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Foreword

The Health Care Systems in Transition (HiT) profiles are country-based documents that provide 
an analytical description of the health care system and of any reform programmes under
development. HiTs form the basis of the information system on health care systems and reforms 
at the World Health Organization Regional Office for Europe (WHO/Europe).

The aim of the HiT initiative is to provide relevant comparative information to support the 
development of health care systems and reforms in countries in the European Region of WHO. 
This initiative has four main objectives:

• to learn about different approaches to financing, organization and delivery of health care
services in the European Region of WHO; 

• to describe the process and content of health care reform programmes and to monitor their 
implementation;

• to highlight common challenges and areas that require more in-depth analysis and which
could benefit in particular from cooperation and exchange of experiences between
countries;

• to provide a tool for dissemination and exchange of information on health care systems and 
reform strategies between different countries in the WHO European Region.

The HiT profiles are produced by country experts in collaboration with staff in WHO/Europe’s 
Health Systems Analysis programme. In order to maximize comparability between countries, a 
standard template and a questionnaire have been developed. These provide detailed guidelines 
and specific questions, definitions and examples to assist in the process of developing the HiT 
profile. Quantitative data on health services are based on the WHO/Europe health for all
database, OECD health data  and World Bank data .

Compiling the HiT profiles poses a number of methodological problems. In many countries, there 
is relatively little information available on health care systems and the impact of health reforms.
Most of the information in the HiTs is based on material submitted by individual experts in the 
respective countries. As a result, some statements and judgements may be coloured by personal 
interpretation. In addition, the wide diversity of systems in the WHO European Region means 
that there are inevitably large differences in understanding and terminology. As far as possible, 
these have been addressed by the development of a set of definitions, but some differences may 
remain. These caveats are not limited to the HiT profiles, however, but apply to most attempts to 
study health care systems.

The HiT profiles are a source of descriptive, up-to-date and comparative information on health 
care systems, which should enable policy-makers to identify key experiences relevant to their 
own national situation. They constitute a comprehensive source of information which can form 
the basis for more in-depth comparative analysis of reforms. The current series of HiT profiles 
covers over half of the countries in the European Region. This is an ongoing initiative with plans 
to extend coverage to all countries in the Region, to update the material at regular intervals and 
to monitor reforms over the longer term.

World Health Organization
Regional Office for Europe

Department of Health Policy and Services
Health Systems Unit
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Introduction and

historical background

Introductory overview

Azerbaijan is located on the western coast of the Caspian Sea. It is divided into two parts with 
the autonomous republic of Nakhichevan separated from the main part of Azerbaijan by
Armenian territory. The country is rich with minerals, especially oil. Sixty percent of the territory 
is in the mountainous area. The climate in most places is dry and 70% of the cultivated land is 
irrigated.

The population is estimated to be 7400 000. Fifty-five percent of the population live in the urban 
areas and 45% in rural areas. Eighty-three percent of the population are Azeris, 6% Russian, 6% 
Armenian, and 5% from other groups such as Georgians, Lezginians, Avars, Tartars, and Talish. 
Demographic estimates are, however, somewhat imprecise because of the displacement of 
population resulting from the war with Armenia and the occupation of about 20% of the national 
territory by Armenian forces. The official figure for the total number of refugees is between 
900 000 and 1 million, including over 650 000 internally displaced people from Nagorno-
Karabach and the nearby territories and over 250 000 refugees from Armenia. These figures 
represent over 11% of the total population.

The economy is based on industrial and agricultural production. Azerbaijan was the birthplace of 
the modern oil industry and its economy is still largely based on petrochemicals and related 
industries. The agricultural sector includes production of cotton and grapes mainly for export, and 
wheat, vegetables and tobacco for internal consumption.

According to World Bank estimates, GDP per capita in 1994 was US $600, falling to US $498 in 
1995. The official government figure for 1995 is even lower at US $317 per capita. At the end of 
1995, 66 000 people were registered as unemployed  constituting 3% of the labor force. The 
declining economic performance is due to disruption of previous ties and lack of managerial 
capacity needed to respond to the challenges of the transition. Since 1991 industrial output has 
declined by 69% and agricultural production by 47%. GDP declined by 22% in 1994 and by 17% 
in 1995. In 1995 alone industrial output decreased by 21%.

The infant mortality rate in 1993 was 28.2 per 1000, and in 1994, 26.9 per 1000. Maternal 
mortality is also high: it was 60 and 70 per 100 000 in 1993 and 1994 respectively, while in 1988 it 
was only 29. There has been an increase in abortion-related deaths. The crude mortality rate has 
also increased in recent years: it was 733 and 736 in 1993 and 1994 respectively, while in 1990 it 
was only 615 per 100 000. The increase is especially noticeable in cardiovascular diseases.

In 1995 the Government initiated a reform programme focusing on economic stabilization and 
restoration of the external balance of trade. The Government accepted an IMF economic
programme in 1995 and the World Bank's proposals for structural reforms (privatization,
financial sector reforms, anti-monopolistic policies, price liberization, etc). As a result the
Government was able to make strides in controlling inflation, reducing it from 100% to about 2–
3% a month.
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In a survey on poverty carried out jointly by the World Bank and UNICEF in 1995, two-thirds of 
the population were defined as poor and about 20% as extremely poor.
The political system is based on a parliamentary democracy and strong Presidential rule. The 
president, who is the head of the executive branch, is elected for a five-year term. He appoints 
the prime minister, other members of the government, and the heads of local government bodies 
in the cities and the 65 administrative districts (rayons). In addition to the districts, there are three 
cities with separate administrations: Baku, Ganja and Sumgayit. These appointments require the 
approval of the legislature, the 50 member Milli Mejlis. The supreme court is separate and is the 
highest element of the judiciary. The ministries in the social sector, such as health, education, and 
social protection are directly subordinate to the prime minister. Legislative changes require 
presidential approval.

Despite the shrinking economy and the war, the political situation is now relatively stable and the 
government is actively pursuing reforms in all sectors.

Fig. 1. Map of Azerbaijan1

Russian
Federation

Georgia

Armenia

Iran

Baku

Turkey
Nakhichevan

1
The maps presented in this document do not imply the expression of any opinion whatsoever on the part of the Secretariat of the World Health 
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Historical background

The health system in soviet Azerbaijan was that of the USSR. The strengths of the soviet health 
system were wide coverage of the population, expanded programmes of immunization,
availability of health care facilities even in small villages and remote areas, emphasis on free 
care with strong governmental support (subsidies) for drugs, development of highly specialized 
health services, establishment and promotion of academic medical institutions.

However, the same strengths also led to weaknesses of the health system, such as:

• disregard for principles of cost-effectiveness and efficiency in the health sector;
• the monopoly position of the state as the sole financier and the provider of the health system, 

which blocked the community participation;
• norms-based financing, with emphasis on numbers of hospital beds and attendances at out-

patient health facilities reduced autonomy;
• priority given to hospitals rather than primary health care with over 70% of budgetary

allocations spent on hospital services;
• vertical organization, which created managerial rigidity as well as a hierarchy in which the 

highest quality of care was provided in cities at the expense of village institutions;
• universal accessibility led to over capacity.

The health system in Azerbaijan in the post-soviet period has deteriorated considerably for 
various reasons:

• lack of funding due to economic collapse;
• lack of management capacity in-country as, historically, all decisions had been taken

previously in Moscow;
• failure to adapt to limited resources and to reduce overcapacity in accordance with agreed 

priorities;
• disruption of the former soviet health network and the system of medical supplies;
• weaknesses in primary health care;
• low population coverage in the current transition;
• disappearance of health promotion programmes.
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Organizational structure and 
management

Organizational structure of the health care system

Since independence there have been no significant changes in the organization of services, which 
still follows the traditional soviet model in which the Ministry of Health is responsible for certain 
central, typically specialist, institutions, and the regions and cities  are responsible for all other 
services. In addition, there are several parallel health systems run by other ministries. The only 
difference from the system elsewhere is that, as in other smaller republics, there is no oblast tier 
and there is also a strong central health policy unit within the prime minister’s office.
Accountability is complex as the district health administrations are accountable for some issues
to the Ministry of Health but receive their funds from the district administrations. 

The vertical, inflexible line management system still dominates (Fig. 2). The level of bureaucracy 
has decreased slightly due to lack of funding. Other managerial problems include lack of 
experience of general management, constraints within the system, poor coordination, and low 
morale of managers.

It is expected that there will be further decentralization with greater horizontal line management. 
It is also planned to introduce principles of sustainability and cost-effectiveness into the health 
system and improvements in information.

Fig. 2. Organizational chart of health care system
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Planning, regulation and management

Health planning is undertaken by the MOH and the Ministry of Economy. Capital planning, and 
in particular, development of specialized health care facilities still dominate planning activities. 
There are 1817 out-patient facilities and 862 hospitals. The number of hospital beds is 72 700 or 
about 100 per 10 000 population.

The number of doctors is 38.8 per 10 000 population and mid-level health staff is 92.7 per 
10 000. The number of health care staff is recognized to be excessive and the MOH is 
considering greater regulation. However, human resources planning has changed little in recent 
years, mainly due to inflexibility in the planning agencies.

The policies of the MOH focus on mother and child health, control of infectious diseases, iodine 
deficiency disorders and health promotion.

The following changes are currently being developed by the governmental agencies:

• elimination of norms and replacement with capitation;
• making services more cost-effective by consolidating facilities, shifting to out-patient

treatment, strengthening preventive measures, and introducing an Essential Drugs Policy;
• giving priority to mother and child care;
• involving communities in health system management and financing;
• developing health promotion;
• introducing insurance – first at the community level and later at the national level.

Decentralization of the health care system

Decentralization of the health care system has been achieved mainly in the field of financing, 
while in the managerial sense the vertical system still dominates: the district chief doctor is 
appointed and strictly monitored by the MOH, retaining only very limited discretion. Sanitary 
epidemiological stations (mainly responsible for EPI programmes) are directly subordinate to the 
MOH. The MOH envisages the possibility of delegating more responsibility to districts. National 
programmes (especially immunization) will remain under the control of the MOH.
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Health care finance and expenditure

Main system of finance and coverage

Official financing is from: 

• budgetary allocations (through taxes and other government revenues such as exportation of 
natural resources, agricultural and industrial products) – over 99%

• self-financing initiative in public facilities – less than 1%.

State funding of health services is allocated to:

• MOH and institutions that are directly subordinate to the MOH (national hospitals, sanitary 
epidemiological services (SES), universities);

• health departments of districts and cities. These departments are under local control, but for 
technical issues are subordinate to the MOH. They receive their funds from both locally 
raised revenue and central subsidies from the Ministry of Finance;

• health departments of various ministries (i.e. Internal Affairs, national security, railway, state 
shipping company, airlines, etc), which are not subordinate to the MOH.

In 1994 UNICEF initiated a survey entitled "Study of Health Care Demand, Attitudes towards 
Paid Health Care, Health Care Expenditures in Kuba District" as a basis for future action, which 
was carried out jointly with MOH. The survey demonstrated the following:

• The hospital system has excess capacity (bed occupancy less than 30%).
• Little appreciation of principles of cost-effectiveness and sustainability.
• Free health care has disappeared as the majority of patients pay for services and these 

private contributions are of the same magnitude as the State budget allocation for districts. 
This eliminates the principle of equity, affordability and accessibility.

• Inadequate salaries of health staff and low morale. Salaries have fallen due to reductions in 
the general republican budget (although the health sector allocation is still relatively high –
11%). This is compounded by a reluctance to reduce staff numbers.

In the absence of health care reforms, the system will deteriorate further with greater financial 
insufficiency, lower salaries, inability to purchase drugs, decreasing accessibility, increased
corruption, and ultimately declining health status. 

Based on the survey findings mentioned earlier, UNICEF and the MOH developed the Health 
System Revitalization project, to be implemented in Kuba district. The Kuba Project is a rare 
example in the Commonwealth of Independent States (CIS) of an attempt to revitalize the health 
care system while retaining the areas in which the former system performed well (wide 
coverage of the population based on principles of equity, availability, affordability and
accessibility of the health service) and community involvement.
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The Kuba Project is based on the following principles:

• Rationalization of the system. The district will have a leaner, more cost-effective and 
sustainable structure in which the number of hospital beds will be reduced and treatment will 
shift from an in-patient to an out-patient basis.

• Consolidation of facilities. All the specialized clinics (maternity, dermatology, oncology, 
tuberculosis, psychiatric, and children polyclinics) will merge with the central hospital and 
instead of 116 nurse-practitioners units (FAPs), ambulatories and intermediate hospitals there 
will be 15 out-patient health centers, each serving a catchment population of about 10 000.

• A strong public sector will form the basis of the service, although it will work with a 
private medical initiative under community supervision. At the village level, private nurse-
practitioner and midwife units will be introduced along with state backed national
programmes, which will be financed by the government (immunization, MCH, etc).

• Practically all health costs will be shared between the state and the communities, which
also implies wide community participation through co-management.

Community involvement will be supported by the establishment of the following structures:
Health Councils in every village, Health Committees in every Health Centre catchment area 
(typically several villages), and District Health Advisory Boards.

The health councils will consist of influential individuals, an accountant from a local enterprise, 
school teachers, other volunteers, and the village nurse-practitioner or midwife. The health 
committees at the health centers will include one or two representatives of each village in its 
catchment area. Both of these structures will act as linking bodies between the local population 
and health units and support joint-management and co-financing of the health system. The 
district health advisory board will include leading doctors and community representatives from 
Kuba town and members from each health centre catchment area.

Public involvement in management will include:

• coordination of health related activities with health units, district health administration and 
local district authorities;

• joint planning of health activities;
• identification of local health problems and solutions;
• facilitating the work of private nurses and midwives;
• health promotion.

The public role in co-financing will include:

• adoption of fee-for-service and participation in setting salaries for doctors and the medical 
staff;

• establishment of drug funds;
• raising capital funds; 
• development of an exemption system for vulnerable individuals. 

Table 1. Trends in health care expenditure in Azerbaijan, 1990–1993

Total Expenditure on Health Care 1990 1991 1992 1993

Share of GDP (%) 2.9 4.3 2.8 2.8

Public as share of total expenditure on health care (%) 100 – – –

Source: WHO Regional Office for Europe, health for all database.
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Fig. 3. Trends in health care expenditure as a share of GDP (%) in Azerbaijan and

selected European countries, 1970–1994
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Health care benefits and rationing

No services have formally been excluded from the statutory health system. The cabinet of 
ministers and the MOH envisage determining a basic package of benefits funded through
national social insurance and community based insurance schemes.

Complementary sources of finance

The main source of official funding (90%) is the state budgetary allocation (to the MOH and the 
subordinate facilities, and the district/municipal facilities) through local or central taxation. Less 
than 1% is from self-financing initiatives in some public facilities. In addition, about 9% of 
income is from international donors.

Out-of-pocket payments

The only official information on informal payments is from a 1994 UNICEF survey which
suggested that they are extensive and are of the same magnitude as the official health budget 
with payment for most services. In addition, formally, patients must pay for medicines prescribed 
on an out-patient basis and about 100 facilities have introduced fees for some out-patient
services. Direct payment for services is also envisaged in the private sector in the future

Voluntary health insurance

There is no insurance industry in Azerbaijan yet. The Kuba Project will introduce community-
based insurance with co-payment, and subsequently a national health insurance system will be 
developed. Some private insurance agencies are trying to develop voluntary insurance schemes 
with the assistance of foreign insurance companies. 

External sources of funding

External financing has increased since 1993, largely related to the large influx of refugees. 
Assistance has been provided by UNHCR, UNICEF, ICRC and NGOs. The funds are used 
mainly for drugs procurement, training and outreach health programmes. Since 1994 these 
organizations began to move to developmental activities. The main programme has been
developed by UNICEF which is presently being implemented.

Payment methods

Hospitals are paid prospectively based on line item budgets. The hospital budget is entirely
regulated by the government on the basis of “norms”. The severe budgetary cuts mean that 
current budgets are insufficient to meet demands. 

Health personnel are salaried with no incentives, except for fees for additional services that they 
can provide in the facilities in which they work. Official salaries are very low (average –
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US $5.20 month, while the republican average is US $13). Drugs and supplies are limited and 
“envelope” payments are widespread. In many cases envelope payments are 10–15 times higher 
than salaries.
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Health care expenditure

Health care expenditure in Azerbaijan has declined steadily in recent years, falling from 5.2% of
GDP and 8% of the Governmental Budget in 1994 to 2.8% of GDP and 11% of the budget. In 
cash terms, the budgetary allocations for health per capita has fallen from US $8 in 1993 to 
US $7.50 in 1995 with about 70% spent on hospitals, and an estimated US $6.30 per capita in 
1996.

Fig. 4. Total expenditure on health as a percentage of GDP in WHO’s European Region, 1994

ba

1995, 1993, 1991
c

1.4

1.4

2

2.8

3.2

3.4

3.9

4.5

4.6

4.7

4.8

5.4

2.8

3.6

4.1

4.5

4.7

4.8

5.7

6.2

6.3

6.9

7

7.7

7.8

7.9

4.2

5.2

5.8

6.6

6.9

7.3

7.3

7.6

7.7

7.7

7.9

8.1

8.2

8.2

8.3

8.3

8.8

9.5

9.6

9.7

9.7Austria
France

Switzerland
Germany

Netherlands
Italy

Finland
Israel

Belgium
Iceland
Ireland

WE average
Sweden
Portugal
Norway

Spain
United Kingdom

Denmark
Luxembourg

Greece
Turkey

Slovenia
Czech Republic

TFYR of Macedonia
Slovakia
Hungary
Croatia
Estonia

CEE average
Lithuania
Bulgaria

Poland
Latvia

Romania
Albania

Tajikistan
Russian Federation

Ukraine
Belarus
Georgia

Kyrgyzstan
Uzbekistan

Republic of Moldova
Azerbaijan

Kazakhstan
Armenia

Turkmenistan

0 2 4 6 8 10
Percentage of GDP

b

b

b

c

a

b

b

7.7

5.7

b

Sources: western Europe: OECD health data, 1996 except Israel (WHO Regional Office for Europe, health for all data
base); CEE countries: World Bank except Croatia (Health Insurance Institute), Estonia (UNDP) and Latvia (Ministry of 
Health); CIS: ministries of health except Armenia and Belarus (UNDP), Georgia (WHO Regional Office for Europe, health 
for all data base), Kyrgyzstan (Ministry of Finance), Tajikistan (State Committee for Statistics and Economic Situation) 
and the Russian Federation (MedSocEconInform Institute).



Health care systems in transition — Azerbaijan12

Health care delivery system

Primary health care and public health services

As in other former soviet republics, the concept of integrated primary health care has not been 
developed. There are many different settings at which patients may have their first point of 
contact. Typically, those in employment will go first to a facility at their place of work while 
others, including mothers and children, will go to facilities based on geographical areas with the 
choice dictated largely by proximity. Patients have free choice of physician.

At village level there are FAPs (nurse-practitioner units), ambulatory clinics and rural hospitals. 
In rural districts and cities there are central district (town) or municipal hospitals and polyclinics. 
Factories often have their own nurse practitioner unit or ambulatory clinic.

In rural areas the major problem is the lack of services in the most remote villages, especially in 
mountainous areas, although almost all villages have FAPs and there are intermediate hospitals 
or doctors’ ambulatories in each catchment area. The principle problems now are: low quality of 
care, lack of drugs and medical supplies, deteriorating conditions of facilities and obsolete 
medical equipment. 

There is over-capacity throughout the system, in terms of both staff and health facilities and in 
both urban and rural areas.

Public health services

Azerbaijan has the traditional model of SES inherited from the former Soviet Union. Stations 
have bacteriology, parasitology, virology and environmental laboratories. They are staffed by 
physicians who followed the basic training stream in hygiene and by sanitation technicians. 

The SES has two basic functions. The first is as an environmental health service, responsible for 
control and regulation of food and water. The second is control of infectious and parasitic 
diseases. Immunization services are organized and monitored by SES which provide logistic 
support although administration of vaccines takes place at rural facilities. Immunization coverage 
as measured by official statistics (Fig. 5) is high, but as in most countries, there is no information 
about the extent to which children are excluded from the denominator on grounds of co-existent
illness or for other reasons. Levels are known to have improved in the last two years due to the 
assistance of UNICEF. Issues such as screening, family planning, health promotion and
community based rehabilitation have not yet been addressed.
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Fig. 5. Levels of immunization for measles in WHO’s European Region, 1994
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Secondary and tertiary care

Secondary health care is provided mainly by specialized dispensaries and by specialized
departments of general hospitals. Patients can be referred by an internist working in one of the 
various "primary health care" facilities or they can self refer. In theory there is free choice of 
physician although, in practice, this is not always possible. There are both general and specialized 
(“single specialty”) hospitals throughout the country. The specialized hospitals are in all big cities 
and most of the districts (maternity hospitals, endocrinology, dermatology, tuberculosis,
psychiatric, oncology, etc.). Teaching hospitals are only in Baku and they are affiliated either to 
the State Medical University or the Medical Postgraduate Training Institute. All hospitals are 
public and services are provided within the integrated system.

The majority of major hospitals are in Baku with others in the cities of Ganja and Sumgayit. In 
addition, every district center has both a general and a specialized hospital.

The household survey of 1994 showed that the majority of patients are satisfied with the 
standards of in-patient services where the treatment is available. However the equipment is 
obsolete or overused in many settings, the condition of premises is poor and staff morale is 
declining. Continuity of care is poor as patients are often seen by different doctors during
successive visits. 

There is still emphasis on in-patient treatment, but patients often refuse admission and insist on 
out-patient care. The number of attendances has decreased since independence, especially at 
hospitals suffering from staff shortages.

Planned reforms seek to integrate specialist and general hospitals, reduce the number of beds 
and facilitate a shift to a more out-patient oriented approach with emphasis on primary health 
care. These changes will require major reallocation of health service staff.

Fig. 6. Hospital beds per 1000 population in Azerbaijan and selected European countries, 
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Table 2. In-patient facilities utilization and performance in Azerbaijan, 1980–1994

In-Patient 1980 1985 1990 1991 1992 1993 1994

Hospital beds per 1000 population 9.75 9.9 10.10 10.02 10.54 10.49 10.06

Admissions per 100 population 16.03 16.41 14.12 13.61 11.57 10.56 8.52

Average length of stay in days 17.2 17.7 18.0 17.6 18.0 17.9 17.9

Occupancy rate (%) 77.5 80.4 69.0 65.5 54.1 49.4 41.5

Source: WHO Regional Office for Europe, health for all database.

Fig. 7. Hospital beds per 1000 population in the WHO’s European Region, 1980 and 1994
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Table 3. In-patient facilities utilization and performance in WHO’s European Region, 1994

Country Hospital beds per 

1000 population

Admissions

per 100 

population

Average

length of stay 

in days

Occupancy

rate (%)

Austria 9.4 26.5 10.3 80.0

Belgium 7.6 19.7
 a

12.0
 a

83.5
 a

Denmark 5.0
 a

20.5
 a

7.6
 a

84.8
 a

Finland 10.1 25.1 13.1 90.3

France 9.0 23.4
 a

11.7
a

80.5
 a

Germany 10.1
 b

21.3
 b

15.8
 b

86.6
 b

Greece 5.0
 a

13.1
 b

9.8
 b

70.0
 c

Iceland 15.8
 b

28.2
 c

17.8
 c

84.0
 c

Ireland 5.0
 a

15.5
 a

7.7
 b

–

Italy 6.6 15.5
 b

11.2
 b

69.6
 b

Luxembourg 11.8
 a

20.3
 b

16.5
 b

81.4
 b

Netherlands 11.3 11.2 32.8 88.6

Portugal 4.3 11.5 9.5 68.7

Spain 4.2
 c

10.0
 a

11.5
 a

77.0
 a

Sweden 6.4 19.5
 a

9.4
 a

83.0
 a

Switzerland 8.7 14.6
 b

– 82.6
 c

Turkey 2.4 5.8
 a

6.7
 a

57.8

United Kingdom 5.0
 a

21.6 10.2
 a

–

Albania 2.8 8.07 8.98 71.8

Bulgaria 10.2 17.71 13.6 64.4

Croatia 5.9 12.78 13.78 81.6

Czech Republic 9.8 20.61 13.5 77.7

Estonia 8.4 17.82 14.2 83.0

Hungary 9.9 22.76 11.3 —

Latvia 11.9 20.14 16.4 78.7

Lithuania 11.1 20.6 15.9 79.1

Poland 8.2
 d

– – –

Romania 7.7 21.1 10.3 77.4

Slovakia 7.9
 a

17.8 12.74
a

76.6

Slovenia 5.8 15.8 10.6 79.4

The Former Yugoslav 

Republic of Macedonia 

5.3
 c

– – –

Armenia 7.6 7.6 16.32 –

Azerbaijan 10.1 8.52 17.9 41.5

Belarus 12.4 24.65 15.3 83.2

Georgia 8.1 5.5 15.2 28.3

Kazakstan 12.1 18.17 16.8 68.9

Kyrgyzstan 9.6 17.7 15.4 77.9

Republic of Moldova 12.2 22 17.3 –

Russian Federation 11.9 21.6 16.8 –

Tajikistan 9.1 16.44
 b

14.5
 b

58.3
 b

Turkmenistan 11.5 17.01 15.1 66.6
 a

Ukraine 12.7 – 16.91 –

Uzbekistan 8.8 19.3 14.3 –
a 1993, b 1992, c 1991, d 1990.

Source: OECD, health data, 1996; WHO Regional Office for Europe, health for all database, Slovakian data from MOH.

As illustrated by Table 3, in international terms there is evidence of considerable overcapacity of 
inpatient facilities contributing to long lengths of stay and low levels of occupancy.
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Social care

Social care services in the traditional sense have not existed in Azerbaijan due to the emphasis 
given to in-patient services. As a consequence, many patients who would be treated in social 
care facilities occupy beds designated to the curative sector. However the Kuba Project
envisages broad community participation in the health system, especially in financial
management.

Human resources and training

In keeping with the soviet system of medical training, physicians are either internists, surgeons, 
paediatricians, dentists, or obstetrician/gynaecologists. Especially in rural areas, primary health 
care is provided either by internists or paediatricians.

Doctors have a dominant role in the system. Nurses have only limited roles and serve as 
doctors’ assistants. In FAPs, nurses and midwives have a much more prominent role, especially 
in preventive care. 

There has been no training for general practitioners or family doctors; therefore, internists and 
paediatricians undertake this role. Training at the State Medical university includes six years of 
undergraduate studies for paediatricians and other medical doctors and one-year residency in 
specialized areas. Postgraduate training is also provided by the Medical Post-Graduate Training 
Institute. All doctors are supposed to undergo 3–5 months formal training every 3–5 years. 
Management is not included in the medical curriculum, even in the school of public health. 
However some elements of training in management are provided in the 3–5 months post-
graduate courses on public health at the Medical Post-Graduate Institute.

The major personnel problems are the excessive number of specialists and lack of GPs, medical 
unemployment and under employment, lack of managerial skills and low productivity of health 
care personnel. Reform plans seek to reduce the total number of practising doctors and to retrain 
the existing specialists as GPs. 

Table 4. Health care personnel in Azerbaijan, 1980–1994

Per 1000 population 1980 1985 1990 1991 1992 1993 1994

Active physicians 3.36 3.80 3.92 3.92 3.88 3.93 3.90

Active dentists 0.3 0.3 0.3 0.3 0.3 0.3 0.3

Certified nurses 8.5 9.3 9.7 9.7 9.4 9.6 9.3

Midwives 2.0 2.1 1.8 1.8 1.8 1.7 1.6

Active pharmacists 0.59 0.63 0.64 0.62 0.63 0.61 0.61

Physicians graduating 0.22 0.21 0.14 0.15 0.18 0.18 0.19

Nurses graduating 0.41 0.40 0.29 0.27 0.30 0.30 0.17

Source: WHO Regional Office for Europe, health for all database.
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Fig. 8. Number of physicians and nurses per 1000 population in WHO’s European Region, 1994
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Fig. 9. Physicians per 1000 population in Azerbaijan and selected European countries, 

1970–1994
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Fig. 10. Nurses per 1000 population in Azerbaijan and selected European countries, 

1970–1994
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Pharmaceuticals and health care technology 
assessment

The MOH is presently developing an essential drugs policy. A manual on essential drug use has 
been recently published and is soon to be distributed. Drugs are purchased and distributed to 
hospitals by the pharmaceutical department of MOH. The annual drug supply is usually sufficient
for only a 2–3 week period. Drugs are free-of-charge for in-patient treatments. Patients are 
charged for the drugs for out-patient treatments, except for cancer and some psychiatric 
diseases.

Currently the use of generics and rational drug use policies are promoted by the MOH jointly 
with UNICEF.

Financial resource allocation

Third-party budget setting and resource
allocation

Financing is based on the old soviet “norms” of numbers of beds in hospitals and attendances at 
out-patient facilities. The weaknesses of this approach are recognized by the MOH and by other 
governmental agencies. The current procedure is as follows: 

• There are two major health funds – national and regional. The national funds are allocated by 
the Ministry of Finance directly to the MOH, which later transfers the resources to all 
subordinate institutions – national hospitals, SES, universities and colleges.

• The regional funds (municipal or district) are compiled from local revenues. If local resources 
are lower than the national average, then the Ministry of Finance allocates additional
resources (subsidy funds).

• In all cases the health fund is compiled on the basis of norms determined by the MOH and 
the Ministry of Finance and approved by the Parliament.
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Fig. 11. Financing flow chart

District Administration

District Health

Ministry of Health

National Institutions

Sanitary

Epidemiological
Stations

Central District Hospital

Specialised
Hospitals/
Dispensaries

Rural
Hospitals

District
Polyclinics

Ministry of Finance

Public

Patients Formal and informal payments

National taxes
Other

government

Local taxes

General subsidy



Health care systems in transition — Azerbaijan22

Payment of hospitals

Hospitals are paid on the basis of itemized budgets. The budget allocations are based on the 
number of beds and previous trends in utilization. Consequently, there is no financial autonomy 
for hospital administrators and no incentive for efficiency in the provision of services. On the 
contrary, over capacity of beds is encouraged.

Payment of physicians

All facilities are financed through itemized budgets. Consequently all physicians are publicly 
employed and paid a monthly salary. The salaries are centrally determined for all government 
employees. As noted earlier, informal payments are widespread and substantial.
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Health care reforms

The main stated objectives of the health care reforms are to reduce the infant mortality rate, to 
revitalize the health care system, to improve the health of the population by increasing coverage 
and getting the population involved in health care (co-management, co-payment) and to
rationalize investment in the health system.

The Health System Revitalization Project is intended to be implemented in a pilot district and to 
be extended subsequently to other areas. The implementation has so far accomplished the 
following:

• The Minister of Health of Azerbaijan issued a decree (with regard to all the structural and 
functional changes of the district level health system) on the implementation of reforms in 
December 1996. Tangible changes in the health system are planned for the first trimester of 
1996.

• Committees were established by the MOH in 1995: (1) a steering committee at ministerial 
level to address issues of policy development and (2) an implementing committee at district 
level.

• Plans for reorganization of the district health system have been prepared by the implementing
committee and approved by the MOH. The decree on consolidation of hospital services (all 
specialized hospitals will merge and physically move to general hospitals and many of the 
specialized departments will merge with one another) was issued in March 1966.

• The first batch of essential drugs and basic equipment to the district health authorities was 
donated by UNICEF.

• Training in financial management with a special emphasis on creating sustainable health
services was carried out.

• The MOH has prepared guidelines on essential drugs and doctors have received training in 
rational drugs use.

• An information campaign and training for community representatives to provide skills to work 
in community health councils and committees has been undertaken.

• Health councils in villages in the catchment area of the first three health centres have been 
established.
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Reform Implementation

The following activities are planned for 1996:

• development of a national policy for health reforms with participation of various ministries 
(health, finance, social protection, economics) under the auspices of the prime-minister –
changes in financing of the health sector and in taxation, introduction of community based 
health insurance, initiation of health promotion programmes;

• strengthening of PHC, development of prevention programmes, support for the Kuba Project, 
extension of the project to other districts;

• in Kuba – establishment of a cost-recovery mechanism in health facilities, creation of an 
exemption system for vulnerable population, introduction of fees for health services; 

• changes at the central district level, including merging specialized hospitals and clinics,
reduction of the number of departments and beds, shifting from in-hospital to a more out-
patient based treatment model;

• introduction of fees for drugs and an exemption system for the vulnerable population;

• to develop further the exemption system for the vulnerable population at the community and 
national levels.

Responsibilities

The Ministry of Health is the leading body for the reform implementation. It provides policy 
support for project development, initiates the legislative basis and monitors the implementation 
process. The Cabinet of Ministers is planning to coordinate the reform implementation with the 
ministries of finance, economy, labour and social protection. The executive committee of the 
Kuba district will take a lead in developing the community contribution to co-financing and co-
management of the health system and the Republican Center for Hygiene and Epidemiology of 
the MOH carried out a health survey in 1994 jointly with UNICEF.

Local communities are expected to participate in the reform process through health councils, 
health committees and district health advisory boards.

There has been significant input from international agencies. The health system revitalization 
project was proposed by UNICEF and jointly developed with the MOH. Currently, UNICEF is 
providing policy guidance, administrative support, technical advice, training and assistance with 
purchase of supplies, equipment, essential drugs, medical supplies and transport facilities. WHO 
is planning to contribute to the Kuba Project through various programmes.



Conclusions 25

Conclusions

The war with Armenia, the major displacement of population and the economic crisis have acted 
as barriers to health sector reform until now. Azerbaijan retains an essentially soviet model of 
health care, beset by major financial problems. 

The Government has yet to engage in a detailed exploration of the options for reform. Azerbaijan 
has the advantage of major petrochemical reserves and consequently, in the longer term, should 
have fewer financial problems than neighbouring countries, thus making health care reform
easier. However it still faces a difficult transition period.

To ensure that there is an opportunity to learn from experience, the MOH is introducing reforms 
in a pilot district. The greatest problem, however, is the absence of any consensus about the 
most appropriate financing model for the health care system.

Once agreed, any reform programme will also face major challenges that have yet to be 
adequately addressed. These include managerial weaknesses exacerbated by fear of innovation 
that pervades all levels of the system, the absence of a legislative basis for reform, inflexible 
funding mechanisms linked to norms, shortage of public funds and the absence of any tradition of 
community involvement in public services.
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