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ABSTRACT

The Regions for Health Network organized its Tenth Annual Conference alongside Tenth Anniversary 
celebrations in Sicily, Italy in November 2002. 
 
Each year, the Regions for Health Network (RHN) holds a conference on a timely theme important to health 
improvement in Europe, and the theme for this special year was health policy development for the 21st 
century. 
 
Participants representing regions from all across Europe met to address main issues which dominate the 
health environment in Europe. As regions in many countries are changing and adapting as the result of 
restructuring health care systems, health policies are being revised and rewritten. More and more regions are 
striving to connect policy with practice, often carrying extensive responsibilities for health development in 
crucial areas such as health and social services and the environment. Quality of health services is increasingly 
rising as an agenda item. As countries decentralize, this often leads to regions becoming increasingly engaged 
in the formulation and implementation of policies that arise at the national or international level. Regions look 
to work together with each other and with their national counterparts toward the goal of better policy 
formation and implementation.  
 
Participants shared with each other case studies, experiences and expertise from their own regions. This 
conference offered them ample opportunity to discuss relevant concerns on a common ground – health issues 
and health system concerns specific to the regional level. At the end of the conference, participants discussed 
and agreed on initiatives to provide added value at the regional level, and identified opportunities to achieve 
the former. 
 
http://euro.who.int/rhn 
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1. Introduction and Summary 

1.1 Purpose 

The Conference set out to do the following: 

• provide a forum for regions to share views and experiences in the field of regional health 
development in Europe; 

• define how regions can best work together with European bodies to play a larger role in 
health development in Europe; 

• address issues related to countries undergoing major political reform; 

• formulate ideas on how regions can connect policy and practice between local and national 
levels; 

• identify issues on ensuring quality management; 

• examine the process of political and administrative decentralization;  

• provide an opportunity for European regions to connect with each other regarding health 
policy development; 

• formulate realistic proposals on how regions can benefit from each other’s experiences; 

• explore how regions might prepare to take on increasing responsibilities for health 
development, including types of capacity needed to meet new challenges; 

• present new insight on the challenging tasks that regions confront in developing regional 
health policy. 

 
The Conference focused on how policy makers at the national and regional levels can work 
together in taking responsibility for the development of health policy, specifically in the areas of 
structural changes, policy, quality, decentralization, and cooperation. 

1.2 Context  

Each year, the Regions for Health Network (RHN) holds a conference on a timely theme 
important to health improvement in Europe. For this year, RHN’s tenth year anniversary, the 
Network chose an especially significant theme – to explore health policy development for the 
21st century. 
 
Throughout Europe roles and responsibilities of regions within countries are changing rapidly. In 
the Europe that is currently developing, regions are hugely important as economic engines, 
decision-making centres and the link between local and national structures. 
 
WHO entered the 21st century with a Health for All framework for the WHO European Region. 
This suggests that health and health problems differ inside countries – across different regions. It 
urges regions to take action to improve health by using existing powers at the regional level to 
tackle problems. 
 
The conference addressed major issues that dominate the health debate in Europe. As regions in 
many countries are changing and adapting as the result of restructuring health care systems, 
health policies are being revised and rewritten. More and more regions, often carrying extensive 
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responsibilities for health development in crucial areas such as health improvement, the 
provision of health and social services and protection of the environment, are striving to connect 
policy with practice. The quality of health services is rising up the political agenda. Through 
decentralization, regions are becoming increasingly engaged in the formulation and 
implementation of policies as well as bodies at the national or international level. Regions are 
therefore looking to work with each other and with their national counterparts toward the goal of 
better policy formation and implementation. 

1.3 Outcome 

In the final session of the conference, those present discussed and agreed: 
 
A. The value added at the regional level, as against the national and local level, through 

initiatives: 

– inside regions; 

– between regions in countries sharing borders; 

– between regions within countries; 

– between regions with common interests and concerns; 

– aimed at helping accelerate progress through sharing experience and expertise across 
regions in different countries. 

 
B. Opportunities for the Network to support regional added value through: 

– defining opportunities for progress, and differences in regional capacity; 

– establishing a framework to support action at regional level;  

– undertaking regional value-added activities;  

– tackling specific tasks and challenges; 

– concrete actions and common projects. 

1.4 The Conference 

The meeting opened with a welcome from the host organization, followed by the formal opening 
of the conference by Dr Nata Menabde, the acting Director of the Country Support Division at 
the WHO Regional Office for Europe. 
 
Three initial presentations aimed to set the scene, providing the essential background to later 
discussions, taking as their themes: 1) how the current process of transition was affecting one 
region; 2) changes affecting regions more generally across Europe; and 3) the health policy of 
the European Union. Professor Ettore Cittadini, the Minister of Health for the host region, spoke 
on changes taking place in Sicily, both to give those attending an insight into local circumstances 
and to exemplify how the European regions are grasping the opportunities and responsibilities 
now available to them. Dr Josep Figueras, the Regional Adviser for the European Observatory 
on Health Care Systems and the European Centre on Health Policy in the WHO Regional Office 
for Europe, spoke about the challenges that the regions would have to face as they developed and 
the tools that might help them. Third, Michael Hübel from the European Commission described 
changes to the Health Policy of the European Union. 
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There followed four full sessions, each devoted to a different theme: the nature and 
consequences for health of political and administrative decentralization; the challenge to regions 
of providing quality alongside effectiveness; issues relating to cross-European cooperation; and 
how to connect policy to practice. Each session began with a brief presentation and consisted of 
specific cases studies from members of the Network, illustrating their own efforts in the field. 
 
The conference closed with discussion of the issues arising from the presentations and a link 
through to the future development of health initiatives at the regional level within countries, and 
of the Network within both the WHO and the new Europe. 

2. Setting the Scene – Health in Europe and the role of regions 

2.1 WHO and regions in Europe 

Dr Nata Menabde, the acting Director of the Country Support Division at the WHO Regional 
Office for Europe noted that the roles and responsibilities of regions are becoming increasingly 
important as decentralization grows and regions are increasingly engaged in the formulation and 
implementation of policies made at the national or international level. 
 
The founders of the RHN 10 years ago saw that the future lay with this level, recognizing that 
regions would increasingly become stronger as a driving force in shaping health policy in 
Europe. The Network foresaw the important role of regions in health policy development, and 
now it was playing an important role in the advancement of the European Regional Office’s 
country strategy and in giving support to Member States. Many countries have an increasing 
number of regions, and the Network helps emphasize and promote the importance of this work at 
the regional level. Many regions have been given the key roles and resources to implement 
health policy, and it is crucial that regional and national levels work together to serve their 
citizens. 
 
WHO is proud of its association with the expanding Network, and committed to working with it. 
The innovative approaches adopted by the Network have been taken up elsewhere in WHO and 
the Network’s new strategy deserves support, as does its action to strengthen links with other 
European bodies such as the European Union and the Council of Europe, and other international 
agencies. The Network members’ dedication to work together to further efforts in improving 
health at the regional level is also very heartening. 
 
The Network in its conference in its 10 year anniversary chose to explore health policy 
development for the 21st century. The aim was to address the main issues which dominate the 
health environment at regional level in Europe, and to explore how regions are working together 
with each other and with their national counterparts toward the goal of better policy formation 
and implementation. 
 
Expected outcomes of the meeting included: 

• to provide a forum for regions to share experiences in the field of regional health 
development in Europe; 

• to discuss how regions can best work together with European bodies to play a larger role in 
health development in Europe; 
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• to address issues related to quality management and effectiveness: 

• to formulate ideas on how regions can connect policy and practice between local and 
national levels; 

• to identify issues involved in cooperating on cross-European level; 

• to examine processes of political and administrative decentralization; 

• to explore how regions might prepare to take on increasing responsibilities for health 
development, including developing the types of capacity needed to meet new challenges; 

• to present new insights into the challenging tasks that regions confront in developing 
regional health policy. 

 
WHO supported this tenth anniversary meeting in engaging health policy partners at all levels in 
discussing strategies to advance health policy development in the WHO European Region and 
thanked the organizers for their support. 

2.2 Regions in Transition – Facing the Challenges  

Dr Josep Figueras, the Director of the European Observatory on Health Care Systems and the 
European Centre on Health Policy in the WHO Regional Office for Europe, spoke next. The 
work of his unit centred on gathering evidence for effective action in the health field. In relation 
to regions, little had been done but some initial work with the Veneto region looking at 
purchasing and commissioning had found wide variations between regions. The lesson from this 
was that simply monitoring developments at national level would lead to missing valuable 
developments at regional level and the lessons that study of these might offer. There would be 
great benefit if regions in Europe could work with the Centre and the Observatory on analysing 
and sharing their experience.  
 
There were two major tendencies affecting Europe – globalization and regional devolution. 
These should be seen not as contradictory but as complementing each other. But this prompted a 
question about the diminution of the powers of the nation state. Were regions the new 
“stewards”? In other words, would they take on the role of ensuring that the many elements 
within the health system would work in concert and take responsibility for instance for policy 
leadership, for regulation and for managing information and intelligence about health issues? 
 
It was normally asserted that decentralization of powers to the regional level would bring 
benefits through increasing allocative efficiency. Resources would be better targeted and 
technical efficiency would be better managed. Allocative efficiency gains might include health 
gain, with greater responsiveness to local needs and preferences, increased community 
participation and improved allocation of resources according to needs. Technical efficiency gains 
might include better value for money and cost containment, through improved local autonomy, 
innovation and flexibility in response to change. 
 
But there remained important questions. 
 
There were different views over the best type of decentralization – whether it should take the 
form of administrative de-concentration, political devolution, the delegation of tasks, or 
privatization. 
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Then there was the question of what level or who should receive the powers passed down. Again 
there were different answers. In Austria, Germany and Switzerland, the solution was federal 
institutions, with Belgium perhaps also in this group. In Italy, Spain and the United Kingdom the 
choice was for political devolution to regions, and France appeared too to be taking this 
approach. Denmark and Sweden had chosen a local democracy model embodied in their 
counties, and Finland and Norway one based on municipalities, while Germany and the 
Netherlands gave an important role to the private sector and quasi-governmental bodies. 
 
A third issue was regarding what tasks and powers should be passed down. Options included the 
right to make laws or regulations, for example on new drugs and technologies; control over 
training and licensing of professionals; responsibility for research and development, or for 
technology assessment; and powers over funding, health policy development, setting the basic 
framework for services, accreditation of providers, planning, public health, and the provision of 
hospital, primary health care, community health or social care services. 
 
To these questions there were as yet no clear answers. There was diversity across Europe in what 
constituted a “region”. The issue essentially was about the political process in each country, and 
was related to the technical and political capacity of different levels in countries to take 
responsibility. 
 
An early analysis of the trends in some health systems, limited in the first instance to western 
Europe because of time constraints suggested the following. It appeared that in the Nordic 
countries an initial faith in democratic institutions had in the 1980s given way to a drive to 
improve efficiency, and in the 1990s to moves to remove powers from local institutions and 
focus them at a higher level, for example the regions in Norway. In Italy and Spain in the 1990s, 
the appearance of deficits in the health care system had prompted a shift from a reliance on 
democratic institutions to a focus on efficiency measures. In Greece, Portugal and the United 
Kingdom, the pattern was less clear. 
 
Countries and regions face considerable challenges such as avoiding duplication and 
fragmentation; keeping down transaction costs and achieving economies of scale; maintaining 
parity of quality, even where there were substantial volume variations; ensuring equity of access 
and coverage; enforcing accountability; and providing adequate local capacity.  
 
Addressing these would require a variety of response. One would be to centralize some of the 
tasks. Another would be to manage the change from vertical hierarchical coordination to 
horizontal interregional coordination, and perhaps there were five approaches which might assist 
this. 
 
The first involved information and knowledge. Regions should learn from each other, but this 
was happening too little. Each region offered “natural experiments” and an opportunity for 
others to watch and learn. Better information development, benchmarking and technical support 
would help, and national governments could support this through establishing independent 
national agencies. Standardization of databases and indicators would help, as would organized 
efforts to compare progress and monitor the diffusion of innovations. There should be organized 
redistribution of knowledge from rich to poor regions, but all should make a conscious effort to 
manage by using information. 
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A second involved financial redistribution to ensure equity of access, through putting in place 
redistribution formulae or an equalization fund, and through balancing intergovernmental 
transfer with fiscal devolution allowing local taxes and co-payments. There was also scope for 
targeted funding. 
 
Third, and linked to this (in that it also tried to ensure a balance between protecting equity while 
allowing diversity) was agreement of a standardized basic benefit package across all regions. 
 
The fourth approach was to set up interregional governance mechanisms that bridged the 
differences between different regions, for example, an interregional agency which could foster 
devolved institutions but also ensure coordination. 
 
The fifth proposal referred to the managing the process of implementation better so as to 
compensate for differences in capacity in different regions. An incremental process of transfers 
of responsibility, rather than doing so in one step, or alternately, the establishment of a 
regulatory framework prior to transfers, possibly also allowing the reversal of transfers, or 
penalties to deter or sanction failure, and careful capacity building for politicians and managers. 

2.3 The perspective of the European Union 

Michael Hübel from the Health and Consumer Protection Directorate gave a view from the 
European Commission. While many policies of the European Union had a major impact on 
health systems and health status in Europe, for example, regarding the regulation of 
pharmaceuticals, working time, and free movement both of professionals in search of jobs and of 
citizens looking for better services, it has only recently developed a coherent and coordinated 
health strategy. The European Union had only had a competence in health since 1993 and only 
then for public health; health systems were still excluded from its competence. Member States 
have a particular interest in addressing the common challenges health systems are facing across 
Europe, including, for example, the demographic transformations, developments in medical 
technology and treatments, and the rising expectations of citizens and patients.  
 
Regions have a key role to play in these developments. With increased decentralization in many 
countries, they are often responsible for providing health services. It is not surprising, therefore, 
that they are often in the lead in launching cooperation on health issues and between health 
services in border regions.  
 
At the European Union level, three key developments over the last years were relevant in this 
context. The first was the interest of successive European Councils, starting in Gothenburg in 
Spring 2001, in the future of health care and care for the elderly, which had led to the 
development of a cooperation agenda between Member States looking at issues related to 
quality, accessibility and the financial sustainability of health systems.  
 
The second started with the launch of a policy debate among health ministers on patient mobility 
at an informal Ministerial meeting under the Spanish Presidency of the European Union, where 
specialized centres of excellence, cooperation in border regions, sharing spare capacity and the 
position of people having long-term residence outside their own country had been identified as 
initial areas of cooperation among Member States. The Commission was about to launch a high 
level process of reflection on issues relating to patient mobility. 
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The third development was the adoption of a new public health action programme, which would 
underpin the development of the Community’s Health Strategy and would provide a framework 
to support work on patient mobility.  
 
Cooperation between the European Union and the WHO is growing, for example in the field of 
health information, and that both had considerable interest in the process of enlargement of the 
Union.  
 

Key points 

• Regional units are acquiring additional powers across the whole European area, and 
their importance is increasingly understood and appreciated by the major European 
institutions. 

• Regions are in touch with each other and want to operate effectively in the health field. 

• Not enough is yet known about how best to manage health improvement programmes 
at regional level, and so regions need to share and compare their programmes.  

• European institutions – WHO, the European Union and others – also need to work 
together, to support developments at the regional level. 

2.4 Sicily in Transition 
 Presented by Professor Ettore Cittadini, Minister of Health of Sicily 
 
I believe that the concept of transition, applied to public health in Sicily as well as the other 
regions of Italy, must include two concepts: the transition towards a national management of 
Public Health Services; and the consideration of a broad definition of health, beyond the health 
care system, to the well-being of individuals. 
 
The first concept, which took place during the reorganization in the early 1990s, has 
considerably strengthened regional authority in matters of planning, financing, organization, 
functioning and control of activities. Regions were also given responsibility for final managerial 
results. 
 
At the moment, the National Public Health Services may give the impression of having 
unbalanced bureaucratic regulations, as if the institutional change toward regional management 
does not need a cultural change or a revision of system values. It may appear as if the health 
problems/issues that the national system focused on could be separated from the emerging 
culture in which medicine faces, which is on social rather than scientific challenges. 
 
Our challenge for the future deals with the replacement of good medical practice with that of 
good quality of life. At present we are bound by cost – the cost of treatment, recovery, science 
and medicine. Health insurance today is in danger or degenerating around the issues of ethical 
demands and lack of funds. The risk is that a compromise will favour cost savings over ethics. 
Different and fairer financing with regard to home care services, rare diseases, and transplants, 
have been found to overcome the limits of Diagnostic Related Groups (DRGs). 
 
Meanwhile, the ageing of the population and other social phenomena make the social–health 
integration a reality. For example, seniors being discharged from hospitals need services in the 
home such as rehabilitation therapy. Interventions with frail seniors may help avoid 
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hospitalization and decrease overall costs. Care for seniors, terminally ill patients and those with 
chronic illnesses is increasingly needed.  
 
Sicily is reorganizing its hospital network to be in line with a national law that 
redefines/calculates the number of beds required, which is four per thousand, and chronic and 
rehabilitation beds at one per thousand. Through the reorganization of the hospital networks, we 
want to carry out the conversion and improvement of all regional hospitals in order to meet the 
Sicilian population’s needs. Most suburban hospitals will be reorganized with the objective of 
improving and standardizing the levels of care, and through setting up beds for non-
acute/chronic in order to respond to the real needs of the regional population.  
 
Another desired change to the Sicilian public health system/infrastructure is the consideration of 
social health, which needs to be reorganized and strengthened. It is sufficient to consider the 
influence of demographic factors on the system, such as the increase in the elderly population or 
the percentage of people with disabilities in the total population. 
 
Old age cannot and must not be considered as a disease for which continual medical care is 
necessary. While we must guarantee social inclusion of elderly and disabled people within the 
limits of their possibilities/abilities, old people often suffer from chronic conditions that must be 
cared for.  
 
The Sicilian region considers professional training and Continuing Medical Education (CME) to 
be the most important instruments in the education of health professionals during this period of 
change. It is not our intention to deal extensively with these topics during the upcoming 
CEFPAS conference, but I believe that professional training is considered a priority by 
governments, and, in my experience, CME provides an excellent opportunity for the continuous 
development of as many health care professionals as possible, and must/should be optimized.  
 
In conclusion, I would like to point out again the need felt all over the country, as well as in our 
region, to reverse after 100 years what Massimo Severo Giannini called “the forced march of 
public ownership”. 
 
The movement toward this direction is clear. The belief that the State can resolve all citizens’ 
problems is an illusion. What is needed is a response to their needs in a new way, giving 
priority/ownership to the individuals and vitality of civil society. The open debate on the national 
evolution, which presupposes an actual transfer of sovereignty from the State to the citizens, and 
not merely an administrative decentralization of functions, must necessarily lead to the evolution 
from a welfare state to a welfare society. 

3. Providing Quality alongside Effectiveness 

Dr Jaroslav Volf of Moravia-Silesia introduced the session. Improvements to both quality and 
effectiveness offer powerful arguments for changes to health systems, whether in setting policies 
at the national level or in changing services in the region or in the local community. It is 
sometimes suggested that they might conflict, as when we close an old hospital to improve the 
effectiveness of the service, and are accused of lowering quality for patients by removing local 
access to services. This conflict cannot be ignored and must be included in efforts to improve the 
evidence base for policy-making. 
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Aims for the Network, and for the case studies, should be to share:  

• experiences of using quality indicators 

• the types of information used for describing efficiency and quality 

• experience of evaluation and methods of evaluation 

• reactions to evaluations. 
 
It is not possible to separate consideration of efficiency from that of issues like solidarity or 
accessibility. However, these are complicated issues, and in the time available the case studies it 
was impossible to explore the questions thoroughly, but these case studies at least offered some 
clear examples from practice of how regions were addressing them.  
 

Key points 

• Regional units are acquiring additional powers across the whole European area, and 
their importance is increasingly understood and appreciated by the major European 
institutions. 

• Regions are in touch with each other and want to operate effectively in the health field. 

• Not enough is yet known about how best to manage health improvement programmes 
at regional level, and so regions need to share and compare their programmes. 

• European institutions – WHO, the European Union and others – also need to work 
together, to support developments at the regional level. 

3.1 Continuous Quality Improvement in Sicilian hospitals 

Dr Pina Frazzica gave the first presentation on a project entitled “QUOS” – Continuous Quality 
Improvement of services and performance of Sicilian public hospitals. Based upon an initial pilot 
in four hospitals, its purpose was to test the hypothesis whether it was better to maximize results 
from scarce resources by focusing investments rather than spreading them more thinly. The aim 
was to improve the quality of services through action focusing on both technical/professional and 
management processes and procedures, to create an organization where all those involved 
worked together to develop a strong connection between objectives, results and organizational 
culture.  
 
A decision was taken to focus on three areas in hospitals – the laboratory service, the radiology 
department and the accident and emergency department. The programme was now engaging all 
the 72 older hospitals in the region, and included 210 departments. It was a partnership between 
the Regional Health Authority, the hospitals and her own centre – CEFPAS.  
 
The project was primarily concerned with minimum standards – not achieving excellence. It was 
possible in the assessment to achieve a maximum score of 200. Achieving a minimum of 100 
was required to demonstrate acceptable quality, and 185 to secure accreditation. Beyond that 
point, it could be expected that an organization had acquired the systems and commitment to 
continue to improve. 
 
There were five stages in the programme: 

1. Systematic analysis of the situation and comparison against the standards; 
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2. Planning of actions aimed at Continuous Quality Improvement, to address the findings in 

stage one; 

3. Implementation of the actions; 

4. Monitoring and evaluation of progress; 

5. Re-planning. 
 
The criteria covered three dimensions, with both internal and external monitoring. 
 
The first dimension – organization and management – was based on minimum standards, 
covering organizational, structural and technological issues. 
 
Aspects taken into account in the second dimension, perceived quality, were comfort; 
communication; interpersonal relationships; and access to services in relation to booking, 
waiting lists, provision of signs, and similar issues. A very innovative approach had been taken 
to assess perceived quality, holding that quality could only be assessed from the point of view of 
the individual. Instruments used to assess perceived quality included eight different types of 
questionnaires and an observation grid, and took the views of a sample of 25 000 people. The 
assessment took into account not only the provider’s views, but also those of internal and 
external customers and a neutral observer. 
 
The third dimension was technical/professional issues, which was assessed using a work grid. 
For each part of the service, three critical areas were chosen, and knowledge, behaviour and 
skills were assessed. The standards were defined by team members, including doctors, nurses, 
and clinical managers. Over 100 professional standards had been set for the radiology 
department, over 200 for the emergency department and nearly 300 for the laboratories. 
 
The major expected results from the project in each service included a reduction of waiting lists, 
less waste, greater personal motivation to improve quality, at least two guidelines, more 
standardization, an improvement in the appropriateness of both activities undertaken and health 
care interventions, and better productivity – in both a qualitative and a quantitative sense. 
 
As a result increased quality overall could be expected, as the participating departments 
improved their working with others and the new ideas spread through the organization, as well as 
greater public involvement with the hospitals, increased efficiency and effectiveness, and a better 
quality of life for the people of the region. 

3.2 The Moravia-Silesian Regional Health Quality Programme 

Dr Andrea Koudelová, the health development manager from a private sector company, made 
the presentation on behalf of the Moravian-Silesian region. The region is situated in the north-
eastern part of the Czech Republic, bordering Poland and Slovakia. It has 1.2 million inhabitants, 
three quarters of whom live in towns. Income per head is 55% of the European Union average. 
The industrial base is mining, metallurgy and energy production, but the area faces problems of 
recession and restructuring, and unemployment averages 17%, twice the overall Czech level. 
 
Reform in the health care sector started with the introduction of reimbursement systems in 1992, 
and is still continuing. Quality programmes are being implemented to ensure compliance with 
standards and introduce accreditation and monitor patients’ views. There was discussion about 
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introducing a reimbursement system based on diagnostic-related groups (DRGs), possible from 
2004. 
 
The region has 20 hospitals, and 7700 beds. Occupancy is 70% and average length of stay, 
including the psychiatric sector, is 8.3 days. The region is self-sufficient in the tertiary sector. It 
is intended that nine of the hospitals, containing 4000 beds, will be administered by the region 
from 2003. 
 
To support the service developments, the region needed new tools, especially to provide 
information for management and planning. This needs to draw together data from different 
sources – such as national statistics, the insurance companies and the hospitals themselves, to 
provide valid information. This obviously requires establishment of control systems to secure 
collection and quality assurance of the data. The various parties have come together and engaged 
a private company, ICZ a.s, to adapt an existing system – the Performance Measurement System 
– for this purpose.  
 
This is intended to improve the quality of information systems in hospitals, and is now in use in 
more than 50 hospitals in the Czech Republic and already includes records on some 2.5 million 
inpatient cases from both the acute and long-term sectors. It collects, cleans and analyses data. 
From these a Reference Centre can then produce key performance indicators (KPIs). Those 
involved are collaborating with several other bodies: the Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO), the Health Care Financing Administration (HCFA) and the 
Association for Benchmarking Health Care (ABHC). 
 
An example of how the system operates is that the costs in an individual cost centre – say an 
operating theatre – are allocated to a partial product – say a type of operation – according to a 
given standard, which is calibrated according to the complexity of the task. This enables the 
relative cost of that particular service to be compared across similar institutions. 
 
The intention is to develop the arrangements further, so as to increase the effectiveness of the 
regional health care system overall, through focusing on improving quality, adapting 
reimbursement systems, and improving education for all involved, so that increasingly patients 
feel greater satisfaction with the care they receive. 

3.3 A Drug and Alcohol Programme in Rogaland, Norway 

Mr Espen Enoksen, the focal point from the county of Rogaland presented a case study, which 
deals with major questions concerning people’s health and well-being in Rogaland and in 
Europe: how do we reduce the problems created by misuse of alcohol and drugs and what can be 
done to give better treatment to people needing help; and how do we provide high quality 
treatment alongside effectiveness when it comes to alcohol and drug misuse, especially among 
young people? 
 
Rogaland is a county in Norway with 380 000 inhabitants. The population is quite young and to 
give young people a good childhood and adulthood is, of course, important for the region. But 
experience in the last 10 years had been that more and more young people have alcohol and drug 
problems. 
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The main responsibility for those needing help lies with the 27 municipalities in Rogaland, but 
the county is responsible for treatment in institutions and for much of the policlinic treatment 
that is on offer. Rogaland has six institutions that specifically offer help to people with alcohol 
and drug problems, but in recent years around 30 people each year have had treatment bought 
outside the county. Treatment in institutions is expensive. A single treatment place outside 
Rogaland costs around € 100 000 for one year and they normally have to stay for at least a year 
and a half.  
 
In 2000 Rogaland became a member of Regions for Health Network. The main reason was that it 
wanted to incorporate Health for All policy into its thinking and action in regional planning 
cross-sectorally. The county wanted to use Health for All in order to improve the quality and 
cost-effectiveness of services. The year it became a member, it joined a group of regions in the 
Network that were focusing on alcohol and drug problems and heard a lot of interesting views on 
how preventive work could be organized in a more scientific way and on what should be 
important in planning services. 

 

In 2001 the county drew up a new action plan on alcohol and drug misuse and strategies for 
changing the services providing treatment. The changes were based on principles in Health for 
All and the focus is first of all on how the county together with partners can do more in 
preventing problems. The experience in the region was that special programmes for schools and 
workplaces have been implemented, and with good results. The county is using more resources 
together with the municipalities on preventive work than ever before. In line with the 
recommendations in the Health for All Policy and as a result of advice from other RHN 
members, the preventive work has to be carried out in a scientific way, based on evaluated 
programmes. New programmes are being carried out in collaboration with institutions doing 
scientific research work. The most important thing regarding their preventive work now 
compared to before is not that it costs more, but that it is much more evidence-based. 
 
When the county drew up its plan, it worked very closely with the municipalities’ organizations 
for parents and organizations for earlier misusers of alcohol and drugs. One of the results of this 
was that for those in a family who have to live with people misusing alcohol and/or drugs it is 
easier to get help than before because the county and the municipalities have together started 
centres where they can get help. 
 
In line with the Health for All policy it was important for the county to strengthen the 
municipalities’ ability to help people with alcohol and drug problems. One way chosen to 
provide improved quality and effectiveness had been to shorten the time the users stay in the 
institutions. People now go in and out of institutions for shorter periods and the treatment that the 
institutions give is much more connected to the municipalities’ rehabilitation work. Because the 
institutions in Rogaland can provide help to more people, the number of users sent out of county 
has been sharply reduced. Of course, there have been protests because sometimes parents, 
professional and the municipalities want them as far away as possible. 
 
In summary, in dealing with alcohol-and drug problems, Rogaland is using the Health for All 
policy and the membership in RHN to justify higher spending on preventive work and treatment 
programmes much more connected to the work in the municipality. The institutions have to give 
support, and be flexible and responsive to the needs of the municipalities. The municipalities are 
much more important than before in defining what is high-quality treatment. 
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3.4 Ten years experience of the health plan of Catalonia 

Dr Ricard Tresseras gave a presentation based on the experience of Catalonia, and started with 
an observation. Where purists advise that 10 interventions are needed, clinicians do eight, or 
think they do, but actually do six, and only accurately record four. The patients, though, are only 
aware that two have been undertaken. What we think happens may not be true.  
 
The talk addressed quality and effectiveness in Catalonia, and efforts made to identify what were 
the real consequences of a plan to improve health. 
 
Catalonia is a region in the northeast of Spain, with 6.2 million inhabitants. Since 1979 it has had 
its own government and has been able to organize itself within the framework of the Spanish 
State. The Autonomous Government of Catalonia supports all initiatives that encourage regional 
policies in any area, including health. In 1985, the Spanish Government passed the General 
Health Act which, under the ambit of the Spanish Constitution, clearly encouraged the 
decentralization of health services and each autonomous community had to establish its own 
health service. To implement the mandate of the General Health Act, the Catalan Parliament 
created the Catalan Health Service. The Catalan health system comprises three major 
components: the health care providers (public and private), the Catalan Health Service as the 
public financing agent, and the Department of Health as the main institution in planning health 
policies. 
 
The first stage in the process of developing a new health policy in Catalonia, based in the 
principles of the Health for All Strategy of the WHO Europe Regional Office, was the 
preparation a framework document to create a Health Plan for Catalonia. This document, 
published in 1991, analysed the social and health situation of the Catalan Community, selected 
the main health problems and priority interventions, and set the targets for general health 
improvement and risk reduction for the year 2000. 
 
The Health Plan for Catalonia is the fundamental tool for the health policy of the Autonomous 
Government of Catalonia and has become the Catalan Health Service’s foremost planning 
resource for the development of its role in planning, funding and purchasing services. It serves to 
establish priorities and distribute the resources of the public health system more equitably and 
efficiently. Since 1991, the Health Plan has served as a basis for developing interventions and 
proposals in three main areas: preventive activities and the promotion of healthy lifestyles; 
improvement of equity, efficiency and quality in services; and improvement of user satisfaction. 
 
Health problems had to be selected and priority interventions determined from five basic criteria: 
a) their magnitude and severity; b) social awareness; c) the economic impact; d) the existence of 
measures of proven efficacy and, e) the feasibility of their application.  
 
Once the priority interventions had been chosen, the targets were set, the activities to be 
deployed to achieve them and the resources required were defined, and the evaluation indicators 
for each intervention were designed. 
 
Firstly, the health and risk reduction targets that could be achieved in Catalonia by the year 2000 
were set, and the 100 targets have been recently evaluated. Secondly, each triennial period 
established the operational targets, the activities and the evaluation tools that needed to be 
applied. 
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Considerable effort was expended in compiling epidemiological information to determine the 
main health problems and the interventions to be given priority. In some cases the availability of 
valid epidemiological data was insufficient. 
 
Promoting the participation and involvement of professionals working in the health care system 
and other sectors was difficult but very important. Although lifestyles and the environment are 
very important determinants of health, and health promotion and disease prevention lifestyles are 
recognized theoretically as being relevant, great effort is still needed to raise awareness of this 
idea among health care and other sectors professionals and also the health administration, so that 
they reallocate and increase resources to implement these practices and policies while focusing 
on improving the effectiveness of the health system. 
 
Achieving all these changes requires not only adopting central measures such as legislative 
support, but also disseminating these policies among all partners and their active involvement in 
the process. 
 
Finally, a permanent and well-structured evaluation system is needed, but it is difficult to 
achieve. It should be simple and cost-effective, and its usefulness in policy-making should be 
constantly demonstrated and highlighted. These results are being used to modify the strategies 
and the targets, when necessary, for the next health-planning period (2002–2010).  
 
Of the targets for health and for risk reduction that had been already evaluated, 76% have been 
attained. Examples include cardiovascular and cancer targets, based on mortality analysis, health 
survey and health examination information, audited services data and programme evaluation 
systems.  

3.5 A Hospital Quality Improvement Programme in Madeira 

Dr Isabel Seifert, an anaesthetist at the Funchal Hospital Centre, gave a presentation on a quality 
improvement programme in the Autonomous Region of Madeira. Madeira is an archipelago in 
the Atlantic Ocean, about 1000 km distant from the Portuguese mainland and 500 km from the 
African coast.  
 
The regional health system in Madeira operates on the same principles as the national system: 
free treatment at the point of need, universality and equity. The regional capital is Funchal, 
which contains over 40% of the region’s population. The Funchal Hospital Centre is composed 
of two antiquated buildings, 4 km distant from each other, and a third building, the Hospital of 
Dr João de Almada, which is a centre for older people and long-term care.  
 
There were indications that there was scope for changes in practice in the hospital – it had no 
facilities for day surgery, 70% of births were by caesarean section, and there were 193 delayed 
discharges. There was no system of reviewing patient satisfaction with care received.  
 
In 1998 the Ministry of Health made it national policy that the health sector should implement 
continuous quality improvement, and as a result in 1999, a protocol was signed between the 
Portuguese Institute for Quality in Health (IQS) and the London-based King’s Fund Health 
Quality Service. In March 2002, a protocol was signed between the regional government of 
Madeira and IQS and the King’s Fund. 
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Preparations for taking this forward began in May 2002, with the appointment of a coordinator to 
lead the process and a steering group. An early necessity was the task of going through the 
King’s Fund process and adapting it to Madeira’s circumstances. An initial baseline assessment 
of compliance with the standards and criteria was carried out; and visits and self-assessment 
questionnaires contained in the manual were completed. All staff were involved in the process, 
and action plans to deal with areas showing non-compliance were drawn up, with the period for 
implementation due to end in April 2004. 
 
The intention was that a mock survey would be conducted by the hospital before assessors 
selected and trained by King’s Fund made the final peer review survey. Eight weeks later the 
final written report would be delivered.  
 
In October 2002, the first self-assessment was completed. There was total compliance with the 
standards for 24% of the criteria. Major areas of concern for risk management requiring priority 
intervention were identified. Quality assurance models, clinical audits, and continuing 
professional development to improve the quality of care all had to respond to changing health 
care needs. Experience suggested that the process had been rather bureaucratic and probably 
more work was needed to adapt the British model to the Madeira setting.  
 
Nonetheless, a change in attitudes and behaviours was urgent, and had to include listening to 
professionals, removing anonymity among professionals, a change from an oral to a written 
pattern of working, and giving greater importance to multidisciplinary team work and respect for 
patients’ needs and rights. 

3.6 Quality system development in South Tyrol 

Piera Poletti, a private consultant gave the presentation, prepared by herself and Paola Mambelli 
of the Department for Quality in Health Services of the Autonomous Province of Bolzano, South 
Tyrol.  
 
South Tyrol is on the border of Austria and Switzerland, with a population of 450 000. The 
responsibilities of the autonomous Province of Bolzano are to plan and evaluate the health 
system; the health services are managed by four local health authorities, each one serving a 
territorial area. Each local health authority manages all the services in the area: hospitals and 
community services, including home care services. Each local health authority is managed by a 
general director, supported by a medical director and an administrative director; a nursing 
director is also on the board, reporting to the general or medical director, according to the local 
system design. The services are organized in hospitals and community services, both managed 
by medical, nursing and administrative directors. Social services in the Province of Bolzano are 
run by municipalities and are coordinated with the health services. 
 
Since 1995, the autonomous Province of Bolzano has developed a programme for quality 
improvement in health services. Initially, this mainly involved releasing general directives to be 
followed. In 1996 a formalized programme started. The local health authorities were invited to 
establish a quality unit and to choose professionals to put in charge. It was also suggested that 
they have a person in charge of quality improvement in each unit or department. 
 
In order to guarantee a common background, a programme was set up, including: 
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• a project to improve patients’ admission to the medical and surgical units of all the seven 

provincial hospitals: the aim was to learn a common methodology for developing and 
implementing a project – a book describing the methodology, the instruments and the 
results, was published and distributed at the end of the programme; 

• a 10-day course for the people in charge of the quality improvement; groups on different 
projects were organized after the course. 

 
In the following years the programme continued with new activities: two working groups were 
established: the members of the first group were people in charge of quality units, the second 
group heads of customer service. 
 
The aims of the common work were to: 

• establish a repertory of projects developed all over the province; 

• coordinate activities, in order to facilitate mutual learning and networking for new projects; 

• develop projects of general interest, especially on the topics where different standards were 
used to assess, diagnose and treat; 

• carry out a survey on people’s satisfaction with health services; six different questionnaires 
were developed and applied, to benchmark the services across the all the provincial 
systems – in the past this was not possible because of the use of different instruments 
among the health authorities; 

• develop a “health service” charter prototype, to guarantee common information to people. 
 
Patients’ representatives and volunteers’ associations were also involved to: 

• identify factors in order to enhance quality of the services, especially to improve the 
patient–professional relationship; 

• collaborate in the services’ charter development; 

• draw up a “service-patients association” document, establishing the reciprocal relationship 
– when, who and how to consult, in addition to reciprocal duties and responsibilities. 

 
Professional associations were also involved, in order to survey projects developed by them and 
to increase possible areas of cooperation, so as to identify ways to improve health services from 
their point of view. 
 
The main characteristic of the programme is the “integrated approach” trying to include in a 
common pathway: 

• institutions 

• patients and volunteers’ associations 

• professionals. 
 
There was a brief discussion at the end of the session. The question was asked, in light of 
Madeira’s collaboration with a partner from another country, whether they and others had any 
advice to share. Commenting, Dr Seifert said that it had been difficult to adapt a model from 
another country, and she was unsure whether the priorities implicit in the model borrowed fully 
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matched the local circumstances. The South Tyrol representatives said that they had worked with 
partners from Barcelona and it had been very successful. 
 
A further question asked about the feedback from patients on services. Mrs Poletti said a 
conclusion from her work was that people needed good information to create a good relationship 
with service providers, which was the foundation of genuine satisfaction with services. 
Dr Tresserras said that often surveys indicated that patients were satisfied, but more focused 
discussion was helpful in uncovering specific problems. 
 

Key points 

• Policy analysis needs to look at quality and effectiveness; they are not alternatives. 

• Huge improvements can be made by involving partners in comparing services against 
standards and in working together to make progress. 

• Reliable information and evaluation are crucial to improvement. 

• Working with people from other countries can be extremely helpful, but must take into 
account differences in culture and capacity. 

4. Political and Administrative Decentralization 

Dr Birgit Weihrauch from North Rhine Westphalia acted as chair for the session and introduced it. 
 
She said that in many European countries a decentralization of political and administrative tasks 
had taken place in recent years. The European integration process was playing an important role. 
More and more powers in different policy areas are being transferred to the European Union. 
Simultaneously, regions within countries had been gaining in importance, and they, being closer 
to the public, bore a special responsibility for making the European integration process 
something that citizens can understand and experience for themselves. But even apart from the 
influence of the European Union, a number of European countries had already located major 
competences in health care at the level of their regions, Länder or provinces, in some cases for 
many years. Through increasing decentralization, this level is now gaining in importance across 
Europe as regards decisions and actions in the health policy field. 
 
She hoped that that the case studies would allow those present to exchange and discuss 
experiences with regard to:  

1. how to share competences/responsibilities in the field of health policy between the 
national, regional and local level; 

2. how to organize cooperation and agreement between the regional level and the relevant 
national and local levels in the field of health policy; 

3. how to shape and direct regional health policies; 

4. what are the specific concerns and needs of the population that the region has to address in 
developing its health policy; 

5. what specific objectives, initiatives, and programmes have been developed to deal with the 
specific concerns and needs of the population. 
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4.1 The Veneto Region Public Health Care Model 

Dr Filippo Palumbo, the Regional Director for Health and Social Planning, in the Department of 
Health of Veneto made the presentation. He explained that 2001 had seen a major change in the 
Italian constitution. Until then, the main responsibility had lain with the national government. 
But in 2001 as a result of a referendum the position had changed so that today the only task of 
the Italian State was to determine the so-called “LEA” – essential levels of care provision limited 
to civil and social rights (art. 117, comma 3, Constitution law). All issues concerning human 
health fell to the legislative powers of the twenty Italian regions. 
 
In the Veneto Region the institutional profile of the regional health care system was 
consequently modified as follows: 

a) at regional level, a permanent regional monitoring committee for social and health care 
planning was constituted, where the local municipalities are allowed to participate; 

b) at the level of local health care authorities the Conference of Mayors had been modified; 

c) at district level within each single local health care authority, a District Committee of 
Mayors had been constituted, summoned for the first time in March 2002. 

 
He said that the Veneto social and health care model is public and provides health care assistance 
to a population of 4.5 million inhabitants. It is characterized by: 

1. a multi-centred structure 

2. structural integration between local community and hospital services 

3. integration between social and health care. 
 
The territory of the Veneto is divided into 21 so-called “local health care units” with an average 
number of 215 500 residents per unit and two independent teaching hospitals linked to two 
university schools of medicine. 
 
The Regional Government has two Regional Ministers: one for health and the other for social 
services. Both have political responsibilities in managing the integration and implementation of 
the health and social system. The Department of Health and Social Services is responsible for 
technical and financial functions and for implementing health and social policies. It also 
coordinates the 21 local health units as well as two teaching hospitals. 

 
The regional government, consisting of 12 Ministers and the President of the Region, has the 
power to make regional laws including those on health and social issues, i.e. on: 

• setting up hospital networks 

• deciding the number of hospital beds 

• additional health care services provided to the citizens besides the Italian “LEA”.  
 
In defining its health policy, the Veneto region has to take into account the following: 

• increasing citizen’s expectations; 

• ageing of the population and consequent increase in service demand; 

• continuous cost increases resulting from scientific and technological innovation; 
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• restrictions imposed on public funding by commitments to keep in line with European 
Union stability treaties. 

 
The objectives of the new Regional Social and Health Care Plan are to: 

1. implement public health prevention and promotion programmes according to WHO 
strategies and policies by involving all related sectors in activities and creating partnerships 
with other institutional authorities (including local municipalities, the Department of 
Education, the productive sector and non-profit agencies); 

2. define the essential levels of health care provision for the Veneto Region; 

3. complete the reorganization of the regional hospital network, acting not only on the 
availability of inpatient beds, but also on the regional network and on district care issues; 

4. keep developing schemes for the rearrangement of the community-based social care 
network (the ageing of the population will require more and more social care and costs will 
rise accordingly); 

5. social and health integrative funds; 

6. re-orientation of the relationship between clients and professionals so as to restore a 
holistic vision of the human being, and practice in line with this; 

7. stress the leading role of the Region through training and educational activities; 

8. continue the creation of an information technology network connecting all Public Relations 
Offices and implementing a web site on health care in the Veneto Region that may be 
useful to the whole community. 

 
He indicated that the process of absorbing the reforms was not complete. Regions needed to see 
through the process of devolution and local restructuring, for instance of inpatient care, and 
specialist and pharmaceutical services. He added that there might have to be further 
constitutional adjustments at national level. In response to a question, he added that over time the 
existing differences between policies in different regions might grow greater, given their new 
autonomy. 

4.2 Health Care Systems in Transition in the Ústí nad Labem Region  

Dr Josef Richter said that the establishment of new health systems in the Czech Republic started 
in December 1998 with the programme of decentralization to the Regions under the National 
Environmental and Health Action Plan approved by the Czech Government. The National 
Environment and Health Board, chaired by the Minister of Health, started working in 1999 on 
the implementation of the plan at national and local levels.  
 
Short-term priorities for next two years are:  

• completing construction of a new effective system of public health and public health 
promotion; 

• preparation of a new educational system for public health staff – the new School of Public 
Health; 

• implementation of a policy for health; 
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• adoption of the conclusions of the European Union programme of Community action in the 

field of public health for 2003–2008, relating to improvements in information and 
knowledge for the development of public health; improved capability to respond rapidly 
and in a coordinated fashion to threats to health; and promoting health and preventing 
disease through addressing health determinants across all policies and activities. 

 
Above all, the main task for the next two years is to build up a new effective and flexible system 
of public health and public health protection. Therefore the Ministry of Health is to establish the 
new institutions: the Regional Public Health Office (Inspectorates) and the Regional Institute of 
Public Health.  
 
Although the health status of the Czech population improved considerably in the 1990s on some 
measures, the Czech Republic including Ústí and Ostrava Regions is among areas with a high 
Standardized Mortality Rate (SMR). The main contributors to this are cardiovascular diseases 
(about 50% of the total) and malignant neoplasms (about 35%). Studies indicate that cause 
mainly lies in the bad nutritional habits of the Czech population, particularly the consumption of 
fatty foods, combined with unhealthy lifestyles (including heavy smoking, excessive alcohol 
consumption and insufficient physical activity). To improve population health, increase the 
quality of life, increase life expectancy and decrease the SMR, many short-term and long-term 
actions and programmes will be needed. 
 
Actions to improve lifestyle, include: 

• explaining to the population that that it is also in the individual’s interest to care for his/her 
health; 

• teaching a healthy lifestyle; 

• developing strategies to tackle and prevent drug addiction and criminality; 

• implementing the principles of healthy nutrition; 

• winning the support of food producers and food shop operators for the production and 
promotion of healthy foods; 

• promoting breastfeeding; 

• monitoring food consumption in selected population groups (and minorities); 

• limiting availability of alcohol drinks, especially to younger people; 

• promoting non-smoking as a positive behavioural model; systematic anti-smoking 
education at schools and in the mass media; promoting smoking-free environments; 

• monitoring drug abuse among young people and providing information on drug hazards 
and on prevention and treatment methods to young people, their parents and teachers; 

• providing information on methods of stress control. 
 
Actions on population exposure to pollutants include: 

• using trend data to all the environmental impact on population health 

• developing new, sensitive chemical, biological and molecular analysis methods 

• promoting research activities with other regions. 
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Action in the field of health protection at work include: 

• guaranteeing accessibility and quality of occupational health care including control 
measures in the workplace; 

• ensuring greater responsibility among employers for the prevention of work-related health 
damage to employees; 

• underlining the responsibility of employers for occupational environment quality control; 

• initiating preparation and providing background data for the establishment of an accident 
system; 

• evaluating the relationship between the occupational environment and diseases developing 
after long exposure (cancer in the uranium mine); 

• providing appropriate pre- and postgraduate training. 
 
Dr Richter said that the basis for the new health care system emerged between 1991 and 1993. 
During this period, the Soviet-style health care system (the so-called Semashko model) was 
replaced with the central European pluralistic model based on mandatory insurance and a 
public/private mix for the provision of health care. The health care system in the Czech Republic 
became a contractual system with clear separation between financing and provision. Dismantling 
of monopoly arrangements and decentralization was introduced, especially for ambulatory 
services. The state guarantees health services mainly through the health offices of the regional 
and municipal authorities, headed by regional health officers (ministers).  
 
The network of the health care providers in the Ústí nad Labem Region consists of general 
practitioners for adults and for children and young people, primary health care gynaecologists, 
primary health care dentists/stomatologists, ambulatory specialists, both regional and municipal 
hospitals, other bed-care facilities, emergency and first-aid services, home care services and 
pharmacies, besides public health activities. 
 
Quality standards will be implemented, step-by-step, and an accreditation procedure is planned 
for all hospitals and health care facilities. This began in 1995 as a collaborative effort between 
the Ministry of Health, health insurance funds and the associations of hospitals and professional 
chambers. Decentralization has been a major feature of Czech health care reforms, but its 
implementation has not yet been completed. The preferred method of decentralizing health care 
provision has been through privatization. This has been achieved within various parts of the 
health care system. Privatization of hospitals has been delayed by lack of political and 
professional consensus about the aims of the process. 
 
He said that the health care system of the Czech Republic had undergone considerable and rapid 
change in the previous 10 years. The quality of care might well have been improved by the 
reform process, but the picture was not complete at the regional level. The most important issue 
for the coming period would be to solve problems systematically. This would require firm action 
to improve communication among health policy makers, health care providers, and other 
representative and with European Union partners and the RHN and WHO. 

4.3 The North-West England Health Investment Plan 

Peter Flynn from the North West Region of England spoke about developments in his region of 
the United Kingdom. He described the development of the region, which did not yet have an 
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elected authority, although there was a Regional Assembly with 70% of its members nominated 
by local government and the others drawn from the voluntary and private sectors.  
 
He said that the health care service is of great importance, and its quality will have an impact on 
the life expectancy, quality of life, and life chances of individuals. However, health care has an 
important but limited impact on improving the health of the population. 
 
The Investment for Health approach involves tackling the wider determinants of health 
outcomes, through broad based, interagency action. Under this approach, the aim is to create 
policies which successfully improve health, but which will also contribute to economic growth 
and reduce the demand for health care services. The region had been working on this idea for 
four years. 
 
He said that the great increase in spending on the National Health Service by the United 
Kingdom government was based on a policy that assumes: 

• a greater focus on prevention; 

• people increasingly being engaged in managing their health and their use of the health care 
system; 

• increased confidence in the health care system. 
 
The policy also recognizes that a significant proportion of avoidable ill health and death is the 
result of socioeconomic deprivation, and that programmes to reduce inequalities are cost 
effective interventions as well as socially beneficial. A plan involving a large number of 
government departments aimed at reducing inequalities is being adopted. The North West Health 
Investment Plan provides the link between action at national level, and the delivery of integrated 
programmes by local partnerships. These include the newly established NHS Primary Care 
Trusts – which would be responsible for providing and commissioning health care, but also for 
health policy – and Local Authorities and the business, voluntary and community sectors. 
 
The Health Investment Plan sets out priorities under four areas for delivering improved health 
and reducing inequalities: 
 
A. Tackling the wider determinants of health: 

– housing, transport, education, crime, environment; 

– priority urban and rural areas; 

– children and young people, disabled people, lower income older people, and black and 
minority ethnic groups; 

– settings, healthy schools and workplaces; 

– reducing deaths from coronary heart disease, cancer and mental health problems by 
reducing smoking, improving diet, and increasing physical activity. 

 
B. The contribution of the NHS as a major organization to wider regeneration and 

sustainability objectives in the North West. The NHS is the largest employer in the region, 
and will recruit to 50 000 jobs each year for the next five years. Its capital programmes, 
purchasing policy, environmental programmes and other actions all have a profound 
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impact on the regional and local economies, particularly in deprived areas. Priorities will 
include: 

– establishing the health and social care sector as a growth cluster in the Regional 
Economic Strategy; 

– specific programmes to increase NHS employment from deprived areas and vulnerable 
groups, link food procurement to rural regeneration, and increase the economic and 
social benefits to local communities of major capital infrastructure schemes. 

 
C. Including action to tackle inequalities in policies for the delivery of services by the NHS, 

to achieve of parity of access, quality, and outcome between groups and areas. 
 

D. Strengthening the primary care workforce, and improving facilities and premises, 
particularly in deprived areas. 

 
He said that the Health Investment Plan was due to be completed in December 2002. Its 
production was being steered and coordinated by the North West Health Group, which represents 
the Regional Assembly, the region’s Development Agency, the Government Office for the North 
West, the Directorate of Health and Social Care, and the three Strategic Health Authorities in the 
region. 

4.4 Political and Administrative Decentralization in the Västra Götaland region 

Hasse Andersson, the chair of the Public Health Committee in the region and the regional 
minister for Public Health, and Dr Göran Henriksson, its Senior Public Health Adviser and also 
the region’s focal point, shared this presentation from Sweden.  
 
Mr Andersson said that public health work faces serious challenges. Good health is a prerequisite 
if people are to live lives they find valuable. It is the mission of politicians and officials to make 
living conditions good and fair for people in their societies. Thus, “the Good Life” is about how 
societies are organized. It is important that schools, hospitals and health care centres are 
available for all – rich or poor, immigrant or native-born, old or young. In this way, he said that 
his region believed that it could build a society where people feel solidarity and responsibility for 
each other and can contribute to the development of the society on reasonably equal terms; as 
Dostoiyevsky wrote: “We are all responsible for all”. 
 
In the region there are 1.5 million people in 49 municipalities with a huge variation in people’s 
health and quite different conditions for public health work. The largest city is Gothenburg 
where large differences in health exist between different neighbourhoods. The region has big city 
problems as well as rural problems. It has “high tech” businesses and classical manufacturing 
industry, agriculture and small-scale enterprises. There are universities, some of them with an 
international reputation. 
 
The overall political targets for public health are to improve the health situation in the population 
and to decrease the inequality in health between different groups in society. These targets 
confront public health with tremendous challenges. He said that a fairly extensive and complex 
programme of work had started within different administrations and authorities to tackle this. It 
needed strong cooperation with the universities, and a good infrastructure with networks between 
the academic institutions, research and the practical fieldwork was being developed. 
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Public health work in the region is organized in part locally and in part at the regional level. The 
local part is decentralized to 12 Health Committees, whose responsibility it is to give support to 
local public health work in the municipalities and in the organizations active in the Committees’ 
areas. The Health Committees give financial support to the Public Health Secretaries working at 
the municipality level and to the Public Health Boards in the municipalities. 
 
Each of the 12 Health Committees is responsible for availability of health care, dental services 
and public health investments. This is carried out in collaboration with others including the 
municipalities, the regional social insurance office, the employment office, and NGOs. The 
Committees are fairly free to organize the health sector in their area according to what they find 
most effective. Public health is supposed to become integrated in the Committees’ work to be 
effective. 
 
The role at the centre in regional public health work is the responsibility of the Public Health 
Committee. It has two main tasks. The first is about cooperation between health services, the 
county administrative board and other authorities and to support and cooperate with regional 
NGOs, sports organizations and educational associations. The second is about collecting existing 
knowledge and spreading it so that it can be useful in fieldwork. It is also about giving support to 
public health research. This is where public health specialists are developing close cooperation 
with academic institutions. 
 
He said that the region had since its start-up in 1999 gone through a turbulent period of 
development. There had been an unstable political situation which had made it difficult to make 
purposeful investments in the public health area. The different cultures in the former county 
councils and Gothenburg had made effective collaboration difficult. There had been several 
unfortunate conflicts between local and central levels, both between politicians and between 
officials. But he thought these were teething problems.  
 
Since 2001 there had been a stable political situation, and the ruling social democrat-liberal 
coalition had obtained a new majority in the election two months previous to the conference. The 
coalition had succeeded in eliminating the budget deficit, a good starting point for the future, and 
was beginning to understand how to run a decentralized health care policy which is at the same 
time coordinated at the central level. 
 
Dr Henriksson said that three areas especially needed attention if political targets were to be met, 
and this required close collaboration with regional administrations and universities in the region: 
 
1. Resource allocation 
A fundamental question for management is how to secure an optimal mix of resources (time, 
staff and money) so that political targets are achieved most effectively. Answering that question 
requires knowledge of a number of areas, e.g. what are the needs of the population? How is 
“need” defined? Who is doing the defining? How can the effects of different interventions be 
measured? Which measures are to be used? Dr Henriksson said that there was a need to develop 
health economic methods which help in the allocation process, and to learn more about the 
integration of health promotion and disease prevention when allocating resources. 
 
2. Health information systems 
He also pointed to the lack of sufficient knowledge of the health of the population. More 
information was needed about indicators relevant for mapping how health determinants are 
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distributed in the region. Existing investigations and evaluations are often rough and give few 
opportunities to link the outcome with the interventions. Data are of little use for prioritization or 
planning and they are not good for evaluation and follow up. 
 
He said that new information systems were needed which take into account the political targets. 
They should be better at describing inequality in health, measuring dispersion and capturing 
trends over time. Better methods are needed to describe local area characteristics which affect 
the individual, including both aggregated data (e.g. the proportion who are poor or old) as well as 
more qualitative elements (such as the welfare services available, communications, the local 
availability of food shops). Methods of analysing data also need development. Multilevel 
analysis could be a more effective way of separating individual level factors from factors at the 
neighbourhood level. Better survey methods are also needed, especially how to create good 
quality support at the local level. 
 
3. Health care integration 
The third area he mentioned was the need to link different sectors. He said that the health care 
sector is an often overlooked resource in the public health work. In fact, both sectors offer 
benefits to the other. An important issue is how to take care of the “latent” knowledge among 
health care staff about the health situation in the local population. Another, which offers an 
important opportunity for development, is to create a foundation for applying a health promotion 
approach in the health care sector. He felt that there was also a need to be specific about methods 
of cooperation. He said that work had started with some primary health care units on the early 
detection of alcoholism and early detection of depression and suicide prevention. 
 
He said that a major part of the ongoing work with resource allocation is about following up and 
evaluating projects and interventions. A project had recently started aiming at integrating health 
promotion and disease prevention in the allocation of resources to health care and rehabilitation. 
They were also beginning a more systematic approach to evaluating what is done with the 
resources allocated to public health work in the region.  
 
He said that during November 2002 a new Public Health Database would be set up, accessible 
through their web site. This database would contain numerous health data at the municipal level. 
A survey was trying to evaluate in more detail the problems of non-participation and new 
approaches would be tried to increase the participation rates even from “difficult” groups such as 
people living in old people’s homes. 
 
He concluded, saying that during the next few years work would be undertaken on how to 
perform a population survey across the entire region and with cooperation of local public health 
workers, and that the region is also part of a national project aiming at developing a measure of 
mental health among youth. 

4.5 Developing a drug strategy in Szabolcs-Szatmár-Bereg County  

Dr Marianna Pénzes gave a present on the process of developing and implementing a drug 
strategy in Hungary and especially in Szabolcs-Szatmár-Bereg county. She said that central and 
eastern European countries had had a tradition of centralization, which had produced benefits, 
but also problems. Among the latter was that the level where decisions were taken and the level 
where the problems existed was great and therefore it was impossible to take enough account of 
local needs and demands. Because of lack of real knowledge this system couldn’t use the local 



EUR/03/5044175 
page 26 
 
 
 
resources especially human resources in an effective manner. As a result, a new system had been 
developed to improve local participation and democracy. Among the reasons was European 
Union health policy, and especially the special conditions relating to accession. 
 
She said that tackling drug problems is an important element in the new public health 
programme of the European Union and is included in every strand of this new EU public health 
policy – in information, rapid responses to health threats, and health determinants. 
 
The Government of the Hungary had approved the draft National Strategy to Combat the Drug 
Problem in July, 2000, and the Parliament had adopted it. It sets out a drug strategy based on a 
multidisciplinary approach, and places the emphasis on preventing drug use, a balanced 
reduction of both supply and demand, raising public awareness of the need to combat drug use 
and joint responsibility, joint action, and problem management. 
 
The government approved the first draft of the National Strategy on 22 February 2000, and then 
submitted it for public consultation. A series of public discussions were held and a total of 1054 
public agencies, church organizations, NGOs, and institutions were invited to participate. The 
outcomes of the discussions were incorporated into the final document. She said that from the 
beginning of development and implementation of the strategy there had been a strong emphasis 
on including key players from the local level.  
 
She said that competencies and responsibilities are well defined and the structures for planning, 
coordination, implementation and evaluation have been developed.  
 
The Coordination Committee on Drug Affairs is responsible for controlling the implementation 
of the National Strategy, coordinating the operations of individual ministries and public 
institutions, and for bringing together the views of the different sectors. The Committee is 
required to present an annual report to the government on the Hungarian drug situation and to 
assess the implementation of the National Strategy. In summary, its role is coordination at the 
political level between the different departments and to ensure that Hungary meets its obligations 
under international conventions.  
 
Experts will have to develop professional methods of managing the drug problem and they will 
be responsible for expanding existing programmes. The working groups of the Coordination 
Committee on Drug Affairs will encourage the achievement of this objective. 
 
The local Drug Coordination Forum plays an important role as an implementation tool. The 
annual reports of these bodies are summarized by the Coordination Secretariat reporting to the 
Coordination Committee on Drug Affairs. The Committee evaluates the implementation of the 
National Strategy annually, and prepares a report for the Government and Parliament.  
 
The local community is able to deal with the drug problem at the most direct level, through 
mobilization of local resources: families, communities, voluntary organizations, churches and the 
relevant supportive and other communal institutions. The engine of the drug policy in the local 
community is the Coordination Forum on Drug Affairs, which is responsible for coordinating 
local measures and initiatives and creating a forum for the institutions functioning in the locality 
in parallel with the national objectives. This Forum is an important part of the chain, which 
guarantees the translation of strategic ideas into action. This structure relies strongly on principle 
of subsidiary.  
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The local Coordination Forums on Drug Affairs are also very important. The local public, 
municipal, voluntary and church organizations will be represented in these committees: the 
bodies dealing with prevention and treatment as well as the local offices of the State Public 
Health Service, organizations concerned with community development, child welfare services 
and the justice system, prisons, and police and the specialized agencies of the municipality. 
These committees with 8–10 members will collect the information related to the local drug 
problem, monitor changes, determine the most important risk groups, define the targets for 
communal prevention, the possibilities of treatment, and keep records of the prevention, 
community development and treatment services. They are to ensure availability of information 
concerning local services to members of the local community. Annually, they will draw up a 
plan on local tasks in line with the objectives of the National Strategy and, at the end of the year, 
draw up a report on the work done. The report will be made available to the members of the local 
community and forwarded to the Coordination Committee on Drug Affairs, to enable them to 
draw up the country report. 
 
The financial background to implementing the National Drug Strategy is well defined. Besides 
specially allocated funds, the programme is based on municipal resources and sponsorship. 
 
In response to a question, Dr Pénzes said that the strategy had also drawn in the involvement of 
teachers and industry on a continuing basis.  

4.6 A Quality Initiative in the unique circumstances of Northern Israel 

Dr Michal Cohen-Dar made the presentation, which had been prepared in collaboration with 
Dr Liora Ore and Dr Alex Levental. 
 
She said that the Northern Region of Israel is spread over 4500 square kilometres and is 
populated by 1.2 million residents, approximately half non-Jewish. It includes 435 settlements in 
97 local authorities (15 cities, 15 regional councils and 67 local councils). The region has five 
districts: Acre, Izra’el, Kinneret, Nazareth and Zefat. The districts are responsible for providing 
preventive health services in maternal and child health centres and school health services, 
whereas the regional level maintains supervision and quality assurance. 
 
She said that as the Director of the Northern Region in the Ministry of Health, she was a member 
of the special committee composed of the Directors-General of the various ministries on areas 
such as the Bedouin population and the settlements near the confrontation border with Lebanon, 
and a member of committee to reduce the gap in health services. Together with all other 
Northern Regional officers of the different ministries she was working to promote various 
projects in the region. 
 
In the region there are one psychiatric and seven general hospitals. In the latter part of the year 
2000, the Northern Health Region initiated a forum for quality assurance with the hospitals. One 
of the forum activities includes nominations of three improvement teams for issues concerning 
the hospitals such as preventing cross infections; the patient discharge process; and patient 
medical treatment. 
 
The environmental health department in the regional health office is involved in many different 
issues at the interface between environment and health, like business licensing, supervision of 
the quality of drinking-water, and development of sewage plans. 
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Public health services in Israel are provided in seven regions, which have functional autonomy 
and are actually the “mini” Ministry of Health in the region. It is a motivating and coordinating 
authority among different population health groups. The unique geopolitical location of the 
northern region since the evacuation of Israeli Defence Forces out of south Lebanon in June 
2000 revealed special health needs, especially in times of emergency. It demanded special 
coordination and preparation of the health services in the region with the community. 
 
The region’s role as coordinator of the health services in times of emergency created a unique 
opportunity to create a quality assurance forum, including hospital and community health 
services, that also deals with other issues concerning community services in everyday life as 
well. 
 
Her presentation focused on the steps that have been taken by the forum during the 
implementation of a European Foundation of Quality Management (EFQM) programme. He said 
that such activity is almost impossible at the national level. She described two projects, one 
involving the Environmental Health Department, the other hospital emergency rooms. 
 
In the first case, the main objectives were improving service and supervision quality, and 
increasing awareness among the staff about the possibility of improving cooperation between the 
different authorities in the region and districts (and also to provide a model for the other 
departments). 
 
She said that so far the process had included a regional annual conference day for all the 
managers and employees of the department, emphasizing the Excellence Model, to get some 
practical experience, training 13 facilitators and agreeing the final design of the exercise. 
 
In the case of emergency rooms in eight of the regional hospitals, the main goals were to upgrade 
the quality assurance process in each of the hospitals, to build the basis for cooperation among 
all eight hospitals in the district, and to progress and improve in all hospitals, as well as share 
learning and benchmark information among the participating institutions. She said that the 
emergency rooms – actually walk-in clinics – were chosen because they make the first and most 
important contact with the community.  
 
She said that the initial steps in this project had included a presentation of the Excellence model 
by the quality and excellence department manager to the quality assurance teams of the northern 
district hospitals and the health ministry department forum, and a decision by the forum’s 
steering committee to adapt the Excellence Model to a multiple hospital format. This was 
followed by presentations of the EFQM model to hospitals and the health ministry department 
conference, and to hospitals and emergency rooms managers in a two-day conference. There had 
also been consultations with management consultants on a specific programme to adopt the 
model.  
 
She concluded by saying that a presentation on the background that led the Northern District to 
implement the European Foundation of Quality Management (EFQM) system was included as a 
part of the global annual planning process aimed at improving health services in support of a 
healthy community. 
 
In reply to questions at the end of her presentation, Dr Cohen-Dar said that no new hospitals 
were likely to be built in her region, as the focus was on improvement rather than expansion and 
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that Israeli regions had considerable independence from the centre and each other in terms of 
their own development. 
 
Rounding off the session Dr Weihrauch observed that there were considerable differences in the 
regions that had been described and in the competences they held. She noted, however, a definite 
trend in their development towards greater autonomy. The question she raised was how to ensure 
that activity between the different levels – national/regional/local – is to be coordinated, which 
she said in her own region was managed through a comprehensive network of committees. This, 
she said, is an important issue that each country would need to resolve. 

5. Cross-European Cooperation 

Dr Luigi Bertinato from the Veneto region introduced the second session of case studies. He said 
that the process of political decentralization in Europe from the national level to the regions was 
occurring at the same time as an important enlargement of the European Union. Cross-European 
cooperation is no longer an isolated experience, whether at national and regional level, but is 
becoming a necessity in many sectors of the European Union. He observed that 25% of 
European countries have a population below 5 million inhabitants, which corresponds to many of 
the average sized European regions.  
 
Regional health care systems are confronted more and more with European health challenges: 
free circulation of patients and health workers, European common emergency numbers, 
migration of retired persons from north to south Europe (creating an enormous impact in 
hospitals in tourist areas), and outbreaks such as BSE and foot and mouth disease. Regions are in 
the front line and must take a role in developing solutions in providing health care assistance and 
services to all Europeans. 
 
He said that the purpose of the session was to present three case studies raising issues related to 
transborder cooperation on health in very different sets of circumstances: 

• between regions within the European Union  

• between candidate countries for European Union membership and the European Union 

• between a region of a candidate country and regions elsewhere in Europe – and beyond. 
 
He thought it would be interesting to learn from the case studies the experience in each instance, 
the different rules and regulations they adopted, the political and cultural reasons that facilitated 
agreements between regions on transborder health projects. He further thought it important to 
discover whether the health issue chosen for the transborder cooperation was based on 
epidemiological considerations or on other reasons. What might result is a list of important 
points to be considered for replicating the experience in other European regions.  

5.1 Transborder cooperation within the EU – a case study from NRW 

Dr Birgit Weihrauch, from the Ministry for Women, Youth, Family and Health in North Rhine-
Westphalia said that the European integration process, which had in the past primarily focused 
on the economy and developing a common market, was now focusing increasingly on social and 
health policies, such as citizens’ rights. She said that, as previously, a harmonization of the 
health systems remains explicitly ruled out, but there was a recognized needed for more 
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convergence, cooperation and transparency across health systems. Furthermore the increasing 
mobility of the people in Europe required ever greater attention to issues of cross-border health 
care provision. This applied to different groups, as for example patients travelling abroad and 
people who had taken up long-term residence in another country, and to issues such as the 
quicker availability of services in another country, for example shorter waiting times or easier 
access to health care provision for people living in border regions. 
 
She said that North Rhine-Westphalia borders on the Netherlands and Belgium and looks back 
on a long tradition of cooperation and also to significant experience in cross-border health care 
provision. For people living in the so-called “Euregios”, the European integration process had 
become a part of everyday life, so that the Euregios in some way were serving as “practice 
laboratories” where new models of cooperation in cross-border health care are tested and 
translated into reality. 
 
The four Euregios in which North Rhine-Westphalian municipalities are involved have a total 
population of more than 10 million people. She said that though the Euregios were set up on the 
basis of different legal foundations (agreements governed by public or private law), they had 
adopted a largely uniform structure or organization - consisting of the board, Euregio-Council, 
coordination office/branches and committees. 
 
Those bearing major responsibilities in the administrative sector, the service providers and 
financing institutions had been working together for many years with relevant partners to come 
to an agreement on health policy issues and to allow cross-border health care provision for their 
citizens. The objectives are above all: 

• for citizens, to reduce long distances and waiting times and to provide health care of the 
best possible quality in their locality; 

• for the health care system as a whole, to achieve a more efficient use of resources through 
joint planning and service utilization. 

 
In this respect remarkable projects had been initiated which take the above-mentioned objectives 
into account and show innovative methods. They included a broad range of cross-border health 
care projects and projects for cross-border training and further training for doctors, and projects 
related to health information, epidemiological analysis, health monitoring, health promotion and 
cross-border drug prevention work. 
 
As to the legal foundations, she said that the social insurance sector in Europe is still determined 
by national law. In the case of people working abroad, treatment during temporary stays abroad 
and for commuters crossing national borders, national law and/or intergovernmental health 
insurance legislation govern claims for medical treatment. To facilitate administrative 
procedures, bilateral agreements (e.g. between health insurances) were often concluded in the 
past. Under the European Union’s Interreg III Programme among other things efforts would be 
made further to simplify administrative procedures, and also to give greater transparency and 
more information. 
 
Her region, she said, had adopted a systematic approach to evaluating the findings and 
experiences of cross-border cooperation and wanted through this to facilitate transferring the 
benefits into Europe-wide health policy developments and above all to the newly created border 
regions that will result from EU enlargement.  
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Her presentation prompted a number of questions from the audience. One related to the danger 
of capacity growing or shrinking in border regions in an unplanned way. She felt that this was 
unlikely to happen; people would still prefer to use their own national systems where possible. 
Cross-border use would be governed by local agreements. The possible effects on training and 
the interrelation between local agreements and decisions of the European Court of Justice were 
also raised.  
 
Michael Hübel took the opportunity to clarify the present very complicated range of 
developments at the European level. He drew a distinction between planned treatments out of 
one’s own area – such as travelling under an intergovernmental agreement to secure a shorter 
wait for elective treatment – and unplanned treatment – such as that prompted by an accident 
while on holiday. He went on to note a number of different strands of discussions: the 
international reciprocal agreements for treating people who needed care dating from 1971 and 
discussions in the Commission on this, the case law arising from decisions in the European Court 
of Justice, European Union collaboration with the Euregios, action by health ministers to set 
policy in areas where there was at present uncertainty, issues relating to enlargement of the 
Union and finally the implementation of the new European Union public health programme.  

5.2 Cooperation between EU and candidate countries in planning human 
resources 

D Zilvinas Padaiga, from the Kaunas University of Medicine, gave the presentation prepared by 
Professor Vilius Grabauskas and himself on behalf of Kaunas county. He said that, while there 
had already been successful cooperation involving his own country in, for example, the field of 
occupational health, planning and HIV services, in general the candidate countries seeking entry 
to the European Union (EU) faced several challenges. A major one related to planning health 
human resources in coming years, especially in the area of training physicians. Even though an 
important component of health care sector reform, planning of physician resources had not been 
a high priority over the last decade in all the candidate countries. 
 
Numbers of physicians in candidate countries in the year 2000 varied from 18 per 10 000 
population in Romania up to 38 per 10 000 in Lithuania, the EU average being nearly 39. Taking 
into account the current shortage of physicians in the Nordic countries, the absence of 
unemployment among physicians in the candidate countries (except Bulgaria) and the up to  
10-fold difference in salaries between the EU and the candidate countries, it was possible that 
migration of physicians might increase after accession, producing severe shortages in some 
candidate countries. This might result in problems with the provision of health care services, 
especially due to maldistribution of physicians, with the largest shortages in rural areas.  
 
A survey of physicians and medical residents carried out in Lithuania during 2001 looking at 
possible migration indicated that 61% of medical residents and 26% of physicians were planning 
to move to the EU or other countries. It was a definite decision of 15% of medical residents and 
5% of physicians. For medical residents, a previous visit abroad for professional reasons 
increased the risk of migration. In the case of physicians, age was the factor that increased the 
risk, and having friends abroad increased that risk by more than three times. The survey also 
showed that physicians and medical residents would especially choose to go to the Nordic 
countries.  
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The long training cycle, a significantly reduced enrolment at medical faculties, a relatively high 
student dropout rate from medical studies, the large percentage of female physicians, and the 
large number of physicians who have reached retirement age all point to an expectation that the 
number of physicians in Lithuania as well as in other candidate countries might decrease in the 
next 10–15 years. On top of this, a substantial number of physicians planning to move abroad 
after accession indicates that the impact on physicians in candidate countries after accession to 
the EU might be significant. Immigration from other EU countries is unlikely, with a more likely 
source of physicians being from less developed former Soviet countries. 
 
Dr Padaiga concluded that the current absence of planning based on projections of long-term 
needs should prompt coordinated action between the EU and candidate countries. Specific action 
in this area might include drafting and implementing a sustainable and consistent policy 
coordinating demand-based training of human resources for the health sector. This should be a 
part of overall cooperation in the health sector with standards set for education and health 
services. Medical schools, research institutions, professional associations, ministries of health 
and education should be included in this process.  
 
The presentation provoked a number of questions. The importance of the number of doctors in a 
health system was questioned, and the suggestion made that nurse numbers might be more 
important. Dr Padaiga acknowledged that the link between medical workforce levels and life 
expectancy was not clear, and said that Lithuania was trying to extend the role of other 
professions and of health promotion. The introduction of a European medical curriculum was 
suggested. An initiative in North-West England to make the medical profession more open to 
less privileged groups in society was mentioned. Dr Padaiga observed that the question of levels 
of recruitment to the profession had probably been too long delayed. In Lithuania, he said, 
doctors were not a highly paid elite, but he stressed again that the advantages that he had noted in 
his presentation did raise the concern that they might be attracted to move to other countries.  

5.3 International collaboration in Bács-Kiskun County 

Dr Károly Lehoczki spoke about projects in town-twinning and hospital collaboration in the 
Bács-Kiskun County. He said that Bács-Kiskun County is located at the centre of Hungary, 
between the Danube and Tisza rivers, and stretches from Budapest in the north to the border of 
Serbia and Montenegro in the south.  
 
He said that the land is flat in this county, which influences settlement structures and work 
patterns. Most of the people are agricultural workers. There are 17 towns in the region but many 
of them are simply enlarged villages, not real towns, and in his view the number of true towns is 
only six. There are 102 villages, accounting for not more than 38% of the population of the 
county. 
 
Besides Hungarians, he said that the main nationalities in Bács-Kiskun were Germans, Slovaks 
and Southern Slavs and this determined the principal international contacts of the county. 
 
Traditionally, he said, cooperation had been mainly cultural, but recently it had included 
economic and health care collaboration. Towns are more active in collaboration than villages. 
Towns made more than half of the international contacts – 64 or 51%. All but one of the towns 
had twins and some of them had several. Among villages, 39% had at least one foreign partner. 
There was a wide range of partner countries, 18 in all, though four countries accounted for 72% 
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of the collaboration, three of them bordering Hungary, while with the fourth, Germany, there 
was a historical friendship. 
 
In retrospect, he said that most of the existing contacts were established after the change of 
regime in the 1990s. The number established earlier was not very important, in that most had 
ended. 
 
Within the health care field, Dr Lehoczki had examined inter-hospital cooperation and that 
regarding scientific activity, namely international conference participation, scholarship and the 
like, involving hospital physicians and medical workers. Among five civilian hospitals in the 
county, two hospitals had three foreign partners. Their cooperation was linked to health policy 
and scientific partnership. 
 
Looking at participation in professional events during 2001–2002, he had found that 189 hospital 
physicians took part in 151 events in 35 countries representing 25 specialized areas of medicine. 
Other medical workers’ participation in international scientific events was not as frequent as 
physicians’. There were 32 medical workers who participated in 16 scientific events in 12 
countries, representing 8 specialist areas of medicine. He said that while physicians from the 
county worked mostly with European partners, sometimes collaboration stretched as far as 
Brazil, Japan and the United States. 
 
The representation of specialist areas of medicine varied widely. It is interesting to note that 
among the main areas represented only one is a “big” specialist area, namely internal medicine. 
The other areas are onco-radiology, dermatology and psychiatry. 
 
He had found that workers from the Central County Hospital participated in events more 
frequently than those from the Municipal Hospitals. Moreover, from the Central County Hospital 
sometimes more than one person would attend events, whereas only a single representative 
might attend from Municipal Hospitals. 
 
The presentation provoked several questions. Concern was expressed that as collaboration was 
largely limited to the towns, the doctors and the larger hospitals, inequality in the region might 
increase, and the question was also raised as to whether international contacts necessarily 
promoted the ideas most useful to solving problems in Hungary. A third question related to 
whether other professions had links. Dr Lehoczki said that it was difficult for him to speculate 
beyond the findings of his survey; he thought that some international influences, such as the 
pharmaceutical companies, might be difficult to research. A final point was a suggestion that 
collaboration had to go much further than had historically occurred, and had to involve sharing 
ideas on economic regeneration. 

5.4 Developments in Sunik 

Dr Bertinato also introduced Mrs Zhasmen Stepanyan, who spoke about the situation in her own 
home region in Armenia. She regretted the fact that her slides and video presentation had gone 
astray with her luggage, but welcomed the opportunity to address the conference.  
 
She said that her region had a population of about 300 000 people, about 99% of whom were 
Armenians. It represented about 4% of the population. Most of the capacity was in the capital. 
The towns in the region were large modern villages. She said that throughout history, Armenia 
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had shown itself a progressive country; it had been early in accepting Christianity, the 
communist revolution, and now decentralization and globalization.  
 
Her country had a number of major problems; especially as health workers received low salaries. 
She said that previously rural communities had not had access to specialist care, only to primary 
care, and they had to pay.  
 
The region had six hospitals, and the ambulance service was linked to the hospitals to ensure that 
skill levels were maintained. There were six polyclinics, three dispensaries and a mental health 
dispensary. There was also a venereal diseases dispensary. 
 
Drug abuse was now a problem, and they were training a psychiatrist to improve matters. There 
was a tuberculosis dispensary, which needed investment, and the WHO was providing support, 
especially for tuberculosis. 
 
There had been successful changes. Doctors had been sent to train in the European Union and the 
United States of America. Funding found by the Molybdenum Company, the government and the 
Armenian diaspora had helped improve cardiac surgery.  
 
She said that the country was now at the second stage. Secondary care professionals were being 
concentrated in hospitals and family doctors were being given special training to take on whole 
areas of medicine. There was some concern whether these new doctors would respect the legal 
rights of patients; the legal base to protect these rights is weak.  
 
She said that perhaps there should be greater emphasis on health protection and disease 
prevention. Breast cancer was the biggest cause of death. Many men moved away looking for 
work.  
 
All hospitals and polyclinics are independent. The opportunity exists to send doctors and nurses 
abroad for additional training to Germany, the United Kingdom, the United States and other 
parts of Europe. 
 
The government budget for health organizations was not enough; salaries were 8–9 months in 
arrears. This was a reason why the state wanted to decentralize services. Fortunately, she said, 
Sunik was in a better state than some other regions.  
 
Commenting, Dr Bertinato said that he hoped that the Network could offer real help. Dr Padaiga 
said that he recognized many of the problems that Mrs Stepanyan had raised. He said that they 
had been present in Lithuania also, and that the Network had offered great assistance in resolving 
them.  
 
Dr Morosetti from South Tyrol also offered a comment based on local experience of cross-
border cooperation. She said that South Tyrol is 65% German-speaking and since 1980 the 
region has been free to send patients to Austria for treatment. There is no university hospital in 
South Tyrol, and the region can secure university-based services – for example treatment for 
drug and alcohol addiction or services for children with congenital or chronic conditions – from 
Innsbruck, or other parts of Europe. A prescription is needed to authorize seeking care of this 
sort. She also added an example of a further sort of exchange, that involving nurses from her 
region and from Romania.  
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Dr Bertinato thanked the speakers and drew the session to a close. 
 
(The following paper was prepared by Dr Jacek Czapla but it was not presented due to the last 
minute non-availability of Dr Czapla.) 

5.5 Regional health issues in the Silesia region 

There are a number of health issues deserving attention in formulating public health policy in 
Silesia and in preparing for accession to the European Union. Silesia covers 3.9% of the area of 
Poland but, with 4.8 million people, accounts for 12.5% of the population. Although its income 
is higher than the average for the country, it still faces serious economic problems, such as 
unemployment, a fiscal crisis, and a widening of the income gap. Its population growth is the 
lowest in Poland, and the future effect of this demographic situation will be an increase in the 
elderly population and is diseases related to old age. 
 
The most important causes of death are diseases of the circulatory systems, cancer and accidents. 
The most reliable health indicators, those for infant mortality and life expectancy, are lower than 
generally for Poland but the differences are narrowing, although the health care system suffers 
from a lack of investment and insufficient funds for normal operations. 
 
In order to improve the standard of health care, the regional authorities have developed a number 
of health-related activities, especially in the area of public health programmes, including 
emergency facilities, which are the crucial part of the system. 
 
The region will have to tackle the range of challenges facing the health system and membership 
of the Network will help it develop cross-border regional cooperation and exchange experience 
and knowledge with other members, which will allow it to accelerate the pace of health 
improvement in the region. 

6. Connecting Policy to Practice  

Professor Morton Warner, the focal point from Wales introduced the final session of 
presentations. He said that it was widely accepted across Europe and beyond that the gap 
between policy initiatives and actual implementation in practice is often very wide. If those 
initiatives are of a national or indeed international level, then it is regional authorities which 
must play a major role in ensuring that they have a favourable impact on their populations. If, on 
the other hand, the regions themselves are the initiators, there are still intermediary authorities 
and institutions that must be managed in such a way that the impact is felt. 
 
He said that each European country had its own structures at national, regional and local level. 
Too often there were gaps in these structures. There was a need both to link the levels and make 
sure that there was a good fit between organizations working at each level. The need was to 
avoid gaps, duplications and overlaps, so that there was a mature relationship where 
organizations worked confidently and comfortably together both sideways and up and down the 
levels. He hoped that the case studies would show how this might be achieved. 
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6.1 Community Health Plans as a context for participation in local decisions 

in Emilia Romagna 

Dr Maria Augusta Nicoli from the region gave the presentation. She asked a basic question about 
the session theme – connecting policy to practice. Is it simply a matter of implementing, 
spreading or transferring an innovation? Her answer was no. Since there is very often a 
difference in culture and understanding between the centre and local communities, transfer has to 
be recognized as a process of translating and transforming the change to match local 
circumstances.  
 
Making reference to the new legal framework in Italy, she said that it is a requirement that 
municipalities play a core role in planning and monitoring the activities of Health Units, that 
Local Health Conferences coordinate and define health policy, and that the municipalities 
promote and carry out the projects of the community health planning with Health Units and the 
community.  
 
The Community Health Plan (CHP) is an action plan covering several years, worked out and 
implemented by a number of social actors coordinated by the local government, aimed at 
improving population health also through the improvement of health services. 
 
She noted how the Community Health Plans offered a public space for developing a sense of 
closer community, a space for discussing and sharing the solution of problems specific to an 
area. The Plans allowed planning at the local level, with the municipality as a director of the 
planning action, and bringing together a number of social actors. The task involved five steps:  

1. Identifying problems 

2. Selecting priorities 

3. Working up the health plan  

4. Implementing the plan 

5. Monitoring and evaluating. 
 
The process also presented a cultural challenge: how to achieve collective decisions through a 
process of consensus based on trust; the local community had to take on the role of a social actor. 
The solutions had to emerge from the local circumstances.  
 
She gave examples of the different approaches taken in different parts of Emilia Romagna to 
develop the plans. The process had differed but each had blended professional, technical advice 
with public involvement. 
 
She gave an analysis of the priorities that had emerged. Between 6 and 10 local health units had 
chosen to tackle lifestyle issues, security, diseases and problems requiring an intersectoral 
approach. Fewer had selected environmental issues, but more than 10 had decided to tackle 
specific groups in the population with particular problems. 
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6.2 Collaboration between social actors as a key to supporting change for 
individuals in Östergötland 

Matti Leijon, a Public Health Officer from the County Council of Östergötland in Sweden, gave 
this presentation. He said that people in modern-day society have become less and less 
physically active, which has well documented negative consequences for health and well-being. 
On the World Health Day in 2002, WHO proclaimed that noncommunicable diseases have 
become a worldwide epidemic and estimated that by 2020 noncommunicable diseases will cause 
over 70% of the global burden of disease.  
 
The health problems that result are large and their consequences serious. One way of 
counteracting this can be found in broad public health work where a number of different actors 
together take on collective responsibility. Schools can take on part of the responsibility for 
children and young people, workplaces for their employees, and municipalities for their 
inhabitants. The health care system, through its authority and knowledge, can support people to 
get out of the vicious circle of a negative lifestyle. 
 
In Östergötland, a regional public health programme for the period 2001–2010 has been 
produced through a joint process during a two and a half-year period. All of the 13 municipalities 
and the County Council have adopted the programme and with that have established the political 
guiding principles for the region’s work towards better health. The significance of the local 
public health work and collaboration between different actors are pointed out in the programme, 
which is based upon the WHO’s goals as formulated in HEALTH21 and the European Union’s 
health strategy.  
 
He said that “Sweden on the move – 2001” had been a national programme and was 
commissioned by the government. It was the start of a long term-strategy of change with the aim 
of promoting health and preventing disease through increased physical activity. 
 
Policy programmes on different levels provide important support for decision-makers, as well as 
for those actually carrying out the work. This becomes clear if a closer study of a tangible 
example is made, such as “Exercise on prescription” where most of the actors have been active 
in the work of the public health programme. 
 
“Exercise on prescription” is an approach that is gaining strength in Östergötland. The work is 
based upon collaboration between the health care system on the one hand and those performing 
the work in organizations and associations on the other. Even the municipality, which provides 
local prerequisites in the form of, among other things, premises and recreation areas, is an 
important actor. 
 
The main focus at the moment is on methods for implementing promotion of a healthy lifestyle 
(i.e. physical activity) in the primary care setting. The number of general practitioner units 
writing prescriptions/referrals for physical activity has more than quadrupled during the last year. 
In May 2002, 26 of 41 general practitioner units worked with the “Exercise on prescription” 
scheme. The approach is now being extended to include both occupational health and hospital 
clinics. 
 
This example shows that collaboration between social actors is a key element in supporting 
change for individuals. 
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6.3 The CINDI “Quit and Win” campaign and its implementation in the 

Varna region 

Professor Stoyanka Popova gave this paper on behalf of herself and Yulia Vitlianova. She said 
that during the previous 15 years smoking in Bulgaria had assumed frightening proportions. It 
continues to spread among women. The proportion of women smokers has increased from 16% 
in 1986 to 23.8% in 1996 and has reached 29.8% in 2001. Moreover, every second man is a 
smoker (49% in1986 and 51.7% in 2001). 
 
Among young people in the age group 15–24, the percentage of smokers has grown from 38.8% 
in 1996 to 41.3%. Three quarters of young smokers smoke every day. Smoking is most common 
among people aged 25–44. Of them, 58.5% are smokers. The intensity of smoking has grown, 
too. The proportion of people smoking 20 and more cigarettes a day is biggest among people 
aged 25–44 (7.8%). 
 
Smoking is a serious problem for Bulgaria. Its solution demands the immediate efforts of the 
whole society. In 2000, the Ministry of Health of Bulgaria supported the proposal of the CINDI 
Programme to broaden the “Quit and Win” anti-smoking campaign at the national level and 
decided to implement it in Bulgaria. 
 
In the Varna region, the campaign was launched for the first time in May 2002. Its goal is to 
assist smokers who had already taken the decision to quit and to challenge those who in doubt as 
to whether to continue smoking by providing incentives for them to give up their harmful habit. 
 
Every smoker who is 18 or older and who had been smoking for at least one year was entitled to 
participate. The participants were required to abstain from smoking during the campaign (2–29 
May). A lottery was held and those selected were subjected to a compulsory biological test to 
verify their claim that they have not smoked during the campaign.  
 
Campaign activities in Varna region included setting up a local committee for the campaign, 
charged with planning, organizing and carrying it out; information and educational activities 
involving the population; media involvement; engagement of the Municipality of Varna as a 
partner; and engagement of sponsors. The results from the May 2000 “Quit and Win” campaign 
in the Varna region were as follows.  
 
Mainly young people enrolled in the campaign and most were heavy smokers. This fact suggests 
a positive trend in the health-related behaviour of the population. The greater part of the 
participants in the campaign consisted of long-time smokers (over 20 years). In all, 359 people 
were registered, 177 men and 182 women. Of the total, 75.9% were below 45, the biggest group 
for both sexes being people aged 25–34.  
 
While 81% of the men who participated in the campaign were heavy smokers, smoking more 
than 15 cigarettes a day, for women, this percentage was only 54.7%, and 37.5% of the men had 
practiced the harmful habit for more than 20 years, against only 20% of the women. 
 
For 22% of the smokers, this campaign was their first attempt to quit smoking, and the same 
percentage had tried more than three times to quit. The majority (54.6%) of the participants had 
made one or two attempts in the past. The percentage was much higher for the women. 
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It seemed that the campaign message mainly reached the people with higher education. The 
greater part (63%) of the participants had had a higher education (over 13 years of education). 
There were no participants with less than nine years of education. 
 
In June 2001, immediately after the end of the campaign, 35 % representative samples for each 
age group were formed. The members of the groups were interviewed about the effects of 
smoking personally and by phone. The results were as follows: 62% of the interviewed had 
intended to stop smoking completely, a quarter to reduce smoking, and 13% to quit smoking for 
one month. No differences between the sexes were observed.  
 
The great majority, 87%, used no special aids in the process of quitting; 2% used nicotine 
chewing gum and 11% used other means that aided the process of quitting. Half said that their 
families supported them in their struggle with smoking, 24% reported support from friends and 
colleagues. For men, family support was more important (71%), while for women it was the 
support of friends and colleagues that mattered more. It was evident that support from friends 
and co-workers of the participants was very important for achievement of the final result. 
 
About half of the participants (55%) learned about the campaign from newspapers and 24.5% 
from television and the radio; 14.5% learned from friends and family members, and only 3.5% 
were informed by medical specialists. However, 25% of the people attributed little significance 
to the campaign and 22% responded that it does not really matter. Widespread publicity was a 
necessary requirement for the success of the campaign. 
 
She said that 61% stopped smoking during the campaign (54% of the men and 65% of the 
women). All of the men and 78% of the women who stopped smoking were aged 35–44. The 
people aged over 55 who have succeeded in quitting smoking were only 10%. 
 
There were better results among those who had smoked less than 14 cigarettes daily, with 64% 
of then quitting smoking entirely, and among people who had never before tried to stop smoking. 
Of these, 77% stopped smoking during the campaign and 65% did not smoke for a year 
afterwards. Among those who had made three and more attempts to stop smoking, the 
percentage was only 53%. 
 
Years spent smoking did not seriously affect the tendency to quit smoking. However, the biggest 
proportion of quitters was among those who had smoked for less than nine years, while the 
smallest proportion was among those who smoked more than 20 years. 
 
The long-term effects of the campaign are also interesting. A year later, 43.6% of the participants 
did not smoke. The effect was more noticeable for women – 49% stopped smoking, against 29% 
for men. In the age group 35–44, 74% stopped smoking – all the men and 68% of the women. 
One year later 48% of those smoking of up to 14 cigarettes and 37% of those smoking more than 
15 cigarettes had still stopped smoking. She said that the trends observed in the first month are 
present even after a year. 

6.4 A labour market programme to support a healthy lifestyle among the 
Roma population in Györ-Moson-Sopron county 

Dr Erzsébet Bazsika made this presentation. She described a project aimed at identifying and 
training 20 people from the gipsy community who could improve the lifestyle of their own 
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community. She described the social situation of Györ-Moson-Sopron county and the social and 
health status of the Roma population in the county. 
 
The programme consisted of five phases: 

1. preparation; 

2. gypsy health education days; 

3. support for paying the wages to extend their employment and taking over the payment of 
the contributions after the wages for the period of five months; 

4. a complex education programme over six months (including information, motivation, 
communication, enabling to influence own community); 

5. ensuring further employment (17 months). 
 
The project was organized by the Association of the Györ-Moson-Sopron County Gypsies and 
the Medical Officer Service, with financial support from the Györ-Moson-Sopron County 
Labour Centre and the Ministry for Economic Affairs and the Labour Council. It was to last from 
31 May 2002 to 31 August 2004. 
 
She said that the health status and the problems of the Roma population were a priority in 
Hungary and that this project was just one of numerous interventions.  
 
She said that the project had brought together targets, targets group, partners, motivation, and 
political support. She hoped that the results would justify the effort and that it would become 
clear that the methods were well chosen, so that the project would secure further political 
support. 
 
The presentation prompted a number of questions. One was whether health and political 
development were linked, and whether there had been preparation on the regional level as well 
as at the local level. Dr Bazsika said that the county had had a strong democratic tradition that 
had shown signs of weakening; the project aimed to strengthen public participation and promote 
work with new sorts of community. She said that there had been training at the regional level. 
 
A second referred back to the point made by Dr Figueras in his presentation about the need to 
link resources and responsibilities. Dr Bazsika said that the way ahead in health improvement 
was to get different agencies working together, so that each drew on its own resources to achieve 
shared aims.  
 
Professor Ashton said proposed that the European Union should take up the matter of gypsy 
health and suggested that the Network might act as an advocate for this cause. 
 
(The following paper was prepared by Dr Antoine Casabianca and Dr Gianfranco Domenighetti 
of the Health and Social Affairs Department of the Canton of Ticino, but it was not presented 
due to an accident to Dr Casabianca.) 

6.5 Trying to assess the impact of public policies on health in Ticino  

Their contention was that socioeconomic conditions, the environment, genetic inheritance and 
adequate access to health services were in order of importance the factors determining the state 
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of the health of a population. In particular the socioeconomic gradient has been identified as the 
most important factor explaining the length (and probably the quality) of life independently of 
the cultural context in which individuals are placed, even in those countries that offer an equal 
access to the health services. 
 
In this case a truly effective primary intervention is interdisciplinary and interdepartmental 
political action which aims at considering the impact on health of decisions, laws and public 
policies adopted in the most relevant areas (e.g. the economy, employment, environment, 
transport, education and social welfare) before their implementation. Using this approach, for 
example, a role of health promotion will be to assess that decisions which shape the organization 
and forms of employment are able to promote human health as well as the “well-being” of the 
company. 
 
The question then is how to do this?  
 
In this context, the Government of the Ticino Canton has planned a two level intervention, one 
cultural, the other political, which have already been approved within the strategic plan for the 
development of the Canton.  
 
The first intervention is aimed at the empowerment of the population and has taken the form of a 
series of lectures and communications in order to raise awareness of the ecological and 
socioeconomic determinants of health. 
 
The second one is aimed at interdisciplinary political action at the government level. It examines 
the impact on health of decisive economic, social and environmental factors. Health Impact 
Assessment (HIA) has been identified as the tool to translate this new vision into “healthy” and 
sustainable public policies. Given that health is a multidimensional variable, HIA can be 
considered as a combination of survey methods whose scope is the evaluation of a measure (a 
policy, law or decision) in order to identify the potential benefits or risks in terms of health. 
 
This multidimensionality offers a challenge to the correct application of this approach, but does 
not undermine its potential. There exists at present no standard analytical “package” or practical 
guide for the realization of HIA, even though there is a growing consensus about its core 
elements and purpose. In particular there are no tools that allow the automatic selection or 
screening of measures that undoubtedly require in-depth evaluation as regards their real or 
potential impact on health. A wide knowledge of economic, social and environmental issues is 
necessary to establish whether a measure to be adopted is relevant for the health of the 
population. 
 
Given these limits a pragmatic and experimental approach has been adopted according to which: 

• in the recent past, a number of common initiatives have been launched in the field of 
sustainable development (safe environment, traffic planning, health promotion at school) 
based upon the cooperation within the public administration between the health and the 
non-health sectors; this has given an opportunity to put HIA into the partners’ agenda;  

• screening has been entrusted to an Interdepartmental Coordinating Group (ICG) made up 
of representatives of the five ministries of the Ticino Canton, with the further effect that 
the interdisciplinary nature of public policies should be stimulated already at the proposal 
phase; 
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• planned decisions submitted to the government will be accompanied by a first report, 

drawn up on the basis of the scientific available knowledge and completed with the help of 
the competent public health unit, which: (i) verifies the consistency of the proposals with 
both the sustainable development principles and the government policy; (ii) thus identifies 
the potential impact of the decision on health; and (iii) suggests, if relevant, any necessary 
modification (“mitigation” measures) or the adoption of “accompanying” measures such as 
the monitoring of the effects; 

• the final decision whether to accept the recommendations or not lies with the government 
which will nevertheless have more elements for a better decision; 

• if the final decision lies with the parliament, the HIA report will accompany the measure 
with the necessary recommendations. 

 
In this phase the expected results are that new tools will be developed by the ICG in order to 
assess the sustainability of the public policy proposals and successive health impact assessment; 
and a practical procedure will be implemented in order to guarantee future application of this 
decision-making process. 
 
The most important learning point to date has been that a great deal of patience, obstinacy and 
firm belief is required to maintain the necessary concentration towards the goal. 
 
Concluding the session, Professor Warner thanked the speakers. He stressed the need to get 
people working together. He felt that too little attention had been given to the research literature 
on networking and that people needed to understand what exactly brought people together and 
what held them together. The key was trust. 

7. Working group discussions 

In the final session of the conference those attending divided into working groups whose remit 
was to consider two questions. 

• What value is added at the regional level, as against the national and local level? 

• What should the RHN be doing to support regional added value? 
 
The groups considered a wide range of issues related to their own experience and the matters 
raised in the presentations and discussions at the conference. Major points that came out of the 
deliberations were the following. 

7.1 The value added at the regional level, as against the national and local 
level 

The conference and the experiences shared in discussions had demonstrated not just the growing 
importance of the regional level in Europe – both generally and in relation to health policy and 
health improvement – but also the specific achievements by regional initiatives: 

• inside regions 

• between regions in countries sharing borders 

• between regions within countries 
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• between regions with common interests and concerns 

• aimed at helping accelerate progress in other regions through sharing experience and 
expertise. 

7.2 What the RHN should be doing to support regional added value 

Coming out of this, a number of avenues opened out for the Network to follow. 

A. The first was to help define opportunities for progress, but also the differences in regional 
capacity. In assessing in individual countries the relationship between national, regional 
and local activity, it is important to understand the variations in the degree of 
decentralization in regions and the structures and processes to support policy development. 
The Network can offer central support and local expertise in teasing out some of these 
issues. 

B. Second, there was strong support for the need to establish a framework to support action at 
regional level. This, it was felt, should accommodate wider health policies as well as 
health and social care exists through the Investment for Health Initiative.  

 
Regions are at different stages. Among the Network’s members, some saw a strong focus 
on health and social care service delivery, or health promotion lifestyle issues, such as 
smoking, drugs, diet, and so on, while others argued that much more attention must be 
given to broader health policy which recognizes the need to tackle the wider determinants 
of health through action by a range of sectors outside the health and social care system. 
This should look at other important policy frameworks such as sustainability, which aim to 
support balanced economic, social and environmental development with health and quality 
of life as a cross-cutting theme, drawing on the WHO Investment for Health approach. 

 
C. Having in place an agreed framework would set the context for members to identify a 

range of regional value-added activities. Some discussed in the working groups were: 

– creating regional strategies to integrate action across sectors 

– strengthening democratic accountability for health policy 

– establishing intelligence resources for policy 

– building capacity to support health improvement 

– allocating resources to reflect variations in need. 
 

Clarification of what might be done at regional level – as against the contribution by others 
– was helped by focusing on a specific policy issue – food policy; this focused attention on 
the separate but complementary roles of global/European/national/regional/local roles and 
the potential added value by each. 
 

D. Once the framework is agreed, a number of specific tasks and challenges can then be 
identified, including the need for: 

– more analytical and technical support to provide the framework for joint work within 
the Network; 

– a more formal relationship between WHO and the European Union, to marry policy 
and programme work, and provide resources for regional work; 
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– promoting the RHN as a resource to be exploited in implementing agreed programmes 
including European Union ones; 

– more matrix working with groups of regions working on agreed priorities, with a 
framework such as Investment in Health; this would allow more in-depth work to be 
developed and be available across the Network; 

– broader participation the Network’s work and at its events, to engage cross-agency 
teams from regions, sharing their experience of ongoing, active programmes and 
projects; it was suggested that when people from sectors such as housing, transport, 
economic development and others feel at home with the RHN agenda, the Network 
will truly have embraced a health perspective as well as one orientated towards health 
and social care; 

– evaluation of progress within the Network, which would be very important to its 
members, politicians and WHO, but which would need to be done carefully. 

 
E.  In terms of concrete actions and common projects, several suggestions were made: 

– considering issues relating to gypsy health was considered a good example for 
Network interest because it was an issue in a number of regions; 

– there was support for picking up the new European Union policy, and linked to this; 

– work on information standardization, especially to establish a network of public health 
observatories, perhaps on the basis of work already undertaken in England and Italy, 
and to aim for data standardization, perhaps through seeking seed money from the 
European Commission; 

– a project linked to the year of the disabled 2003; 

– projects of partners with particular interests, e.g. health service quality or planning 
initiatives where presentations at the conference had shown that a number of regions 
had similar or overlapping interests; 

– projects linking closely to important WHO initiatives such as those on drug abuse or 
Investment in Health. 
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Annex 1 

PROGRAMME  

Thursday, 14 November 2002 
 
09.00–09.30 Registration  

 
09.30–10.30 Official Opening at Sala Papa Giovanni Paolo II 

 
• Welcome by Dr Pina Frazzica, Director General, CEFPAS 
• Welcome by the Sicilian authorities 
• Welcome by Dr Nata Menabde, Director a.i. Division of Country Support, WHO 

Regional Office for Europe 
 
– Nomination of Chairperson, Co-chair and Rapporteur 
– Adoption of agenda and programme 
– Briefing on background, purpose and expected outcome 

 
10.30–11:15 Setting the scene: 

 
“Regions in Transition” (Dr Josep Figueras, Head, European Observatory on Health 
Care Systems, WHO, Regional Office for Europe) 
 
“EU Health Policy in transition” (Michael Hübel, European Commission) 
 
“Sicily in Transition” (Professor Ettore Cittadini, Minister of Health, Sicily) 
 

11:15–11:30 Coffee 
 

11.30–13.00 (Conference Hall) 
 
“Providing Quality Alongside Effectiveness” (10 min)  
(Session Leader: Dr Jaroslav Volf, Moravia-Silesia) 
 
Case studies presented by the following regions: 
Sicily  
Moravia-Silesia 
Rogaland 
Catalonia 
Madeira 
South Tyrol 
 

13.00–14.30 Lunch 
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14.30–16.00 “Political and Administrative Decentralization”(10 min) 

(Session Leader: Dr Birgit Weihrauch, North Rhine Westphalia) 
 
Case studies presented by the following regions: 
Veneto 
Ústí  
North West England 
Västra Götaland 
Szabolcs-Szatmar 
Northern District of Israel 
 

16.00–16.15 Coffee 
 

16.15–17.30 Group Work – Scoping of key regional issues 
 

17.30–18.00 Reports from Group Work 
 

18.30 Bus departure for social programme (Caltanissetta) – see announcement outside 
conference hall 

 
Friday, 15 November 2002 
 
09.00–11.00 
 

“Cross-European Cooperation” (10 min) 
(Session Leader: Dr Luigi Bertinato, Veneto) 
 
Case studies presented by the following regions: 
North Rhine Westphalia (Transborder cooperation) 
Kaunas – (EU – Candidate country cooperation) 
Bacs-Kiskun 
Sunik 
Silesia (in absentia) 
 

 
11.00–11.15 
 

Coffee 

11.15–12.30 
 

Connecting Policy to Practice (10 min) (Session Leader: Professor Morton Warner, 
Wales) 
 
Case studies presented by the following regions: 
Emilia Romagna 
Östergötland 
Varna 
Gyor-Moson-Sopron 
Ticino 
 

12.30–13.00 
 

Closing of Annual Conference 
 

13.00–14.00 Lunch 
 

14.30 Bus departure for Official Ceremony in Palermo 
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OFFICIAL CEREMONY 
Villa Malfitano, Via Dante, Palermo 

 
 
Friday, 15 November 2002 
 
17.00 Press Conference taking place at Villa Malfitano 

 
18.00–18.15 Welcome by the President of Parliament, Honourable Dr Guido lo Porto 

 
18.15–19.45 Dr Franco Toniolo, General Director for Health and Social Services, Department of 

Health, Veneto Region 
 
Minister of Health, Sicily, Professor Ettore Cittadini 
 
Minister of Health, North Rhine-Westphalia, Germany, Mrs Birgit Fischer 
 
Ing. Jiri Carbol, Vice President, Moravian-Silesian Region, Czech Republic 
 
Deputy Minister of Health, Wales, Dr Brian Gibbons 
 
Mr Constantin Ostaficiuc, Vice President, Timis County, Romania 
 
EU, Committee of the Regions, Mr Alvaro Ancisi 
 

19.45–20.00 Dr Anna Ritsatakis, Guest of Honour, WHO Regional Adviser, Country Health Policy, 
1988–2000 
 

20.00–20.15 Official address by Dr Nata Menabde, Director a.i., Division of Country Support, 
WHO Regional Office for Europe 
 

20.15–20.30 
 

Closure by Dr Pina Frazzica, Director, CEFPAS 
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Annex 2 

LIST OF PARTICIPANTS  

Temporary Advisers – RHN Focal Points 
 
Dr Erzsebet Bazsika 
Public Health Institute (ANTSZ) 
Györ-Moson-Sopron County 
Hungary 
 
Dr Luigi Bertinato 
Director 
Department of Health, Veneto Region 
Office for International Public Health and Social Programmes 
Veneto Region 
Italy 
 
Dr Michal Cohen-Dar 
Medical Officer 
Northern Region District Health Office 
Ministry of Health 
Israel 
 
Mr Espen Andreas Enoksen 
Rogaland Region 
Helse- og Sosialetaten 
Norway 
 
Mr Peter Flynn 
NHS Executive North West 
Department of Health 
Directorate of Health and Social Care 
North West England 
United Kingdom 
 
Professor Vilius Grabauskas 
Kaunas University of Medicine 
Kaunas Region 
Lithuania 
 
Dr Göran Henriksson 
Folkhälsokommitténs Kansli 
Regionens hus 
Västra Götaland Region 
Sweden 
 
Dr Birgitta Larsson 
County Council of Östergotland 
Sweden 
 



EUR/03/5044175 
page 49 

 
 
 

Dr Karoly Lehoczky 
National Public Health and Medical Officers’ Service 
Bacs-Kiskun County 
Hungary 
 
Dr Giulia Morosetti 
Health Department 23 
Autonomous Province 
South Tyrol 
Italy 
 
Mrs Maria Augusta Nicoli 
Regional Health Agency of the Region of Emilia-Romagna 
Italy 
 
Professor Zilvinas Padaiga 
Kaunas University of Medicine 
Department of Preventive Medicine 
Kaunas Region 
Lithuania 
 
Dr Marianna Penzes 
Public Health Office 
Szabolcs-Szatmar Region 
Hungary 
 
Professor Stoyanka Popova 
Head, Department of Social Medicine and Public Health 
Medical University of Varna 
Varna Oblast 
Bulgaria 
 
Dr Joseph Richter 
KHS -imunologicky odbor 
RHN N.Bohemia PGM 
Region of Usti 
Czech Republic 
 
Mrs Zhasmen Stepanyan 
Health Care and Social Affairs Department 
Sunik Region 
Armenia 
 
Dr Miguel Stringer Pestana 
Regional Office for Social Affairs 
Region of Madeira 
Portugal 
 
Dr Ricard Tresserras 
General Direction of Public Health, Department of Health and Social Security 
Public Health Division 
Region of Catalonia 
Spain 
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Dr Jaroslav Volf 
Regional Institute of Hygiene 
Moravia-Silesia Region 
Czech Republic 
 
Professor Morton Warner 
University of Glamorgan 
Welsh Institute for Health & Social Care 
Wales 
United Kingdom 
 
Dr Birgit Weihrauch 
Ministerium für Frauen, Jugend, Familie und Gesundheit des Landes Nordrhein-Westfalen 
Germany 
 
 
Participants 
 
Bulgaria 
Mr Zdravko Markov 
Municipality of Varna 
Regional Health and Social Authorities 
Varna  
 
Czech Republic 
Mrs Dagmar Adamova 
Moravian-Silesian Regional Authority 
Ostrava 
 
Mr Jirí Carbol 
Moravian-Silesian Regional Authority 
Ostrava 
 
Dr Andrea Koudelova 
ICZ a.s. 
Prague 
 
Dr Zdenek Moldrzyk 
Social Affairs and Health 
Moravian-Silesian Regional Authority 
Ostrava 
 
Dr Stanislava Richterova 
District Institute of Hygiene 
Usti Nad Labem 
 
Dr Miroslav Strachal 
Regional Hygiene Institute 
Usti nad Labem 
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Germany  
Mrs Birgit Fischer 
Ministerin für Frauen, Jugend, Familie und Gesundheit des Landes Nordrhein-Westfalen 
Düsseldorf 
(participating in Ceremony) 
 
Greece  
Dr Anna Ritsatakis 
Athens 
(participating in Ceremony) 
 
Italy  
Professor Ettore Cittadini 
Minister of Health of Sicily 
Ministry of Health of Sicily 
Palermo  
(Opening and participating in Ceremony) 
 
Dr Paola Mambelli 
Ripartizione 23 – Sanitá Autonomous Province  
South Tyrol 
Bolzano 
 
Dr Filippo Palumbo 
Regional Director for Health Management 
Department of Health 
Veneto Region 
Venice 
 
Dr Piera Poletti 
Centro Ricerca e Formazione CEREF 
Padova 
 
Dr Otto Saurer 
Minister 
Ministry for Health and Social Affairs of the Autonomous Province of South Tyrol 
Bolzano 
(participating in Ceremony) 
 
Dr Franco Toniolo 
General Director for Health and Social Services 
Department of Health 
Veneto Region 
Venice 
(participating in Ceremony) 
 
Portugal 
Dr Isabel Seifert Ferreira 
Central Hospital of Funchal, Funchal 
Portugal 
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Sweden 
Mr Hasse Andersson 
Regional Minister of Public Health 
Folkhälsokommitténs Kansli 
Västra Götalands Regionen 
Public Health Committee 
Mariestad 
 
Mr Aulis Hansson 
Chairman of the Public Health Committee 
County Council of Östergötland 
Landstingets kansli 
Linköping 
 
Mr Matti Leijon 
The County Council of Östergötland 
Linköping 
 
Mr Ricardo Olivares 
The County Council of Östergötland 
Public Health Committee 
Linköping 
 
United Kingdom 
Professor John R. Ashton 
Public Health NHS – North West England 
Department of Health and Social Care 
Warrington 
 
Dr Edward Coyle 
Director 
Wales Centre for Health 
Gwent 
 
Dr Brian Gibbons 
Deputy Minister for Health 
Welsh Assembly Government 
Cardiff 
 
Mrs Maggi Morris 
Director of Public Health 
Preston Business Centre 
Preston 
 
Mr Michael T.J. Ponton 
Welsh Assembly Government 
Health and Well-being Strategy and Planning team 
Cardiff 
 
Dr Christopher Riley 
Welsh Assembly Government 
Cardiff 
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Observers 
 
Mrs Angela Flood 
Brighton and Hove City Priamry Care Trust 
Brighton 
United Kingdom 
 
Ms Marianne Granath 
National Institute of Public Health 
Stockholm 
Sweden 
 
Mr Dominic P. Harrison 
Lancaster University 
Health Development Agency 
Lancaster 
United Kingdom 
 
Dr Maria G. La Falce 
Director 
Health Sector 
Italian State-Region Conference 
Consiglio dei Ministri 
Rome 
Italy 
 
Mrs Lydie Lawrence 
Brighton and Hove City Primary Care Trust 
Brighton 
United Kingdom 
 
Mr Constantin Ostaficiuc 
Vice President 
Timis County 
Timisoara, Romania 
 
Dr Dana Paica 
Timis Region 
Timisoara, Romania 
 
Mrs Kath Reade 
Preston Business Centre, Cumbria and Lancashire Strategic Health Authority 
Preston 
United Kingdom 
 
Mrs Elaine Rodger 
North East Assembly 
North East Region Health Interest Group 
c/o Health Development Agency 
Newcastle-upon-Tyne 
United Kingdom 
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Mr Michael Hübel 
European Commission 
Health and Consumer Protection DG 
Public Health Policy Analysis 
Luxembourg 
 
Organizers 
 
Dr Rosa Giuseppa Frazzica 
WHO Documentation Centre Cittadella Sant’ Elia 
Centre for Training and Research in Public Health – CEFPAS 
Caltanissetta 
Italy 
 
Interpreter 
 
Mr Alexander Reshetov 
Minsk, Belarus 
 
World Health Organization, Regional Office for Europe 
 
Mr Michele Faberi 
Country Assistance 
Health Impact Assessment 
WHO European Centre for Environment and Health (ECEH) 
Rome 
 
Dr Josep Figueras 
Head of the Secretariat of the European Observatory on Health Care Systems 
Brussels 
 
Ms Birthe Havn 
Programme Assistant 
Regions for Health Network 
 
Dr Nata Menabde 
Director a.i. 
Division of Country Support 
 
Ms Wendy Tse Yared 
Coordinator 
Regions for Health Network
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