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EUROPEAN HEALTH21 TARGET 18 – DEVELOPING HUMAN RESOURCES FOR 

HEALTH* 
 

By the year 2010, all Member States should have ensured that health professionals and 
professionals in other sectors have acquired appropriate knowledge, attitudes and skills to 

protect and promote health. 
 

EUROPEAN HEALTH21 TARGET 15 - AN INTEGRATED HEALTH SECTOR* 
 

By the year 2010, people in the Region should have much better access to family- and 
community-oriented primary health care, supported by a flexible and responsive hospital 

system. 
*Adopted by the WHO Regional Committee for Europe at its forty-eighth session, Copenhagen, September 1998. 

 
 

ABSTRACT 
 
The meeting regarded continued medical education (CME) for general practitioners as an 
important issue in ensuring high quality services to the population. The professional 
development of general practice is based on a comprehensive exploration of all elements 
which are characteristic for a good general practitioner (GP): those of the medical generalist 
and those of a personal doctor. Optimal use to develop the profession is made when research 
can provide the content for CME, innovation of care the input for research and CME 
explores the relevance of research.   
 
Those who are responsible for organizing the health services are in a key position to allocate 
sufficient resources for CME. The general practitioner should be committed to CME 
thoughout his whole professional career. It is important to pay attention to the assessment of 
the quality of CME. Effective forms of CME should be supported and promoted based on 
scientific evidence of effectiveness of CME, in relation to patient care outcomes and change 
of behaviour of GPs. 
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Introduction 
1. The Sixth meeting of the Expert Network on Family Medicine Development 
Strategies was held in Budapest, Hungary, from 21-23 September 2000. The host 
was the Ministry of Health of Hungary. Dr Mårten Kvist, Technical Adviser, 
Primary Health Care, opened the meeting on behalf of Dr Marc Danzon, WHO 
Regional Director for Europe.  Dr Marianne Szatmari, WHO Liaison Officer, 
Hungary, made an opening speech on behalf of the Ministry of Health.   
 
2. The meeting was attended by 17 participants from 12 countries, a 
representative of the European Society of General Practice/Family Medicine 
(ESGP/FM/WONCA) and two staff members from the WHO Regional Office for 
Europe.   
 
3. Professor Istvan Ilyes, Hungary, was elected Chairperson and Dr Mladenka 
Vrcic-Keglevic, Croatia, Rapporteur for the Meeting. Mrs Katalin Sallai and 
Ms Maria Völgyi, Ministry of Health, Hungary, assisted with the practical 
arrangements. 

Scope and purpose 
4. The Expert Network on Family Practice Development Strategies was 
established to give its participants (countries that are recognizing their primary health 
care services) the opportunity to share their experiences and learn from each other.  
Already five meetings have taken place (Ljubljana 1995, Warsaw 1995, Istanbul 
1997, Zagreb 1998 and Tartu 1999).   
 
5. The CEE countries belonging to the Network have established undergraduate 
education in their medical schools and curricula for vocational or specialized training 
in general practice are implemented. In some of the network countries, specialists in 
other disciplines have been retrained to become general practitioners.  The 
continuing medical education (CME) needs to be reorganized and carefully planned 
in order to become more efficent.  For the general practitioners (GP) there is an 
obligation for a life-long learning commitment. 
 
6. Of particular importance is the role of the universities in CME as, at present, it 
varies which organization is in charge of organizing CME. Another relevant issue is 
how clinical guidelines developed by GPs can promote good general practice.  
Finally, it could be valuable to share experience about CME-curricula, which have 
been successful in other countries. 
 
7. This Sixth Meeting considered the issue of CME for general practitioners in 
the light of Target 18 of the HEALTH21 Strategy and recent strategy development - 
both internationally and at national levels. 
 
8. The objectives of the Sixth Meeting were to:   
 

discuss the CME for general practitioners, in the light of Target 18 of the 
HEALTH21 Strategy; 

��
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be informed about recent developments in participating countries regarding 
policies and ongoing activities in health care services and particularly CME 
for general practitioners, and to 

��

��

��

��

��

get acquainted, throught site visits, with developments regarding GP in the 
host country. 

Continuing medical education of general practitioners, in the light of Target 18 
of the HEALTH21 (Health for all policy framework for the WHO European 
Region) 
9. Professor Chris van Weel introduced the topic "Continuing medical education 
of general practitioners: Between the ivory tower and the grass-roots". In his 
presentation he mentioned that CME is a process of development as regards both 
individuals and the profession and it was related to research, quality assurance and 
undergraduate teaching.   
 
10. Professor Pertti Kekki presented some good examples in CME such as: 
internet and video conferencing and international health care quality improvement 
training programmes, the DQI and MQI, the diploma and masters programmes. He 
also emphasized the importance of developing valid quality criteria for the 
assessment and accreditation of CME courses and training events. According to him, 
this area seems to be very poorly developed at present. He gave examples of current 
developments within this particular field. 

Results of group work on continued medical education 
11. The participants were divided into two groups.  Three issues were discussed:   
 

What are the obstacles encountered in implementation of CME for GPs? 
Control mechanisms for CME of GPs?  
How to improve the conditions for high-quality CME? 

 
12. CME was defined as a system, voluntary or obligatory, which guarantees the 
quality of health services in a formal or informal way, based on the state of the art to 
deal with patient's problems. To participate in CME is both a legal and moral 
obligation, as well as an ethical duty of health professionals. CME is necessary 
because of the development of speciality and its reputation; thus every country has to 
concentrate on developing the internal and external motivations of their GPs. 

Obstacles 
13. The two main obstacles are: insufficient payment and lack of motivation. The 
availability of suitable CME could also cause problems as well as lack of 
information about existing courses. GPs cannot always leave their practices, long 
distances, required time, non-attractive content, lack of GP's trainers and traditional 
teaching methods are other obstacles.   

Control mechanims 
14. The existing control mechanisms in CME were listed and discussed: the 
profession itself, academies and universities, the payers, the public and the 
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consumers setting regulation and rules and providing registration, recording and 
certification. Among participants it was agreed that, in the first instance, the existing 
and qualified organizations would be the most appropriate to exert control. 

Suggestions for improvement of the conditions for CME 
15. The following steps in developing CME system were outlined: determining 
the trends in development of GP, determining professional directions and priorities, 
identifying educational needs of professionals, practices, population and public, 
establishing methodological preparedness, developing organization and tracking 
systems (accreditation, registration, evaluation and recording). More concretely, the 
following steps were identified for improving CME:   
 

a) CME should be paid (e.g. through reduction of taxes, 
reimbursement of costs, special funds) but should be cost-neutral for 
participants.   

b) Factors dealing with internal motivation (right to CME, peer groups, 
mentors, tutors, role models) should be taken in account. 

c) CME should be connected to quality improvement (QI) and 
certification/recertification1 procedure as a spiral: CME - QI – Re-
certification - new CME. In countries in which certification/re-
certification is employed, the importance of the assessment of the 
quality of CME should be emphasized and connected to the process. 

d) The approach should be professional, as well as academic under the 
notion of continued professional development. 

e) The content should cover trends in the profession and the discipline, 
real learning needs of GPs, health needs of  the population and 
public.  CME should be both  theoretical and practical, based on 
everyday problems, holistic, patient-oriented and evidence-based.  It 
should include topics related to public health and environment. 

f) Traditional and contemporary methods should be used.  Motivation 
could be improved through acceptance of methods of adult learning, 
recognition of learning needs of GPs and shared experience. 

g) Organization of CME should include existing structures 
(universities, departments) and be mainly decentralized, in practice, 
whereas  some activities preferably could be organized at the central 
level. CME should be multiprofessional, under the rules and 
regulation connected with certification.   

h) Training of teachers is of utmost importance.   
i) Financing of CME should be depend mainly on budget funds, but 

also be supported by the free market. 
j) Evaluation should focus on the organization of CME courses as well 

as on personal activities, assessment of participants, but also 
evaluation of outcomes. The professional bodies, organizations and 
universities should have a role in the evaluation of CME. Some 
indicators for the evaluation of the outcome of CME were also 

                                                 
1 In this document the term ‘re-certification’ is used interchangeably with ‘re-licensing’ and ‘re-
registration’. In some countries in Europe (e.g. in the Netherlands and Norway) re-certification is a 
prerequisite for a doctor to function as a specialist in General Practice, but not as a doctor, in other 
countries (e.g. Croatia and Poland) re-certification is a prerequisite to function as a physician. 
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suggested e.g. measurement of patient care outcomes in the practice, 
innovations in a practice, audit and increased research activities. 

 

Country reports 

Albania 
16. Primary Health Care (PHC) was, in the past, defined by the absence of 
Vocational Training (specialization), mainly responsible for low quality of service. 
PHC professionals rarely went through a process of CME. Consequently their 
clinical skills and their knowledge were never upgraded. These factors generated a 
confidence gap between patient and doctors in PHC.   
 
17. Some reform initiatives in FP were launched in the 1990s: the establishment of 
the Health Insurance Institute, capitation payment for family doctors, several laws 
concerning reimbursement of drugs and "gatekeeper" role of family doctors, setting 
up of Family Medicine Department at the Medical School in Tirana, short-term 
training for family doctors, etc. 
 
17. In reality, not enough practical steps toward health system reform have 
actually taken place. There are many reasons for this: lack of money and material 
resources, insufficient qualified personnel, lack of stable political environment and 
social unrest suffered by the country. 

Bulgaria 
18. After 1997 the political will has been strong enough to initiate delayed health 
care reforms, started with financial changes. Bulgarian National Health Insurance 
Fund is complusary, nation-wide spread, social insurance system, with a list of the 
insured people who used the medical services provided under certain conditions.  
Health Insurance Act provides an opportunuty for additional, voluntary insurance 
through private funds. The citizens are supposed to chose their GP who create lists of 
patients and they are paid by capitation fees, divided according to age and by 
programmes of national health priorities. A small amount of money is co-payment by 
patients.   
 
19. The second changes are going on in the field of health care. The existing 
polyclinics are transformed into legal bodies: individual practices for GP and 
specialist, group practices, medical centres or big diagnostic consultative structures. 
The main pillars of the reform is the system of the Family Doctors (FD); 1 600 FD 
were basicaly trained in two month courses. The Health Establishment Act imposed 
that all FD should have specialization. At the moment more than 370 FD have obtain 
this speciality, and in ten years time all FD should have it. CME is recognized to be 
closely connected with quality of services and it is provided through training courses, 
conferences and the result is elaboration of clinical guidelines approved with 
consensus by the leading specialists. An important role in this process has been 
played by the Bulgarian Medical Association, which is obliged by the law to 
guarantee quality of services.   
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Croatia 
20. CME is related to the relicencing procedure, obligatory for all working doctors 
(working in administration are excluded) and is the responsibility of the Croatian 
Medical Chamber. A special body for CME has developed criteria based on 
collecting points - 120 points during a six-year period, from more than one source. 
The sources can be: congresses, first-class courses, other courses, educational visits, 
professional meetings, symposia, public lectures, publications, scientifics gradus and 
professional achievement (specialization or primary). The providers of CME are: 
medical faculties or departments, Croatian Medical Associations or other 
professional associations, Croatian Medical Chamber, other institutions and 
individuals, including the pharmaceutical industry. The ways of financing are: 
nstitutions, individual doctors, pharmaceutical industry, donors. CME for GPs are the 
same as other doctors. There are many examples of good CME programmes (peer 
groups, first class courses) but there are many, still not resolved problems, such as: 
isorganization, no coordination within the activities, less acceptable for all GPs, not 
fulfilling GPs' educational needs, not fulfilling public needs, priorities, teacher 
dominated, passive method of teaching, focussed on knowledge, provided by experts 
from another field to a large extent provided by pharmaceutical industry, etc. 

Czech Republic 
21. The present primary health care is provided by GPs for adults and GPs for 
children; most of them (95%) are contracted with health insurance. The free choice 
of physician was introduced, but also a possibility for the doctors to refuse patients. 
The majority of the GPs working in "solo" practices have about 1 700 patients on 
their lists, 50 patients per day which lead to a higher number of prescriptions and 
referrals, even direct access to specialists still exist. They are paid «by capitation», as 
a gatekeeping system does not exist. In order to solve existing problems, the Ministry 
of Health is participating in a PHARE project "Integrating Primary Care 
Development: Monitoring system building, Quality Assessment, Interface and 
Coordination in Primary Care". 
 
22. Basic medical education lasts six years, vocational training for GPs lasts three-
years and is financed by the state, trainees are employed by Postgraduate Medical 
Schools.  The Czech GPs are highly motivated for CME (competition). CME is part 
of the recertification points system. 

Estonia 
23. The Estonian health care reform was planned in 1991, the Estonian Health 
Project was developed in 1993. Special attention was paid to the strengthening of the 
public health care and family medicine academic departments and introducing new 
speciality of family medicine. Besides the programme for undergraduate studies and 
for vocational training, academic departments in cooperation with the Society of 
Estonian Family doctors, introduced CME programmes. The preconditions of high-
quality FD's CME are: competence of the teaching staff, comprehensiveness of 
training programmes, the relevance of the CME for FD as training must meet the 
needs of the population and satisfy the needs of effective health care - CME must be 
attractive. CME for FD are planned to use academic capacity of the whole medical 
faculty and university and integration with other disciplines. The duration of CME 
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courses is from one to two days and the aim is to implement international 
cooperation.   
 
24. Quality of CME is assured by: registration in the University of Tartu, trainers 
opinions and trainers registration activities. The future development of CME courses 
is planned to go through a network of teaching with newly trained FD as a tutors, 
new educational materials (manual of FP, problem-based interactive computer-based 
programmes), use of telemedicine. CME courses are implemented into attestation 
and certification procedures. CME is financed through contracts with insurance fund 
projects, disease prevention and health education and pharmaceutical firms. In 
conclusion it could be said that CME is popular among FD, credit points are the basis 
for attestation of FD. However, the problem still remains as to how to maintain the 
quality of CME.   

Hungary 
25. By the early 1990s, reorganization of health care systems became a very 
urgent task and the first step was constructing the system of general practice. General 
practitioners (GPs) provide first line, personal and continuous care for people who 
choose them for their families. The infant care are provided by paediatricians. It was 
also realized that general practice demands an up-to-date, comprehensive and 
relevant knowledge, appropriate skills and attitude. For this reasons the 
requalification CME programme was established. The current system of CME has 
the following characteristics: obligatory participation, credit points system, 
centralized accreditation, registration, recording and organization of medical schools, 
evaluation by professional colleges and bodies. The CME requirements are: 50 credit 
points per year (20 for continuing professional work and 30 for participation in 
CME). CME events could be accredited courses, professional conferences, meetings, 
publications, study trips and personal further education.   

Latvia 
26. Health care system development strategy sets Primary Health Care (PHC) 
development as a priority. Various activities are in progress: doctoral practices and 
PHC centres are being established, the patients are registering with PHC doctors and 
Family Practitioners (FP) training. The tasks of the PHC part is to create and 
encourage environment for development of FP services. Lack of training process 
coordination and insufficiencies in training curricula are among the reasons why the 
PHC professionals do not provide extensive and complete range of services. A 
uniform training system will be established. A training institution will be selected 
through a tender and will meet the specified criteria and will be responsible for 
providing training of FPs in the following areas: re-training of the existing PHC 
provider (internist, paediatricians) to FP, specialization of FP through residency 
training, training the trainers in FP, capacity enhancement of lectures and trainers 
involved in training process.   

Lithuania 
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27. The strategy of PHC and its underlying principles were accepted by the 
Ministry of Health in 1995 and pilot projects were initiated in four municipalities. 
The role of general practice (GP) in a Health Care system remains of vital 
importance. In 2000, the College of the Ministry of Health approved a new revised 



project; the aim is the creation of a PHC system-supported by GPs, teamwork, to 
improve the accesibility of health care its continuation and quality, to ensure 
priorities and the development of public health.   
 
28. Education in GP is considered under three headings: the course of GP has 
been integrated into undergraduate programmes at Vilnius and Kaunas Universities. 
Postgraduate, vocational training lasts two years and is concentrated on training and 
education based on GPs. Re-training programmes are offered to the exsisting PHC 
provider. The uniform CME system for GP and accreditation system will be 
implemented in the near future. Quality development has been assured through the 
State Medical Audit Inspection, internal clinical audit and professional guidance. 

Poland 
29. The School of Tutors was established by the Polish College of Family 
Doctors. The main aim is strenghtening the role of FD in PHC system through 
professional qualifications improvement and implementation of the system of 
continuous quality improvement. A selected group of 100 FD working on contract 
for health services, from all over Poland will be trained in setting up the peer-review 
groups. The participants will be trained in three areas: leadership, quality assurance, 
and quality tools for group working and evidence-based medicine. The first task of 
the selected FD will be to establish peer-review groups, and to prepare one 
prevention programme. At a Conference, November 2000, the results of a one-year 
pilot study will be presented and evaluated. 

Romania 
30. Since 1990 when Family Medicine (FM)was recognized as a medical 
speciality, a lot of progress has been registered: vocational training in 1991, training 
for trainers in 1992, College of trainers in 1993, retraining for other PHC doctors, 
undergraduate education in 1998 and insurance system in 1999. Undergraduate 
education was introduced at six medical schools offering usually 30 hours of lectures 
and 45 hours of practical training at FM settings. Vocational training lasts three 
years. The first two years are performed in the hospitals and consist of stages in 
internal medicine, surgery, gynaecology, paediatrics, infectious diseases and so on. 
The third year is most important and is spent in FM practices under the guidance of 
FM trainers. One day per week, the trainees attend courses and seminars concerning 
the basis of FM. CME activities are organized by medical schools, medical societies, 
organizations and foundations (Dutch and British programmes). The Open Society 
Foundation has a department for CME for FM. 

Slovak Republic    
31. Family Practice (FP) is now "private". The prerequisite to be under a contract 
with health insurance are: completed vocational training, the "certificate of the 
professional and ethical competence" from a Medical Chamber, and licence given by 
the Ministry of Health or the regional government. The project of Quality Control of 
Medical Care in Out-patient Departments of Private Practice is a system based on 
CME credit-points, supervised and controlled by the Medical Chamber in 
cooperation with professional and scientific bodies. Activities included in the 
systems are courses on accredited institutions, publications, autodidactic test, 
scientific conferences and symposiums. The recertification period is five-years and 
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1 000 points, but for the period of implementation (first period is three-years) and 
600 points. In case the criteria is not met, six steps are planned, from giving one 
extra year to meet criteria to sanction such as losing the recertificate. There are some 
problems within the system: misunderstanding in the medical community, 
"conference-turism", a system of control only for private doctors, a fear of misuse of 
control, sanction in the case of not meeting the criteria and the system does not take 
in account all possible activities. 

The former Yugoslav Republic of Macedonia 
32. CME is one of the most important issues in reforms in the Health Care 
System. The programme was under foreign assistance and supervision, from BIS-
NISCARE educators from UK and The Netherlands. The objectives of the 
programmes are to introduce PHC doctors to CME and modern methods of 
education, provide evidence-based guidelines and equipment to help them use 
knowledge and skills. A team of 10 local educators are trained to provide courses. 
Structure of the courses are 15 days devoted in three modules; two-days clinical 
skills teaching and one day practice based audit and reflection. Pilot areas are Prilip 
and Veles, with 246 participants having passed through the course. Future plans are 
to spread CME programmes in the whole country, to open two new centres, and train 
30-40 new educators. The CME timetable and content will be changed and adopted 
according to CME needs from participant's feedback.      

Site visits in Budapest 
33. One afternoon was devoted to visiting practices located in the centre of 
Budapest. This was a group of practitioners working as independent contractors. The 
practice provides a health care for adult population on doctors lists. The medical 
records are partly computerized and the work is characterized by large number of 
patients' contacts because of large number of chronic patients.   

Evaluation and next meeting 
34. The evaluation of the Meeting was positive and most participants commented 
on the usefulness of network meetings. They had received up-to-date information 
and appreciated the presentations by the invited speakers. Some problem areas were 
also identified, such as lack of continuity of the membership of the group. The next 
meeting would probably take place in September 2001 in Prague, Czech Republic, 
and the suggested topic was quality assurance - more precisely, good medical 
practice. 

Conclusions  
35. The meeting regards CME for general practitioners as an important issue in 
ensuring high quality services to the population. The professional development of 
general practice is based on a comprehensive exploration of all elements which are 
characteristic for a good general practitioner: those of the medical generalist and 
those of a personal doctor. Optimal use to develop the profession is made when 
research can provide the content for CME, innovation of care the input for research 
and CME explores the relevance of research.   
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36. Those who are responsible for organizing the health services are in a key 
position to allocate sufficient resources for CME. The general practitioner should be 
committed to CME thoughout his whole professional career. It is important to pay 
attention to the assessment of the quality of CME. Effective forms of CME should be 
supported and promoted based on scientific evidence of effectiveness of CME, in 
relation to patient care outcomes and change of behaviour of GPs. 

Recommendations 
1) Organizing high-quality CME should be an integral element of service 

provision in PHC. 
 

2) In each country, working groups should be established to define the criteria for 
quality control of CME. 
 

3) CME should focus on health promotion, disease prevention, curative and 
rehabilitative services to be in line with Target 18 of HEALTH21 Strategy. 
 

4) While the responsibility for organizing CME lays on various providers of 
education, the control of the quality of CME should preferably be given to 
organizations who supervise and are responsible for the vocational training 
programmes in GP/FM. 
 

5) Effective CME should emerge from learning needs encountered in daily 
practice, by analysis of the work and collaboration between professions. 
 

6) Distance learning is a valuable tool to improve the accessibility to CME. 
 

7) Support mechanisms should be set up to ensure that CME is affordable or 
cost-neutral for participants. 
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5020872 2000/1 Provisional list of working papers and background material 

 

5020872 2000/2 Scope and purpose 

 

5020872 2000/3 Provisional agenda 

 

5020872 2000/4 Provisional programmeme 

 

5020872 2000/5 Provisional list of participants 

 

5020872 2000/6 Continuing Medical Education for general practitioners:    
Between the ivory tower and the grass-roots - Professor Chris 
van Weel, University of Nijmegen, The Netherlands 

 

5020872 2000/7 Continuing medical education – some good experiences –  
Professor Pertti Kekki, WHO Collaborating Centre for Primary 
Health Care, University of Helsinki, Finland 

 
Background material  

 

EUR/ICP/DLVR 040302 Report from fifth meeting of the expert network on family 
medicine development strategies 

 

- Overview of Conclusions and Recommendations from previous 
meetings of Network – 1999-95 

 

European Health for all 
Series No.  6 

Target 18, relating to PHC 
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University of Debrecen 
DOTE 
POB:    32 
H-4012 Debrecen 

Tel/Fax:   
e-mail:   
www:   

+32 52314388 
ilyesi@yahco.com 
ilyes@gyermek.dote.hu 

 
Latvia 
Dr Ainars Civcs  
Deputy Director and Head  
Health Care Policy Unit  
Department of Health Affairs  
Ministry of Welfare  
Skolas Street 28  
Riga LV- 1331  

Tel:   
Fax:   
e-mail:   
www:   

+371 7021656  
+371 7021565  
ainars_civcs@lm.gov.lv  
min.gov.lv 
 

 
Lithuania 
Dr Daiva Brogiene 
Head 
Department of Health Care 
Ministry of Health 
Vilniaus str.  33 
LT-2001 Vilnius 

Tel:   
Fax:   
e-mail:   
www:   

+370 2613523 
+370 2224601 
daiva.brogiene@sam.lt 
 

 
Poland 
Dr Zbigniew Krol 
Department of Family Medicine 
Collegium Medicum 
Jagiellonian University in Krakow 
Sarego Str.16/6 
31-047 Krakow 

Tel:   
Fax:   
e-mail:   
www:   

+48 12 4295116 
+48 1242955125 
Zbigniew.Krol@fzp.com.pl 

 
Romania 
Dr Adrian Restian 
Head 
Department of Family Medicine 
Institute of Public Health 
Str. Dr. Leonte nr. 1-3, sector 5 
Bucharest 

Tel:   
Fax:   
e-mail:   
www:   

+40 16662748 
+40 13123426 
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Slovakia 
Dr Zuzana Cervenakova 
General Practitioner 
Kovacska Street 15 
08001 Presov 

Tel/Fax:  
e-mail:   
www:   

+421 917715516 
zuzanacer@stonline.sk 

 
Slovenia 
Invited but unable to attend   
 
The Former Yugoslav Rep.  of Macedonia 
Dr Zoran Stojanovski 
Educator in CME Team 
Health Institute – Skopje 
Pajak 4 
9100 Skopje 

Tel:   
Fax:   
e-mail:   
www:   

+389 91117219 
+389 91614990 
zsapg@mt.net.mk 
zoki600@yahoo.com 

 
Turkey 
Invited but unable to attend   
 
 

Temporary Adviser 
 
Dr Pertti Kekki    (Speaker) 
Professor and Chairman 
Department of General Practice and  
Primary Health Care 
University of Helsinki 
WHO Collaborating Centre for the 
Development of Human Resources 
and Primary Health Care 
Mannerheimintie 172 
FIN-00300 Helsinki, Finland 
 

Tel:   
Fax:   
e-mail:   
www:   
videoconf. 

+358 919127411 
+358 919127536 
pertti.kekki@helsinki.fi 
yle.helsinki.fi/kekki/ 
+358 9 47769030 

 
Other International Organizations 

 
ESGP/FM/WONCA Region Europe 
Dr Chris van Weel    (Speaker) 
WONCA Regional Vice-President  
for the European Region 
Professor and Head of Department of General 
Practice 
University Medical Centre 
St Radboud 
University of Nijmegen 
PO Box 9101 Code 229 
6500 HB Nijmegen, The Netherlands 
 

Tel:   
Fax:   
e-mail:  
www:   

+31 243616332 
+31 243541862 
c.vanweel@hsv.kun.nl 
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Observer 
 
Dr András Erös 
Educational Director 
OALI (National Institute of Primary Health Care) 
Szabolcs u.33-35 
H-1135 Budapest, Hungary 
 

Tel:   
Fax:   
e-mail:   
www:   
 

+36 12390473 
+36 12390474 
aeros@mail.oali.hu 
 

Dr Erzsebet Garay 
General Practitioner 
Nurnbergi utca 1 
5700 Gyula, Hungary 
 

Tel/Fax:  
e-mail:   
www:   

+36 66465906 
garay@gyula.hungary.net 

 Dr Péter Kotányi   
Co-ordinating Expert 
OALI (National Institute of Primary Health Care) 
Szabolcs u.33-35 
H-1135 Budapest, Hungary 
 

Tel:   
Fax:   
e-mail:   
www:   
 

+36 12390473 
+36 12390474 
pkotanyi@mail.oali.hu 
 

Dr Anna Kozma 
General Practitioner 
Dozsa Gyorgy utca 33 
6781 Domaszek, Hungary 
 

Tel:   
Fax:   
e-mail:   
 
www:   

+36 62284040 
 
kozma@picture.szote.u-
szeged.hu 

 
World Health Organization 

 
Regional Office for Europe 
 
Dr Mårten Kvist 
Technical Adviser, Primary Health Care  
Scherfigsvej 8 
DK-2100 Copenhagen O, Denmark 
 

Tel:   
Fax:   
e-mail:   

+45 39171356 
+45 39171865 
mkv@who.dk 

Ms Janet L. Leifelt 
Programme Assistant, Primary Health Care 
 

Tel:   
Fax:   
e-mail:   

+45 39171450 
+45 39171865 
jan@who.dk 

Dr Marianne Szatmari 
WHO Liaison Officer 
WHO Liaison Office 
c/o Ministry of Health 
P.O.  Box 987 
H-1245 Budapest, Hungary 
 

Tel:   
Fax:   
e-mail:   

+36 13317450 
+36 12691303 
WHOLOHU@who.hu 
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