forum 2013 a special report was prepared comparing
economic, environmental, governance, infrastructural and social subsystem of risks. Fiscal imbalance was
among the most threatening (32).

Here are tentatively summarized experiences about hospitals in financial crisis. They are general and in
some instances controversial due to interests of authors (to centralize or give more autonomy, to give stronger
position to governments or private initiative, to give priority to manpower or material savings and so on). The
following experiences are just to point the complexity of critical problems (32-46):

1. One has to be confident that hospitals will continue to exist as an important part of the health system.
Rather, it will develop in many diverse directions.

2. Firm mission and flexible management are considered as vital in times of crisis. First one has to understand
own limits. However, by having in mind our mission and expectations of people and communities, one has
to try to continue even during crisis to further contribute to the development of existing resources. The better
future is depending not only on skillful adaptation to turbulences and solution of emerging problems, but in
contribution to restructuring by innovations, experiments and daring to change. The solution is in openness
to new perspective and not in protecting the old citadel.

3. The hospitals share the destiny with other social institutions influenced by:

e socio-economic factors such as ageing structure of populations, economic inequalities, immigrants,
growth of tensions and violence, problems of affluence;

e fast medical and technological changes in surgery, genetic and molecular interventions and other
altering deeply the present medical treatment;

e needs, expectations and attitudes of patients, customers and the public;

e shortages in appropriate staff for human personal care, inter-disciplinarity of staffing and other
shifting in human health resources.
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4. In spite of strong influence of the globalization trends, there will be diversity in attitudes of hospitals in
different parts of Europe in accordance with different social, cultural and religious traditions, social policies,
role of states, position of families and local communities, etc. There will be unstable mixing of five
historically developed pivots: Nordic and Mediterranean, East and West, with a discrete Middle, with
possible addition of substantial newcomers outside Europe.

5. Relations and opening to surrounding community might be a promising strategy for most of hospitals
(except some national teaching hospitals). In the long run, it might prove superior to closing, defending the
gained position or relying predominantly on trans-national medical and pharmaceutical power structures. In
sustaining lasting relations with communities win/win strategy should dominate, relying on proper
initiatives, collaboration, stimulation and support, avoiding whenever possible the win/lose philosophy,
based on replacement or suppression of other local resources and tendency to market domination.

6. It is a challenging time for the leadership and management of hospitals. Open-minded flexibility and
entrepreneurship has to be combined with wisdom and critical professionalism. The investment in
development of experts and stimulating work conditions has to be balanced with comfort, privacy and
satisfaction of personal needs and rights of patients. Support of inter- and trans-disciplinary teams and
networking with other institutions are among the most difficult tasks, equal only to survival in flood of
information and diversity of unexpected day-to-day running problems.

The importance of issues can be illustrated by a quotation from the Open letter to the European Council
signed June 22, 2012 by A Turnbull president of the European Public Health Alliance and presidents of 68
organizations and for respected individuals under title ‘EU leaders must focus on sustainable, equitable Europe
that fosters, an is sustained by, a healthy population.’
“... In order to achieve Europe’s full potential for prosperity, solidarity and security we need you to act
decisively, boldly implementing reforms that are not regressive, but tackle some of the underlying
problems within our health systems. The priorities for public spending should not be left to
economists and the whims of the financial market, but must reflect the needs and challenges facing
society, while tackling directly fear and fragmentation within our societies. Inequity has been one of
the drivers of the crisis: greater equity and equality must be one of the solutions...” (47).

Exercise
The objective of this exercise is to design a rescue plan in the circumstances of a wide spread crisis,
predominantly social and economic, as it is the contemporary crisis.
e  One has to assume that in most circumstances will be most important to save a calm head and enough
time to think over best strategies and tactics. However, in some cases a rather aggressive re-adaptation
will be necessary and it would be better to think in advance how to prevent damages.

Task 1: Discuss possible difficulties a hospital management is facing in case of serious financial restrictions due
to an international recession. If it is possible interview a hospital manager or visit a hospital having budget
restriction.

Task 2: After discussion list difficulties ordering them according to severity of risks in a long run. Formulate a
strategy to prevent damages and secure continuing of essential functions.

Task 3: Compare your proposal with recommendations of the resolution (quoted below) and discuss differences
and formulate how you would decide about priorities:

= Preserve all existing functions or sacrifice some to maintain standard quality of essential
(specify);

=  Give priority to staff or equipment (compare long-range consequences);

=  Care more about equity of access to those who ask for help or to screen for defined diseases
(give examples);

= Try innovative solutions or strictly follow used routines (realistic examples needed);

= Implement strong discipline in spending and performing different procedures or be flexible
and allow autonomy of professionals (what and when).
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Health in times of global economic crisis: implications for the WHO European Region

The recommendations presented below are the outcome of the high-level Conference that took
place in Oslo on 1-2 April 2009.

1. Distribute wealth based on solidarity and equity.

2. Increase official development assistance (ODA) in order to protect the most
vulnerable.

Invest in health to improve wealth; protect health budgets.

“Every minister is a health minister”.

Protect cost-effective public health and primary health care services.

Ensure “more money for health and more health for the money”.

Strengthen universal access to social protection programs.

Ensure universal access to health services.

. Promote universal, compulsory and redistributive forms of revenue collection.

10. Consider introducing or raising taxes on tobacco, alcohol, sugar and salt.

11. Step up the education of health professionals and ensure ethical recruitment

12. Encourage active public participation in the development of measures to mitigate the
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Learning objectives

After completing this module students and public health professionals should:
e be aware of principles of primary health care;

e recognize the main principles of primary health care;

e know the main of primary health care;

e improve knowledge and understanding of primary health care.

Abstract

Primary health care is the essential health care made universally accessible to individuals and
families in the community. It is a base and entrance to the whole health care system, often has
the role of gate keeper. It has to be organized according to social realities in which
communities live and work.

The health system is developed relatively well among the countries in the South Eastern
European region. The heath personnel are well-trained and public health services are well
established and organized. Around 30% of general practitioners are specialists in family
medicine.

Health care services in Croatia are organized on three levels: primary, secondary and tertiary.
On primary level operate general/family medicine, paediatric, gynaecological and dental
practices, public health nursing, diagnostic laboratories and supporting services and
pharmacies. The core of primary health services in Croatia are general/family medicine,
paediatric services and community nurses.

According to the Health Insurance Act in Croatia, there are three main health insurance
schemes: basic, supplementary and private health insurance.

Teaching methods

Introductory lecture, exercises, field visits, individual work and small group discussions.

Specific recommendations
for teachers

e work under teacher supervision/individual students’ work proportion: 30%/70%;

o facilities: a teaching room; field visits to at least two types of municipalities (urban and
rural);

e equipment: transparencies, colour flow masters, overhead projection equipment;
computer, LCD projector;

e training materials: readings, hand — outs.

Assessment of students

The final mark should be derived from the quality of individual work and assessment of the
contribution to the group discussions.
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PRIMARY HEALTH CARE?

Zelimir Jaksic, Luka Kovacic

Theoretical background

Primary health care is essential health care made universally accessible to individuals and families in the
community by means acceptable to them, through their full participation and at a cost that the community
and country can afford. It forms an integral part both of the country's health system of which it is the
nucleus and of the overall social and economic development of the community.

Alma Ata Declaration (1)

Introduction

The strengthening and further development of primary health care is a policy accepted in many
countries. The question is how this concept is implemented in practice.

In the difficult economic and social conditions (to mention only increasing unemployment and
international debts), there is both a need for adequate, socially sensitive and well balanced primary health care,
and also a growing opposition to these ideas. Under financial restrictions the weaker partner usually suffers
more. This is a decisive moment for the future of primary health care and for the health of people in general.
There is no time to delay decisions or wait.

The social aspects of primary health care are essential

Primary health care has to be organized according to social realities in which communities live and
work. Because of that, a variety of solutions might be expected. Principles have to be applied with full
understanding of conditions and with expectation of changes in the period of dynamic development. The
socio-economic relations, community structures, differences in power and interest, existing communication and
other social networks have to be taken into account. There are also specific ecological conditions which
influence the differences in epidemiological situation, health risks and needs.

The orientation of health care towards the needy and the underprivileged (rural populations, youth,
elderly, etc.) is one of the important principles. The growing inequalities in health have to be opposed by an
essential change in socio-economic relations. The problem cannot be solved by establishing a second - class
service for such groups, as it is often in reality. Primary health care has to be differentiated from "primitive"
health care.

Another social aspect of primary health care is covered by community participation and
involvement. Communities have to decide what they want in the way of health care and how to achieve it. More
than in any other field, there are many false and disappointing ways by which this concept is put into practice.
Unrealistic expectations are raised, without changing the general social and political conditions.

New approach to the technology of primary health care is needed. In some instances it will be
sufficient to adapt existing technologies to needs, but many new ones have to be developed. Self-care, group care
and community care are few examples. In reality, however "high-technology" approach has suppressed primary
health care, considering it only as a vehicle for delivery of services. Primary health care should be developed as a
health discipline in its own right. Research and education should support this development.

Primary health care is expected to build a bridge between traditional and contemporary specialized
medicine. Therefore, it should be organized using the intermediate and combined type of technology. It has to be
different from haphazard practices of traditional medicine and also from specialist polyclinics, which are
regarded as the prototype of medical "industry".

The organization of volunteers and support of free initiative might be examples of success in practice,
but continuity of activities should be secured, the reference and communication with other parts of the health
system provided and profit making malpractice avoided.

Organizational forms of primary health care

Different organizational solutions in implementation of PHC have to be expected under different
conditions, i.e. in individual countries and health systems. This does not mean, however, that every solution is

! Adapted from: Jaksi¢ Z, Folmer H, Kovagié¢ L, Sogi¢ Z, eds. Planning and management of primary health care
in developing countries. Training guide and manual. Zagreb: Andrija Stampar School of Public Health, Medical
School, University of Zagreb, 1996 (2).
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appropriate. Integration of health programmes, interaction and coordination of work of health and other sectors,
continuity and building of permanent infrastructure are intended principles. In reality, a strong
confrontation among different programmes is a common finding. The controversy between ''selective' and
""comprehensive'' primary health care reflects deep differences in political interests and social policies.

Fig 1. Horizontal and vertical organized primary health care

PRIMARY HEALTH CARE:
VERTICAL PARTNERAND OPPONENTS

SELECTIVE
PRIMARY
HEALTH CERE

HORIZONTAL

COMPREHENSIVE
PRIMARY HEALTH CARE

Table 1. Characteristics of two types of PHC organization

Characteristic Vertical PHC Horizontal/comprehensive PHC
Foundations Technical, scientific Social, experienced
Objectives Solution of selected health problems General improvement of health and quality of life
Target population Groups, areas Families, communities
Management Centralized, administrative Distributed, participatory
Time scale Short term: years Long terms: decades
Impact Focused on problems Cultural

The main characteristics of two types of primary health care organization are illustrated on Figure 1 and
Table 1.

Primary health care is envisaged as a general solution for all types of communities and all people. It was
repeatedly stated that primary health care approach should be the general answer to health needs of all people,
regardless whether they live in better developed areas or in poor and underprivileged circumstances, in urban or
in rural settings. However, very often primary health care is wrongly conceived as a special project for delivery
of health services for poor rural population. Some of these population groups really need to have priority, but
they should not be considered in isolation. Primary health care is not a second class service for the
underprivileged.

On the other hand, programs aimed at fighting single diseases have helped many, but they have also
weakened public health systems. There is widespread agreement that such vertical programs have led to a
fragmentation of primary health care.

To combine two approaches it was introduced a new type of organization of PHC, so called diagonal
PHC. A diagonal approach to building primary healthcare systems was recommended mainly in resource-limited
settings: women-centered integration of HIV/AIDS, tuberculosis, malaria, MCH and NCD initiatives (3).
Vertical and horizontal approaches of PHC organization can complement each other.

A system of community-based health centres provide a working model, but bureaucratization and
over institutionalization have to be avoided. Without strong political commitment and planned intervention
under the name of PHC a service will develop with emphasis on medical cure and care.

The community-oriented health workers and family practitioners (volunteers, auxiliaries, nurses,
midwives and physicians), their team work and leadership in the health field should be the focus of the system.
They should be accepted and close to local culture and because of that accepted by people. In reality their attitudes,
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interests and training are often far from people's interest and culture. Besides, their power and position in the
hierarchy of health services are very low.

The implementation of PHC demands active support by the whole health system. Among the most
important requirements are the appropriate political atmosphere, planning of adequate resources, reorientation of
health workers, inter-sectorial collaboration and networking of the involved institutions.

Verbal support is usually given to these PHC principles but restrictions are imposed. Sometimes, the
financial and best human resources are oriented to other parts of the health system. Besides this, PHC is often
organized as a special project to other vertical health programmes. The networking is often formal and every sector
carefully watches its own resources.

There are differences between intentions and realities in implementation of PHC, but at least intentions are
now well formulated. They have to be protected from corruption. Hard work and a long way are ahead.

The question is why the difference, the gap between intention and real practice is still widening in many
places. Is it because the economic conditions diminished implementation, simply because not enough was done by
responsible groups, or because there is another intention hidden growing a “new vine in old bottles”.

Case study

Organization of health care in Croatia

Health care services in Croatia are organized on three levels: primary, secondary and tertiary.

Primary level: General/family medicine, paediatric, gynaecological and dental practices, public health
nursing, diagnostic laboratories and supporting services, pharmacies. The core of primary health services in
Croatia are general/family medicine, paediatric services and community nurses.

Secondary level: county hospitals with specialized polyclinics, specialized hospitals for chronic
diseases, county institutes of public health.

Tertiary level: teaching hospitals, clinical hospital centres and state's institutes of health (e.g. National
Institute of Public Health).

Facilities discharging health activities are either in state, county or private ownership. Teaching
hospitals, clinical hospital centres and state institutes of health are state owned. Health centres (“Home of
Health”), polyclinics, general and special hospitals, pharmacies, institutions for emergency medical aid, home
care institutions and county institutes of public health are county-owned. Polyclinics, pharmacies, general
practice and family medicine units, specialty medicine units, as well as laboratories can be private.

Although the county is responsible for organization of the primary and secondary level, the state for the tertiary
level, the most important responsibility for the operation of health care is financial responsibility, which is
organized by the Croatian Institute for Health Insurance.

The health system is developed relatively well among the countries in the region. The heath personnel
are well-trained and public health services are well established and organized. Around 30% of general
practitioners are specialists in family medicine.

During 2003 and 2004 started a new intensive project of training of primary physicians as family
physicians (180 each year) with the financial support from Croatian Health Insurance Institute (CHII). Some of
health delivery indicators are shown in table 2, and health services indicators in table 3.

Table 2. Health service delivery indicators for Croatia

Indicators 1992 1995 1998 2001 2003 2006 2011

No. of hospital beds, per 1000 population 6.2 5.8 5.6 6.0 5.6 5.5 6.0
No. of physicians, per 100 000 population 197.5 203.6 228.8 237.8 261.8 271.0 281.1
Inpatient care admissions, per 100 population 11.7 13.4 14.2 15.8 16.2 17.0 17.5
Average length of stay, all hospitals, in days 15.2 13.2 12.6 11.8 11.0 9.9 9.3
No of nurses per 100 000 population 444.6 403.5 447.2 500.0 504.2 526.0 571.9
No of dentists per 100 000 population 42.5 56.0 67.7 68.1 71.7 74.8 70.2
No of pharmacists per 100 000 population 36.5 37.1 45.5 50.4 56.6 59.9 67.0

Sources: Croatian Health Service Yearbook, Croatian National Institute of Public Health (4).
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Table 3. Number of health institutions in Croatia by type

Institution/Year 2000 2003 2006 2011
Health centre (Home of health) 120 69 47 49
General hospital 23 23 22 22
Clinical hospital and clinic 12 12 12 7
Teaching hospital 2 2 2 5
Special hospital 30 29 29 33
Health resort 5 7 6 7
Emergency care station 4 4 4 13
Polyclinic 154 257 314 363
Nursing care institution 102 138 153 167
Pharmacy 121 163 177 184
Private practice units (Doctor’s offices, labs, pharmacies, etc.) 6137 6598 6571 6001
Occupational health institutions 1 12 12 9
Institutes of Public Health 21 21 21 22
Health company 6 5 46 300

Source: Croatian Health Service Yearbook, Croatian National Institute of Public Health (4).

Financing and reimbursement of health care

Two basic acts regulate health care and health insurance: Health Care Act and Health Insurance Act. In
accordance with the former, Croatian citizens have health insurance based on the equal entitlement to overall
health care with a high level of solidarity.

Health care in Croatia is financed from several sources. A major part of the Croatian health system is
financed according to the national health insurance model. The funds are collected from the contributions from
employees' salaries that are paid by employers based on salary percentage, from the farmers' contributions, and
transfers from the central government budget or county budget for certain categories of the population. Croatian
government budget is providing more than 85% of funding for health care services (Croatian Health Insurance
Institute-CHII funds are collected from compulsory health insurance contributions that are paid from salaries of
insured persons). In Croatia health care allocations amount to 9% of its GDP, which is significantly higher in
comparison to the CEE and SEE countries.

According to the Health Insurance Act in Croatia, there are three main health insurance schemes: basic,
supplementary and private health insurance.

Basic health insurance is compulsory and is provided by the Croatian Health Insurance Institute (CHII).
Supplementary health insurance is also provided by the CHII as well as by private insurance companies. Private
health insurance provides higher standard of health services than provided by the basic, obligatory insurance
coverage.

The CHII insurance scheme provides basic health services to insured persons through their legal right
on the so-called ‘package/basket of health services’. This ‘package/basket’ strictly identifies health care services
covered by the CHII, as well as health services that are paid through the supplementary health insurance scheme.

Apart from the participation charge, some health services are paid directly by the patients, such as non -
prescription drugs. The citizens pay full price for some health services in private health institutions. This
especially refers to dental health care, specialist-consultation service, and some services provided at private
polyclinics, special state-owned or private hospitals (5).

Access to health care

Every citizen has right to choose his/her own primary health medical doctor: general practitioner/family
physician or paediatrician (for children), and gynaecologist for pregnancy control and gynaecological problems.
Parents can also choose the GP for their children. This is mostly the case for the rural and underserved areas, but
recently also for urban areas in the case that GP is family physician specialist. Individuals with chronic diseases
are followed-up by general practitioners/family physician (or paediatrician for children). GP can ask advice from
the specialist if she/he cannot solve the problem of the patient (diagnostic procedure, recommendation for
treatment). Prescriptions for the chronic patient are done by GP.

For acute patients the procedure is the same as for the chronic patient. In the case of emergency, the
emergency service is called by the patient or family. Emergency cars (ambulances) are equipped by physician,
technician and driver. After the health problem is solved by emergency services and hospital (if needed), the
patient will continue his/her care by his/her own doctor.

Patients with long term care use the health services in the same way, if they stay at home. If they need
the nursing care there is community nursing service that can do nursing services at home. The patient’s GP is
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asked to prescribe such services. If the patient needs such services for a longer period than health insurance
administration should confirm such needs. If the patient is not able to live at home there is possibility to be
hospitalized in the hospital for long term care, or he/she can go to elderly home. Each elderly home has rooms
for bed-ridden patients. Nursing care in such situation is taken by nurses and assistant nurses employed by
elderly home. Medical care in the elderly home is provided by GP.

Dental care is at primary level and the access to this care is free for everybody. The most of dental care
practices are private, but they have the contract with the health insurance for free treatment of population.

Physiotherapy is organized at community level; patients need the referral ticket from GP to the
specialist (physiotherapist), who can order physiotherapy.

Patients can be seen by GP free of charge (before April, 2008 patients had to pay tax of 10 kunas per
visit — up to 30 kunas per month). For the use of specialist service patient have to pay certain amount. This
payment is covered by additional voluntary insurance, and patients who have this type of insurance will not pay
tax.

Exercises

Task 1: Comparison of intentions and realities in primary health care

Primary health care is a crucial term for the studies in public health and related specialties. Its well known
descriptive definition and explanation of meaning is described in the Declaration of Alma Ata (1). There are several
layers in the meaning of that term. In this exercise we shall simplify it by speaking about principles and components
or elements of primary health care. Dividing these two aspects may help in clarifying the exact meaning as we
conceive it in practice.

You should answer the questionnaire individually and then compare the answers with the opinion of
others in the group. Individual and group attitudes, estimates and judgements of principles and elements of primary
health care as they appear "in theory" and “in practice” will be specified.

In expressing your own opinion in the questionnaire you should consider real circumstances. There are
no good or bad answers, but differences in attitudes and individual experiences. You will find that some questions
are ambiguous and general so that it is difficult to answer them. In such situations you should try to think in
examples.

If you find differences between your answers and answers of your colleagues, you will discover that
speaking in concrete examples and pictures contributes to mutual understanding far better than sophisticated
abstract discussions. You will also find that, the same example may be judged differently from different points of
view.

When summarizing the experience in the group, consider that the most common “miss — interpretations”
of primary health care fall in some of the following categories:

PHC = primitive health care
PHC = peripheral (rural) health care
PHC = personal health care, primary medical care.
Besides, there are deep ideological controversies hidden under the term of primary health care. Is it meant
to be the same as basic health care, or is it selective or comprehensive (integrated) PHC.
Expected outcomes for the task 1:
1. Answered questionnaire (see Annex)
2. Comments to answers, item by item, after consideration in your working group, discussing particularly
differences between optimal and actual, and among situations in various countries.
3. Short summary report and suggestions to the plenary session.

Task 2: Comparisons of primary health care under different conditions

During the visits organized to different places in the country many data are collected about different
organizational patterns of primary health care services. This was especially true for the old and new part of big
urban areas and for rural areas with dense as opposite to scattered populations. This exercise is aiming to
summarize your observations.
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Table 4. Comparisons of different organizational patterns of primary health care

SPECIFIC AND TYPICAL URBAN URBAN RURAL SETTING RURAL SETTING
CHARACTERISTICS SETTING OLD  SETTING NEW DENSE SCATTERED

Population structure, social networks,
community organization and participation

Specific health risks and services needed

PHC levels and health institutions

Main organizational problems and dilemmas

Using notes and impressions as well as results of discussions with colleagues after different visits
summarize specific and typical characteristics of visited places in relation to population structure, specific health
risks, structure and organization of primary health care. The task has to be fulfilled in small working groups and
reported to the plenary session of participants for consideration.

The organization of health services is directly or indirectly dependent on population structure and
dominant health problems, but also on tradition and leadership. Consider inter-relations of these factors. What you
can learn after comparing the visited places with your own circumstances? Have you identified some elements or
details which would be useful for your services? Have you learned some negative experiences to know what has to
be avoided?

Expected outcomes for the task 2: Table 4 has to be completed and compared with observations of
colleagues.
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Annex: principles and components of primary health care questionnaire

Put cross on each scale:

1. Principles
a. PHC makes a part of

community development

b. PHC satisfies priority
needs and demands of
all people

c. Community participates
in the decisions on PHC

d. Community participates in
health care activities

e. The poor people have
better attention

f. Traditional arts in
prevention and healing
are included in PHC

g. Principle of equity is
implemented in
allocation of resources

h. The self-reliance is the
final goal of PHC

i. Special programmes (likeNo

tuberculosis)
are integrated into PHC

j- PHC is an intersectoral
approach to solving
health problems
(e.g. in nutrition)

k. The PHC is predominantly
oriented to rural areas

1. Health services are
available and accessible

m. Hospitals are oriented
to support PHC

n. Hospitals are
predominantly providing
PHC services

o. The auxiliaries and
voluntary workers make
essential part of the PHC

how it should be
No- ----- x-----Yes
012345
NO ------------ YeS
012345
NO ------------- YeS
012345
NO ------------- YeS
012345
NO ------------- Yes
012345
NO ------------- Yes
012345
NO ------------- Yes
012345
NO ------------- Yes
012345
NO ————————————— YeS
012345
012345
NO ————————————— YeS
012345
NO ————————————— YeS
012345
NO ————————————— YeS
012345
NO ————————————— YeS
012345
NO ————————————— YeS
012345
J\\[s SRR Yes
012345
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how it is now (under existing conditions)

No------ Xx-----Yes

012345
No------------ Yes
012345
No------------ Yes
012345

No------------ Yes
012345
No------------ Yes
012345
No------------ Yes
012345
No------------ Yes
012345
No------------ Yes
012345
No------------ Yes
012345

No------------ Yes
012345
No------------ Yes
012345
No----------—- Yes
012345

No----------—- Yes
012345

NoO----------—- Yes
012345

NoO------------ Yes
012345
No------------ Yes
012345



p- The supervision of PHC
services is strict and
authoritarian

r. The referral system is
well organized

s. PHC includes all types of
health services and
integrates them

t. The training institutions
should lead services
towards PHC goals

u. PHC has to get the major
part of financial means

2. The following are the essential

components of PHC:

a. Education concerning
prevailing health problems

b. Promotion of food supply
and proper nutrition

c. Adequate supply of safe
water and basic sanitation

d. Maternal and child health
care including family
planning (or birth spacing)

e. Immunization against major

infectious diseases

f. Prevention and control of
locally endemic diseases

g. Appropriate treatment of

common diseases and injuries

h. Provision of essential
drugs

i. Mental health

J- Occupational health

k. Programmed care for
disabled

1. Service for chronically
ill persons (hypertension,
and diabetes)
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m. Care for the aged

n. Dental care

0. Provision of emergency
services

p. AIDS

r. Other (specify)

YOUR COMMENTS:

J\\[¢ SRR Yes
012345
J\\[¢ SRR Yes
012345
J\\[¢ SRR Yes
012345
J\\[¢ SRR Yes
012345
J\\[¢ SRR Yes
012345
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Learning objectives

After completing this module, students should have increased knowledge about mental health,
and they should be aware of the magnitude of the mental health problem in Europe and
understand the major obstacles for mental health service and mental disorder prevention
planning.

Abstract

Mental health conceptualize a state of well-being, perceived self efficacy, competence,
autonomy, intergenerational dependence and recognition of the ability to realize one's
intellectual and emotional potential. Mental health care are services provided to individuals or
communities by agents of the health services or professions to promote, maintain, monitor, or
restore mental health. Students will become familiar with extensiveness of the problem, and
levels of preventing it. It is illustrated by the case of Slovenia.

Teaching methods

Teaching methods include lectures, exercises, individual work, interactive methods such as
small group discussions, seminars etc. Plenary lectures are followed by discussion and project
work in exercises. The work is done partly individually and partly in small groups.

Specific recommendations
for teachers

e ECTS:0.25

e work under teacher supervision/individual students’ work proportion: 50%/50%;

e facilities: a computer room;

e equipment: computers (1 computer on 2-3 students), LCD projection equipment, internet
connection, access to the bibliographic data-bases;

e training materials: recommended readings or other related readings;

e target audience: master degree students according to Bologna scheme.

Assessment of students

Assessment could be based on structured essay, seminar paper, case problem presentations,
oral exam and attitude test.
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MENTAL HEALTH CARE

Vesna Svab, Lijana Zaletel-Kragelj

Theoretical background

Definitions and explanation of basic terms

Mental health

According to World Health Organization (WHO), mental health is more than the mere lack of mental
disorder (1-3). The WHO states that mental health conceptualize a state of well-being, perceived self efficacy,
competence, autonomy, intergenerational dependence and recognition of the ability to realize one's intellectual,
and emotional potential. It is also a state in which the individual realizes his or her own abilities, can cope with
the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his/her
community (4). In this positive sense, mental health is the foundation for well-being and effective functioning
for an individual and for the community. This core concept of mental health is consistent with its wide and
varied interpretation across cultures (4).

Mental disorder

Mental disorder refers to a psychological or physiological pattern that occurs in an individual and is
usually associated with distress or disability that is not expected as part of normal development or culture. It is
any of various conditions characterized by impairment of an individual's normal cognitive, emotional, or
behavioral functioning, and caused by social, psychological, biochemical, genetic, or other factors, such as
infection or head trauma (5).

Mental health care

According to Last et al. (6), health care are services provided to individuals or communities by agents of
the health services or professions to promote, maintain, monitor, or restore health. Health care is not limited to
medical care, which implies therapeutic action by or under the supervision of a physician. According to this
general definition of health care, mental health care are services provided to individuals or communities by
agents of the health services or professions to promote, maintain, monitor, or restore mental health.

Mental health services

According to Last et al. (6), health services are services that are performed by health care professionals or
by others under their direction, for the purpose of promoting, maintaining, or restoring health. In addition to
personal health care, health services include measures for health protection, health promotion, and disease
prevention. According to this general definition of health services, we could define mental health services as
services that are performed by mental health care professionals or by others under their direction, for the purpose
of promoting, maintaining, or restoring mental health of a population.

The aims of mental health services at the local level are to provide coverage by services according to
peoples' needs, provide quality interventions and to collaborate with other agencies to provide a network of care.
Mental health services conduct selected and indicated prevention programmes. At the individual level they
assess and answer mental health needs, ensure participation of people with mental health disorders and their
families in treatment and care, provide information for patients and carers, prevent relapse and assist recovery
and social participation (7)

Community mental health

Community mental health is a decentralized pattern of mental health, mental health care, or other services
for people with mental diseases accessible and responsive to local needs because it is based in a variety of
community settings (8), being culturally responsive. Community care means services close to home. A modern
mental health service is a balance between community based and hospital based care, which replaces the
traditional system dominated by mental hospitals and outpatient clinics (9). Community mental health
assessment, which has grown into a science called psychiatric epidemiology, is a field of research measuring
rates of mental disorder upon which mental health care systems can be developed and evaluated (8).

Mental disorder prevention

General concept of disease prevention and its levels (primordial, primary, secondary, and tertiary;
detailed description of these levels is out of scope of this module) (6), can be applied to all different fields of
population health, also to the field of mental health. Mental disorder/disease prevention could be described as

63



interventions to avert the initial onset of mental disorder, interventions to treat these disorders and prevent
comorbidity and interventions used to prevent relapse, and disability.

Mental hygiene
In public health, the concept of “mental hygiene” is more and more important. Felix and Bowers (10)
defined mental hygiene as knowledge and skills requisite to reduce mental disorders and maintain mental health.

Levels of mental disorder prevention

Before discussing levels of mental disorder prevention according to public health classification, we need
to expose one of most important supportive elements not only for primordial level of prevention, where is
usually classified, but for all levels of mental disorder prevention - a healthy mental health policy - a special
document, containing the goals for improving the mental health situation of the country at all levels (11).

Similarly as in prevention of other disease groups, also in mental disorders we divide prevention in four
groups, being primordial, primary, secondary and tertiary.

Primordial prevention
Primordial level of mental disorder prevention is aiming at keeping mental disorders from ever occurring.
Activities at this level are mainly focused at total population and are acting by using non-specific
measures. The most important activities are taken at the field of:

1. Policy:

The most important element for providing good mental health of the population is mental health policy
targeting reduction of social exclusion, unemployment and stigma. It is to be described in a special
document, containing the goals and steps towards improving the mental health situation of the country
population. In this category mental health policy (healthy mental health policy), and social policy
targeting reduction of social exclusion, unemployment and stigma, are classified.

Stable and supportive political system, secure environment supporting violence prevention, good housing
conditions, good and accessible educational system, good employment policy, and good care for
occupational health are of great importance for well-being of an individual and population, and also
determine mental health of a population. Reducing unemployment and enhancing job security, that both
proved to be one of the main primary prevention actions in mental health, since unemployment is strongly
connected with anxiety, depression and substance abuse.

2. Health promotion:

Mental health promotion with providing mental health supportive social environments, especially to
endangered and vulnerable population groups (e.g. mothers and young children, workplace mental health
promotion, addiction prevention programmes, etc.), as well as promoting healthy environment on general
(healthy food supplies, accessible transport, etc.), is the next category. Mental health promotion is defined
as a process of enabling people to increase control over the determinants of their mental well-being and to
improve it (11). It covers a variety of strategies, all aimed at having a positive impact on mental health.
Like all health promotion, mental health promotion involves actions that create living conditions and
environments to support mental health and allow people to adopt and maintain healthy lifestyles. It works
through strengthening individuals and communities and with reducing social barriers to health, the most
important of them being discrimination and social exclusion. Mental health promotion thus addresses
inequalities by promoting access to education, employment, housing and support to vulnerable groups
(12). It gives support to mothers and young children, includes workplace mental health promotion,
addiction prevention programmes, healthy food supplies and accessible transport, and promotes healthy
lifestyles and coping with stress, at the individual level (13). This includes a range of actions that increase
the chances of more people experiencing better mental health at the community level (4). Examples of
mental health promotion interventions include (13):

improving the social environments in schools,

designing facilities to encourage meeting and social interaction in communities,

promotion of healthy lifestyle,

follow up and support for healthy and good parenting,

promoting healthy upbringing and education,

mental health promotion campaigns in workplaces, etc.

The key areas of mental health promotion in the community to be addressed are therefore directed to:

e antistigma and antidiscrimination - stigma is one of the most responsible causes for social
exclusion of people with mental disorders, and undertreatment. It is penetrating all levels of mental
disorder prevention. Combating stigma should be present at all levels of mental disorder
prevention, and public education in this respect should be one of the most important efforts of
public health. Stigma creates a vicious cycle of alienation and discrimination which can lead to
social isolation, inability to work, alcohol or drug abuse, homelessness, or excessive
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3.

institutionalization, all of which decrease the chance of recovery (14). Combating the stigma and
discrimination attached to mental illness is one of the priorities of mental health promotion and
prevention. The overall conclusion of research on stigma and discrimination gave some premises
that the best course of action to support people with mental illness is empowerment, including a
connection with supported employment and job coaching, national policy changes, development of
quality services and anti-stigma education of mental health workers. The strongest evidence at
present for active ingredients to reduce stigma pertains to direct social contact with people with
mental illness and social marketing on the population level (15);

e health promotion in schools building links among schools and communities and improving self
esteem of their pupils. Important parts of this programmes are anti-bullying programs, improving
communication and problem solving. Healthy schools are building core competencies and
capacities with social competence approach. They target problems in childhood and adolescence,
complex needs of this population using community, communication and identification with
healthy environment;

e reducing work-related stress, including unemployment, and underemployment, but main focus is
in reducing stressful working conditions. Educational programmes for employers and employees
about mental distress and mental disorders and prevention are recommended. Stress prevention
programmes with campaigning for leisure and recreational activities are further preventive
measures. Access to relief and rest and recreation in leisure time are included. The Scottish
programme Health on the Workplace, for example rewards employers for their interest in healthy
and motivating environment and for preventing sick leaves. Similar initiatives are emerging also in
Slovenia in last years;

e campaigning for access to education and fighting against poverty and social exclusion are
cornerstones of social policy directed towards better mental health of the population (16).
Programmes for reducing poverty and social exclusion, programmes for reducing homelessness,
racism, discrimination and stigmatization are one of the main weapons for reducing the rising
mental health morbidity in Europe (17);

e programmes targeting the reduction of domestic violence: for example supporting women and
developing skills to leave situation of abuse; provision of refugees general parental support,
education on gender issues, education of professionals and police, provision of helplines, etc.
Community based programmes (in Great Britain Health Action zones) including identifying
community needs and focusing on coping styles, social support and social help including social
support with friendship, good social relations and strong supportive networks improve mental
health are another example. All this reduce the physiological response to stress;

e body-mind techniques for relaxation could prevent a great deal of distress, and consecutively
outbreak of mental disorders in some individuals, as well as other diseases.

Advocacy:

Advocacy is a way to promote the needs of people with mental health problems and make informed
decisions about their treatment and care, and to advocate for and empower this group. Advocacy might be
seen as a part of antidiscrimination (18).

Self-care:

at the individual level taking measures of self-care by practicing healthy lifestyles and learning of skills
for coping with stress (mental hygiene) is a very important part of good mental health (10,13).

Primary prevention

Primary level of mental disorder prevention is, like primordial level, also aiming at keeping mental

diseases from ever occurring, but it is dealing with endangered and vulnerable population groups (e.g.
adolescents, pregnant women, people in employment, disabled, old people etc.) and is acting by using more
specific measures like health education. Examples of primary mental disease prevention interventions include:

1.
2.

SNk w

prenatal care and education about parenting,

support after childbirth with counseling and practical help in breastfeeding and reducing tension and
fatigue, preparation for parenting and support after childbirth are most successful with home visits and
answering to parents' expressed needs, especially with children at risk (18),

financial and social support to families at social risk,

child-abuse awareness and preventive programmes,

drug and alcohol free prevention programmes in endangered groups,

counseling for crime victims (in Slovenia, for example, special care coordinators for violence prevention
are employed in some centers for social work for preventive measures), and

somatic disease prevention, since chronic somatic illness increases likelihood for ill mental health.

65



Secondary prevention
Secondary level of mental diseases prevention involves the early detection of mental disorders and early
intervention to reduce the risk of chronicity, disability and suicide. Early detection and treatment in all mental
disorders improves their outcome and prognosis.
1. Screening:
Especially important is this kind of prevention in the field of depression, and alcohol disorders:

e carly detection of depression as most common mental disorder proved to improve outcomes and
reduce suicidal rates as confirmed by many studies. US Preventive Services Task Force (USPSTF)
recommends screening adults for depression in clinical practices that have systems in place to
assure accurate diagnosis, effective treatment, and follow-up, but the evidence is insufficient to
recommend for or against routine screening of children or adolescents for depression (19).
Screening for depression and educating general practitioners (GPs) for recognising signs and
symptoms of depression have become one of the most widely used preventive tools all over the
world. This kind of education of GPs proved reduction in suicide rates because of such educational
campaigns are strongly embedded also in the Slovenian education of family physicians and proved
similar results;

e screening and behavioral counseling interventions to reduce alcohol misuse by adults, including
pregnant women is recommended as well (19). It is used in many primary practices, as well as in
some NGOs, and social settings through self help and counselling. Early recognition is of course
to be followed by proper and evidence based treatment being mostly paralelly
psychopharmacological, psychotherapeutic and educational.

On the other side, USPSTF concludes that the evidence is insufficient to recommend for or against
routine screening by primary care clinicians to detect suicide risk in the general population (19).

2. Other types of secondary prevention:
Other types of secondary prevention are case finding, and health risk assessment (20), being questioned in
last years because of overuse and obvious goal to avoid law suits. In short, risk assessment cannot be a
substitute for quality clinical practice and evaluation (21).
Coping and self-help are evidence based interventions that prove to improve functioning, self-reliance
and empowerment of affected individuals Self-help in mental health is the basis for development and
flourishment of Recovery approach, taking into account individuals’ strengths and potentials in everyday
life (22).

Tertiary prevention
Tertiary level of prevention of mental diseases from the public health point of view is: dealing with treatment
and care for people with clinically expressed mental disorders. We distinguish between acute, primary, or early
phase, and chronical, late or rehabilitation phase:
1. Psychiatric or primary care treatment:
Psychiatric care treatment is aiming at reducing the signs and symptoms of mental disorder, improving
coping abilities of patients and families and in improving adherence to treatment process.
2. Psychiatric rehabilitation:
Psychiatric rehabilitation aims to reduce disability because of mental disorder in the patients' natural
surroundings, which is most often his/her home environment. Psychiatric rehabilitation targets patients'
assessed and clearly defined personal needs, needs of his/her carers and relatives and uses methods of
empowerment and participation to achieve as high level of personal satisfaction as possible.
Multidisciplinary team work is used to define clear rehabilitation goals and steps to achieve them with
careful monitoring and follow up. Coping strategies are taught and discussed with patients and family
members, distress is managed and medication is maintained almost inevitably. These methods are
combined with counseling, motivation, self help, sheltered accommodation, sheltered employment and
education if needed.
The majority of rehabilitation takes place in the community, even though this process may be started
already in the phase of psychiatric treatment. The needed level of rehabilitation support varies
enormously and depends on the patients' perceived needs and current functioning more importantly than
on the signs and symptoms of his/her disorder.

Epidemiology of mental disorders in Europe

General considerations

Mental disorders contribute 12.3% to the total burden of disease; the expected burden will rise to 15% in
2020, which is 450 million people worldwide. Mental disorders contribute from 31% (Europe) to 43% (USA) to
the total disability adjusted life years (23).
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The prevalence of mental disorders in Europe is increasing, 12-months prevalence is estimated to 27% in
16 European countries. Every second European will develop mental disorder once in his/her life, women more
often than men (33%: 22%) (24). Almost half of the people with mental disorders have more than one diagnosis.
Co-morbidity with somatic illness and with psychoactive substances abuse and dependence are most common.
Co-morbidity of depressive disorder with coronary heart disease is 45% (25). 48% of somatic symptoms are
connected with depression (26), which present difficulties in early recognition and treatment and consequently
highly burdens medical services, produces over prescription of different medication and increases the cost of
treatments. Overall costs of depression involving direct cost of treatment and indirect cost of sick-leaves,
absenteeism and underproduction are rising in developed countries (27). Most common mental disorders are
anxiety, depression and substance abuse disorders (28). One fifth of women and one tenth of men will develop
depressive disorder at least once in their lifetime (29).

The public health impact of mental disorders is enormous as shown by Mental Health Reports, showing
that the prevalence of all mental disorders in previous year rose over the third of population (30). Every year
38% of the EU population (or 164.7 million people out of 514 million) suffer from one or more mental disorders.
Yet treatment provision is highly deficient, with medication costs accounting for less than 10% of the total cost
burden. The severity of these disorders is high, because they interfere with personal functioning. Disorders of the
brain account for over 27% of Europe’s disability-adjusted burden of disease — more than any other disease area.
In terms of mortality, they contribute to 8.1% of avoidable years lost. The most common mental disorders are
depression and anxiety and depression is going to be the leading cause of disability by 2020.

Mental disorders have severe consequences for individuals and their families regarding quality of life, loss of
independence, work capacity and poor social integration.

The availability of mental health services is poor all over the world. In the case of severe mental disorders
from 35-85% of people are untreated, the treatment gap being the widest in underdeveloped countries. The
numbers in milder mental disorders are also higher. Almost three quarters of mental disorders begin before the
age of 24, and half of them before the age of 14 (31), which has enormous implications for mental disorder
prevention. The Mental Health Declaration for Europe (32) called for providing effective care for people with
mental disorders and to provide evidence based prevention. The antistigma programmes developing in the last
decades all over the world are the most important tools for improving access to mental health care and to
improve their acceptability. The public knowledge about mental disorders should be improved, as well as
cooperation and communication among stakeholders. In last years the knowledge about social determinants of ill
mental health and strong connection among ill mental health and poverty emerged. The following EU
declarations called for improving social and economical position of people with mental disorders and to protect
their human rights.

A WHO study, performed by Murray at al. (33), identified depression to be heading the list of disorders
responsible for the global burden of disease in industrial countries, followed by alcohol abuse (34) (Figure 1).
The research proves that the prevalence of common mental disorders connects itself with the lower socio-
economic status or social inequality (28). Unequal distribution of wealth is more strongly connected with worse
mental and physical health and with early mortality than the GDP (35). The cost of mental disorders in Europe
amounts to 295 billion Euro.

Mental disorders remain under-recognised and under-treated. In the European Union (EU) only 26% of
people with mental disorder get proper treatment. Among the reasons for under-treatment are poor accessibility
of services for mental health, under-recognition and stigma associated with mental disorders (24).

The most severe consequence of mental disorders is suicidality.

Suicidality

More than 90% of suicides occur in the context of a psychiatric disorder, depression being by far the most
important one. Annually, more than 58,000 persons in the countries of the European Union commit suicide.
Suicide rates (number of people died of suicide per 100.000 population) per country range from 5.92 per 100,000
in Italy up to 25 per 100,000 in Slovenia (WHO-data, 2001-2003) (34) (Figure 2).

Europe-wide, dying from suicide accounts for the second highest risk of death for young men and the
third highest risk for young women. About 14% of all suicides occur in the age range of 15-24 (Report on the
state of young people’s health in the EU, EC Working Paper). Compared to the number of suicide deaths, the
number of suicide attempts is assumed to be much higher. Estimates for the younger aged, range from 20 to 30
suicide attempts on every suicide. Given this situation, interventions aiming at the prevention of suicidality and,
thereby, especially focusing on children, adolescents and young people are urgently needed.

Mental disorders are also connected to harmful alcohol consumption. In addition to having a direct impact
on drinkers it also poses a threat to others. Drink driving and working under the influence of alcohol; drinking
during pregnancy; and violence related to alcohol consumption too often cause early death of mostly young
people, invalidity, and social deprivation. Harmful and hazardous alcohol consumption causes more than 7 per
cent of early morbidity and mortality in EU, which represents an enormous economic burden to society. The
Estimated annual costs at the EU level resulting from harmful use of alcohol have been estimated to EUR 125
billion, or 1.3 percent of the gross national product.
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Figure 1. Results of the WHO study “Global Burden of Disease”
[Source: European Alliance Against Depression (EAAD) (34)]
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Figure 2. Suicide rates in EAAD partner countries
[Source: European Alliance Against Depression (EAAD) (34)]
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Child and adolescent mental health in EU

In Europe one adolescent out of five has cognitive, emotional and behavioral difficulties and one
adolescent out of eight suffers from a diagnosable mental disorder. The prevalence of these disorders is
increasing decade by decade. Suicide associated with depression, substance abuse, eating disorders, conduct
disorders, attention deficit hyperactivity disorders (ADHD) and post traumatic stress disorder (PTSD) in children
deserve concerted action. Developmental psychiatric disorders rarely have a spontaneous remission and may
cause difficult social adaptation or mental disorder in adult life, if not early diagnosed and treated (36). The
majority of mental disorders begin in childhood and adolescence, 75% by the age of 24 (30).
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Mental health on the WHO and EU agenda

Mental health is the WHO's agenda of priority as well as the European Commission regarding EU

population's health.

1. In "Health 21", adopted in 1999, the Target 6 is dealing with improvement of mental health (37).
According to this target, by the year 2020, people's psychosocial wellbeing should be improved and better
comprehensive services should be available to and accessible by people with mental health problems.
Preventive, clinical and rehabilitative services were supposed to be of a good quality.

2. In 2001 WHO report (38), the following recommendations were accepted:

e to provide treatment in primary care - the management and treatment of mental disorders in primary
care is a fundamental step which enables the largest number of people to get easier and faster access
to services it needs to be recognized that many are already seeking help at this level. This not only
gives better care. It cuts wastage resulting from unnecessary investigations and inappropriate and
non-specific treatments. For this to happen, however, general health personnel need to be trained in
the essential skills of mental health care. Such training ensures the best use of available knowledge
for the largest number of people and makes possible the immediate application of interventions.
Mental health should therefore be included in training curricula, with refresher courses to improve
the effectiveness of the management of mental disorders in general health services;

e to make psychotropic drugs available - essential psychotropic drugs should be provided and made
constantly available at all levels of health care. These medicines should be included in every
country's essential drugs list, and the best drugs to treat conditions should be made available
whenever possible. In some countries, this may require enabling legislation changes. These drugs can
ameliorate symptoms, reduce disability, shorten the course of many disorders, and prevent relapse.
They often provide the first-line treatment, especially in situations where psychosocial interventions
and highly skilled professionals are unavailable;

e to give care in the community - community care has a better effect than institutional treatment on the
outcome and quality of life of individuals with chronic mental disorders. Shifting patients from
mental hospitals to care in the community is also cost-effective and respects human rights. Mental
health services should therefore be provided in the community, with the use of all available
resources. Community-based services can lead to early intervention and limit the stigma of taking
treatment. Large custodial mental hospitals should be replaced by community care facilities, backed
by general hospital psychiatric beds and home care support, which meet all the needs of the ill that
were the responsibility of those hospitals. This shift towards community care requires health workers
and rehabilitation services to be available at community level, along with the provision of crisis
support, protected housing, and sheltered employment;

e to educate the public - public education and awareness campaigns on mental health should be launched
in all countries. The main goal is to reduce barriers to treatment and care by increasing awareness of
the frequency of mental disorders, their treatability, the recovery process and the human rights of
people with mental disorders. The care choices available and their benefits should be widely
disseminated so that responses from the general population, professionals, media, policy-makers and
politicians reflect the best available knowledge. This is already a priority for a number of countries,
and national and international organizations. Well-planned public awareness and education
campaigns can reduce stigma and discrimination, increase the use of mental health services, and
bring mental and physical health care closer to each other;

e to involve communities, families and consumers - communities, families and consumers should be
included in the development and decision-making of policies, programmes and services. This should
lead to services being better tailored to people's needs and better used. In addition, interventions
should take account of age, sex, culture and social conditions, so as to meet the needs of people with
mental disorders and their families;

e to establish national policies, programmes and legislation - mental health policy, programmes and
legislation are necessary steps for significant and sustained action. These should be based on current
knowledge and human rights considerations. Most countries need to increase their budgets for mental
health programmes from existing low levels. Some countries that have recently developed or revised
their policy and legislation have made progress in implementing their mental health care
programmes. Mental health reforms should be part of the larger health system reforms. Health
insurance schemes should not discriminate against persons with mental disorders, in order to give
wider access to treatment and to reduce burdens of care;

e to develop human resources - most developing countries need to increase and improve training of
mental health professionals, who will provide specialized care as well as support the primary health
care programmes. Most developing countries lack an adequate number of such specialists to staff
mental health services. Once trained, these professionals should be encouraged to remain in their
country in positions that make the best use of their skills. This human resource development is
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especially necessary for countries with few resources at present. Though primary care provides the
most useful setting for initial care, specialists are needed to provide a wider range of services.
Specialist mental health care teams ideally should include medical and non-medical professionals,
such as psychiatrists, clinical psychologists, psychiatric nurses, psychiatric social workers and
occupational therapists, who can work together towards the total care and integration of patients in
the community;

e to link with other sectors - Sectors other than health, such as education, labour, welfare, and law, and
nongovernmental organizations should be involved in improving the mental health of communities.
Nongovernmental organizations should be much more proactive, with better-defined roles, and
should be encouraged to give greater support to local initiatives;

e to monitor community mental health - The mental health of communities should be monitored by
including mental health indicators in health information and reporting systems. The indices should
include both the numbers of individuals with mental disorders and the quality of their care, as well as
some more general measures of the mental health of communities. Such monitoring helps to
determine trends and to detect mental health changes resulting from external events, such as
disasters. Monitoring is necessary to assess the effectiveness of mental disorder prevention and
treatment programmes, and it also strengthens arguments for the provision of more resources. New
indicators for the mental health of communities are necessary;

e to support more research - more research into biological and psychosocial aspects of mental health is
needed in order to increase the understanding of mental disorders and to develop more effective
interventions. Such research should be carried out on a wide international basis to understand
variations across communities and to learn more about factors that influence the cause, course and
outcome of mental disorders. Building research capacity in developing countries is an urgent need
(38).

In 2005, a Mental Health Declaration for Europe was adopted in Helsinki (32). The Ministers of Health of

Member States in the European Region of the WHO, in the presence of the European Commissioner for

Health and Consumer Protection, together with the WHO Regional Director for Europe, recognized that

the promotion of mental health and the prevention, treatment, care and rehabilitation of mental health

problems are a priority for WHO and its Member States, the European Union (EU) and the Council of

Europe (32). According to this declaration, it is a priority of every country to design and implement

comprehensive, integrated and efficient mental health system that covers promotion, prevention,

treatment and rehabilitation, care and recovery;

. This Declaration was followed by the Mental Health Action Plan for Europe (39). This action plan sets

out 12 priority areas of action being:

e promoting mental well-being for all,

demonstrating the centrality of mental health,

tackling stigma and discrimination,

promoting activities sensitive to vulnerable life stages,

preventing mental health problems and suicide,

ensuring access to good primary care for mental health problems,

offering effective care in community-based services for people with severe mental health

problems,

establishing partnerships across sectors,

creating a sufficient and competent workforce,

establishing good mental health information,

providing fair and adequate funding, and

e evaluating effectiveness and generate new evidence.

It stresses the need for mental health activities capable of improving the well-being of the whole

population, preventing mental health problems and enhancing the inclusion and functioning of people

experiencing mental health problems (40).

Case study: mental health care in Slovenia
Epidemiological data on mental disorders in Slovenia

In Slovenia, the burden of mental disorders is measured only indirectly, and only some proxy variables

allow us to infer about the extensiveness of the problem. We have the data on health care resources and health
care utilization, which tell one story about the problem (by observing the number of outpatient visits on the
primary and secondary level, hospital admissions, retirements and absenteeism due to mental disorders). Thus,
the problem of epidemiological data in mental disorders in Slovenia is, that we do not have morbidity data
(incidence and prevalence of mental disorders) since we do not have corresponding registries. But this is not
only the case in Slovenia. Measuring mental health is very difficult, since the data on mental disorders are tightly
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connected to personal data protection. On the other hand, measuring the burden of mental disorders isn’t a
financial priority nor in Slovenia, nor elsewhere.

Mindful project leaded by Slovenian authors (41), tried to make the methodology of supervising of
mental disorder prevention equal in several EU states, but did not find common indicators for measuring positive
mental health in EU.

Adult mental health data
In Slovenia there exist some data on determinants of mental health disorders and suicidality.
1. Data on determinants of mental disorders:
Results of CINDI Health Monitor Survey for 2001 showed that (42):
o 8.49% participants reported depression (males 6.3%, females 10.1%),
e 19.1% participants reported insomnia (males 16.1%, females 21.6%) during the last month prior
the survey:
e 7.7% participants (males 5.4%, females 9.5%) took sedatives or sleeping pills during the last week
prior the survey,
o 24.3% participants (males 21.0%, females 27.0%) perceived tension, stress, or heavy pressure
every day or frequently, and had at least minor difficulties in coping with these feelings (43),
e global prevalence of heavy alcohol drinking for Slovenia was 13.4% (males 22.6%, females 5.5%)
(44,45).
2. Suicidality:
Every thirtieth death in Slovenia is due to suicide, which is approximately 600 persons committing
suicide per year and represent one of the nine highest suicidal rates in the world, with standardized death
rate of about 22-24 per 100.000 population in total population (males 37-42; females 9-12) (46). The most
affected parts are Stajerska, Prekmurje Korogka and Dolenjska, which are placed on the east and east-
north of the country. The gender difference is 3.6 (in males) versus 1 (in females), which is in line with
other high risk countries. Suicide is connected with metal disorders (depression, alcohol dependence and
schizophrenia), with old age, unemployment and poverty (47).

In conclusion, we could say that in adults two major mental health problems in Slovenia at the moment
are prominent, being alcohol addiction and suicide, while depression and stress are still under study.

Child and adolescent mental health data
In children and especially in adolescents the major problem is alcohol use and abuse, and possible
addiction later, and illicit drugs abuse. Several kind of evidence proves increase in alcohol and other addiction in
young people and adolescent group.
1. Alcohol consumption and other addiction:
Data from the European School Survey Project on Alcohol and Other Drugs (ESPAD) for the year 2003
showed that the percentage of Slovenian students who had been drinking any alcohol during the last 12
months was 83%, while the proportion of students who have used marijuana or hashish was 28%. The use
of other illicit drugs was about 5%, the use of inhalants was 15%, and the use of tranquillisers or
sedatives without a doctor’s prescription as well as alcohol in combination with pills was 5% and 6%
respectively (48). Other results could be found in earlier reports (49,50).
Other data show that smoking behaviour in adolescence was connected with truancy, substance abuse,
suicide attempts and infrequent engagement in sports, thus being a part of problematic behaviour in this
life period and indicating that smoking is a life style of more vulnerable part of the population (51).
2. Depression and self-esteem:
The study on Risk factors in Slovene secondary school students, performed on a representative sample in
1998 showed a clinically important level of depression in 20.5% of boys, and in 41.5% of girls (evaluated
by Zung self-rating depression scale). The average value of results on the depression scale was 45.6,
indicating that depression is rather prominent characteristic of secondary school students. Along to these
results, average value of self-esteem on the 0-10 self-rating scale was in boys 6.9, while in girls it was
6.3. On general, girls expressed higher level of depression and lower level of self-esteem than boys (52).
3. Suicide:
Suicide in adolescent population is among the first three causes of death in all countries that have reliable
health monitoring data. In Slovenia 20 adolescent die because of suicide each year, the number of boys
being four times greater than the number of girls. The research proved that suicidal adolescents (13,6% of
girls and 6,8% of boys) were experiencing family dysfunction and confrontation with unresolved
problems prior to suicidal attempts and that they used dysfunctional strategies for their resolution (53),
which provided grounds for several preventive actions on the field. Sport and physical activity were
defined as protective factors relating to adolescent suicide attempts, being a coping style in distress, even
though they had not proven to have a direct effect on non-suicidal behaviour (54).
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Needs assessment

The need for research in mental health in Slovenia is in spite of all described initiatives still enormous.
We actually do not have randomized clinical trials on various programmes on prevention. It is also true that
recommendations for evaluation of prevention are still not developed on EU level, but should be prepared by EU
Taskforce on evidence in mental health shortly.

Primordial and primary level of prevention

Mental health policy

For the time being, a national programme of mental health has not yet been adopted in Slovenia. Mental
health it is the responsibility of the Council for Health, a Government advisory body which includes experts
from the fields of both health and social security.

In Slovenia the former National Programme for Public Health prevention which was operative until 2004
did not include mental health priorities and prevention. The new one is in preparation and it should be adopted
this year. In its draft, mental health is mentioned several times as important field of public health action.

However, national programmes have been suggested for preventing suicide and dependence on alcohol
and drugs. The guidelines for alcohol addiction prevention were developed by the Ministerial task group and
finished lately. Actual implementation of preventive programmes still lacks continuity.

The Mental Health Act which regulates system of health and social care on the field of mental health,
holders of activities, and rights of persons under treatment including voluntary and involuntary admission to
treatment, advocacy and care planning was recently adopted (55), which can be regarded as a very big step
forward.

Mental health promotion and mental health education efforts
In Slovenia there are several health promoting activities which also include the mental health component.
Among actions that increase the chances of more people experiencing better mental health, the “Wind in
the hair” programme could be classified. This programme is a very successful national prevention programme
implemented in local communities with support of National Sports Association (56). Sport activities with
concerts, befriending and rewarding healthy lifestyle activities was successful enough to get a European
certificate and to be implemented in several EU countries.
There are also many activities which could be classified on one hand among mental health promotion
activities, and on the other among primary prevention:
1. Programmes for infants and toddlers:
Programmes for infants and toddlers influence above all parents’ behaviour and upbringing, but they
should also target social injustice, prevention of physical abuse, violent behaviour and provide
psychological counseling at crisis, for example in divorce. In the neighbouring Austria the literacy of
parents regarding developmental phases, conflict solving, parenting styles and their access to relevant
information about needed help are targeted.
In Slovenia these programmes are strongly connected to primary health care teams and community
nurses. Nationally all kinds of prevention programmes are also developed through obstetric dispensaries,
those providing counseling and help in prenatal and immediate postnatal periods. The social and
psychological interventions are still often lacking.
2. School children and adolescents mental disorder prevention:
The concern about ill mental health of children and adolescents is one of the main areas of interest of
Slovene psychiatry from 1950s (57). Until now Slovenia developed a network of mental health services
for children and adolescents which were until a decade ago affiliated with the national health care service.
The majority of prevention and treatment was developed within the framework of educational and social
care provision. School counseling services with psychologists and pedagogues are today part of each
school workforce. These experts are strongly connected with child and adolescent psychiatric services,
which are in last years more often part of private psychiatric outpatient clinics than the public ones. The
development nevertheless follows the principles of holistic and community care with involvement of
educational, social and medical institutions in care planning in line with the child or adolescent mental
health needs. The role of parents in this process is strongly supported, even stronger when the mental
health problems are difficult to manage.
3. “That is me” project:
In Celje region “That is me” (in Slovene To sem jaz) project was lunched for health promotion among
youth in 2000 (58,59). It showed that the greatest adolescents’ problems are lack of self-confidence and
optimism, lack of self-respect and fear of failure. The website was launched to provide information about
health and well being and to influence adolescent views and values about their health and well-being and
to prevent risky behaviours.
4. “Taking brain to the party” programme:

72



The programme called “Taking brain to the party” (in Slovene Z glavo na zabavo) had much success in
last years in illicit drug prevention (60). It is strongly supported by media and targets places where young
people gather, have parties and exercise risky behaviours.

5. Healthy schools:
Schoolchildren mental disorder prevention is targeted also to the teachers, who should develop sensitivity
to emotional needs of children. Schools should develop programmes preventing violence, abuse and
bullying. Adequate counselling is part of the psychological support to victims and perpetuators (if
children). These programmes are being developed also in Slovenian network of Healthy Schools. This
programme makes an important improvement at early recognition and treatment of eating disorders,
anxiety and depression. Substance abuse prevention is included in many local school programmes and
developed on the national level as a set of educational interventions in schools.
Mental disorder prevention for children and adolescents in Slovenia is providing counseling workshops
and seminars for teachers, school counsellors and parents about psychopathology, suicidality, social skills
training and healthy lifestyle. The programme includes also drug prevention mainly through education. It
is performed in primary schools with the guidance of National Institute for Health Prevention and some
Regional Public Health Institutes, and with prominent Slovenian child psychiatrists.
The central psychiatric hospital and Child Guidance Clinic are organizing professional crisis interventions
in need, for example on occasions of suicidal attempts, suicide or unpredictable violent behaviours in
schools.

6. The “European Alliance Against Depression (EAAD)” network:
EAAD is an international network of experts with the aim to promote the care of depressed patients by
initiating community-based intervention programmes in 17 European countries including Slovenia. It
aimed to prevent depression and suicide (61). Results of the Nuremberg pilot study have already shown
that the community-based intervention following the 4-level-approach was clearly effective in reducing
suicidal acts (about 20%). When evaluating the efficacy of the EAAD intervention programme, the
primary outcome criterion is, in general, again changes of numbers of completed and attempted suicides
in EAAD intervention regions.
In Slovene regions Celje and Koroska, which have the highest social exclusion rates and highest suicidal
rates, the project included an educational programme about treatment of depression and suicide
prevention with general practitioners and medical nurses. The prevention programme has also been
implemented with police officers, social workers and priests. The project was evaluated and showed
important suicide reduction. The regional programme for suicide prevention in region of Celje conducted
by Zavod za zdravstveno varstvo Celje a serial of preventive, mainly educational activities for suicide
reduction from 2001 (62,63).

The other actions in mental disorder prevention in Slovenia are thoroughly explained (47). A promising
practice for effective interventions to reduce stigma and discrimination in relation to mental health problems and
strong involvement of NGOs and the National Institute for Public Health were proved.

Problems in mental health promotion and primary prevention

The main implementation problem of evidence based prevention is lack of human resources and the
educational gap among their acquired and needed knowledge and skills. Mental health promotion and prevention
workforce is the people who already work in primary or secondary medical services, or the people who work as
teachers, psychologist or pedagogues in their school working environments. In last years some initiatives are
emerging in educational institutions, for example in the Faculty of Health Sciences of Ljubljana University
(study programme Nursing) and in the Faculty for Education of Ljubljana University (study programme Social
pedagogy) for developing mental disorder prevention and promotion educational programmes at undergraduate
and at postgraduate level.

Programmes and projects already described, are not a part of regular curriculum and therefore not
accessible to all children and adolescents.

Similarly to other EU countries and US, we witness in Slovenia a lack of resources for training and lack
of working posts for prevention and promotion. Educational curricula do not follow quickly developing mental
health promotion and prevention science and evidence. This level of prevention is underdeveloped, since
Slovenia’s health care system is still mainly oriented in treatment of diseases and we could hardly say that it is
on its way to reorient health care services towards a more comprehensive approach (64).

Secondary level of prevention

Secondary level of prevention is to be performed by special units of Community Health Centers. Majority
of primary care physicians underwent additional educational programmes on recognizing depression and
suicidality and improved their diagnosis. Lack of human resources impedes the development and implementation
of early recognition and treatment of mental disorders that proves to be most important preventive mental health
tool as described in many documents and papers (65).
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There are around six so-called Counselling centres for children, adolescent and their parents in Slovenija,
which offer different activities in the filed of mental health, especially early diagnostic of mental health and
learning problems, individual and group therapy. In these centres interdisciplinarity and muldisectoriality is a
method of work with a child, adolescent and their patent. Some of these centres are active also in the field of
research, education and prevention also.

There exist other activities which could be to the certain extent classified as secondary prevention - crisis
telephone lines as for example “Call in mental crisis” (in Slovene: Klic v duSevni stiski) could be seen as special
form of secondary prevention. This service seems to becoming more and more used also in Slovenia and it is
also increasingly reachable through information technology communication.

Tertiary level of prevention
Psychiatric services

Before presenting the current situation of psychiatric services in Slovenia, we would like to present some
historical points of view.

History of psychiatric services in Slovenia

The historical context of Slovene psychiatry and psychiatric rehabilitation is important for understanding
the development of mental disorder prevention in our country. The beginnings of psychiatry in Slovenian lands
reach as far back as the year 1786, when the first ward for mentally ill monks was established in the general
hospital of Ljubljana. In 1827, the first specialized ward for the treatment of the mentally ill was founded within
the general hospital of Ljubljana. In 1881, a large psychiatric hospital was built in the manner that was at the
time regarded to be the right one: outside the town, in unspoiled nature and tranquilizing greenery. Before the
1940 Slovenia had 1.1 bed per 1000 population. The German and post-war psychocide reduced the capacities by
one half. After the war (and nowadays), there were 6 psychiatric hospitals - including the University Psychiatric
Hospital - and 0.8 beds per 1000 population and the average hospital treatment period of 48 days. During the
Second World War, Slovenia was occupied by Nazi-Germany who in 1942 enforced the so-called euthanasia
programme with about 450 patients from one of the Slovene psychiatric hospitals.

During the war the University Psychiatric Hospital in Ljubljana helped the anti-nazi resistance in every
possible way. It also contributed by diagnosing antifascists who were in danger, as mentally ill and hiding them
among the “real” patients. It offered medical help to wounded fighters of the resistance and helped antifascists
escape the Nazi controlled areas and join the resistance. Psychiatrists also tried to use “psychiatric diagnosis” to
help a Jewish family that tried to escape from Croatian fascist Ustasha across Slovenia to Italy. Two leading
psychiatrists were liquidated by the occupator for their cooperation with the resistance, the principal was
sentenced to lifetime imprisonment, many of the staff members were interned, and some died in the liberation
war.

It is a historical paradox that after the end of the war, in Slovenia, psychocide went on for another ten
years. Patients were treated so badly that the mortality was almost as high as it had been towards the end of the
war, i.e. about 40% - due to famine and tuberculosis. For Hitler, patients had been “lives unworthy of life”, for
communists they were an obstacle on the way to better socialist future. But in general, the communist regime of
ex-Yugoslavia was much “softer” than those in other East European countries.

Political intervention

A case of intervention from the part of the communist authorities after the war was the following: an
internationally renowned author and politician fell from grace and became a kind of dissident. He then fell ill
with Alzheimer's disease and was hospitalized at the clinic for distinctively disturbed behaviour at the wish of
his wife and children. The authorities often inquired whether detention was still necessary and whether he could
not have been taken care of outside the psychiatric clinic. They were truly afraid of the reaction of the
international public and the possible reproach that they used psychiatry to do away with political opponents
(personal communication with Joze Darovec, former director of Ljubljana Psychiatric Hospital, 2008).

The practice of detention of “dangerous people” during foreign statesmen visits was abolished only in
1968 by prof. Milos Kobal. He was educated in Great Britain and used his experience from there - as well as his
own ideas - for an extremely early reform of the Slovenian psychiatry, as early as 1968/70 - much earlier, in fact,
than many other more developed European countries: he diminished the number of beds by sending patients to
other suitable institutions (not to the streets like President J. F. Kennedy and F. Basaglia in Italy), opened the
majority of the up-to-then closed wards, founded the centre for mental health, the day and night ward, the family
care within a family other than a patient's own, established specialized wards for the treatment of addictions in
all psychiatric hospitals, designed the dispensary psychiatric care, introduced psychiatric counseling service in
most old people's homes and asylums, introduced the long-term therapy by fluphenazine depot in 1969 and the
lithium therapy already in 1970.

Current state of psychiatric services
In Slovenia, psychiatric service is given in all levels of the health care system:
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1. Primary mental health care:
Acute treatment of all mental disorders is available at the primary health care level, but in a limited way
as described previously. Primary health care is delivered by Community Health Care Centers and private
practitioners. At the moment there is about 75 Community Health Centers in Slovenia.
Some of Community Health Care Centrers, but not all unfortunately, has specialized units called
dispensaries — psychiatric dispensary for adults and mental hygiene dispensaries for children and
adolescents. The reorientation towards more comprehensive primary health service is questionable since
it is under rapid transformation towards privatization;

2. Secondary and tertiary level of mental health care:
At the secondary and tertiary level of mental health care, there are altogether six regional psychiatric
hospitals including the University psychiatric hospital. All have wards for general psychiatry, psycho-
geriatrics and the treatment of alcohol dependency. The University Psychiatric Hospital also has wards
for adolescent psychiatry, drug dependency and psychotherapy. There is also the Child Psychiatry Ward
in the Paediatric Clinic.
In 2002, the number of all psychiatric hospital beds was 1569 (66). About 30 beds have been allocated for
child and adolescent psychiatry. In the period 1998/99, beds actually in use per 100.000 population (all
psychiatric in-patient institution) decreased from 84 in 1965/95 period to 71 (66).
There are 24 child and adolescent psychiatrists in the country. Hospital treatments are becoming shorter
and more intensive, with complementary services providing day hospitals and participation in selected
activities for time limited follow up.
In Table 1, psychiatric secondary and tertiary services resources are presented, in comparison to some
other EU members (11).

Table 1. Psychiatric secondary and tertiary services resources in Slovenia in comparison to some other EU
countries (11)

per 10,000 population
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No. of psychiatric beds 5.80 6.50 18.70 4.63 8.46
No. of beds in psychiatric hospitals 4.50 1540 0 7.20
No. of beds in general hospitals 2.00 1.00 0.92 1.26
No. of psychiatric beds in other institutions 2.30 3.70 0
No. of psychiatrists 1.10 1.18 0.90 0.98 0.53
No. of neurosurgeons 0.10 0.17 0.10 0
No. of psychiatric nurses 10.40 3.78 9.90 3.29 0.58
No. of neurologists 0.10 0.82 0.37 0.08
No. of psychologists 0.90 490 2.80 032 0.16
No. of social workers 5.80 10.34 17.60 0.64 0.04

The community care regional units are being in the process of establishment in Slovenia to improve
access, quality and outreach (67).

Rehabilitation

Psychiatric rehabilitation methods are developed in institutions and in the community and these systems
are connecting themselves with the method of care planning. This is achieved by communication among
inpatient and community services as far as possible. Since there is no community psychiatric treatment available
in Slovenia yet, except from an attempt of the psychiatric team in the central hospital to perform community
psychiatric treatment, these endeavours are sporadic and not available to everybody in need, but rather
exceptional and due to personal engagement of mental health workers. The legislation and financing are however
anyway being prepared and close to adoption right now in 2008.

In Ljubljana (the capital), a rehabilitation unit of the psychiatric hospital was therefore established to
follow up the patients with severe mental illness with high risk for relapse and dual diagnosis. This service was
well connected with non-governmental (NGOs) and social services as well as primary health care services.
These connections are widely used also by other hospital departments, but nevertheless can not reply to the
needs of patients and their families. Crisis interventions are organized by the central primary health care service
providing urgent interventions. This service needs better collaboration with psychiatrists in the cases of
involuntary referrals, but this is not achieved because of lack of psychiatrists and other psychiatric personnel.
Professional and user organizations and associations of interested experts have been founded for the group of
patients with severe mental illness. The largest are SENT, ALTRA, OZARA and PARADOKS which are,
together with the psychiatric profession, involved in preventive, mainly anti-stigma programmes. Among the
psychosocial services offered are housing facilities with support, day centres, vocational rehabilitation
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development, sheltered employment and education for professionals, patients and carers. NGOs providing
support for people with anxiety, depression, substance abuse and dependence, and for carers, and families of
people with dementia are emerging as well in last ten years with increasing influence to health and social policy.
The carers (families) organization has developed a network of interest for mental disorder prevention and
promotion in Slovenia at the level of republic and connected itself with international organizations of carers (68).
Here we will shortly introduce only two of NGOs, being SENT, and Trading centres since detailed
description of all of them is beyond the scope of this module.
1. Slovenian association for mental health SENT:
SENT is the largest non-profit NGO in Slovenia providing from 1992 coordinated social care for patients
with severe mental illness. The difference to other NGOs was at first acknowledging the need for
coordination among psychiatric and social care services to improve quality and comprehensiveness of
care for people in need. The context of mutual respect provided grounds for quick and stable development
of vocational rehabilitation, education of patients, families and professionals, day centres and group
homes. All these services are intended for the group of patients (users) with disability due to mental
illness and stigma, and supported by carers and patients. SENT is today taking lead in anti stigmatization
of mental illness, education of professionals for newly emerging community psychiatry and community
social work. It provides also advocacy and self help groups mostly in day centres and among families of
patients with severe mental illness. The variety of needs, opportunities and demands regarding mental
health service development, consumers’ movement, legal and organizational issues provide a turbulent
environment for continuous development of this organization. The programmes are comparable to other
NGOs listed above.
2. Trading centers for people with disabilities:
One of the rehabilitation initiatives is “Trading centers for people with disabilities”.
One of the biggest trading companies in Slovenia recently planned to implement a programme that would
allow people with disabilities better access their various facilities. This programme, labelled “Kindly to
disabled” focuses on all groups of people with disabilities, including the physically disabled, those with
learning disabilities and people with disabilities caused by mental disorders. The programme was
developed in cooperation with Slovenian Association for mental health SENT, which provided
counseling on the matter and education for employees about the needs of the disabled. Since the needs of
different disabled groups are very different, a series of adaptations including employees’ attitudes and
communication skills was proposed beside technical adaptation of the shops’ environments. This action
seems to be becoming important preventive step for including the disabled in the society on equal terms.
The project should succeed because the disabled strongly participated in the assessment of the needed
adaptations and in the education of the employees and employers.

Results of some studies on mental health in Slovenia
There exist some different kinds of research on different aspects of mental disorders and their

consequences. The majority of programmes are evaluated regarding their efficiency in experimental

circumstances. Among studies are following:

1. Delphi study on alcohol prevention in Slovenia (69):
Alcohol abuse is an avoidable behaviour that can threaten health. In Slovenia, only a few public
campaigns against drinking alcohol are under way. It is important to establish which community
measures are acceptable to society in Slovenia in order to reduce alcohol-related risks.
This study was a Delphi study with 45 professionals from different disciplines. Participants offered many
suggestions to improve the current situation. After three rounds of questionnaires, 86 participant
statements were accepted as a consensus.
Results showed that actions such as: state monopolies, alcohol taxation, legislative restrictions on
availability and purchase of alcohol, age-related restriction on sales, drink-driving laws, school-based
alcohol education and media information campaigns are most likely to be achieved by consensus. The
main target populations for implementation of alcohol-related educational programmes are children,
young people and employees.
The conclusions of this study were that as a result of the study, a number of community actions against
drinking alcohol that could be acceptable for society can now be suggested. They vary across different
target populations, change agents (individuals, organizations and institutions) and methods of
implementation.
2. Outcome assessment (70):

The majority of long-term hospitalized patients with severe mental disorders considered resistant to
standard hospital psychiatric treatment have been discharged during last decade from Slovene psychiatric
hospitals mainly due to economic pressure without any assessment of outcomes or patients’ needs.
Rehabilitation unit has been established within University Psychiatric Hospital in Ljubljana for inpatients
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with severe mental disorders. The research aimed to find out characteristics and needs of patients with
schizophrenia in order to develop hospital service in accordance with patients’ needs.

In the study, forty-one long-term hospitalized and frequently admitted patients with diagnosis of
schizophrenia were followed through a 12-month period by a public psychiatric hospital team due to
discharge planning. The patients were assessed regarding their needs, clinical status, global functioning,
and quality of life and thoroughly informed about their illness, treatment and rehabilitation plan.

Follow up assessments showed improvement in negative syndrome of schizophrenia, better satisfaction in
some areas of patients’ lives and a decrease in their needs in spite of considered resistance to standard
hospital psychiatric treatment.

The study results prove rehabilitation programme to be successful for patients with severe mental
disorders and present some information for further development of services for patients with severe
mental disorders in Slovenia.

Evaluation of stigma:

In Slovenia there were several evaluations of attitudes of different groups toward people with mental
disorders. One of them is a study entitled ”Does psychiatric education reduce stigma?“ (71).

Evaluation of discriminative attitudes of medical students towards people with mental disorders was
evaluated by a questionnaire before and after the mental health curricula in several faculties that have
mental health curricula. The attitudes towards psychiatric patients did not change much after education,
except from lowering the level of fear perceived by students (Table 2).

Table 2. Differences between students in discriminative attitudes towards people with mental disorders
before the study of psychiatry and after the completion of the cycle of lectures and exercises in 2004

Variable N Mean SD Difference P

They are dangerous 83 :3; égg }é;; 0.434 0.024*
They are incompetent 83 g?g? }é?? 0.458 0.021*
I feel fear to meet them 72 431?;; }%8‘61 0.778 0.000*
I feel reluctant to them 72 j?gg 8333 0.375 0.013*
I feel alienated to them 73 3.219 1133 0.425 0.034*

3.644 1.159

The attitudes of patients towards patients were also researched and showed higher discrimination scores

among patients’, than in students’ group. This was interpreted as self stigma, but it might be better defined as an
expressed reluctance to participate in the patients’ group which is characterised by extreme exclusion, poverty
and low life opportunities.

Another study was undertaken by a medical student that organized a serial of films presentations of

stories of people with different mental disorders. The attitudes of the students after these shows were somewhat
better in certain areas of discrimination.

Future steps for strengthening mental care in Slovenia

There are several challenges posed in front of public health and clinical sphere in the field of mental care

in Slovenia, two of most important being:

one challenge is, of course, adoption of mental health policy and national plan for mental health.
According to WHO (4), national mental health policies should not be solely concerned with mental health
disorders, but also promote mental health. These would include the socio-economic and environmental
factors, described above, as well as behaviours. Policies for reduction of suicide, anxiety and depression
should develop evidence based approach towards improvement of early recognition of mental disorders
with increasing sensibility of employers, professional mental health workers and public about early
recognition of warning signs of mental disorders, suicidal behaviour, recognizing triggers and
circumstances connected with suicide, dangerous behaviours and mental illness. Denmark for example
achieved 60% reduction of suicide rate with combination of policies and preventive programmes in last
20 years: among these are reduces access to suicidal means (weapons), with better treatment of somatic
and mental disorders after suicide attempts, with improved access to telephone counseling and emergency
psychiatry and with increase in social and cultural stability (72);

another challenge is to reorient mental care towards more comprehensive one, with more emphasis on
mental health promotion and mental disorders prevention. Mental health promotion should be
mainstreamed into policies and programmes in government and business sectors including education,
labour, justice, transport, environment, housing, and welfare, as well as the health sector. Particularly
important are the decision-makers in governments at local and national levels, whose actions affect
mental health in ways that they may not realize (4). One of the biggest challenges facing Slovenia at the
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moment in the area of health promotion is increasing concern among both, the general public and among
experts and professionals about mental health (72). Slovenia should build a strong network of experts,
institutions and consumers organizations that are responsible in the field of mental health promotion and
prevention. To intensify effects, there is a need to harmonize programmes with a long term vision,
making them concrete through actions across different settings, at different levels, pointed to different
target groups (72).

Exercise

Task 1: Make a Medline search on medical students' stigma about mental illnesses, choose several most

cited articles and try to propose a model for reducing discrimination in this group for your country.

Task 2: Search for available needs assessment (mental health) questionnaire and list it. Use the most

cited one and exercise its implementation with a close person (without diagnosis).

Task 3: Make a list of needed mental health services in your local area and try to explain your decisions.

Task 4: Design a substance abuse prevention programme for your local community.
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