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1. Starting position

Much of the justifications for the development of regional health policy were already established long before the starting of the Tacis project in Vologda. Some of these earlier activities had focused at the public health problems of non-communicable diseases. Although the Russian federal and the regional practice of dealing with the communicable diseases had been successful for a long period, the new epidemiological trends were perceived to need new approaches. Some of these approaches were developed before the Tacis project on the bases of experiences from it and other projects. 

The regional authorities decided to develop the regional health policy by intersectoral co-operation on the basis of a large meeting in January 1999. This decision was taken after a conclusion was made that the health status of the Vologda regional population has seriously declined. It was agreed openly that the role of the sectors other than health care was weak in the improvement of health of the population. In the arrangement of the intersectoral cooperation, even the church and the police were involved, and especially the educational professionals had many solutions and proposals available. 

The health status of the Vologda population was agreed to be a reflection of the overall well-being of the population. With respect to the operation of the health care, it was agreed that although new ways of arranging the financing, the supply and the availability of health services had taken place with the increasing decentralization of management powers to the regions, the existing management structure had not adapted to the changes in the organization of health care.

Especially, the previously highly vertical organization of services and the management and the development of new horizontal structures at the regional and the municipal levels was a problem. Actually, the new constitutional law (from 1991: Law on Regional self- government) allows for the arrangement of the health care in 89 different ways, one for each territory. These changes had brought a regional independence to decide about the administrative structures, e.g. for purchasing of pharmaceuticals within the public provision of health services.          

Schedule of the development was planned very much according to the activities within the Tacis project from late 1998 to summer 2000. The schedule and the corresponding activities were roughly represented as in the following scheme (see scheme). 

These activities can be commented as follows:

Originally it was planned, that the development of the Vologda regional health policy would follow a plan according to which some basic steps will be implemented. First, there should be a group of regional, Russian federal and foreign experts which will be in charge of the everyday work. Second, there should be clear Terms of Reference for the work of the regional and local authorities. Thirdly, the work needs to be based upon a needs assessment (including the results of the Vologda population health survey), results of a process evaluation, support of the specially trained statisticians (an intensive course on basic methods of epidemiology, biostatistics and survey methodology for six Vologda experts) and a large number of examples from elsewhere in Russia and abroad. All of the work was to be written (reported) by professional writers and experts, and the reports were to be reviewed by the Russian and foreign experts. It is noted that the plans were not followed exactly. Some parts of the plans were followed, while some new parts were added.  

Scheme of events before the Tacis project:

1990          

1. Focusing of public health activities on prevention and treatment of communicable diseases and increasing of the management awareness about alternative solutions  for improvement of the health of the Vologda regional population

1997                   

2. Experiencing international examples of health policy and programs on prevention and treatment of non-communicable diseases and gathering knowledge about the applicable solutions, e.g. program for preventing atherosclerosis in Vologda region 

3. Studies by the federal expert institutions on the causes and possible solutions  of the public health problems of the Russian population  

Scheme of events during the Tacis project:

1998

4. Joining of the Tacis-Russia Preventive Health Care Project 

5. Beginning of the analyses of epidemiological situation, as well as the causes of unhealthy life-styles

6. Seminar on the international examples of policy development in Moscow

7. Drafting of the new comprehensive regional legislation in Vologda

8. Planning of the development process in Vologda

9. Drafting of regional health care budget for 1999

10. Planning of the Vologda population health survey

11. Introduction of proposal for development of regional health policy

12. Planning of the CINDI process evaluation of Vologda health promotion and disease prevention

1999 

13. Seminar on Development of Health Policy in Vologda

14. Study tour to Wales about the development of regional health policy

15. Vologda population health survey

16. Seminar on development of federal health policy on health promotion and disease prevention in Moscow 

17. Special working groups in Vologda for main areas of health policy development

18. Joining the WHO-EURO Regions for Health Network

19. Drafting of the health policy document  

20. CINDI-process evaluation of Vologda health promotion (first round)

21. Russian and Tacis consultations about the development of health policy

22. Inclusion of various experiences from the Vologda Tacis project

2000-

23. Expert seminar in Vologda about the draft of health policy document

24. Review of the health policy document by foreign and Russian experts

25. Consensus seminar in Vologda about the regional health policy

26. Inclusion of various experiences from the Vologda Tacis project

27. Final revision of the Vologda regional health policy

28. Representation of the Vologda health policy document to the Vologda Duma

29. Implementation of the first priorities at the regional and municipal levels

30. Application of the policy document in legislative and administrative justifications

31. CINDI – process evaluation (second round)

2. Activities

In the beginning of the project work, a terminology related to “Health Policy” had to be clarified.  It was not necessary the lack of proper terminology, but rather the lack of proper mutual understanding of terminology. Especially the words “health” and “policy” had to be introduced in the Russian context. This task was further complicated by the fact that the Western experts originated from many countries, mainly from non-English speaking ones. The especially for this purpose developed WHO dictionary of terminology was applied most frequently. In addition, numerous discussions among Russian scientific and management experts from the federal, the regional and the municipal level had to be performed to clarify the terminology. The proposal accepted was to use the Russian word for policy (i.e. politika) as a basic translation. “Health” was simply translated as “zdravoohranenie”, “Health Policy” therefore as “Politika Zdravoohranenija”.

The “Content” of the health policy had to be negotiated. Since the project aimed to improve health promotion and disease prevention, the content of the Vologda health policy had to either concern only the Health Promotion (HP) and Disease Prevention (DP) activities or it had to concern all various sectors of the improvement of the health of the population. Since many of the activities in health promotion and disease prevention are outside the traditional health care and some of them, however, depend heavily on the activities inside the traditional health care, it was decided that the content would include all sectors inside and outside health care. 

It was agreed that without considering the curative health services, the preventive health services could not be developed – and vice versa. It was further agreed that the draft will concentrate more on HP and DP activities than curative health care. The assumption was that no federal comprehensive health policy was available.

The structure of the health policy had to be planned. After reviewing numerous available policy documents from other countries, taking into account the Russian federal, regional and municipal administrations (and i.e. the need to synchronize these administrations), it was decided that WHO “Health for all in 21 Century” structure will be followed. In the beginning of the active development of the policy document, there was a great amount of discussion and argumentation about the proper structure of the written document. This turned out to be an important part of the process and in the end, at least 11 versions of the structure had been written within the 2 years before the final structure (12th) was presented to the public discussion. Although the final structure included both structural and functional approaches, it covered at least 21 different and alternative areas of priorities in the improvement of the health of the population. By adopting the structure of WHO  “Health for all in 21 Century”, the following benefits were achieved: 

First, the Ministry of Health of the Russian Federation has committed the Russian Federation to the WHO-EURO Health 21 by signing the document as one of the member states. Second, since the European (international) environment had decided to communicate by  “Health for all in 21 Century”, the uniform structures at the international level, at the Russian Federal level, at the regional level and at the municipal levels allow for systematic construction of contents and priorities. The uniform structure also helps to identify the various targets and corresponding means for achievement at the various governmental levels as well as in the non-governmental organizations. 

The Objectives of the Vologda regional health policy were defined by a series of seminars, drafts, expert opinions and consensus decisions. The setting of priorities was extremely important for various actors. During the process, the various actors needed to experience the reality of not being able to fulfill all 21 targets simultaneously. The choice of priorities was the crucial task of mutual considerations of the policy. The setting of objectives relied on the examination of morbidity and mortality statistics, financial analyses, consulting of researchers and experts, and reviewing of special regional studies and other publications. 

Theoretically, the period to be covered by the objectives should have been an important determinant in their selection. However, the definition of the length of the period to be covered by the health policy was done quite unsystematically. The period was defined to follow the examples from other countries, as well as the normal planning cycle of the regional and municipal administration. 

3. Results

3.1. Policy paper

The main result is the experiencing of constructing the policy document (=process) and the Vologda health policy document itself (result). Therefore, the main result consists of two parts and both parts should be assessed separately.  

Although the feedback from some members of the Vologda Duma has been encouraging, some professional clinicians still feel that they have not yet been involved adequately in the process. Especially, some of the hospital staff have felt that they were not involved enough. Also, in accordance with some former international experiences and some former Russian regional experiences, the needs assessment in the beginning of the drafting was supposed to be done, yet, it was never completed. In any case, the authors of the recently developed Health Policy will be advised to continue the process by at least absorbing themselves the new principles and styles of negotiation. 

According to the formulated policy, one of the first priorities to be dealt with is the improvement of mother and child health. Also, the improvements in the monitoring and information systems and the communication with the media will be approached by renewed methods. For example, the co-operation of some federal and regional organizations in charge of monitoring and collection of health information has already started. 

3.2. International links established

The regional authorities have already exploited the benefits of the international Regions for Health Network. Also the networking of Vologda and Cherepovets municipal authorities with the WHO-EURO network of Healthy Cities has been started. 

3.3. Increased skills and knowledge 

The main priorities of the policy in the first few years were stated to focus on the regional development of mechanisms for increasing public awareness (e.g., reorganization the Center for Preventive Medicine), establishing the monitoring and information system (e.g., creating analytical expert unit or similar to the Department of Health of the Vologda Region), and facilitating the better relations between the media and the public authorities (e.g., establishing a press center). 

3.4. Increased activities in other sectors

Activities outside health care have already taken place: the training of mass media about the relevant subjects, as well as the training of the oblast health administration about the communication skills with the mass media. 

4. General observations

· In the beginning, there was a fear of changes and there also appeared unwillingness to work.

· It was extremely important to have the highest level of oblast administration to understand the changes in the health status of the Vologda population and to be committed for improvements;

· There were confusions about the management of the preparation process, some of this confusion was due to the lack of intra-regional terms of reference in management;

· In some working groups, there appeared no willingness to provide necessary information for objectives setting, much of this was due to the lack of real information;

· The educational authorities at the regional and municipal level were considered as good counterparts by the health care authorities;  

· The regional coordinator of the development process was very much in charge of the interpretation of statistical data for management decisions;

· In the process, at least 10 different institutions (other than health services) were consulted and it is assumed that these institutions will apply the principles of policy in their decision-making;   

· During the process, the government authorities at the regional level lacked the back-up of the Ministry of Health of the Russian Federation; 

· It was obvious that the upper management in the oblast administration had gained self security and confidence in the process and these provided enough tools to encounter any criticism from the regional or the federal levels. 

5. Recommendations

5.1. Dissemination to other regions

The dissemination of the experiences on preparation process and the end product of the health policy development to the other Russian regions (88 of them) will be the major task of the Ministry of Health. The dissemination of the experiences in developing the regional health policy is very important.  For this purpose, it is extremely important to understand the positive and negative stages of the work done in the Vologda region. 

In order to disseminate the experiences, the Ministry of Health needs to state its proposal for the remaining regions, as well as it needs to prepare the mechanisms of dissemination. Some of these mechanisms may concern the advises of the Vologda authorities, the Russian federal experts and the foreign experts. Whoever were the advisors, it is important that they have been personally involved with the Vologda experience. 

After the process in Vologda region, one of the most important tolls for dissemination in addition to the Russian Ministry of Health are the networks between the various Russian regions. The Vologda region is a member of the Organization for Economic Co-operation of the North Western Territories. As a subdivision of this organization, the Association of the North Western of Health Care Organizations represents a means to dissemination. Similar associations, although with some alternatives, exist in various parts of the Russian Federation. For example, in Siberia and in Urals these types of associations represent networks between the regions. Other means of dissemination consist of the managerial and academic seminars, publications and Federal expert references. These means, as well as the activities of the division in charge of regional affairs in the Ministry of Health of the Russian Federation should be assessed. 

5.2. Developing federal policy based on regional experience

To use the Vologda experience ides an example of the possibility of developing a federal comprehensive policy. Nevertheless, since the roles of the federal policy, the regional policies and the municipal policies are distinctly different, the development and the contents of the federal policy will rather compensate than violate the Vologda regional achievements. The same should be true of local actions.

Despite the differences between the federal and regional health policy papers, there are several common elements in the preparation process, such as need assessment, situation analysis, priority setting, involving of all relevant actors and consensus building.

6. Policy document

VOLOGDA REGION – HEALTH 21

LONG TERM HEALTH POLICY OF VOLОGDA REGION

VOLOGDA 2000
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4.   Conclusions

1.  Introduction

Health is one of the main values for an individual and the whole society. The public health survey conducted by the Vologda Research Coordinating Center of the Russian Academy of Sciences and by the Regional State Statistics Committee, has shown that over 80% of people in the Vologda Region consider health the main priority among all other life values, such as a career or income. Good health of the population is a necessary precondition of sustainable economic growth. Taking into account the diversity of public health determinants and its significance, health can be considered an integral indicator of the quality of life and the most objective criterion for evaluation of success of political, social and economic reforms. This explains the need for developing a perspective Vologda Region Health Policy. 

The powers that have been granted to the subjects of the Russian Federation by the Fundamentals of the Legislation “On Health Protection of Citizens” form the legal basis of the document. 

The following social and ethical principles are the basis of the policy: 

· health as one of the fundamental human rights and its value as one of the most essential resources;

· equity in and solidarity for health;

· individual responsibility for health;

· multisectoral responsibility (government, managers of enterprises and organizations) for health. 

Health Policy Goals: 

· to ensure sustainable positive changes in health of the population in the Vologda Region;

· to increase the quality of human resources of  the Vologda Region by improving health of the population.

It is possible to achieve this by consecutively implementing the following strategies:
· improving health education and knowledge of people for health, and ensuring settings for of individual health promotion; 

· involving all sectors of society - economy, industry, social sector and NGOs - into preventive activities; 

· adjusting efficient interdepartmental cooperation for health; 

· increasing the quality of the analysis and monitoring of public health and its determinants;

· re-focusing the health care system mainly on primary health care, as well as ensuring more effective health management.

2. Situational analysis

2.1. Social environment 

By January 1, 1999 the population of the Vologda Region was 1 332 900 people, which made 0,9% of the overall population of the Russian Federation. The Vologda Region covers nearly 0,85% of the whole Russian territory. Two thirds of the population live in urban areas (68%) and one third in rural areas. The density of the population is quite low. And there is a large number of rural localities in the region. The working population makes 58%. The officially registered unemployment rate is 4%.

With the total decreasing of the population in the region from 1335,0 people in 1994 to 1328,0 in 1999, the percentage of children and teenagers is going down from 320,000 to 274,000. This indicates an unfavorable reduction in human resources of the region in the nearest 10-20 years. Migration to Vologda and Cherepovetz is typical of the population occupied in agriculture.

A rapid drop in health of the population in the Vologda Region falls on the most difficult years of political, economic and social reforms in the country (1987-1995) accompanied by inflation, deposits and savings depreciation, and productivity decline.

In the first half-year 1999, 62,7% of the population had incomes lower than the living wage. 10% of the most indigent groups of people had only 2,5% of incomes. 

In July 1999 the minimum living wage of the able-bodied population made 1171 rubles, of pensioners – 646 rubles 39 kopecks, and of children – 1069 rubles. The average rate of pension ranged from 360 to 400 rubles. 

84,5% of the population reported they were dissatisfied with their economic status. 

The adverse dynamic in health indicators is mainly due to the drop in the quality of life of the majority of the population and psychological stress caused by uncertainty in the future, 64,7% of interviewees said. 

Social and household settings

83,300 families (nearly every fourth family) are on the housing list, 15% of which live in ‘communal’ flats, 10% - in hostels, 4% - in dilapidated houses.

The following figures are characteristic of the housing improvement (except for private housing): 79% of houses have water supply, 75% have sewage, 77% have central heating, 71% have baths, 89% have gas, 68% have hot water supply.

These figures are lower for the private housing sector, especially in rural areas.

Localities and highways are poorly equipped and maintained.

478 million rubles were spent on road repair and maintenance in 1998. But the number of traffic accidents is still high. 

1457 traffic accidents were registered in 1998. 278 people were killed and 1595 injured. Due to the lack of the emergency notification system, in some cases first aid was given too late. For this reason it’s impossible to prevent deaths or to alleviate serious consequences.  

Life style

The employment rate of the population is one of the main economic indicators.

By the end of 1998 22,400 people were on the unemployment books (22% less than in 1997) at the job center; the officially registered unemployment rate made 3,4% of population capable of working. 60% of the unemployed are women, and one third of the unemployed are people under 30.

Positive changes in industry - work resumption of several enterprises and arrangement of paid public work in communal improvement - help to solve the unemployment problem.

According to the inquiry data, a large spread of unhealthy habits is observed, i.e. alcohol and tobacco consumption, and low physical activity.  

64% of men and 30% of women smoke. 

Officially, the average alcohol consumption per person makes 9 liters a year; the actual number might come to 14-25 liters per person annually (as some researchers suggest). 

Alcohol consumption most frequently results in aggression in families and particularly in child abuse.

Due to the poor economic development the criminal situation is aggravating. The number of crimes concerning drug trafficking is growing.

2.2 Environment

Water supply and the quality of water resources  

The peculiar geographical feature of the Vologda Region is its location on the watershed of the three basins of the White Sea, the Baltic Sea and the Volga River. Although there is a great number of rivers, lakes and underground waters in the region, it is quite a problem to supply the population with good drinking water. According to some chemical indicators one can say that the water resources are significantly contaminated.

613 water pipes are used in the region. 7,3% of them are surface waters supplying 57% of the population with water. Ground waters make 92,7%, which supply 43% of the population with water. 82,1% of the Vologda Region residents have access to the central water supply system, and the rest 17,9% use water from rivers, lakes and mining wells.

General sanitary and organoleptical indicators (oxidation and turbidity) are the main indicators showing the overuse of water resources. To a great extend this can be explained by hydro-chemical parameters of the region. The basic indicators demonstrating the exceeding of the limit maintenance coefficient are ferrous, hard salts, sulfates, chlorides and fluorine. There is a considerable distinction in ground water supply of different parts of the region. So 70% of all ground waters are located in the eastern part of the region. 

22,6% of the used water pipes do not meet organoleptical parameters, 21,2% - turbidity and oxidation parameters, and 4,4% - toxic parameters. 

Water supply in Vologda is a serious problem - 70% of chemical tests are unsatisfactory. Cherepovetz and Sokol remain problem cities of the region.

Since 1995 the Drinking Water Supply Program has been implemented in the region. In December 1999 the Vologda Region Legislative Assembly passed the Law  “On Drinking Water and Drinking Water Supply”.

Soil contamination

Soil contamination is a result of storing industrial and solid everyday waste, using chemical pest-killers and polluting air in industrial areas. Yearly over 10 million tons of industrial waste is generated by enterprises of the Vologda Region: 6 million tons are of I-IY toxicity class and over 250,000 tons are of I-II toxicity class. The amount of solid everyday waste is 1673 thousand m3. About 108 million tons of industrial waste is accumulated in the region, including wastes of I-IY toxicity class, which contain over 100 chemical substances. Out of the whole amount of waste over 50% is being utilized.  More than 4 million tons of unutilized waste is placed in stores, dumps and industrial areas. 

All these waste dumps are poorly equipped and exploited with infringements of ecological and sanitary-epidemiological safety requirements. Also, there is no environment contamination notification system in the region. Moreover there are 140 unsanctioned dumps in the region.

The hazards mentioned above result in soil and ground water contamination, and air pollution.  Over 16,3% of built up areas soil tests show that the maximum heavy metals limit is exceeded; 30,6% of these tests show disparity of microbiological parameters, 5,6% - show the exceeding in helminthes.

 19 projects of solid waste utilizing grounds have been elaborated in the region, however, owing to the lack of financing their construction is not carried out.

Atmospheric air

Static establishments and car exhausts main air polluters in the Vologda Region. The annual amount of waste is over 740,000 tons: 91,6% - from static sources, 8,4% - from car exhausts.

Metallurgical industries cause 55% of total waste into the atmosphere, transportation and communication - 26%, power plants -10%, and chemistry and oil-refining industries - 7,4%.

Due to the considerable air pollution the concentration of hazardous substances in the atmosphere exceeds maximum limits. 11,1% of air tests in the residential area have brought up unsatisfactory results in the recent 5 years. Samples of phenol, hydrogen sulphide, formaldehyde, ammonia, nitric oxide, carbon oxide and lead have been the most unsatisfactory. These substances are mainly concentrated in the atmosphere of Cherepovetz, Vologda, Sokol and Kadui. 

About 25,000 people live in sanitary-protective zones of enterprises (19,000 people - in Cherepovetz). The sanitary-protective zones of the main industrial enterprises have not been designed and constructed, and no air protecting actions have been undertaken. 
Working conditions 

Whilst morbidity in workers of various economic sectors is going down and the number of the unemployed is growing, the percentage of people occupied in harmful and adverse production has recently increased by 7%. 120,000 people have various privileges, and are compensated for tough and hazardous working conditions. Annually about 4 thousand of the employed get industrial injuries. Also, occupational morbidity rate has been increasing since 1996. Temporary incapacity for work has been increasing, too. The average incapacity for work has gone up by 10%. 

Disablement from industrial injuries and occupational diseases has increased. The number of diseased with two or more occupational diseases has grown up. This can be explained by a complex impact of work factors and occupational environment on employees. 30% of studies do not meet the requirements.

So one can conclude that employers do not pay enough attention to workers’ health and that urgent measures should be taken to improve the situation.  

Quality of nutrition     

The present indicators of the quality of nutrition in the Vologda Region are unsatisfactory. According to rational hygienic norms the nutrition of the Vologda residents is marked by deficiency in such food products as meat, milk, vegetables, fruit and fish. A chiefly carbohydrate nutrition model is developing.  In everyday ration the portion of animal protein has decreased from 26% to 22%. 

Expensiveness of food products has resulted in considerable ration impoverishment and its imbalance. This has brought about unfavorable changes in health of the population, and reduction of unspecific resistance of organism to hazardous impact of the environment. The prevalence of anemia in children and women at the fertile age has become desperate recently; the number of pregnant women with anemia has increased by 32%. 

This is mainly due to the worsening of the social and economic situation of most people in the Vologda Region. 

There is still a risk of infectious diseases and food poisonings from imported and locally made food products.  

2.3 Morbidity indicators

The analysis of demographic parameters shows that over the period of 1987-1999 there was a rapid mortality rise and birth rate drop. Mortality increased by 35% from 12,0 to 16,2 (per 1000 people) over this period. In 1999 the mortality was 15,7, and the natural loss – 7,7. Also, the number of births is continually going down.   

The first causes of death in male are diseases of the circulation system (48%), accidents, injuries and poisonings (21%), and neoplasms (16%). These three causes make 85% of male mortality in the region. The number of deaths from accidents in able-bodied men is close to the number of deaths from diseases of the circulation system (32% against 33%).

The first causes of death in female are diseases of the circulation system - 69%, neoplasms – 12%, and accidents – 5%.

According to some studies conducted in other countries, the number of deaths from these causes can be considerably lowered by reducing the number of smokers and alcohol consumers, increasing physical activity, following the principles of healthy nutrition and stress management.

The studies carried out in Russia show that despite high public awareness of harm from alcohol and tobacco these unhealthy habits are still widely spread. 

Women and children’s health is a priority. In 1998-1999 ten cases of maternal mortality were registered, in four of them the cause of death was back-street abortion.  50% of the women died did not visit any medical institutions.  Even with the reducing number of pregnant women and sufficient availability of medical assistance, only 76% of women, pregnant for 12 weeks, visited an antenatal clinic. Also, the number of pregnant women with health disorders is going up.

The abortion prevention activities are widely carried out in the region. Over the last three years the number of abortions has reduced by 4 thousands, and the ratio of abortions per 100 deliveries reduced from 154 in 1996 to 133,2 in 1998. Preventive activities that have been carried out by two family planning centers over the last two years resulted in reducing the number of abortions among girls under 14 by 31, and in the age group of 15-19 years – by 50.  Nevertheless, the number of abortions per 1000 fertile women remains high – 65,1 in 1999 (57,3 - in Russia in 1998).

Infant death rate tends to decrease – 16,7 deaths per 1000 born alive.  This index however is high as compared to European countries and the standard determined by the WHO Office for Europe - 10 to 1000.

39,2% of infants who died before the age of 1, died on the first day, 54% - at the age of about 6 days. At the same time the number of children born in very poor condition due to complicated pregnancy and childbirth is increasing. The first three causes of neonatal mortality are respiratory state of the fetus and neonate (36,1%), congenital anomalies (20,9%), and asphyxia (12%). This structure of neonatal mortality proves that decreasing health of pregnant women is caused by the social and economic situation.  

Drug addiction has become a burning issue over the last years. In 1990 only isolated cases were registered. But in 1999 250 drug addicts and over 550 temporary drug-users were on the books. The amount of drugs confiscated by the law-enforcement bodies and the number of registered crimes are increasing. All kinds of drugs including heroin have been revealed in the region. Earlier drug addicts were registered only in Vologda and Cherepovetz, but in 1999 drug addicts were found in some districts of the region.

Drug addiction is a very serious problem because intravenous injunctions are the main way of transmitting HIV. Currently 33 HIV-infected persons are registered in the region.

Today a rapid growth of tuberculosis, sexually transmitted diseases and mental disorders can be observed. The suicide rate is also very high – 60,5 per 100,000 people (the average rate in Russia is 37,7).

So we can draw a conclusion that the majority of these diseases is conditioned by social and economic changes. 

2.4 State of health service

The regional health care system comprises 120 hospitals, polyclinics, state sanitary and epidemiological, sanitary and preventive institutions. 

Approaches of the health care system are mainly focused on expensive technologies. Expensive in-patient care brings about most of costs. Annually every fourth resident of the region is hospitalized, but only part of them needs intensive therapy and day-and-night care. In 1999 the State Guarantees Program on Outpatient Health Services was completed only by 83%, and on In-patient Health Services by 124%.

Activities aimed to reduce the number of beds and to make it more cost-effective are being carried out in the region now. But in-patient replacement technologies are being slowly introduced. Consultation and detection services of polyclinics are poorly equipped. This impedes the development of outpatient treatment patterns. 

The post injured and psychological rehabilitative treatment system for ordinary patients and participants in armed conflicts is poorly developed.   

Provision of people from urban and rural areas of the region with pharmaceuticals, as well as of people with different standards of wages is considerably unbalanced due to high prices of pharmaceuticals. 

Local health facilities are understaffed and the number of general practitioners remains very low.

The existing compensation system of health professionals does not stimulate increase in the number of preventive activities, and the potential of paramedics is not used to the full. 

There is barely any competition for the right to render health services since the private health sector is poorly developed and it renders mainly dental services, psychotherapeutic and reflexotherapeutic assistance.

Accessibility of rehabilitation services has been limited in the region over the last 10 years. Ten sanatoriums were closed down in 1990-1999. And opportunities to use these health services outside the region were considerably limited, too. 

Social and economic difficulties have negatively affected the health care system, especially in rural areas, where availability of efficient health services has reduced due to transportation problems. A problem of repairing and renewing the medical equipment has arisen. It is also worth noticing that those health care principles of “continuity” and “stepwise developments” remain intact. 

A Social Health Service for the Elderly and Disabled has been set up only in Vologda and Cherepovetz and it needs to be further developed. 

Financing of health and target programs was improved in 1999. The activities aimed to stabilize provision of in-patients and outpatients with pharmaceuticals, the experience of Vologda polyclinics in disease prevention, and other programs need further development and authorities’ support. 

2.5 Role of non-medical sectors

The last regional comprehensive program “Health” and similar programs at some enterprises, in other localities and districts of the region were developed.

Currently, 8 target programs have been designed and developed. But still there is no common comprehensive program in the region.

Insufficient preventive work at local enterprises resulted in increasing injuries and morbidity rates.

Accessibility of culture and sports facilities has decreased. There are also no proper settings to do sports at the place of residence.

Despite the growth of food industry in the region, the amount of low-cholesterol, -fat, and -calorie food products is insufficient. These food products are inadequately advertised. In addition, there are only few health food shops left in the city.

Since the mass media are overloaded with health information, they cover a limited range of health issues. So publications are made irregularly and sometimes newspapers advertise for psychics. 

Educational bodies and institutions are most actively involved in health promotion in comparison with all other non-medical organizations. 

Over 90% of teachers consider the formation of healthy behavior in pupils to be one of their primary tasks. Also, teachers say that their curricula and training programs are imperfect, and that there is a shortage of methodical materials. While pilot schools within the Tacis Project in Vologda are being developed these materials are going to be published. 

There are several regional inspecting bodies, subordinate to the federal level, which are responsible for health promotion and disease prevention. These bodies are the State Sanitary and Epidemiological Service, the Regional Labor Inspection, the Regional Environment Protection Committee and others. Their activities are regulated by the Federal Legislation. However it is worth noting that those relations between federal services and regional government bodies have not been settled yet. Especially it concerns an information exchange, its analysis and forecast.

Intersectoral cooperation has been established in the framework of the Tacis Project. And it requires further development.

2.6. Legislation, management, finances  

A new legislation ‘On Health Promotion’ has been elaborated in the Russian Federation since 1993. 

On the one hand the laws proclaim civil rights (the Constitution of the Russian Federation, art.7, 41, 42 and 17-34), on the other hand they determine the mechanism of realization of state guarantees, and regulate relations in health sector. 

Such legislative acts are the Civil, Criminal, and Tax Codes, Administrative Offenses Code, the Laws of the Russian Federation “On health insurance of citizens”, “On psychiatric care”, “On immunization for communicable diseases”, “On pharmaceuticals”, “On drugs and psychotropic substances”, “On HIV prevention”, and “On sanitary and epidemiological wellbeing”. Some important aspects of health promotion are stated in the following Laws of the Russian Federation: the Law “On education”, “On Advertising”, “On protection of consumers’ rights”, “On certification of products and services”. Besides, the President and Government of the Russian Federation have issued a few decrees and statements directly or indirectly relating to public health, for example, “On summer vacation of children”, and “On medical and social support to veterans”, etc.

When analyzing these legislative acts one can draw a conclusion that the Health Legislation is almost finalized. Some of its important features are the system of federal, regional and municipal authorities interaction, and management decentralization, including health issues. The powers of each managerial level are defined by the Fundamentals of Legislation of the Russian Federation “On health protection of citizens”.

But the legislation capacities are not ultimately used. At the federal, regional and municipal levels the system of interdepartmental cooperation and governmental management in disease prevention has not been adjusted, yet. 

There are some things that affect the efficiency of laws ‘On health promotion and disease prevention’. For example, the source of financing of preventive programs has not been fixed in the legislation. Keeping in mind the shortage of funds at all levels, lack of target allocations from excises on alcohol and tobacco products and from fines imposed for violation of sanitary and environmental norms, it is impossible to secure stable financing of preventive activities.  

The Health Legislation of the Vologda Region comprise the Laws “On provision of the population with pharmaceuticals”, “On drinking water and water supply”, “On tuberculosis”; and also 8 target programs on separate issues. The Hypertension and Atherosclerosis Prevention Program has been developed, which is focused on prevention of one of the primary causes of premature deaths.

Aside from that there is no regional law ‘On health protection of the population’, which proclaims the rights and liabilities of all parts of interdisciplinary cooperation on these issues.  

Several interdepartmental commissions on various issues have been set up under the supervision of the first Deputy Governor of the Vologda Region – on injury prevention, on epidemiological issues, on drug addiction and HIV prevention, and on problem youngsters’ etc. However activities of these commissions have not been integrated into a common system until now. In some districts they attempt to set up interdepartmental health councils. At the municipal level only the activities focused on prevention of communicable diseases can be assessed. 

Preventive programs are currently budget financed. The budget covers the major part of costs of such specialized institutions as the Center for Preventive Medicine, Center for Medical and Psychological Help and Family Planning, and Center for AIDS Prevention. Never the less, the financing of actual preventive activities does not satisfy the needs. 

The Law of the Russian Federation “On Health Insurance of Citizens” envisages money allocations for preventive activities, which in the nearest future shall result in decreasing morbidity and the number of policyholders. But insurance companies do not have monetary reserves for preventive activities. Due to the shortage of funds no specific preventive programs are being carried out within the Mandatory Health Insurance System (MHI) (except for Vologda City and Totma District).

Other institutions finance health-promoting activities, too. So the Social Insurance Fund is responsible for financing of rehabilitation treatment at sanatoriums, summer vacation of children, and etc. The Ecology Fund pays for some training programs aimed to raise public awareness of ecological issues.

Unfortunately, no cost-effectiveness analyses have been conducted in he region. But such analyses must be conducted in the nearest future.

So in relation to legislation, management and financing actual resources are available. By using them we will be able to improve health indicators in the region and the quality of human resources. 

2.7 Conclusions

As stated above the following conclusions can be made: 

· health of the population is a concern of health and other sectors.  Regarding political and economic changes a new model of cooperation between health and other sectors dealing with health promotion should be designed. Non-medical sector comprises economy, industries, social sphere, and NGOs. It is necessary to increase public participation in health promotion;

· health indicators and the quality of environment don’t satisfy the needs of  society. To improve the situation immediate measures are to be taken;

· regional executive and legislative bodies realize the importance of health and their responsibility for health promotion and strive to exercise their powers more effectively to improve health of people in the region;

· earlier positive Russia’s experience in disease prevention shows that an explicit health policy paper makes it possible to reach the set goals.

3. Main objectives, targets and strategies 

The Vologda Region recognizes the main objectives and strategies of health promotion stated in “Health-21” policy document by WHO Regional Office for Europe (Copenhagen, 98) and gives the following interpretation of its targets and HFA strategies:

3.1 Solidarity and equity in health

Reducing differences in levels of health of urban and rural population of the Vologda Region by improving health indicators in problem districts of the region.

Closing the gap in levels of health among social groups of society. Considering the impact of financial welfare, education, public participation on health, it is vital to provide support to vulnerable groups to improve their health.

This can be attained by providing solidary support to problem districts (including rural population), designing and implementing target programs for social and economic development. 

Equity in health implies that everyone should have a fair opportunity to attain his or her full health potential regardless the existing inequities in society.

In the first place, differences in health indicators with the view to social and economic status should be studied and groups with high risk of poor health and premature death should to be identified. In the framework of the State Guarantees Program access to medical and social care should be ensured and the individual social aid system for the indigent should be developed.  To reduce the number of people living below the poverty line, new jobs should be created and the minimum rate of pensions should be increased. It is necessary to render assistance to charitable organizations and public institutions supporting the indigent groups. 

3.2 Healthy start in life (health of babies and preschool children)

Improving the health of children by changing the social and economic situation in a family for the better and increasing accessibility and the quality of obstetrical, gynecological and pediatric care.

The level of health and the quality of nutrition of mothers mainly determine the health of children. Therefore, it is important to pay attention to the economic situation of young families, and to develop supportive programs for them.

Pre-school institutions, which should ensure healthy nutrition, health examinations, and healthy behavior, play a big role in determining the health of children

The training of visiting nurses, which visit children at home to prevent ill health, should be improved. Their skills in communication with parents should be improved, too.

It is vital to create a supportive environment in a family, and to set up organizations providing assistance to families in bringing up their children. 

It is also very important to reinforce public observation of children’s rights and to prevent child abuse. 

The WHO “Secure Maternity” Program and the WHO/UNICEF “Breast Feeding” Program exemplify successful activities focused on disease prevention in children.

3.3 Health of young people (at the age of 7-18)

Increasing the number of young people living a healthy life. Preventing pregnancies in teenage girls.

Joint actions of health, education and other institutions developing healthy life skills through the Health-promoting Schools Program, creating settings for children’s and adolescents’ self-realization (e.g. youth clubs), increasing accessibility of sport facilities can help to form the basis of good health.

Taking into account high susceptibility of youngsters it is necessary:

· to hold out against  advertising of harmful products;

· to train young leader to resist unhealthy habits;

· to train on stress prevention methods and communication skills; 

· to introduce different activities for children in sections, circles and clubs of interests by the view to traditions, customs and culture of the Vologda region.

Prevention of pregnancies among teenage girls is an integral part of reproductive health. It is very important for teachers and doctors of the Vologda region to work out common means and methods of moral and sexual education.

3.4. health of  able-bodied population 

Increasing financial welfare of working people, improving work settings, and reducing incapacity for work from morbidity and disability.

Employment and income programs satisfying material and spiritual needs of people should be developed.

It is necessary to design and develop programs on reduction of morbidity, injuries and temporary incapacity from dust, noise, chemical substances and stress; and training programs on workplace improvement both for employers and employees. A training program on accident prevention and a program on occupational, social and medical rehabilitation of the disabled are needed at every level. 

3.5. Healthy aging

Creating conditions to maintain the health of elderly people that enhance their autonomy and social productivity.

To increase the rate of pensions certain measures should be taken. 

Employers of different enterprises and organizations should be recommended to create adopted jobs for the elderly, and to develop programs on social security of their retired workers.

Social and health services for the elderly, including home care, should be further developed. Communication clubs, art and proper sport facilities, and counseling on nutrition should be started. 

Gerontologists should be trained at health care facilities. One of their tasks should be the reduction of pharmaceuticals consumption by elderly people. 

3.6 Improving psychological environment and mental health

Reducing suicide and violence in society.

Psychological and social status of people should be improved. Well-designed and developed comprehensive services will help people with psychological problems to cope with stressful situations and events. Mental health problems and appropriate attitude to people with mental disorders should be put on the agenda.  The systems of psychological and psychiatric care for all age groups are planned to be designed. Special attention should be paid to psychotherapeutic rehabilitation of participants in armed conflicts.  Family and district doctors should be systematically trained for detection and correction of depressions to sharply reduce suicide rates.

Actions against the negative impact of totalitarian cults will protect mental health of young people.

3.7  Reducing injury from violence, aaccidents  and poisonings

· reducing mortality and disability from accidents on the roads;

· reducing mortality and disability from occupational, domestic and traffic accidents;

· reducing mortality from violence.

To reduce injury the following comprehensive programs should be implemented:

a) building roads in the region, reconstructing damaged sections of roads, constructing road junctions, pedestrian viaducts, subways and maintaining pavements;

b) introducing  the traffic emergency notification system to reduce the time-lapse between the moment of accident and the moment paramedics arrive 

c) improving the quality of driver’s education;

d) training traffic police officers in first aid;

e) wearing safety belts;

Severer penalties for driving while intoxicated should be imposed.

Control over safety rules should be enforced at industrial, construction and agricultural entities.

To reduce domestic and criminal violence, alcohol consumption and the number of people living below the poverty line must be decreased, and psychological and psychotherapeutic services must be set up.

Training programs on accident prevention are needed at all levels.

3.8 Reducing non-communicable diseases

Reducing mortality and disability form cardiovascular diseases and neoplasms in people under 60; improving the quality of life of people with chronic diseases.    

The main objective is elimination of risk factors common to non-communicable diseases. Appropriate training programs and school activities for persons with bronchial asthma, diabetes and other diseases should be elaborated and introduced, and fully covered in the mass media. 

Preventive activities of health care facilities should combine early detection methods, advanced treatment patterns, dispensarization and medical rehabilitation programs for people with chronic diseases.

Reducing communicable diseases

Reducing morbidity indicators in:

· preventable diseases;

· tuberculosis;

· STDs;

· enteral hepatitis B and C;

· intestinal and intra-hospital infections;

· protection of territories from quarantine and hazardous infections.

These goals can be reached by increasing the number of preventive and anti-epidemic activities in the framework of the programs on immunization, sanitary protection of the territories from transmission of hazardous communicable diseases, urgent measures for sanitary and epidemiological safety of the population, primary anti-epidemic and anti-HIV/AIDS activities.

The following objectives are important:

· health education by all possible means of health communication;

· correction of territorial comprehensive programs on sanitary and epidemiological safety of the cities and districts; better local budgeting of urgent measures;

· introduction of the latest detection methods, treatment and communicable disease prevention.

3.10 Healthy and safe phisical environment

Improving the quality of drinking water supply and environment:

This can be reached by:

· enhancing ecological monitoring;

· imposing fines on the enterprises, dumping harmful chemicals;

· conducting training seminars for managers and specialists;

· ecological education of the population;

· improving utilities of the localities;

· utilizing and recycling wastes;

· improving the quality of drinking water supply, underground waters, purification systems. 

3.11 Healthier living

Increasing the number of people making the healthy choice (promoting healthier eating, increasing physical activity, quitting unhealthy habits).

Individual costs for medical care are increasing.  Therefore, if people consider healthy lifestyle a true alternative behavioral model, positive results can be achieved.

People’s knowledge of health should be improved.  It is vital to make spots facilities accessible to a wider range of people. Adequately publicized mass sports events will promote healthy lifestyle.

Bringing down poverty is an obligatory condition for making the healthy choice.

Reviewing healthy production technologies of the regional food industry, its proper advertising and realization are required.

3.12 Reducing harm from alcohol, drugs and tobacco
· reducing smoking in all age groups;

· shaping the so called ‘responsible alcohol consumption’ model, which averts social and health hazards;  

·  preventing  drug and  psychotropic substances abuse.

This requires developing a separate target program and encouraging co-operation between health and education sectors, and the mass media. It is necessary to make smoke-, alcohol-, and drug-free lifestyle a fashion.  Also, the work of law-enforcement bodies needs to be improved in order to stop illegal drug trafficking.

Billboards advertising alcohol and tobacco, and smoking in public should be prohibited by law. The legislation should also stipulate reallocation of excises on alcohol and tobacco products for preventive measures.

People should be familiarized with methods of stress management other than alcohol, drugs, and tobacco. 

The “Dare to Say  ‘NO’ to Drugs!” Program should be developed.

3.13 Settings for health

Improving housing; supporting the disabled and veterans by providing unimpeded access.
It is necessary to reconsider affordability of appropriate living accommodation, to develop utility and transport services in cities and localities, and to adjust the life-support system.

Plans of office buildings and housing estates should be drawn up with the view to the needs of the disabled, veterans, etc. 

3.14 Responsibility for health

Health development requires all sectors of society (health care, economy, industry, transport and agriculture) to be accountable for health promotion and disease prevention programs.

Setting up an Interdepartmental Coordination Health Council under the first Deputy Governor’s supervision, which includes representatives of all sectors of society, will increase the effectiveness of their co-operation and create the system of accountability of each sector.  Regional executive and legislative bodies envisage annual promulgation of the regional state health statistics report. 

This requires holding seminars and conferences for authorities and non-medical professionals. The experience in holding conferences on ecological issues and full coverage of decisions concerning health in the mass media will be continued.

3.15 Improving regional health care system; accesebility of medical services

Enhancing in-patient care, making pharmaceutical treatment cost-effective, introducing non-pharmaceutical treatment patterns, equally developing curative, preventive and rehabilitation services, and family doctors’ network. 

This can be solved if the number of beds is reduced, and new “in-patient replacement” technologies are developed. Due to the shortage of funds, the pharmaceutical provision record system, and centralized purchase of life-vital pharmaceuticals should be developed. To promote health of the population, interaction between health facilities and sanitary and epidemiological centers should be improved.

3.16 Managing for quality of care; ptients and their rights

Introducing the system of sustainable managing for quality and safety of health care facilities of all property forms; measuring their outcomes and cost-effectiveness.

Clinical care quality standards and up-dated technologies of detection, treatment and quality measurement should be developed and introduced.

3.17 Funding health promotion activities

Not only health but also other sectors of society should be responsible for funding of health promotion activities. The health program stipulates funding of these activities in accordance with priority objectives.

To execute the State Guarantees Program, sustainable, adequate to costs financing should be ensured at the first stage and resources of the Mandatory Health Insurance Fund should be allocated for preventive activities. 

The boost of investments in health promotion on analysis of prevention, treatment and rehabilitation costs should be substantiated.

3.18 Developing human resources for health

Improving training of professionals across all sectors, departments and institutions involved in health promotion. 

At the first stage a long-term human resources development program, integrating all priority objectives of the region in health, needs to be developed.

Health should be viewed as significant among individual and professional values. This requires involvement of medical and non-medical training. Training programs for students of pedagogical, medical and other educational institutions of the region will need to be improved. 

A Public Health School affiliated to the Center for Preventive Medicine should be established to hold joint seminars and conferences for professionals from health, education, culture, industry and other sectors.

3.19 Research and knowledge for health
Developing and improving the information system, which allows not only substantiating and making appropriate decisions, but also monitoring their execution, assessing results and foreseeing further development.

To develop and implement the future regional health program, the common information system should be established for all those pursuing the health policy.

The following statements should become main principles of the common information system:

· state order of the regional authorities on establishment of the common information system and its accountability before the regional administration;

· up-to-date evidence-based methods of data collection and processing;

· accessibility of information to all organizations involved (in agreed time-limit and form);

· adequate user-oriented information supply, experts’ analysis and comments. 

It is important for the region to have its own research potential and to carry out target training of professionals in specialized higher education institutions of the Russian Federation and abroad. 

3.20 Mobilizing partners for health 

Involving NGOs in decision-making for health, creating settings for sustainable cooperation at the regional and municipal level. Developing international and interregional cooperation.

NGO members should join the Interdepartmental Council in charge of coordinated decisions concerning health promotion program development in the framework of this policy. This will enable them to fully influence decision-making and implementation of programs.

National and international networks are being established in the framework of the health policy.

The Vologda Region is a member of the EU “Regions For Health” Network. The Vologda City administration is about to launch the WHO “Healthy Cities” Project.  This cooperation ensures the exchange of information, experience, new ideas and methods, and methodological and experts’ assistance.

3.21 Policy and strategy for health for all 

Promoting health within the “Vologda Region – Health 21” program in terms of legislation.

Implementation of the health policy is impossible without additional legal regulations, interdepartmental cooperation and relationships between health facilities and local self-governmental bodies when developing municipal orders and health programs.

Motivation is needed to implement the health policy at all levels: in cities and localities, institutions, organizations and enterprises.  The monitoring health policy system should be in place. While introducing the system, the demand for changes and corrections can be revealed.  This will strengthen the long- term stepwise strategy. 

It is important to fully cover health issues in the mass media and to provide information and managerial support, and consulting to local initiatives for implementing the proposed strategies. 

4. Conclusions

Main objectives of the Vologda Region Health Policy have been stated in the document. When elaborating the policy paper the WHO recommendations suggested in the HFA policy – the policy that has proved to be efficient in a number of countries – were used. Also, materials from the “Towards Healthy Russia” series were used. Representatives of various departments and institutions of the Vologda Region contributed to the elaboration of the document. Therefore, their views and peculiarities of the region entered the paper.

The legislative statement of the document makes provision for developing the specific regional program on health priorities. The priorities for the near future are as follows:

· health of women and children;

· cardiovascular diseases;

· injuries, accidents and poisoning;

· environment;

· drug and alcohol abuse;

· HIV, tuberculosis and sexually transmitted diseases;

· mental disorders and stress management;

· healthy aging;

· neoplasms;

While implementing the policy continuous process evaluation and correction of actions are required.

The implementation of the provisions of the document in developing specific programs, establishing systems of management and financing will ensure a stepwise process towards health and quality workforce of the Vologda Region, and cost reduction caused by morbidity and trauma.  This requires appropriate and effective cooperation between authorities, enterprises, organizations, and individuals.
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Legislation component: Final report and review

Summary

The work has clearly had an impact, above all because the Russian counterparts have been enthusiastic to co-operate and share experience on Western European solutions and the possibilities to adapt them to the Russian reality. The professional standard of individual Russian experts is very high.

As a whole, however, the quality of legislation is not satisfying, as is shown in detail in this review. The biggest problems are

· The lack of a comprehensive policy for what legislation to draft and when

· The lack of calculations on what is financially possible to implement

· The lack of clear legal relations between the federal, regional and local level of administration

· The poor technical quality of the laws. 

As can be seen, a lot of work remains to be done and it is going to require a long time. The report contains proposals on future activities.

1. Introduction

I have been working as a short term expert for the Project during several periods (altogether more than seven months) from September 1998 to October 1999. 

The intention of this report is firstly to describe the way of working within the legislation component. The report also includes a description of the present state of Russian legislation on health promotion and disease prevention as well as proposals for future activities. This review will be included in the Progress Report 5, (reporting  period September - November 1999), as Annex 7.1.4. 

2. Organising the work

Already from the start of the Project the idea was to gather the most important partners to co-operate in an expert working group, which would develop and discuss the activities within the legislation component. The group was established 15.9.1998. It consisted of legal experts from the N.A. Semashko Research Institute for Social Hygiene, Health Economics & Management (Semashko), as well as experts from the Ministry of Health, the State Duma and the Project. During the time when I was in Moscow and working at Semashko myself, the working group functioned reasonably well and the participants were usually well prepared and eager to participate in the discussions. Naturally the opinions differed as to what were the priorities for the Project. The discussions, however, resulted in a preliminary working plan in September 1998, which was revised in May 1999. Graduallly there was a common understanding that the priority is to analyse, clarify and develop the legal relations between the federal, regional and local level. This means studying the Constitution as well as federal, regional and municipal legislation on health as well as health promotion and disease prevention.

3. Activities
The following chapter corresponds to the Project output 1.D.: Review of federal and regional (pilot regions) legislation on health promotion and disease prevention.

3.1. Analyses

The working group started its activities by developing a glossary on health policy and legislation (Progress Report 2, 25 March 1999, Annex 7.1.13). Between October 1998 and May 1999 a number of analyses were conducted on various topics, some of which might have been influenced more by the specific interests of the individual experts than overall planning (Progress Report 2, Annex 7.1.12; Progress Report 3, 18 June 1999, Annex 7.1.5). After May 1999 most of the analyses have either dealt with the relation between federal, regional and local legislation or concentrated on analysing specific draft laws (Progress Report 3, Annex 7.1.4 and Progress Report 4, 13 September 1999, Annex 7.1.6).
Several of the analyses focused on mechanisms and reasons for the limited implementation or non-implementation of legislation on health promotion and disease prevention. The following main obstacles were listed in the reports:

· The technical quality of the legislation is poor and the situation which is going to be regulated has not been sufficiently analysed theoretically (the draft law on tuberculosis).

· The draft laws are trying to introduce restrictions or behavioural patterns that the public opinion cannot yet accept and adapt too (the draft law on anti-smoking).

· The legal provisions are such that they cannot be implemented, either because of administrative or economic reasons (too much is promised), because the legal solutions do not correspond to the reality of the life of people (the right of free choice of physician and hospital), or simply because the laws contain mainly ideological declarations and not real rules, which would give clear directives to follow.

· Federal and regional legislation is contradictory and the division of responsibilities between different levels is unclear.

As remedies the reports suggest a strengthening of the control mechanisms (administrative orders, court procedures, punishments), restricting individual civil rights in order to prevent harmful behaviour and developing the licensing practice. 

On the other hand, an analysis, which compared the laws of some Western European countries and Russia, came to the following conclusions:

· The formulations of the laws must be clearer and key concepts defined in the law.

· The provisions must be concrete as to what they demand of authorities and people.

· The objective conditions in society must support the implementation of the laws; excessive use of punishments is not effective.

3.2. The legal classifier

In 1993, President Yeltsin approved a classifier to give the direction to future legislative work. The classifier covers all legislation in the Federation and is kind of a priority list. The role of this document is, however, not quite clear. On the one hand Russian experts say that it is generally followed, on the other there is a view that top legislators or civil servants are not even aware of its existence. 

The working group was of the opinion that the present classifier is obsolete as concerns health legislation and should be revised. Thus the group has developed a new draft health legislation classifier (Progress Report 3, Annex 7.1.5; Progress Report 4, Annex 7.1.7). It should now be approved by the management of the Semashko Institute and then delivered to the Ministry of Health and the State Duma respectively. The main principle of the new draft is that it lists the legislative priorities more according to the needs of the people than those of the system, as is the case in the present one. Therefore issues on health promotion and disease prevention receive a higher priority than before.

3.3. Law comments
Detailed comments were written on the following draft laws: 

· The draft federal law on the Health System of the Russian Federation has been analysed in three separate documents, which were combined into one and delivered to the State Duma (Progress Report 3, Annexes 7.1.5 and 7.1.6). The conclusions of the Group were that the financial basis is unclear, the proposed health system might be too centralised, the relations to other existing or draft (federal or regional) laws are confused and that a lot of technical improvements should be made in order to make the law clearer and possible to implement. The Project sent a letter to Professor Gerasimenko, the Chair of the Duma Health Committee, stating the need for further work and Parliamentary hearings on the draft law. 
· In connection with the work on federal and regional programmes, the group drafted an analysis of federal and regional legislation on vaccination (Progress Report 4, Annex 7.1.6). The document gives a rather satisfactory picture as federal and regional legislation fit well into each other and the various regional laws take into account the specific situation in their respective regions, although some terminological confusion has been noted.

· The draft federal law on Restrictions on Smoking (Progress Report 3, Annex 7.1.7). The main conclusion of the group was that the proposed law is far too restrictive compared to what the public opinion is ready to accept. In its present form the law, even if adopted, is never going to be fully implemented.

· The federal draft law on Patients’ Rights (Progress Report 4, Annex 7.1.4)  and some regional laws on the same issue (Progress Report 4, Annex 7.1.6). The federal draft law has been thoroughly prepared in the Ministry of Health and the comments basically focused on minor technical details. The observations on the regional laws will be further elaborated in the following section.

· The draft federal law on preventing the spread of tuberculosis, taking into account the new federal law on  Sanitary  and Epidemiological Wellbeing of the Population (Progress Report 4, Annex 7.1.5). This critical analysis stated severe technical deficiencies in the law, as well as too extensive measures against individuals who were contaminated or suspected to be. The group also stressed that the draft law focused too much on hospital treatment of tuberculosis

· The draft Health law of the Vologda Oblast  (Progress Report 1, 1 December 1998, Annex 7.1.1; Progress Report 2, Annex 7.1.6) has been analysed at several stages of its development. The law, which is now pending in the Oblast Duma, has been significantly improved during the process and, when adopted, could be seen as kind of a model for other regional health laws.

· The draft Health Law of the Tchelyabinsk Oblast (Progress Report 4, Annex 7.1.8). The main objective of this report was to show how much work is still needed if the intention is to create a high-quality and sustainable piece of legislation.

In order to understand how it is possible that key experts from the Ministry of Health and the State Duma, who are members of the working group, can agree to the sometimes very critical comments mentioned above, it is necessary to bear in mind that The Federal Government did not get the right to submit proposals for new legislation or the amendment of existing laws until 1993. Still about 80% of all proposals are drafted in the Duma and proposed by individual deputies. Totally about 700 persons have this right, as well as the Subjects of the Russian Federation. Statistically only a minor part of all health legislation has emanated officially from the Government. Sometimes experts from the Ministry of Health take part in the Duma working groups, which actually draft the laws. Anyway, the influence of the lay Duma members lead to technically poor legislation, when basic drafting rules are not considered important.

In Russia as in most Western European countries, there is a special Department within the Ministry of Justice for the technical control of all draft laws. The Finance Ministry is supposed to evaluate whether the costs of the proposed law can be met by State finances. When the draft law is not approved by these ministries, it happens that the Substance Minister tries to bypass the Government by unofficially passing the draft to one or several Deputies, who then introduce it to the State Duma as their own proposal. The sole reason for this unfortunate procedure is to avoid the Government control process.
3.4. The relation between federal and regional legislation

The main findings of the analyses of the relations between federal and regional legislation (Progress Report 3, Annexes 7.1.4 and 7.1.5; Progress Report 4, Annex 7.1.6) are the following:

· The division of powers and responsibilities is unclear and the agreements between the federal Government and the Subjects are not always sufficiently clear to solve uncertainties. 

· There is a lack of legal expertise among the persons preparing legislation, both at federal and regional level. In fact trained lawyers, who have actually graduated from law school, are rarely involved in drafting health legislation.

· Regional legislation is usually more or less overlapping with federal laws, and omitting to pay sufficient attention to issues of regional significance. 

· Concerning patients’ rights the specific problem is that different regional laws duplicate different federal rights and usually add some of their own. Thus it is utterly unclear what patients’ rights actually are in force throughout the Russian Federation.

The proposals for improvement include a more stringent co-ordination of the division of work and responsibilities, raising the legal quality of persons involved in drafting legislation, adopting a revised legal classifier and developing model laws. 

3.5. Technical problems 

At a Duma hearing 1.6.1999, mainly concerning environmental legislation, it was clearly pointed out by the legal expertise present that the overall quality of legislation in the Russian Federation is not satisfactory. Therefore the technical problems are in no way restricted to health legislation. Of course there are questions and problems which must be solved within and by that area itself. The various analyses listed above identified the following problems, which can be described as technical:

· There is no overall policy for what new legislation to develop and by whom. The Ministry of Health, deputies of the State Duma, as well as Subjects of the Russian Federation draft their own laws, seemingly without any co-ordination.

· The draft laws are not accompanied by a comprehensive explanatory memorandum, which above all would clarify in detail the financial and budgetary implications of the proposed legislation. This is also connected to the fact that most of the legislation is not presented to the Duma by the Government, but by individual deputies. These means that legislation is enacted without certainty whether it will be possible to implement it.

· Not enough attention is paid to the question whether it is practically possible to implement the legislation. Legislation should never divert too far from the public opinion. Especially this concerns legislation with a direct impact on the everyday life of people, like for instance the draft anti-smoking law. The public should also be made to understand that each person has an individual responsibility for promoting the goals agreed upon by society, like supporting  healthy lifestyles or protecting the environment.

· Part of the implementing process is that the authorities should react efficiently to violations of the legislation. Now it seems as if too few court cases are raised even when needed. 

· Legislation is often too declarative and explanatory, and at the same time ideological. The extensive use of framework legislation (Basic Foundations of various kinds). Every provision of a law should prescribe something. It is also often drafted in a too general way and should be simpler as well as more practical and concrete.

· Legislation should not contain unnecessary provisions, it should not repeat what is already said in other laws. The totality of the legal system is based on division of work, both vertically and horizontally. 

· The disposition of a law should follow a certain order, both as concerns the order of chapters and individual articles. Both internal and external referrals should follow certain rules and be sufficiently detailed.

· Laws should not be enacted in cases where a Decree or a ministerial decision would suffice. Necessary decrees and other by-laws should be drafted and approved timely after the Parliamentary Act has been approved.

· Domestic legislation does not always sufficiently take into account the requirements of binding international agreements.

3.6. Discussions 

The following section especially corresponds to the Project output 1.E.: Discussions on changes in federal, regional and municipal legislation and norms between experts, authorities and politicians.

· Most of the above mentioned comments were discussed in the working group before being submitted either to the State Duma or the Ministry of Health. 
· The seminar “Development of Regional Policy, Legislation and Financing of Preventive Health Care” was held 22.-23.9.1998 (Progress Report 1, page 15). The objective of the  legislation part of the seminar was to identify the role of federal and regional legislative actions in the development and implementation of regional health policy. The participants came from the WHO Regional Office in Copenhagen, the State Duma, the Ministry of Health, the pilot regions, as well as from the Project and the Russian scientific institutes participating in it.

· The draft federal law on Restrictions on Smoking was discussed at a Round Table meeting in May 1999 (Progress Report 3, Annexes 7.1.7 and 7.1.8).

· The Project, in co-operation with the State Duma and the Ministry of Health organised a Round Table in the State Duma in June 1999, focusing on the draft federal law on the Health System of the Russian Federation (Progress Report 4, Annex 7.1.3).

· At regional level the seminar on the Interaction between Federal and Regional Legislation was held in the Tchelyabinsk Oblast. Project experts, key decision makers from the region, as well as the representatives of the State Duma and the Vologda Oblast Duma participated in the seminar.  The program of the seminar, a list of participants, some key lectures and the resolution adopted at the seminar will be included as Annex 7.1.5 of Progress Report 5).

· The draft Health law of the Vologda Oblast was developed in detailed discussions between the Project experts and the regional authorities and politicians during the autumn 1998. The visions concerning the draft Health Law of the Tchelyabinsk Oblast were discussed with regional authorities. Most of the law comments mentioned above were discussed in individual meetings with experts from the Ministry of Health.
· Experience has been shared with the Tacis Project “Legal Education and State of Law” (EDRUS 9607). That project has been running from February 1997 and will continue until June 2000. It has two main components. The first one is an educational, carried out together with the Law School of the Moscow Higher School of Economics. It includes planning of education and also actual training of both students and teachers by short term European experts. The second component includes the development of kind of a model legislation together with the Russian Foundation for Legal Reforms. The model legislation concerns issues of reorganization of companies and State intervention in private economic matters. At the same time the European experts (about 25 altogether), who work only for very short periods at a time in Moscow, try to introduce new law drafting working methods to their Russian counterparts. It was agreed to exchange reports.
4. Relations to the counterpart

It goes without saying that co-operation in such a sensitive area as legislation requires very good personal relations to the key persons on the Russian side. The Project has succeeded in creating such relations, partly because the Russian counterparts, both at federal and regional level, have been very progressive and ready for co-operation. They have clearly realised that it can only be favourable for the development of domestic legislation to share experience on the solutions to similar problems in Western European countries. This is true both for the State Duma and the Ministry of Health, as well as the regional decision makers on health issues.

5. Achievements

Legal consulting is especially difficult because the final result, adopting a new law or amending an old one, always depends on the political situation and the political decision making, which is not always confined simply to reason and logic.

· The draft federal law on the Health System of the Russian Federation is still pending in the State Duma. The resolution of the Round Table in June 1999 concluded that a lot of work still needed to be done to put the draft law in such a shape that it could be passed. The resolution also stated that further Parliamentary hearings would be needed. Later the Project sent a letter with a similar content to the Chair of the Duma Health Committee. However, elections are imminent, and all energy is now being concentrated on the political game. Therefore no progress is to be expected this year.
· The draft federal law on Restrictions on Smoking, which is also pending in the State Duma, is being elaborated by a special working group, where the Project is represented. Unfortunately it seems that the Chair of the group takes no real interest in the issue of restriction of smoking, an attitude that it is no way uncommon in today’s Russia.
· According to our discussions with the WHO special expert on tuberculosis in Moscow, the draft federal law on preventing the spread of tuberculosis is considered outdated and the drafting will probably start all over again.
· The federal draft law on Patients’ Rights is going to be submitted from the Ministry of Health this fall, to be accepted by the other ministries and the Government, and after that submitted to the State Duma. The Project’s comments will be attached to the explanatory memorandum of the draft.
·  The draft Health law of the Vologda Oblast, on which the Project has put down quite an amount of work, was submitted to the Oblast Duma, but then the process stopped on some economic details and the 1st hearing has been postponed repeatedly. 
·  The draft Health Law of the Tchelyabinsk Oblast is only at the beginning of its process. The Project’s comments concluded that much work, like in Vologda, needs to be done before the law can be submitted to the Oblast Duma. Since the Project is terminating its work on the legislation component, it cannot offer further assistance at this point of time. 
6. Proposals for future work

6.1. The Ministry of Health 

Of course the development of the legislation in the Russian Federation is first and foremost a responsibility of the domestic authorities and political system. The experts of the Ministry of Health are generally well aware of the problems described in this report and realize that, no matter how many foreign technical assistance projects will be introduced in the future, they cannot solve these problems on behalf of them. According to the experience of this Project, the following issues need to be tackled first in order to get a positive development on the way:

· Some way or the other, the Ministry of Health should be able to start a discussion on the negative effects of the fact that most legislation is drafted in the State Duma and not the ministries. If this issue is politically too sensitive to touch for the moment, then at least the Ministry of Health should seek to make the contacts to the Health Committee of the State Duma closer in order to achieve consensus on the legislative program for the next few years as well as all necessary technical co-operation in law drafting.

· The Ministry of Health should start a project on making the legislative relations between the federal, regional and local level clearer and more transparent.

· The Ministry of Health should approach the Ministry of Justice and propose a joint teaching and training program for all the Ministries and their experts involved in legislative work.

6.2. Technical support

The latest Monitoring Report (No. 7, dated 21 September 1999) states the following concerning future legislative work: “Discussions with the legal specialist clearly indicated that change [of the legislative culture] would be long term business. It is suggested that Tacis programmers look carefully at the gains being made by this project particularly in the legislative field and the public health approach, which warrant further support”.

On the principal level nothing needs to be added to that. The following practical proposals can be made:

· It is relevant for Tacis to support the introduction of the Rule of Law into Russia and the development of it. A significant part of the problems are due the lack of a functioning legal system with technically well-written and financially sound laws that are also actually implemented. This goal cannot be achieved without studying in depth the relations between federal (starting from the Constitution), regional and local legislation.

· The significance of the issue would probably warrant a project of its own, focusing on legislation. The project should be linked to the development of some concrete legislation, but also pay sufficient attention to the common principles governing lawmaking and technically sound draftsmanship.

· The legislation component could be part of a more global project, for instance on health policy, as long as it would have a strong enough position from the start and significant support from the Russian counterpart. The support should be high-level and include one of the theoretical institutes on legal matters, for instance the Institution of Legislation and Comparative Jurisprudence, which is part of the Presidential Administration. One of the institutes dealing with regional legislation should also be included, for instance the Voronegsky Institute of Regional Legislation.

· Whatever the solution, it is crucial that the EU expert(s) stay in Russia for the whole duration of the project or at least most of it. It is not possible to create a proper atmosphere of mutual confidence and co-operation if various experts come and go and never really get to know their counterpart or understand the Russian thinking and its problems from inside.

· Our project came to know about the above mentioned project “Legal Education and State of Law” purely by chance, since the two projects have the same monitor. The work on keeping projects within the same area of interest informed about each others and facilitating their co-operation is an important task for the Tacis Moscow office, where there seems to be quite some opportunities for improving the performance.
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Discussions on changes in federal, regional and municipal legislation and norms between experts, authorities and politicians

Summary

Most of the comments prepared in the Project (see annex 1D) were discussed in the working group before being submitted either to the State Duma or the Ministry of Health. The following events were organized in order to discuss the draft laws and norms.

· The seminar “Development of Regional Policy, Legislation and Financing of Preventive Health Care” was held 22.-23.9.1998 (Progress Report 1, page 15). The objective of the legislation part of the seminar was to identify the role of federal and regional legislative actions in the development and implementation of regional health policy. The participants came from the WHO Regional Office in Copenhagen, the State Duma, the Ministry of Health, the pilot regions, as well as from the Project and the Russian scientific institutes participating in it.

· The draft federal law on Restrictions on Smoking was discussed at a Round Table meeting in May 1999 (Progress Report 3, Annexes 7.1.7 and 7.1.8).

· The Project, in co-operation with the State Duma and the Ministry of Health organised a Round Table in the State Duma in June 1999, focusing on the draft federal law on the Health System of the Russian Federation (Progress Report 4, Annex 7.1.3).

· At regional level the seminar on the Interaction between Federal and Regional Legislation was held in the Tchelyabinsk Oblast. Project experts, key decision makers from the region, as well as the representatives of the State Duma and the Vologda Oblast Duma participated in the seminar.  The program of the seminar, a list of participants, some key lectures and the resolution adopted at the seminar will be included as Annex 7.1.5 of Progress Report 5).

· The draft Health law of the Vologda Oblast was developed in detailed discussions between the Project experts and the regional authorities and politicians during the autumn 1998. The visions concerning the draft Health Law of the Tchelyabinsk Oblast were discussed with regional authorities. Most of the law comments mentioned above were discussed in individual meetings with experts from the Ministry of Health.

· Experience has been shared with the Tacis Project “Legal Education and State of Law” (EDRUS 9607). That project has been running from February 1997 until June 2000. It has two main components. The first one is an educational, carried out together with the Law School of the Moscow Higher School of Economics. It includes planning of education and also actual training of both students and teachers by short term European experts. The second component includes the development of kind of a model legislation together with the Russian Foundation for Legal Reforms. The model legislation concerns issues of reorganization of companies and State intervention in private economic matters. At the same time the European experts (about 25 altogether), who work only for very short periods at a time in Moscow, try to introduce new law drafting working methods to their Russian counterparts. It was agreed to exchange reports.
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The list of seminars and Round Tables

1. Seminar on the Development of the Regional Policy, Legislation and Financing of Preventive Health Care, September 22- 23, 1998.

2. Seminar “Development of Regional Policy focused on health promotion in Vologda oblast ”, 27-29 January, 1999

3. Conference ” Health promotion and disease prevention in Russia”, 25- 27 May 1999, Ministry of Health, Moscow. 

4. Round Table ” Development of health care legislation in Russia”, June 23, 1999 

5. Seminar on interaction between federal and regional legislation in Tchelyabinsk, October 4-5 1999

6. The working meeting with experts of the MoH, the Vologda oblast and the project, 12 October 1999, Moscow
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Norms and financial strategies for the improvement of the general framework of preventive health care. Financial macro-analysis in Electrostal.

Summary

The improvement of the norms and financial strategies to enhance preventive health care requires that the short and long term investments in health of the population are balanced. One way to handle this problem is to allocate resources for health on the preventive, curative, and rehabilitation programs. To achieve a better allocation of resources it is necessary to know the current situation. For this purpose, the methodology for performing a macrofinancial analysis was tested and implemented in Elektrostal. To perform the analysis, the linking of the past expenditure data with the mortality data was done in order to calculate indexes of allocative and technical efficiency. This means that in Elektrostal a linkage between various characteristics of the total population was done. These linkages between characteristics of the population’s well-being and the past direct expenditures on the health of the population were examined. To do this, it was necessary to calculate the diagnosis specific Potential Years of Life Lost (PYLL) rates for the total population, to calculate the expenditures of the various actors during the follow-up period, and to apply statistical modeling for various types of linkages. All of these processes were taught and performed either by the Elektrostal municipal authorities or the Russian federal experts under the supervision of western experts. In addition to the analytical knowledge about the past investments on the health of the city population, the methodology of performing such analyses was adapted by the actors involved.

The calculation of the revised mortality rates (PYLL) for a municipality did not succeed smoothly by the federal organizations. Although there was extensive literature available about the calculation of PYLL, the Russian federal experts under the Ministry of Health did not comprehend the need for such calculations.  Without intensive counseling by the foreign experts, the mortality calculations would not have been done. The stratification of the existing expenditure data according to the diagnoses (ICD-9) was done, as well as the estimation of the expenditures for the total city population. A large part of the population was served by the occupational health care, for which the expenditures were not yet available in the required format. Therefore, age and sex stratified weighted per capita expenditures were applied in order to achieve the end results. The statistical results showed that the correlation between the diagnosis specific mortality and the diagnosis specific expenditure rates was very strong. In other words, until spring 1999, the resources for improvement of the health of the Elektrostal population had been spent on the short term curative investments. The past financial strategies had not resulted in improvement of the life-span of the population.
Recommendations. In Elektrostal, the application of macrofinancial analysis should be used as the basis for a new financial strategy for improvement of the health of the population. Increasing the financing of health care will not be the solution. Rather, the reallocation of existing resources should take place. The financial strategy should be refocused at the prevention of respiratory diseases, cardiovascular diseases and poisonings and injuries. If no new strategies for improvement of health care efficiency are taken, at least 50 %  of the resources spent on the treatment of respiratory diseases should be used for the health promotion and disease prevention activities. Most likely, these resources should aim at alternate combating of TB and the smoking induced conditions. Since the macrofinancial analysis in Elektrostal focused at analyzing a specific financial environment, the conclusions of the statistical results should be interpreted with caution in other municipalities, at the oblast levels and at the federal level. However, the methodology is applicable also elsewhere. In Vologda oblast, the macrofinancial analysis will be performed according to the same methodology as in Elektrostal, and the Vologda oblast health financing strategy will be re-oriented respectively. The international methodology was proven to be applicable also by the Russian experts.

1. Background and the present situation

The present system of health information includes several sources of data on morbidity and mortality. The financial information or information about the resources is scarce. The morbidity information is received from many sources and each of them has its special features.

In a large city, the majority of the population has the possibility to receive medical care in several places (by the place of residence, by the place of work, in specialized prophylactic centers and in commercial medical institutions).

For improving the morbidity registration, the Ministry of Health of the Russian Federation has repeatedly changed the registration system but its main principles were not changed. There are two main sources of data on disability in the population.

1.1. Information on cases of primary health care patients

The first source of data is the information on cases of primary health care patients who receive certificates of disability. Before 1996 these data were available only about the population at the age of 16 and over. The decision of recognizing an adult person as a disabled person is made by the commis​sion of medico-social experts which functions in-between the domains of public health, social security and social insurance. It is subordinated to the social security bodies.

The definition of working capacity has three dimensions: biological, social and socio-psychological. The Medico-Social Expert Commission (MSEC) establishes the following reasons for disability: general disease, disability from childhood, occupational disease, labor injury, disability of former military men, disability before the beginning of labor life. The gravity of disability is classified into three subgroups: 1) persons with full incapacity to work who need the help of other people to care for them; 2) persons with significant loss of working capaci​ty who do not need the help of other people to care for them and 3) persons whose working capacity is limited. The MSEC establishes the disability for an appropriate period of time. After the termination of the period, a re-examination can be made. In a number of cases, a classification of disability is established by the MSEC without term.

The main documents of the MSEC are "Act on examination" and "Statistical ticket to act on examination". Statistical ticket contains the following information about a sick person: sex, age, social category, primary or secondary examination, diagnosis, group and reason for disability, provision of employment, the curative institute this person is referred to by the MSEC, place of work, closest mail office, and so on. An aggregate of primary documents is a foundation for reporting of the activity of the MSEC. A very limited amount of data on persons  diagnosed as disabled for the first time is se​lected from all available information to be included into the statistical report. This includes the information on the sex, place of residence, age (grouping by 3 periods of life), diagnoses (by classes of diseases with indication of the main disease), gravity (group) of disability.

1.2. Information on the dependents of the disabled persons

The second source of data is the information on the dependents of the disabled persons. This information is available only on those who receive pensions due to the disability. This information is contained in the statistical reports of the social insurance bodies. The demographic characteristic of this dependent is presented in the reports only to the extent it has any relation to pension insurance. In a number of these cases there is no sex, age, and cause of disability. 

1.3. System of registration of hospital morbidity
The modern system of registration of hospital morbidity is founded on registration of each case of hospitalization. When the patient is discharged from the hospital, the statistical card of the person leaving the hospital must filled. This card is the basis for the reporting of hospital discharges. Statistical data on the costs of disease prevention, diagnostics, treatment and rehabilitation by an institution must be available for the financial analysis of every disease. It is desirable to compare these data with various he​alth promotion and diseases prevention activities. Only after the introduction of the health insurance system, the insurance companies started to work. However, the mandatory health insurance, accompanied by different methodic and calculation schemes,  resulted in substantial differences in the use of financial information. It did not allow the creation of such an unified financial statistics system at the Federal level which could be used as a basis for the financial macroanalysis. 

Among physically healthy people, the proportions of mentally and socially healthy individuals also have to be assessed (with obligatory self-assessment in the first place). 

1.4. Health indices system

These are broader indices than the ones that had been used to measure physiological reserves of the human body. In general view, the health indices system is shown in Table 1. 

Table 1.

Some basic health indices

	Primary indices
	Derivative (calculated) indices
	Integral indices of socio-economic aspects of health

	Mortality(incidence, time and space distribution)
	Expected duration of life in age groups
	Lost years of potential life due to premature mortality


	Morbidity with short time and long time disability conditions
	Duration of life without disablement
	Lost years of active life due to premature mortality from concrete reasons

	Assessment of functional conditions and reserves of adaptability
	Distribution of population by criterion of physical, mental and social well-being
	Duration of life corrected by quality aspects


In the initial stage of the financial macroanalysis in Elektrostal, the mortality indices and  as an integral characteristic of the social losses - the indices united under the general term of  Potential Years of Life Lost (PYLL) were selected to be representative indicators. 

The modern mortality statistics enable the calculation of various indices. Most frequently used are the PYLL indices which are considered integral characteristics of losses of the society from premature deaths in the population. Premature death refers to a cause of death which could have been prevented and which shortened the life-span below life-expectancy. There are many methods for assessing the numbers of lost years of life from untimely mortality. The simplest is the calculation of potential years of life lost which is calculated with help of the formula:

x=L

            Sdx (L-x), 

x = 0.


where dx - is the number of death cases at age x; L - is a basic meaning of life duration,  it is the age at which all deaths are considered premature.

It is obvious that PYLL can be calculated not only for the general mortality but also for the mortality from individual diseases or their groups. The PYLL index calculated by disease groups is frequently used to set priorities for the development of the health services in various territories. These priorities can be defined if different diseases are arranged to range from a large to a small value of the corresponding losses. 

A basic value of life expectancy can be selected (particularly for developed countries) from a wide age range: from 50 to 75 years, the causes of deaths ranging in this case will be changing insignificantly. On this subject there is a lot of research available.

WHO within the framework of its Health for All movement recommended for priority setting and monitoring of health services activities to employ PYLL values calculated for individual diseases on a basis of 65 years life duration.  In Canada, the PYLL values have been used routinely at the municipal level administration for many years. Particularly this basic level (as the unit of observation) has been used in this operational study.

2.  Objectives 

The financial macro analysis was done in Electrostal in spring 1999. The purpose was to analyze the relationships between the most frequent causes of death with the most frequent causes of health care expenditure. The general outcome in terms of diagnoses specific rates was that the causes of death equal the causes of expenditure. This calculation was done for the total population of Electrostal (about 150 000) and it included the costs of most curative and preventive services. However, the calculation did not include the costs of pharmaceutical treatments.

The results of the analyses will demonstrate the possible needs of re-orienting the health care expenditures - assuming that there is a will to achieve a more efficient use of existing resources.

In order to investigate the disease specific allocative efficiency, the proportions of disease specific past expenditure were divided by the proportions of disease specific past PYLL values. These disease specific ratios of expenditures and PYLL are assumed to describe the balance between the focus of investments and the cause of social loss. In order to calculate the disease specific technical efficiency, the disease specific past expenditures were divided by the disease specific past PYLL values. These disease specific ratios of overall costs of PYLL are assumed to describe the functioning of specific programs with respect to the prevention and curing of specific diseases. 
3. Process

The first stage of the work on the financial macroanalysis consisted of information collection from two constituent parts: data on financial costs of different disease groups - separately for adult and children city hospitals and polyclinics in 1998, and data on every death case in Electrostal in 1998.  The data on the costs  of in-patient services in the system of the Mandatory Health Insurance (MHI) were collected from the medical records (data on health services rendered) from adult and children city hospitals by way of copying from the records the information on every discharged patient. The copied information included diagnoses (ICD-9), number of bed-days, tariffs for bed occupation depending upon medical interventions undertaken (Hospital department), the total cost ( in the points) according to the tariff approved by the general tariff agreement ( the Order No 60 of 23.06.98 of the Moscow Regional MHI). Also the costs of paramedical services, operations, anesthe​sia, occupation of resuscitation beds and costs of the admission de​partment work with other supportive services - all considered as included in this tariff structure.

Then for every non-repeated diagnosis all points have been summarized and recalculation of costs (in the point terms) into the general costs on in-patient services was made for all diseases of the identified diagnostic groups.

In conformity with the Order #101 of 23.09.98 of the Moscow regional MHI fund the total costs (from the budget and city MHI fund) of in-patient services are taken into account according to  a  special algorithm  created  for determination of a full monetary equivalent of the one point.  The approved algorithm allows not only the collection of the insurance dues from employers for purposes of the mandatory health insurance of working population but  also  the  payments  from  Elektrostal administration for the obligatory health insurance of non-working population (city health care budget). The similar algorithm was used in the collection of data on the total costs of outpatient services for adults and children.  But instead of the factual bed-days, the number of visits (determined as actually delivered services proved by medical records) was taken into account.

At the next stage, in the tables the summary of costs for each group of diseases was made. The last step in the procedure of the total cost estimation for purposes of prevention and treatment included the specification of the population contingents from the service areas of the four mentioned medical institutions and the correction of data on the total health care costs for the enti​re city population. This step was considered necessary since a significant proportion of the adult and child population received medical care from other institutions.

It was estimated that the institutions examined covered only 2/3 of the city population. Therefore, in order to estimate the total cost of prevention and treatment for the whole city population, it was decided that the figures calculated at the previous stage were to be increased by 1.5 times for each diagnosis registered. This was done on the decision of the local authorities in Elektrostal after first gathering data on the past utilization of health services regardless of the supplier of the services. 

This method was crude enough for the purposes of this analysis. In its application it was tacitly assumed that the city population outside the service areas of the four health institutions studied would have the same age and sex structure as the population covered by these four institutions and the same parameters of age group mortality, development of pathological processes, and complications. However, it was recognized that the two populations did not equal to some other characteristics, e.g., the socioeconomic well-being. In the group analysed, the proportions of children and elderly were larger than in the other group. This was mainly due to the higher employment rate among the population outside the supply of municipal health services. The medical care received from the non-municipal institutions was assumed to be same quality and accessibi​lity. 

The mortality (premature mortality, unjustified mortality, preventable mortality) can be considered a significant indicator of poor population health, accumulating in itself all the drawbacks in the prevention, treatment and rehabilitation work of the health services. 

For calculating of PYLL, the data on deaths among the Elektrostal population in 1998 were collected by copying the death certificates from the city vital events registration office. In 1998 there were 2150 deaths in Elektrostal which were classified by causes of death, sex and age groups.

4. Results

Following the receipt and the preliminary processing of all necessary information, estimates of the PYLL indicator have been made for the list of diseases presented in Table 2. These results were coupled with the estimated expenditure on prevention and treatment of diseases included into the list agreed upon. The results of calculating expenditure on the treatment of separate diseases and wasted years of potential life due to premature deaths in the town of Electrostal in 1998 and the the data are presented according to the codes of ICD-9.

Table 2 is being used for the preliminary comparative evaluation of health expenditures and social losses by classes of diseases and separate groups of diseases. Only three groups of diseases were chosen into the class of infectious and parasitic diseases, with only the first two of which were sufficiently homogeneous. These were intestinal infections and tuberculosis. However, the situation with these mortality statistics is absolutely different: while no deaths from intestinal infections were registered in the town in 1998 (which probably could be put down to the credit of health services of the town), the magnitude of potential life losses from tuberculosis is sufficiently high. 

At the same time the total sum of expenditure on the treatment of intestinal infections exceeded more than 7 times exceeded those for the treatment of tuberculosis. While comparing these figures and taking into account that with the economic crisis of August 1998 it appears quite difficult to implement the measures of primary (social) prevention of tuberculosis, we can make a well-grounded assumption that it is necessary to intensify the secondary and tertiary prevention of tuberculosis (screening and supporting therapy). The corresponding measures include the outstripping the screening of high risk groups of the population with regard to tuberculosis, the constant follow up of all registered tuberculosis patients and the outstripping anti-relapsing treatment.

Table 2.

Expenditures, PYLL-indexes  and unit losses of health care by diseases 1998

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care in thousands of roubles (adjusted for the number of population in the town)
	Potential years of life lost (PYLL-65)
	Expenditures per unit of wasted years (thousands of roubles per one wasted year of potential life)

	Infectious and Parasitic Diseases
	1289,8
	582,0
	2,22

	Neoplasms
	2123,0
	1691,5
	1,26

	Endocrine, nutritional and metabolic diseases and immunity disorders
	1045,6
	117,0
	8,94

	Diseases of blood and blood-forming organs
	  304,6
	
	** 

	Mental disorders
	  201,2
	230,5
	0,87

	Diseases of the nervous system and sense organs
	4662,0
	198,0
	23,55

	Diseases of the circulatory system
	5655,6
	2356,5
	2,40

	Diseases of respiratory organs
	7808,9
	549,5
	14,21

	Diseases of the digestive system
	5431,9
	973,5
	5,58

	Diseases of the genitourinary system
	2695,2
	123,0
	21,91

	Complications of pregnancy, childbirth, and the puerperium
	4243,5
	
	**

	Diseases of the skin and subcutaneous tissue
	673,7
	17,5
	38,50

	Diseases of musculo-skeletal system and connective tissue
	1707,0
	
	**

	Congenital anomalies
	144,7
	    392,5
	  0,37

	Certain conditions originating in the perinatal period
	601,0
	    129,0
	  4,66

	Symptoms, signs, ill-defined conditions
	  70,8
	    229,5
	  0,31

	Injury and poisonings
	4607,3
	  4840,5
	  0,95

	All diseases
	43265,8
	12430,5
	  3,48


*) the indicator could not be calculated for lack of statistics on expenditures and deaths in the town of Elektrostal in 1998 by this group of causes.

**)  the indicator could not be calculated for lack of deaths in the town of Elektrostal in 1998 by this group of causes.

It seems that in order to considerably  reduce the losses due to  premature deaths from tuberculosis it would be sufficient to double the present level of expenditure. The situation in the group of other infectious diseases is more complex because it includes patients with absolutely different infectious diseases: from meningitis to venereal diseases. As for the class of neoplasms, an approximate conformity between the expenditure and social loss in the chosen groups of cancer sites has been noted. One should emphasize only a slight discrepancy between high loss from neoplasms of the digestive organs and relatively low expenditure on the treatment of this group of neoplasms. 

As for the class of diseases of the circulatory system one should pay special attention to the group of ischaemic heart disease. This group of diseases ranks high both as far as expenditure on its treatment is concerned, and the magnitude of social losses caused by premature deaths. It should be noted that for groups of cardiovascular diseases, hypertension disease and diseases of arteries, arterioles and capillaries considerable expenditure lead to sufficiently low losses. This might be indicative of the effectiveness of curative and rehabilitative activity among the corresponding categories of patients. As for the class of diseases of the respiratory system one should attract attention to the fact that the town suffers considerable social losses from the group including upper respiratory diseases, pneumonia and influenza. 
Table 3

Expenditures on diseases and potential losses of years in Elektrostal in 1998

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care in thousands of roubles (adjusted for the number of population in the town)
	 (PYLL-65)
	Expenditures per unit of losses (thousands of roubles per one wasted year of potential life)

	                      (1)   
	                (2)                               
	          (3)
	             (4)

	                 All diseases
	43265,8
	12430,5
	3,48

	C
	
	
	

	Diseases of the Respiratory System
	7808,9
	549,5
	14,21

	Diseases of the Circulatory System
	5655,6
	2356,5
	2,40

	Diseases of the Digestive System
	5431,9
	973,5
	5,58

	Diseases of the Nervous System and Sense Organs
	4662,0
	198,0
	23,55

	Injuries and Poisoning
	4607,3
	4840,5
	0,95

	Complications of pregnancy, childbirth, and the Puerperium
	4243,5
	
	**

	Diseases of Genitourinary System
	2695,2
	123,0
	21,91

	Neoplasms
	2123,0
	1691,5
	1,26

	Diseases of Musculo-skeletal System and Connective Tissue
	1707,0
	
	**

	Infectious and Parasitic Diseases
	1289,8
	582,0
	2,22

	 Endocrine, Nutritional and Metabolic Diseases, and Immunity Disorders
	1045,6
	117,0
	8,94

	Diseases of the Skin and Subcutaneous Tissue
	673,7
	17,5
	38,50

	Certain Condition originating in the perinatal period
	601,0
	129,0
	4,66

	Diseases of the Blood and Blood-forming Organs
	304,6
	
	**

	Mental Disorders
	201,2
	230,5
	0,87

	Congenital Anomalies
	144,7
	392,5
	0,37

	Symptoms, Signs and Ill-defined Conditions
	70,8
	229,5
	0,31


Table 4

Expenditures on diseases and potential years of life lost  in Elektrostal in 1998 (presented according to the magnitude of lost years of potential life)

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care (adjusted for the number of population in the town)
	  (PYLL-65)
	Expenditures per unit of losses 

	                      (1)   
	                (2)                               
	          (3)
	             (4)

	1.1.1 All diseases
	43265,8
	12430,5
	3,48

	1.1.1.1.1 Injuries and poisonings
	4607,3
	4840,5
	0,95

	Diseases of the circulatory system
	5655,6
	2356,5
	2,40

	Neoplasms
	2123,0
	1691,5
	1,26

	Diseases of the digestive system
	5431,9
	973,5
	5,58

	Infectious and parasitic diseases
	1289,8
	582,0
	2,22

	Diseases of the respiratory system
	7808,9
	549,5
	14,21

	Congenital anomalies
	144,7
	392,5
	0,37

	Mental disorders
	201,2
	230,5
	0,87

	Symptoms, signs and ill-defined conditions
	70,8
	229,5
	0,31

	Diseases of the nervous system and sense organs
	4662,0
	198,0
	23,55

	Certain conditions originating in the perinatal period
	601,0
	129,0
	4,66

	Diseases of the genitourinary system
	2695,2
	123,0
	21,91

	Endocrine, nutritional and metabolic diseases, and immunity disorders
	1045,6
	117,0
	8,94

	Diseases of the skin and subcutaneous tissue
	673,7
	17,5
	38,50

	 Complications of pregnancy, childbirth, and the puerperium
	4243,5
	
	**

	Diseases of the musculoskeletal system and connective tissue
	1707,0
	
	**

	Separate diseases and groups of diseases
	
	
	

	Fracture of vertebral column and trunk
	1216,6
	1817,0
	0,67

	Ischaemic heart disease
	2308,8
	1302,5
	1,77

	Fracture of skull
	174,8
	1119,5
	0,16

	Fracture of upper limbs
	268,0
	859,0
	0,31

	Malignant neoplasm of lip, oral cavity, pharynx, digestive organs and peritoneum
	468,8
	695,5
	0,67

	All other neoplasm (excluding those of digestive system, respiratory system, bones, skin and breast)
	1037,2
	573,0
	1,81

	All other injuries and poisonings (dislocations, sprains and strains, open wounds, injuries to vessels, contusions, crushing injuries, foreign bodies, injuries to nerves and spinal cord, effects of radiation, heat and reduced temperatures, effects of air pressure, complications of surgical and medical care)
	
	531,0
	0

	Cerebrovascular diseases
	1125,9
	516,0
	2,18

	Diseases of upper respiratory tract, pneumonia and influenza
	6337,9
	499,5
	12,69

	Toxic effects of other substances chiefly non-medicinal as to source
	
	474,0
	*

	All other diseases of the digestive system (excluding gastric and duodenal ulcer , appendicitis, hernia, liver cirrhosis)
	1238,9
	419,0
	2,96

	Tuberculosis
	46,7
	388,5
	0,12

	Hypertension disease
	800,8
	269,5
	2,97

	Chronic diseases of liver and cirrhosis
	161,6
	257,5
	0,63

	Pancreatic disorders
	1055,0
	234,5
	4,50

	Malignant neoplasms of bones, connective tissue, skin and breast
	402,2
	226,5
	1,78

	Malignant neoplasms of respiratory and intra-thoracic organs 
	214,9
	196,5
	1,09

	Other infectious and parasitic diseases (excluding intestinal infections and tuberculosis)
	876,4
	193,5
	4,53

	Diseases of arteries, arterioles and capillaries
	797,4
	94,0
	8,48

	 All other diseases of the genitourinary system (excluding infections of kidney)
	2191,4
	90,5
	24,21

	Other heart diseases
	174,4
	76,5
	2,28

	Gastric ulcer
	489,7
	55,0
	8,90

	Diseases of veins and lymphatics, and other diseases of circulatory system
	341,2
	54,0
	6,32

	Chronic bronchitis, emphysema and asthma
	1276,0
	46,5
	27,44

	Rheumatism
	107,2
	44,0
	2,44

	Burns
	20,3
	37,5
	0,54

	Infection and kidney
	503,8
	32,5
	15,50

	Duodenal ulcer
	744,2
	7,5
	99,23

	All other diseases of the respiratory organs
	194,9
	3,5
	55,68

	Intra-cranial injury, excluding those with fracture of skull
	910,7
	2,5
	364,29

	Complications mainly related to pregnancy
	1690,9
	
	**

	Normal delivery, and other indications for care in pregnancy, labour and delivery
	1474,0
	
	**

	Internal injury of chest, abdomen and pelvis
	1108,2
	
	**

	Cholelithiasis and other disorders of gallbladder
	920,8
	
	**

	Pregnancy with abortive outcome
	687,8
	
	**

	Hernia of abdominal cavity
	444,5
	
	**

	Fracture of neck of femur
	420,0
	
	**

	Appendicitis
	377,3
	
	**

	Intestinal infections
	366,7
	
	**

	Complications occurring mainly in the course of labour and delivery
	317,5
	
	**

	Poisoning by drugs, medicaments and biological substances
	221,5
	
	**

	Other fractures of lower limb
	190,0
	
	**

	Toxic effect of alcohol
	77,2
	
	**

	Complications of the puerperium
	73,4
	
	**


*) the indicator could not be calculated for lack of the data on expenditures and deaths in the town of Elektrostal in 1998 by this groups of causes.

**) the indicator could not be calculated for lack of deaths in the town of Elektrostal in 1998 by this group of causes. 

The Tables 3 – 5 contain the same information as Table 2 though presented differently: the lines of the table (classes of diseases and separate groups of diseases) are given according to the magnitude of social losses – the number of wasted years of potential life. Such a method of presenting information is convenient for the prompt assessment of the significance of different classes and groups of diseases from the point of view of losses of the society due to premature deaths.

In this connection it should be noted that the ranking of classes of diseases presented in  Table 3-4 is sufficiently traditional – i.e. the first three places are taken by injuries and poisonings (due to premature deaths 4840.5 years of potential life were wasted), diseases of the circulatory system (2356.5 years of potential life were wasted) and neoplasms (1691.5 years of potential life were wasted). The fourth place was taken by diseases of digestive organs (973.5  years of potential life were wasted), and the fifth place is taken by infectious and parasitic diseases (582 years of potential life were wasted).  Of significance is the magnitude of losses from injuries and poisonings (38.9% of all losses due to premature deaths) and infectious diseases (4.7% of losses).

Within the class of injuries and poisonings it is quite difficult to single out separate causes as a great variety of deaths due to several kinds of injuries. In the class of diseases of circulatory system - the most serious disease is the ischaemic heart disease (26.9% of total losses for this class) and in the class of neoplasms – it is neoplasms of digestive organs and other neoplasms (excluding those of digestive, respiratory organs and breast) – the losses from which account for 75% of the total number of losses in this class. The main proportion of losses in the class of infectious diseases are due to the tuberculosis of respiratory organs (66.7% of losses). The rankings of diseases are attributed to the categories of  those which cause the maximum social losses. The more specific data are included in the annexes of this report, as well as these are available from the Elektrostal local authority. Most of the calculations were done by Excell basic programming after the primary data collections had taken place.

5. Recommendations  

The results showed that the zero value of the cost-effectiveness ratio concerned non-alcoholic poisonings and the so-called “other kinds of injuries and poisonings” which are largely accidental injuries caused to citizens in the course of alcoholic intoxication. Thus, the priority measures, which could be recommended to the health services of the town, include the organization of offices (units) of narcological care. 

Presenting them according to the increase of cost-effectiveness ratio, these are: tuberculosis, fractures, chronic diseases of liver and cirrhosis, malignant neoplasms of digestive organs and peritoneum, malignant neoplasms of respiratory organs, ischaemic heart disease, and other neoplasms (excluding those of digestive system, respiratory system, bones, skin and breast), cerebrovascular diseases, other diseases of the heart, rheumatism, hypertension.

The cost-effectiveness ratio for lack of the listed groups of diseases is smaller than for all diseases (Table 5). This means that the listed kinds of activities are, on the average, more effective than the entire activity of health care system in the prevention of premature deaths. Thus, this list provides priority directions for the transfer of additional financial means for the development of the branch.

From the point of view of the cost-effectiveness analysis it is not advisable to invest additional financial means into the development of these kinds of activity. Calculations took into account only the health institutions providing ambulatory and hospital care, and did not take into account expenditures on social prevention. Also, the private expenditures on curative health services or health promotion and disease  prevention activities were not accounted. Therefore, e.g., the costs of pharmaceuticals were not included in this macrofinancial analysis. For certain groups of diseases (such as intra-cranial injuries, duodenal ulcer, other diseases of respiratory organs, chronic bronchitis, emphysema and asthma, diseases of kidney, diseases of upper respiratory tract, pneumonia and influenza, gastric ulcer) it would be more advisable not to expand additional reserve capacities but rather develop measures of primary health care and mainly social prevention.

Table 5

Technical and allocative efficiency by disease groups in Elektrostal

Codes of ICD-9           Expenditures              PYLL                EFFICIENCY

disease groups             (in thousands)  (%)              (unit losses) (%)   (technical)      (allocative)    

                                    (1)          (2)                (3)         (4)          (5)                 (6)

Respiratory system    7809       18.5              549       4.4         14.2                 4.2

Circulatory system     5655       13.1            2356     18.9          2.4                 0.7

Digestive system        5432       12.6             973        7.8          5.6                 1.6 

Injuries, poisonings    4607       10.7           4840      38.9          0.9                 0.3  

Nervous system          4662       10.6            198         1.6        23.5                 6.6

Neoplams                   2123         4.9           1691      13.6          1.2                 0.3

All diseases              43265                       12430                       3.5                  

(1) Disease specific expenditures 

(2) Proportions (%) of disease specific expenditures

(3) Disease specific PYLL

(4) Proportions (%) of disease specific PYLL

(5) Ratios of disease specific expenditures and disease specific PYLL (1)/(3)

(6) Ratios of proportions in expenditure and proportions in PYLL (2)/(4)

The similar recommendations also concern those kinds of activity from which no deaths were registered in Elektrostal in 1998 (PYLL were zero): obstetric care system, internal injuries, fracture of neck of femur, fracture of lower limbs, poisonings by medicaments, poisonings by alcohol, cholelithiasis and other diseases of gallbladder, hernia of abdomenal cavity, appendicitis, intestinal infections (Table 5.). From Table 5. It becomes obvious, that the technical efficiency in the prevention and treatment of diseases of nervous system is lowest of all. The best technical efficiency had been achieved with respect to the prevention and treatment of injuries and poisonings. In terms of allocating the available resources, the allocative efficiency was lowest with respect to the prevention and treatment of diseases of nervous system. Also, the allocative efficiency was highest with respect to the improvements in injuries and poisonings. In conclusion, with respect to the prevention and treatment of diseases of cardiovascular system, injuries and poisonings and neoplasms the allocation of resources has not been adequate. However, the functioning of the existing programs has been better than the average. With respect to the prevention and treatment of diseases of respiratory system, digestive system and the diseases of nervous system, the allocation of resources has been too high. The functioning of the existing programs with respect to these diseases has not been adequate. 

In overall, there seems to be an interrelationship between the two types of measurements of efficiency. The better the allocative efficiency, the better the technical efficiency. Although these results might be preliminary and therefore biased, the available evidence suggests that about 40 % of the past expenditure has not been used efficiently. In terms of minimizing the social losses, the resources should be reallocated. By reallocation, about 70 % of the losses due to PYLL could be tackled. Currently, the health care resources available are not focusing the most important causes of losses. Instead of increasing the health care resources in general, a more cost-efficient allocation and functioning of existing resources is preferable.          

This means, that the allocation is not only misled in terms of the curative efficiency (technical efficiency) but also the allocation between the curative services and the health promotion and disease prevention activities is (allocative efficiency) is wrong. The financial strategy to improve the health of the population in Elektrostal and to decrease the losses of the society requires a major renovation of the allocative efficiency. The long term financial strategy is poor. 

Although these results are convincing, if all diagnose specific expenditures are examined, also all causes of death should be included in weighting of the efficiency. In this analysis all causes of death were not included in the calculations. However, this bias does not change the end result now but it might change the end results at a latter stage, after the prevention has had significant effects and PYLL index has a different meaning.

6. Conclusions

The results of the macrofinancial analysis in Elektrostal provide evidence for the renewal of the financial strategy in the improvement of the health of the population in Elektrostal.  It is clear that the increasing of financial resources in Elektrostal will not be an efficient way to improve the health of the population. Rather, the reallocation of resources from the curative health care for the diseases of respiratory system, cardiovascular diseases and other major causes of deaths to other types of treatment and health promotion and disease prevention should take place. 

The current financing of municipal health activities is highly inefficient. About 60 – 70 percent of the health financing is used for the treatment of diseases which cannot be reversed by curing. Only injuries and some poisonings can be handled successfully by treatment. Most of the diseases of respiratory system, cardiovascular system and digestive system are such that the treatment of them at late stages will not be efficient in terms of the ratios between the expenditures and the assumed increases in the length of life of the patients. The cost-effectiveness of financial strategy is poor with respect to both, the short and the long term use of resources. It should be noted that the role of the pharmaceutical treatment has not been taken into account in the macrofinancial analysis in Elektrostal. According to the preliminary results of the Vologda microfinancial analysis, the results of the macrofinancial analysis will not be underestimates – rather they represent overestimates. 

The application of the Elektrostal results at the oblast level or at the federal should not be done without caution. The results are dependent on the structure of the financing of health in the area which is being analyzed. Therefore, the generalization of the macrofinancial analysis should be done in terms of the applied methodology rather than in terms of the quantitative results from Elektrostal. However, until further evidence of the current financial strategies has been received, the Elektrostal results should be used as general guidelines for new norms and strategies.

7. Appendixes
Appendix 1.  Use of linked data 

Main objective of such a method is to obtain statistical data on the costs of prevention, diagnostics, treatment and rehabilitation of certain diseases comparable among various territories.  However, as at present the solution of those issues at the national scale  is  not yet envisaged, even  in perspective, the hope remains that carrying out the financial macroanalysis within the framework of the TACIS  project may stimulate the development of methodological approaches and forming of the statistical base in the proper direction.

As a first step to arrive at the agreed list of diseases groups, the list of diseases from the Files POLIKV.DBF and DIED.DBF. are presented. 

The compiled list of diseases codes  substantiated by  the  data available on  the costs and the number of deceased in Electrostal-city in 1998

	Codes of  diseases with data on treatment 
	Codes of diseases with data on deceased 

	70

151

153

154

162

174

208, 218, 219

250

257,280,306,337,343,348,350,362,

363,365,366, 367,370,377,381.

401

411,413
401

414

420,433,436
414

437

440

451,460,465,466,470,480.

571

574,575.

577

590,592,600,614,615,634,635,640,

642,644,646,648,650,660,680,681,

714,715,718,721,732,779,802.

819,820,821,823,824,850,851,870,

940.


	11

151

154

157

162

174

250
250

401

414

437

440

486

571

577

804,809


Appendix 2.  Calculation by the linked data

The main idea of uniting the causes of death,  as presented, into larger groups of causes was  in  conducting  the analysis of the reviewed list and in selection of the groups which, where it is possible, could include one of the diagnoses presented in the second column of the previous Table.

In the next Table the final version of the groups arrangement is presented..

Groups of diseases singled out in course of the expert ana​lysis of the data made available to the project staff by Electrostal-city sources.

	ICD-9 Codes for singled out groups of diseases
	Singled out groups of diseases



	3-9
	        Intestinal infections

	10-18

20-139
	Tuberculosis

Other infections  and parasitic diseases

	140-159

160-165
	Malignant neoplasms,of lip,oral cavity,throat, digestive, organs and peritonium.

Malignant neoplasms of respiratory tract and chest

	170-175

179-239
	Malignant neoplasms of bones,  connective tissue,

skin and mamal glands.

Other neoplasms.

	240-279

280-289
	Endocrine,nutritional and metabolic diseases and immunity disorders.

Diseases of blood and blood-forming organs

	290-319

320-389
	Mental disorders.

Diseases of the Nervous system and sense organs.

	390-398

401-405
	Rheumatism.

Hypertesive disease.

	410-414

415-429
	Ischemic heart disease.

Other heart diseases.

	430-438

440-448
	Cerebrovascular diseases.

Diseases of arteries, arterioles and capillaries.

	451-459
	Diseases of veins and lymphatics, and other diseases of circulatory system.

	460-487

490-496
	Diseases of upper respiratory system, pneumonia and influenza.

Chronic bronchitis, emphysema and asthma.

	500-519

531-531
	Other diseases of respiratory system.

Gastric ulcer.

	532-532

540-543
	Duodenal ulcer.

Appendicitis.

	550-553

571-571
	Hernia of abdominal cavity.

Chronic liver diseases and cirrhosis.

	574-575

577-577
	Cholelithiasis and other disorders of gallbladder.

Diseases of pancreas.

	520-579

590-590
	All other digestive system diseases.

Infection of kidney.

	580-629

630-639
	All other diseases of urinary system.

Pregnancy with abortive outcome.

	640-648
	Complication mainly related to pregnancy.

	650-659
	Normal delivery and other indications for care in pregnancy, labour and delivery.

	660-669

670-676
	Complications occuring mainly in the course of labour and delivery.

Complications of the puerperium.

	680-709
	Infections of skin and subcutaneous tissue.

	710-739

740-759
	Diseases of the musculoskeletal system and connective tissue.

Congenital anomalies.

	760-779

780-799
	Certain conditions originating in the perinatal period.

Symptoms, signs and ill-defined conditions.

	800-804

805-809
	Fracture of vault of skull.

Fracture of neck and trunk.

	810-819

820-820
	Fracture of upper limb.

Fracture of neck of femur.

	821-929
	Fracture of other unspecified parts of femur.

	860-869
	Intracranial injury, excluding those with skull fracture.

	860-869

940-949
	Injury to other intraabdominal organs intrathoracic organs and pelvice organs.

Burns

	960-979

980-980
	Poisoning by drugs, medicaments and biomedical substances.

Toxic effect of alcohol.

	981-989
	Toxic effect of other substances, chiefly non-medical as to source.


First it was necessary to study the primary data collected be Electrostal city health authorities. The data included two files in the format (*.DBF):

- POLIKV.DBF file contained the information on costs of curative services in the four studied institutions grouped according to the ICD-9 diagnoses and corrected (increased by 1.5 times) to cover that part of the population getting health care from the other health ins​titutions of the city in 1998. The file contained the data on costs of 89 diagnoses.

- DIED.DBF file contained the information on all death cases registered  among the city population in 1998,  with sex,  age and causes of death coded in conformity with the ICD-9. The file contained the data on deaths from 20 diagnoses.

A preliminary review of the data revealed that in spite of many diagnoses as the base for estimating out-patients' and in-patients' health care costs the correspondence between the ICD codes as presen​ted in the files and the registered death cases was rather low. That did not allow us to use any list of death case out of the two of them for the calculation of LYPL indices and the following macroanalysis realization.

The suggested to use "a rule 80-20". The idea was to retain in each list only 20% of diseases (with biggest treatment costs and mostly re​sulting in death) covering about 80% of the total costs and the general mortality.  Therefore  it  was  decided to arrange the data into such groups of diseases that in every created group to have zero value as for  the costs and so for the number of deceased.  Such an approach can help us in obtaining the needed data for undertaking the macroanalysis of  the  resources  allotment efficiency in the city health care system.

Working out the list of causes of deaths for following calculation of  the  indices of treatment costs and the lost years of potential life.

Appendix 3. Results of the disease specific results

Expenditures, PYLL-indexes and unit losses of health care by diseases 1998

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care in thousands of roubles (adjusted for the number of population in the town)
	Potential years of life lost (PYLL-65)
	Expenditures per unit of wasted years (thousand of roubles per one wasted year of potential life)

	                      (1)   
	                (2)                               
	          (3)
	             (4)

	Class: Infectious and Parasitic Diseases
	                           1289,8
	                  582,0
	                         2,22

	Including:
	
	
	

	Intestinal infections
	366,7
	
	**

	Tuberculosis
	46,7
	388,5
	0,12

	Other infectious and parasitic diseases (excluding intestinal diseases and tuberculosis)
	876,4
	193,5
	4,53

	Class: Neoplasms
	2123,0
	1691,5
	1,26

	Including:
	
	
	

	Malignant neoplasms of lip, oral cavity, pharynx, digestive organs and peritoneum
	468,8
	695,5
	0,67

	Malignant neoplasms of respiratory and intrathoracic organs
	214,9
	196,5
	1,09

	Malignant neoplasms of bone, connective tissue, skin and breast
	402,2
	226,5
	1,78

	All other neoplasms (excluding digestive, respiratory organs, bone, skin and breast)
	1037,2
	573,0
	1,81

	Class: Endocrine, nutritional and metabolic diseases and immunity disorders
	1045,6
	117,0
	8,94

	Class: Diseases of blood and blood-forming organs
	304,6
	
	** 

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care in thousands of roubles (adjusted for the number of population in the town)
	(PYLL-65)
	Expenditures per unit of wasted years (thousand of roubles per one wasted year of potential life)

	                         (1)
	(2)
	(3)
	(4)

	Class: Mental disorders
	                        201,2
	                   230,5
	                         0,87

	Class: Diseases of the nervous system and sense organs
	4662,0
	198,0
	23,55

	Class: Diseases of the circulatory system
	5655,6
	2356,5
	2,40

	Including:
	
	
	

	Rheumatism
	107,2
	44,0
	2,44

	Hypertensive disease
	800,8
	269,5
	2,97

	Ischaemic heart disease
	2308,8
	1302,5
	1,77

	Other diseases of heart
	174,4
	76,5
	2,28

	Cerebrovascular diseases
	1125,9
	516,0
	2,18

	Diseases of arteries, arterioles and capillaries
	797,4
	94,0
	8,48

	Diseases of veins and lymphatics, and other diseases of the circulatory system
	341,2
	54,0
	6,32

	Class: Diseases of respiratory organs
	7808,9
	549,5
	14,21

	Including:
	
	
	

	Diseases of upper respiratory tract, pneumonia and influenza
	6337,9
	499,5
	12,69

	Chronic bronchitis, emphysema and asthma
	1276,0
	46,5
	27,44

	All other diseases of the respiratory organs
	194,9
	3,5
	55,68

	Class: diseases of the digestive system
	5431,9
	973,5
	5,58

	Including:
	
	
	

	All other diseases of the digestive system (excluding gastric and duodenal ulcer, appendicitis, hernia, and liver cirrhosis)
	1238,9
	419,0
	2,96

	Gastric ulcer
	489,7
	55,0
	8,90

	Duodenal ulcer
	744,2
	7,5
	99,23

	Appendicitis
	377,3
	
	**

	Hernia of the abdominal cavity
	444,5
	
	**

	Chronic diseases of liver and cirrhosis
	161,6
	257,5
	0,63

	Cholelithiasis and other diseases of gallbladder
	920,8
	
	**

	Pancreatic disorders
	1055,0
	234,5
	4,50

	Class: Diseases of the genitourinary system
	2695,2
	123,0
	21,91

	Including:
	
	
	

	Infections of kidneys
	503,8
	32,5
	15,50

	All other diseases of the genitourinary system (excluding infections of kidney)
	2191,4
	90,5
	24,21

	Codes of ICD-9 for the selected groups of diseases
	Expenditures on ambulatory and hospital care in thousands of roubles (adjusted for the number of population in the town)
	 (PYLL-65)
	Expenditures per unit of wasted years (thousand of roubles per one wasted year of potential life)

	                         (1)
	(2)
	(3)
	(4)

	Class: Complications of pregnancy, childbirth, and the puerperium
	4243,5
	
	**

	Including:
	
	
	

	Pregnancy with abortive outcome
	687,8
	
	**

	Complications mainly related to pregnancy
	1690,9
	
	**

	Normal delivery, and other indications for care in pregnancy, labour and delivery
	1474,0
	
	**

	Complications occurring mainly in the course of labour and delivery
	317,5
	
	**

	Complications of the puerperium
	73,4
	
	**

	Class: Diseases of the skin and subcutaneous tissue
	673,7
	17,5
	38,50

	Class: Diseases of musculo-skeletal system and connective tissue
	                               1707,0
	
	**

	Class: Congenital anomalies
	                                 144,7
	                    392,5
	                           0,37

	Class: Certain conditions originating in the perinatal period
	601,0
	129,0
	4,66

	Class: Symptoms, signs, ill-defined conditions
	70,8
	229,5
	0,31

	Class: Injury and poisonings
	4607,3
	4840,5
	0,95

	Including:
	
	
	

	Fracture of skull
	174,8
	1119,5
	0,16

	Fracture of vertebral column and trunk
	1216,6
	1817,0
	0,67

	Fracture of upper limbs
	268,0
	859,0
	0,31

	Fracture of neck of femur
	420,0
	
	**

	Other fractures of lower limbs
	190,0
	
	**

	Intracranial injuries excluding those with skull fracture
	910,7
	2,5
	364,29

	Internal injury of chest, abdomen and pelvis
	1108,2
	
	**

	Burns
	20,3
	37,5
	0,54

	Poisoning by drugs, medicaments, and biological substances
	221,5
	
	**

	Toxic effect of alcohol
	77,2
	
	**

	Toxic effect of other substances chiefly non-medicinal as to source
	
	474,0
	*

	All other injuries and poisonings (dislocations, sprains and strains, open wounds, injuries to vessels, contusions, crushing injuries, foreign bodies, injuries to nerves and spinal cord, effects of radiation, heat and reduced temperatures, effects of air pressure, complications of surgical and medical care)
	
	531,0
	0

	                         (1)
	(2)
	(3)
	(4)

	All diseases
	43265,8
	12430,5
	3,48


*) the indicator could not be calculated for lack of statistics on expenditures and deaths in the town of Electrostal in 1998 by this group of causes.

**)  the indicator could not be calculated for lack of deaths in the town of Electrostal in 1998 by this group of causes.

	Expenditures, PYLL-indexes and unit losses of health care by specific diseases in Elektrostal in 1998

Separate diseases and groups of diseases
	
	
	

	Diseases of upper respiratory tract, pneumonia and influenza
	6337,9
	499,5
	12,69

	Ischaemic heart disease
	2308,8
	1302,5
	1,77

	All other diseases of the genitourinary system (excluding infections of kidney) 
	2191,4
	90,5
	24,21

	Complications mainly related to pregnancy
	1690,9
	
	**

	Normal delivery, and other indications for Care in pregnancy, labour and delivery
	1474,0
	
	**

	Chronic bronchitis, emphysema and asthma
	1276,0
	46,5
	27,44

	All other diseases of the digestive system (excluding gastric and duodenal ulcer, appendicitis, hernia, liver cirrhosis)
	1238,9
	419,0
	2,96

	Fracture of vertebral column and trunk
	1216,6
	1817,0
	0,67

	Cerebrovascular diseases
	1125,9
	516,0
	2,18

	Internal injury of chest, abdomen and pelvis
	1108,2
	
	**

	Pancreatic disorders
	1055,0
	234,5
	4,50

	 All other neoplasms (excluding those of digestive system, respiratory system, bones, skin and breast)
	1037,2
	573,0
	1,81

	Cholelithiasis and other disorders of gallbladder
	920,8
	
	**

	Intracranial injury, excluding those with fracture of skull
	910,7
	2,5
	364,29



	Other infectious and parasitic diseases (excluding intestinal infections and tuberculosis)
	876,4
	193,5
	4,53

	Hypertensive disease
	800,8
	269,5
	2,97

	Diseases of arteries, arterioles and capillaries
	797,4
	94,0
	8,48

	Duodenal ulcer
	744,2
	7,5
	99,23

	Pregnancy with abortive outcome
	687,8
	
	**

	Infections of kidney
	503,8 
	32,5
	15,50

	 Gastric ulcer
	489,7
	55,0
	8,90

	Malignant neoplasm of lip, oral cavity, pharynx, digestive organs and peritoneum
	468,8
	695,5
	0,67

	Hernia of abdominal cavity
	444,5
	
	**

	Fracture of neck of femur
	420,0
	
	**

	Malignant neoplasms of bones, connective tissue, skin and breast
	402,2
	226,5
	1,78

	Appendicitis
	377,3
	
	**

	Intestinal infections
	366,7
	
	**

	Diseases of veins and lymphatics, and other diseases of circulatory system
	341,2
	54,0
	6,32

	Complications occurring mainly in the course of labour and delivery
	317,5
	
	**

	Fracture of upper limb
	268,0
	859,0
	0,31

	Poisoning by drugs, medicaments and biological substances
	221,5
	
	**

	Malignant neoplasms of respiratory and intrathoracic organs
	214,9
	196,5
	1,09

	All other diseases of the respiratory system
	194,9
	3,5
	55,68

	Other fractures of upper limb
	190,0
	
	**

	Fracture of the skull
	174,8
	1119,5
	0,16

	Other heart diseases
	174,4
	76,5
	2,28

	Chronic diseases of liver and cirrhosis
	161,6
	257,5
	0,63

	Rheumatism
	107,2
	44,0
	2,44

	Toxic effect of alcohol
	77,2
	
	**

	Complications of the puerperium
	73,4
	
	**

	Tuberculosis 
	46,7
	388,5
	0,12

	Burns
	20,3
	37,5
	0,54

	Toxic effects of other substances chiefly nonmedicinal as to source
	
	474,0
	*

	All other injuries and poisonings (dislocations, sprains and strains, open wounds, injuries to vessels, contusions, crushing injuries, foreign bodies, injuries to nerves and spinal cord, effects of radiation, heat and reduced temperatures, effects of air pressure, complications of surgical and medical care)
	
	531,0
	0


*) the indicator could not be calculated for lack of statistics on expenditures and deaths in the town of Electrostal in 1998 by this group of causes

**) the indicator could not be calculated for lack of deaths in the town of  Electrostal in 1998 by this group of causes
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Norms and financial strategies for the improvement of the general framework of preventive health care. Investigation og the financial role of non-pharmaceutical secondary prevention among selected patients. Financial micro-analysis in Vologda.

Summary

In order to investigate the current norms and financial strategies in improvement of health,  we devided the analyses into two approaches. In Vologda the analysis focused at the microanalytical approach, whereas in Elektrostal the analysis focused at the macroanalytical approach. In both areas, it was important to introduce the internationally approved definitions and procedures for economic and financial methodology. In Vologda, the microfinancial work involved the introduction of most commonly applied financial equations in decision-making and the application of already existing computerized programs (e.g., Break-even-analysis, CVP-analysis) in a nonprofit environment.

Results.The first analysis by the Vologda oblast authorities concerned the flows of money in the health care of the region. According to the numbers, the investments in health of the population were extremely short sighted. Also, the resources were used in inpatient care without adequate restrictions. Second, the microfinancial management approach was applied for decision-making about the arrangement of increasing number of cardiosurgery services to the population. As the result, it was shown that these services can be arranged more economically and with better quality either from the existing Moscow or St. Petersburg facilities than by creating a new regional surgery unit. Thirdly, the specific microfinancial analysis on the non-pharmaceutical treatment of hypertension demonstrated that the life-time consumption and expenditure of anti-hypertension pharmaceuticals results in very high patient expenditure. The physicians prescribe these pharmaceuticals worth at least 7 – 10 times higher than their own monthly compensations. If non-pharmaceutical treatment patterns were applied, the savings in health care would be great. 

Recommendations.The norms and tools in the financial management of various programs should be increased by development of information system. E.g., sampling of the sales data from the pharmacists should be done systematically. Also, the management tools and norms, e.g., discounting equations for value of money, should be included in the further training of the staff. The experiences and results from the microfinancial analysis should be combined with the information from the area specific macroanalysis. The results of the macroanalysis from Elektrostal show that the current expenditure on health care investments does not express concern for long term strategy. Microfinancial analysis in Vologda brought up a need for a correction in financial strategy. It is necessary to create appropriate financial incentives to the policlinic physicians. As a solution, compensation system should be exchanged to a model which relies increasingly on a capitation philosophy. Post-payment of physicians’ compensations should be transferred to pre-payment mechanisms. A better quality of life of the hypertension patients could be achieved with less expenditure by allocating more money to physicians’ compensation and less to purchasing of pharmaceuticals. The total amount of financial resources in the treatment of hypertension would not increase, the physicians would have an incentive to enforce non-pharmaceutical treatment, and the patients would spend less money on pharmaceuticals (and health care in general) with a better quality of life due to the corresponding changes in life-styles.  By applying the same design as in Vologda, the financial role of non-pharmaceutical secondary prevention is observable in other oblasts.     

1. Background and the present situation

1. 1. Background
1.1.1.Principles of efficiency of financial management 

Financial management of resources for the improvement of the health of the population should follow the basic principles of efficiency. These principles consist of those which aim at sustainable allocative efficiency and those which aim at sustainable technical efficiency. The first one concerns the overall distribution of available resources in a society, and the second one concerns the functioning of  allocated resources in a given task. The success of the financial management of resources depends on the appropriate performance in both areas of principles.

In order to advance the financial management of resources in both areas, the financial micro analysis of activities in health promotion and disease prevention was performed in Vologda area. Similarly, in order to advance the financial management of resources, the financial macro analysis was performed in Elektrostal area. Although these analyses are reported separately, they compliment each other. The reports should be first reviewed together. The conclusions of each one should be implemented independently.

It is important to understand the meaning of financial management. The word financing does not mean merely the availability of funding a program but rather the strategy by which the funding should take place. 

In the beginning of the work in 1998, it became clear from the Vologda oblast analysis of the flows of monetary resources that the increased financing of health care would not necessarily lead to improved health of the Vologda population. 

1.1. 2.  Actors 

If the financial strategies of the Vologda region were to be improved, it was obvious that the roles of many various public and private actors should be known. Without analyzing the financial roles of the federal level, the oblast authorities and the municipal authorities, the changes in the oblast strategy would only lead to a view that represents sub-optimization. Without knowing the roles of other actors, this sub-optimization would lead either to positive or negative results from the point of view of the oblast and the total expenditure. To demonstrate this, the microfinancial analysis in Vologda focused at very frequent cause of visits to physicians, at very frequent cause of patients’ expenditures on pharmaceuticals, and at a cause of decreased quality of life that can be improved by mere changes in life-styles. Actually, the research has shown that the pharmaceutical treatment of hypertension is not a long term solution and it is extremely costly both to the society and the patients.    

It should be noted that the treatment of hypertension patients involves the co-ordination of multiple financiers of health care. The arrangement of treatment involves financing by the municipal and regional authorities, as well as by the non-governmental organizations, i.e. the patients themselves and the mandatory health insurance. In addition, the economic consequences of hypertension also result in losses to other organizations, e.g., the employers.  

1.2. Present situation

The average life expectancy of Russian men is about 55 to 57 years, depending on the regions of the federation. According to the present practice, it is assumed that a patient buys and pays for the pharmaceuticals, either direct out of pocket or via indirect public funds. It is not known how much could be saved in economic terms and human suffering, if the treatment of hypertension followed more extensively the principles of behavioral modification of hypertension patients. It is obvious that the human suffering to be reduced would only concern the patients and only indirectly the social groups around the patients. However, it is clear that the expected economic savings would concern many counterparts. 

In addition, it should be remembered that if the non-pharmaceutical treatment is successfully launched, this will also require resources. Empirical studies of the subject have been published. Currently, for example in Finland, there is an operational study which compares different models of non-pharmaceutical treatment and the corresponding costs and benefits involved. According to the existing European information, about 60 percent of all expenditures of treating hypertension are due to the costs of pharmaceuticals. If these data were calculated among the Russian patients, it is assumed that at least 60 to 70 percent of the expenditures of treating hypertension are due to the costs of pharmaceuticals. 

According to the previous pilot studies of the relationships between the financing of pharmaceuticals and the financing of other curative services among the hypertension patients in Vologda, the financial incentives of the policlinic physicians enforce pharmaceutical rather than non-pharmaceutical treatment patterns. Especially, the studies done by the Institute of Preventive Medicine and by the University of Tseliabisnk show that the treatment patterns in Russia are quite conventional.

Increased level of blood pressure is one of the most important risk factors of myocardial infarct besides cholesterol, smoking, diabetes, overweight and physical exercise. At the best, the positive effects of changes in lifestyle equal the positive changes of a pharmaceutical treatment. 

2. Objectives of the financial microanalysis 
Cost-effectiveness analysis is a commonly applied methodology in the comparison of alternative treatment procedures. The results of such an analysis can be used in the decision-making about new form of treatment. The basic idea of this analysis is that the costs of various alternate treatment patterns are related to the changes in naturally measurable indexes. It is not always necessary to measure the changes in one's health in terms of monetary units. If the aim to develop for efficient treatment patterns, the effects in health can be described by the marginal changes in health.

The purpose of this financial microanalysis is to demonstrate what are the potential economic savings to be achieved by a new style of treatment and how could new financial incentives be built to reduce unnecessary treatment by pharmaceuticals. 

3. Process

The financial microanalysis in Vologda concentrated on the expenditures related to the pharmaceutical treatment, especially the ones concerning the treatment of the most prevalent disease among the Russian population, the hypertension. In order to make the financial analysis for complete, the results of the macro- and microanalyses can be combined. The analysis of the combined work also allows for the conclusions about the economic incentives of various actors in the treatment of the most frequent diseases of the Russian population. 

The data for the micro analysis was collected from hypertension patients, the medical records of these patients, the sales records of pharmacists, and the records of other possible sources in charge of financing the anti-hypertension pharmaceuticals. Some aggregate data might be available also from the distributors or the whole sellers of these pharmaceuticals. Also, the Federal Institute of Preventive Medicine possesses information especially concerning hypertension. The basic format of expression of the processed data followed a two-dimensional approach. Most of data was collected from a Vologda pharmaceutical outlet which equals to the largest one in Finland. Patient records were collected from the largest polyclinic (polyclinic # 4) in Vologda municipality.

The data covered information for each patient over 15 to 25 years, from the time of diagnosis to the time recovery or death. If possible, the information included in addition to pharmaceutical expenditures, information about the utilization of health services, the indirect effects of morbidity (e.g., work absenteeism) and perceived quality of health care – especially treatment of hypertension. The two dimensional analysis concerned the relationships between the financiers of prescription and the financiers of drugs. In other words, what are the overlapping and the conflicting financial incentives of these two dimensions. Whose financial interest it might be to reduce the expenditures on unnecessary pharmaceutical treatment of hypertension ? 

Also, the analysis will produce the empirical information on the life-span costs of pharmaceuticals, if the patients behaved according to the directions mentioned in the prescriptions. A problem in the application of the protocol will be produced by the fact that many Russian patients visit repeatedly many Russian physicians. Therefore, if possible, the final financial data manifested also the approximate costs of other types of health services over the life-span of the hypertension patient. The expenditures related to the continuation of patient's behavior without following the principles of non-pharmaceutical treatment were also roughly estimated (e.g., the costs of cigarettes, the costs of alcohol, the costs of salty food, the costs of fatty food, etc.). These estimates should be compared to the estimates for purchasing pharmaceuticals in the two alternative modes of treatment patterns, once the non-pharmaceutical treatment patterns were applied.   

4. Results
In Vologda, both at the oblast and the municipal levels, the understanding of the concepts and principles of financial management were introduced by a large number of discussions. The basic results which are obvious in comparison to the situation before the project can be divided into at least three basic areas. 

4.1. Organizational 

The first ones are those which deal with the improvements in the overall financial management of resources for health promotion and disease prevention.  One of the most visible ones is the administrative reasoning for the improved financing and investments in the research and development of health promotion and disease prevention activities. Specific activities have concerned the reformulation of the financial role of Vologda Oblast Mandatory Health Insurance. Although these actions do not rely merely on the performing of the micro financial analysis, the justifications for these actions have been drawn within the process of performing new types of financial scenarios.

4.2. Information and knowledge support

As one of the first empirical results, the description of the overall flow of financial resources was done by the Vologda oblast authorities. Once completed, the description allowed for a new way of distinguishing the priorities in financial management of resources. The results of the analysis also effected the drawing of the budget of the Vologda oblast for year 1999 and 2000. 

The introduction of the Financial Management for Nonprofits (FMN) text book of basic principles of technical efficiency was done by expert consultations. As a result, the 17 different micro financial management programs were installed and tested by the Department of Finance in the Vologda Oblast Administration. The installation and practicing of the 17 programs enabled the Vologda oblast administration to draw various scenarios of financial strategies. More importantly, the alternatives of financial management decisions could be weighted by more precise protocols.

One of the largest decisions in the area of micro financial management alternatives dealt with the arrangement of cardiosurgery for the Vologda population. As the result of the work of Russian and project experts, cardiosurgical unit was not established in Vologda regional hospital. Rather, it was decided that these activities were to be demanded by better arrangements from the already existing units in Moscow and St. Petersburg hospitals.    

4.3. Benefits of non-pharmaceutical treatment

On the bases of the few practical experiences, it is clear that the non-pharmaceutical treatment of hypertension is effective and it can bring about important benefits. These benefits can be the improved quality of life among the hypertension patients and considerable savings of money among the hypertension patients or the public authorities.

Most of the anti-hypertension pharmaceuticals are purchased on the bases of prescriptions and these pharmaceuticals are prescribed by various physicians. The average annual number of visits per citizen to the physician is 6 – 8 and the continuity of care is not good. On an average, a hypertension patient consumes about 30 – 35 grams of anti-hypertension pharmaceutical per a month.

The assessment of the financial effects of non-pharmaceutical treatment is impossible since there is a lack of basic information about the current episodes and the operation of non-pharmaceutical treatment is not yet complete.

If the results of the first microfinancial analysis were true, the annual cost of anti-hypertension pharmaceuticals is 5 –10 times less than the cost of harmful utilities. 

The cost of pharmaceuticals which are prescribed by a physician are at least 10 times higher than the monthly income of the prescribing physician. 

The costs of anti-hypertension pharmaceuticals to the patient and the subsidizing financier of the pharmaceuticals is higher than the costs of the physician services for the treatment of hypertension.   

The proportion of prescriptions which are paid without any co-payment is about 75 percent. For the about 25 percent of patients with prescriptions, the degree of co-payment (from 10 to 100 percent) is dependent on the level of income of the patient and the supposed level of price of the prescribed pharmaceutical. The proportion of co-payment is not dependent on the severity of the diagnosed disease.  

The costs of anti-hypertension pharmaceuticals are considerably less than the costs of harmful goods (e.g., cigarettes, alcohol, fatty and salty food) for a given period, e.g., 5 – 15 years of life-span after the first diagnosis of the disease.

According to the Federal Law (Article 41), the health services should be free-of-charge to the users. It is unclear, how does the implementation of the principles of Article 41 apply to the parts of the treatment which require the consumption of prescribed pharmaceuticals.

5. Conclusions

Cost containment with respect to the costs of pharmaceuticals is at least as an important matter as the cost containment of physicians’ incomes. By changing of risky behaviour, the hypertension patients will save more financial resources than by continuing to comply with the pharmaceutical treatment of hypertension.

The planning of the financing of the pharmaceuticals should be seen in the light of securing each Russian patient (as well as a Russian citizen) with a right to have adequate care. The enforcement of non-pharmaceutical treatment of hypertension should comply with the economic incentives of various interest groups. The consumption of less pharmaceuticals results in monetary savings among the patients (even up to 20 000 – 50 000 Rubles), in monetary savings among the public authorities (e.g., Mandatory Health Insurance, Municipal, Oblast and Federal Governments, etc.), and in savings related to the decreases in indirect costs (e.g., the costs of other types of health services and the costs of sick leaves).  

6. Recommendations

6.1. Development of skills in financial management 

In order to improve the financial management in the oblast administration, as well as in the administrations of the largest cities, it is necessary to train few (2-3) experts either in health economics or business administration for nonprofits. 

Also, it is necessary to provide translated materials and ready made computerized programs for the key decision-makers. One of the essential problems is, that most of the economic and financial text and guide books are not available in Russian language. Due to this, some of the basic terminology does not yet exist.

The information system on financial issues needs to be developed, too. In order to undertake this task, it is advisable to implement principles that already have been tested in some other environments. The implementation should be a stepwise process, starting with the adaptation of the modern tools of information transfer.         

6.2 Development of decision-making in financial management

The combining of the conclusions from the Vologda microfinancial analysis and from the Elektrostal macrofinancial analysis should be the next step in the development of decision-making. By combining these two principles, the problems in the financing of health promotion and disease prevention can be prioritized more clearly and the objectives of the next analyses outlined. 

The health promotion and disease prevention (both primary and secondary) with regard to cardiovascular diseases is extremenly important. As shown, the reduction of the incidence of these diseases results in better and longer quality of life, and its reduction will have effects both at the allocative and technical efficiency of the Russian health care system.  The needs for financing the curative care are reduced very efficiently by reduction of the incidence. Without rethinking of the results of the two analyses done, it is difficult to plan and implement the next analyses.

In order to improve techniques in decision-making, an allocation of funds from the regional mandatory health insurance fund to research and development activities in health promotion and disease prevention should continue. During 1998 and 1999 it has been speculated that about 4 percent of the annual turnover of the regional health insurance fund is allocated to research and development purposes. This act should be enhanced and the funds should not be used to cover expenditures in curative care, except the ones focusing at the problems of secondary prevention. The reductions in incidences of respiratory diseases and injuries and poisonings are also extremely important to achieve.   

6.3. Improvements in microfinancial management 

If health promotion and disease prevention activities are assumed to be carried out by the policlinic physicians by non-pharmaceutical treatment patterns, the prerequisite is, that the physician’s compensation provides incentives for this. Now it does not, although the financial incentives of patients are in accordance with the non-pharmaceutical treatment. The patients spend considerably less on anti-hypertension pharmaceuticals than in purchasing of harmful substances that increase blood pressure. 

If public awareness was to be increased, the choice between the purchasing of anti-hypertension pharmaceuticals and the potential benefits of non-pharmaceutical treatment could be given to the patients who are diagnosed with hypertension. E.g., the purchasing of dacha would, however, require that both the patients and the treating physicians adhere to the principles of non-pharmaceutical treatment of hypertension. These calculations have not counted the discount rates of investments nor have they taken into account the selective mortality rates, i.e. the mortality during follow-up due to hypertension.

By changing the compensation of physicians, the currently spent money on pharmaceuticals should be pre-allocated to encourage the physicians to deal with the changes in life-styles of patients. This leads to a better quality of care with less financial needs. The conclusions from the microfinancial in Vologda analysis have brought up one explanation for the observations which were reflected in the results of the macrofinancial analysis in Elektrostal. Although from the point of view of the municipal and regional health care expenditure the primary health care resources are a minority, from the patients’ point of view the use of policlinic services results in significant financial consequences. 

Although the compensation of physicians is financed in both, the policlinic and hospital care by the same public authorities, the other components of treatment are not. The cost containment in Russian health care should not rely on sub-optimization of only the public expenditure but rather on the optimization of the total expenditure. The first demonstrations with physicians on capitation allowance will start in summer 2000 in Cherepovich city of the Vologda region. The changes in the financial strategy of Vologda oblast can be assessed in other areas by replicating the microanalysis.
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Assessment of current programmes on prevention of communicable and non- communicable diseases and proposals for their improvement

Summary

The report gives an overview of target health programmes in Russia. The concept of the programmes was introduced in the early 1990s to cope with the lack of resources in the health care sector. The experts review the processes of programme development, implementation and evaluation, and offers recommendations for their improvement. The report concludes that, although target programmes demonstrate a will to improve the use of financial resources by allocating them to priorities, little has been gained by framing everyday health care interventions into specially developed programmes. In essence current programmes represent long- term policies, which are considerably overestimated in terms of implementation time and financial resources. As a result most of the proposed interventions are only theoretical. To improve implementation, current policies and programmes need to be reconsidered and brought in consistency with available resources. The programmes need to be more locally prioritised and community oriented. The experts suggest three types of programmes targeting a precise purpose. They include intersectoral, prevention, and innovative programmes.  Multisectoral and multidisciplinary approaches in the program development should be promoted. Essential training of public health staff in health economics, planning and health care evaluation is required. 

1. Introduction

The purpose of this report is to assess current programs on prevention of communicable and non-communicable diseases (including vaccination programs) in the Russian Federation and in two pilot regions ( Vologda, Tchelyabinsk), and preparing proposals for their improvement.

The concept of target programs was introduced in Russia in the early 1990s in order to allocate resources more efficiently. There are federal, regional and municipal target programs. Federal programs are adopted by the Federal Government or by the President, regional by the regional Duma and municipal by the City Councils. 

There are eight federal programs under the Ministry of Health, adopted by the Federal Government, of which the following four have been closely analyzed: “Diabetes”, “Vaccination”,  “Fighting tuberculosis”, and “Prevention of HIV infection”. There is also one federal comprehensive Presidential program, “Children of Russia”. This program includes 11 specific programs that cover various aspects of children’s health and social wellbeing (e.g. “ Children of the North”, “ Children of Chernobyl”, “Disabled children”,  “Safe motherhood”, ‘ Family planning” etc.).

The Vologda Oblast Duma has adopted seven target programs: “Diabetes”, “Vaccination”,  “Fighting tuberculosis”, “Prevention of HIV infection”, “Safe motherhood”, “Prevention and treatment of arteriosclerosis and hypertension” and “Effective and safe X-ray diagnostics”. The first five programs correspond to the respective federal programs. The Tchelyabinsk regional program “The integrated prevention of chronic non-communicable diseases and health promotion for 1998 – 2003” has also been reviewed as an alternative approach to the program development.

2.  Process for reaching the results

The report is based on the review and analysis of the texts of the programmes and the relevant documents on financing and implementation of the programmes as well as interviews with key actors involved in the development and implementation of the programmes, both at the federal level and in Vologda. The mission reports from Vologda are included as Appendixes 1 and 2 to Volume 3 of the report. The draft report was discussed in detail at a meeting with participants from the Ministry of Health (the Department of Planning and Economics, the Department of Health Services and the Department of Preventive Health), key health officials from the Vologda oblast and a member of the Regional Duma. The meeting adopted a Resolution on future co-operation and development. The Resolution is attached as Appendix 3. The analysis is focusing on the content of the programs, and the documents related to their implementation. Thus the viewpoint has been an administrative and economic one, not going into the actual functioning of the measures proposed in the programs. For example, the composition and quality of vaccines has not been examined. The analysis was conducted by the SWOT- method ( strengths- weaknesses- opportunities- threats).

3. Description of the current programmes

3.1. Aims and objectives of the programmes

The formal goal of the programmes, stated in the draft health care Law of the Russian Federation, is general, to encourage protection of health of the population and the development of the health care system. However, the Government Decree of November 1997 “ About measures to stabilise and develop health care and medical science in the Russian federation” states that health programmes including target programmes declare the objectives and strategies of the public health policy and are the basis for the health planning. In other words the programmes state the public priorities in health and enable directing of resources efficiently towards the selected priorities. 

Each programme describes the prioritised health problem and states specific aims and objectives related to the problem. The way of stating the objectives varies between the programmes. Some programmes have precise and clear goals (federal program on tuberculosis, federal and regional programmes on vaccination). Others either bring several goals in one (regional programme on diabetes) or state the goal in a very general, imprecise way (HIV prevention programme, federal programmeon diabetes). Nearly all the goals within the programme ‘ Children of Russia” are utterly global (establishment of conditions for the normal physical, psychological and cultural development of children; formation of legal, economic and organisational conditions for the civil development and social self- realisation of orphans), especially when taking into account that the period of implementation is 3 years. The goals related to improving quality of life do not define which aspects of quality of life are prioritised, and how the goal will be measured. Many objectives of the programmes use the words “ improve, increase, develop” without giving the actual indicators of the processes. 

3.2. The development procedure

At the federal level the development of  programmes is governed by a Government Decree of 1995, which regulates in detail the process of program planning. The programmes are developed by the responsible expert from the Ministry of Health (MoH), together with the directorship of the program, which usually involves representatives of various sectors. This is especially the case for programmes considered to be intersectoral (« Fighting tuberculosis”, “ HIV prevention”, “Children of Russia”). The vaccination programme is considered a purely medical one and therefore only the Ministry of Health is responsible for its development. Sometimes the Directorship is appointed long after the programme has been adopted (for instance  the Diabetes programme was adopted in 1997. The MoH order on the implementation of the programme was issued in October 1998 and the Directorship established in July 1999). During such a period the programme is governed by an intersectoral working group. The reason for this unsatisfactory situation is purely economic: The members of the working group do not receive any fees, but the members of the Directorship do.  The members of the directorship should also meet to decide on the allocation of resources and prioritising the activities within the programme. Each programme has a co-ordinator. Financial authorities are consulted before adopting the programme,  and the Ministry of Finance and the Ministry of Economics must give their approval before the programme is adopted in Government. This approval procedure does not, however, mean that only programmes with secured financing would be adopted. 

After a programme has been adopted by the Government it cannot be changed otherwise than by the same cumbersome procedure through which is was originally adopted. This explains why the programme remains unchanged even when the resources allocated are not nearby sufficient for its implementation according to the original plans.

The regional programmes are mainly developed by the specialists in the area, often a chief specialist of the region. The development of the programmes as well as their implementation usually also involves several organizations such as health authorities, financial authorities, Gosanepidzor, the Center for preventive medicine, health care facilities and others. However, each organization is usually responsible for the relevant part, and not for the programme as a whole.

3.3. The contents of the programmes

All programmes follow the same structure: 1) introduction, 2) epidemiological data on the problem, 3) goals, 4) objectives and strategies, 5) expected outcomes, and 6) the budget. They usually describe the problems in a very concrete and frank way and are as a whole well drafted.

The number of interventions for each programme is large, on an average 20 to 30 strategies in various categories, including prevention, treatment and rehabilitation. 

For some programmes the strategies in the federal and regional programmes are the same or very similar (“ HIV prevention”, “ Diabetes”). The description of each target programme lists a number of outcomes. Some programmes have quantitative targets 

( “ Diabetes”, “ Vaccination”, “ Fighting tuberculosis”). Others have more general outcomes, which do not provide any precise indicator to measure the achievements ( “ Orphan children”, “ Family planning”). 

The period of the implementation of most of the programmes is 4-5 years. Some current programmes continue similar programmes adopted earlier ( Vaccination, HIV prevention). The reason for prolongation is that the programmes have failed to achieve their objectives and outcomes due to underfinancing

The content of the Tchalyabinsk integrated programme implies implementation of several sub- programmes aiming at the same goal, decreasing rates of premature deaths due to cardio- vascular diseases. However, the detailed description of each sub- programme has not been available. ( changed the order of these two paragraphs) 

3.4. Financing

The programme budget is estimated in roubles in the year of the development of the program. Every year it is indexed for the inflation rate. This planned budget is usually a proposal to the Government. However, the proposed amount of money is normally cut when deciding on the final programme budget. The real amount of money is usually cut even more, if given at all. This is only understandable when realising that a budget does not mean the same in the Russian State economy as in Western European countries. In Russia a budget is not a governmental agreement on the division of available resources, but an estimate of what would be spent in the ideal (and utopian) situation that the resources needed were available. Although the financial estimates and figures in the programmes seem quite precise (see about vaccinations below), it is not clear how they have been calculated. Although The Ministries of Economics and Finance of the Russian Federation have given their statement on the proposed programme, it is not required that the contents and financial resources should be in congruence with each other. The economic estimates are economically unrealistic and they do not form a budget, because there is no agreement on the financing with the Ministries in charge of State finances. The question is more about an ideal level of resources, which everyone knows will not be reached.

As a result of this structural lack of funding the number of activities within the programs have to be reduced to meet the available resources. The text of the program is not, however, adapted, and by simply reading the text of the programme it is not possible to conclude anything about how it is implemented in practice.  For example, in the vaccination program the total resources needed for the period  1999-2005 are estimated to 1134 million rubbles. Of this sum 912 million roubles are for capital investments, which means modernisation and restructuring of the domestic vaccination industry to comply with international quality standards (GMP, GLP). Of these resources 508 million roubles are expected from the federal budget and 626 million roubles from other sources (loans, the industry’s own resources). The previous program was financed by a level of 4,4 % during the period 1993-97. In 1998 the present programme was not financed at all. According to the information received, 1999 shows some improvement. By June 1999 the federal Vaccination programme received 20% of the whole annual programme budget. 

The federal HIV prevention programme for 1993- 1995 was funded by 42 % of what was estimated.  As concerns the federal Diabetes program, the federal budget of 1997 allocated 18 % of what was estimated in the programme. In reality it was given 24 % of the amount in the budget or 4,4, % of what was originally estimated in the programme. However, most of the activities proposed in the programme were to be financed ( totally or partly) from the resources allocated to the MoH for funding health institutions. There is no information about the actual funding from that source. Therefore, the resources required directly for the programme from the federal budget were 63. 75 million rubbles. It means that the budget allocated about 80 % of what was estimated in the programme. In reality 19 % of what the program estimated was allocated. ( new paragraph)

Vologda oblast, in 1998, planned to spend more than 37 200 000 rubles (without counting for inflation) on the activities of all the programmes. However, the regional health care budget for 1998 allocated 6 812 000 rubles or 18 % of the planned amount of money, although according to the interviews, the amount of money in the budget cannot differ from that planned in the programme and approved by the Duma. Finally only 5 862 600 rubbles were allocated to the programmes, which is 86% of that planned in the regional budget, and 15.8 % of what was estimated in the programmes. The table below shows the funding for 1998 planned in the programmes and actually spent from the regional budget:
	Programme
	Funding planned in the programmes for 1998*( in rubles)
	Actual funding in 1998 ( in rubbles)
	% of the funding planned

	Diabetes (1997- 2000). 
	10 432 500
	5 163 000
	50%

	Combating tuberculosis ( 1997- 2000)
	About 10 000 000**


	203 000
	2%

	Vaccination ( 1994- 1998)
	250 100
	473 600
	189%

	HIV prevention (1997- 2000)
	3 302 500
	23 000
	0.7%

	Safe Motherhood 
( 1998)
	3 000 000
	0
	0



	Prevention of arteriosclerosis and hypertension ( 1998- 2000)
	214 100
	0
	0

	Effective and safe ray diagnostics ( 1998- 2000)
	10 000 000
	0
	0


* in denominated rubles, prices of the year of the programme adoption without counting for an inflation

**  there’s no division of financing per year
Before 1998 In Vologda oblast no resources within the health care budget had been allocated specifically to the prevention programmes. The costs of the programs were part of all health care costs borne by the regional budget and allocated to the regional health care facilities. No estimation on what percentage of the budget was actually spent on the programmes was done. Thus it is not possible to do a financial analysis of the programmes from the period before 1998.

As can be seen from the table, only the vaccination programme was funded with 189% of what was planned. This might be explained by the significant change in the price of vaccines between 1994 and 1998. Despite the inflation, other programmes were given between 0.7% and 50% of what was originally estimated. Three programmes were not funded at all. For all three programmes the year 1998 was the first year of the implementation of the programme. 

The total amount allocated to all the programmes in Vologda oblast in 1999 health budget was for the first time similar to that initially planned. However, due to the high inflation within the past several years, the actual value of money allocated is much lower. 

The proportion of funding between different programmes has shifted during these years too. According to the programmes in 1997, the funding on diabetes and tuberculosis was to be more or less equal in 1999, that is about 24% of the whole funding of the programmes. However, the budget for 1999 allocated 64 % for diabetes and only  0.3 % for tuberculosis. This is likely to be explained by a significant increase in the prices of insulin. Following this trend, soon there might be a situation, when all the resources available to the programs budget will be spent on insulin. 
The programmes are developed based on the analysis of epidemiological situation. The data that are largely used are crude mortality rate, and prevalence and incidence rate for all the diseases.  The description of the programs usually provides the data for different age and sex groups, and tries to identify risk groups of the population. However, when the strategies are proposed, they usually cover the whole population. More targeted strategies are proposed in the programme “ Fighting tuberculosis” (prisoners, homeless people, refuges). 

The analysis of health inequalities within the society is not being done, as the routine statistic information does not provide the data on mortality and mobidity of the population according to their employment, socio- economic status, education, living condition etc. No special studies to identify this type of problemmes are being conducted. 

It seems that the actual numbers are taken more into accounts that the trends. For instance, prevalence of diabetes in 1998 in Vologda oblast increased by 5% compared to1997. The number of HIV- infected patients has increased from 5 to 14 (about 300%) between 1996 and 1998. However, the regional budget allocated 64% of all the program resources to diabetes and no resources at all to “ HIV prevention”. The only possible explanation is the actual number of patients, 17000 people with diabetes and 14 with HIV.   

Most programmes have several sources of finance. Among these are the federal budget (diabetes, vaccination, tuberculosis, HIV prevention), the regional budget (all programs), local budget (tuberculosis, HIV prevention, diabetes), Mandatory Health Insurance (MHI) Fund (Prevention of arteriosclerosis and hypertension, Safe Motherhood, Effective and Safe ray diagnostics). Furthermore, nearly all programmes have external funding to some extent. However, only few list this funding as an official source of financing. At the federal level these are “ Diabetes”, “ Fighting tuberculosis”, “ Vaccination” “ Baby’s food” and “ Refugees’ children” programmes. In Vologda oblast , the external source of funding is officially mentioned only in the “Prevention of arteriosclerosis and hypertension” program. The external sources include national and international loans, International organisations, such as UN, resources from enterprises, and private non- commercial activities. In practice, many programmes use sponsors’ resources. However, they are provided irregularly, and there is nearly no information about the use of these resources. It seems that most of this assistance is based on personal contacts. The size of funding, coming from commercial activities and out-of-pocket payments, if any, is also difficult to define. Most professionals are reluctant to provide this information. 

The funding from sponsors is often used for other strategies than those prioritised in the programmes. The decision on where to allocate the external funding is made by a professional in charge (usually the chief specialist or the head of the clinic) and does not necessarily have any connection with the program. This may lead to the fact that resources are spent on the activities that do not necessarily meet the objectives determined in the programs and disperse the resources available. The innovation proposed in the programme on prevention of arteriosclerosis and hypertension, that external funding should be included as one of the official sources of financing and the amount of its should be assessed, is seen as positive for the future.

Data on funding from the MHI Fund is limited. If health insurance is not listed as an official source of funding (this is only the case in the federal Diabetes program), the possibility of financing from the MHI Fund is usually based on personal contacts. The information on MHI funding for vaccination is contradictory. On one hand the law on Immune prevention states that immunoprophylaxis  can be funded from various sources including health insurance. On the other hand, the respondents in Vologda oblast claimed that, although there is evidence that in some regions some activities for vaccination are funded from the MHI Fund, the law states that immunization is funded from the federal and regional budgets. Therefore, the MHI Fund is reluctant to finance the activities which are officially not its responsibilities. Most of the respondents at the regional level agreed that the funding of many activities within the programmes could be handled more effectively from the MHI Fund. In order to make this possible, however, the legislation should be amended. 

3.5. Intended activities and outputs

The federal programmes include strategies focused on capital investments, such as building and reconstruction of enterprises ( “ Vaccination”), rebuilding and equipping hospitals and clinics (“ Fighting tuberculosis”), research activities ( ‘ HIV prevention”, “ Vaccination”). Modernisation and restructuring is mainly to be achieved with non-budgetary resources, like loans and the manufacturers’ own resources. The programmes do not indicate how the necessary recourses are going to be made available and which authority is in charge of it. The size of capital funding is significant. No wonder, that most of the proposed strategies are not being implemented in practice.

It was obvious from the programmes and from the interviews that purchasing drugs and equipment is prioritized over such activities as health promotion and health education. For example, 70 % of the total funding of the federal HIV prevention programme was planned to spend on the improvement of diagnostics and treatment of HIV, which is nearly 3 times more than the resources planned for increasing knowledge of population about HIV and methods of prevention. The percent of funding planned on diagnostics and treatment at the regional level is smaller ( 22 %). However, it is still 1.7 times higher than what was planned for health education. The largest amount of resources within the regional HIV programme was planned for the improvement of the system of epidemiological surveillance for HIV infection. In the “ Diabetes” programme 85 % and 99 % of the total funding was planned for treatment activities, purchasing drugs and syringes at the federal and regional level respectively. The implementation of activities in practice has little common with what has been planned in the programmes. This is understandable. In a situation where planned activities significantly increase the financial and technical capacity of the society, selection is inevitable.

About 80 % of the total funding in the federal Vaccination program was planned for the reconstruction and technical modernisation of enterprises producing vaccines according to the National Calendar of vaccination. The money for this has not been given. The programme neither regulates any clear mechanisms of ensuring financial resources, nor defines any sanctions for the situation when the resources are not provided. As a result, no activities on reconstruction and modernisation are being implemented. However, they are constantly rewritten from the previous program to the next one. In 1998 purchasing vaccines was the only intervention implemented within the programme, although it is not a principal strategy indicated in the federal programme. Moreover, the resources spent on purchasing vaccines were not the resources of the programme, as in 1998 no money were allocated to the Vaccination federal programme. The resources entitled for the funding of pharmaceuticals were used. This was done because vaccination is considered to be a priority, and the resources should be found by any means. It still remains unclear whether the resources from the fund for pharmaceuticals were initially planned for vaccines, or the resources were just reallocated, and some other drugs were left unpurchased. We would assume that those drugs were also priorities, as far as they were included in the list of pharmaceuticals funded from the public sources. All the resources allocated to the program within the first 6 months of 1999 were spent on scientific research ( 20 % of the total annual program resources planned in the federal budget). 

In the federal programme “ Diabetes” the following activities were to be funded in 1997: establishment of the federal centre for diabetes; establishment of schools for training patients with diabetes; prevention of diabetes; primary prevention of insulin- dependent diabetes among children; and establishment of rehabilitation centres for patients with diabetes. In practice the available resources were used on the establishment of the federal centre for diabetes, establishment of the registry system for patients with diabetes, and purchasing sets for testing haemoglobin. According to the programme, the two latter activities were to be funded from the source entitled for funding health facilities. It might be that the funding from that source was unsatisfactory, and the programme resources were redistributed. The initially planned prevention and rehabilitation activities were excluded from funding. Interestingly, according to the estimate of expenses in the program description, the cost of the three interventions that finally were funded was to be 29, 796 million rubbles. In practice the program received 12.3 million (41 %). It is again unclear, whether the costs of the activities were overestimated in the program or each of the activities was implemented only by 41 %. If the latter is right, then the available resources were just dispersed between the interventions, and none of the strategies has achieved its goal. Perhaps the alternative use of resources, for instance, on two prevention interventions proposed in the programme, would have been more effective, as the available resources would have covered the estimated costs of the interventions nearly entirely. Moreover, the same interventions within the next years of the programme’s implementation imply on average 10 million rubles a year, which is a reasonable amount of money for the Russian federal budget. The estimated expenses to support the federal center for diabetes within the next few years are also realistic ( about 6. 75 million rubles a year during 1998- 2000). In 1998 the Ministry of Health  contracted the established federal center to fulfil 5 activities within 2 sections of the programme ( health services for diabetes, and prevention). The cost of the contract activities is about the same, that was in practice allocated to the programme in 1998 ( about 24.5 million rubles). The only outcomes achieved so far, and presented in the report of the MoH of 1999 are a decrease in a number of disability days by 2-3 days, and a decrease in hospitalization rates by 1-2 %  in Moscow and St. Petersburg. The latter is related to the establishment of schools for training patients, which was the least expensive intervention of the programme. It would be useful to calculate the cost of the programme per outcome and compare to other interventions and programmes. 

Apart from the activities on research and development of local manufacturers ( more than 100 million rubbles a year) that traditionally remain on paper in most of the programmes, supply of drugs and control medical appliances were not funded in 1998, which is  more than 200 million rubbles a year, in prices of 1996, without cost of insulin. (Purchasing insulin is described below). If we sum up the capital investments and cost of insulin, the total cost is unrealistic for the Russian budget not only for the period of the implementation of the programme, but also for the next several decades. Because drugs and control appliances are an urgent everyday need of patients, it remains unclear, how this problem is being solved. Either patients cover these costs or they just do not receive this type of care. No data on the percentage of patients in each group, and their socio- economic characteristics are available. 

As for insulin, in 1997- 1999 it was largely purchased to account for the debts of India to the Former Soviet Union. How long this source can be used, and what the Russian Government will do after that, is not known to us.  

Although health promotion and health education are considered to be important, they are not interpreted as urgent, and could be postponed till more sufficient funds are available, if ever. In some cases, for instance, in the Vologda Regional centre for preventive medicine, the resources available are largely spent on salaries of the staff and to maintain the building of the centre. Consequently, there are no resources left for the actual preventive work. As a result, very little is being done currently by this centre. 

In Vologda, all the resources of the Diabetes programme were spent on insulin, of the vaccination programme on vaccines, of the HIV prevention programme on testing equipment and tests, and of the Safe Motherhood programme on equipment for prenatal diagnostics, ultrasound scanners and biochemical analysers. In other words, the resources of these target programmes were used to cover expenditure, which in many countries is seen as a part of the everyday health care activities.

The current analysis did not aim at the assessment of the effectiveness of the proposed strategies to prevent and/or treat a problem. However, there is evidence from the international experts, that some strategies proposed in the programmes, for example, in “ Fighting tuberculosis” ( building more tuberculosis hospitals, massive X- ray screening of the population, isolation of patients in separate flats)  are not considered to be effective by the WHO and in the Western practices. 

Many programmes imply designing and redevelopment of normative and administrative documents (federal and regional Vaccination programs) and encouragement of the implementation of the governmental and ministerial edicts (regional program on tuberculosis). What exactly is planned to do to encourage the implementation of edicts has not been stated. The cost of the redevelopment of documents is little (0.03- 0.3 %) compared to the other activities. 

Inconsistency was found between expected outcomes and proposed strategies in some programmes. For instance, in the federal programme “ Fighting tuberculosis”, it is expected that due to the implementation of the programme the costs of hospital treatment would be reduced by 30 % and the costs of treatment in primary care clinics by 60 %. At the same time the principal strategy implies the development and reconstruction of services ( clinics and hospitals) ( 37 % of the total funding). 

3.6. Implementing, monitoring and reporting

Each federal programme is managed by a Board of Directors established by the Ministry of Health. The Board receives regular reports from officials in charge with the implementation of the programme. Every three months the Board of directors reports to the Ministry of Economics and yearly to the Ministry of Economics, the Ministry of Finance and the Ministry of Science and Technology. According to the experts, these reports, which truthfully describe the financial situation of the programmes, do not lead to any changes. As the expert put it, “everyone already knows it”. 

The co- operation between the organisations seems to be formal. Regular meetings to discuss the progress of the programs at the regional level are not in practice. When the decision on what activities within the program will be prioritised for financing is being done, no consultations with other interested parties are held. Of course, these conclusions are based largely on the experience from the Vologda region. The situation in other parts of Russia might be better. 

There is no clear division of responsibilities between the institutions involved in the implementation of the programmes. For instance, health education should be done both by Gossanepidzor, and the centre for preventive medicine. There was also felt a tension between the regional health authorities and Gossanepidzor. For instance, the programme “ Fighting tuberculosis” in the Vologda oblast was initially developed by Gossanepidzor and then taken over by the Regional health authorities. As a result, such questions as control for community services, tuberculosis in prisons, unemployed and homeless people, which are the responsibility of Gossanepidzor, were not appropriately covered by the programme. Gossanepidzor was also isolated from the health authorities and the Regional AIDS centre in the implementation of the “ HIV prevention” programme.      

Intersectoral co- operation is emphasized in the Tchelyabinsk integrated program. A special role is given to the population and community. However, there is no data available in this study to assess how this co- operation and community participation are implemented in practice, if at all.   

Each programme also contains the chapter on the evaluation of the effectiveness and economic efficiency of the program. However, this is usually the description of the objectives and desirable outputs of the programme. The programs do not give any information on how the effectiveness and efficiency of the programmes are evaluated. There was no evidence of the evaluation of the programs found during the interviews either. It was said at the federal level that such evaluations are not the usual practice. If it is done in some regions, than usually as a pilot study, mainly with the involvement and support of the international agencies.  The regional health authorities have no time and personnel to do such analyses. Some individual doctors are making attempts to implement it in their own institutions. However, there was a big interest expressed to such studies. There was also a request at the regional level to assist with methodology and training the staff. 

Some programmes are trying to quantify its economic effects. However, it seems that the proposed outputs are fictive, and just made up for the purpose of the programme. For instance, it is suggested that the federal program “Diabetes” will decrease the losses of economic productivity of the society due to disability of patients by 1.7- 2.5 times. It is doubtful whether, in a country where economic analysis has not been the practice, there is reliable data on the losses of economic productivity due to diabetes, and that there is a capacity to implement this kind of analysis regularly. Some of the proposed quantitative targets of the clinical and economic effects are too optimistic to be interpreted seriously ( eg. decrease of costs of treatment in hospitals and clinics by 2- 3 times; decrease of hospital referrals by 30- 50 % e t.c.).       

In general, the respondents both at the federal and regional levels, although agreed that within the programmes the resources can be better allocated to target priorities, said that the situation had become more difficult after the introduction of the programs. At present there is no systematic approach to funding the activities. As a result the system does not operate effectively. 

4. Conclusions

This chapter presents a SWOT analysis of the development and implementation of the target programmes. 

STRENGTHS

1. The introduction of the target programmes shows a will to improve the use of resources and allocate them on priorities.

2. The programmes operate at federal, regional and municipal level. This gives more independence and flexibility to the regional and local level, and tightens the links between federal, regional and municipal authorities.

3. The programmes are approved by the highest bodies of power ( Duma, President), and thus  enjoy high formal authority and political commitment.

4. While adopting the programmes, the political authorities have to compare one health problem  against another. This promotes an approach of priorities and shows, which problems are considered to be priorities.

5. The programmes help to identify the poorest regions and cities and to reallocate resources.

6. The programmes aim to promote intersectoral co- operation and draw the attention of various sectors to health problems.

7. The programmes are well written and structured: they provide goals, strategies, description of epidemiological situation, expected outcomes and the budget.

8. The programmes encourage financing from various sources and earmarking them for health.

WEAKNESSES

1. The cost of the programmes exceeds the real financial capacity both at federal and regional level. As a result, most program activities exist only on paper and are never implemented in practice.

2. The programmes are a mixture of  construction, preventive, treatment and rehabilitation activities. Treatment activities usually go before prevention.

3. The financing mechanisms are poorly planned. Financial resources are dispersed between several sources and there is no single agency responsible for the final product. 

4. When adopting the programmes the economic situation and the ability to collect  revenues are not taken into account. As a result, more programs are adopted that could actually be afforded. Consequently, many programmes are not financed at all.

5. Each programme has too many strategies. This makes it difficult to select  priorities within the program and to evaluate its effectiveness and efficiency. The policy to finance a bit of everything leads to the fact that the resources are spread between more and less effective strategies, and none of the strategies achieves the goal. 

6. In some programmes the outcomes are too general. There is no clear indicator or target to measure the progress.

7. The epidemiological data do not show inequalities in health based on social, economic, educational and employment status. As a result, it is difficult to identify vulnerable groups and target the available resources to them.

8. There is no developed system of programme evaluation. The description of desirable outcomes in practice substitutes the evaluation process. The evaluation of effectiveness and efficiency is very rare, and implemented only with the support of international agencies. The humanity and equity of the programmes is not assessed at all.

9. Some regional programmes have exactly the same strategies as the federal ones. The regional flexibility is not used and local peculiarities are not taken into account. The municipal programmes operate only for the purpose of adding funding to the regional programmes. They do not use their advantage of subsidiary (being close to the community).

10. There is no real directorship of the programmes. Intersectoral co- operation is formal and usually restricted to the agreement of the programmes with various sectors, rather than common development, implementation and evaluation.

11. The choice of priorities when resources are limited is taken exclusively by the health authorities.

OPPORTUNITIES

1. The ability of the public sector to provide a wide range of high quality services free of charge for the patients is decreasing. Out of  pocket payments are common in practice. The target programmes can help the government to identify the basic package of services which is considered to be a priority and should be publicly financed.

2. Because the resources and activities within the programs are oriented towards a specific health problem, this would encourage the whole health care system to be more outcome oriented.

3. The evaluation of the outcomes of the programmes would allow to compare various interventions as well as the programmes from the point of view of their effectiveness and efficiency, and would promote evidence- based approaches to the development of health policy and planning;

THREATS

1. The practice of the development and implementation of target programmes reflects the problems of the whole Russian economy. The planning presents an ideal desirable model. The real economic situation is far from what was planned.

2. The traditional practice in Russia to cut the original proposal, no matter how realistic it is, leads to the fact that the programmes are always overbudgeted. Consequently, the real costs of interventions are not known, and the planned outcomes are unattainable from the beginning. Thus, there is no need to evaluate the progress of the programme and the  failure to achieve the planned outcomes is always justified.

3. There is traditional tension between various organisations and institutions within the health sector. Each organisation tries to cover only the area, which is prescribed to it. There is little understanding of common goals and outcomes.

4. Other than the medical sectors are usually only formally involved. They do not participate in the development of the activities. They do not always believe that they could have a strong impact on health and thus are very reluctant to provide resources.

5. There is very little experience and skills of co- operation with NGOs and business. There is also mutual mistrust between the government and NGOs and business.

6. The capacity of the federal and regional staff to implement rigorous evaluation of the effectiveness and efficiency of the programmes is weak. Much training in economics, evaluation techniques, and public health is required.

7. Prioritising health promotion and disease prevention is still very formal. In practice the effect of health promotion and disease prevention is underestimated. Prevention and rehabilitation will always be substituted by treatment unless they are separated because it is in the interest of the medical staff.

8. Priorities are usually based on the immediate short- term visibility of the effect and on what is politically favourable, rather than scientific evidence of effectiveness and efficiency.

9. The system of social values inherited from the communist regime makes it difficult to encourage selecting priorities based on cost- effectiveness and /or cost- utility analyses. There are no traditions to compare alternatives based on the value for money of each intervention.

5. Proposals for the improvement of the programmes

1. The practice of planning the programmes without taking into account any economic realities must be eliminated. Before starting planning there should be an overall agreement about the financial resources, which can be allocated for the programme. This means active involvement of institutions at the early stage of the “ framework planning”. The contents of the programme would then be adapted to correspond to the level of resources. The adaptation should be simpler than according to the present rules. The benefit of this is both realism and transparency. Everyone could determine the implementation level of the programmes by simply reading them.
2. There is no need to include everyday health care, such as vaccination or purchasing medicines, into specially developed programmes. The programmes should rather focus on concrete activities within a given time frame according to the accepted federal health policy (up to date (May 2000) this document does not exist in Russia yet). 

3. Some of the strategies proposed in the programmes can only be implemented after several decades. In essence such programmes present a long term policy on a certain  issue and should be treated as such. At the same time, there should be a clear distinction between a policy document and a concrete programme implementation plan.

4. Many of the strategies proposed in the programmes are effective and cost- effective (vaccination, HIV prevention, treatment of tuberculosis, maternal and child health). Therefore they are recommended by the WHO and the World Bank to be included in the basic package funded by the state for all countries, including countries with very limited financial resource. It is reasonable also in Russia to reconsider the basic package of publicly funded services and secure these priorities, even in a difficult financial situation. The feasible basic package should be legally stated, and be well known both to health professionals and the population. The programmes and the basic health care package should be clearly separated. 

5. We recommend three types of programmes to be considered:

· Intersectoral programmes to address public health problems that could especially benefit from the involvement of several sectors. The programmes would identify functions and responsibilities of each sector as well as mechanisms of their co-operation. The partnership should start at the stage of the programme designing and planning and go through the whole period of the implementation and evaluation. All sectors involved should be treated as equal partners, and not only as supporters of health professionals. An innovative programme for the primary prevention of cardiovascular diseases ( as a main cause of death in Russia), might be a good example to implement a modern multisectoral health promotion approach. The model of such a programme has been prepared within the framework of the project (see Annex 1.J of the final report).

· Prevention programmes to earmark resources for health promotion and disease prevention. In a situation when prioritising of prevention is only theoretical, and health resources entitled for prevention are not separated from those for treatment, the latter activities are always favoured. The programs should be oriented towards primary prevention and health education.  

· Innovative programmes to launch  and evaluate innovative practices in prevention, treatment or rehabilitation. The programs should imply one single, well-identified intervention with clear outputs, which could be measured and assessed. These could be small- scale local programmes. However, the results should be widely reported both to the federal level and other regions. 

6. The planning of the programmes should take into account all aspects of society (the political situation, the possibilities to get international and other loans, as well as changes in expenditure on other sectors of the economy.

7. Efficient management of preventive and innovative programmes would imply that each programme has a contractor, who would be responsible for the program implementation. The contractor could be selected through a tender process and be a public, private or non- governmental institution. There should be a formal agreement between the government and the contractor. The contract should include objectives, interventions, outputs, the budget, the mechanism of payments, the schedule of the implementation, control mechanisms, and sanctions for both sides, in case the terms of the contract have been violated. 

8. There is a great need of professionals, who are well trained in health economics, health planning, health evaluation techniques and financial management. In the starting phase the training could be organised with the support of international agencies.

9. There is a need to increase knowledge on health and its determinants among representatives of the non-medical sectors and encourage their involvement in the development and implementation of health policies.

10. The health monitoring system should include the monitoring of the developments in health promotion and disease prevention ( programmes and their reception, as well as behaviour and attitudes);

11. Implementators of the programs should actively seek for the contacts with their colleagues inside Russia and from other industrialised countries. 

ANNEX 7.1.7

Output 1.J. (missing)
ANNEXES 7.2. 

NETWORKING AND TRAINING 

ANNEX 7.2.1. 

An Analysis of the Current System of Collaboration and Co-ordination of Public Institutes in Health Promotion and Disease Prevention and Recommendations for Improvement
Table of Contents

Summary

1. Background and the present situation

1.1. Background

1.2. The present situation. Description of the Institutes

1.2.1. National Research Institute of Preventive Medicine

1.2.2. Semashko Research Institute for Social Hygiene, Health Economics and Management

1.2.3. Medsoceconominform (MSEI) Public Health Institute
1.2.4. Institute of Health Promotion (formerly, Institute for the Formation of Medical Problems in Health)

2. Objectives 

3. Process

4. Results survey related

4.1. Organisational features of HP&DP

4.2. Measuring commitment towards DP&HP

4.3. Mobilising resources

4.4. Project Management

4.  Recommendations

6. Conclusion

7. Appendixes

Appendix 1. List of persons met

Appendix 2. Literature

Appendix 3. List of questions for the survey:“Analysis of the current system of collaboration and coordination of public health authorities in HP&DP”

Appendix 4. List of abbreviations

Prepared by:

Franz van Andel, EU expert

Summary

The broad objectives of the Tacis project “Preventive Health Care Systems” are to improve in the Russian Federation, the integrated health care system, vertically and horizontally linking curative and preventive health care, and to propose a system which primarily focuses on health promotion and disease prevention
. One of the four specific objectives of the project is to ‘support the creation of networks between social and health care professions, NGO’s and other actors at central and regional levels, and to enhance the inter-institutional planning and implementation of programmes and preventive activities’. The rationale of the questionnaire was to measure on-going activities in the area of DP&HP, and to gauge the level of understanding and commitment of officials, organizations and institutions towards this in Russia relatively new concept.

A questionnaire was developed featuring the following issues related to DP&HP:

· Understanding of the concept

· Organisational features

· Measuring commitment towards DP&HP

· Mobilising resources

· Inter-sectoral activities

· Project Management

During the period October-December 1999, a survey took place in Moscow on the basis of the questionnaire. About 15 senior health care policy makers and researchers were interviewed from the leading healthcare policy institutes in Moscow. These were the following institutes:

· MedSocEconomInform Institute of Public Health Research;

· N. A. Semashko Research Institute of Social Hygiene, Health Economics and Management;

· National Research Institute of Preventive Medicine;

· Institute of Health Promotion.           

Based on servey results the following recommendations can be given:

· DP&HP is a new concept, which is not clearly defined in the minds of most senior health policy makers at Ministerial and institutional level;
· Due to historic reasons, DP&HP is mostly associated with curative prophylactic programmes such as vaccination and screening programmes;
· There is no clear notion of inter-sectoral integration of DP&HP programmes in terms of  a separate Directorate with clear inter-sectoral links to other ministries such as the Ministry of Education and the Ministry of Social Affairs and Employment;
· The MoH is not utilising available DP&HP expertise at public health institutes to the full potential;
· The MoH should set up a special division for DP&HP as activities in this area deserve priority. The very fact that HP&DP was merged with Gossanipednazor in 1986 is perceived as a major weakness for the effective implementation of HP&DP activities at the MoH level. 
· Funding mechanisms at the MoH for DP&HP activities should be more clearly marked and budgets for these activities should be clearly partitioned from other more curative programmes;
· There is hardly any collaboration between the leading public health institutes on DP&HP programmes;
· The Semashko institute of all leading public health institutes in Moscow, is probably the best equipped for DP&HP activities. The institute has already developed significant expertise in health attitude related surveys and through its connections with the Russian Academy of Sciences, is able to take an independent posture. Also the institute is publishing a regular report on DP&HP activities and status quo in the Russian Federation;
· The Institute of Preventive Medicine is a conglomerate of activities in the field of clinical medicine, laboratory activities, a hospital and a Department of Epidemiology. This department has the potential to develop itself into a prime location of DP&HP activities. However, activities, programmes and funding of these activities need to be more clearly structured;
· The MedSocEconInform institute, the name of which was recently changed, is a new institute for public health with close connections to the MoH. The connections to the Ministry seem to be a blessing in disguise as the institute is limited in its research capability of DP&HP activities by ministerial policies and strategies. The MoH is the main funding mechanism for the institute and this does not contribute to the institute’s independent stature;
· The Institute for Health Promotion (“Institute for Medical Formation in Health Care”) used to be part of the Institute of Preventive Medicine. The institute is responsible for all health education in the Russian Federation. Most health education projects of the institute have, in fact, a curative approach and are mainly directed to the medical and nursing professions. Although the institute has achieved to develop educational projects in health, there is no clear  connection with health promotion activities such as educational campaigns aimed at, for instance, school children or the public at large.
In summary, there is still a lot of ground to cover in order for DP&HP programmes to be well accepted, with inter-sectoral links, well funded and implemented by public health institutes properly briefed and organised to achieve objectives within certain time limits, properly evaluated.
1. Background and the present situation

1.1. Background

The broad objectives of the Tacis project “Preventive Health Care Systems” are to improve in the Russian Federation, the integrated health care system, vertically and horizontally linking curative and preventive health care, and to propose a system which primarily focuses on health promotion and disease prevention
. One of the four specific objectives of the project is to ‘support the creation of networks between social and health care professions, NGO’s and other actors at central and regional levels, and to enhance the inter-institutional planning and implementation of programmes and preventive activities’.

1.2. Present situation. Description of the Institutes

1.2.1.
National Research Institute of Preventive Medicine

Until 1985, the official name of the institute was “Centre of Preventive Cardiology”. In that year the name was changed to “National Research Institute for Preventive Medicine” (NRIPM). Until eight years ago, the institute was comprised of three different institutes, but in that year activities related to health professional education and children and health promotion, were organised separately in the “Institute of Formation of Medical Problems in Health” and the “Institute for Paediatrics” respectively.

The NRIPM today, consists of two main divisions: one concerned with scientific research and one with clinical issues. Overall in 1999, the institute employed approximately 700 staff members. The clinical department of the institute comprises a total of 120 beds for acute care. These beds are divided over the various wings of the department such as “Prevention of CVD”, “Prevention of Non-Communicable Diseases”, policlinic and reanimation department. In addition, the clinical department has a biochemistry laboratory including a lipid clinic.

The scientific research division comprises the following departments:

· Department of Screening Methods in Healthcare;
· Technical Department of Engineering;
· Department of Monitoring, formerly the Epidemiology Department;
· Department of Preventive Programmes, mainly CINDI;
· Department of Technical Realisation, including the Co-ordinating Centre for Non-Communicable Diseases. Also, this department comprises a Training Centre for prevention;
· Laboratory of Biostatistics.
The Department of Technical Realisation was set up in 1999 under this name. It is in fact the oldest department of the institute and used to be called “Department of Multi-factorial Prevention”. The work of the department focused on scientific research in the field of multi-factorial prevention in CHD and the following projects were carried out:

· This was a large multi-centre trial, which took place in the period 1975-1985. Countries involved in the project were the then USSR republics Lithuania, White-Russia, Ukraine, Uzbekistan and Kirgizstan. The federal MoH was the sponsor of the project, which studied primary prevention, secondary prevention and risk factors in CHD. There were 32.000 persons entered into the trial with or without risk factors.
· Another major project was an ambulatory based research programme set up by the department in the period 1984-91. The objective of the project was to screen the population at large for risk factors especially CVD. A random sample of 2,387 persons was taken from 11 poli-clinics and the aim was to follow these persons for several years. However, the project was abandoned in 1986, due to a lack of funds provided by the MoH.
Set up of training Centre for HP and DP at NRIPM
In setting up the research projects, it became more and more clear that training of GP’s and other physicians is just as important as research. This is why the NRIPM 2 years ago proposed to set up a training centre for physicians at the premises of NRIPM. The focus of the training should be on HP & DP stressing the use of non-clinical research methods such as KAP surveys and other forms of attitudinal research. In August 1998, The “Health Promotion Training Centre” started operation at the premises of the NRIPM. Using funds from the Tacis project, a first seminar took place in October 1998 on “Training in Health Promotion”. By now a full training programme for health professionals has been developed. 

The objectives of the programme are:

· To provide awareness, knowledge and new concepts related to HP and DP to health professionals and potential actors in HP and DP;

· To introduce and practice professional skills and working methods related to HP and DP;

· To disseminate the results of best HP and DP heal5th education interventions

The programme consists of a number of training modules all related to HP & DP. The modules are on the following topics: 

· Nutrition and health;
· Smoking and health;
· Non-pharmaceutical treatment;
· Physical activity and health;
· STD prevention
In the teaching programme, the following issues are taught:

· Planning;
· Using data from scientific research;
· The management of preventive medicine (community and individual levels);
· Social marketing in preventive medicine;
· Adult training methods;
· Preventive measures (intervention);
· Evaluation of effectiveness (quality, quantity);
· Individual consultation;
· Communication skills;
· Mass media in HP & DP;
· Legislation;
· Inter-sectoral co-operation;
· Position of international organisations.
The Training Centre, which can be regarded as an important development for furthering  HP & DP in the RF, is a collaboration of the following organisations:

· NRIPM;
· Moscow Medical Academy;
· Primary Healthcare organisations;
· National Association for Undergraduate Education;
· EU Tacis Project
The Training Centre published its first Training Calendar for the period Sept 1999-June 2000 in August 1999. Training modules have gone to print and approximately ten seminars were organised in 1999. The purpose of all these activities is to reach a critical mass in HP & DP training and dissemination.
The tasks of the NRIPM can be summarised in the following way:

· Advisory services:

NRIPM has an important advisory role at the MoH and the institute is the main adviser of Saniped. The Director of the institute is a member of a Committee at the MoH advising on matters of DP&HP.

· Research:

As explained, the institute has a long term profile of research in CVD sponsored by the  MoH and the WHO. The present research can be characterised as implementation research, quite different from the basic research the institute was involved in several years ago. Implementation research into operational aspects of DP&HP is perceived by the Director of the institute as an attractive way forward, as this can potentially attract adequate funding, and is conducive to finding practical solutions to the implementation of HP&DP programmes.

· Education: 

     Traditionally the role of the NRIPM as a training institute was an involvement in post-graduate training in CVD disease prevention and treatment. This was already a somewhat unusual position for the institute, as there used to be a strict separation between teaching activities at the institute opposed to university training. The Director of the institute perceives training to be one of the key elements for further expansion of the institute. Training in DP&HP could be facilitated in a number of different ways. One way would be to develop a number of DP&HP oriented courses for a variety of audiences and health professionals. Then, when a sufficient critical mass of training materials would be collected, a decision could be taken to unify the approach and start a School of Public Health kind of institute. As there are other initiatives to start public health education in the mould of a School of Public Health, it should be investigated to what extent the various initiatives could be combined. In any case, the Director very much welcomed the initiative taken to start a HP&DP Training Centre at the institute within the context of the Tacis project.

1.2.2.
Semashko Research Institute for Social Hygiene, Health Economics and Management

The Semashko Research Institute for Social Hygiene, Health Economics And Health Care Management (SRI) was founded in 1944. The institute is a non-profit research institution belonging to the public sector. The SRI is a unit within the Department of Preventive Medicine of the Russian Academy of Medical Sciences.

SRI is a key expert body in the RF in the field of health protection, health economics and health care management. The Director of the institute is Professor Oleg Schepin, who is a full member of the Russian Academy of Medical Sciences. His deputies are Prof Vladimir K Ovcharov and Prof Alexander L Lindenbraten. Among the staff of the Institute there are 12 professors and 68 physicians.

The primary task of the SRI is to carry out R&D in the field of social hygiene, health economics, healthcare management, history of medicine and the history of healthcare. Among the institute’s research areas are studies in health education and health promotion, sociology of health and the social dimension of health protection. In addition, the SRI is forecasting the trends in the development of healthcare in the RF and carrying out comparative research on international healthcare issues.

The more specific research areas of the SRI relevant in relation to HP & DP are:

· Development of a national health policy strategy: This includes an array of surveys and piloting of new approaches towards health economics and healthcare management in the regions. In particular, the work of SRI in patient attitudes and new trends of the RF population can be mentioned as this can be characterised as research necessary for HP&DP development of policies and strategies. The provision of such research justifies the launching of HP&DP programmes with regard to regional diversity.

· Health economics, healthcare management and planning: This includes studies focusing on the greater role of economics in healthcare and the shift to an insurance-based system of health financing in the RF.

· Methodological aspects of the organisation of healthcare services: This includes the development of new organisational techniques and their piloting of the healthcare delivery system. Over the past 5 years the SRI has made a substantial contribution to the studies of health policy.

· National KAP surveys:  are featuring as an important topic of research of the institute. Special emphasis is put on process evaluation and quality management of these topics. Researchers at SRI make their own forecasts of the trends in DP & HP based on trends in disease patterns and demographic trends. SRI has developed its own instruments to assess KAP towards health and disease. This instrument is constantly updated and adapted to regional specificity. All across the RF, the instrument is run every year, and SRI publishes a yearly publication featuring the nation’s state of health in terms of attitudes of the population towards health. Since 1993, the SRI is officially in charge of these activities according to a decree from the MoH, authorising the SRI to issue two yearly publications, entitled “Health of the Nation” and “Disabled people in the RF”.  

· Research on the health status of children and adolescents: is also an important research topic for the SRI. Specific topics in this context are the study of adolescent sexual behaviour and teen-age pregnancy. It is important to take the family background of adolescents and their exposure to risk factors into account. An important component of the research is focusing on health behaviour and life-styles of adolescents in order to identify their needs for medico-social assistance. 

· DP & HP activities to be used in resorts in the South of the RF: The SRI is involved in the development of a new concept of HP for use in resorts of the southern part of the RF. The concept presumes the designing of such organisational schemes of recreation and rehabilitation that will allow to introduce disease prevention. Marketing strategies and KAP related surveys are of particular relevance in this respect. It is an important development that these activities are set up in close connection with municipal healthcare services in the region. The approach has now been successfully piloted in 14 recreation and rehabilitation centres.

· Research for the prevention of non-communicable disease needs special mention in this context, as there is synergy with HP & DP research. This research is carried out  in the framework of the federal programme “Methodologies, techniques, and organisational schemes in the prevention of non-communicable diseases”. It is worth mentioning that the recommendations from the SRI were recently adopted by the MoH and included in the Decree “On the Urgent Measures to Stop the Spread of STD”. Consequently, the proposals were incorporated in several recommendations from the MoH. In addition, the Public Health Authorities of the City of Moscow used the SRI’s proposals and decided to unite the efforts of therapeutic, gynaecological and VD services in case of screening of adolescents for these diseases. 

The closest working partner of the SRI used to be the MoH. However, since 1991, important new working parties have emerged. First of all, the institute has established good working relations with research institutes and healthcare institutions from regions of the RF. Contracts for long-term collaboration have been signed with both federal and regional authorities. As for federal authorities, in addition to MoH, the Ministry of Social Protection and the Mandatory Health Insurance Fund can be mentioned. As for the regional authorities, those are the healthcare authorities and health insurance funds of the Republic of Kalmykia, Krasnodarskii Krai, Novgorodskaya oblast and Novosibirskaya oblast. 

Although there is a clear shift of emphasis towards work in the regions of the RF, an important feature of the work of the SRI remains the implementation of federal programmes such as “Healthier Russia”, “Disabled Children”, “Children of Russia”, and “Improvement of Information Flows within the Healthcare System”.

Another important development is the work the institute has started to generate from the private sector. Recently a contract was signed with Gazprom to carry out a study on occupational risks and accidents at oil-fields in the far East of the RF and other contracts are being negotiated mostly for occupational health related work. 
Finally, the international contacts of the SRI should be mentioned. The SRI maintains contacts with experts from many countries, but in particular can be mentioned the USA, Belgium, China and Germany. The SRI is involved in the implementation of many WHO programmes and in this respect the SRI serves as an Information Centre.

1.2.3.
Medsoceconominform (MSEI) Public Health Institute

The MSEI institute is the youngest public health institute in Moscow. It was set up in 1992 in an attempt by the MoH to create a research capability for public health policy activities in the RF. Today, the MSEI still very much reflects its close connections to the MoH, which is still its main source of assignments and funding. 

MSEI is a public sector institute and the institute has various sources of income. The institute has a functional hierarchical line to the MoH, which provides two budget lines: one to support applied health services investigations and one to support scientific research in the health care field. These budget lines are determined yearly by the MoH, based on financial quota and historical figures. However, whether an allocated budget will in fact be reimbursed depends on the MoF. According to information provided by MSEI, for the fiscal year 1.2.1998 to 1.2.1999, the applied services budget was 111,300 US$, whereas the scientific budget accounted to 88,461 US$. Of these budgets, MSEI had received 126,000 US$, whereas the scientific budget was 100 per cent reimbursed. Commenting on this, MSEI said, that this was an unusual situation, as normally the applied budget is about 75 per cent committed, whereas the scientific one less than 50.

Table 1 lists a number of other sources of income of MSEI. Of growing importance to the institute is the organisation of training courses for the regions. Yearly, MSEI selects a special topic (In 1996 ‘hospital reform’, 1997 ‘quality’, in 1998 effectiveness’,  in 1999 ‘health statistics) and an array of activities is being offered to the 89 Russian oblasts. The usual sequence of events starts with a number of small scale seminars, resulting in a large conference and subsequently the publication of results. Thus in 1998 approximately 1,000 persons from the regions were trained with an estimated net fee for MSEI of approximately 25,000 US$. This activity has tremendous scope for MSEI. It is estimated that the approximate target audience for training activities comprises of about 890,000 persons throughout Russia. Training composes an activity which MSEI can develop independently from the MoH. Unfortunately in its selection of topics, until now the MSEI has not selected HP & DP, but there was significant interest in the topic expressed and some overlap with topics for which the institute already organised training activities.

Table 1: Sources of funding of MSEI
	Sources of income
	Specifications 
	Total sums committed for fiscal year 1998-99 in US$

	Budget MoH
	Applied budget

Scientific budget
	126,000

  88,461

	Federal Programmes
	Mother and childhood programme Wolga region, Children of  Russia
	10,770

	Rent at MSEI
	Rent rooms at MSEI minus water, electricity
	28,308

	Regional budgets
	Agreements with oblasts for applied research
	3000

	Training courses
	In 1998 approximately 1,000 persons x 25 US$ overhead for MSEI
	25,000

	Total budget
	
	281,539

	Total budget per employee (250 employees)
	
	1,126.15


Please note that the overall annual expenditure level of 1,126.15 per employee, is extremely low in international comparison. On the other hand Russian costing structures are low as well. However, it does not take a lot of imagination to conclude that even with a low cost structure, the per employee expenditures are low, and the institute underfunded. Therefore, the budgets for equipment are low, and computers have not been replaced the past 6 years.

Within the scope of MSEI’s activities, there is a sizeable budget for training. In terms of the HP & DP activities, additional training is necessary. Training could be in the following areas: management and organisation, marketing, strategy development. In other words training in reinforcing the organisational and managerial skills of MSEI staff. 
As regards staffing, this is the responsibility of the Director of MSEI
. However, in appointing staff, a complicated set of rules on salary levels, seniority of the post, graduation etc., has to be followed. Also contracts expire every five years and tenders have to be issued and advertised in major scientific journals in Russia. This is to ensure that only the best scientists are employed by the institute. Finally, the Director of MSEI is not free in appointing staff as he has to abide by the rulings of the Scientific Council of wise men appointed in part by the mho. These rules in real terms mean that there are clear limitations to the appointment of new staff.

The institute feels that it has a prime role in RF as regards new ideas and concepts to reform the health care system. These new ideas concern the following themes: health informatics, child and adolescence health care, elderly care, environmental health, sociology and health surveys and health care quality and efficacy surveys. In addition, MSEI perceives an important role for the institute in implementing HP and DP programmes. Ideally, MSEI would like to set up a School of Public Health to facilitate all these activities.    

A problem relating to corporate identity of MSEI is due to the present taxing system in Russia. If MSEI staff is employed in international projects such as World Bank and Tacis, we feel it of extreme importance that this involvement is as MSEI staff and not as independent or other senior staff.  Thus, corporate identity of staff members is not only fostered among staff members of the institute, but also externally. However, at present, it is not financially rewarding for staff members to be subhired to external projects as MSEI staff. If so MSEI is obligated to levy a 41 per cent income and pension tax on the earnings of its senior people employed outside. If these staff members would work outside the institute on their own account, in a majority of cases they will not pay any taxes and earn their salary ъnder the table’.
In our perspective, MSEI has an outstanding reputation both in the RF and abroad. However, the positioning of the institute relative to other Moscow based health care institutes might be clarified a bit better. For instance, it is not always clear what the relations of the institute are with the NRIPM and the SRI.

1.2.4.
Institute of Health Promotion (formerly, Institute for the Formation of Medical Problems in Health)

The IHP has a history stretching more than 70 years. The institute until recently was called the “Institute for the Formation of Medical Problems in Health”, but this name was changed to “Institute of Health Promotion” to better reflect the institute’s current tasks, responsibilities and mission statement. During Soviet times, the institute was especially active in terms of prophylactic programmes in infectious diseases, but after 1991 there was a severe decline in activities mainly due to financial constraints.

The institute currently employs approximately 200 staff members, and staff is mostly paid from funds provided by the MoH. Until 1993, the MoH was the only source of funding of the institute. However, in that year a law was adopted, which allowed for multi-source financing of activities. This law was very necessary for the financial position of the institute. Over the years, the MoH had proved to be more and more of an erratic and haphazard funding agency. Not only were budgets submitted by the institute approved later and later. But also, there were significant arrears in approved budgets and it was no exception that staff had to wait up to 8-10 months in order for salaries to be paid.

The multi-source financing of activities allowed the institute to adopt a strategy of seeking a range of clients for services provided by the institute. This strategy has now been reasonably successfully developed by the institute. Recently work started on a contract for the Russian Railway Companies to launch a campaign aiming at workers to reduce the number of accidents at work and to reduce alcohol use. Another contract recently signed will involve work for the Ministry of Justice in the penitentiary institutions in the RF. This work will involve the launching of health education campaigns among inmates to reduce the incidence of TB and HIV virus. In the RF, there are approximately 2 million inmates. Finally contractual work for the pharmaceutical industry can be mentioned (companies such as Glaxo Wellcome and Krka).

The IHP perceives it as one of its major strengths to compose of a RF wide network of local representation. In total approximately 300 persons across the RF can be mobilised to carry out projects on behalf of the institute. During Soviet times, these persons were salaried by the institute. However, since the financial crisis, the institute can only provide technical advice. In addition, the institute actively works with 47 Medical Schools in the country, for which it provides curricula and training in health promotion and prophylactics. Since the reforms, the nation-wide (academic) network has been in a state of decline. The Director of the institute, Dr Volodin, perceives it as one of the major challenges of the institute to restore the nation-wide network.

2. Objectives
The rationale of the questionnaire was to measure on-going activities in the area of DP&HP, and to gauge the level of understanding and commitment of officials, organizations and institutions towards this in Russia relatively new concept.

3. Process

A questionnaire was developed featuring the following issues related to DP&HP:

· Understanding of the concept

· Organisational features

· Measuring commitment towards DP&HP

· Mobilising resources

· Inter-sectoral activities

· Project Management

The questionnaire was developed in collaboration with E Tkatchenko. The questions were based on a survey of the literature on the topic and a review of available information at the Tacis office in Moscow. During the period October-December 1999, a survey took place in Moscow on the basis of the questionnaire. About 15 senior health care policy makers and researchers were interviewed from the leading healthcare policy institutes in Moscow. These were the following institutes:

· MedSocEconomInform Institute of Public Health Research;

· N. A. Semashko Research Institute of Social Hygiene, Health Economics and Management;

· National Research Institute of Preventive Medicine;

· Institute of Health Promotion.           

Concurrently, a survey was carried at the MoH by mr V A Chernets. In addition to the structured questionnaire, interviewees were asked to spontaneously reflect on the theme of DP&HP. Thus, a wealth of information was gathered on DP&HP as well as related topics of health care reform in the RF. 

4. Results survey related

4.1.
Organisational features of HP&DP

Table 4.1 presents an overview of organisational features of HP&DP programmes operated by the four institutes included in the survey. It appears that the NRIPM and the IHP have the most experience with running HP&DP programmes. All institutes have some experience with federal and/or regional target programmes in HP&DP. However, again NRIPM and IHP have the most experience in running these programmes, most probably because these institutes used to be together until a few years ago. 
Table 4.1. Organisational features HP&DP

	
	NRIPM


	SRI
	MSEI
	IHP

	Main tasks HD&DP
	· Historically CVD

· Experience with CINDI programme
	No specific tasks, but through KAP surveys, yearly publication of health attitudes of the population
	No specific tasks, has not been a priority area sofar for the institute
	Health educational aspects of HP&DP programmes

	Recent?


	· Tacis project since 1998
	N.R.
	N.R.
	N.R.

	Federal or regional target programmes in HD&DP
	· Diabetes

· Vaccination

· HIV prevention

· Prevention of hypertension

· TBC
	· Safe Motherhood
	· Safe Motherhood

· Children of Russia

· TBC
	Educational component of most federal and regional target programmes in HP&DP.

	R&D programmes HD&DP
	· Mainly CVS, hypertension
	· STD’s

· “zemstvo” related community participation research
	No specific programmes directed towards DP&HP. However, other research programmes have components with overlap with DP&HP
	No

	Funding organisation
	· MoH, WHO, UNICEF, SOROS
	· MoH

· MoSW

· CHIF


	· MoH

· World Bank

· USAid
	N.R.

	Collaboration with other organisations
	New partnerships in the area of HP and DP are negotiated a.o. with the private sector pharmaceutical industry
	Mainly occupational health and health promotion at work for “new” clients from the private sector
	Mainly quality of care issues with foreign organisations such as CBO, TNO
	Forging partnership with the private sector such as Gazprom, pharmaceutical industry


4.2. Measuring commitment towards DP&HP

Commitment towards HP&DP programmes has not truly been established by the four institutes. HP&DP programmes being relatively new in the RF and given the sometimes difficult funding base of such programmes, it is understandable that these type of activities have not been institutionalised in the various institutes. Due to its special position as a health education institute, the position of IHP is somewhat different compared to the other institutes. At IHP there is considerably more experience in developing strategic activities and work-plans for HP&DP activities.
Table 4.2. Commitment towards HP&DP

	
	NRIPM


	SRI
	MSEI
	IHP

	Organisation responsible for policy papers HD&DP
	MoH, advised by institute, depending on the topic
	MoH, advised by institute, depending on the topic
	MoH, advised by institute, depending on the topic
	MoH, is already common for educational aspects

	Involvement in drafting


	Yes
	Yes
	Yes
	Yes

	Strategic plan for HP&DP drafted or updated last 5 years?
	No
	No
	No
	Yes

	Comprehensiveness of policy papers
	No
	No
	No
	Yes

	Three priorities for HP&DP in 5, 10, 15 years
	· CVD

· TBC

· STD’s
	· Safe motherhood

· Healthy children

· STD’s
	· Healthy children

· Vaccination

· Quality of prevention programmes
	· All programmes are a priority

	Does national legislation promote positive health?
	Certainly not enough
	No
	No
	No

	Are fiscal policies in place to discourage unhealthy behaviour?
	No
	No
	No
	No

	NGO involvement
	The NGO sector could be much more active
	No, mostly federal and regional authorities
	No, mostly federal and regional authorities
	Is policy of the institute to include NGO’s more and more


4.3.
Mobilising resources

Related to the issue of the previous section, the commitment towards DP&HP, is the funding situation of these activities. All four institutes realise that funding for these activities needs to be generated by the institutes themselves, as from government sources not much can be expected. In terms of funding IHP seems to be a few steps ahead compared to the other institutes. As the mainstay of activities of IHP concerns health education and promotion, it is no surprise that this organisation has more experience and know-how concerning the funding mechanism of HP&DP activities.

Table 4.3. Mobilising resources for HP&DP

	
	NRIPM


	SRI
	MSEI
	IHP

	Which organisation is responsible for mobilising resources?
	Our own organisation
	Our own organisation
	Our own organisation
	Our own organisation

	Redistribution existing budgets in favour of HP&DP?
	No
	No
	No
	Yes

	Redistribution from existing programmes to HD&DP?
	No
	No
	No
	Yes

	% on HP&DP in 1987, 1992, 1998
	in CVD, maybe 10% for the three years
	Maybe 5-10% for all three years
	2-4% at most for all three years
	80-90% of the budget of the institute.

	Study of various ways of funding HP&DP?
	No
	No
	No
	Yes

	Active stand in allocation of extra funds for HP&DP?
	Yes
	Yes
	No
	Yes


4.4.
Project Management

In terms of project management of HP&DP activities, the NRIPM, SRI and IHP have considerable experience, nationally and internationally. It is interesting to note that this experience is related to all phases of a project from design to implementation and evaluation. Dissemination and feed-back to appropriate governmental level become more and more standard components of HP&DP programmes. However, the extent to which government is actually using the advice of the institutes, much remains to be improved. At least, with the exception of the SRI, there is little evidence if and how government did in fact use advice procured by the institutes. 

Table 4.4. Project Management In HP&DP and evaluation

	
	NRIPM


	SRI
	MSEI
	IHP

	HP&DP in collaboration with WB, EU, WHO
	yes
	yes
	No
	yes, but only educational aspects

	HP&DP in collaboration with MoH, nat. agencies
	yes, especially training
	yes
	yes, but no assignments sofar
	yes

	Evaluate effectiveness of DP&HP
	yes, but only CVD
	yes
	No
	yes

	Dissemination of HP&DP
	yes
	yes
	No
	yes

	Regular evaluations of DP&HP?
	Yes, but only CVD
	yes
	No
	yes

	Feedback of evaluations DP&HP to government?
	Yes, but without result
	yes, with adoption of the recommendations for instance in STD’s, dentistry
	No
	yes


5. Recommendations

The following recommendations can be given:

· DP&HP is a new concept, which is not clearly defined in the minds of most senior health policy makers at Ministerial and institutional level;
· Due to historic reasons, DP&HP is mostly associated with curative prophylactic programmes such as vaccination and screening programmes;
· There is no clear notion of inter-sectoral integration of DP&HP programmes in terms of  a separate Directorate with clear inter-sectoral links to other ministries such as the Ministry of Education and the Ministry of Social Affairs and Employment;
· The MoH is not utilising available DP&HP expertise at public health institutes to the full potential;
· The MoH should set up a special division for DP&HP as activities in this area deserve priority. The very fact that HP&DP was merged with Gossanipednazor in 1986 is perceived as a major weakness for the effective implementation of HP&DP activities at the MoH level. 
· Funding mechanisms at the MoH for DP&HP activities should be more clearly marked and budgets for these activities should be clearly partitioned from other more curative programmes;
· There is hardly any collaboration between the leading public health institutes on DP&HP programmes;
· The Semashko institute of all leading public health institutes in Moscow, is probably the best equipped for DP&HP activities. The institute has already developed significant expertise in health attitude related surveys and through its connections with the Russian Academy of Sciences, is able to take an independent posture. Also the institute is publishing a regular report on DP&HP activities and status quo in the Russian Federation;
· The Institute of Preventive Medicine is a conglomerate of activities in the field of clinical medicine, laboratory activities, a hospital and a Department of Epidemiology. This department has the potential to develop itself into a prime location of DP&HP activities. However, activities, programmes and funding of these activities need to be more clearly structured;
· The MedSocEconInform institute, the name of which was recently changed, is a new institute for public health with close connections to the MoH. The connections to the Ministry seem to be a blessing in disguise as the institute is limited in its research capability of DP&HP activities by ministerial policies and strategies. The MoH is the main funding mechanism for the institute and this does not contribute to the institute’s independent stature;
· The Institute for Health Promotion (“Institute for Medical Formation in Health Care”) used to be part of the Institute of Preventive Medicine. The institute is responsible for all health education in the Russian Federation. Most health education projects of the institute have, in fact, a curative approach and are mainly directed to the medical and nursing professions. Although the institute has achieved to develop educational projects in health, there is no clear  connection with health promotion activities such as educational campaigns aimed at, for instance, school children or the public at large.
6. Conclusion

In summary, there is still a lot of ground to cover in order for DP&HP programmes to be well accepted, with inter-sectoral links, well funded and implemented by public health institutes properly briefed and organised to achieve objectives within certain time limits, properly evaluated.
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Establishment of Information Centre for dissemination of professional knowledge on HP and DP at the federal level 

Summary

Within the framework of Tacis “Preventive Health care System” Project the Russian Health Promotion (HP) Information Centre is formed. The centre is based on the three HP network libraries of RF and located in the Library of the Institute for Preventive Medicine. New members to the network can also be considered, for instance, the Central Medical Library of RF. The HP Information Centre offers HP research material for the personnel of the network institutes. 

The HP Computer Database for this centre is developed in co-operation of the network libraries and will be implemented in the near future. The database will provide information on a wide range of HP materials (books, articles and education material) from the network libraries. The database is also meant to improve the search strategy for material, available in the network libraries. Also a link to Internet is planned. 

The HP Information centre homepage (http://webcenter.ru/~infcent) is made and acting as the portal to the HP Internet resources, e.g. scientific databases (Medline) and electronic publication.

Furthermore, the librarians of the network institutes are proposed to organise training courses for clients in information seeking, e.g. in Medline and other databases. 

The librarians of the Semashko Institute and of the Institute of Health Promotion are proposed to have a right to use Internet in the Info Centre.

Lists of new books, journals received and subscribed in the network libraries, list of health education material and list of research projects and publications of the network institutes can be found via Internet. All these lists are proposed to be available in paper form also. 

Personnel of the collaborating (network) institutes are now informed about establishment of the info centre and about its services. 

The network of the HP institutes has started its activities. However, technical support, enabling electronic data collection and communication is needed in order to improve the efficiency of information exchange and good communication between HP institutes and possibility to broaden the network. 

1. Situation analysis

In the initiation phase of the project the situation analysis was done. The analysis showed that the financial resources in HP Institutes were very scarce. In the libraries of the main HP institutes new acquisitions were rare, for example, no international journals were subscribed there. The three selected libraries, to be involved in the network, did not have any co-operation, but all of them were interested in joint activities in any form. None of the three libraries had computer systems, the books were catalogued manually using cards. In the library of the Institute of Preventive Medicine the main activity was compiling a catalogue of article refe​rences from international journals and copies of the articles were filed and stored. The library of the Semaskho Institute had a similar activity. In this library information on the Institutes’ research activities was catalogued. 

The Institute of Medical Problems of Forming Health is the main organisation in Russia producing health education material. The institute has a library, which has an interface with the Central Library of Medicine. 

In the Central Medical Library, the main contacting library for all three libraries financial problems were also identified, which complicated the services. 

2. Objectives and selection of partners

The main objective of this sub-component was to create an information and library system that efficiently compiles and disseminates the relevant information to health researchers and to health professionals in the RF.

Because of the wide scope of health promotion concept, it looked obvious that one library alone could not take the responsibility of providing all information services needed. That´s why it was decided to plan the library network of the institutes working in the area of health promotion in Moscow. The aim was to facilitate and add the co-operation and the information exchange between the network libraries and institutes. By joining efforts expenses could also be diminished.

In practice the project started during the first mission of the Finnish experts in Moscow in October 1998, when the network institutes and libraries were selected and the basic project plan was made.

As the participants for the Network of the Russian Health Promotion Libraries were selected the following three key institutes in the field of health promotion:

· Library of the Institute of Preventive Medicine, Moscow

· Library of the Scientific Economy and Management of Health Care Semashko Institute 

· Library of Federal Research Institute for Health Education and HP

These libraries form together the Info Centre, which is physically situated in the library of the Institute of Preventive Medicine. All of the network libraries represent different scopes of Health Promotion concept: The Institute of Preventive Medicine is mainly concentrated on prevention, the Semaskho Institute – on policy and financing issues in healthcare and Institute of Health Education and HP – on health education issues. Semaskho Institute is under the auspices of the Academy of Medical Sciences and the two others under the auspices of the Ministry of Health. The network may take new partners in the future as soon as the basic services and functions are implemented.

3. Project plan 

The following items were decided to be the main actions by developing of the network and the Info Centre:

· Setting up a common library collection and database on  HP research material and health education material in the RF

Each library can have it’s own collections, but the aim of the network is to make it easier for the HP professionals to have information about and to get access to these collections, where ever he/she works. 

In practice, this means establishing a common databank, which could consist of each library’s information on:

· Book collections on HP

· List of journals received 

· HP articles 

· Health education material 

· Institute’s publications 

· Researcher contact information.

This HP database will be maintained in the Information Centre at the Institute of Preventive Medicine, because it is the only institute having technical resources for it (computer purchased by the project, received in the summer 1999). 

· Providing access to the relevant international databases (e.g. Medline) for each network institute library 

To realize this plan it was decided to create a common home page in the Internet for the network libraries as follows:
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The work plan to reach this goal included:

· Subscription to the international scientific journals for the Health Information centre 

· Purchasing books on HP and preventive medicine for the Health Info Centre 

· Planning the common HP database and obtaining the suitable library program for it, e.g. to register the books purchased

· Re-organising the library of the Institute of Preventive Medicine as the Info Centre

· Study tour to Finland of the representatives of the three network institutes in order to get to know the health information service system in Finland

· Establishing and purchasing the internet connection for the Info Centre

· Planning and programming the Russian HP homepage in the Internet,  gathering the information for the home page from the network institutes

4. Results

The following activities were completed:

1. Subscription to the international scientific journals for the Health Info Centre. 

For the year 1999 14 journals were subscribed to. However, in 2000 some of them could not be continued, due to the lack of the financial resources.

List of the subscribed journals:







Subscribed years:




American Journal of Cardiology

1999-2000




American Journal of Epidemiology

1999-2000




American Journal of Health Promotion
1999




American Journal of Public Health

1999




Health Education & Behavior

1999




Health Education Research

1999-2000




Health Promotion International

1999-2000




International Journal of Epidemiology
1999-2000




JAMA



1999-2000




Journal of Clinical Epidemiology

1999




Journal of Epidemiology and Community Health
1999




Lancet



1999




Patient Education & Counselling

1999




Preventive Medicine


1999-2000

The journals are available now in the established info centre, the other network institutes have been informed about them, and clients can order the material needed.

2. Purchasing books on HP and preventive medicine

Approximately 80 books on HP and preventive medicine have been ordered. A big share of them has been received already. The list of the title pages of received books is now available, however there is no computer catalogue yet. The list is also available in all network libraries.

3. Planning the common HP database and obtaining the suitable library program 

The librarians planned the common database for books, articles etc. on HP and preventive medicine. The classification system for the material to be saved in the database is set up. The aim is to build up a database, which helps the clients to find out, which material there is available in the network libraries in Moscow.

4. Re-organisation of the library of the Institute of Preventive Medicine

Bookcases and other library equipment were purchased in order to organise materials. 

5. Study tour to Finland of the representatives of the three network institutes.

Participants became acquainted with the health information service system in Finland. The aim was to give ideas and practical knowledge for the developing the Info Centre in Moscow.

6. Establishing of Internet connection for the info centre

Internet connection is established in the Information centre. This should improve a.o. information exchange, communication between different HP institutions.

7. Implementing Russian HP homepage in the Internet and gathering information for it from the network institutes.

The Russian HP Home page for the Info Centre as the portal to the relevant information available in the Internet. The structure of this home page corresponds to the plan described in the beginning of this report (see page 5). 

Information for this home page has been gathered from the entire three networks library. There is basic information about each institute as well as journals subscribed in the info centre and the list of new books. Furthermore, there are several links to the relevant Internet resources in the field of the health promotion, eg. to the free Medline (PubMed). Through this portal it is easy to use also e.g. electronic publications, like scientific journals and academic dissertations as full text in Internet.

The URL of the Russian HP Info Center is http://webcenter.ru/~infcent  

and it is the basis for the further development, which the network libraries are supposed to do.

8. Two courses for the members of the Information Network were conducted. In the first course (3 x 3 hours) the attendants got the overall view of the conceptual structure of the Net, the  terminology of the web and the basic computer skills in Windows environment. They also learned how to use the basic information seeking tools. 

During the second course (2 x 4 hours) the attendants were taught several web search strategies and practised the use of different search engines and databases in the field of HP and medicine.  The new home page of the Network of the Russian HP Libraries was installed and introduced as a portal to reliable HP information.

The attendants of the course, altogether nine persons, were from the National Research Center of Preventive Medicine, the Federal  Research Institute on Health Education and Health Promotion of Ministry of Health and the Semashko  

Research Institute of Social Hygiene, Economics and Health Management of Russian Academy.

5. Conclusion  

· The library of the Institute for the Preventive Medicine is now acting as the HP Info Centre formed by the three involved network libraries 

· The Info Centre´s Russian HP homepage has been developed to form information communication of the network. It works as the portal for the relevant HP internet resources, as well as the information source on network institutes; there is now the basic information about the institutes, in the nearest future information on  research projects and the institute’s publications will be added

· In the info centre there are books and scientific journals about HP and preventive medicine available, information on these materials are sent to all network institutes 

· The list of the new books, as well as of the international subscribed journals (with the links to their home pages) displayed on the info centre’s homepage. The network libraries are supposed to add to this list the Russian journals (with possible links to the home pages) received in the network libraries. This kind of catalogue is now available only in paper form due to lack of computers.

6. Proposals

The HP database will have different sub-databases including information on health education material produced in the RF, references and abstracts of scientific articles on HP and research reports of the network institutes. In order to create these “sub-databases” very close co-operation between the network institutes will be needed, because producing health education material is the special function of the Federal Institute for Health Education and HP. 

Network libraries will have their library databases and other information available via Internet and the Russian HP home page could be the portal to HP information in Internet also in the other network institutes. However, before this is realized, the list of the health education material produced, new articles on HP, research projects and reports of the different institutes could be on display in the Russian HP home page. The objective of the project is to establish the access of the network libraries to the most important databases in the field of HP. This will be realised through the Russian HP home page or portal. There will be links to Medline (PubMed) as well as to some other databases, which can be used free of charge. The network libraries are proposed to add to the homepage the links to the possible Russian databases.

The information centre will carry out information searches for the clients from regions,

only the charges have to be agreed upon. Furthermore, Ebsco Publishing company has offered to the Russian partners of the Open Society Institute (OSI) the free access to their medical database with links to the full text articles of about  3000 journals. 

The librarians of the network institutes should plan the common HP database. One important way to ensure the future activities of the Information Network is to train Russian HP professionals to act as key persons in using the Internet in the information seeking.
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Development of the Center for Coordination of Post-Graduate Training in the Field of HP & DP

Summary

In accordance with the decrees of the Russian MoH on HP & DP, preventive activities should be integrated in the work of all health professionals.  The continuous medical education in all specialties should include such aspect as prevention applicable to different professions.

HP & DP are an integral part of public health.  We hope that the changes in the names of the departments of social hygiene and health management at the Faculty for Preventive Medicine will entail the improvement of education in these aspects.

Comprehensive training in the field of HP & DP can be implemented by running public health programs, particularly, Public Health Schools.  Besides, the demand for the knowledge in the field of HP & DP is very high and varies for each specialty. The use of the holistic approach and the development of short-term post-graduate training in the form of systematic courses and seminars can be the way to meet this sort of demand.

The level of knowledge and skills of the medical personnel is inadequate for effective preventive activities.  

Within the framework of the Tacis Project the Training Center for health and other professionals in the field of HP & DP was organized.  The Center was well equipped for implementing the training. 

The overall number of the professionals trained within the Center made up 952 people.  39 trainers have participated in the 72-hour training program.  6 training modules have been developed. The modules have been disseminated in the 17 regions of Russia.

The work of the Training Center was developing in correspondence to the work components of the Center for Coordination that had been set up on the basis of the decree of the Russian MoH before the Tacis Project was launched.

The following innovations concerning the training of professionals were incorporated into the work of the Coordinating Center for Prevention of Non-communicable Diseases by the Tacis Training Center: 

- introduction of the latest preventive techniques into the training; the techniques were pre-tested within the primary health care

- step-by-step method of training: 1- training of the trainers, 2 – training of professionals and general practitioners in the regions by the trainers with the help of training modules;

- improvement of training by means of testing and implementing new organizational activity models (transferring of positive experiences, critical evaluation and lessons learned, etc.).

The first two years of the Training Center’s work proved the importance of its components (urgent need to train qualified specialists who would improve the quality of preventive activities and the need for the knowledge and skills in the field of primary prevention).

The following is recommended for the further development of the Training Center:

- To continue the work of the Center in all fields in correspondence to the work components of the Coordinating Center and close cooperation with the Ministry of Health and main educational institutions in Russia.

- To develop the work of the Training Center in collaboration with medical institutes, particularly with the Setchenov Medical Academy by establishing the Public Health School at the federal level.

- To define the role and place of the Training Center within the Research Center for Preventive Medicine and within the system of post-graduate training.

- To finance the training within the Coordinating Center.

- To elaborate differentiated testing of knowledge and skills in HP & DP for all professionals in the field of prevention depending on their major specialty.  Training programs should be coherent with the tests.

- The requirements to the qualifying exams for health professionals are to be updated. The qualifying exams should include checking the student’s knowledge of the basics of  HP & DP. The curricula for the post-graduate training have to be modified so that to enable post-graduate students to meet the new requirements to the qualifying exams.      
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Results of the KAP- test ( Knowledge- Attitude- Practice) of health professionals in Vologda oblast.

Summary

One of the main components of the Tacis Preventive Health Care Services project in the Russian Federation is the development of human resources. Training of health promotion topics to health professionals is an important activity within this component.  This component started with a quick assessment of the knowledge, attitude and practice among health professionals regarding health promotion topics. 

The KAP test was performed to get baseline data and to assess the training needs concerning health promotion. 

The two of the main objectives were: 

- to investigate the knowledge of Russian physicians and other health professionals concerning prevention of CVD’s and other non-communicable diseases;

- to identify the part of nurses in Preventive Health Care
The questionnaire is originated in close co-operation with the Russian counterparts- representatives of the CINDI project and the Moscow Nursing College #2. Added to the slightly modified CINDI KAP-test is some general questions concerning communication and health promotion. These extra questions were modified towards the Russian education system by staff of the Moscow Medical College #2.

The KAP test is originated as a self-reporting questionnaire, this means that no explanation of questions or help from other people was given. The questionnaire contains both closed and open questions. In total, there are 39 questions. The KAP test is implemented in several health care institutions in Vologda, the main pilot region of the project. 300 tests were dispersed and collected. These tests are from the following institutions: Vologda Nursing School, Outpatient Clinic of Hospital #3, Women’s Consultation Room #1, Outpatient Clinic #3, Regional Hospital #1, City Hospital #1. Moreover, the test was dispersed during a Regional Health Care meeting at which physicians in administrative functions were present.

Results. Analyzing the results of the questionnaire it became clear that 

· Health providers of pilot region Vologda and Moscow lack sufficient amount of information on Health Promotion and Disease Prevention

· The only source of information for them is guidelines from the Federal and Regional Health Authority;

· The role of nurse in health promotion is not clear for the medical professionals

· There are different knowledge levels among the physicians about dealing with Health Promotion. 

· There is also no clear understanding on the concept of Health Promotion. 

· The need in training of the health providers is recognized as well as up-to-date information supply.

Recommendations. Based on the results of KAP-test it was recommended:

1. To organize TOT-courses for the teaching staff of the Vologda Nursing School

2. To organize a follow-up course for the sanitarian instructors, which includes teaching health promotion and the role of the nurse, planning and implementation strategies

3. To organize a seminar for the staff (nurses and physicians) of the preventive room from the pilot polyclinics on planning, implementation, teamwork, etc,

4. To continue to give consultations and training on the job activities

5. To consider to select polyclinic # 4 and Totma as models to implement the non-pharmaceutical treatment of hypertension.

Appendix

KAP-questionnaire results

A.
General Questions
	1 (1). Are you

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Male
	57
	31.1
	2
	1.7
	59
	19.7

	b. 
Female
	116
	64.1
	113
	95.0
	229
	76.3

	c. 
No response
	8
	4.4
	4
	3.4
	12
	4.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	2 (1A). Are you

	
	Number
	%

	a. 
Medical staff  
	181
	60.33

	b. 
Nursing staff
	119
	39.66

	Total
	300
	100.0


	3 (2). What is your age?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
up to 30 years old
	22
	12.2
	20
	16.8
	42
	14.0

	b. 
31-50 years
	102
	56.4
	59
	49.6
	161
	53.7

	c. 
More than 50 years
	47
	26.0
	29
	24.4
	76
	25.3

	d. 
No response
	10
	5.5
	11
	9.2
	21
	7.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	4 (4b). How many years are you working in this position?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Up to 3 years
	13
	7.2
	10
	8.4
	23
	7.7

	b. 
More then 3 years up to 10 years
	23
	12.7
	20
	16.8
	43
	14.3

	c. 
More then 10 years up to 20 years
	54
	29.8
	25
	21.0
	79
	26.3

	d. 
More then 20 years up to 30 years
	36
	19.9
	27
	22.7
	63
	21.0

	e. 
More than 30 years
	14
	7.7
	19
	16.0
	33
	11.0

	e. 
No response
	41
	22.7
	18
	15.1
	59
	19.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


B. Technical questions

	5 (8). Indicate, what kind of work is the most important for you:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Curative treatment and diagnosis
	114
	63.0
	50
	42.0
	164
	54.7

	b. 
Health promotion
	42
	23.2
	37
	31.1
	79
	26.3

	c. 
Both
	15
	8.3
	10
	8.4
	25
	8.3

	d. 
Other response
	3
	1.7
	7
	5.9
	10
	3.3

	e. 
No response
	7
	3.9
	15
	12.6
	22
	7.3

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	6 (9). Please indicate in priority order the risk factors which contribute from your point of view to the emergence and development of the cardio-vascular diseases (CVD) and other chronic non-communicable diseases (NCD):

	
	Medical staff    (181)
	Nursing staff  (119)
	Both  (300)

	Place
	Risk factors
	Number
	% 
	Risk factors
	Number
	%
	Risk factors
	Number
	%

	1
	Stress
	57
	31.5
	Stress
	32
	26.9
	Stress
	89
	29.7

	2
	smoking
	25
	13.8
	smoking
	15
	12.6
	smoking
	40
	13.3

	3
	“Wrong” food
	26
	14.4
	“Wrong” food
	13
	10.9
	“Wrong” food
	39
	13.0


	7 (10a/b). Own Body Mass Index (weight/height2)

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Up to 20
	12
	6.6
	10
	8.4
	22
	7.3

	b. 
Between 20-25
	90
	49.7
	39
	32.8
	129
	43.0

	c. 
More than 25
	68
	37.6
	43
	36.1
	111
	37.0

	d. 
Not to be calculated (missing data)
	11
	6.1
	27
	22.7
	38
	12.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	8 (10c). If you know it, please indicate your upper blood pressure:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 140
	148
	81.8
	85
	71.4
	233
	77.7

	b. 
140 and more
	26
	14.4
	21
	17.6
	47
	15.7

	c. 
No response
	7
	3.9
	13
	10.9
	20
	6.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	9 (10d). If you know it, please indicate your lower blood pressure:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 90
	151
	83.4
	81
	68.1
	232
	77.3

	b. 
90 and more
	23
	12.7
	25
	21.0
	48
	16.0

	c. 
No response
	7
	3.9
	13
	10.9
	20
	6.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	10 (10e). If you know it, please indicate your sugar level in blood (mmol/l):

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 7.8
	133
	73.5
	69
	58.0
	202
	67.3

	b. 
7.8 and more
	0
	0
	0
	0
	0
	0

	c. 
Other response
	2
	1.1
	1
	0.8
	3
	1.0

	d. 
No response
	46
	25.4
	49
	41.2
	95
	31.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	11 (10f). If you know it, please indicate your cholesterol level in blood (mmol/l):

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 5.2
	55
	30.4
	17
	14.3
	72
	24.0

	b. 
5.2 and more
	29
	16.0
	7
	5.9
	36
	12.0

	c. 
Other response
	5
	2.8
	3
	2.5
	8
	2.7

	d. 
No response
	92
	50.8
	92
	77.3
	184
	61.3

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	12 (11). Are you smoking (definition of smoking is, at least, one cigarette per day)?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	13
	7.2
	7
	5.9
	20
	6.7

	b. 
No
	148
	81.8
	96
	80.7
	244
	81.3

	e. 
No response
	20
	11.0
	16
	13.4
	36
	12.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	13 (12a). What level of the blood pressure is high in your opinion:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 140
	41
	22.7
	20
	16.8
	61
	20.3

	b. 
140 and more
	123
	68.0
	73
	61.3
	196
	65.3

	c. 
No response
	17
	9.4
	26
	21.8
	43
	14.3

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	14 (12b). What level of the blood pressure is low in your opinion:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 90
	25
	13.8
	12
	10.1
	37
	12.3

	b. 
90 and more
	141
	77.9
	80
	67.2
	221
	73.7

	c. 
No response
	15
	8.3
	27
	22.7
	42
	14.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	15 (13). What sugar level in blood is high in your opinion (mmol/l)?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 7.8
	148
	81.8
	72
	60.5
	220
	73.3

	b. 
7.8 and more
	4
	2.2
	0
	0
	4
	1.3

	c. 
Other response
	1
	0.6
	0
	0
	1
	0.3

	d. 
No response
	28
	15.5
	47
	39.5
	75
	25.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	16 (14). What cholesterol level in blood is high in your opinion (mmol/l)?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 5.2
	15
	8.3
	20
	16.8
	35
	11.7

	b. 
5.2 and more
	101
	55.8
	22
	18.5
	123
	41.0

	c. 
Other response
	2
	1.1
	2
	1.7
	4
	1.3

	d. 
No response
	63
	34.8
	75
	63.0
	138
	46.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	16 (15). Do you apply the Quetelet index (Body Mass Index) in your work to evaluate the body mass of your patients?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. Yes
	36
	19.9
	8
	6.7
	44
	14.7

	b. No
	121
	66.9
	63
	52.9
	184
	61.3

	c. No response
	24
	13.3
	48
	40.3
	72
	24.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0

	17.  If yes, what BMI is high in your opinion?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
25
	9
	25.0
	0
	0
	9
	20.5

	b. 
27
	6
	16.7
	0
	0
	6
	13.6

	c. 
Others response 
	4
	11.1
	1
	12.5
	5
	11.4

	d. 
No response
	17
	47.2
	7
	87.5
	24
	54.5

	Total
	36
	100.0
	8
	100.0
	44
	100.0


	18 (16a). How many minutes of walking per day do you consider as the normal level of physical activity?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Less than 30 minutes
	0
	0
	1
	0.8
	1
	0.3.

	b. 
30-60 minutes
	67
	37.0
	27
	22.7
	94
	31.1

	c. 
More than 60-120 minutes
	59
	32.6
	20
	16.8
	79
	26.3

	d. 
More than 120-240 minutes
	20
	11.0
	17
	14.3
	37
	12.3

	e. 
More than 240 minutes
	5
	2.8
	8
	6.3
	13
	4.3

	f. 
Do not know
	0
	0
	1
	0.8
	1
	0.3

	e. 
No response
	30
	16.6
	45
	37.8
	75
	25.02.2

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	19 (16b). How many minutes do you walk yourself?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	g. 
Less than 30 minutes
	4
	2.2
	3
	2.5
	7
	2.3

	h. 
30-60 minutes
	70
	38.7
	27
	22.7
	97
	32.3

	i. 
More than 60-120 minutes
	44
	24.3
	26
	21.8
	70
	23.3

	j. 
More than 120-240 minutes
	25
	13.8
	13
	10.9
	38
	12.7

	k. 
More than 240 minutes
	10
	5.5
	19
	16.0
	29
	9.7

	l. 
Do not know
	26
	14.4
	28
	23.5
	54
	18.0

	f. 
No response
	0
	0
	1
	0.8
	1
	0.3

	g. 
Other response
	2
	1.1
	2
	1.7
	4
	1.3

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	20 (18). Do you consider as expedient to inform a patient about the results of medical examination?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	164
	90.6
	81
	68.1
	245
	81.7

	b. 
No
	7
	3.9
	7
	5.9
	14
	4.7

	c. 
Both
	0
	0
	2
	1.7
	2
	0.7

	d. 
No response
	10
	5.5
	29
	24.4
	39
	13.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	21 (19). Do you have at your disposal the guidances of the central or local health care authorities describing how to organize the health promotion activities?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	120
	66.3
	65
	54.6
	185
	61.7

	b. 
No
	50
	27.6
	23
	19.3
	73
	24.3

	c. 
No response
	11
	6.1
	31
	26.1
	42
	14.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	22 (20). If ‘yes’, guidances of which health promotion activities?

	
	Medical staff   (181)
	Nursing staff (119)
	Both (300)

	
	Number
	%
	Number
	%
	Number
	%

	a. Family planning (contraception)
	30
	16,57
	15
	12,61
	45
	15,00

	b. Control over venereal diseases
	46
	25,41
	18
	15,13
	64
	21,33

	c. Control over hypertension
	87
	48,07
	31
	26,05
	118
	39,33

	d. Control over the cholesterol in blood
	53
	29,28
	13
	10,92
	66
	22,00

	e. Prevention of smoking
	58
	32,04
	36
	30,25
	94
	31,33

	f. Diet counseling
	54
	29,83
	20
	16,81
	74
	24,67

	g. Prevention of alcoholism
	56
	30,94
	35
	29,41
	91
	30,33

	h. Encouragement of physical activity
	41
	22,65
	23
	19,33
	64
	21,33

	i. Prevention of occupational diseases
	28
	15,47
	21
	17,65
	49
	16,33

	j. Prevention of cervical cancer
	24
	13,26
	13
	10,92
	37
	12,33

	k. Prevention of breast cancer
	38
	20,99
	17
	14,29
	55
	18,33

	l. Diagnosis of the early symptoms of oncological diseases
	38
	20,99
	11
	9,24
	49
	16,33

	m. Control over diabetes
	59
	32,60
	22
	18,49
	81
	27,00

	n. Vaccination
	72
	39,78
	34
	28,57
	106
	35,33


	23 (21). Whether you are regularly applying the available guidances?

(from question 19, “YES” )

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	78
	65.0
	49
	75.4
	127
	68.6

	b. 
No
	33
	27.5
	11
	16.9
	44
	23.8

	c. 
No response
	9
	7.5
	5
	7.7
	14
	7.6

	Total
	120
	100.0
	65
	100.0
	185
	100.0


	24 (22). If not, why?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Lack of experience
	1
	3.0
	5
	45.5
	6
	13.6

	b. 
It is very difficult
	3
	9.1
	0
	0
	3
	6.8

	c. 
Doubtful efficiency of their application
	10
	30.3
	2
	18.2
	12
	27.3

	d. 
Other reasons
	16
	48.5
	2
	18.2
	18
	40.9

	e. 
No response
	3
	9.1
	2
	18.2
	5
	11.4

	Total
	33
	100.0
	11
	100.0
	44
	100.0


	25 (22d). Other reasons:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Lack of time
	5
	31.3
	0
	0
	5
	27.8

	b. 
Seldom required
	3
	18.8
	0
	0
	3
	16.7

	c. 
No response
	8
	50.0
	2
	100.0
	10
	55.6

	Total
	16
	100.0
	2
	100.0
	18
	100.0


	26 (24). Does your administration supports you in the conduct of the health promotion activities?

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	124
	68.5
	68
	57.1
	192
	64.0

	b. 
No
	31
	17.1
	9
	7.6
	40
	13.3

	c. 
No response
	26
	14.4
	42
	35.5
	68
	22.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	27 (25) Do you consider that during the recent 5 years the situation connected with the spread of the CVD and NCD in your district have:

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Improved
	2
	1.1
	0
	0
	2
	0.7

	b. 
Improved insignificantly
	8
	4.4
	4
	3.4
	12
	4.0

	c. 
Remained the same
	29
	16.0
	13
	10.9
	42
	14.0

	d. 
Deteriorated
	91
	50.3
	48
	40.3
	139
	46.3

	e. 
Deteriorated drastically
	19
	10.5
	11
	9.2
	30
	10.0

	f. 
Other response
	2
	1.1
	0
	0
	2
	0.7

	d. 
No response
	30
	16.6
	43
	36.1
	73
	24.3

	Total
	181
	100.0
	119
	100.0
	300
	100.0


28 (26). Please, express your opinion concerning the following statements:

	28.1. HP is not my medical specialization. I know better the other aspects of medicine.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	34
	18.8
	12
	10.1
	46
	15.3

	b. 
Doubt
	29
	16.0
	15
	12.6
	44
	14.7

	c. 
Disagree
	90
	49.7
	39
	32.8
	129
	43.0

	d. 
Other response
	0
	0
	0
	0
	0
	0

	e. 
No response
	28
	15.5
	53
	44.5
	81
	27.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.2. A physician should be only interested in curative treatment, but not in HP.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	6
	3.3
	7
	5.9
	13
	4.3

	b. 
Doubt
	9
	5.0
	7
	5.9
	16
	5.3

	c. 
Disagree
	134
	74.0
	52
	43.7
	186
	62.0

	d. 
Other response
	1
	0.6
	0
	0
	1
	0.3

	e. 
No response
	31
	17.1
	53
	44.5
	84
	28.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.3. Recommendations in HP are imprecise and mutually contradictory.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	52
	28.7
	23
	19.3
	75
	25.0

	b. 
Doubt
	38
	21.0
	13
	10.9
	51
	17.0

	c. 
Disagree
	59
	32.0
	32
	26.9
	91
	30.3

	d. 
Other response
	0
	0
	0
	0
	0
	0

	e. 
No response
	32
	17.7
	51
	42.9
	83
	27.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.4. The concept of healthy lifestyle is not useful. It blames the patients for getting ill.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	8
	4.4
	6
	5.0
	14
	4.7

	b. 
Doubt
	25
	13.8
	13
	10.9
	38
	12.7

	c. 
Disagree
	119
	65.7
	49
	41.2
	168
	56.0

	d. 
Other response
	0
	0
	0
	0
	0
	0

	e. 
No response
	29
	16.0
	51
	42.9
	80
	26.7

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.5. The outputs of HP are too insignificant. They do not justify the inputs

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	57
	31.5
	24
	20.2
	81
	27.0

	b. 
Doubt
	27
	14.9
	16
	13.4
	43
	14.3

	c. 
Disagree
	71
	39.2
	26
	21.8
	97
	32.3

	d. 
Other response
	0
	0
	1
	0.8
	1
	0.3

	e. 
No response
	26
	14.4
	52
	43.7
	78
	26.0

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.6. Early diagnosis of a certain disease is rather harmful, than useful

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	0
	0
	2
	1.7
	2
	0.7

	b. 
Doubt
	12
	6.6
	6
	5.0
	18
	6.0

	c. 
Disagree
	139
	76.8
	62
	52.1
	201
	67.0

	d. 
Other response
	0
	0
	0
	0
	0
	0

	e. 
No response
	30
	16.6
	49
	41.2
	79
	26.347.

	Total
	181
	100.0
	119
	100.0
	300
	100.0


	28.7. Patients are not interested in HP. They do not want to spend their time on it

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	85
	47,0
	38
	31,9
	123
	41,0

	b. 
Doubt
	37
	20,4
	15
	12,6
	52
	17,3

	c. 
Disagree
	36
	19,9
	21
	17,6
	57
	19,0

	d. 
Other response
	0
	0,0
	0
	0,0
	0
	0,0

	e. 
No response
	23
	12,7
	45
	37,8
	68
	22,7

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	28.8. I have no time for HP activities

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	37
	20,4
	15
	12,6
	52
	17,3

	b. 
Doubt
	28
	15,5
	2
	1,7
	30
	10,0

	c. 
Disagree
	84
	46,4
	44
	37,0
	128
	42,7

	d. 
Other response
	0
	0,0
	0
	0,0
	0
	0,0

	e. 
No response
	32
	17,7
	58
	48,7
	90
	30,0

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	28.9. HP issues should be better taught at medical schools

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	129
	71,3
	-
	-
	129
	71,3

	b. 
Doubt
	13
	7,2
	-
	-
	13
	7,2

	c. 
Disagree
	16
	8,8
	-
	-
	16
	8,8

	d. 
Other response
	1
	0,6
	-
	-
	1
	0,6

	e. 
No response
	22
	12,2
	-
	-
	22
	12,2

	Total
	181
	100,0
	-
	-
	181
	100,0


	28.10. HP should be included into the responsibilities of the primary health care personnel.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Agree
	125
	69,1
	49
	41,2
	174
	58,0

	b. 
Doubt
	17
	9,4
	9
	7,6
	26
	8,7

	c. 
Disagree
	13
	7,2
	11
	9,2
	24
	8,0

	d. 
Other response
	0
	0,0
	0
	0,0
	0
	0,0

	e. 
No response
	26
	14,4
	50
	42,0
	76
	25,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


C.
Questions about the contents of Health Promotion: for all health professionals
Do you agree with the following statements?

	29 (27). As a (student) nurse you will be involved in providing health promotion to patients, although basically this is a task for the physician

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	123
	68,0
	83
	69,7
	206
	68,7

	b. 
No
	45
	24,9
	20
	16,8
	65
	21,7

	c. 
Other response
	1
	0,6
	0
	0,0
	1
	0,3

	d. 
No response
	12
	6,6
	16
	13,4
	28
	9,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	30 (28). In your position as a (student) nurse, you have the duty to inform the patients about every treatment and investigation, before you are starting with these tasks.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	82
	45,3
	62
	52,1
	144
	48,0

	b. 
No
	88
	48,6
	39
	32,8
	127
	42,3

	c. 
Other response
	1
	0,6
	1
	0,8
	2
	0,7

	d. 
No response
	10
	5,5
	17
	14,3
	27
	9,0

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	31 (29). Health promotion is a collective name for several activities. Patient information is a part of health promotion

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	169
	93,4
	100
	84,0
	269
	89,7

	b. 
No
	7
	3,9
	3
	2,5
	10
	3,3

	e. 
Other response
	0
	0,0
	1
	0,8
	1
	0,3

	c. 
No response
	5
	2,8
	15
	12,6
	20
	6,7

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	32 (30). The purpose of health promotion should be to change behavior in such direction as is decided the right one in the medical world.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	175
	96,7
	103
	86,6
	278
	92,7

	b. 
No
	3
	1,7
	4
	3,4
	7
	2,3

	c. 
No response
	3
	1,7
	12
	10,1
	15
	5,0

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	33 (31). Health promotion courses aim to change the behavior of the participants towards a more requested healthy lifestyle.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	170
	93,9
	98
	82,4
	268
	89,3

	b. 
No
	4
	2,2
	3
	2,5
	7
	2,3

	c. 
No response
	7
	3,9
	18
	15,1
	25
	8,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	34 (32). The success of health promotion activities depends mostly on the motivation of the participants.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	136
	75,1
	75
	63,0
	211
	70,3

	b. 
No
	31
	17,1
	12
	10,1
	43
	14,3

	c. 
No response
	14
	7,7
	32
	26,9
	46
	15,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	35 (33). You can speak of good health information if you provide the patient with as much information as possible.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	14
	7,7
	13
	10,9
	27
	9,0

	b. 
No
	159
	87,8
	77
	64,7
	236
	78,7

	c. 
No response
	8
	4,4
	29
	24,4
	37
	12,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	36 (34). Within patient information, the oral information should play the central part. Posters, leaflets, booklets and videos are important to support the oral information.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	164
	90,6
	103
	86,6
	267
	89,0

	b. 
No
	12
	6,6
	1
	0,8
	13
	4,3

	c. 
No response
	5
	2,8
	15
	12,6
	20
	6,7

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	37 (35). Only the physician plays an important role in educating and supervision of the patient.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	12
	6,6
	11
	9,2
	23
	7,7

	b. 
No
	167
	92,3
	97
	81,5
	264
	88,0

	c. 
No response
	2
	1,1
	11
	9,2
	13
	4,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	38 (36). It doesn’t matter how you give information, but that you provide for information.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	33
	18,2
	21
	17,6
	54
	18,0

	b. 
No
	142
	78,5
	85
	71,4
	227
	75,7

	c. 
No response
	6
	3,3
	13
	10,9
	19
	6,3

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	39 (37). It is very important to design your health promotion to the background of the patient

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	169
	93,4
	100
	84,0
	269
	89,7

	b. 
No
	10
	5,5
	9
	7,6
	19
	6,3

	c. 
No response
	2
	1,1
	10
	8,4
	12
	4,0

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	40 (38). As a (student) nurse, you have to think about your part within the health promotion task and the objectives you want to reach.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	160
	88,4
	102
	85,7
	262
	87,3

	b. 
No
	19
	10,5
	4
	3,4
	23
	7,7

	c. 
No response
	2
	1,1
	13
	10,9
	15
	5,0

	Total
	181
	100,0
	119
	100,0
	300
	100,0


	41 (39). Health promotion activities are in general not to be planned. There is not enough time for this.

	
	Medical staff  
	Nursing staff
	Both

	
	Number
	%
	Number
	%
	Number
	%

	a. 
Yes
	137
	75,7
	84
	70,6
	221
	73,7

	b. 
No
	34
	18,8
	22
	18,5
	56
	18,7

	c. 
No response
	10
	5,5
	13
	10,9
	23
	7,7

	Total
	181
	100,0
	119
	100,0
	300
	100,0


5. Conclusions

Analyzing the results of the questionnaire it became clear that 

· Health providers of pilot region Vologda and Moscow lack sufficient amount of information on Health Promotion and Disease Prevention

· The only source of information for them is guidelines from the Federal and Regional Health Authority;

· The role of nurse in health promotion is not clear for the medical professionals

· There are different knowledge levels among the physicians about dealing with Health Promotion. 

· There is also no clear understanding on the concept of Health Promotion. 

· The need in training of the health providers is recognized as well as up-to-date information supply.

6.  Recommendations
Based on the results of KAP-test it was recommended:
1. To organize TOT-courses for the teaching staff of the Vologda Nursing School

2. To organize a follow-up course for the sanitarian instructors, which includes teaching health promotion and the role of the nurse, planning and implementation strategies
3. To organize a seminar for the staff (nurses and physicians) of the preventive room from the pilot polyclinics on planning, implementation, teamwork, etc,

4. To continue to give consultations and training on the job activities

5. To consider to select polyclinic # 4 and Totma as models to implement the non-pharmaceutical treatment of hypertension.
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Preparation and submission of a draft programme on the development of a School of Public Health according to 18 criteria of the European schools

Summary

This report represent joined output 2B and 2J since both outputs are related to the development of School of Public Health in the Ural region of the Russian Federation. 

The report presents the achievements of the collaborating efforts of the EU experts and Russian federal and regional professionals in establishing of School of Public Health in the Ural region. A lot has been achieved during the two years of the project. However, the School is still in a process of development.

The main results, which are described in this report are the analysis of  the training curricula for SPH and the proposed plan for development of SPH in Ural region.

1. Background

One of the project objectives in Chelyabinsk pilot region was the development of teaching of public health, especially in disease prevention and health promotion, in higher academic institutions by planning of curriculum and selection of students in the Chelyabinsk School of Public Health. 

The development was started in September 1998 by the negotiations of the Russian Tacis Experts with the Chelyabinsk authorities on the Tacis support for the curriculum development on teaching of public health in institutes of higer education in Chelyabinsk. 

Although there was already an existing system of post-graduate training for health professionals, the existed programme was very clinical oriented and should be linked to the new programme of public health training. There were only some programmes of post-graduate training, which were laid down in “Issues of health promotion and prevention of chronic non-communicable diseases”, and a quit small course (30 hours) on epidemiology.

Several institutions connected to the Medical Academy (under- and post-graduate training) were interested in taking part in the development of public health training and were already doing some courses in this field in post-graduate programmes. These institutes are: 

· The under-graduate State Medical Academy;

· The post-graduate Medical Academy for Additional Education;

· Department of Management within the Academy; 

· Department of Social Hygiene and Epidemiology within Academy.

Given the circumstances best result is gained when the development and implementation of the 'new public health curriculum' is achieved by the collaboration of under- and post-graduate training institutions: 


2. Objectives

The main objectives of the Tacis support were: 

1) To improve the existing training curriculum for PH training

· analysis of existing curriculum

· development of additional training

2) To prepare a program for the development of School of Public Health in Cheljabinsk, based on a newly developed curriculum for PH training. 

3. Process of Tacis support/ Activities

The development was started in September 1998 by the negotiations of the Russian experts with the Chelyabinsk authorities on the Tacis support for the curriculum development in providing Public Health course in institutes of higher education in Chelyabinsk and assisting in development of SPH.

It was identified that the assistance is needed in the two main directions:

1) The curriculum development for Public Health training

and

2) The program for development of School of Public Health (SPH) according to European criteria for SPH with special regard to organisation, management and financing.

3.1. Analysis of the Training Curricula for PH teaching for physicians

The analysis of the provided materials: the curriculum, the academic programs, the course time-tables and skills lists was performed by Tacis Russian and EU experts on the following courses:

1.  Healthy Life-Style. Health Promotion And Disease Prevention Among Children

2.  The Environment And Population Health

3.  Cardiovascular Diseases Prevention And Cardiovascular Patients’ Rehabilitation

4.  The Internal Diseases Prevention

5.  The Issues Of The Chronic Communicable Diseases Prevention And  Health Promotion

6.  Radiation Hygienic And Medical Aspects Of Radiation Accidents

7.  Health Promotion And Disease Prevention (The Elective Course on Preventive Medicine of Tchelyabinsk State Academy)

8.  The Radiation Hygienic And Medical Aspects Of Radiation Accidents Course of the Ural State Medical Academy Of Postgraduate Training

9.  Healthy Life-Style. Health Promotion among Schoolchildren, Disease Prevention (the post-graduate course on valeology) of the Ural State Medical Academy Of Postgraduate Training

The analysis was implemented in three stages:

Stage 1. The preview of the programs, plans and education process was done.

The general recommendations were proposed related to the 1version of the academic plan.

Stage 2. The study, analysis and evaluation of the provided materials was implemented. Six programs had been commented critically. The programs had been passed to Prof. Volkova, Cheljabinsk region, in January 2000. 

Stage 3. The analysis of the Revised Version of ten academic plans and programs was done in March 2000.

The results of the analysis of the curricula are attached to this document (See Appendix 1).

3.2. The development of program for the SPH

In order to assess and develop the program for PHS, different selection criteria and standards were considered by the Tacis expert group. In addition to the search for specific criteria and standards, the information on teaching in public health in the Russian Federation was collected.

For the development of the draft program for SPH the European Criteria for SPH were selected as a standard. The Public health Education European Review scheme (ASHER-PEER/25/03/97) was used (See Appendix 2). The ASHER-PEER standards were considered as most suitable since the other available standards were North American.

The preliminary description of the assessment by using the general (3.1.- 3.10.) and specific (3.10.1.– 3.10.18.) characteristics of the European assessment according to the ASHER-PEER protocol is provided in Appendix 3. 

3.3. The organised conference

The Conference “Health Promotion and Disease Prevention in Ural Region” 18-19 may 2000 was organised. The professionals from many cities of the RF (e.g. Ufa, Orenburg, Izevsk, Cheljabinsk, Ekaterinburg and Moscow) have taken part in the conference. All the participants understood and supported the idea of establishment of PHS for Ural region (It should be mentioned that the population of the region is appr. 25 mln people)

3.4. Organised training and consultations for the professionals

Training and consultations were provided for the professionals who were in charge of the preparation of the program for SPH in Cheljabinsk. Also regional professionals gained European experience in development of SPH during the specially organised Study Tour to the Netherlands “Establishment of School of Public Health” in the autumn 1999. 

4. Results

4.1. The program for SPH

The program for SPH in Cheljabinsk is assessed according to the 18 criteria of the European Schools.  The prepared plan and the draft program for Master of Public Health (MPH) education is developed (appendix 4a and 4b). The program is based on 1 year of education.

4.2. A Co-ordinating Council 

A Co-ordinating Council has been installed for monitoring the process of establishing a School of Public Health. The members are representatives from 4 Universities of Cheljabinsk City. 

This Co-ordinating Council has set up a plan of action consisting of the following time frame:

	April – May 2000: 


Discussion of the curriculum and the SPH program; presentation of the program and the curriculum at Tacis, Ministry of Health of the Russian Federation

	May – June 2000:

Preparation of the necessary documents concerning the establishment of the SPH

	July – September 2000: 

Preparation of the auditorium, three study rooms and learning equipment

	November – December 2000: 

Selection of candidates (10 - 15 students) for studying at SPH

	January 2001:

Beginning of lessons at SPH


4.3.The training curricula

The training curricula for physicians were analysed and revised (See also the previous section)

4.3.1. The existing curricula for the post-graduate training are developed on the basis of the existing “models”. Slight modifications are possible.

4.3.2. The submitted programs of the short-term training courses (72-144 academic hours) are meant for a broad range of the post-graduate students. 

These courses can be taught for the post-graduate training of the both medical and non-medical professionals in the field of PH.

The training courses will be taught at the four Kafedras (Departments of Universities). Course on “Preventive Medicine” and Healthy Life-Styles: HP & DP in School Children – are jointly developed by the Ural Medical Academy for the Post-Graduate Training (4 Departments involved), Chelyabinsk Medical Academy (1 Department involved), Chelyabinsk University of Technology. This can be an example of the interdisciplinary cooperation.

4.3.3. Analysis of the training courses taught at the particular Kafedras revealed that most of them had been developed within the Department of Therapy and Department of Functional Diagnostics. The course Healthy Life-Styles: HP & DP in School Children (144 hrs.) had been developed within the Department of Preventive Medicine. 

The latter is meant for teachers, physicians specialized in “Promotion of Healthy Life-styles”, PHC physicians. 

As for the courses “CVD Prevention and Rehabilitation of the Cardiac Patients” (course No. 3) and “Prevention of Internal Diseases” (course No. 4), these two have a lot in common. Both courses have the similar audiences. In the list of tasks of the both courses, two items are overlapping. The difference between the two consists in the following: Course No. 3 presumes the training of the narrowly-specialized experts as well. The above-mentioned course “Prevention of Internal Diseases” is completely identical to the course “Prevention of Chronic Diseases” in terms of audience, tasks and training arrangements. 

To have the course “Prevention of Chronic Diseases” completed, the students are expected to submit essays (prepared individually), go through a multiple-choice exam and develop protocol of a certain disease prevention program. 

Besides the training courses developed by the above-mentioned Kafedras, two more training courses have been reviewed. The origin of these courses has not been identified. Judging by the content, those were developed at the “Department of Hygiene” involved in lecturing on radiation safety.

Thus, 9 Kafedras belonging to the two medical academies are involved.

4.3.4. Analysis of the tasks of the training courses (courses No. 1-8) showed that the latter are targeted to provide students rather with knowledge, than skills. 

70 % of all the tasks are knowledge-oriented. So, a primary form of classes is lecturing. Only the course in family planning taught at the Ural Medical Academy for the Post-Graduate Training is focused on skills.

4.3.5. Analysis of the type of classes (lectures, practicing) revealed that the passive gaining of knowledge (listening to lecturer) prevails. Thus, in 7 training courses (courses No. 1-6, No. 8) 49-69 % of the academic hours is devoted to lecturing. The course in family planning is the only exception. Here, only 20 % of time is spent on lecturing. Up to 60 % of classes are arranged interactively (role games, discussions, presentations, simulations, etc.). The training course in family planning was developed within the international project. Now, it is running successfully at the Department of Obstetrics in Chelyabinsk. 

4.4. The formulation of the school's mission 

The formulation of the school's mission is well developed.

It is a full-time programme, structured in two semesters, 10 months, consisting of 960 hours of contact hours and 960 hours of self-study. This is quite an intensive working load. All important public health topics are covered in the programme: 

Research 

· epidemiology

· research methods

· statistics

· demography;

Policy and management 

· introduction to public health

· organisation of public health

· health management and health economics

· organisation and planning of health care services

· sociology of health and illness

· health care systems and reforms

Interventions 

· environmental health

· occupational health

· communicable diseases

· family planning

· public health interventions

· nutrition

· ageing

· HIV/AIDS

· intervention programs

· maternal and child health.

There are some specific courses dealing with skills: 

· computer and statistical skills

· workshop health care systems and reforms. 

4.5. Founding of SPH

Very important progress has been made by the agreement about participation of 4 Chelyabinsk Academic Institutions in the SPH. These institutions are:

· Ural State Post-Graduate Medical Academy

· Chelyabinsk State Medical Academy (undergraduate)

· Chelyabinsk State University (planning process, economics, management)

· South Urals State University (computer technology, ecology, legislation).

It seems that the most important academic institutions are involved in the founding of a SPH, and therefore the most relevant academic disciplines are present in the programme. Teachers from different institutions are involved in this initiative; this must be a prerequisite to provide a good quality programme.

4.6. The Steering Committee 

The Steering Committee has been installed to monitor the complete process of organisation and curriculum development. All the above mentioned academic institutions are participating in the Steering Committee, which is supported and chaired by the Health Authority of Chelyabinsk Region.

4.7. The working locations 

The working locations for the training of SPH are prepared .

5. General observation

5.1. Concerning the formation of school’s mission (observ)

It is good to have basic, compulsory courses in the first semester and advanced, elective courses in the second semester. The division of contact hours among the three clusters is good: research 264 hours, policy and management 376 hours and interventions 320 hours. There is a lot of emphasis on the two latter clusters, which is good considering the problems the Russian health care system is confronted with. Also positive is the decision to improve the student's English language knowledge by offering them a 6-month English course on a compulsory basis.

5.2. Concerning the analysed curricula

It makes sense to start the project of development of the School of Public Health (SPH) with the launching of the several short-term training courses, e.g. in epidemiology, health care management, preventive medicine. This reflects the wishes of lecturers from the Ural Medical Academy for the Post-Graduate Training and Chelyabinsk Medical Academy. As for the training courses described above, for a purpose of the SPH development the most suitable would be Family Planning and Healthy Life-Styles: HP & DP in School Children. After the modification with a respect to the SPH criteria the rest of the training courses (No. 2,3, 4 or No. 5,6,7) will be useful as well.

There are, however, still some weak sides and threats: low impact of the existing prototype of the Chelyabinsk School of Public Health on the health policy and health services at the municipal level. Further, low involvement of NGOs, centers for medical prevention, centers for prevention of AIDS/STD in the SPH development is observed. 

Deficiencies of the existing curricula:

a) Little attention to the development of particular skills in the field of HP & DP;

b) Lack of information on the latest developments in the field of public health;

c) Lack of the teaching know-how on the development of communication skills among the students;

d) Little attention to the development of skills in the field of health care management/public health.

5.3.  Concerning the status of SPH

It is clear that a position of the SPH is closely linked to the State Medical Academy. That is for its development, under the present circumstances, an understandable situation. Nevertheless, it is preferred to gain a more independent, autonomous status by selecting a multi-institutional board and finding multiple sources of funding.

The Ural SPH is still in a process of development. The following should be mentioned to be improved:

· There is a lot of emphasis on statistics (68 hours): students must be well equipped to do and read research studies, but they do not need to be fully equipped statisticians.

· Some specific public health research measures and methods are missing: life expectancy (analysis), QALY’s and DALY’s, social-economic health differences, ecological studies and study of disease clusters, evaluation of screening programmes.

· Qualitative research methods are lacking: public health interventions and policy making are often based on community based data required from qualitative research methods, like surveys, focus groups, evaluation research. The Department of Social Medicine and Management of Health Care of the Ural State Post-Graduate Medical Academy should get involved to cover this.

· Study design is covered by the course epidemiology: This can be given as a separate course.

· Skills to communicate (in writing and orally) are not included in the programme: many information about the population health status and ways to deal with this are already available in the Russian context, what misses is the ability to apply these in a modern way in a changing environment. According to EU experts, communication and management skills are an essential element in the concept of new public health and an indispensable part in public health training.

· A course on ethics is lacking too: the rights of individuals versus the benefits for the population as a whole.

6. Conclusions

· Good progress has been made to develop a curriculum for public health training. Some small adjustments and improvements need to be made, but in general there is a good programme covering all the necessary public health topics.

· The workshops and training for the specialists on health promotion and intervention planning were received well by an enthusiastic and motivated group of lecturers. Modern techniques of training and new knowledge need more time. Extra training of trainers might be needed.

· Extra attention needs to be given to the educational part of the programme; facilities and equipment need improvement. There is a stable organisational basis for conducting the programme and for the founding of a SPH, based on collaboration between the most important academic institutions. The Co-ordinating Council is monitoring the organisational and educational process.

· There is a great deal of political support to provide the SPH enough basis for a good start and sustainability.

· Financial resources are being promised.

· SPH-students are being promised to get jobs in the domain of government after their graduation.
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Analysis of the Health Information System and Proposals for Improvement of the Data for Management of Health Promotion and Disease Prevention

Summary

The Russian Health Information System (HIS) in its present form is a legacy of the Soviet period. The system which dates back to the early 1950s is endowed with a big inertia. This suffers from both overreporting and underreporting at the same time. On the one hand, huge paper work is done and great volume of health information is amassed. On the other hand, there is a little use in the information collected: the information suitable for decision-making is actually lacking. The existing HIS is cumbersome, expensive and inefficient. What is collected that is not needed. What is needed that is not collected. As for the information and monitoring system of health promotion and disease prevention, this is the least developed part of the overall Russian HIS.

Shortcomings of the existing HIS are the following:

· Fragmentation of health information collected by the various ministries and agencies

· Duplication of health information

· Carelessness and mistakes in filling the statistical slips

· Collection of information for the sake of collection of information

· Little use of the information collected in decision-making

· Lack of implications for health promotion and disease prevention  

Proposals for change of the existing HIS could be summarised in the following way:

· Shift from total surveillance to the system of health surveys based on the random sampling technique

· “Sentinel site” monitoring instead of reporting from all the health care institutions

· Shift from the ICD-10 to ICPC at the level of primary care

· Introduction of the health behaviour surveys on a wider scale

· Wider application of the process evaluation protocol as a tool of monitoring in the field of health promotion and disease prevention:

Introduction of the methods for evaluation of the outcomes of federal, regional and local preventive programs and activities
1. The Russian Health Information System: Background and the present situation 

Since 1950s in Russia in health statistics there exists a system of the so-called total surveillance. The latter implies that an every case of disease diagnosed as a result of doctor/patient contact in this or that health care institution is to be necessarily reported. A special statistical slip is expected to be filled and subsequently sent to the special bureaus of health statistics having regional affiliation and, then, to the federal level. The system is extremely time- and labor-consuming. For example, in order to collect and report a complete health information on 100 000 population (all the cases of disease diagnosed as a result doctor/patient contacts), it takes about 80 full expert-days of physicians and more than 900 full working days of paramedical personnel
. In the national health care budget the item of expenditures on health information gathering & processing is comparable with the item of expenditures on construction of the new medical facilities (buildings & premises)
. Clear enough, the system of total surveillance is wasteful. For the sake of comparison, in the most Western countries collection of health information is done by means of random sampling. There, data collected from 2-2.5 % of the overall population are believed to be representative enough to account for the whole nation.

2. Types of health information collected

a) Mortality statistics 

All cases of death including perinatal death are to be registered in the so-called ZAGS, municipal civil registries. Case of death is registered upon a submission of death certificate signed by physician. The document certifies a fact of death and tells on a reason of death. As a form, death certificate meets all the WHO’s requirements. From the municipal level all the cases of death are reported in paper format to the regional level where the electronic data-base is maintained. At the federal level there exists the electronic archive of mortality statistics collected from all over the regions.

b)  Morbidity statistics 

 - General diseases:

In 1949 a common rule was introduced stipulating mandatory filling of a special statistical slip as disease is finally diagnosed. This concerns an every particular case of doctor/patient contact in all the kinds of health care institutions. The idea behind a provision was to provide full and detailed information on population morbidity. Since then this became a major pattern of health information collection. The system survived until nowadays with little changes introduced. 

· Communicable diseases:  

· Most dangerous communicable diseases (plague, cholera, pox, yellow fever, etc.), e.i. diseases that require quarantine measures, are to be immediately reported to the units of the Federal Sanitary and Epidemiological Service (Department within the Russian MoH) at all the levels (district, regional, federal);

· Other communicable diseases (dysentery, measles, whooping cough, hepatitis, scarlatina, tetanus, etc.) are to be reported to the local sanepid units only;

· Acute respiratory diseases and flu are to be reported to the local sanepid units not as the separate cases, but as the aggregated data;

· TB, venereal diseases, mycoses are to be reported to the sanepid units as the aggregated data.

· Most important non-epidemic diseases:

Such diseases as TB in active phase, venereal and skin diseases, malignant neoplasms, mental diseases are to be reported by physicians who diagnosed them first to the special clinics meant for their treatment. Notifications are to be sent there within the certain deadlines. In a special clinic diagnosis is to be confirmed. If so, name of the patient is included into the clinic’s register. 

· Occupational diseases: 

Data on occupational morbidity are collected by sanepid units in accordance with the list of diseases which people could develop due to an exposure to the occupational hazards. The list is approved at the federal level. There exist a special procedure of clinical expertise meant to reveal whether a certain disease has been caused by occupational hazards or not.

c) Sick-leaves statistics:

Sick-leave is to be necessarily signed by physician. Legislation on social insurance stipulates the procedure. Sick-leave is to be registered in that health care institution where this has been actually signed.  Copies are sent to the municipal and regional health authorities. In 1997 new forms for the reporting on sick-leaves have been introduced. The forms contain the detailed information on the sickness of employees specified with respect to their sex and age. The detailed forms are available at the municipal and regional level only. What is available at the federal level this is only the aggregated data (cases of the sick-leaves and number of the sick-days per 1000). 

d) Disability statistics   

Conclusions concerning disability of individuals are made by the special bodies called as units of medico-social expertise.  Those are subordinated to the Ministry of labor and Social Protection. The expertise serves to identify whether the case of disability really takes place, and if so to what category of disability this could be related. The Russian norms differentiate among 3 types of disability. Medico-social expertise decides how severe a particular case of disability is and relates it to one of those three.  

e) Hospitalization statistics

An every case of discharge from hospital is registered in Russia. Special record is made upon a fact of discharge. Those records are collected. Their number is counted while an Annual Report on Hospitalization is prepared.

f) Data from the medical exams mandatory for the particular population groups

In Russia some age groups (school children) and some occupational groups (health professionals, sales persons, transport workers, etc.) are obliged to go through medical examinations. The aggregated data are arranged in a form of tables. Tables contain an information on the cases of diseases revealed as a result of mandatory medical exams. Tables are included into the annual reports of the health care institutions where the exams took place.    

g) Health care resource utilization statistics

At the level of health care institutions Ministry of Health collects the data on the number of beds, doctor/patient ratio, etc. Resource utilization indexes are calculated on the basis of the so-called “primary documentation of the health care institutions”. The latter consists of more than 50 reporting forms.

h) Mandatory Health Insurance statistics  

The Mandatory Health Insurance (MHI) scheme has been introduced in 1991. Since then the data are being collected within the MHI. Those are drawn from reimbursement claims sent by the out-patient and in-patient clinics to the MHI. Reimbursement  claim contains an information on age, sex, diagnosis and treatment costs data.

 i) Reflection of the medical statistics in the national one

Goskomstat, the National Statistical Bureau, is responsible for systematization of information collected from all over the country. The information is compiled in a form of statistical year book. This is divided into the numerous sections telling on the current state of affairs in the various branches of industry and fields of activity. Health care is one of them. Data on mortality and morbidity are aggregated and set in a form of tables. 

j) Medical statistics which is not reflected in the national one

Some powerful ministries and agencies, e.g. Ministry of Defense, Ministry of Interior, Federal Security Service (FSB), Ministry of Railroads, etc., have their own health services which are not included into the national health care system. Health statistics of those is closed. This is not available in a form of publications and not included into the year books prepared by the Goskomstat.  

k) Data from the health surveys based on random sampling

In distinction from the Western countries where health surveys based on random sampling are the primary tools of health information collection, in Russia those are of very limited use. The Russian HIS continues to rely overwhelmingly on the total surveillance. The only exception are some international projects, as, for example, WHO’s CINDI program within which data are collected by means of random sampling, and the Public Health Survey Implemented by the Tacis Preventive Health Care Project in Vologda in 1999.  As for the particularly Russian experience in this area, small-scaled health surveys are done in the process of preparation of the numerous PhD theses in the field of public health. However, the results of these surveys are available in the medical libraries only. Even an academic community has the restricted access to the given data.  They are not part and parcel of the overall health information system in Russia.

3. Problems in the present situation 

The Russian HIS in its present form is a legacy of the Soviet period. This suffers from both overreporting and underreporting at the same time. On the one hand, huge paper work is done and great volume of health information is amassed. On the other hand, there is a little use in the information collected: the information suitable for decision-making is actually lacking. As for the information and monitoring system of health promotion and disease prevention, this is the least developed part of the overall Russian HIS. 

Shortcomings of the existing HIS are the following:

· Fragmentation of health information among the various ministries and agencies: Health information is collected by the various ministries and agencies (Ministry of Health, Ministry of Labor and Social Protection, Mandatory Health Insurance Fund, Goskomstat, civil registries, etc.) with little coordination and exchange among them. Even the Department of Sanepid, currently unit within the MoH and formerly an independent body, behaves largely on his own being in a sort of non-articulated opposition to the MoH’s mainstream. In Russia transition brought the additional complications into the originally troubled system of institutional parochialism, where every unit in the complicated web of governmental agencies asserts its narrow interests unwilling to cooperate with others. Nowadays, everybody wants to sell information, even if this information is clearly for the public use.

· Duplication of health information: The system of total surveillance failed to avoid duplication of information. The thing is that patient could contact the various health institutions (out-patient clinic, general hospital, specialized clinic, health post at the enterprise/institution, etc.) with the same health problem. From all of them the same diagnosis will be reported, since a statistical slip is to be necessarily filled in every case of doctor/patient contact. Thus, instead of one case of a certain disease two or three cases might be reported. Paper format of reporting precludes from a proper check. Computerization of procedure, especially of its initial phase, will not be the case in near future.

· Carelessness and mistakes in filling the statistical slips: Physicians are obliged to do a lot of paper work. This takes a lot of time and diverts them from their main duties. Paper work is a major stressor for physicians which makes them nervous and irritated. In such an atmosphere, mistakes and careless filling of the statistical slips are not excluded. An introduction into a common use of ICD – 10 in 1999 has led to even more biases. The classification is too sophisticated to be used at the level of primary care. Still, the Russian norms require the filling of statistical slips according to the codes of diagnoses of the ICD-10 even in polyclinics. Clear enough, polyclinic physicians have a lot of troubles while choosing a proper code. Right choice is not always the case. At the same, in a number of the European countries, including the Netherlands, the ICPC, International Classification of Primary Care, is used. This is much more simple than the ICD-10 and more adjusted to the needs of primary care. 

· Collection of information for the sake of collection of information: The existing system of total surveillance has petrified as an institutional pattern. The various bodies continue to adhere to the given pattern of data collection because they have been collecting health information this way for more than 50 years. This a logic of institutional development. If the pattern is established, it tends to perpetuate itself by all the possible means irrespectively whether it meets the requirements of contemporaneity or not. The Russians are proud that they collect a lot of health information. At the same time, they find difficult to explain what is the use of this information.

· High costs and little use of the information collected in decision-making: In Russia, health information amassed in the costly and time-consuming way described above is largely unsuitable for decision-making. This is too much of it and too little at the same time. Health information is not being properly processed and channeled to serve as a basis for the managerial and administrative decisions. Besides, decision-making on the basis of expertise and analysis of the information available is not deeply rooted in the modern Russian history. In the Soviet period in many fields, including the health field, decisions were taken with regard to the ideological dictums and political fashions of the day. Nowadays, the decisions have basically a character of the make-shift responses to the convulsive turns of transition. At the moment, in the health field a long-term policy supported by the efficient HIS is an intention, at best, but certainly not a well-elaborated project of tomorrow.

· Lack of implications for health promotion and disease prevention: in Russia an awareness of the public health problem  - for example, plenty of data on the high mortality rates from cardio-vascular and other non-communicable diseases - does not result in the launching of HP & DP activities, although these might be the cheapest and most efficient options to address the issue.

· Lack of information on social and behavioral dimension of health: Surveys meant to collect data on health behavior, health knowledge & attitudes, health culture are an extremely rare thing in Russia.

· No information on effectiveness of the currently running health programs including the preventive programs: This implies that is impossible to judge about quality and effects of the programs in action. If so, improvement and further development of the programs becomes highly problematic.  

Thus, we may conclude that the existing HIS is cumbersome, expensive and inefficient. What is collected that is not needed. What is needed that is not collected. The system which dates back to the early 1950s is endowed with a big inertia. This is a survivor-dinosaur of the era of type-writers and reporting of all the minor things in paper format. As for health promotion and disease prevention, the existing HIS contributes very little to the growth and development of the field. Below the proposals and initiatives of the project are described. Those are developed in order to improve the existing system making  it more conducive to decision-making in health and other sectors and also more flexible in terms of an efficient and quick provision of the reliable data needed to justify the launching of HP & DP activities.

4. What is to be done to improve the existing HIS 
I. Shift to the system of health surveys based on the random sampling technique: In the most Western countries health information is collected by means of health surveys. This is much more cheaper way to receive data on population’s morbidity and other characteristics. In 1999 within the frameworks of the Tacis pilot demonstrations the Vologda Public Health Survey was designed and conducted. The purpose of the demonstration was to show the advantages of the way of data collection that is alternative to the existing one. In the course of the given regional public health survey the data were collected which tell not only on the current population health status, but on such characteristics as perceived health and well-being of the population. The data collected could serve as a ground for taking of the administrative decisions in the health sector, education sector, social protection sector, etc. both at regional and municipal level. Thus, those are suitable for intersectoral decision-making. As for the costs of such the survey, this is a cheaper way to collect the necessary representative data in comparison with the dominating technique of total surveillance resulting in an amassing of the poorly processed and filtered health information. Still, cheaper does not mean free. Services of the good team of sociologists able to conduct survey at the proper level are rather expensive. So, the regional authorities will be confronted with a necessity to spend more in the short run in order to save more in the long run. Nevertheless, the Tacis demonstration proved to be efficient enough to propose change in the health information system in the direction described above, e.i. shift from the system of total surveillance to the particular health surveys based on the random sampling technique. 

II. Shift to the “sentinel site” monitoring: In the Netherlands and in some other EU countries there exists a practice of the “sentinel site” monitoring. The idea behind the monitoring arrangement is the following. A sample of health facilities, the so-called “sentinel sites”, is chosen. Instead of the data collection from all the health institutions country-wide, the data are collected from the sentinel sites only. In February 2000 within the Tacis pilot demonstrations the experiment of sentinel site monitoring was staged in the town of Gryazovets of Vologda oblast. A sample consisting of 10 % of all the local patients who were registered through the Mandatory Health Insurance scheme or who contacted the local out-patient clinics had been built. Data on the CVD prevalence  collected from the sample were compared with the data received from the processed statistical slips (form No. 12) filled in accordance with the total surveillance practice. The difference between the two sets of data turned out to be insignificant. With respect to the results of experiment, the proposal was developed to rely more extensively on the sentinel site monitoring to save money unnecessarily spent on the total surveillance. 

III. Shift from the ICD-10 to ICPC at the level of primary care:  In the Netherlands at the level of primary care the ICPC, International Classification of Primary Care, is used. As it was mentioned above, this classification is much more simple then the ICD-10 and more adjusted to the needs of primary care, since a number of pathologies treated at this level is in dozens of times fewer than the categories of the ICD-10 (about 10 000). The project has developed a proposal to shift to the ICPC at the level of primary care in Russia as well, because such a shift could save time and labor of the Russian PC physicians and prevent them from making mistakes unavoidable while using the codes of overcomplicated ICD-10 in the process of filling of the statistical forms.

IV. Introduction of the health behavior surveys:  In Russia monitoring of the behavioral and social factors influencing health is still quite rare thing, despite the fact the given factors contribute a lot into development of CVD and other non-communicable diseases which are the major killers of the Russian population. Activities in this field are not running on a regular basis. Something is done from time to time, largely within the frameworks of the international projects such as, for example, the CINDI program. As for the specifically Russian developments, monitoring of unhealthy habits of the Russian adolescents is done by the MEDSOCENOMINFORM research institute. What is done there does not meet all the international criteria. To improve the situation the project offered to conduct the Health Behavior of School-Aged Children (HBSC) survey developed by the University of Bergen (Norway) and the WHO. The survey was implemented all over the world. Its high quality questionnaire contained questions concerning the wide range of life-styles of adolescents (also questions on person hygiene, self perception, relations with teachers, parents and fellow pupils). Within the Tacis project the survey was implemented in the pilot region Orenburg in September 1999 and in the pilot region of Vologda in November 1999 (to a limited scale). The HBSC results provided an opportunity to compare a performance of Orenburg and Vologda in terms of the spread of unhealthy habits among adolescents with 24 European countries. The survey results could be used for the intersectoral decision-making – first of all, health authorities and education authorities involved – both at the regional and municipal level. The project proposals consists in an introduction of the this kind of health behavior surveys on a wider scale and in making monitoring of health behavior part and parcel of the Russian HIS.

V. Wider application of the process evaluation protocol: Information and monitoring system of health promotion and disease prevention is the least developed part of the overall Russian HIS. In order to improve the situation, the project proposed to apply the WHO process evaluation protocol to describe and evaluate the ongoing HP & DP activities in Vologda oblast. Process evaluation is a qualitative method for HP & DP program evaluation. This could be applied at all the phases of the program life-cycle (development, implementation, evaluation). The use of the protocol is a timely evaluation of the course of the program development, introducing changes at the implementation phase, speeding-up in receiving the program’s outputs and economizing on resources. In 1999-2000 the process evaluation protocol was done in Vologda oblast. The ongoing local HP & DP activities including those initiated by the Tacis project were evaluated according to the set of indicators listed in the WHO’s manual on the process evaluation. The process evaluation revealed the considerable progress in the HP & DP field achieved by the region during these two years. Among the undisputed achievements there could be mentioned such things as a consensus build among the key regional actors on the vital importance of HP & DP for the region, development of the Regional Public Health Policy, increase of the HP & DP share in the regional health care budget  from 13.6 % in 1998 to 37.1 % (first quarter of 2000), joining of Vologda oblast to the WHO’s regional network “Regions for Health”, media involvement on a much greater scale, intensification of the public awareness campaigns. As for the shortcomings there had been identified a low degree of involvement of the businesses, NGOs and actors outside the health care. The process evaluation disclosed that monitoring of the currently running preventive programs is not done on a regular basis. This could diminish chances for a timely introduction of the corrective actions. As a whole, the process evaluation protocol was recommended for the other regions as a tool of monitoring in the field of health promotion and disease prevention. 

VI. Introduction of the integrated system of health monitoring at the regional level: In Vologda oblast two years experience of the pilot demonstrations proved an efficiency of intersectoral cooperation and brought closer the various sectors at the regional level. Among the various manifestations of the enhanced intersectoral cooperation there is an idea to create the integrated system of health monitoring. The Information and Analysis Center is expected to be established under the Office of the Governor. The role of the Center is to collect and process health information from all over the sectors represented by such the units and agencies as the regional health authorities, regional education authorities, mandatory health insurance, sanepid service, labor safety & occupational health authorities, municipal civil registries, center for medical prevention, etc. All the units and agencies are to be covered by the computer network with the same software in use what allows for quick information exchange. The Information Center is expected to deal with the data on mortality, morbidity and disability, demographic data, occupational and environmental health data, data on health behavior and life-styles. The health information processed in a way to be suitable for decision-making will be reported to the Governor and his deputies. The idea was discussed at length at the Tacis Health Monitoring Conference held on 23 May 2000 in Vologda. At the Conference it had been announced that a proposal to establish the integrated health monitoring system was already submitted to the Office of the Governor.

Thus, the proposals for change could be summarized in the following way:

· Shift from total surveillance to the system of health surveys based on the random sampling technique

· “Sentinel site” monitoring instead of reporting from all the health care institutions

· Shift from the ICD-10 to ICPC at the level of primary care

· Introduction of the health behavior surveys on a wider scale

· Wider application of the process evaluation protocol as a tool of monitoring in the field of health promotion and disease prevention:

a) Introduction of the methods for evaluation of the outcomes of federal, regional and local preventive programs and activities;

b) Introduction of the monitoring of preventive activities within Primary Health Care

· Introduction of the integrated system of health monitoring at the regional level

5. Proposals for the improvement of data for management of HP & DP

As it has been mentioned above, lack of data suitable for an efficient management of health promotion and disease prevention is one of the major flaws of the existing HIS. A proposal to introduce the integrated system of health monitoring in Vologda oblast could be considered as a first step to address the issue at the regional level. According to the proposal, the regional authorities are expected to be supplied not only with the traditional sets of data on morbidity and mortality, but with the data on occupational and environmental health, health behavior and life-styles as well. The latter could be used as a basis for managerial decisions in the HP & DP field.

However, an isolated regional initiative is not enough. Well-thought blueprint of the HIS reform and critical mass of events of the kind described above is required to achieve the real changes in the proposed direction. All the levels – municipal, regional, federal - are to be involved. 

The project generated a number of proposals an implementation of which could contribute to the improvement of data for the public health management. The proposals concern the upgrading and modernization of the data-bases, increasing the number of areas covered by monitoring, building of the multi-layer reporting system.

a) Upgrading and modernization of the data-bases:

The existing data-bases on health are to be upgraded and modernized. In the first run, this concerns registers on diseases. These are to be changed with major focus on the sampling technique. Besides the data on morbidity, the data on the monetary flows and services provided to clients in the various health care institutions are to become available to decision-makers in a compact and easy-to-manage form. To receive the data on social and behavioral factors supporting health, surveys on perceived health, health behavior and attitudes, population health needs, etc. are to be done on a regular basis. The survey results are to be properly processed in order to maintain and update the respective data-bases. If surveys are not enough, these could be supplemented by research on particular subjects done by either research institutes or teams of the researches. 

b) More areas covered by monitoring: 

To receive a full range of data necessary for an efficient management of HP & DP, two major areas are to be covered by monitoring. Those are the following:

· Population monitoring (including public health monitoring and monitoring of HP & DP); 

· System performance monitoring.

I. What is currently available in Russia that is population monitoring in a quite rudimentary form. This is largely reduced to collection of data on health status of the population. Population monitoring is to be necessarily enlarged to embrace such items as health behavior and attitudes of the population, needs of curative and preventive services of the population, impact of public health system and health care system on the above-mentioned indicators. Many things are to be done from scratch here. First of all, needs of population in terms of health promotion and disease prevention are to be monitored. Besides, such an item for monitoring as client satisfaction is to be introduced. At the moment, client satisfaction with the health services provided (preventive services included) is not ranking high among the indicators meaningful for the Russian health authorities. To manage HP & DP, decision-makers are to be aware of the level of client satisfaction with preventive services, i.e. health consultations done by physicians or nurses. 

II. System performance monitoring in its present form is concentrated heavily on curative services. Health care institutions are monitored in terms of a number of hospital beds, number of visits, adequacy of staffing with medical and paramedical personnel. What is almost non-existent is monitoring of monetary flows (costs of curative services, costs of preventive services, comparative analysis of both, etc.) and monitoring of preventive activities. Among the latter, one of the weakest points is monitoring of the federal preventive programs in terms of their effectiveness. Without such monitoring an idea of efficient program management sounds highly improbable. What is also badly needed is systematic description of health education delivered to the population. Furthermore, it is advisable to monitor the activities of non-governmental organizations in the field of health promotion. This information would allow health authorities to coordinate their activities with those of the actors outside the health care.

c) Building of the multi-layer reporting system  

Well-elaborated reporting system is a necessary pre-requisite of an efficient management. HP & DP management is not an exception. In this field, as in many others, decision-making is to be supported by an accurate and informative reporting. The project developed a proposal to create the three-layer reporting system.

First layer of the reporting system is meant for the experts in the field of public health (ministerial workers, employees of the various research institutes). The detailed reports are expected to be prepared by means of an inter-institutional collaboration. The expert bodies would generate two kinds of reports – annual reports, and reports prepared every 3 or 5 years. The former would tell on: 1) monetary flows in health field; 2) provision and use of medical and health services. The latter would tell on the health status, health behavior and attitudes, health needs of the population. The reports of the second type (prepared every 3-5 years) are to be based on the results of the comprehensive surveys and registration data from health facilities. Comprehensive survey would employ the sampling technique with the representative sample covering all the regions of the Russian Federation. The registration data would be reported not from all over the health facilities, but rather from the selected ones, so-called “sentinel sites”. 

Second layer of the reporting implies the summarizing of what has been done at the first one. On the basis of the above-mentioned three reports (2 annual, 1 prepared every 3-5 years), the Joint Report is to be produced. This lengthy paper (80-100 pages), although concise and rigorous, is to be submitted to decision-makers, administrators and various partners in the public health field. In distinction from the current practice when the annual Gosudarstvennyi Doklad (State Report on Health of the Population) is prepared by only one, although distinguished, research institute with all the unavoidable biases proceeding from this very fact, the Joint Report is to be produced by a task force representing the various expert bodies including the experts of the Ministry of Health. The Joint Report could be issued either annually or biannually. 

Third layer of the reporting creates the final product for the use of a broad audience and of politicians. The MoH’s experts are expected to prepare a shorter version (20-30 pages) of the Joint Report. This is to be written in an easy-to-read, smooth language. The Report is not to be overburdened with minor details unintelligible to lay-reader. The Report pinpoints the needs for corrective actions and outlines directions of change in health policy. The National Parliament or/and Cabinet of Ministers could serve as the forums where the paper would be discussed. The Report has to be easily available for everyone who takes interests in it. This implies that it is to be printed in a sufficient number of copies, put into the public libraries and placed in the Internet. This would help to overcome the current semi-secretive practices with the Gosudarstvennyi Doklad and keep the population informed. 

Summing up, we can tell that the project’s proposals, if implemented, could contribute substantially to the improvement of data for management of health promotion and disease prevention. Proposals are the following:

· Upgrading and modernization of the data-bases 

· Increasing the number of areas covered by monitoring 

· Building of the multi-layer reporting system
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The report on the Process Evaluation on Health promotion in Vologda region 1999-2000.

Summary

Usually an evaluation of preventive programs in cardiovascular and other noncommunicable diseases (NCD) is based on changes in their mortality, morbidity and risk factors. It takes long-term observations. But presently we know that there is correlation between the mentioned above indicators and intensity of intervention. One can make a prognosis for effectiveness of these program if to evaluate some its components in a short period of time. Process evaluation assesses the intensity of the intervention, its cost, the short-term results. First of all this method includes qualitative indicators for every strategy, every process which takes place in the program implementation. 

“A handbook for process evaluation in NCD prevention” was created by international WHO/CINDI Program in 1998. The method and indicators proposed by this handbook were used for investigation of the situation in NCD prevention and health promotion in Vologda region in January, 1999. Usually the method of process evaluation is used during all stages of the program in short time intervals. In this case process evaluation was used retrospectively for evaluation of processes which have been conducted or have been conducting presently. This investigation showed some difficulties existing in the region in NCD prevention and health promotion. The results and recommendations of this investigation were used for elaboration of the policy for health promotion and disease prevention in Vologda region. Process evaluation showed that this is a good possibility for investigation and assessment of the existing situation in a region.

In May, 2000 the process evaluation was used for the second time to investigate how the strategies and the processes in health promotion and diseases prevention are developing in Vologda region. During 1999-2000 TACIS program has been implementing in this region. Process evaluation showed that there were important chnges in developing of NCD prevention and health promotion. The policy document “Vologda region: Health 21” has been created and approved by partners. Legislation “Health care in the Vologda region” was prepared. These documents are ready for an official acceptance. During this time a coalition and intersectoral partnership between health and nonhealth structures and organizations was built. The extremely positive result is a political and financial support of all prevention activities by the government of Vologda region.

There are structural and functional changes in several organizations aimed to improve health promotion and diseases prevention in the region. There is a very good correlation with mass media. The strategy on education of population is implementing through mass media, medical professionals, the rooms for medical prevention, the schools of health promotion, the Health Days. 

Certainly, there is a need to develop and improve prevention in the region further. The results could be more effective if the collaboration between the partners were more active and close, if more nonhealth partners such as enterprises, commercial organizations, nongovernmental organizations, participated in these activities. Involvement of nurses in the activities on nonmedical prevention of high blood pressure could increase of effectiveness of physicians’ work. The strategy on monitoring and evaluation of the activities could be developed more actively.  

Process evaluation showed that during TACIS program implementation there were the certain influence on prevention and health promotion by technical and financial resources, activities on education, coordination and mobilization of various structures. Without any doubts this work was initiated, but it takes a continuation in the same direction for a long period of time to achieve the results on improving of population health. The results of process evaluation showed that this moving took a right way.

The method of process evaluation assessed the existing situation in health promotion and disease prevention, the changes taking place during 2 years. On the base of these changes one can assume that further active implementation of the strategies and the processes will influence on other health indicators of population in Vologda region. Such approach can be used as an innovative method for evaluation of the existing situation and its monitoring in other Russian regions. 
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Health Communication

Summary

Our report is written in order to give an overview of the seventeen-month project work in the field of the health communication in the City of Vologda and to provide with recommendations all those interested in improving health communication effectiveness.  It is addressed to the decision-makers, policy-makers, medical and non-medical professionals, teachers, and active citizens (those working in self-help and environmental groups, entertainment, community organizations, industry, i.e. employers and trade unions). We hope that they will benefit from our experiences - both positive and negative ones. 

On the basis of the situation analysis of the mass media work and the needs of the provider and target groups we identified the main problems, set objectives and priorities.  Using various means of health communication (printed and audiovisual materials, mass media work, events, personal communication, training, etc.), together with our counterpart we created conditions for improving the sphere of health communication.              

The main goals of the project were identified as:

to establish intersectoral co-operation between the mass media and health promoters from various sectors;

to increase the amount and improve the quality of health information for the population using the latest methods of health communication;

to support the regional health authorities in setting up a press center.

To reach the above-mentioned objectives we:

organized training, workshops for the health promoter and administration officials and a study tour for journalists;

launched the journalists’ competition;

produced audiovisual materials, designed the project’s symbols and web-page site;

carried out community participation events.

The results achieved by carrying out the project’s activities were as follows:

the intersectoral co-operation was enhanced

the health information dissemination intensified

a press center was established

We would like to point out that effective health communication is a means of increasing the population’s knowledge of the health issues and supporting individual life style changes. It is a process that can be as complex and controversial as it is crucial to public health and our future.

Introduction

1.1 What is Health Communication

Health communication is a tool of delivering health messages via the mass media and personal communication.  The aims of the health communication can be either to increase public awareness concerning health-related issues or to support active health behavior changes.

The functions of health communication are as follows:

to promote positive messages about healthy lifestyles

to improve the quality of life

to encourage an holistic approach to healthy living

to improve the effectiveness of health services now and in the future

to share information about best practice

to provide support to all those who share similar aims, and to build supportive alliances across local national boundaries

to counter those intending upon damaging public health and the environment

1.2 Why we need Health Communication

Health is one of the main public and individual resources. Today life expectancy in the Vologda region is approximately 58 years. Over the period of 1987-1999 there was a rapid mortality rise and birth rate drop.  Mortality increased by 35% from 12,0 to 16,2 (per 1000 people).  

The first cause of deaths in male are diseases of the circulation system (48%), traumas (accidents, injuries and poisonings) (21%), and neoplasms (16%).  These three causes make 85% of mortality in male in the region.  The number of deaths from accidents in able-bodied men is close to the number of deaths from diseases of the circulation system (32% against 33%).

The first cause of deaths in female is diseases of the circulation system – 69%, neoplasms – 12%, and accidents – 5%.

Therefore, cardiovascular diseases, accidents and injuries, neoplasms (cancer and others) and respiratory diseases are the most common causes of death.  In most cases the above-mentioned illnesses have multi-factorial genesis, one of which is risk factors.  

Thus, reducing the number of smokers and alcohol consumers, increasing physical activity, healthy nutrition and stress management can considerably lower the number of deaths caused by the risk factors. 

The health communication is one of the necessary conditions for the long-term behavioral change and avoidance of preventable illnesses (such as CVD and communicable diseases) causing death.  It is a means of increasing the population’s knowledge of the health issues and supporting individual life style changes. 

1.3 Concepts of Health Communication

Health communication is based on two main concepts, which require further explanation: social marketing and social learning.

Social marketing

Social marketing is an approach to directed change that is intended to increase the acceptability of new ideas to target audiences by applying marketing strategies adapted from commercial marketing to social issues, such as improved health. Strategies of social marketing include (a) consumer orientation, (b) audience segmentation, (c) using formative evaluation research methods (including pre-testing), (d) the use of symbols.

consumer orientation

Consumer orientation deals with identifying the consumer needs and satisfying them in the most efficient way.  It also means to be responsive to the consumer needs and wants, tailoring activities and providing services. There is not only a requirement to satisfy customers’ and clients’ needs but also to follow the requirements of the providers of services or organizations carrying out activities concerning health issues. The following checklist supports you in decision-making:

	Function 
	Questions

	Problem identification

Setting goals
	What is the problem?

What sort of need is it?

What are the aims and appropriate response to the need?

What is my goal?

At what point am I?


audience segmentation:

Selecting target groups (identifying the people who are intended to benefit from activities) according to the criteria such as social status, income, marital status, place of living is not sufficient because the modern marketing describes the target groups as quickly changing. The reasons are the increasing segmentation and individualization of the society. The following table supports you in choosing the target groups:

	 Function
	Questions

	Information about the target groups 
	Who is concerned?  

Who is intended to benefit?

Do I speak the language of my target group?  Which mass media is the most popular with the target group?


using formative evaluation research methods such as survey  

A survey can be carried out in the form of:

postal interviews

face to face interviews

telephone interviews

rapid assessment, e.g. focus group

the use of symbols

To illustrate functions and goals of symbols we would like to use the example of Coca-Cola. The product of Coca-Cola has a specific design (e.g. color), and slogan “Always Coca-Cola”.  Therefore the function of the symbols is to appeal to people’s sub-consciousness and to create associations between the product and positive emotions when perceiving the symbols.  

Social learning theory 

The basic idea of social learning is that individuals learn by observing individual models, who perform particular behaviors.  The models may be in everyday life, or they may be depicted in the mass media.  The examples of practical usage of the model social learning theory in health promotion are AA-groups, peer-training, smoking cessation events on TV or prime time television series.  These series (e.g. soap operas) show characters with positive health behavior, which is attractive to the audience and rewarded in the story line.

Situation analysis in Vologda by the beginning of 1999

In analyzing the work of mass media in the Vologda Region we were guided by the following criteria:

Accessibility  (every person regardless of their age, occupation or social status should understand the language and style of an article, a TV spot, etc.)

Wide range of topics, broadening the population’s knowledge

Adequate coverage of health issues such as risk factors concerning cardiovascular diseases (nutrition, physical activity, stress, smoking, alcohol consumption), etc.

Coverage of reasons for diseases and ways of their avoidance and prevention

Emphasis on the necessity and importance of self-care in health

Positive contents

Attractive design

Following these criteria, the analysis of the work of mass media carried out in the beginning of the Tacis Preventive Health Care Project outlined the following situation.

● Publications on health issues were not regular and were often written in a non-positive and unclear way and not intended for target groups.

● There was inadequate cooperation between health professionals, journalists and editorials. 

● The mass media didn’t take responsibility for health of the population, because it was viewed as the task of the health sector only.  For this reason TV and radio contributions were irregular. 

●  One of the results of the health behavior survey carried out by the Project and the Russian Academy of Sciences in the Vologda region indicated, that the most of the respondents receive the health information from mass media in the first place and only then from health professionals in the second place.

●  There was neither a contact place in the region for the journalists to receive health information from, nor a responsible person among health- (physicians, psychologists) and other professionals (teachers) whose duty would be to contribute materials on health problems in the region to the mass media.  The Mayor and Governor press secretary’s terms of reference did not include such duty as to provide mass media with health-related information or to launch health communication campaign.

● The existing leaflets, brochures, video spots were old-fashioned, unattractive, overloaded with information and appealing to negative emotions of the people.  

●  The events like the Anniversary of the City carried out by the regional and municipal administration were not used to increase the community awareness concerning health issues.  They were not aimed at the active community involvement but at the passive consumer role of the population.

Objectives of the project

Having completed the situation analysis we set the following objectives of the project:

To establish intersectoral co-operation between the existing newspapers, radio and TV and the representatives of the institutions working in health promotion and disease prevention/

To disseminate the information on health as life value among the population by increasing the number of publications, TV and radio programs, designing and printing leaflets and producing TV spots on risk factors (smoking, alcohol, physical inactivity, nutrition, stress), STDS and AIDS, by organizing events.

To implement mass media campaign aimed at increasing the public awareness on risk factors.

Due to the project’s time limit and the ineffectiveness of the mass media campaigns alone the project was not aimed at the health behavior change.

To support the regional health administration by establishing a press center dealing with health information

Activities

Setting priorities

In the beginning of the project the interdisciplinary working group consisting of the representatives of the Center for Preventive Medicine, AIDS Center, Family Planning Center and Drug-Abuse Clinic was established.  The co-operation within the working group and between the project experts and Regional and Municipal Administration was hindered for a number of reasons.  We had to overcome the fear and distrust of the working group in dealing with mass media, their excessive self-assurance in knowing how to work. In course of our work the need to optimize the skills in communication with mass media was identified.

As to the mass media we had to deal with their demand to be paid for publications, radio programs and showing TV spots on risk factors.  Furthermore, we had to initiate the process of changing the attitude of journalists to take responsibility upon themselves for the information on health issues that they deliver.

After we became aware of the above-described situation the first step was to appoint a press secretary. The project set strong links with TV and designed regular radio programs. Unfortunately the publications concerning health issues in newspapers contributed by the project were inadequate.  For this reason in the last phase of the project we decided to hire a print journalist, who will continue to work as a press secretary within the health care system upon the project completion.

In relation to the results of the situation analysis we designed time schedules each three months. We would also like to point out that prior to designing activities it is important to estimate the budget.

We used the following means of health communication:

Mass media work (newspapers, radio, TV) by means of journalists’ competition, press clubs, press conferences, editorial visits, press releases, press maps, publications, radio program, individual meetings. 

Print media  (production and distribution of the project brochures, leaflets on risk factors: smoking, nutrition, stress, etc)

Audiovisual Communication  (TV spots on risk factors smoking, nutrition, stress, etc.)

Display materials (the production of posters)

Event communication (events like Summer and Winter Health Days. The Summer Health Day was timed to the celebration of the city’s anniversary).

Electronic media (the designing of the project’s web-page site)

Launching the mass media campaign on informing various target groups about risk factors.

4.2 Implementation

The preparatory phase lasted from January 1999 to February 2000. 

The following activities were implemented: 

We organized two training seminars and workshops for the administration officials aimed at optimizing their skills in communication with mass media. The participants were trained on how to handle interviews with newspaper, radio and TV journalists, in writing press releases and in organizing press conferences. 

4 journalists participated in the Annual Meeting of the European Health Communication Network in Copenhagen in order to acquaint them with the methods of establishing health communication

We prepared and launched the journalists’ competition on the best newspaper publication, radio or TV reports concerning health to increase the interest of the journalists and chief editors in supplying population with health information. The prize was a study tour to Finland.

We designed the logo and slogan of the project in order to appeal to people’s sub-consciousness and to create positive associations with them.

We elaborated and produced audio-visual material (TV spots on risk factors, nutrition, smoking, stress, etc.) web page site, print material (leaflets, brochures on the same issues), visual aid (the production of posters).

We arranged individual meetings with journalists and chief editors and carried out press conferences and press clubs.

We provided regular information in form of press releases on the project’s achievements.

We organized such events as the Vologda Summer Health Day and two Winter Health Days aiming to re-orient the Vologda population from passive consumer roles into active actors of their own health. 

By using intersectoral approach various sectors got an opportunity to realize their potential and creativity in interacting with the population and among themselves (e.g. among the mass media, health care department, institutions working in the field of health promotion like the AIDS Center, the Center for Preventive Medicine, voluntary groups like AA, educational department).

Based on the investigation of the needs of the various target groups the activities during these days were tailored for each group.  The days were organized and implemented by representatives of various sectors, which became a significant step forward in stimulating intersectoral co-operation. 

-
We supported the Center for Preventive Medicine in learning the ways of establishing health communication in the City of Vologda.

Unfortunately, due to some objective reasons we were not able to follow the time schedules.  For example, the designing and production of leaflets and video spots took more time than we had expected.  One of the reasons for this was contradictory views on the leaflets’ and video spots’ design and content.

The second phase was concerned with supporting the regional health administration in establishing press center, further enhancing intersectoral cooperation, increasing the number of newspaper publications and devising an additional radio program for the youngsters.

The third phase will be to launch the mass media campaign in the City of Vologda starting with 1 June - 15 July. 

Results

By June 2000 the following results have been achieved:

The intersectoral co-operation between the newspapers, radio and TV and the institutions working in health promotion and disease prevention has been established.

E.g. using the holistic approach two Vologda Winter Health Days and one Summer Health Day have been implemented (see 4.2).

The degree of supplying the population with information on health issues has increased:

The number of newspaper publications has increased

A new radio program “Vologda for Health” on Europe Plus has been designed, which goes on the air 4 times a month and lasts for one hour

The frequency of radio and TV news has risen.  See table.

	Mass media
	Number 

	TV spots
	40

	Newspaper articles ( in the city and region)
	76

	Press conferences
	9

	Press clubs
	8

	Press release
	20

	Radio programs
	4

	Radio spots
	84

	Radio program ‘Vologda for Health’
	17


The regional health administration has established a press center located in the Center for Preventive Medicine.

The mass media campaign aimed at increasing the public awareness of risk factors will be launched on 1 June and last till 15 July.

Conclusions

The situation analysis carried out in beginning of our project showed that the work in the field of health promotion and disease prevention was inadequate. The health sector was focused rather on curative than preventive methods of work.  Considering the fact that in the Vologda Region as well as throughout the whole Russian Federation CVD are on the first place, traumas (homicide, suicide, accidents) are on the second place and STD and AIDS morbidity is increasing, health communication became one of the tools of improving the existing situation. 

Health communication network in the Vologda region is one of the necessary conditions of the long-term behavioral change and avoidance of preventable illnesses (such as CVD and communicable diseases) causing death. 

Health communication builds upon intersectoral cooperation, using means like printed and audiovisual material, visual aid, events, work with mass media aimed at increasing the population’s knowledge of health issues and thus creating public awareness.  Due to the project’s time limit it was not possible to establish health communication network in the Vologda region. 

In course of our work we arrived at the conclusion that the health communication implementation process is a continuous and a complicated one, requiring much time, energy and profound understanding of the current problems and needs.  The degree of success of health communication is directly bound up with how well the existing structure of the mass media and health promotion system is put together and how willing they are to cooperate.

4. Recommendations 

Media strategy 

Working in the field of health promotion and disease prevention the organisations have to clarify the following principal questions in order to estimate their current work with mass media:

Why is the organisation seeking publicity?

How often does it seek publicity, and for what purpose?

How often is it approached by journalists, and what do they want to know?

What day-to-day procedures has it practiced so far to deal with enquiries from the media? 

Has it laid down clear policy guidelines about formal (and ‘informal’) contact with journalists?

Are all the staff/members familiar with these procedures?

Do those entrusted with the responsibility of handling media enquiries have the right skills to deal effectively with journalists?

After having conducted the situational analysis of the work with the mass media, strategic objectives have to be set.  They may differ from one organization to another, but the questions that you may be guided by are similar for everyone:

What do you want to reach by seeking publicity? (e.g. to improve the image, to raise popularity or to increase the knowledge of the population concerning risk factors) 
How is media coverage to be sought?

How is it going to deal with enquiries from the print and broadcast media?

The next steps cover the following issues:

Decision to appoint a Press and/or Public Relations Officer.

In making this decision the question ‘Does s/he have easy access to everyone within the command structure of the organization?’ has to be taken into account.

Creating a database of contacts.

Does a database of contacts in all the media relevant to your area of concern exist?

Budget calculation.

What resource has been set aside to cover publicity campaigns and media relations?  How has this budget been calculated? 

Budget expenses include the following items:

● Salary

● Office costs

● Health information material: video spots, audio spots, leaflets, brochures

● Events

Budgets for Mass Media Projects
Below are samples of basic mass media budgets for television and radio. Prices vary greatly from country to country. The purpose of this example is only to show the specific line items you must include in your budget. 

                              Budget for Production of Television PSA

	Item Description
	Unit Price
	Quantity
	Total Cost

	Actors
	
	
	

	Cameraman*
	
	
	

	New video tapes
	
	
	

	Lunch for actors
	
	
	

	Transport to film site
	
	
	

	Edit. studio and technician
	
	
	

	Misc. expenses
	
	
	

	Total Expenses
	
	
	


Note: Items with an "*" will only be used during actual filming days. Days 1 and 2 are for actors' rehearsal only.

                                Budget for Production of Radio PSA

	Item Description
	Unit Price
	Quantity
	 Total Cost 

	Script writer
	
	
	

	Actors
	$ per actor per day
	$  x 3 actors x 2 days
	Total

	Studio technician* (for studio recording)
	
	
	

	Lunch for actors
	
	
	

	Bus transport to radio studio and home
	
	
	

	Edit studio and technician
	
	
	

	Misc. expenses
	
	
	

	Total Expenses
	
	
	


Budget for Production of Printed Materials (Leaflets, Brochures)
	Item Description
	Unit Price
	Quantity
	 Total Cost 

	Writing
	
	
	

	Editing
	
	
	

	Design and Layout
	
	
	

	Printing
	
	
	

	Organising the distribution
	
	
	

	Total Expenses
	
	
	


Tools of communication

When seeking publicity the usage of various tools of communication is available:  

Mass media work 

Mass media campaigns

Print media  (the project’s brochures, leaflets)

Audiovisual Communication  (TV and audio spots)

Display materials (posters)

Public Events 

Electronic media (the designing of the project’s web-page site)

Message

Every organization dealing with Health Promotion and Disease Prevention has a distinct style and message depending on the course of their work.

When delivering messages they have to decide what they want to say, locate the people to whom they wish to say it, then pass on the message.

The way in which information is presented can be crucial to its successful delivery. The accuracy of perception of the message that people actually receive depends on:

the language (the message has to be understandable for the target audience – children young people, parents, pensioners)

imagery (the message  provides a stronger influence on its receiver when it creates images and strong associations ) 

circumstances in which the message is delivered, 

who delivers it, 

to whom it is delivered (it may be interpreted differently depending upon the attitude and belief systems of the recipients and their relationship to the sender)

how it is delivered (the medium used – leaflets, posters, broadcast advertisements, official announcements; the context of the message, the ‘tone of voice’ and  the body language have to be congruent).

Good journalists are aware of these complexities.  They do not simply repeat whatever they have been told, but try to place it in context.  They mediate the message, checking the accuracy of what is being said and reporting alternative points of view – so that the public are in a better position to make judgements for themselves.

Each type of medium has to face different challenges:

Print journalist
Explain complex issues as simply as possible


Supply informative/authoritative quotes


Provide visual clues





On-line journalist
Maintain ‘immediacy’ to keep ahead of rival media
Display material effectively


Provide authoritative ‘links’

Radio journalist
Keep the listeners’ attention 


Provide clear and comprehensible voices


Illustrate differences of opinion

Television journalist
Produce pictures that attract audiences


Explain complex issues simply and visually


Demonstrate value for money

Mass media

The work with mass media can consist of the following elements:

press conferences, 

press clubs, 

press releases, 

newsletters, 

press maps, 

interviews, 

publications,

radio and TV programs, 

journalists and editorials competitions

editorial visits, 

personal meetings 

Press conference 

Press conference is a formal way of informing the mass media about the organization’s activities, events, survey results, experts’ arrival, etc.  The main theme of the conference has to present considerable interest to the mass media so that to ensure an exhaustive coverage of the theme in all types of media.

Two or three weeks prior to the press conference a packet containing an invitation, a press release, and a list of participants of the press conference has to be sent out to editorials.  A week before ‘check calls’ and the list of accredited journalists from different media should be made.

The number of the participants of the press conference shouldn’t exceed 4 persons.  In our case they usually are in the person of the Project Manager, Head of Municipal/Regional Administration, Press Manager and active citizens.

The duties of the press manager in time of preparing and holding a conference include:

responding promptly and professionally to all media enquiries

writing a press release for the mass media

keeping a record of all the questions raised during the conference

getting acquainted with the contents of articles, TV and radio reports that are ready to come out after the conference in order to avoid errors and falsities

making a table of all the post-conference publications, including press release

Here are some keys of organizing and holding a successful conference derived from our experience:

To appoint a small number of participants (4-5)

To keep to fixed time frames (not more than 40-60 minutes)

To make information calls to agree upon a convenient time of the conference with the mass media before fixing it.  This ensures a full turnout of the participants and enables the mass media to broadcast and publish the materials immediately after the conference, otherwise there is always a risk that the materials will be considered outdated.

To make a ‘rehearsal’ of the course of the conference, the order and division of questions and answers among the participants for the sake of more effective organization and saving time. 

Press club

Press club is an informal meeting which can be held two or three times a month.  Its advantage is in its ‘informality’ and better popularity with journalists. Press club is one of the ways to keep the media informed on what is happening in a project/organization and its future plans.

The press club the ‘Fourth Power’ within the framework of the Tacis Russia Preventive Health Care Project appeared after holding two large press conferences in November 1998 and January 1999, and consists of the journalistic working group and participants (not more than two persons).  The press club also welcomes new representatives of the mass media.

One of the aims of conducting press clubs is to be in the know of the existing opinions and proposals of the mass media concerning the project’s work.

Our recommendations on conducting press clubs would be as follows:

Don’t confuse ‘informality’ and ‘familiarity’ or ‘permissiveness’.

Despite the fact that the settings should be informal so that to secure freer communication, the press clubs shouldn’t turn into an idle talk or a party.  Everyone should see the aim of the meeting clearly and keep to the agenda.

Try to avoid inviting opponent journalists as it may hinder the informal communication and create certain tension which in unfavorable for such activity as press club.

Encourage the presence of several journalists from one and the same media/editorial in the press club.  It gives them an opportunity to select one of the topics they find most interesting to be covered later in the type of media they belong to.

A place of the meeting doesn’t have to be fixed and may vary as long as it disposes to informal communication and free opinion exchange.

The materials following up the press club may or may not be published.  This decision is usually left to the journalists proper.  As a rule, TV and radio reports are more frequent than newspaper publications taking into consideration the informal nature of press clubs.

Press release

The primary purpose of a press release is to gain publicity for the news or views it contains (about an event or in response to something that has happened).  There are many different types of press release.

The news release literally announces something new that has happened or is about to happen – the opening of a health center, the appointment of a new chief executive, the launch of a health product, or the results of a survey.

The press statement offers an instant reaction to latest announcement of government policy or a critical comment about something that is already receiving media attention.

The calling notice gives advance warning to the media that something will be happening soon – a visit next week from a celebrity or an overseas delegation, for instance, so that they can out it in their diary, make some background enquiries, or book interviews.

The photo-call announces that something visual or someone photogenic is available at a certain time and place, so the film crew or photographer can come and get good pictures.

Writing a press release

Use headed notepaper.

Use only one side of the page if possible.

Make sure it includes all your address, telephone, fax and email details.  Date it and indicate who it is intended for.

Describe your story with a simple headline.

Get all the significant details of the story into the first paragraph.  It should be designed to make the News Editor want to read on and include you in the news agenda.

The press release should answer the question who? what? when? where? how? and why?

Include a succinct quote that contains your key message, giving the name and status of the speaker.

Finish the text off with more detailed information which helps to explain the importance of the subject matter.

Always give a contact name and telephone number (24 hours).  Use this space to give extra background information and/or to suggest a time and place for a photo-opportunity.

Send a copy of the press release to everyone who will be affected, including your organization and everyone mentioned or otherwise related to the contents of the press release.

Newsletters

Advantages of Newsletters:

It keeps colleagues (and the public) in touch

It is a source of basic information

Producing it reminds you about your key tasks

It can generate debate

It provides a record of achievements 

It increases the interest of others in the work done

It motivates others to get involved

It may generate (sales/advertising) revenue

Drawbacks:

It is time-consuming

The costs might outweigh the benefits

It can harm ‘public relations’ if badly produced

It can become just a platform for the opinionated

Distribution is always a problem

What work is involved?

Devising the contents and commissioning articles and pictures 

Writing, editing, design and layout (production)

Finding a printer

Organising distribution

Calculating the costs, finding the money, and keeping to the budget

Managing the process

What makes a good newsletter?

Readability

Clarity

Relevance

Effective design

Consistency/regularity

Interviews

There are three types of interviews:

● Radio interview

● TV interview

● Newspaper interview

Sometimes it happens that journalists call by telephone and ask questions.  Please avoid giving answers by telephone; welcome their interest and as an alternative suggest a personal meeting. Don’t be afraid to decline an interview if you are unhappy about the motives, you are under no obligation to take part, but please try to decline the interview in a tactful way.

Before giving the interview clarify the following points:

Which programs use interviews?

How many minutes?

What is the tone (bland, chatty, aggressive)?

How long is the average answer before the next question?  Time it!

Are they recorded or live?

Are they on location or in the studio?

Who are the presenters or interviewers on the programs who might be interested in health?  What is their life style?

Prepare your message

Select a health promotion topic that you are familiar with and identify three key points you would want to put across in radio or television interview.

make a note of the key messages you want to get across, and try out different ways of expressing them;

check your facts and figures related to your key messages;

try to render the message in an interesting way using anecdotes, analogies and examples from your own personal experience that illustrate the points you want to make.  Human stories stick in people’s minds;

don’t learn a prepared script off by heart, it sounds insincere and you will become nervous about forgetting your ‘lines’;

before the interview try to agree what sort of topics are likely to be covered;

Practise your presentation

Get a partner to act as your interviewer, and record your interview on an audio or videotape.  Ask a third person to be an observer.  Play the tape back and assess your performance:

Did you sound/look lively, alert and convincing?

Was you voice clearly understandable?  What did it sound like for speed and pitch?

Did you get your key points across?  Did you do so in an interesting way?  

Were you able to deal with ‘difficult’ questions?

During the interview:

be friendly in your responses and try to address all the listeners;

be positive: emphasize the good news, not a series of don’ts. Tell people what they can do and emphasize the benefits

keep your message simple and try not to confuse the listeners (who may know little about the topic);

avoid jargon, technical terms abbreviations, sexist language;

maintain a normal speed of speech and watch the interviewer for signs that you are going on for too long (more than two minutes) – that may reduce the effectiveness of the interview and even misrepresent your idea;
don’t be afraid to admit you don’t know some points or to apologize for mistakes; it is better than pretending that you know everything when it is obvious that you don’t; 
try to record your interview to learn how to be more effective next time;
if a program goes well, congratulate those involved – it will increase your chance of being remembered and asked again;

use the regulatory mechanisms if a serious injustice has been done, but don’t make emotive criticisms about the way the topic was handled.

Radio and TV

You will use mass media more effectively if you understand the strengths and weaknesses of each method. Below we examine the strengths and weaknesses of radio, television and print media and provide examples of how to use each medium to achieve different communication goals. 

A. Radio
     Strengths:

Radio can reach both literate and illiterate audiences with messages in their own language. 

Radios are relatively inexpensive and available to many people. 

A radio can use batteries, so it is useful in areas without electricity. 

Broadcasts can be repeated many times during the day. 

Radio production is relatively inexpensive. 

     Weaknesses:

radio is not useful for teaching people how to perform an activity that requires a demonstration, such as

opening a condom packet, putting on a condom, or disposing of a condom correctly. 

If listeners do not hear or understand the message correctly, they do not have an opportunity to ask for

an explanation. However, in your radio message you can give listeners a place to go to for additional

information. 

some people do not have access to a radio.

Types of Radio

Newscasts

Health Programs

Dramas (soap operas)

Current Affairs Shows

Spots, Jingles and PSAs

Call-in Programs

Live Audience Shows

B. Television
     Strengths:

You do not need a formal education to understand what you see and hear on television. 

Television allows you to show people how to do something. For example, you can show how to buy condoms, ask for treatment at an STD clinic, or ask a partner to use a condom. 

People can see and hear role models acting out positive behavior on television. 

     Weaknesses:

Television may not be available in all areas of the country. 

Televisions are too expensive for some people. 

Producing a TV program can be more expensive than radio or print media. 

If the listener does not hear or understand the message correctly, he or she does not have an opportunity

to ask for an explanation.

Types of TV Shows

News and Current Events Shows

Panel Discussions

PSAs

Drama series (soap operas)

Comedy Shows

Working with Print Media

Local newspapers are an excellent medium for health promotion in a local community.  Local journalists will be interested in newsworthy health issues and it is worth studying the newspapers to see who writes about health topics.  This is a checklist of what to look for when researching a paper:

Basic information:

When is it published?

What are the deadlines for copy?

What locality does it cover?

The newspaper:

What is the style (bright, sober, campaigning, etc.)?

What is the average length of articles (often different for news, business, features)?

What percentage of articles has photos?
How many photos per page?

How are photos used generally?

How are quotes used?

The subjects:

What sorts of stories are used (local, jolly, controversial, educational) and how are they treated?

What is the ratio of coverage for news, features, business, diary, etc.?

How long and how full is the ‘events ahead’ section?

Are there special sections or supplements on health, education, women, etc.?  How long and on what day?

Are there regular columns?  What are their special interests?

The language:

What is the average length of sentences?

What is the average length of paragraphs?

What kind of language is used (multisyllabic, slangy, turgid, lively, short and simple)?

Your special interests:

Anything in the papers that may be of special use to you or to your organisation?

Strengths and weaknesses of print media: 


Strengths:
Readers can read a story many times to confirm their understanding. 

A single newspaper or magazine is often passed on to several friends or family members, so many

readers can take advantage of one. 

Some people believe that printed stories (in newspapers) are more reliable than stories on the radio or television

Since you can keep a newspaper or magazine forever, people can hold on to important information for future reference. 

     Weaknesses:

Print media are only useful for people who can read and who can afford to buy them. 

If the government controls print media, some people may not take them seriously. 

It is difficult to correct mistakes in print media. 

Types of Newspaper and Magazine Articles

Article Series

Question and Answer Columns

Regular Health Columns

Letters The Editor

Inserts

Written Materials (Leaflets, brochures)

Always test materials on a sample of consumers (focus group).  Do not assume that you know what focus groups like, want or need – ask them.

Use color, layout and print size to improve clarity.  Large print may be helpful for older people.

Use plain language.  Simple words and short sentences are vital. Use the active rather than the passive voice, avoid complex constructions.

The message should not evoke fear or negative emotions in the reader.

Making the most of display materials (Posters, display boards and stands)
Be brief and to the point.  Keep the objective firmly in mind.  Do not include material which is irrelevant – it will only serve to distract from the main message.  

Emphasize the key point(s).  Use size of lettering, style or color to achieve this.  Place them just above the center of a display, which is the point of maximum visual impact.

Use language the audience understands.  Explain any unfamiliar technical terms.  If possible, express the message in both pictures and words.  Test it out on a few people to ensure that you have no unexpected ambiguities in your message (e.g. does the phrase ‘beating heart disease’ refer to information about how to avoid getting heart disease, or is it information on a health problem known as beating-heart disease?)

Be bold.  Words and pictures should be as large as possible.

Make the most of color.  It can create continuity; for example, a repetition of background color can link a series of posters.  Color can be use to identify parts of a diagram or highlight important information.  Choose colors with care, because responses to color are emotional, e.g. blue is cool, green is soothing, and because colors may be associated with certain messages, images and places, e.g. red for danger, purple for funerals, white for clinical cleanliess.

Use the display site to best advantage.  Busy corridors can only be useful sites for posters with immediate appeal and few words.  More information can be conveyed in a waiting area and it may be possible to supplement displays with leaflets to take away.  Ensure that writing on displays is at eye level and large enough to be read without having to move from the queue or the chair.

Be aware of lighting.  Daylight is unreliable; spotlights directed on to a display are ideal.

Launching Mass Media Campaign

Before launching the mass media campaign several issues have to be clarified. 

Determine the goal (it has to be achievable, measurable).  Do you want just to inform on a certain health issue or to initiate or to support behavioral change in lifestyle?

Fix the time limit of the campaign.  You should bear in mind that the mass media campaign on initiating or supporting behavioral change is usually a long-term one.

Decide on the best way of achieving the goals.

Identify both financial and human resources.

Are there institutions that can provide assistance to the client in changing his/her lifestyle?

Are there health and other professionals who are willing to participate in the campaign?

Are their skills appropriate for the participation in the campaign?

Plan evaluation methods to assess the process and outcomes.

Set an action plan. 

Action (implementation → evaluation → correction if needed → further implementation)

The Criteria of Successful Campaign 

Effective health communication campaigns combine mass media (TV, radio, newspapers, and print media) with community, small group and individual activities, events supported by existing community structures.  

Effective campaign should be focused on target groups.  

Effective health campaign should have a distinctive slogan and logo (e.g. ‘Love without AIDS’)

Repetition of a single message makes for a more effective campaign.

Campaigns are more effective if they emphasize current rewards rather than the avoidance of distant negative consequences (refer to the world campaign ‘Quit Smoking’).

More effective campaigns involve in their design and operation key power figures and groups in mass media organizations and in government bodies.

More effective campaigns utilize educational messages in entertainment contexts (this is called the education-entertainment strategy).

More effective campaigns are coordinated with direct service delivery components (e.g. hot line numbers for information or counseling), so that immediate follow-through can take place if behavior change begins to occur. 

Mass media campaign should have a positive message but not appeal to fear and negative feelings.

Mass media should use web-page site to increase visibility.

The role of the government in campaigns is mainly to provide funding for campaign activities and appropriate leadership on controversial issues.

Celebrities should be involved in campaigns providing positive role models.

Journalists’ and Editors’ Competition

These competitions are mainly used to motivate journalists and editorials in their better covering of health issues.

An effective journalists’ competition:

Has a clearly stipulated deadline.

Concrete criteria of competition e.g. clear and transparent language, interesting and positive content, 

Has errorless budget calculations (What is the prize and can I afford it?).

ANNEX 7.3.5.

Three demonstration programs

ANNEX 7.3.5.1.

Health promoting schools in Vologda region 

(under preparation by Kostovic) 
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Workplace Health Promotion Program in Electrostal
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Workplace Health Promotion Program in Electrostal

1. Starting Position

The Tacis Russia Preventive Health Care Project supports the development of contemporary concepts for Health Promotion and Disease Prevention (HP/DP) in the Russian Federation. Within this framework the City of Electrostal (Moscow Region) has been chosen as pilot re​gion for the implementation of practical measures. Being an industrial town with previous experiences in HP/DP in one of it’s big steel factories the purpose was to develop the Work​place Health Promotion (WHP) approach further. 

Target groups are teachers, health care workers and city administration employees. The rationale for this choice was, that persons who experience health pro​motion for themselves will more convincingly and effectively transfer the idea to the population. A mid-level school, the central city administration and a policlinic for children were selected as pilot institutions including a total of 370 staff. 

When program development started in February 99 local health administration and health professionals but also Russian health promotion specialists were sceptical about the idea of WHP. The present Russian socio-economic situation was seen as the main obstacle: Re​sources are scarce. Unemployment is high. Many enterprises struggle for survival. Managers as well as their staff were suspected to have other priorities than health promoting activities. 

To determine needs of the target population related to WHP the survey „Needs of Target-group-members, Workplace Health Promotion Program, Electrostal“ was carryed out. 63 administration employees, 43 teachers, 24 physicians and 68 nurses ( of them only 2 male) belonging to institutions selected for the implementation of WHP interventions filled in a questionnaire with multiple-choice questions, open questions and gave information on weight, height, blood pressure and smoking behaviour. Results of the survey demonstrated that 

33% of participants have a BMI between 25 and 30, around 13% one above 30. Mean BMI 25,5.

Self reported blood pressure is elevated (>=160/96 mmHg) in 9% of the questioned.

17 (11%) participants reported smoking.

The employees of the  selected health  care institutions have a lower prevalence of risk factors than the total group of all nurses and physicians in Electrostal. Teachers in our survey more frequently smoke or have increased BMI than the total teachers population.

Main self reported factors influencing health negatively are stress, unhealthy nutrition and low physical activity.

As causes of stress disturbed communication/relationships with clients and colleagues, organisational problems at work and problems at home are the most frequent mentioned.

The activities which would attract the highest participation are stress management, risk factor measuring and counselling as well as activities dealing with healthy nutrition.

So, a problem assessment showed that besides traditional risk factors, - overweight and low physical activity -, stress was considered an important factor influencing health negatively. A closer look at the causes of stress discovered many organisational problems at work as well as difficult communication with clients, colleagues and management. In Germany and Scandina​vian countries a settings approach, the so called “Health Circles”, is used with great success to tackle these problems. In general settings approaches, which use organisational development to solve health related problems, are uncommon in Russia. The Health Circles are com​pletely new. 

2. Processes in Implementing Workplace Health Promotion

From the start the component focused on practical work. Development of interventions was done in a participatory way with Electrostal health administration and target institutions. Whenever possible already existing local resources and structures were used. Accordingly the Center for Medical Prevention (CMP), which was founded in Soviet times, became the central co-ordinating and providing institution. Quite some time and energy was spent in building up an organisational structure taking into account local specifics and different actors. All this efforts pay back, because Electrostal has now a sustainable set up for future HP/DP activities.

A study tour visited a WHP program for administration employees in Bridgend/Wales and Health Circles at Siemens/Germany and Central Hospital Solingen/Germany. These models corresponded excellent with Electrostal ideas. As proof for the feasibility of plans, the tour was a great stimulus to Electrostal actors.

Interventions started with „Health Days“ as information, screening and counselling event. Participation of over 80% was achieved. After this employees were involved into group-work on risk-factors nutrition, physical activity and stress.

Next to it Health Circles were implemented at the policlinic for children. Under the guid​ance of a moderator employees, management of the hospital and health and safety experts defined health problems. In the following they develop and implement solutions. The approach aims at creating a healthier environment at the workplace. Participants appreciate very much the democratic way of the circle work.

In parallel CMP staff was trained in risk factor management, problem solving techniques, group moderation, program planning and evaluation. The project got going a process of re​newing the Center for Medical Prevention. Increasing the number of staff and rebuilding premises of course depends on Russian resources but the equipment sponsored by Tacis is a significant, valuable contribution.

Achievements

Electrostal actors appreciate the participatory way of program development. Evaluation shows, that employees participate with high satisfaction in the activities. Changes in attitude towards health promotion can be seen as expressed by the head of the policlinic for children: “I was always interested in preventive work for my patients. But only now, when doing it for myself, I understand what it really means.” 

A broader public has been informed by newspaper articles, radio and TV-broadcasts on the WHP program. People, who do not belong to the original target institutions want to partici​pate. City administration wants to spread the experiences to other schools,  other departments of the city hospital as well as to enterprises of small and medium business.

The program will not stop with the end of the Tacis project. Key actors are strongly committed to continue work at the target institutions and start interventions in new places.

Conclusions 

Evaluations of the WHP program show high participation and satisfaction rates within the target institutions. Important factors for success were participatory development of a consistent strategy based on a needs assessment and inclusion of already existing local re​sources. The choice for Electrostal with it’s tradition in HP/DP and the enthusiasm of local project staff was a lucky one. 

A remarkable result concerns changes of attitude in  teachers and health workers towards health promotion and disease prevention. Being recipients instead of providers of interven​tions, they reported to be much more convinced by the ideas.

All key actors expressed a strong commitment to continue their engagement. The city admini​stration wishes to spread the activities to a wider public. The Center for Medical Prevention is ready to take a co-ordinating and providing role for future HP/DP activities. This all are signs for a good sustainability of the program. 

The work indicates, that despite difficult economic circumstances in today’s Russia health promotion at the workplace can be attractive both to employers and employees. 

Program “ Work place health promotion and disease prevention among municipal employees in the city of Electrostal” ( final version)

Definition of the Project “ Workplace Health Promotion Program, Electrostal”

	Wider Objective 
	To develop federal and regional ( oblast and municipal) health policies and action programmes focusing on health promotion and disease prevention in order to reduce the main health  problems. (Inception report, p. 10)

	Purpose of the Project
	To set up a workplace health promotion demonstration program in Electrostal. 

to plan, 
to implement and 
to evaluate 
Target population: specific groups of employees of the municipality of Electrostal: 

teachers, 

health care workers and 

administration employees 

2.  To provide models of good practice of WHP from European  countries


	
	
	Objectivlye measurable indicators
	Source of evidence

	Specific Objectives
	To organise a study tour where up to date methods of WHP can be seen

To organise seminars with foreign experts on up to date WHP methodology
	One study tour until the end of the project

2 seminars until the end of the project
	final project report

	
	The designing of the program will take into account needs of the target population assessed by survey in November 98 and March 99 
	In each target group 2 priority topics of the needs survey  of March 99 should be treated by the interventions of the demonstration program
	final project report 

	
	The program should be selfsustainable without the assistance of Tacis after August 2000. 

The Center of Medical Prevention will be developed as a co-ordinating and providing institution for the WHP interventions. It should be able to carry out further interventions based on the experiences of the demonstration programme after August 2000. 

The activities of the demonstration program should be suited for more widespread use in other workplaces in the future.


	At the end of the project the Center of Medical Prevention has trained and continuously employed staff of at least 3 persons, with a stable locality and a yearly budget for further interventions

At the end of the project guidelines based on the experiences of the demonstration program exist for: 

risk factor measurement and counselling

nutrition

physical activities

non-specific stress management

specific stress management 

There should be realistic (defined intervention, human and other resources defined) activities planned for the pilot groups for autumn 2000.
	final project report

guidelines

final project report

	
	The WHP program will have two components: 

The first component is directed towards the prevention of Non-Communicable-Diseases and the lowering of the corresponding riskfactors:

Risk factor measurement and counselling

Increasing physical activity

Healthy nutrition 


	In the end of the project period one or more interventions are running in the workplaces of the target groups, 

where in total one third of the employees participate voluntarily,

that:

increase knowledge (participants know basic facts about risk factors), 

change behaviour (practice at least monthly a healthy behaviour) or

lower risk factors for NCD (change of cardiovascular fitness indicator +10%, lower weight - 10%)
	participation records

comparison entrance / final participant questionnaire

	
	The second will address factors related to work that influence health negatively:

stress management, non-specific 

stress management specific by problem focused group work


	to have in the end of the project period one or more interventions running in the workplaces of the target groups 

where in total one third of the employees participate voluntarily,

that reduce strain factors in the workplace (average improvement by one category on a 5 category scale)
	participation records

comparison entrance/final particip. quest.

	
	The target groups chosen out of the target population are:

The teachers of School 7, 

Physicans and Nurses of Childrens Policlinic No 1, 

Physicans and Nurses of Adult Policlinic No 2, 

Physicans and Nurses of the rehabilitation department

The employees of the central administration building
	
	


	Activities 


	To establish a functioning project management structure: steering committee 

To do surveys on needs 

To design policies to influence nutrition, physical activity, stress, to measure risk factors and to counsel on them.

To implement them

To evaluate them

To design an information policy for the target groups

To build up the Center of Medical prevention with rooms, continuous staff and necessary equipment

To train the staff of the CMP

	Resources
	City of Electrostal.....in the pilot cities of ..and Electrostal, the authorities have.... fully committed themselves to the implementation of demonstration activities (Annex 7.26 of inception report)

Tacis: 

Expert advice

Study tours

Training courses for providing staff with respect to the need of the program

Equipment for the CMP as already ordered

Leaflets on health topics,

Newsletter for employees

Health education materials


SWOT- Analysis of the WHP program 

Strength

Commitment of top level of authorities towards the Workplace Health Promotion Program

In general a positive attitude towards Health Promotion exists in Electrostal since the CINDI program

From the CINID program some trained staff, skills still exist.

The motivation of participants seems to be high

Weaknesses

Time of the Tacis project is restricted. Final results are expected until summer 2000

The financial resources of Electrostal are restricted.

Until present (May 99) a structured strategy or project plan has not been developed.

Opportunities

If steering committee works effectively, it can have great impact on the results of the project

If Center of Medical Prevention is developed during the project, it can play a beneficial role for Health Promotion and Prevention in future

Threads

The planned program does not stimulate a sufficient number of people to participate.

Momentum can’t be maintained. Target groups loose interest. 

Organisational structure for ” Workplace Health Promotion Program Electrostal”

Role of Steering Committee:

To develop together with Tacis experts an overall plan for the WHP program until August 2000 including activities, milestones and dates, resources

To develop together with Tacis experts policies on the components of the program

To decide over the plan and policies to be implemented. 

To hand over certain organisational issues to the working groups in the target institutions

To control the execution of the plan

To report on ongoing developments and activities to P. Aarva, E.G. Hagenmeyer and T.V. Kamardina

One member of the steering committee, it’s head, should be responsible for the program as a project leader (See note)

Role of working groups in the target institution

To assist with development of policies and the implementation of interventions in the institution

To represent the interests and ideas of employees to the co-ordinator from the target institution

To take over the provision of certain activities like the facilitation of group work and the guidance of physical activities

Role of Tacis 

Provision of experts, following the total project process:

E.G.Hagenmeyer and T.V. Kamardina: 

To follow and support the total WHP program with advice from beginning until it’s end in August 2000

To assist in the development of the overall plan and the policies including evaluation procedures.

Provision of other resources

Experts on specific topics

Study tours to visit models of good practice

Training of providing staff of the WHP program related to the realisation of the program

Equipment for the CMP as already ordered

Leaflets on health topics, e.g. leaflets on smoking, alcohol, overweight, stress, physical activity

Production of newsletter for employees

Health education materials

Reporting

Monthly reporting from the steering committee to P. Aarva, E.G. Hagenmeyer and T.V. Kamardina on all ongoing processes concerning the WHP program in Electrostal

Regular reporting from the steering committee to the deputy mayor for social questions V.I. Ljushin

Regular reporting of E.G. Hagenmeyer and T.V. Kamardina about their activities to P. Aarva




Appendix
Schedule WHP-program, Electrostal

	
	Item
	Content
	Remark
	Time

	
	Complete assessment
	Policlinic

Administration

School

Dept. of GPs

Group-specific GNIZMP survey analysis
	
	until end of February 99

	
	Link-up with existing Centre of Medical Prevention
	Develop role of CMP in the WHP-program

Solve staffing-question
	
	Feb. 99 - March 99

	
	Make a proposal to the selected institutions
	activities

resources needed

their involvement 
	
	until end of February 99

	
	Select a coordinating person at the institutions
	1-2 persons/ institution
	
	March 99

	
	Discuss proposal with institutions
	integrate their point of view, their proposals, interests
	institutions should discuss the proposal with their staff = starting publicity
	March/ April 99

	
	Seminar with participants
	Gather the existing information

Design the  final program (activities, role of Center of Medical Prevention, financing, evaluation)
	End of April 99
	

	
	Come to an agreement, commitment with institutions
	activities

resources needed

their involvement 

funding
	
	April 99

	
	Training of providing staff, preparations
	
	
	April - July 99

	
	Start with „Health days“
	health risk assessment (fill in profile questionnaire, take blood sample)

hand out health passport

show the different kinds of activities, that will be offered

assess future participation in activities

lectures on health topics
	
	start activities with new school term September 99


Populations involved into Activities

	Institution
	Children’ Policlinic


	Administration


	School No 7


	Rehabilitation Department
	Adult Policlinic 



	Activity
	Stress
	Physical

Activity
	Nutrition
	Stress
	Physical

Activity
	Nutrition
	Stress
	Physical

Activity
	Nutrition
	Stress
	Physical

Activity
	Nutrition
	Stress
	Physical

Activity
	Nutrition

	Number of persons who wish to participate
	49
	41
	15
	81
	104
	9
	25
	29
	21
	
	
	
	18
	13
	13

	Involved

until now
	7

1 group
	29

1 group
	29

1 cycle of lectures
	39
	30
	12
	/
	12
	20
	according to the head of the Rehabilitation Department, who organises the activities, for all of the 100% was reached!
	Activities started only in March 2000

	Left
	42
	12
	/
	42
	74
	/
	25
	17
	1
	
	
	
	18
	13
	13

	Planned
	
	
	
	18  

2 groups
	18 

2 groups
	
	? check

possibi-lities!
	
	
	
	
	
	Support to groups under the leadership of experts from AP


Data from the end of March 2000

Questionnaire: Health Promotion and Disease Prevention in Your Work-place

It is planned to set up a program for promoting health and preventing disease for the employees of the institution you are working at. Information on your personal interests and needs will help to make the program fit better to your circumstances. 

Data-collection will be anonymous!!

Some questions have been formulated open instead of ticking-boxes. This has been done on purpose to give you room to express your ideas free and in a non-pre-formed way. 

Please, give your year of birth.


19...........

Your sex.



Female


male

Your profession: 


Administration employee

Teacher 

Nurse of adult medical services

Physician of adult medical services

Nurse of paediatric Policlinic

Physician of paediatric Policlinic

4.   Please number the factors in rank-order according to their importance, which  have a negative influence on your health:

	unhealthy nutrition
	

	low physical activity
	

	high blood pressure
	

	stress
	

	smoking
	

	overweight
	

	alcohol
	

	tranquilizer
	

	others, please describe:
	



......................................................................................................................

Please name three factors, in rank-order according to their importance, which are related to your work and have a negative influence on your health.


1. .........................................................................................................................................


2. .........................................................................................................................................


3. ........................................................................................................................................

6. If you have used the term stress in the answers to the last two questions, please describe more precisely what stress means for you:

7. If at your work-place activities were organised to promote health and prevent diseases(counselling, lectures, group-activities etc.), which would you like to join? (Several options possible)

	activities dealing with healthy nutrition


	

	activities to reduce overweight


	

	sportive and physical activities


	

	back-school (special gymnastics for persons who have problems with back-pain)
	

	smoking-cessation program


	

	getting measured your individual risk factors, being counselled on your status of health, getting advice on how to improve your health.
	

	group on hypertension and how to deal with it in every-day life


	

	Stress-management / relaxation-techniques


	

	Problem focused problem solving group ( a group whose members develop together with a supervisor new solutions for problematic situations that occur in your work)
	

	lectures on certain health topics, please note which:

.........................................................................................................
	


What are your own  ideas for health promoting and disease preventing activities at the work-place?

9. How much time per week would you be willing to attribute to such activities?


per week:

10. Please give your weight:

kg

11. Your height:


cm

12. What is your blood-pressure ?    
Upper, systolic value:   




Lower, diastolic value:    

	Don´t know
	


	13. Do you smoke:     yes
	
	                      no
	


Thank you!!
Appendix 

Result of Survey: 

„Needs of Target-group-members, 

Workplace Health Promotion Program, Electrostal“
Abbreviations used:     
WHP: Workplace health promotion




NCD: Non-communicable diseases




BMI: Body-Mass-Indey




HP/DP: Health promotion and disease prevention

Summary

Context: In the city of Electrostal (Moscow region) a workplace health promotion program for teachers, administration employees, nurses and physicians is developed.

Objective: To determine needs of the target population related to WHP.

Participants and methods: 63 administration employees, 43 teachers, 24 physicians and 68 nurses ( of them only 2 male) belonging to institutions selected for the implementation of WHP interventions filled in a questionnaire with multiple-choice questions, open questions and gave information on weight, height, blood pressure and smoking behaviour.

Results: 

33% of participants have a BMI between 25 and 30, around 13% one above 30. Mean BMI 25,5.

Self reported blood pressure is elevated (>=160/96 mmHg) in 9% of the questioned.

17 (11%) participants reported smoking.

The employees of the  selected health  care institutions have a lower prevalence of risk factors than the total group of all nurses and physicians in Electrostal. Teachers in our survey more frequently smoke or have increased BMI than the total teachers population.

Main self reported factors influencing health negatively are stress, unhealthy nutrition and low physical activity.

As causes of stress disturbed communication/relationships with clients and colleagues, organisational problems at work and problems at home are the most frequent mentioned.

The activities which would attract the highest participation are stress management, risk factor measuring and counselling as well as activities dealing with healthy nutrition.

Conclusions: The survey prioritises  WHP interventions related to stress, nutrition, physical activity and risk factor management. The issue „stress“ contains concrete problems, which accessible by problem focused group work.

Background

The intention is, in a close collaboration between the city authorities and the Tacis-Project „Preventive Health Care Systems in the Russian Federation“, to develop, implement and evaluate a workplace health promotion program in Electrostal (Inception Report, August 1998).

Being the biggest employer in town, it was decided to develop HP/DP interventions for employees of the local municipal authorities of Electrostal. In first place the total population of teachers, administration employees and health care workers were chosen as target groups. In February 99 from these groups specific institutions were selected: 

Mid-level school No 7

The employees of the central administration of the municipality of Electrostal

The Paediatric Policlinic No 1

The Adult Policlinic No 2

The Department for Rehabilitative Medicine 

The program will have two components:

Component 1 is oriented towards the prevention of risk factors for NCD

Component 2 intends to influence especially work related factors that influence health negatively

Study Questions

The design of an intervention in the field of disease prevention and health promotion should be based on:

scientifically founded arguments on needs from a societal perspective (see assessment report, February 99)

a needs assessment in the target population.

A survey in November 1998 had provided a great amount of useful information on the needs with regard to the first component (T.V.Kamardina, 1999). This survey included the biggest part of administration employees and a random sample of Electrostal teachers, nurses and physicians.

An assessment in February 99 found a need to clarify several questions.

It was felt, that the population of the selected institutions might differ from the wider population surveyed in November 99. Therefore the question was: Do the selected groups differ from the wider population of the November 98 study with regard to their age and risk factors?

Information was missing on the factors personally perceived as having a negative influence on health: Which factors influence the health of the questioned personally?

While the question mentioned under 2. was directed towards negative factors in general, for component 2 information related to work is necessary: Which work related factors do have a negative influence on personal health?

Finally for planning we wanted to know: What participation for possible activities could be expected?

Methods

In order to address these questions a questionnaire (see annex) was designed. This was handed out after informing the staff. For the participation see table 1.

	
	
	Administration


	Teachers
	School No 7
	Nurses / Physicians
	Reha Dept
	Adult Policlinic No 2
	Childrens Policlinic No 1

	March 99
	total staff
	
	150
	
	80
	
	25
	40
	84

	
	participation
	
	42% (64)
	
	54% (43)
	
	100% (25)
	60% (24)
	71% (60)

	November 98
	total staff
	80
	
	150
	
	250
	
	
	

	
	participation
	68,8%
	
	71,3
	
	86%
	
	
	


Tab. 1: Participation in survey November 98 and March 99

In all multiple-choice-questions multiple answers were allowed.

For analysis answers to open questions were categorised. For complete results, separated for each institution, see annex.

The survey was not meant to produce statistically representative results for a bigger Electrostal population ( as the November 98 survey did) but to draw a picture specifically of the groups we plan our interventions for.

Results

Differences between the populations of November 98 and March 99

The hypothesis is, that nurses and physicians from the Childrens Policlinic, the Adult Policlinic No 2 and the Rehabilitation Department differ from the random sample of all health care workers of November 98. 

We compare mean age, body-mass-index (BMI), blood pressure (borderline: 140/90 < RR < 160/96; elevated RR >= 160/96) and smoking behaviour. All figures (table 2) are based on the reports of the questioned. 

	
	
	Age
	25<=BMI<30
	BMI>=30
	RR borderline
	RR elevated
	Smoking

	Admin.
	Nov 98
	44,8
	36%
	14%
	4%
	17%
	9%

	Teachers
	March 99
	39,5
	35%
	9%
	2%
	2%
	23%

	
	Nov 98
	40,6
	25%
	12%
	2%
	16%
	14%

	Nurses
	March 99
	38,3
	25%
	14%
	6%
	5%
	10%

	
	Nov 98
	42,1
	34%
	19%
	4%
	17%
	18%

	Physicians
	March 99
	49,3
	32%
	9%
	0%
	9%
	3%

	
	Nov 98
	49,3
	44%
	16%
	5%
	32%
	30%


Table 2: Comparison of distribution of risk factors in the populations of Nov 98 and March 99

Nurses of the selected institutions report less frequently overweight, elevated blood pressure and smoking.

The differences regarding the same risk factors are even bigger for the physician population: less overweight, elevated blood pressure and smoking in the March 99 group.

In teachers of School No 7 overweight and smoking are more prevalent than in the general population of Electrostal teachers. Elevated blood pressure is less frequent.

The group of administration employees was the same in November and March. Therefore no additional data collection on risk factors was conducted. Their data is taken from the November 99 survey (T.V. Kamardina, 1999).

Factors with a negative influence on personal health

In all 5 institutions the most frequently mentioned factors having a negative influence on personal health are unhealthy nutrition, stress, low physical activity (fig. 1) 

In the November survey the question had been: „Number in rank order of importance factors which have a negative influence on health and lead to disease.“ This way of asking as well as including other factors ( narcotics, alcohol, risky driving, use of safety belt) lead to the priorities: 1. stress, 2. narcotics, 3. unhealthy nutrition. The question did not aim at the personal factors of the questioned person, which might explain the differences partly. On the 4., 5. and 6. place smoking, alcohol and low physical activity had been mentioned.




Fig. 1: Which factors have a negative influence on your health?

Which work related factors influence health negative?

Table 3 gives an overview over different categories into which the answers to the open question were sorted.

The problem „stress“ is common in all but one institutions and mentioned with a high frequency. Common, but less frequent seem to be „low physical activity“ and „unhealthy nutrition“.

As well common are problems related to the facilities and the equipment, though different institutions show different specifics. Some mentioned insufficient heating, others lighting, ventilation, old or lacking equipment or radiation from computer screens.

The Children Policlinics and the Adult Policlinics No 2 uttered exposure to infections as negative factors. One certainly should find out more about it: which infections, colds or e.g. hepatitis or HIV-infections.

Specifically the Childrens Policlinic told about environmental factors, because of the huge radio antenna close by. The Adult Policlinic addressed specifically smoking at the workplace as a negative factor.

	
	Child Poli
	Adult Poli
	Reha Dept
	Admin
	School

	Stress
	43%
	67%
	
	49%
	63%

	Low physical activity
	20%
	33%
	
	41%
	7%

	Unhealthy nutrition
	6%
	38%
	
	29%
	5%

	Contact with infections
	5%
	17%
	
	
	

	Environment (near to the workplace)
	20%
	
	
	
	

	Low salary
	18%
	
	
	
	26%

	Increased workload
	13%
	
	
	
	

	Poor facility and equipment (small rooms, poor heating, poor ventilation, poor lighting; lack of equipment and working cloth, old equipment, draught, noise, no hot water)
	
	
	88%
	
	

	Situation of work (shifts......, dark, oppressive class rooms, poor equipment, noise, strain to eyes, no possibility to rest)
	
	
	
	
	46%

	Unhealthy environment at the workplace

(ventilation, temperature)
	18%
	
	
	
	

	Small, oppressive office rooms
	
	
	
	6%
	

	Radiation from computer screens
	
	
	
	18%
	

	Continuous contact with public, people
	
	
	
	6%
	

	Increased blood pressure 
	
	
	
	8%
	

	Smoking
	
	13%
	
	
	

	Alcohol
	
	
	
	3%
	

	Overweight
	
	
	
	3%
	


Tab. 3: Work related factors influencing health negatively

What are the causes for stress?

As seen above stress is by almost every target group mentioned as the most frequent work related factor with negative influence on health. But what does „stress“ really mean? To find out more about this, the questionnaire contained an open question: „If you have used the term stress in your answers, please describe what the causes for stress are.“

	
	Paed Policlinic
	Adult Policlinic
	Rehab Dept.
	Administ.
	School 7

	Disturbed communication (coll./clients/admin.)
	25%
	33%
	12%
	16%
	60%

	Organisational problems
	18%
	17%
	60%
	16%
	

	Problems at home
	18%
	13%
	12%
	11%
	5%

	Low living standard
	8%
	8%
	
	
	

	Instability of country
	
	12%
	8%
	

	High workload
	
	
	
	
	21%

	Poor facility
	
	
	48%
	
	

	Exhaustion
	
	
	
	
	19%


Tab. 4: Main areas of causes for stress

Several main areas of causes turn out (Tab.4):

A big part of the answers can be summarised under the title:  „disturbed communication“ or  „disturbed relationships“. Depending on the institution the problem was related to patients, colleagues, pupils, parents, or clients. As well problems in the relationship with the administration were mentioned.

A second area addresses organisational problems and high workload. Organisational problems at the policlinics meant high burden through excessive documentation, work on holidays, necessity to take over the duty of absent colleagues, high responsibility and a lack of equipment and medication. For administration employees organisational problems consist in unforeseen situations, high responsibility, the impossibility to solve problems in a positive way.

In all institutions problems at home were mentioned. They are related to conflicts with family members, problems with household keeping and isolation or loneliness.

The instability of the country and the low living standard are other definitions related to stress.

A specificity can more or less be seen in every institution. This is most obvious at the Rehabilitation Department where the poor state of facility and equipment put into shade all other causes of stress. Only teachers reported „physical exhaustion“ as a cause of stress.



`Fig. 4: What are the reasons for stress?

Participation in supposed HP/DP activities

Looking at the figures of table 5 one can establish a rank order in participation like this:

Activities for stress management and relaxation were in 2 institutions the most frequent chosen and in 3 the second frequent chosen activity to join. 

Risk factor measuring and counselling was 2 times on the first places and 1 time each on the second, the 3rd and the 4th place.

Activities related to healthy nutrition got 1 second, 3 third and 1 fourth place.

Activities related to overweight reduction, back exercise, physical activities are competing for the next place. 

Less frequent mentioned were problem solving groups, hypertension groups and smoking cessation activities.

	
	
	Child Pol
	 n
	Adult Pol
	n
	Rehab
	n
	Admin
	n
	School
	n

	1.
	Stress management and relaxation
	53%
	32
	67%
	10
	80%
	20
	51%
	32
	88%
	38

	2.
	Risk factor measure-ment and counselling
	55%
	33
	50%
	7
	56%
	14
	33%
	21
	91%
	39

	3.
	Healthy nutrition
	48%
	29
	46%
	7
	56%
	14
	40%
	25
	53%
	23

	4.
	Overweight
	40%
	24
	33%
	5
	32%
	8
	17%
	11
	47%
	20

	5.
	Back exercise
	38%
	23
	38%
	5
	44%
	11
	19%
	12
	63%
	27

	6.
	Physical actitivity
	37%
	22
	33%
	5
	56%
	14
	56%
	35
	33%
	14

	7.
	Problem solving
	22%
	13
	17%
	2
	38%
	9,5
	14%
	9
	47%
	20

	8.
	Hypertension group
	13%
	8
	13%
	2
	28%
	7
	11%
	7
	14%
	6

	9.
	Smoking cessation
	3%
	2
	17%
	2
	8%
	2
	6%
	4
	10%
	4


Tab. 5: Participation in supposed activities



Fig. 3: Chosen activities to join

Conclusions

Our target population differs slightly from the population of all teachers, nurses and physicians. This differences should be taken into account when planning WHP interventions.

Summarising results of the questions „Which factors have a negative influence on personal health?“, „Which work related factors influence health negative?“ and „In which HP/DP activities would you participate?“ „stress“, „nutrition“, „physical activity“ and „risk factor measuring and counselling“ are the prominent topics the WHP program should address.

The often as „misty“ described term „stress“ shows to have quite concrete contents as conflicts with colleagues and clients and organisational matters. These topics are well suited to be handled by problem focused group work like the Balint groups (Luban-Plozza et al., 1998) or the health circles (Demmer, 1995)
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Childrens Policlinic

Participation:   71% of 84.   Nurses: 55%

Physicians: 42%

Others: 3%

1. Factors that influence negative personal health (multiple entries possible)
„unsuitable“ nutrition  
 81%

Stress


65%

Low physical activity
50%

Increased blood pressure
31%

Overweight


23%

Environment

17%

Smoking


4%

2. Factors related to work with a negative influence on pers.  health (mult. entr. pos.)
Stress





43%

Environment




20%

Low physical activity



20%

Unhealthy environment at the workplace: 
18% (ventilation, low temperature)

Low salary





18%

Increased workload



13%

Unsuitable nutrition



6%

Contact with infections



5%

3. Chosen activities to join (multiple entries possible)

Measurement of risk factors + counselling 
55%

Stress-coping and relaxation


53%

Healthy nutrition




48%

Overweight reduction



40%

Back-exercise




38%

Physical activities




37%

Problem solving groups



22%

Hypertension group



13%

Help for smokers




3%

4. What are the reasons for stress?

Disturbed communication at the workplace 
25% (negative emotions of patients and parents, 

conflicts with colleagues, disregard by 


administration)

Organisational problems at the workplace
18% (high workload mainly due to documentation, 

work on holidays, having to look after several 

ucastki; insufficiency of equipment and lack of 

drugs; high responsibility)

Problems at home:
18%
(conflicts, house keeping, loneliness


(isolation?))

Poor material situation
8%

5. Own proposals for health promoting activities

Physical activities, preventing infections, organising a room for psychological relieve, regular medical examinations, phytotherapy, organising meals at workplace, excursions to nature

Policlinic No. 2, (GP-department)

Participation: 60% of 40. Nurses: 79%

Physicians: 21%

Others: /

1. Factors that influence negative personal health (multiple entries possible)
Stress
93%

„unsuitable“ nutrition  
63%

Low physical activity
43%

Overweight
33%

Smoking
25%

Increased blood pressure
16%

Alcohol
3%

Tranquillisers
3%

2. Factors related to work with a negative influence on pers. health (mult. entr. poss.)
Stress
67%

Unsuitable nutrition
38%

Low physical activity
33%

Contact with infections
17%

Smoking
13%

3. Chosen activities to join (multiple entries possible)

Stress-coping and relaxation
67%

Measurement of risk factors + counselling 
50%

Healthy nutrition
46%

Back-exercise
38%

Physical activities
33%

Overweight reduction
33%

Help for smokers to quit
17%

Problem solving groups
17%

Hypertension group
13%

4. What are the reasons for stress?

Disturbed communication at the workplace 
33% (negative behaviour of patients towards 

health workers, insufficient culture of 


relationships between colleagues)

Organisational problems at the workplace
17% (overloading, lots of unnecessary 


documentation work, bureaucracy, 


organisation of work, additional work, 

high prices of drugs, lack of free drugs)

Problems at home:
13% 

Poor material situation
8%

5. Own proposals for health promoting activities

Organising a room for psychological relieve, training in relaxation methods, introduction of health strengthening exercises, to create conditions for having a lunch break at workplace, herbal tea. 

Time for health promoting activities: 20-30 minutes per day

Risk factors: 21% of the participants smoke

Department for Rehabilitative Medicine 

Participation: 100% of 25. 64% of staff are older than 50 years.  Nurses: 72% ,physicians: 28%

1. Factors that influence negative personal health (multiple entries possible)
Stress
84%

„unsuitable“ nutrition  
80%

Low physical activity

40%

Increased blood pressure

32%

Overweight

16%

2. Factors related to work with a negative influence on pers. health:

poor environment at workplace                        88% 
3. Chosen activities to join (multiple entries possible)

Stress-coping and relaxation


80%

Healthy nutrition




56%

Measurement of risk factors + counselling 
56%

Physical activities
 



56%

Back-exercise




44%

Problem solving groups



38%

Overweight reduction



32%

Hypertension group



28%

Help for smokers to quit



8% (did non-smokers make also that 

       choice?)

4. What are the reasons for stress?

Organisational problems at the workplace,
48% poor facility

Poor material situation
?

Disturbed relationships between colleagues 
12%

Family problems
12%

Instability of the country
12%

5. Own proposals for health promoting activities

Equip the workplace properly. To provide seasonal preventive measures against colds. Equip a room for rest and for psychological relieve. Introduction of health strengthening exercises, vitamins, phytotherapy. 

Administration

Participation: 40 % of 150. Female: 76%

Male: 24%

1. Factors that influence negative personal health (multiple entries possible)
Stress
72%

Low physical activity
75%

„unsuitable“ nutrition  
 69%

Increased blood pressure
30%

Overweight
12%

Smoking
3%

Alcohol
?%

2. Factors related to work with a negative influence on pers. health (mult. ent. pos.)
Stress
49%

Low physical activity
41%

Unsuitable nutrition
29%

Radiation from computer screens
18%

Increased blood pressure 
8%

Small, oppressive office rooms
6%

Continuous contact with public, people
6%

Overweight
3%

Alcohol
3%

3. Chosen activities to join (multiple entries possible)

Physical activities
56%

Stress-coping and relaxation
51%

Healthy nutrition
40%

Measurement of risk factors + counselling 
33%

Back-exercise
19%

Overweight reduction
17%

Problem solving groups
14%

Hypertension group
11%

Help for smokers to quit
6%

4. What are the reasons for stress?

Organisational problems at the workplace
16% (work under time pressure, unforeseen work, 

unexpected situations, high responsibility, 

impossibility to solve a large number of 


problems in an positive way)

Disturbed communication at the workplace 
16% (rudeness, resentment of visitors; 
resentments 

and lack of understanding from colleagues; 

indifference; no possibility to find and end of a 

conflict without loss)

Problems at home:
11% (conflicts, humiliation)

Instability of the country
8%

5. Own proposals for health promoting activities

Exercises during work hours, exercises on trainers, rest- and relaxation room, preventive examinations, air conditioning in oppressive offices, yearly stay in a sanatory, dance and choir group, building a sauna and douches, counselling with a psychologist, health days, excursion to nature with sportive activities, more vegetable and fish meals in the canteen. 

School No. 7

Participation: 54% of 43. Female: 93%

Male: 7%

1. Factors that influence negative personal health (multiple entries possible)
Stress
70%

„unsuitable“ nutrition  
 78%

Low physical activity
49%

Increased blood pressure
30%

Overweight
29%

Smoking
6%

Alcohol
3%

Tranquillisers
2%

2. Factors related to work with a negative influence on pers. health (mult. ent. pos.)
Stress
63%

High workload
21%

Situation of work: 
46% (distributed over different causes: 


shifts......, dark, oppressive class 


rooms, poor equipment, noise, strain to 

eyes, no possibility to rest)

Low salary
26%

Low physical activity
7%

Unsuitable nutrition
5%

3. Chosen activities to join (multiple entries possible)

Measurement of risk factors + counselling 
91%

Stress-coping and relaxation


88%

Back-exercise




63%

Healthy nutrition




53%

Overweight reduction



47%

Problem solving groups



47%

Physical activities




33%

Hypertension group



14%

Help for smokers to quit



10%

4. What are the reasons for stress?

Non-satisfying relationships
60% 
(with pupils and parents, with colleagues and 


administration, rudeness and insincerity)

High workload
21%

Situation of work: 
46% 
(distributed over different causes: shifts......, dark, 

oppressive class rooms, poor equipment, noise, strain to 

eyes, no possibility to rest)

Physical tiredness
19%

Not enough time
5%

Problems at home
5%

5. Own proposals for health promoting activities

Medical examinations, organising a room for psychological relieve, rest-room, massage, training machines, swimming pool, counselling by psychologist, exercise during breaks, „kosmetologist“, improve quality of nutrition, vitamins, sauna. 

Appendix 
Policy papers on verious aspects of public health developed for the implementation of the “ Work place health promotion” program, Electrostal city. 

E.-G. Hagenmeyer
26.02.2003
Policy „Balint Groups“ 

Workplace Health Promotion Program, Electrostal
Background

Difficult relationships with clients are the most significant stressor in work of so called „socially interactive“ professions. The target groups ( teachers, administrators, nurses and physicians) belong to this professions. The method of Balint groups is a scientifically acknowledged method to improve these relationships. Members of one professional group meet regularly with a trained leader to discuss difficult relationships with clients.

Objective

To get a Balint Group running with teachers, one with medical staff and one, if possible with administrators. 

To improve by this circle work the health of employees at the workplace.

To evaluate the approach.

To give based on the evaluations recommendations related to the Russian setting.

Procedure

Create an interest in Balint work in the different institutions

Inform employees, find participants

Find team leader

Train team leader

Found Balint Groups

Regular sessions of Balint Groups

Evaluation: 

The topics from 3.4 further could be topics for the training below. 

Training: Group work focused on problems related to clients according to „Balint“

Date: in the second half of November 99: 

Participants:

selected members of target institutions who are suitable to be trained in the method including staff of the CMP. In total maximum 10 participants.

Objective: 

To demonstrate the approach, 

to assess the applicability of the approach to different target institutions and situations in Electrostal. 

To train 6 facilitators (desirable is at least one of each professional group: a teacher, a physician, an administration employee)

To prepare structures in Electrostal in order to be able to apply the approach in 2000

Contents:

Leading a demonstration group during 1 week, 1 session 1 ½ hours per day. 

Presentations on Balint method, experiences with different target groups (physicians, teachers etc.)

To develop a concept for further work of the groups and for the training of the group leaders

Training of group leaders

Organiser: Hagenmeyer / Vladimir Vinocour

Location: Electrostal

Resources:

Trained group leaders

E.-G. Hagenmeyer
26.02.2003
Policy „Circle Work“ 

Workplace Health Promotion Program, Electrostal
Background 

Health Circles in a company or institution include different actors with regard to hierarchy and profession. They meet under the lead of a facilitator to define circumstances at work that have a negative influence on health and to develop inter-disciplinary approaches to resolve the problems. 

Objective

To get one health circle running at one of the target institutions. 

To go through the whole life-cycle of such a circle.

To improve by this circle work the health of employees at the workplace.

To evaluate the approach.

To give based on the evaluations recommendations related to the Russian setting.

Procedure

Select institution

Either Childrens Policlinic or Administration. School No 7 is not suitable because teachers relate most of their problems to the child-teacher relationship. Administration might be afraid of breaking old structures. Therefore: Childrens Policlinic is the favourable pilot institution.

Propose institution, achieve agreement

Structure of the institution unclear:

Interfaces („Schnittstellen“). Uchastok-service, specialist service (cardiology, etc.), therapeutic service (physiotherapy etc.), support services (administration, house-keeping etc.) 

Find facilitators

Oderova from CMP. But additional persons to spread the approach.

Found „working group“ on health. 

Members: 

Management: Chief nurse, chief doctor

Company doctor

Works council?

Personnel department?

Occupational safety officer

Trade union

Others

Facilitator

Analysis of status quo

Health report, results from survey, participating observations, interviews

Problems might be related to:

relationships with parents, children, colleagues, administration

documentation work

replacements

home situation

insufficient equipment

environment

possibility to rest and have meals at the hospital

Inform employees

Found „health circle“.

Elect employees (or find very engaged, well recognised person)

Head of department

Works council

Company doctor

Management

Others

Facilitator

Select problem topics

Develop solutions

Produce list of proposals

Implement proposals

Evaluation: 

Meetings of circle

Results of Circle work

Implementation of proposals

The topics from 3.4 further could be topics for the training below. 

Training: Health circle work

Date: 

5 days: Mo, 29. Nov - Fri, 3. Dec. 99. 

Time: 10- 12 and 4-6?

Participants: 

Key actors of the selected target institution (heads, staff manager, trade-union, physician), representatives from other school No 7 and Central Administration, members of the Center of medical prevention (as facilitators), members of co-ordinating group for WHP in Electrostal. Not more than 18 persons, about 10 being the core working group.

Objectives: 

To introduce participants to the  concept of Health Circles. 

To develop a concept for Electrostal to implement such circles. 

To train facilitators. 

To start the work of the working group on health in one selected institution (Childrens Policlinic)

Contents: 

Short presentations only of the most necessary background of the method, 

Developing the concept for Electrostal further.

Start of work of working group on health

Training of facilitators: persons outside the institutions: Oderova from CMP, neutral persons.

Resources: 

Find German-Russian-German interpreter for B. Mueller

Space in Electrostal

Prepare information material and slides in Russian

Accommodation for B. Mueller and E.-G. Hagenmeyer in Electrostal 

Organiser: Hagenmeyer / B. Mueller

Location: Electrostal

Matveichuk N.V.; Hagenmeyer E.-G.
26.02.2003
Policy on Physical Activity

Workplace Health Promotion Program, Electrostal
Why a component on increasing physical activity in the Electrostal WHP program?

Increased physical activity has many positive health effects. Studies have shown, that increased physical activity can reduce risk for cardiovascular disease. It can reduce essential hypertension. It has a favourable impact on diabetes and helps controlling obesity.

It slows down the development of osteoporosis. Long-term exercise has a positive effect on the immune system. It decreases the risk of back pain. Positive effects on psychological functioning are also proven: anxiety reduction, depression reduction, increase of self-esteem, increase of emotional stability and stress reactivity. For an overview on the effects see O’Donnel & Harris, 1994.

In the survey of March 99 among our target population in Electorstal 17,4% of the participants declared that low physical activita was the main factor with a negative influence on their health. 

The concept of „health related physical fitness“ contains the components:

Flexibility

Body composition, which means the relationship between fat and fat-free tissue

Muscular strength and endurance

Aerobic power

Anaerobic power

Objective

To make it possible for members of all target institutions to attend groups for increasing physical activity.

To involve a certain number of people (e.g. 10% of the total target population), who before had a mainly sedentary lifestyle into the activities.

To increase the health related physical fitness of the participants.

To evaluate the approach.

To give based on the evaluations recommendations related to the Russian setting.

Activities

See the activities part of the document „modul: fizicheskaja aktivnost na rabochem meste“ by Matveichuk, N.V.

Activities including all target institutions with effects on the public, like competitions and „political“ measures like reduction on entrance to public sports facilities might be added.

Resources:

See resources part of the document „modul: fizicheskaja aktivnost na rabochem meste“ by Matveichuk, N.V.

Hagenmeyer, E.-G.; Oderova, I.S.
26.02.2003
Policy „Stress management“

Workplace Health Promotion Program, Electrostal

Background

The popular term „stress“ was created by Selye in 1948 to refer to the nonspecific response of the body to any demand made on it. Stress can be positive in mobilising human energy, but it also can be dysfunctional reducing quality of life, causing various symptoms or even disease.

Definition:

Negative stress can be defined as „a condition in which an internal or external demand exceeds a person’s coping abilities“(Sutherland, 1991).

McLean, 1979, described factors that interact in leading to dysfunctional stress 

Specific stressful events

The vulnerability of the individual

The (work-)context, whose culture offers both pressures and resources for dealing with stressors

Symptoms of dysfunctional stress:

The relationship between strains at the workplace and health complaints as well as other effects  of dysfunctional stress are documented in many studies (Müller & Münch, 1997)

Health effects: chest and back pains, diarrhea, dizziness, headaches, psychosomatic disorders, ulcer 

Subjective effects: anxiety, aggression, apathy, boredom, depression, fatigue , frustration, moodiness, nervousness, insomnia, inability to concentrate, ......

Behavioural effects: accidents, drug taking, drinking, smoking......

Organisational effects: absenteeism, low productivity, turnover, low morale, job dissatisfaction.....

Approaches to stress management

Individuals can be taught more effective methods of managing their work stress, e.g. by teaching relaxation methods or interpersonal relationship skills.

Organisations can create a climate, a culture, a workplace, and work relationships where factors that lead to excessive stress are minimised. Examples are Quality Circles or Health Circles

Beneath a diagnostic and an educational component we selected for our WHP program in Electrostsl three different methodologies to reduce stress at the workplace.

Training in skills of psychological self-regulation in groups (e.g. relaxation techniques). The advantage of this approach is, that it can be applied to all different professional groups. It should be easy to implement because experience and human resources for it already exist on the spot.

Balint group work to tackle difficult relationships with clients has been proven to be very effective in physicians. Medical staff forms a large part of our target population. The methodology is available in Russia (St. Petersburg Balint Society), but relatively new and not widely spread. Additionally experiences with teachers do exist.

Health Circles Health Circles include different actors of an institution with regard to hierarchy and profession. These meet under the lead of a facilitator to define circumstances with a negative influence on health and to develop inter-disciplinary approaches to resolve the problems. This approach does not exist until now in Russia. Being a recognised component of Mid-European WHP programs it might be of value under the Russian circumstances too.

Why a policy on stress in the Electrostal WHP program?

In the survey of March 99 among our target population in Electorstal 36,8% of the participants declared that stress was the main factor with a negative influence on their health. Related to work it was also the most frequent mentioned factor influencing health negatively.

Objectives

To implement at least 1 training group for psychological self regulation, 1 Balint group, 1 Health Circle.

To increase the knowledge of the members of the target institutions on stress.

To increase well being at the workplace, which means to reduce work related strains and complaints

To reduce number of sickness leave days

Activities

Diagnostics: 

See point 1. of section „activities of the program, modul: stress na rabochem meste“ by I.S. Oderova

Information

See point 2.1 of section „activities of the program, modul: stress na rabochem meste“ by I.S. Oderova

Training in methods in psychological self-regulation

See point 2.2 of section „activities of the program, modul: stress na rabochem meste“ by I.S. Oderova. The plans on how to select or motivate possible participants has still to be worked out more precisely.

Health Circle 

See policy on „Health Circle“ work by E.G. Hagenmeyer

Balint group work

See policy on „Balint group work by E.G. Hagenmeyer

Evaluation

Indicators:

Knowledge on stress

Participation in different activities

Stress level according to Lüscher-test

Frequency of strains and complaints, job satisfaction measured by the „strain, complaint and work satisfaction“ questionnaire

Number of sickness leave days

Resources

See final section of modul: stress na rabochem meste“ by I.S. Oderova. The part which refers to what is needed in the CMP to do the co-ordinating work and what in the target institutions (rooms, equipment), has to be refined.
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Appendix 9

Proposal for Prolongation Period 

Background: 

The TACIS Project „Health Promotion and Disease Prevention in the Russian Federation“ supported the development of a workplace health promotion component in the City of Electrostal. Starting from February 1999 interventions responding to the needs of medical workers, teachers and administration employees in selected target institutions were developed, implemented and evaluated. Staff, mainly from the local Center of Medical Prevention has been trained to provide the interventions.

The program covered a population of 370 employees. Related to their stated health problems they were involved into two different types of interventions:

Screening, group work on physical activity, nutrition and stress, provided as standardised activities in order to tackle individual risk factors

The so called „Health Circle“ approach which aims at improving health, satisfaction and efficiency of work by a democratic bottom up / top down collaboration of management, senior and junior staff.

For both approaches high participation and satisfaction of the target population was achieved (see Report on Interim Evaluation, 2000). 

Project Justification

Both, the individual risk factor component as well as the Health Circles have been very well received by target populations, their management and health authorities. Electrostal municipal authorities and local health administration expressed a clear wish to continue and develop further the two concepts as well as to apply them to other Electrostal institutions and enterprises of medium and small business.

Local Electrostal staff partly based in the Central Municipal Hospital, partly in the local Center of Medical Prevention has proved to work with great enthusiasm, efficiently and reliable during the past TACIS project.

For both components support during a prolongation period would make a significant difference regarding their sustainability and dissemination.

The two components being different will be addressed by different subsections in the following

Risk Factor Component

The risk factor approach has ready designed, tested and refined concepts. They are ready to be applied to other institutions. Provider is the Center of Medical Prevention with it’s trained staff. This needs product design and a marketing campaign, which are both new to Electrostal actors.

Health Circles

The Health Circles in Electrostal is one of the few „settings“ approaches developed during the TACIS project. It does not as most commonly focus on changing individual behaviour but on developing the culture of an organisation in order to create a healthier working environment.

The Health Circles went through a quite long, but essential process of establishing partnerships among key actors and introducing democratic procedures for collaboration. They started work only recently. It is forseeable, that the group process will still undergo difficult phases and therefor need supervision by an experienced EU-consultant.

The uniqueness of the Health Circle approach in Russia makes an additional focus on dissemination advisable.

Specific Objectives

Risk Factor Component

To initiate the application of the risk factor intervention to other institutions and enterprises in Electrostal through the Center of Medical Prevention.

Health Circles

To strengthen the Health Circle at Children’s Policlinic.

To evaluate and document the results of it’s work taking into account the specific Russian situation.

To disseminate information about the approach and the Electrostal model of good practice to a relevant public in Electrostal and Russia.

Results

Risk Factor Component

The offer for the products of the Center of Medical Prevention is developed. This includes that advertising brochures and more detailed information materials on the offered interventions are developed. Concepts for contracts with customers and prices are set up.

The Center of Medical Prevention and it’s staff are acknowledged by the city and health administration as provider of health promoting activities in different institutions. They are given commission for the work, a budget and premises.

Potential customers for workplace health promotion activities know about the possibilities.

A survey among potential customers clarifies additional needs.

Health Circles

Health Circle in Children’s Policlinic functions. Obstacles in the process were negotiated successfully. Further perspectives for it’s work have been developed.

The Health Circle in Electrostal is linked to international networks dealing with workplace health promotion.

The work of the Health Circle is evaluated. Processes and results are documented.

A specific judgement of the approach taking into account the Russian specifics and training materials are produced.

A relevant public has been informed about the approach and the Electrostal model of good practice. 

Activities

Risk Factor Component

To prepare advertising brochures, information material and model-contracts for the different interventions the Center of Medical Prevention has to offer. This should be done in cooperation with the GNIZPM in Moscow.

To agree with city and health administration on regulations regarding commission, budget and premises for the Center of Medical Prevention.

To set up a  list of potential customers for workplace health promotion activities.

To organise a promotion event for potential customers.

To conduct, evaluated and document a survey (market research) among potential customers.

Health Circles

Provide two weeks of intensive follow-up supervision for the Health Circle at Children’s Policlinic including training for the local moderators, counselling on the processes in the Health Circle and the management level working group.

Produce a Russian manual for the „Health Circles“ approach

Produce a final evaluation of the work of the Health Circle at Children’s Policlinic. Comment explicitly on the Russian specifics to be taken care when using the approach.

To provide an information event for representatives from 

institutions and enterprises from Electrostal, 

public health research and training institutions

health and safety sector

representatives from regional and federal health administration

others

Create contacts to workplace health promotion networks like the European Union Committee for Workplace health Promotion, the German Bertelsmann foundation, the WHO Europe regional office

Resources

Risk Factor Component

Days for local experts (Oderova / Matveijcuk / Pestun):

30 days for developing an offer, advertising materials, contracts (including days for expert from the GNIZPM Kisseleva)

5 days for negotiations with authorities and their preparation

10 days for conducting survey, evaluating and reporting

10 days for preparation of promotion event

15 days for reporting and administration

total 70 days for local experts

Costs for promotion event

Costs for 2 x 5 days supervision for 20 persons

Stationary, printing of advertising, information materials and questionnaires

Overheads: Phone, e-mail-access, postage, travels, others

Health Circles

Days for local experts (Oderova / Matveijcuk / Pestun):

30 days for supervision / training

6 days for preparation of supervision / training

10 days for evaluation

10 days for preparation of info event

14 days for reporting, manual, administration

total 70 days for local experts

Costs for info event

Costs for 2 x 5 days supervision for 20 persons

Translation and interpretation services

Stationary, printing of materials

Overheads: Phone, postage, travels, others

Common resources

55 days for EU experts, of them 45 on the  spot, 10 EU-days

Organisational issues / working arrangements

1 local expert responsible for execution of ToR of the project (local project leader)

1 local expert responsible for reporting to TACIS

1 local expert responsible for finances, bookkeeping

Role of EU-consultants
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The full document was prepared in Russian. Summary is presented in English
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Summary

Reviewing the existing concepts of providing health services, primarily preventive services, management types and the way the preventive activities are coordinated within the primary health care is an important part of health care reforms in Russia.

A Preventive Medicine Service as an integrated part of the Primary Health Care Service has been set up in Russia over the last five years.  The Ministry of Health has issued relevant orders. The majority of medical institutions’ authorities realize that it is important to improve the preventive services provided to people, who are interested in receiving consultative and preventive services from health professionals as they consider them to be a reliable source of health information. 

The purpose of the Prevention and Non-pharmaceutical Treatment of Arterial Hypertension Demo Project has been to demonstrate possibilities of introducing advanced experiences in health promotion and disease prevention by improving preventive and non-medical arterial hypertension (AH) treatment patterns for the population within the primary health care, as an example. The intention was 1) to raise participation of health professionals in AH prevention among people visiting their polyclinics; 2) to improve the management and coordination of preventive activities in the City of Vologda and the Vologda Region and at each outpatient clinic; 3) to introduce updated types and methods of preventive activities for patients considering their interests and new technologies; 4) to improve the assessment of preventive activity within the primary health care.         

All doctors and nurses from each pilot polyclinic have been involved in the project.

An absolutely new principle has been introduced within the demo project, which implies the need of the pilot polyclinics for a coordinator of preventive activity at the regional and institutional level. 

Project management and coordination plan has been created and developed. The working group set up on a functional basis and consisting of head doctors of the pilot polyclinics, the Head Internist of the Vologda Region Health Care Department, EU and Russian experts of the Tacis Project has developed a program and conformed to the general and each polyclinic’s action plan. The current activities have been coordinated by the Vologda Region Center for Preventive Medicine.

To improve the knowledge and skills of health professionals, they have been trained in carrying out daily preventive activities for the population with the use of scientifically based effective technologies and available resources. Coordinators of preventive activity have participated in the training of trainers. 

Preventive activities for the population have been started (Prevention Clubs, individual counseling on disease prevention, discussions-seminars etc.)

Integrated efforts have been taken to work with the population, especially in patients’ groups, between doctors of the polyclinics and specialists from other institutions (The Psychotherapeutic Center etc.). 

The public awareness has been raised: leaflets for ordinary people and patients have been published, a computer training program on health promotion and disease prevention has been introduced, and polyclinic wards have been designed.

The Demo Project has: 

encouraged health professionals to actively participate in preventive activities  and improved disease prevention methods;
shown possibilities to create a disease prevention coordinating system at the regional and institutional level;
introduced new types and technologies of disease prevention within the primary health care, such as collective work and a computer training program on health education;
developed recommendations on the improvement and integration of preventive activities into the daily practice of primary health professionals.
To improve preventive services provided to the population within the primary health care, to integrate them into the Mandatory Health Insurance System (MHI), and to disseminate gained experiences it is necessary:

to review job responsibilities of all health professionals and to specify preventive activities at each working place;
to introduce the disease prevention coordinating system at the regional, institutional and inter-institutional  level;
to provide continuous training of different primary health professionals (head doctors, general practitioners, nurses, coordinators of preventive activity) in health promotion and disease prevention;
to improve the role of paramedics (particularly nurses) in conducting and coordinating preventive activities;
to develop regulations on preventive activities within the primary health care and the MHI:
Volume and Quality Evaluation Criteria
Remuneration mechanisms 
Other incentives
to make different preventive services (individual counseling, collective work etc.)   and materials (printed materials, audio and visual aids etc.) on health promotion and disease prevention more available to the population. 
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Analysis of the Access to Preventive and Promotive Health Services of the Population at Risk
Summary

In this study the attention is paid to socio-economic risk groups. Analyzing the accessibility of HP & DP services we concentrate on those population groups whose purchasing power is not enough to buy them at free market prices.

Roots of the problem: The problem of inequity in health existed already in the Soviet period. Roughly speaking, then there existed three levels of provision of preventive and promotive services:

Services for the top nomenklatura of the regime (Provider: the so-called 

      4th Department of the Ministry of Health);

Services for the employees of powerful institutions, e.g. ministries, big industrial enterprises, leading research & development centers (Provider: health services affiliated to these institutions);

Services for the rank-and-file Soviet citizens (Provider: polyclinics located in the residential areas).

Current situation: In the course of transition, inequity in health was even more exacerbated. The elitist services of the 4th Department (category 1) were inherited by the new governmental bureaucracy. The institutional health services (category 2) suffered most. Due to the financial constraints, a considerable number of the big enterprises and leading research centers turned out unable to maintain their health services at the proper level. Many of them handed over their health services to the municipalities. Most of the Russian population was expected to find a consolation in the old system of regular polyclinics (category 3), now covered by the Mandatory Health Insurance scheme, instead of the central funding of the old days. Shift of the decorations did not change the nature of things. As before, people are just entitled to a certain package of preventive and promotive  services. In other words, physician can not decline a visit of patient who wants to see him/her. At the same time, nothing but moral considerations, e.g. Hippocratic oath, can force physician to provide a really good service.

Besides polyclinics, there exist two more institutions which are expected to provide HP & DP services for the various population groups. Those are the centers for medical prevention and sanepid units (public sanitary and epidemiological surveillance). An aged personnel and a complete inadequacy of the available equipment makes the centers for medical prevention unfit to perform the duties that they are expected to perform judging by their institutional name. As for the sanepid service, by its nature, it is rather a controlling and supervising institution, than a provider of HP & DP services. This provides such a specific public good as control over sanitation from which both the rich and poor could possibly benefit. The services specially targeted at the vulnerable groups are not clearly identifiable among the sanepid mainstream. The sanepid demonstrates also an institutional arrogance unwilling to collaborate with the such inferior beings as centers for medical prevention and cabinets for medical prevention in polyclinics.

In Russia the plagues of HP & DP facilities are inseparable from the overall plagues of the public sector. To reform the public sector, a strong pressure on the part of society is required. This is actually lacking. One of the reasons for that is a clash of the two sets of values. On the one hand, there is a widespread belief inherited from the former regime and codified in a form of the Constitutional provision that such things as health care and health promotion are to be for free irrespectively of the amount of available resources. On the other hand, there is the learned conviction that everything could be really settled only by means of the out-of-pocket payments. The latter consideration serves as moral justification for a tax evasion on a mass scale.

In contemporary Russia, the prevailing society’s attitude is a semi-Darwinian survival of the fittest. Individuals are expected to rely on their own resources whatever limited those might be in order, if not to attain fully, at least, to keep from dwindling their health potential. It goes without saying, that members of the vulnerable groups have the lowest chances to cope with the problem alone. To reverse the trend, the society as a whole needs to reconsider its basic attitudes and give way to more solidaristic approach. Only then, the society would be able to exert a concerted pressure upon the state to bring an order into the public sector.

Proposals: With respect to the existing situation, what could be possibly done at the federal level is, first and foremost, measurement of a real size of poverty and identification of the groups who are the most in need. The special surveys are needed to clarify about the actual living standards of the population.

At the regional and municipal level what is actually feasible at the moment is the so-called  show-case approach. Some regions or municipalities of the Russian Federation could address the issue of SEHD reduction in a form of particular small or medium-sized projects.

1. Introduction 

Equity in health is an issue around which many discussions revolve nowadays in the EU-countries. There, equity in health is believed to be inseparable from the ethics of human rights. This is the topic of the day. Reflections on it might be found in a number of papers, e.g. in the WHO-EURO Bulletin (EUR/RC48/9, 22 July 1998),  recommendations developed by the Committee of Experts of the European Health Committee (2nd meeting, Strasbourg 11 - 12 October 1999) and several recent publications.  The latter could be summarized in an appeal to develop “comprehensive health policies, supported by legislative or regulatory measures, which take into an account differing situations and needs of persons in marginalized situations”
. With  respect to the current reforms of health care systems the experts from the European Health Committee insisted that a special attention is to be given to secure “…health for all, including persons in insecure living conditions”
. This is completely in line with the WHO’s Health for All strategy. In the WHO-EURO Bulletin Health 21 it is strongly emphasized that “Poverty is a major risk factor”
. 

Russia and other NIS countries, CEE countries seeking an admission to the European Union share the principles of the WHO’s Health for All strategy. Thus, they can not fully ignore the problem of inequity in health and that of socio-economic health differences. They are expected to include the issue into the list of priorities while developing the respective health and social policies. The other thing, how far their readiness to sign up to the mainstream corresponds to the available resources, or to what extent commitment on paper can be transformed into somewhat discernible practical steps.

Seemingly, Russia does not want to stay aside the major current trends in the international health developments. At the same time, given a scarcity of resources, inefficiencies in resource allocation and use, and also peculiar model of transition, Russia is able to commit itself rather verbally than in real terms to a solution of the problem of inequity in health. An access to both curative and preventive health services to the populations at risk becomes more and more restricted in Russia. HP & DP services are even less accessible, since they are considered as a sort of luxury against a background of the restricted accessibility of curative ones. 

Still, the scarcity of resources can not serve as a complete excuse for the lack of consistent actions to address the issue. Sometimes, one may rather observe an inefficiency in resource utilization. Resources are scattered among the various institutions in the field. The latter might be reluctant to join their efforts due to the institutional rivalry, entrenched parochialism, low expectations to benefit from collaboration, or else.  

2. Purpose of the Study
The purpose of this study is twofold:

To analyze an accessibility of HP & DP to the populations at risk in Russia.

To develop the proposals on improvement of the current situation in terms of accessibility of HP & DP to the populations at risk.

3. Definitions
This analysis operates the following basic terms and notions: 

Risk factor (e.g. income level, health status, pattern of health behavior, state of environment) is a factor that might be accountable for disease, infirmity or trauma.

Population at risk is a population group whose members are exposed to the factor(s) that make(s) a potential threat to their health.

Risk groups could be divided into the following ones:

Socio-economic risk groups (e.g. poor, unemployed, disabled, etc.);

Behavioral risk groups (e.g. excessive smoking and drinking, deeply ingrained unhealthy dietary habits, etc.).

Environmental risk groups (e.g. unhealthy living and working conditions, exposure to the pollutants of physical environments, etc.).

Within the framework of this study the most attention will be paid to socio-economic risk groups.  The thing is that, in distinction from the Western countries, in Russia unhealthy habits are spread not only among the poor, but among the rich and middle class as well. The latter could buy HP & DP services, if they need them. So, an inclusion of behavioral risk groups into an analysis of accessibility of HP & DP services might blur an overall picture. The same could be said about environmental risk groups: Both the rich and poor could possibly live in the same shabby apartment blocks without regular power and heating supply (e.g. the case of the city of Vladivostok) or in the same polluted areas (those are numerous).

While talking about socio-economic risk groups in Russia one should be cautious with the Western notion of socio-economic status (SES). Besides income level, this includes education as well. In Russia there is no strong correlation between education and living standards. For example, physicians, teachers and research workers could be very poor. Many of them earn less than unskilled manual workers. 

So, in the Russian context it makes sense to talk not about low SES groups, but rather about vulnerable groups or people in insecure living situations. The latter could serve as an operational definition to describe a broad spectrum of populations whose existence is precarious. Analyzing the accessibility of HP & DP services one should concentrate on those population groups whose purchasing power is not enough to buy them at free market prices. 

In HP & DP services there might be identified two components:

Disease prevention services, e.i. set of activities aimed to prevent disease or curb its development (e.g., screenings, vaccination, advice on healthy nutrition and smoking cessation, etc.).

Health promotion services, e.i. process of enabling individuals and communities to increase control over the determinants of health and thereby improve their health (e.g., provision of the facilities for physical exercises, making a choice of an inexpensive healthy food available in the canteens, etc.).

4. Roots of the Problem
Despite an official commitment of the Soviet government to the principle of social justice, the problem of inequity in health existed already in the Soviet period. Roughly speaking, then there existed three levels of provision of curative and preventive services:

Services for the top nomenklatura of the regime (Provider: the so-called 

      4th Department of the Ministry of Health);

Services for the employees of powerful institutions, e.g. ministries, big industrial enterprises, leading research & development centers (Provider: health services affiliated to these institutions);

Services for the rank-and-file Soviet citizens (Provider: polyclinics located in the residential areas).

1. Within the framework of this analysis the elitist services for the top party and governmental officials could be left aside from the very beginning. Those absorbed the creams of health care system – the best equipment and most qualified health professionals – and were in no comparison with the curative and preventive services available to the rest of the Soviet population. Still, between the category 2 and category 3 there existed a big difference as well.

2. The powerful institutions of the Soviet period  - ministries, industrial giants, etc. – performed a function of a state in miniature. They provided a safety net for their employees. This safety net included such provisions as hospitals, polyclinics, recreational & holiday centers, kindergartens, facilities for sports & physical exercises, summer-time recreational camps for the school-aged children, etc. The employees of these institutions had a chance to buy at a discount price the package tours to spend their holidays somewhere in the mountains or at the sea-side.

As for the HP & DP provided among other the services within a safety net of the powerful institutions, these were not so bad. Facilities of the institutional health services allowed to arrange screenings at the reasonably good level. A number of labor safety precautions was taken. Health promotion at the workplace including an opportunity to exercise was in operation. After the working hours employees could make use of such institutional facilities as gyms, stadiums and swimming pools. More than that, within the institutional health services there existed the special health units called as profilactoriums. These were meant for the employees who complained on fatigue and weariness not accompanied by the signs of disease. The employees had a chance to take several days-off and recover there being on special diet, exercising and listening to a health advice. Most of the powerful institutions of the Soviet era employed psychologists to deal with the psychological problems of the employees and to teach them relaxation & stress management techniques. Physicians, nurses and health consultants of the institutional health services were relatively better-of in terms of salaries and package of additional benefits in comparison with the health personnel of regular polyclinics. They were interested in keeping their jobs. This helped to assure somehow a quality of both curative and preventive services.

3. Out of those three, regular polyclinics provided curative and preventive services at the bottom level. Jobs in polyclinics were treated by health professionals as non-prestigeous. They tried to leave them at all possible means as soon as possible and move either to hospitals or to health services of the powerful institutions. Among those who stayed there prevailed people who were not very successful in medical career or people of pre-retirement or retirement age. 

To be received by a doctor in polyclinic, numerous patients were expected to queue for a long time. Gathering of nervous and irritated patients outside the cabinet door influenced an atmosphere inside. Doctors were getting nervous and irritated as well. Doctor-patient communication turned out to be abrupt and full of unease. Obviously, a room for advice on healthy life-styles was very small. As for the mandatory total screenings of the Soviet period, those took frequently a character of very formal, rubber-stamping procedure. Patients were routinely moving from one cabinet to another one to collect the specialists’ signatures on a special form certifying that they are actually healthy. The latter was required by their employers. Lack of time and neglect on the part of physicians made good quality examinations rather improbable. Many of the serious diseases, cancers first and foremost, remained non-diagnosed. Shabby interiors, ugly health education posters, long waiting hours, neglect and low professionalism of the staff made polyclinics not very pleasant place to come, even if an urgent treatment was required. As for health promotion and disease prevention, despite the official claim that these are top priority, out-patient preventive services meant for the rank-and-file citizens remained somewhere at the margin of health services which were no good at all in themselves.

5. Impact of Transition on Provision of HP & DP Services
As a result of transition, the institutional health services (category 2) suffered most. Due to the financial constraints, a considerable number of the big enterprises and leading research centers turned out unable to maintain their safety nets at the proper level. Many of them handed over their safety nets to the municipalities. For the employers who actually survived at the market, health of their employees ceased to be a matter of a primary concern. This was not anymore a policy dictated by the state. Most of the tangible achievements of Soviet period in the field of health promotion and disease prevention was eliminated. Those who lost their jobs joined the marginalized populations in terms of accessibility of HP & DP. As for those who kept them, their health will be broken soon due to the XIXth century-type capitalist exploitation and new personnel policy of the employers. This is based on the premises that any type of workplace health promotion just leads to an increase in production costs. So, according to this logic, it is more wise to employ the young and strong in order to squeeze them out quick enough. Then, a new team could be selected out of the numerous young job applicants.

In the course of transition, inequity in health was even more exacerbated. The elitist services of the 4th Department (category 1) were inherited by the new governmental bureaucracy. Besides the top bureaucrats, some of the newly-rich got an access to them, although, in distinction from the former, not for free. Most of the Russian population was expected to find a consolation in the old system of regular polyclinics (category 3), now covered by the Mandatory Health Insurance scheme, instead of the central funding of the old days. Shift of the decorations did not change the nature of things. As before, people are just entitled to a certain package of curative or preventive services. In other words, physician can not decline a visit of patient who wants to see him/her. At the same time, nothing but moral considerations, e.g. Hippocratic oath, can force physician to provide a really good service. Some of polyclinic physicians are simply not qualified enough to provide good quality services. Those who are, they do normally expect an additional remuneration, besides a tiny salary (about 800 rubles or less than 30$). Most frequently, this happens in a form of out-of-pocket payments. Patient who can not afford it will face a choice of telling his/her complaints to inattentive doctor who after 5 minutes of deaf-ear listening will write automatically a prescription of something not necessarily poisonous, but not necessarily helpful as well.

Theoretically, everyone belonging to the so-called vulnerable groups could come to polyclinic seeking a health advice. He/she can not be denied outright. Still, a present shape of these primary care institutions strips such the conceivable visits out of meaning. It makes no sense to waste your time in a queue in front of the cabinet door to face a lukewarm reception. An outward appearance of visitor will give an immediate hint to physician: there is hardly anything to scavenge on in terms of informal payments/gifts here. According to the Mandatory Health Insurance scheme, physician is to be paid for an every single visit. So, doctor will, most probably, patter in an inarticulate voice the ritual phrases about healthy life-styles to poorly dressed visitor expecting him/her to leave soon.    

An opening in polyclinics of the special units called as  cabinets for medical prevention could hardly be considered as a solution. Most probably, those will be staffed by some old ladies who have aged in polyclinic drudgery and earned honestly their little pension. The latter will knit peacefully in these cabinets sharing from time to time an up-to-date knowledge on the devastating effects of salt and sugar – this has been rather acquired 40 years ago in medical schools – with the visitors of the same age happy to talk to anybody ready to listen about the predicaments of senility.

6. Specialized Institutions Formally Expected to Provide HP & DP for the Various Population Groups
Besides polyclinics, there exist two more institutions which are expected to provide HP & DP services for the various population groups. Those are the centers for medical prevention and sanepid units (public sanitary and epidemiological surveillance). The centers for medical prevention, formerly the centers for health education, are currently rather dead than alive. Established at the regional and somewhere at the municipal level, they lead a somewhat shadowy existence often sharing the dilapidated facilities originally meant for them with some other obscure institutions. An aged personnel and a complete inadequacy of the available equipment makes the centers for medical prevention unfit to perform the duties that they are expected to perform judging by their institutional name. Clearly, for the members of vulnerable groups these centers in their present state would look only as a mirror-image of their own poverty. 

As for the sanepid units, the story is different. Those are the regional and municipal branches of the powerful federal service. The service is in charge of the sanitary control all over the country. Any single organization or enterprise can not do without an official permit on the part of the sanepid service confirming that the sanitary norms are actually observed there. Historically, it was established to cope with communicable diseases, and until now the sanepid service is largely dealing with the outbreaks of resurgent ones. So, health promotion and prevention of non-communicable diseases are somewhere at the margin of the sanepid duties. Moreover, the sanepid service, by its nature, is rather a controlling and supervising institution, than a provider of HP & DP services. This provides such a specific public good as control over sanitation from which both the rich and poor could possibly benefit. The services specially targeted at the vulnerable groups are not clearly identifiable among the sanepid mainstream. The sanepid demonstrates also an institutional arrogance unwilling to collaborate with the such inferior beings as centers for medical prevention and cabinets for medical prevention in polyclinics. 

The cruel realities of transition have led to a mutation of even the most well-established institutions in the field. For example, the National Research Center for Preventive Medicine, instead of provision of HP & DP for all the populations groups, rather provides the curative in-patient and out-patient services for the rich and middle-class people. The truly preventive component in its overall activities is relatively small. Within the component, such offers as smoking-cessation and weight-control programs are affordable only for the people whose incomes are above the average.

7. SEHD-Reduction: Where Is Russia to Be Looking for a Source of Inspiration?
Most of the Western SEHD reducing interventions – structural measures (e.g. free school milk), interventions in the existing health care settings (e.g. general practitioner providing patients with information on how to stop smoking), health education and promotion  - are largely financed through the public sector, in direct or indirect way. Let it be interventions of the governmental bodies or those of the NGOs, behind all of them is public money. For example, most of the Dutch NGOs dealing with the public health issues secure half of their budget through the Ministry of Health in a form of central funding and the rest in a form of grants and subsidies offered by the same Ministry of Health. 

Whatever modest, some expenditures are necessary to set the SEHD reducing interventions and maintain them at the proper level. These includes survey costs to assess the needs of the vulnerable populations, printing costs of high quality health education materials, costs necessary to keep the offices in the poverty-stricken areas, pay outreach workers, do evaluation and reporting, train the target populations in self-help techniques, etc. In the affluent Western countries governments can afford nowadays – this was not the case before a relative prosperity for a bulk of the population reached in the West in the mid-1960s - to allocate resources to tackle the issue. Jobs in the public sector units and non-governmental organizations dealing with the SEHD reduction are attractive enough to find the right people to staff the places. These are just jobs, although not all lucrative like some ones in a private sector, still reasonably good to make a decent living. 

In Russia, as a result of transition, an otherwise explicable difference between salaries in private sector and salaries in public one grew out of proportion. Those might differ in dozens of times. Anyone with ambition and proper qualifications tries to leave the public sector in contemporary Russia. Those who stayed, they either failed to do so due to an older age, lack of proper qualifications, etc., or expected to capitalize on informal out-of-pocket payments, pittance of international organizations or outright bribery. In Russia the problem of SEHD reduction can not be separated from the overall plagues of the public sector. In order to do HP & DP for the vulnerable groups at a proper level it is necessary to create jobs attractive enough for the young educated people and invest sufficiently into premises and equipment. Another option is to leave everything as it is. This means the Russian authorities do not decline their formal commitment to the plight of the poor. At the same time, anything new is indiscernible, whereas the remnants of the previous system are maintained in an almost archeological shape – old ladies sitting on the disintegrating creaky chairs under the nightmarish health education posters of the Soviet era.

To reform the public sector in Russia, a strong pressure on the part of society is required. This is actually lacking. One of the reasons for that is a clash of the two sets of values. On the one hand, there is a widespread belief inherited from the former regime and codified in a form of the Constitutional provision that such things as health care and health promotion are to be for free irrespectively of the amount of available resources. On the other hand, there is the learned conviction that everything could be really settled only by means of the out-of-pocket payments. The latter consideration serves as moral justification for a tax evasion on a mass scale. The rationale behind this is the following: If we have already paid in cash for the allegedly free services, why on earth shall we pay twice? This results in a vicious circle: little money in the budget and high expectations of the society. As for the Russian state, it pretends that it does care. The state continues to pancake the various social protection programs while knowing in advance that those will not be actually funded. To criticize such the programs from a viewpoint of financial realism would be the same as if to criticize a science fiction from a stand that doubts a plausibility of the described events. 

As for the source of inspiration in the field of SEHD reduction, Russia should rather look not at the Western experience, but rather at the one of such countries as Brazil, India, Pakistan, Nigeria and Indonesia. Those are the sizeable newly industrialized nations whose socio-economic problems -  first of all, poverty, populist pressures, inefficient and corrupt public sector – are common to Russia as well. Thus, a better comparability will be achieved, if there is anything to be compared in this particular field.

8. Proposals for change 

With respect to the existing situation, what could be possibly done at the federal level is, first and foremost, measurement of a real size of poverty and identification of the groups who are the most in need. The thing is that, the governmental statistics of poverty (about 50 mln. people living below poverty line) is not very precise, since it is based on the officially declared incomes. At the same time, a considerable proportion of all payments in the country are done in-hand to evade taxation. So, the special surveys are needed to clarify about the actual living standards of the population. The other thing, how the federal government could make use of the results of these surveys. Knowledge that some vulnerable groups are in need, e.g. in health promotion or disease prevention, shall not necessarily result in a series of consecutive steps to address the issue.

What is actually feasible at the moment is the so-called  show-case approach at the regional and municipal level. Some regions or municipalities of the Russian Federation could address the issue of SEHD reduction in a form of particular small or medium-sized projects. If the project proposals are properly written and commitment of the Russian regional/municipal counterpart, e.g. premises and personnel, is promised, the chances to secure money to launch a certain SEHD-reducing project might be good enough. Then, a governor or mayor will earn a reputation of a very progressive person in touch with the latest international developments, population will know that something is going on from the TV- and radio reports, underpaid experts from the forlorn institutions will feast for a while before switching back to fasting with the end of the project. Actually, this is better than nothing. Short life of the butterflies artificially bred in a green-house is certainly more delightful than a comatose existence of worms underground. Greater sustainability could be achieved if only the Russian businesses or well-established and influential NGOs – latter are currently non-existent in Russia -   are found  among the donors of the above-mentioned projects. 

9. Conclusion
In Russia socio-economic health differences are actually widening. Although, those are widening everywhere, including paternalist Nordic states, in Russia the case is really striking. The widening of health differences is an unavoidable consequence of the continuing income polarization which is not cushioned by a proper safety net. The troubled public sector failed the task of building the up-to-date version of safety net able to confront the challenges of transition. The remnants of the old Soviet-type safety net resemble more and more the Salvation Army facilities: elementary provisions for the poor which do not allow them to cross the border separating the living creatures from the dead. The free health care services provision of which is guaranteed by the Constitution imply, de facto, poor medicine for the poor with all the far-reaching consequences that are stemming from the fact. 

By definition, medicine for the poor presumes the situation when the most basic health needs are met at the most basic level. Here, inevitably the priority is given to provision of emergency services. As for health promotion and disease prevention, whatever claims and promises are made of a greater access of those in need to services in question, the latter will be continuously placed in the most dark angle of a  shabby building of medicine for the poor. The Russian key research institutes in the field could make some rattling noises to attract attention to what they believe is crucial in terms of improvement of an overall health situation in the country. However, under the circumstances the underlying motive of this rhetoric is rather a hunting for grants than anything else. Abandoned by the state, the institutes, once powerful but now declining, are crying in wilderness in search for new donors, whereas preventive and promotive services for the populations at risk are provided at random by such the international organizations as Medicines Sans Frontiers or Physicians of the World. 

According to the WHO’s definition, equity in health implies that “ideally everyone should have a fair opportunity to attain their full health potential and more pragmatically, that no one should be disadvantaged from achieving this potential”. An idea of equity in health is inseparably connected with a notion of quality of life. Quality of life can not be localized in the certain strata or groups. It is characteristic of society as a whole. The societies who try to reduce socio-economic health difference are doing this alongside with the other efforts to assure quality of life. 

In contemporary Russia, quality of life is not a matter of primary concern, since life in itself is too precarious to bother about its quality. The prevailing society’s attitude is a semi-Darwinian survival of the fittest. Individuals are expected to rely on their own resources whatever limited those might be in order, if not to attain fully, at least, to keep from dwindling their health potential. It goes without saying, that members of the vulnerable groups have the lowest chances to cope with the problem alone. To reverse the trend, the society as a whole needs to reconsider its basic attitudes and give way to more solidaristic approach. Only then, the society would be able to exert a concerted pressure upon the state to bring an order into the public sector. Without such the provisions at the macro-level, an attempt to address the problem of a greater accessibility of HP & DP to the population at risk as a separate issue within the stalled health care reform will be doomed to a failure. 
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Assessment of the roles of actors outside health care in planning and implementing primary prevention activities in pilot regions
Summary

This report analyses the role of actors outside health care in health promotion. The results of the study are based on three reports prepared by the experts of the project in the Vologda region, Electrostal municipality and the city of Orenburg. The paper outlines both general observations on the role of non- medical sectors in three pilot areas and describes the role of each sector individually. The latter covers the following actors: education, mass media, social services, culture and arts, physical training and sports, youth organisations, financial authorities and insurance organisations, non- governmental organisations, industry and business.  

The report concludes that the importance of the intersectoral co- operation in health is recognised in Russia both at the political and professional levels and formally declared in many official documents. However, practical implementation of multisectoral involvement, similarly to many countries of Europe, experiences many difficulties. Although there is a variety of organisations directly or indirectly involved in HP and there are formal intersectoral bodies, their work together is not always as effective as it could be. The participation of non- medical sectors in the development and implementation of health programmes in the studied areas has positively changed within the past two- three years. Many interviewees related these changes to the work of the Tacis Preventive Health Care project as well as to the enthusiasm of particular professionals and organisations.  The co- operation with NGOs and industry and business still needs to be developed. 

Based on the analysis the report outlines a number of recommendations. This includes a wide distribution of knowledge on health and its determinants among non- medical sectors including local politicians, heads of regional and municipal departments, heads of local Administrations and professionals in various fields. Health professionals need also to know more on socio- economic, environmental and psychological factors influencing health and how to address these issues together with other sectors. The information on various forms of intersectoral co- operation need to be collected at the federal level and distributed in all regions. The intersectional structures should exist both at the federal and regional levels. The functions of such structures (eg. Intersectoral Committee) should be clearly stated. The committee should meet regularly, and be in practice involved in the development of health policies, planning and evaluation of health programmes. The establishment of links with industry and business and non- governmental organisations needs to be challenged.

1. Introduction

Health promotion and disease prevention can be successfully implemented only with the involvement of various actors, both those within the health care sector and outside it. Currently there is more and more evidence that many of the key determinants of health lie outside the responsibilities of medical professionals. Those include social and environmental factors, people’s employment status, housing, education, income and psychological well- being. Therefore, the role of actors who are not directly linked to health services is considerably increasing. However, the process of encouragement of non- medical sectors to participate in the activities aiming at the improvement of the health of populations is long and uneasy in many countries.   This might be explained by the strict division of responsibilities between the public sectors and traditional orientation of public health services to medical interventions. These processes are even more difficult in the countries of Eastern Europe and the Former Soviet Union, including Russia. These countries are going through the period pf economic transition and political instability. 

This report aims at the assessment and analytical overview of the roles of actors outside health care system in planning and implementing primary prevention activities based on the fieldwork of the experts in the Vologda region, Electrostal municipality and the city of Orenburg.  

2. Background information on actors outside health care

As an essential element of the modern public health, the intersectoral approach to health, has been recognised in Russia within the past several decades (Tchernyavsky 1996; WHO 1998) . However, there is an evidence in academic literature that this has largely been formal and declarative due to several reasons (Tkatchenko et al 2000). 

First, there is often little understanding both among health professionals and other sectors what an “ intersectoral approach” really means. There is an evidence that some professionals interpret it as a provision of health care by health services accountable to different Ministries. 

Second, the traditional Soviet/Russian health care system has always been dominated by clinicians. The country with the largest number of doctors per capita and one of the largest number of hospital beds has always been oriented towards the expansive way of the development in the health sector. In practice, for many decades health of the population has been related to the quantitative indicators of the work of health services. 

Within the past ten years the views have changed, in many cases under the influence of the International health reform projects. The need to approach health problems through the co- operative links between various Ministries and sectors is expressed nearly in every document currently developed and at every high level meeting currently held. However, the mechanisms how to co- operate are poorly developed, and each sector tries to concentrate on its own narrow responsibilities. 

In the 1990s there was an attempt to establish an intersectoral structure at the federal level, the Intersectoral Committee for Health, under the Government of the Russian Federation. However, the functions of the Committee were formal, and most of the professionals did not see any concrete benefits from its operation. As a result in the late 1990s the Committee was disbanded. 

3. Methods

This report was prepared based on three assessments implemented by the experts of the project in the Vologda region, Electrostal municipality and the city of Orenburg. 

The first analysis was done by Mr. Mauno Lindroos and Ms. Elena Tkatchenko in the period April- September 1999. The aim of the analysis was to review the processes of development, financing and implementation of 5 federal and 7 regional health programmes. The methods used for the analyses included documentary analysis of the texts of the programmes as well as papers related to their financing and implementation and qualitative interviews with the key professionals involved in the development and implementation of the programmes at the federal and regional levels. The regional programmes were assessed based on the fieldwork in the Vologda region. Based on the results of their study the role of non- medical actors in the development, financing and implementation of health programmes was assessed. 

The second analysis was prepared by Dr. Martin Guest  in the period October 1999- April 2000. This was based on the expert’s work  in Orenburg in the process of planning and implementing of health promotion and disease prevention (HP & DP) activities in Primary health care and the programme to support young people’s health in Orenburg. The methods to collect the data in Orenburg  were interviews and participant observation. 

The third analysis was based on the surveys implemented in the Vologda region and Electrostal municipality by Elena V. Tkatchenko in the period March- May 2000. The primary objective of the survey was to assess institutional capacities at the regional and municipal levels. Both medical and non- medical institutions participated in the surveys. The questions referred to the resources, functions and contact of the organisations in the process of development and implementation of health programmes. The data on non- medical organisations received from these surveys were included in this report. 

4. Results

4.1. General observations on co- operation with non- medical public sectors   

4.1.1. Formal involvement of non- medical sectors

The involvement of various sectors of the society to the development and implementation of health programmes is widely recognised in Russia. It is also formally stated in the programmes and in the relevant governmental edicts and instructions.  For instance, the programme on tuberculosis states that the implementers of the program are 6 various Ministries, including the Ministry of Health, Ministry of Interior Affairs, Ministry of Agriculture, Ministry of Economics, Ministry of Finance, and the Ministry of Defence. The program on diabetes involves the Ministry of Health, the Russian Academy of Science, and the Ministry of Agriculture. 

Ministerial regulations on the development of health programmes require the involvement of various sectors in the designing and implementing activities within the programmes. However, it was observed in the Vologda region that traditionally the co- operation has been reduced to the formal agreement of the content of the program with other organisations (rubber-stamping). Many regional programmes do not have any directorship where various sectors would be represented. 

The formal approach to multisectoral co- operation was observed in the analysis of the Integrated program on prevention of non- communicable diseases in the Tchelyabinsk region. The programme states that an intersectoral approach is important as a prerequisite of the effective implementation of the program. The partnership between non- medical and medical professionals should be built on consensus about priorities and joining the resources. However, the program says that it was developed by a chief cardiologist of the region, and the implementers will be the regional cardio -centre, two regional hospitals and a branch of the Academy of Science. One can hardly call it a true multisectoral approach. One can not expect that such a global objective as the improvement of health and increasing quality of life stated in the program can be achieved through the extremely limited number of partners.

4.1.2. Multisectoral governmental bodies

There are several intersectoral bodies at the regional level (eg. the Vologda region). They include the Governor’s Collegium, the Sanitary Anti- Epidemic Commission, Intersectoral Commissions on particular health problems. However, these organisations do not seem to be as effective as they could be. Their functions are very often just to hear the problem and solutions proposed by the responsible sector, rather than the mutual discussion of alternative proposals and planning of common activities. The Governor’s Collegium is supposed to discuss only the most important issues faced by the region. For example, none of the existing regional health programmes have been discussed and adopted at the Governor’s Collegium. The new way of the development of the health document has been observed in the process of preparing the regional health policy on HP in the Vologda region. Various sectors and organisations were involved in the designing of the policy paper since the very beginning. The paper has also been discussed and adopted by the Governor’s Collegium in April 2000. This may be explained by at least three factors, the high status of the document, the involvement of the international donors and the participation of various sectors in the designing of the policy paper. 

4.1.3. The change of the situation through the 1990s 

It is worth noting that in the Vologda region the involvement of actors outside health care in the development and implementation of health activities has significantly improved since 1998. For example, the active participation in the programmes on HIV prevention since 1998 has been reported by the regional authority for culture and arts, the regional authority for sports, the regional youth authority and the regional authority for the information and mass media. The interviewees explained these changes by several factors. 

Firstly, by the activities of the Tacis Preventive health care project in the region. The project established the Intersectoral committee, who regularly met and discussed health problems in the region. The project organised numerous seminars, workshops and conferences, where the representatives from various sectors met each other and communicated with each other. The project has organised training on intersectoral involvement in health programmes. During these training sessions the importance of multisectoral work and the evidence of successful results of this work have been presented. 

Secondly, the co- operation between various sectors in the early and mid- 1990s was extremely difficult because many sectors were going through reorganisation processes. The Soviet structures had been disbanded but the new ones were not created yet. In the HIV prevention programme, for example, the co- operation with non- medical sectors in the early 1990s and in the late 1990s have been reported as more positive than in the mid- 1990s. In the early 1990s there was an Intersectoral commission on HIV/AIDS under the Regional Supreme Council (equivalent of the local Parliament). This commission included up to 12 representatives of various sectors. Therefore, any co- operation was relatively easy due to the active participation of this commission. Later, the commission was disbanded. The regional youth authority and the regional authority for the information and mass media were also reorganised at that time and virtually did not exist until the late 1990s.  

The third reason for the improvement of multisectoral co- operation is the carisma and enthusiasm of particular people. For example, before 1998 the HIV prevention centre did not exist in Vologda. The work on HIV prevention in the mid 1990s was very poor. After the establishment of the centre in 1998 the activities have significantly improved. The head of the centre has encouraged the establishment of the Intersectoral commission on HIV under the Deputy Governor of the region, developed systematic relationships with the mass media and promoted the involvement of the region in several international projects on AIDS. 

These changes in the number of actors involved in the programmes are reflected in the way the programmes are planned and developed. Two previous HIV programmes (in 1991 and in 1995) were developed mainly by the chief epidemiologist of the region. Now when the third programme is under preparation all regional authorities and various institutions were asked to submit their own proposals regarding the programme. These proposals will be discussed at the meetings of all the sectors before the final version of the programme is designed.  Interestingly, that during the interviews in the Vologda region the respondents were asked to identify the key health problems in the region and the first few steps to their solution. Over 80 % of interviewees agreed that the establishment of stable intersectoral links and the common development and implementation of a comprehensive health policy would be the most important priorities in the regional public health.  

4.2. The role of various actors in health promotion 

4.2.1. Education 

Education is undoubtedly the most important player in HP  outside health care in all studied pilot areas. The co- operation is supported through regional and municipal education authority and schools. In the Vologda region the Education development institute has also been active in HP activities in the region. There are currently several ways of co- operation between health and education sectors in three studied geographic areas: 

· an obligatory programme of health education (valeology) at all levels in all schools in Orenburg;

· the survey of health and behaviour of school children in Orenburg; 

· the Health promoting school programme in four pilot schools  in the Vologda region;

· the survey of health and behaviour of school children in the Vologda region;

· the programme on health promotion and well- being in scools in Electrostal;

· the Work place health promotion programme in Electrostal; 

· lectures on healthy lifestyle and behaviour in schools in Electrostal;

· mutual development of proposals of the activities of the regional (the Vologda region) and municipal (Electrostal) health programmes; 

· monitoring and recording health of school children and implementing of some interventions (vaccination) through the school medical units in all regions. 

The observations made by the expert of the project in Orenburg suggest that although the infrastructure for both the health education and the health surveillance of schoolchildren in schools appears to be well developed  it is difficult to assess its effectiveness. There may in fact be some  overmedicalisation of the school medical service as well as a gross misuse of specialists’  time and expertise.






 In the Vologda region there is a serious conflict between the health and education sectors because of the sexual education programmes. There are many opponents to these programmes in the system of education. According to health professionals, teachers and parents are not ready psychologically to conduct these programmes, and therefore prefer not to touch the issue at all. The situation has slowly started changing recently, to a large extent, due to the involvement of the project. 

In Electrostal the main partners of the education sector among health institutions are adult polyclinics, the city children hospital, Gossanepidnadzor, children polyclinics and the municipal health department. 

4.2.2. Mass media

The various organs of the mass media also play an important part in HP. In Orenburg the mass media department of Orenburg Medical Academy produces a monthly newspaper called Zdravstvuiti (‘Be Healthy!). It is A4 size, 16 pages long, professionally produced on good quality paper with a circulation of 6,000.  There is little advertising and it is funded by the Orenburg oblast. It is distributed to all polyclinics, hospitals and schools . There are 4,500 regular subscribers. The content of the news paper is very much medically orientated ie nearly all articles written by doctors. In addition the department produces video clips to a professional standard which are then broadcast on the regional TV stations Planeta  (for ½ hour a week) and GTRK Orenburg (for 3 minutes a day)

In the Vologda region there are 26 local newspapers. The circulation of each newspaper is between 3,000 and 6,000. There are several local radio and television studios. The main function of the newspapers in relation to HP is to provide the information on healthy lifestyle and behaviour. Most of the publications are written by chief specialist of the region (eg. chief psychiatrist, chief general physician, chief narcologist etc.). According to the interviewees, the quality of publications varies. Some are too medical and not interesting for the general public. In these cases the regional authority for the information and mass media act as revisers and judges on the style of the publications. There has been conflicts with the education sector and the Church about the sexual education and family planning. The major health partners of the mass media authority are the regional health authority, the centre for HIV prevention, chief specialists of the region, regional hospitals and the regional addiction clinic. Some problems between health professionals and the mass media raised in the mid 1990s when the mass media started charging for the information provided through them but the health sector had no money to pay. Currently regional authorities are working on the establishment of the efficient press- service within the regional health authority. 

In Electrostal 9 out of 15 surveyed organisations reported having contacts with the mass media. These included the centre for medical prevention, health department, children polyclinic, rehabilitation unit, the central city hospital, the children hospital, the medical and sanitary unit, education department and municipal health facility. Only one organisation (school N7) reported having contacts with the municipal department for mass media. 

The relationships between the health sector and mass media have significantly improved in all pilot areas in recent years due to the public awareness campaign and regular mass media events organised by the project. 

4.2.3. Social Services 

There is not much information on the social services and their role in HP in the pilot regions. The department of social services was merged some time ago with the governmental department for employment. The role of this department is largely concerned with the provision of various pensions  (eg retirement , invalidity, war pensions) and allowances (eg child, single parent family allowances) The department has no direct role in HP. 

Some organisations employ psychologists and sociologists whose responsibilities sometimes appear to be broadly similar to that of the social worker in the West. Social services institutions need to be developed in Russia as a whole. This would improve the effectiveness of the public health system and reduce the burden of health care expenditures. However, this reform would require significant structural modifications both at the federal and local levels. 

In the Vologda region the regional authority for labour and social protection participated a few times in the development of the regional health policy on HP. The co- operation still needs to be extended and made more stable.

4.2.4. Culture and Arts 

In the Vologda region the regional authority for culture and arts have been participating largely in the HIV prevention programme since 1998. This is largely involved in the implementation of the activities within the programme. The activities are being implemented through 780 institutions of culture and arts including cinemas, clubs, concert halls, libraries etc. 

The main health partners named by the regional authority for culture and arts in implementing the HIV prevention programme include regional hospitals, the chief psychatrist, Gossanepidnadzor, units of medical prevention in polyclinics, the regional addiction clinic, the regional centre for medical prevention and the HIV prevention centre. 

Although it has been reported that the co- operation with the  authority for culture and arts has improved within the past two years, it is still not systematic. More mutual discussions and planning is required. 

In Electrostal the department for culture has been actively involved only in the Work place HP programme supported by the project. The main function of the department was to participate in the designing and implementing of the activities within the programme. Their main health partners were adult polyclinics, rehabilitation unit, health department and the centre for medical prevention.  

4.2.5. Physical training and sports

In the Vologda region the regional authority for spots is participating in the implementation of the HIV prevention programme and promoting healthy lifestyles and behaviour among the population. They see their main role in HP as encouragement healthy lifestyles including healthy diet and physical exercises as well as providing facilities for this purpose. Similarly to other respondents the head of the authority emphasised that the role of the authority for sports in HP has become much more active within the past two- three years. The following organisations were named as the key partners of the authority for sports in HP: 

In Electrostal the department for sports is participating in the complex programme on prevention of cardio – vascular diseases (CVD) and other non- communicable diseases ( NCD). The role of the organisation was to develop the activities within the programme. No health institutions have been reported as partners of the department for sports in Electrostal. The only reported partners were non- medical organisations, which included the deputy head of the city Administration, department for culture and arts and the financial department.

4.2.6. Youth organisations

In the Vologda region the regional youth authority co- ordinates the activities of 60 officially registered and over 100 non- registered youth organisations. The main role of the regional authority in HP includes:

· the social support of young people and young families;

· prevention of the substances abuse, alcoholism and HIV infection.

The latter includes such activities as 

(a) participation in the World Day against drugs and the World Anti- AIDS Day;

(b) prevention of alcoholism and substances abuse among university students;

(c) prevention of alcoholism and substances abuse among children and adolescents through the mass media;

(d) rehabilitation and social adaptation of alcoholics and drug addicts;

(e) the development of recommendations for teachers and parents on prevention and diagnostics of substances abuse;

(f) publication of education materials on anti- smoking, alcoholism and substances abuse;

(g) arrangement of television programmes on anti- smoking, alcoholism and substances abuse;

(h) organisation of training seminars on anti- smoking, alcoholism and substances abuse in schools; 

(i) monitoring of epidemiological situation on smoking, alcoholism and substances abuse.

The principal partners of the regional youth authority in the health care system are regional hospitals; the chief epidemiologist; the commission on education, culture and health of the Legislative Assembly; the regional health authority; the regional addiction clinic; nursing colleges; the regional centre for medical prevention; the HIV prevention centre; and the Family planning centre.    

4.2.7. Financial authorities and health insurance

In the Vologda region the activities of the regional financial authorities are largely restricted to the stage of financing of health programmes. They usually do not participate in the discussion of appropriateness and effectiveness of the proposed interventions. If the funding is available they would fund anything that is proposed by the relevant organisation. One of the positive steps found out in the Vologda region was the improvement of co- operation between the planning and financial department of the regional health authority and the regional financial authority in recent years. Since 1998 the financing of health programmes has been discussed and planned together. According to interviewees before 1998 it was done exclusively by the financial authority. Therefore, the improvement of financing since 1998 to a large extent is attributed to the improved co- operation. In planning financial resources allocated to health the regional financial authority works closely with the Legislative Assembly. The latter regularly controls the allocation of financial resources to health programmes during  the year. If the financing is inadequate, the Legislative Assembly pressurises the financial authority through the Governor’s office or directly. 

The number of partners of the financial authority is rather limited. In the study the separation between the departments of the financial authority has also been found. There is a department responsible for the forming of the budget, there is a department that plans health expenditures. There is another department that is responsible for the links with the non- budgetary funding, such as health insurance. Although the formal relations between the departments exist, there is little information available to one department on the activities of others. 

In Electrostal the financial department participates in all health programmes in adoption of the programme and financing. The number of partners is also limited and includes the City Council, the head deputy of the municipal Administration, the health department and the central City hospital.    

The involvement of the Mandatory Health Insurance (MHI) Fund in many regions in Russia depends largely on the relationships between the fund and the regional health authority. If the personal contacts are well established the MHI Fund can support financially those activities which would be normally funded from the regional budget. If the personal contacts are not good, every agency prefers to implement only what is prescribed by the legislation. 

In the Vologda region the MHI Fund has close relations with the regional financial authority, the Legislative Assembly, the regional health authority, chief specialists of the health authority, regional hospitals and polyclinics. During the development of the regional policy paper on HP the Fund participated in all the meetings but the direct contacts with other organisations were not numerous and include the regional health authority, the head of the Licensing Commission, the regional centre for medical prevention and the HIV prevention centre. 

In the city of Electrostal the MHI Fund participates in the programme on HP and prevention of CVD and other NCD as well as in the Work place HP programme. The main role of the Fund was to participate in the seminars organised within the framework of the programmes. The main partners of the Fund include the WHO, the deputy head of the  municipal Administration, the rehabilitation unit, the Tacis Preventive health care project, the health department and the centre for medical prevention.  

4.2.8. Non- governmental organisations

There is very little information on the involvement of non- governmental organizations (NGOs) and business to public health problems, including target programmes. The programs do not provide any comments or recommendations for such co- operation. It is worth  saying that the idea of co- operation with NGOs and business is very new in Russia. There is very little experience of common projects between NGOs and the government. NGOs are usually scared that the government might take too rigid control over their activities and prefer to work independently. The government does not trust NGOs as it is a new phenomenon in the Russian society, and because there’s been several examples of abusing practices of NGOs since the late 1980s.

In Orenburg certain voluntary organisations have an important part to play in HP. These are:

· The Mother and Child Foundation encourages healthy habits during pregnancy, breast feeding and parenting in conjunction with child polyclinics

· Mothers against Narcotics and The Eurasia Foundation  are both charities concerned with the teaching of the dangers of narcotics; there is a considerable and increasing traffic in narcotics in Orenburg on account of its proximity to Central Asia and this is potentially a very serious problem.
· The Youth Club in Orenburg provides after-school activities for young people such as drawing, song, dance and a variety of sports. A healthy lifestyle is a central theme of the various activities.
· Parents’ Committees are a feature of all schools; they are organized at class level with representatives of each class forming a school committee. The various aspects of a healthy lifestyle are part of their agenda
Compared to Western Europe the voluntary sector in Russia is not developed.  This is easy to explain as the public movements in the Soviet times were strictly political and did not fulfil the functions which voluntary organisations have traditionally implemented in the West. Self help groups are non- influential, if existent at all. 

In the Vologda region voluntary organisations have started growing. However, the scope of their activities is still very limited. Many organisations were identified as having contacts with the HIV prevention centre. These are 

· NGO “Stop AIDS- North”

· NGO Partnership “ Phocus”

· Youth organisations

· Swedish NGO “ Noy Kovcheg”

· Society of anonymous alcoholics

· Society of anonymous drug- addicts

· Project “Doctors without borders”

· Red Cross

There have also been links identified with the International organisation UN AIDS. Some activities with the international NGOs are usually ad hoc and one- off activities. The links with the Society of anonymous alcoholics and the Society of anonymous drug- addicts as well as Red Cross are more stable. The relationships with them were found out not only in the HIV centre but in the regional authority for culture and arts and the regional youth authority. 

The links with the NGOs were identified in the process of the development and implementation of the programme on prevention and treatment of arteriosclerosis and hypertension. These organisations are:

· Non- governmental non- for- profit centre for  prevention of CVD

· Scientific society for research on hypertension

· Professional Association of general physicians

During the development of the regional policy paper the following voluntary organisations participated in the process: 

· Regional Trade Union Organisation

· Regional war veterans organisation

· Red Cross

Their involvement could not be considered as active. However, the local professionals see it as the first positive step in strengthening the relationships between the state and non- state organisations. 

4.2.9.  Industry and business 

Although the workplace is one of the main sites where HP may be effectively practised, in Orenburg there appears to be little sponsorship of health promotion by private enterprise and little initiative  on the part of local enterprises to better the health of their workforce – presumably due to the present difficult economic climate in Russia. Most of the HP activities that take place in the workplace in Russia are the result of   legislation  via SANEPID (Health and safety regulations, Food safety regulations etc) or visits by doctors from the local polyclinic.

In Electrostal a new initiative, the Work place health promotion programme, was suggested and successfully supported by the project. According to the local professionals this has started changing the attitudes of the local enterprises towards investments in health. However, more needs to be done to make these changes sustainable. 

In the Vologda region  the most close links between the governmental organisations and industry and business was observed in the process of the development and implementation of the Arteriosclerosis programme. The role of the industry and business has been largely financial support of the programme activities (conferences, meetings, seminars etc.) as well as implementing of some activities. For example, the commercial Russian- Danish enterprise Voldan-5 has been involved in the clinical testing and marketing  of pharmaceuticals for treatment of hypertension. Other business partners of the programme involved: 

· Private for- profit centre for prevention of arteriosclerosis

· Agroprom Bank

· Vologda machine building factory

· Medcombank

· Health insurance company Sever- Agro

“ Business” in general, in Russia is a term, which is often used to describe something dishonest and trustless. There are a lot of negative feelings about the word itself. In addition, there is again very little experience of co- operation between the business and the government. 

During the development of the regional health policy paper in the Vologda region, there were the attempts of the state bodies to establish contacts with several enterprises (Severostal’, Podshipnikovy zavod) as well as with the Chamber of Industry and Commerce and the regional department for industry. However, no reaction to the invitation to participate in the development of the document was found. 

5. Conclusions

There is a variety of organisations directly or indirectly involved in HP at the regional and municipal levels in Russia. All the organisations possess sufficient human and relatively substantial financial resources which could be effectively used to promote health of the population. 

The importance of the intersectoral co- operation in health is recognised in Russia both at the political and professional level. This is also confirmed in the formal official documents, such as instructions, governmental edicts and ministerial recommendations. This is a very positive tendency. This has developed within the past 10 years. Now it’s the time to go from formal declaration to practical use. To make the intersectoral approach truly working, several changes would be required in terms of structures, processes and capacities within the whole society, and not only the public health sector. 

Practical implementation of intersectoral co- operation experiences significant difficulties similarly to many countries in the world. The functions of organisations are narrow and strictly divided. It is understandable, that in the situation of political and economic instability no organisation is interested to extend its responsibilities if this is not proscribed in the legislation or is there is no benefits to the organisation and/or its members.  There is a wish to extend the scope of activities only in those cases where the knowledge and skills of the local staff allow to have the broader perspective of the development of the society and to understand the common goal of the activities of all the sectors, which is the well- being and high standards of life of the population. 

There is a number of intersectoral bodies established at various levels in Russia. However, the effectiveness of the work of these bodies depend on the understanding of the common goals and agreement of the common strategies. In cases where intersectoral meetings are just a formal procedure and where the interests of each organisation lie only in the implementation of their own tasks, such common meetings may lead to the waste of time and money and do not bring any significant improvements in the activities. 

Significant improvements in the multisectoral co- operation for health has been observed in recent years in the pilot areas of the projects, especially in Vologda and Electrostal. It is possible, that to a large extent, it is related to the activities of the project in these areas. It is likely that other regions in Russia may be far behind. Therefore, it would be extremely crucial to share the experience of Vologda and Electrostal not only with other pilot areas but with other Russia regions as well.

6. Recommendations

Based on the assessments of the role of actors outside health care in Vologda, Electrostal and Orenburg, the project proposes the following recommendations to improve intersectoral co- operation:

1. There is a need to increase knowledge of non- medical sectors in the field of determinants of health. The data currently available in the world on links between health and social environment, people’s income and psychological factors need to be shared as widely as possible with local politicians, heads of regional and municipal departments, heads of local Administrations and professionals in various fields. The main principal of social and health policies should be as follows: doctors are responsible for cure of diseases which already exist. As for the population’s health, this can be improved only through co- operative efforts of education,  culture, sports, youth, industry etc. 

2. We recommend that this kind of knowledge are distributed both through training courses and peer groups. For example, politicians or high level administrators of the regions where this knowledge are already available need to be encouraged to share these with their colleagues from other regions at the regular meetings between heads of the regions. This method of sharing information may be more effective then organisation of training courses which politicians and top level officials rarely attend.

3. Training courses and seminars may be more effective for professionals in different sectors. We recommend that regions and/or municipalities plan training activities two- three times a year and allocate financial resources needed for their arrangement. The knowledge could also be disseminated in the process of the common work. The possibility to introduce introductory courses in health issues within the undergraduate/ postgraduate curricula for professionals of the sectors mostly often involved in the activities aiming at health improvement might be considered. Such examples are known in some European countries, and could be shared through the international projects.

4. Health professionals need also to know more on the social determinants of health, health inequalities, and how to address these issues. Only then, they would believe that other sectors are equal partners, and not their supporters. The role of health professionals in health of the population is undoubted. They need to be aware, that the intersectoral approach is not undermining it. However, there are areas, extremely important in terms of improvement of the population health, where other non- medical sectors are much more competent and effective. The introduction of a new approach might require reallocation of resources in favour of other non- medical sectors. To be able to accept it, health professionals need to have a lot of evidence of the effectiveness of such reallocation from the international practice. Otherwise, they might become one of the strongest opposition to the changes. Training of health professionals should be done through undergraduate and postgraduate courses, as well as through the medical associations. The role of the department of professional education of the Ministry of Health would be crucial in encouraging new approaches throughout the country. 

5. The information on various forms of intersectoral co- operation need to be collected at the federal level eg. in the Ministry of Health or one or more of the Federal Research Institutes (Semashko Institute, the Centre for Preventive Medicine, Health Education Institute or Medsoceconominform) and distributed in all regions. Currently, there are local experiments initiated by local Administrations in various regions of Russia. There are also different international agencies who support networking and intersectoral co- operation in various ways. It would be valuable to obtain the information from various Tacis projects, from the World Bank, form UNICEF, from the WHO Healthy Cities project and other organisations. The information need to be available to any interested person or organisation.  It would be usefyl to have a website with the information on various regions: what intersectoral committees or bodies exist in different regions, how regularly they meet, what problems they deal with etc. There need to be access to more advanced regions so that other regions could learn about their problems and experiences, how they deal with conflicts between the organisations etc.  

6. The intersectoral structures should exist both at the federal and regional levels. At the regional level they would be of a particular importance, as the relationship between different sectors at the local level is closer, and brings undoubted benefits. An effective type of the structure might be an Intersectoral committee under the federal/ regional government. The committee should play the role of an umbrella for the various sectors and have high authority.  The functions of the committee should be clearly stated. The committee should meet regularly, and be in practice involved in the development of health policies, planning and evaluation of health programmes . 

7. To improve co- operation between various public sectors at the local levels, there need to be agreement of the policy in social and health sector. There need to be one comprehensive policy approved by all the interested party. The experience on the development of such a document need to be obtained from the Vologda region. If the approach to health problems is to be truly multisectoral, this should be supported through the whole health policy process. Non- medical sectors should not be treated just as supporters of clinicians and providers of additional funding. They are equal partners, and should equally participate in the policy process, be involved in policy planning, development, implementation and evaluation. 

8. Each region need to collect the information on all voluntary organisations. The information need to be concentrated in one place and be available to any interested organisation. Many of the voluntary organisation currently operating in Russia are supported by international agencies and possess significant resources. It would be effective to pull those resources to achieve the common goals of the region. 

9. The organisation of self- support groups need to be encouraged in the regions. They may implement functions similar to those in the West: 

· to facilitate meetings between  people who share the same condition where they could  have time to talk to those who understand from personal experience

· to get support and to give support

· to get ideas on how to cope and where to look for more help

Although local governments should respect and recognise the independence of NGOs, there need to be control that the resources, those allocated to NGOs from governmental sources are not misused. 

10. The establishment of links with industry and business still needs to be challenged. This is a difficult endeavour. Many commercial enterprises are interested currently in quick and easy profit and not in long- term investments. The training need to be organised for the representatives of the industry and business. This need to be based on the principals that health expenditures are not a waste of money but the long- term investments in human resources. More partners in this field need to be found in the Western countries because in those countries there is more experience in co- operation with business and industry for health than in Russia. The establishment of links need to start with more stable and large companies whose position in the local market is more stable and who may have significant resources and high reputation. The example of large companies may be used to attract smaller business partners in future. 
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Assessment of institutional capacities at the regional and municipal levels

Summary

This reports presents the results of the assessment of institutional capacities  in the Vologda region and municipality of Electrostal. 

Institutional capacities in this study are defined as the ability of an organisation to plan, develop, organise and implement health promotion and disease prevention activities. Based on the review of the academic literature, institutional capacities in this study have been measured through the following variables: financial, human and political resources available to the organisations; reputation rating of the organisation among other organisations; and position of the organisation within the health promotion and disease prevention network. These variables were assessed for 27 organisations in the Vologda region and 15 organisations in Electrostal municipality. 

The study concludes that currently both at the regional and municipal levels there is a large number of institutions and organisations which possess significant human and relatively sufficient financial resources. This needs to be taken into account during planning, designing and implementing of health programmes. There is rarely a need to create new institutions, facilities or centres. Capacities of the available institutions need to be used. 

The organisations need to be able to mobilise financial resources. The organisations should not just wait till the non- governmental sources become available to them but be very active in seeking for various sources of funding. 

The reputation rating of organisations is relatively high, although varies between the organisations. The number of partners and the position of organisations also vary. The most central in this study were the regional health authority in the Vologda region and the municipal health department in Electrostal. Those organisations with the lower reputation rating need to be more open to the contacts with other organisations and share the information on the available human, technical and financial resources and thus secure their place in health promotion processes. The organisations with the smaller number of partners  need to make their participation in the processes of planning, designing,  selection of priorities and evaluation of health programmes more active. 

1. Introduction

This report presents the results of the study implemented in the Vologda region and in the city of Electrostal. The aim of the study was to assess institutional capacities at the regional and municipal levels in Russia. Due to the main objective of the project, to link curative and preventive health care and to propose a system which focuses on health promotion and disease prevention, the study focused on those institutional capacities which are relevant to the effective development and management of health promotion and disease prevention (HP & DP) activities within regional and municipal institutions.  

The report was prepared in the period February- May 2000. It is based on the  fieldwork in two pilot areas of the project, the Vologda region and the city of Electrostal. 

2. Theoretical background of the study. 

By institutional capacities this study understands the ability of an organisation to 

plan, develop, organise and implement health promotion and disease prevention activities. “These capacities include political, financial and management arrangements” (WHO 1996) which currently exist at the institutional level and can be improved to make health promotion and disease prevention more effective. 

In this study institutional capacities have been measured by the following variables:

· Resources available to the organisation;

· Reputation rating of the organisation among other organisations; and

· Position of the organisation within the health promotion and disease prevention network.

These variables have been selected based on a number of theoretical prepositions developed in the academic literature. The importance of the quantity and types of resources that organisations can mobilise to affect outcomes regarding certain policies and activities, arises from the literature on stakeholder analysis ( Mitroff 1983; Gamman 1991; Crosby 1997).  This implies that only those organisations or actors “with real and mobilisable resources” have “the capacity to directly influence organisational or policy outcomes” (Crosby 1997: 265). Three types of resources have been measured in this study. These include: 

· Financial resources measured by annual budget and the number of sources of funding available to the organisation;

· Human resources, measured by the number of staff in the organisation and their educational background; and

· Political resources, measured by the level of power that the actors possess through regulations, instructions etc.  

Reputation rating and position of the organisation stem from the literature both on stakeholder analysis and policy networks (Smith 1993; Rhodes 1997; Borzel 1998).  Reputation of actors measures the importance of an organisation from the point of view of other organisations. Those organisations considered as important exercise more power, and , therefore possess higher capacities to affect outcomes of particular policies and activities. However, availability of resources and high rating of an organisation is not the only factors that determine the power and capacities of an actor. What is important is how an organisation uses the available resources and its high rating during the interactions with other organisations. The interorganisational theory (Rhodes 1997:36) suggests that “ any organisation is dependent upon other organisations for resources. In order to achieve their goals, the organisations have to exchange resources”. The exchange of resources results in the pattern of interactions and relationships between organisations and is determined by the position of an actor within the actors’ network.  The organisations that have an access to the larger number of partners and who occupy more central position in the actors’ network nave a high ability to influence policy and decision making processes.

3. Processes to achieve the results

To achieve the objective of the study two methods were used, documentary analysis and the survey.  The survey was conducted in two forms, face- to- face interviews and self- completed questionnaires.  The survey was conducted in the Vologda region and in the city of Electrostal in the period April- May 2000. 

To identify the key organisations in HP & DP  the following documents were reviewed and analysed:

1. The report of the Tacis Preventive Health Care project on the development and implementation of regional health programmes in the Vologda region prepared in October 1999;

2. Monthly reports on the activities of the project in Vologda and Electrostal; 

3. Progress reports of the project in the period September 1998- February 2000; 

4. Minutes of the meetings of the Intersectoral Committees and working groups in 

       Vologda and  Electrostal;

5. Minutes of the meetings and reports on the development of the regional policy on HP & DP in the Vologda region.

In the Vologda region institutional capacities were assessed in 27 organisations. In Electrostal municipality- in 15 institutions. The list of the organisations investigated in this study in Vologda and Electrostal is included in Appendix 1, Volume III of the Final report of the project.  

One representative from each organisation was interviewed. In most of the cases this was either the head or the deputy head of the organisation. 

To identify the position of the organisation within the actors’ network and the rating of the organisation a questionnaire comprising  multiple choice and open questions was developed and proposed to the actors (Appendix 2). The results of the study in Electrostal has been largely based on the questionnaire survey. 17 questionnaires were distributed to the municipal organisations. 15 questionnaires (88%) were returned. The mission reports to the Vologda region are enclosed in Appendix 3.

4.   Results

4.1. Resources

4.1.1. Financial resources 

In the Vologda region the annual budget of the organisations varied between  100 000 rubbles (Centre for medical prevention) and 340 000 000 rubbles ( the Mandatory Health Insurance Fund) with an average of 31 764 289 rubbles per year.  The data on financial resources were available for the years 1999 and 2000 for 14 organisations (52%). Most of respondents reported that financing in 1999 and 2000 had significantly improved compared to the earlier years. 

The number of financial sources varied between 1 and 3 with 40.7 % of organisations having 1 , 29.6 % having 2 and 25.9 % of organisations having 3 sources of funding. All the organisations investigated in this study were funded from the regional budget, 7 organisations (25.9%) receive funds from the federal level, 11 institutions (40.7%) receive funds from commercial activities  and 2 organisations (7.4%) are financially supported from non- governmental non- commercial sources such as international organisations and charities/NGOs. 

In Electrostal municipality The information on the annual budget of organisations was received from 33 % of the surveyed institutions. The organisational budget in 1999 varied between 85 thousand rubbles (municipal health department) and 80 million rubbles (municipal health facility). The information on the sources of funding was received from 93% of organisations. 47% of organisations received funds from 1 source, 33%- from 2 sources and 20% of organisations 3 sources of funding. In most of the case (85.7 %) where the organisations had only one source of funding, this was the municipal budget. In one case this was the mandatory health insurance (MHI). In three out of five case where the organisations had two sources of funding, these were the municipal budget and the MHI. In two other cases the first source of funding was the municipal budget, and the second source was the enterprise’s contributions in one case and sponsors’ financial support in the other one. In both cases where organisations had three sources of funding these were the municipal budget, the MHI and the voluntary health insurance.  

Health authorities both in Vologda and Electrostal have one financial source, the regional and municipal budgets respectively. 

The data on funding and financial sources for all organisations under the study are presented in Table 1 and Table 2 in Appendix 4.

4.1.2. Human resources

In the Vologda region organisations varied in the number of staff employed. The largest number of personnel was named by the State Statistics department (Goscomstat) (305 people), by the regional addiction clinic (300 people), by the Education Development Institute (250 people) and the regional tuberculosis clinic (210 people). Some organisations had a relatively small number of full- time working personnel but a large number of part- time employees (eg. Licensing commission- 7 people employed full time and 90 part- time employees). The smaller number of staff was named in the regional authorities, although the regional education authority had 4 times more personnel than the authority for information and mass media and the regional authority for sports. The regional financial authority has the number of staff 3.5 times more than the education authority and 13.5 times more than the authority for information and mass media and the authority for sports. This is explained by the functions and the scope of work of the organisations. The number of staff of the regional health authority in Vologda is 34 people. 

The educational background of the personnel in most of the organisations was high. The number of staff with the university degree varied between 12 % (regional addiction clinic) and 100 % (Licensing commission; regional education authority; regional health authority and regional youth authority). The average percentage of staff with the university degree in all the organisations is 57%. The rest of the personnel had the college degree. Very small percentage of staff had no degree at all.  In some organisations there were professionals with two university degrees (the regional youth authority; the planning and financial department of the health authority; the Mandatory health insurance fund). 

In the city of Electrostal the number of staff varied between 3 people (the municipal sports department) and 1870 people (the municipal health facility, i.e. a large PHC clinic for adults). The municipal education department reported having 2500 people in the staff. Apparently this included the staff of the department as well as all education facilities of the town. Because these include several organisations these data were excluded from the analysis.    The average percentage of staff with the university degree in Electrostal was 54% ( the range 23 % (municipal health facility) - 100% (municipal health department)).

The data on the number of staff and their educational background are presented in Tables 3 and 4 in Appendix 5. 

4.1.3. Political resources

In the Vologda region 6 out of 28 organisations were identified as those possessing political resources.  These included those institutions who issued certain permissions, decrees, instructions etc., and whose high reputation was related to a degree of power they held. These included the regional Legislative Assembly, the Governor’s office, the regional financial authority, the regional health authority, Gossanepidnadzor, and the Licensing commission.  The role and power of most of the  regional authorities (the education authority; the youth authority; the culture and arts authority; the sports authority ) was recognised by interviewees as important for the implementation of certain health promotion activities, for example, mass events, such as concerts, exhibitions, performances, competitions etc. The health authority exercises its power via permissions to conduct certain health activities as well as via regulations and guidelines how to conduct those. 

In the Electrostal municipality political resources are held by Gossanepidnadzor, municipal financial department, municipal departments for health, education, culture and sports.  

4.2. Reputation rating

To identify the rating of organisations, all the institutions were asked to grade the level of importance of their own and other organisations from the point of view of involvement in the development and implementation of health programmes. Four grades of importance were proposed: “very important”, “important’,” not very important” and “unimportant at all”. For the purpose of analysis the grades were quantified, between “3” and “0” respectively. 

In the Vologda region the rating of reputation ranged between 1.00 and 2.85. The rating for each organisation was calculated by summing up all the values assigned to the organisation by respondents and divided by the number of answers. Three organisations with the highest reputation rating were the regional health authority (2.85); the regional financial authority (2.81) and Goscomstat (2.78). Those with the lowest reputation rating were physiotherapy clinic (1.00); the Licensing Commission (1.57) and the regional authority for culture and arts (1.83). The average rating of the organisations was 2.3.2, which refers to the rating between “important” and “very important”. Some organisations did not receive any reputation value. This happened in cases where the organisation was not in contact with the respondent’s institution or/and its functions were not known to the respondent.  The largest number of such cases were found for the Association of general physicians, the station of blood transfusion and the regional tuberculosis clinic. 

In Electrostal the rating of reputation ranged between 1.33 and 3.00. The organisations with the highest reputation rating were the municipal financial department (3.00), the municipal health authority (2.80) and the Children polyclinic N1 (2.80). Three organisations with the lowest reputation rating of those surveyed are the municipal department for culture (1.33), the municipal department for sports (1.50) and the medical and sanitary unit (medsanchst’) (1.83). Similarly to the Vologda region the average rating of the organisations was quite high- 2.44, which refers to the rating between “important” and “very important”. 

These data for all organisations in the Vologda region and in Electrostal are presented in Tables 5 and 6 in Appendix 6. 

4.3. Position within the network 

The position of the organisations in the actors’ network was identified through calculation of density of networks that an actor builds  with other organisations. This was calculated by dividing the number of contacts the organisation had during the process of development and implementation of health programmes by the number of maximum contacts the organisations could have. The latter was calculated as n(n-1), where n is the number of organisations in the network. The number of partners and density was measured only within the boundary of the organisations selected for the survey. 

In the Vologda region the highest density was identified for the regional health authority, the HIV centre and the regional education department. These are the central organisations in the actors’ network. The organisation with the lowest density are Goscomstat, the station for blood transfusion and the regional tuberculosis clinic. The average density for the whole network was 0.028. 

In Electrostal the highest number of partners and therefore density was identified for the municipal health department (0.12). The municipal health department reported having contacts with 12 organisations during the designing and implementing health programmes. In addition 13 organisations named the health department as their partner during the work on the programmes.   Two other organisations with the relatively high density were the centre for medical prevention (0.86) and the Central city hospital (0.076).  The lowest number of contacts and therefore density was reported by the municipal financial department (0.019). Only two organisations were named by the financial department and two organisations named the financial department as their partner.  Two other organisations with the low density were the Health Insurance Fund (0.029) and  the municipal department for sports (0.029). 

The comparison of centrality of actors and their reputation rating shows that both in the Vologda region and Electrostal municipality there are organisations who, although have one of the highest reputation rating but are currently at the outskirts of the actors’ network. These are Goscomstat in the Vologda region and the financial department and the health insurance fund in Electrostal. 

The density and the number of partners for all the organisations under the study in the Vologda region and the Electrostal municipality are presented in Tables 7 and 8, Appendix 7.       

Conclusions

This study assessed institutional capacities  of 27 organisations at the regional and 15 organisations at the municipal level in Russia. Institutional capacities were assessed in terms of financial, human and political resources available to the organisations; reputation rating of the organisations; and the position of the organisation within the HP & DP network. 

The study showed that currently there is a large number of institutions and organisations that potentially could be effective in the development of HP & DP both at the regional and municipal levels. The institutions possess sufficient human resources of high educational background. Financial resources, although vary between the organisations, could be interpreted as sufficient given the overall development of the Russian economy and mechanisms of collecting the government revenues. It is worth noting, that during interviews at the regional level there were hardly any complaints about financial resources available to the organisations in 1999 and 2000. This might be explained by the rather stable development of the regional economy in Vologda in the end of 1999 and in the year 2000 as well as by the national support due to the high world prices of oil and subsequent significant government revenues.  

To assess knowledge and skills of the personnel relevant to HP & DP was not the purpose of the study. However, the earlier studies implemented by the project (KAP- test, assessment of health programmes and others) showed that the development of capacities through the improvement of knowledge and skills of professionals is required. The important work in this direction has been done by the project since 1997. Most of the respondents agreed during the interviews that the ability of each organisation to contribute to the development of HP & DP has significantly improved since the work of the Tacis Preventive Health Care project both in the Vologda region and in Electrostal. This has been particularly noted for non- medical organisations. 

The same has been confirmed by the assessment of institutional capacities determined by the position of the organisation within the actors’ network. The position of such actors as the regional youth authority, the regional education authority, the regional authority for culture and arts and the authority for sports have become more central since 1998. As a result their views and experiences have been taken into account to a larger extent during the development and implementation of HP & DP activities after 1998 compared to the earlier years. 

Because some organisations have higher reputation rating than others, the development of the capacities of those who are more influential is particularly essential. Such organisations as the regional health authority, the regional Legislative Assembly are central and have high reputation. Such organisations as the municipal financial department or Goscomstat in the Vologda region  although being recognised as influential do not have enough capacity or are not willing to  participate in the whole process of the development and implementation of regional policies and programmes. Their role is usually restricted to the particular stage (eg. the adoption of the programme and financing or formal collecting of statistics). As  a result their relationship with other organisations is very limited. The capacity of such institutions need to be developed through putting them into more central position at different stages of the programme development and implementation. 

 6. Recommendations

1. During planning, designing and implementing of health programmes at the regional and municipal levels one needs to remember that currently there is a great number of organisations which already exist and operate using sufficient human, technical and financial resources. There is rarely a need to create new institutions, facilities or centres.  

2. Financial resources of most of the organisations were reported as sufficient in 1999 and particularly in 2000. Therefore, to ensure the operation of institutions financial resources need to be sustained, at least, at the present level. 

3. Only a small percentage of the organisations uses various sources of funding.  Non- governmental sources (NGOs, charities, sponsors’ support and commercial activities) are important sources of funding. However, organisations need to be more active in seeking for these sources of funding but not just wait till these sources will be available to them. It might be useful to organise training of the local professionals in mobilising financial resources. In the starting period the experience of the Western countries might be used.  

4. Organisations need to be more open to the contacts with other organisations and share the information on human, technical and financial resources available to them, and which could be used in the activities aiming at the achievement of common goals.  

5. Such organisations as the financial department and the financial health insurance fund in the city of Electrostal and Goscomstat in Vologda need to be more central in the policy process, i.e. participate not only in the narrow specific activities such as allocation of financial resources or collecting statistics  but be more active in the selection of priority activities within the programme and evaluation of their effectiveness and efficiency. 

6. Such organisations as the department of culture in Electrostal and in Vologda and the department of sports in Electrostal need to be more active in contacts with other institutions. They need to share information on the resources available to them. Other organisations need to be more open to accept these resources and participate in the exchange process.   
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Proposals on the development of PHC (doctors and nurses) in relation to HP & DP in Orenburg

Summary

The concept of the family doctor as the doctor of first contact is not yet widely accepted in Orenburg despite the commitment of the Russian Ministry of Health (decree 1992 and Federal Target Programme in Family Medicine,  1997 to 2005)
Exposure to the practice of family medicine is essential for the system to be accepted and for change to happen

Assuming that it will be some years before there is any substantial change from the present system of PHC to family medicine it is important to optimize the delivery of HP within the existing system.

With reference to the 3 models mentioned above it is important to shift the responsibility for behavioural change away from the authority of the doctor (model 1) towards the individual (model 2) and the community (model 3). 

This could be achieved in a number of ways:

by the use of nurses and other professionals (e.g. teachers, psychologists)  as they are seen as being less authoritarian and closer to people. 

by encouraging a suitable economic and legislative framework which will allow voluntary groups (self help groups and other charities) to grow and flourish 

by developing the HP  activities of the CPM in PHC,  in particular its role in the coordination of voluntary groups          
by arranging Health Days and other activities involving community to participate
by dissemination of knowledge and experience amongst both medical and non medical professionals.

1. Background and the present situation
In tsarist times the zemsky vrach practiced in country areas in Russia in much the same way as the family doctor in western Europe. However, since the 1920s Primary Health Care (PHC) in Russia has been provided by a variety of doctors working in polyclinics: these doctors may be generalists (therapists  - see below) or specialists.  Maintaining a healthy lifestyle was considered a civic duty during soviet times and health promotion thus held a prominent place both in medicine and in society. Since the collapse of communism the relative importance of HP appears to have declined.

[In the following paragraphs the word therapist is used for the grade of doctor known in Russia as terapevt as there is no direct equivalent in Western Europe. The therapist tends to be the doctor of first contact for most adult patients. There is no obligatory postgraduate training for doctors in this grade although a 5 months course in family medicine (theoretical, evening classes) is available at the Orenburg Medical Academy.]  

1.1. Primary Health Care in the existing system

The concept of the family doctor as the doctor of first contact is not yet widely accepted in Orenburg despite the commitment of the Russian Ministry of Health (decree no 237, 26 Aug 1992 and Federal Target Programme in Family Medicine,  1997 to 2005). The doctor of first contact thus depends on age (children and adults have totally separate polyclinics) and the presenting medical problem (e.g. in an adult polyclinic, a gynecologist for family planning, a surgeon for minor trauma or a therapist for a headache). Many adult patients (about 80% in the Central Polyclinic in Orenburg) will see the therapist for the initial consultation but a large number of these (about 40% in the Central Polyclinic) will then be referred to a specialist, the therapist merely acting as a filter for these patients.  

Exposure to the practice of family medicine is essential for the system to be accepted and for change to happen. The present polyclinic system has been in existence for about 80 years. Despite the Russian Ministry of Health’s Federal Target Programme in Family Medicine there is considerable inertia and resistance to change. 

There have, however, been 3 recent developments in PHC in Orenburg.  

Firstly, since 1993, there has been a postgraduate course at the Orenburg Medical Academy, lasting 5 months, theoretical evening classes only, for 'therapists' on a wide range of family medicine topics. Secondly a 2-year postgraduate course in family medicine, also at the Orenburg Medical Academy, was started in September 1997. However doctors who have completed these courses still can only work in the grade of  'therapist' as no family medicine posts exist. Thirdly 4 ambulatoria have been created in Orenburg in the Dzerzhinski District. These are a type of polyclinic, which are staffed by 2 adult doctors and 2 child doctors. These doctors will have undergone one or other of the two postgraduate courses mentioned above and can thus see a somewhat wider range of conditions than a 'therapist' in a standard polyclinic although they are still unable to practice family medicine as such.  

In the Orenburg oblast training in PHC during the next 5 years is planned as follows:

Country districts (towns of less than 20,000 inhabitants) will be staffed by family doctors who have undergone the 2 year postgraduate course in family medicine

Towns of more than 20,000 inhabitants will move from the polyclinic system toward the system of ambulatoria as outlined above.

1.2. Health Promotion within the Primary Health Care

The Russian Ministry of Health decrees no 295 (6 Oct 1997) and no 344 (26 Nov 1997) require the establishment of a health promotion department (one doctor and one nurse in their own office) in every polyclinic. The duties of this team are as follows:

responsibility for HP in the catchment area of the polyclinic – e.g. schools, factories etc

teaching on HP topics to medical staff in their polyclinic

individual consultations with patients with risk factors of CVD

organization of group activities for patients with a particular risk factor (e.g. smoking, overweight) 

Of the 3 adult pilot polyclinics in the Industrial District of Orenburg, at the time of writing:

No 1 has a room and a doctor

No5  is under repair and has neither

Central has neither a room nor a doctor

None of the 3 polyclinics yet has a HP nurse

In Polyclinic No 1 the HP doctor works 3 days a week (6 hours/day) in the polyclinic seeing patients who either are referred by other doctors in the polyclinic or who request a health check. She sees between 10 and 20 patients a day. She also works for 2 days a week (6 hours/day) in local factories (in all about 1000 workers in 20 factories) doing health checks (concentrating on cardiovascular risk factors) .  

Each of the 3 children’s polyclinics in the Industrial District has a HP doctor and nurse who are responsible for antenatal classes, parenting classes, child development and vaccination. Breast feeding is strongly promoted and attention is devoted to aspects of weaning and nutrition in the early years of childhood.

2. Problems in the present situation

2.1. Primary Health Care in the existing system

The present fragmented system of PHC cannot be conducive to the effective delivery of HP in families. A family with children is divided straight away since 2 sites are involved (one polyclinic for adults and one for children). Within the polyclinics there is further division eg in a family of 4 the father with a sprained ankle will see the surgeon, the mother with vaginal thrush will see the gynecologist, the child with a minor burn will see the child surgeon and the child with an ear infection will see the pediatrician In any one family therefore a large number of doctors are involved from the outset treating conditions that are well within the competence of one family doctor and one nurse, working at one site.  Moreover the family doctor has the great advantage of seeing the family as a whole and is thus more aware of the various psychological, social and economic stresses within the family that so often lead to a breakdown in health. Armed with this knowledge he is in a better position to practice effective health promotion.

Other problems noted were:

The doctors’ time seemed to be used inefficiently: much time was spent filling in the medical record, much of it in longhand with littleuse of charts and tick boxesthere was much home visiting (25% of total patient-doctor contacts in Polyclinic No 5) (this is perhaps inevitable as relatively few people own cars)little use was made of the telephone by patients or doctors (again perhaps inevitable as relatively few people have telephones at home) Clinical work seemed to be influenced by ministerial regulations rather than by guidelines from  academic bodies There was little evidence of  continuing medical education (eg books, journals, a white/blackboard) in the polyclinics visited 

2.2. Health Promotion in Primary Health Care

HP activities may be considered by reference to 3 models:

in the medical model the ‘health expert’ informs the individual of the risks inherent in certain behaviour and anticipates that a beneficial change in behaviour will follow.

the empowerment model aims to build up the individual’s ability to control his own lifestyle

the community model aims to mobilize deprived communities into action which can reduce damage to their health 

HP in Orenburg tends to concentrate on the medical model which is perhaps the least effective of the three. This is perhaps inevitable given the very high doctor patient ratio at present in Russia.

More specifically the following observations were made: 

ANC (syn: prenatal care) appeared to be well organized with a structured programme of antenatal visits at the obstetric/gynecology clinic. Antenatal classes in aspects of pregnancy, birth and parenthood seemed well developed and were given at Child Polyclinic No 9 by pediatricians. All pregnancies were reviewed by a committee (ATPK), consisting of an obstetrician, a "therapist" and a paediatrician at 12 weeks and 30 weeks of pregnancy to assess pregnancy risk factors. 

Child Health: Child health surveillance appeared to be well organized with a structured programme of periodic developmental examinations and immunizations. There were obvious clinical differences, which would need more time to elucidate. Home visiting seemed to be more frequent than in the UK probably as car ownership is much less common here. Breast-feeding was strongly promoted and bottle-feeding was actively discouraged.  Vaccine against Homophiles Influenza B (HiB) is not as yet part of the child immunization schedule. There did not appear to be any protocol for the prevention of non accidental injury or SIDS ('cot death') although their existence was acknowledged  

Mental Health: There appeared to be a low level of awareness in PHC doctors of the frequency of clinical depression, its somatic presentation and the importance of early diagnosis and treatment. Anxiety and depression were considered very much the province of the psychiatrist 

Trauma: There appeared to be a low level of awareness of the importance of the early diagnosis of non-accidental injury in children. There appeared to be little awareness of the need to promote safety in the home and on the road for both children and adults

Cardiovascular Disease: Despite a high level of awareness of the risk factors of cardiovascular disease, there was little evidence of the recording of these in the patients’ medical records

Sexual Health: Although competent family planning advice was available at the Oblast Centre for Family Planning and Reproduction, I was doubtful whether a similar standard of advice was available at the peripheral clinics. Although the advantages of postcoital contraception was recognized by the gynecologists I spoke to there seemed to be little attempt to promote this advice widely. I was told that it was necessary to introduce new FP measures with some caution so as to prevent a backlash from certain sections of the population with accusations of promoting promiscuity rather than health. However statistics form the WHO European Region Database suggest that there is certainly considerable room for improvement in the whole field of FP (the abortion rate in 1996 - i.e. the number of abortions per 1000 live births – in Russia was 1983 compared with 248 for the UK 

The reasons given for the difficulty in recruiting HP doctors and nurses to work in the adult polyclinics in the Industrial District were the low salary and status of a HP doctor and the fact that this particular area is deemed unattractive with high unemployment and social problems.

3. Proposals for change

Despite the Russian Ministry of Health’s Federal Target Programme in Family Medicine there is considerable inertia and resistance to change. Thus it will be many years before PHC in Orenburg is provided by family doctors practicing in the same way as their counterparts in most countries in Western Europe. There is at present a very small number of doctors in parts of Russia practicing family medicine, and the foremost of these is probably St. Petersburg.

Exposure to the practice of family medicine is essential for the system to be accepted and for change to happen; this obviously cannot happen in Orenburg as there are no family doctors yet. For the change to a system of family practice to take place a critical mass of enthusiastic trained family doctors must be created. Assuming that it will be some years before there is any substantial change from the present system of PHC to family medicine it is important to optimize the delivery of HP within the existing system.

With reference to the 3 models mentioned above it is important to shift the responsibility for behavioural change away from the authority of the doctor (model 1) towards the individual (model 2) and the community (model 3). This could be achieved in a number of ways:

by the use of nurses and other professionals (e.g. teachers, psychologists)  as they are seen as being less authoritarian and closer to people. 

by encouraging a suitable economic and legislative framework which will allow voluntary groups (self help groups and other charities) to grow and flourish (see Planned Output 4.D)
by developing the HP  activities of the CPM in PHC,  in particular its role in the coordination of voluntary groups          
by arranging Health Days and other activities involving community to participate
by dissemination of knowledge and experience amongst both medical and non medical professionals.
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Computer equipment proqurement report

Performance of proqurement plan 1998

Summary of supplies I


	Table I. Allocation of Equipment

	Lot 
	Recipient Location
	Lot Description
	Tendering Procedure
	Date of Acceptance
	Cost, USD

	1
	Moscow, Tacis Office
	Communication Equipment & Copiers 
	Informal consultation
	1998
	33,659

	2
	Moscow, Tacis Office
	Computer & Office  Equipment 
	Informal consultation
	1998
	50,698

	3
	Moscow, Tacis Office
	Office  Furniture
	Informal consultation
	1998
	13,995

	4
	Moscow, Training & Information Center
	Office Furniture 
	Informal consultation
	1998
	5,268

	Total
	
	
	
	
	103,621



[image: image1.wmf]
Performance of proqurement plan 1999

Summary of supplies II

	Table II. Allocation of Equipment

	 No.
	Lot 
	Recipient Location
	Lot Description
	Tendering Procedure
	Date of Acceptance
	Cost, USD

	1
	1
	Vologda Pilot Office
	Office Computer Equipment
	Informal consultation 
	23-02-99
	12,685 

	2
	2
	Vologda & Moscow  Pilot Offices
	Office Copiers
	Informal consultation 
	19-10-99
	15,200 

	3
	3
	Moscow Training & Information Centers
	Office Computer Equipment
	Informal consultation 
	10-06-99
	14,056 

	4
	4
	Elektrostal  & Moscow Pilot Offices
	Computers & Audio/Video
	Informal consultation 
	24-11-99
	14,494 

	5
	4.1
	Elektrostal  & Vologda 
	Clinical Appliances
	Informal consultation 
	2000
	7,730 

	6
	4.2
	Elektrostal  & Vologda 
	Clinical Appliances
	Direct agreement 
	2000
	1,480 

	7
	5.1
	Moscow Partners - Semashko Institute
	Office Computer Equipment
	Informal consultation 
	2000
	9,942 

	8
	5.2
	Moscow Partners - Minzdrav
	Office Computer Equipment
	Informal consultation 
	2000
	24,831 

	9
	6.1
	Vologda - Health Care Administration
	Network equipment
	Informal consultation 
	07-12-99
	31,000 

	10
	6.2
	Vologda - Municipal Organizations
	Office Computer Equipment
	Informal consultation 
	07-12-99
	12,000 

	11
	7.1
	Orenburg Pilot Office
	Office Computer Equipment
	Informal consultation 
	2000
	20,153 

	12
	7.2
	Chelyabinsk Pilot Office
	Office Computer Equipment
	Informal consultation 
	2000
	19,994 

	total
	
	
	
	
	
	183,565


I. LOT NO. 1. VOLOGDA

	SUMMARY OF SUPPLY CONTRACT

	
	

	SUBJECT:
	Office computer equipment

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	„CompuLink“ (OOO CompuLink TD Ltd.) Sadovaya-Triumfalnaya Ul. 12, Moscow, Russian Federation

	
	

	TOTAL COST OF CONTRACT:
	12685,00 USD

	
	

	VALIDATION DATE:
	January 18, 1999

	
	

	
	

	1. The items of equipment and materials listed below in Technical Specification No. 1 were received in good condition by:

	
	

	Full name:
	Mrs. Lovorka Kostovic

	Position/title:
	Team Leader

	
	

	Date:
	February 23, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Clinic of Vologda Municipal Hospital No. 3

	
	

	Address of Organization:
	Blagoveschenskaya ulica 39, 1600 Vologda, Russian Federation

	
	

	Tel./Fax
	(8172) 25-12-38, 25-12-47


.

SPECIFICATION NO. 1

	ITEM
	DESCRIPTION
	QUANTITY

	1
	Workstation Acer Entra 

Pentium 233 MMX, 64 MB SDRAM, 2GB, 4 MB VGA Card, Network Card, 24x CD-ROM, SB16, W95, mouse, kb 
	3

	2
	Monitor Acer View 76c
	1

	3
	Monitor Acer View 56c
	2

	4
	Power Supply Smart UPS 420 v/s
	3

	5
	Printer HP Desk Jet 690c
	1

	6
	Printer HP Laser Jet 6P
	1

	7
	Scanner HP ScanJet 6100
	1

	8
	Modems AVAKS Jaguar 5614RK 56K external, voice 
	2

	9
	3Com OfficeConnect Hub 1671
	

	10.1
	Cable UTP CAT-5 PVC 4pr (305m)
	1

	10.2
	Patch cord UTP CAT 5, 2,0m
	3

	10.3
	Crimping tool
	1

	10.4
	RJ45 connectors
	10

	10.5
	Binding set
	1

	11
	MS Office 97 Prof Engl
	1

	12
	MS Office 97 Prof Rus
	1

	13
	Laptop RoverBook Voyager MT5

Intel Pentium 233MMX, 32MB RAM, 13.3"TFT, 2.1GB HDD, 1.44 MB 3.5",20x CDROM
	1

	14
	Laptop RoverBook Discovery FT5

Intel Pentium II 266, 64MB SDRAM, 13.3"TFT, 4.1GBHDD, 1.44MB 3.5", 24xCDROM
	1

	15
	PCMCIA RoverCard LAN (Combo)
	1

	16
	PCMCIA RoverCard  fax/modem (TPO)
	1

	17
	Floppy disks 1.44MB Verbatim
	100


II. LOT NO. 2. VOLOGDA & MOSCOW

	SUMMARY OF SUPPLY CONTRACT

	
	

	SUBJECT:
	Office copiers

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	“Fun Tech” (OAO Fun Tech) Off. 238D, Sadovaya-Kudrinskaya Str. 11, Moscow, Russian Federation

	
	

	TOTAL COST OF CONTRACT:
	15200,00 USD

	
	

	VALIDATION DATE:
	September 29, 1999

	
	

	
	

	2.1. The items of equipment and materials listed below in Specification No. 2.1 were received in good condition by:

	
	

	Full name:
	Mrs. Lovorka Kostovic

	Position/title:
	Team Leader

	
	

	Date:
	October 19, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Clinic of Vologda’s Municipal Hospital No. 3

	
	

	Address of Organization:
	Blagoveschenskaya ulica 39, 1600 Vologda, Russian Federation

	
	

	Tel./Fax
	(8172) 25-12-38, 25-12-47


.

SPECIFICATION  NO. 2.1

	ITEM
	DESCRIPTION
	QUANTITY

	1
	XEROX DC 230
	1

	2
	USERS MANUAL
	1

	3
	TONER DC 230
	1


	2.2. The items of equipment and materials listed below in Specification No. 2.2 were received in good condition by:

	
	

	Full name:
	Mrs. Kisseleva Natalija Vasiljevna

	Position/title:
	Team Leader

	
	

	Date:
	October 19, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Information Center at the Preventive Health Care Institute

	
	

	Address of Organization:
	Petroverigskiy pereulok 10, 101953 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 928-0303, 921-5843


SPECIFICATION NO. 2.2

	ITEM
	DESCRIPTION
	QUANTITY

	1
	XEROX 5621 ADF
	1

	2
	USERS MANUAL
	1

	3
	2-PALLETS MODULE 5621
	1

	4
	SORTER 5621
	1

	5
	TONER 5621
	4


	2.3. The items of equipment and materials listed below in Specification No. 2.3 were received in good condition by:

	
	

	Full name:
	Mrs. Holmogorova Galina Timofeevna

	Position/title:
	Team Leader

	
	

	Date:
	October 19, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Center for Public Relations at the Preventive Health Care Institute

	
	

	Address of Organization:
	Petroverigskiy pereulok 10, 101953 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 924-7227, 921-5843


SPECIFICATION NO. 2.3

	ITEM
	DESCRIPTION
	QUANTITY

	1
	XEROX 1245
	1

	2
	USERS MANUAL
	1

	3
	COPY-CARTRIDGE 1245
	1

	4
	TONER-CARTRIDGE 1245
	5


III. LOT NO. 3. MOSCOW

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Office computer equipment

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Computer World”, ul. Nikolskaya 10/2, 103012 Moscow, Russian Federation (Concernn “Bely Veter – DVM”)

	
	

	TOTAL COST OF CONTRACT:
	14056,00 USD

	
	

	VALIDATION DATE:
	March 23, 1999


	
	

	
	

	3.1. The items of equipment and materials listed below in Specification No. 3.1 were received in good condition by:

	
	

	Full name:
	Mrs. Kalinina Anna Mihailovna

	Position/title:
	Team Leader

	
	

	Date:
	June 10, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Training Center at Preventive Health Care Institute

	
	

	Address of Organization:
	Petroverigskiy pereulok 10, 101953 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 924-1146, 921-5843


.

SPECIFICATION  NO. 3.1

	Item
	Description
	Quantity

	1
	 RoverPC Hawk Celeron /366 /32M/3G/8M 36xCD/Sound MicroATX/Compex RL2000 /PCI/Combo PnP+keyboard +mouse
	1

	2
	RoverPC EaglePII-400 /128M /6G, ATX, AGP-8M, 32xCD /Sound/3C905-TX Fast EtherLink PCI/ OEM/ miroVIDEO DC10 (DRX) PCI/+keyboard +mouse
	1

	3
	Monitor 15' ViewSonic E655  0.28 MPR-II PnP 65KHz + cable
	1

	4
	Monitor 19' ViewSonic G790 0.26 TCO'95+cable
	1

	5
	Printer HP DJ 1120c (A3) + cable+cartridge
	1

	6
	Printer HP DJ 340CBi (Color kit, battery pack, IR-adapter) -C2671A+ cable
	1

	7
	Scanner HP ScanJet 6100C 
	1

	8
	ext CD-Rewritable HP CDW-7200 2/2/6 LPT
	1

	9
	ext ZipDrive Iomega LPT
	1

	10
	ext. Sportster Voice 33.6
	1

	11
	Laptop RB Navigator FT5 iMM PII-266/64/4300 24xCD LiIon 13.3"TFT Win whith CD + manuals
	1

	12
	CorelDraw 8.0 Engl.
	1

	13
	Speakers Jazz Hipster J-593AV
	1

	14
	Fax-modem PCMCIA 33.6 RoverCard
	1

	15
	ZIP-disk 100Mb
	6

	16
	Philips CDRW disk
	6

	17
	Floppy-disk Verbatim 1.44Mb, 10 disk
	6

	18
	Opti-UPS 1000E  +OptiSafe v2.0
	1

	19
	Digital photocamera Casio QV-7000SX
	1

	20
	Overhead Traveller3, 2500  250W + case
	1


	3.2. The items of equipment and materials listed below in Specification No. 3.2 were received in good condition by:

	
	

	Full name:
	Mrs. Kisseleva Natalija Vasiljevna

	Position/title:
	Team Leader

	
	

	Date:
	June 10, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Information Center at Preventive Health Care Institute

	
	

	Address of Organization:
	Petroverigskiy pereulok 10, 101953 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 928-0303, 921-5843


SPECIFICATION  NO. 3.2

	Item
	Description
	Quantity

	1
	RoverPC Hawk Celeron /366 /32M/3G/8M 36xCD/Sound MicroATX/Compex RL2000 /PCI/Combo PnP+keyboard +mouse
	1

	2
	RoverPC Hawk Celeron/ 400 /64M/3G/8M 36xCD/Sound/ MicroATX/ Compex RL2000/PCI/Combo PnP +keyboard +mouse
	1

	3
	Monitor 15' ViewSonic E655  0.28 MPR-II PnP 65KHz + cable
	1

	4
	Monitor 17' ViewSonic GA771 0. 27 TCO'95 OSD Audio+cable
	1

	5
	Printer HP DJ 1120c (A3) + cable+cartridge
	1

	6
	Printer HP LaserJet 2100,  4Mb, 600/1200 dpi, 10 ppm, in.tray 100+250 pages + cable + cartridge 
	1

	7
	ext. Sportster Voice 33.6
	1


IV. LOT NO. 4. ELEKTROSTAL & MOSCOW

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Computer equipment & audio/video

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Computer World”, ul. Nikolskaya 10/2, 103012 Moscow, Russian Federation (Concernn “Bely Veter – DVM”)

	
	

	TOTAL COST OF CONTRACT:
	15387,00 USD

	
	

	VALIDATION DATE:
	September 29, 1999

	
	


	
	

	4.1. The items of equipment and materials listed below in Technical Specification No. 4.1 were received in good condition by:

	
	

	Full name:
	Mr. Chekunov Vitalij Andreevitch

	
	

	Position/title:
	General Surgeon of the Elektrostal’s Central Urban Hospital of the Municipal Health Administration

	
	

	Date:
	November 24, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Elektrostal’s Central Urban Hospital of the Municipal Health Administration

	
	

	Address of Organization:
	Tacis Project Office, ul. Mira 5,Elektrostal, Russian Federation

	
	

	Tel./Fax
	(257) 428-70, 421-73


.

TECHNICAL SPECIFICATION  NO. 4.1

	No 
	Description
	Quantity

	1
	Intel PII-350/64/4.3Gb HDD/SVGA 8Mb Intel 740/Compex RL2000 /PCI/Combo PnP/SB16/CDx36/Win’98 with CD and manual + keyboard + mouse
	2

	2
	Intel PII-350/64/8.4Gb HDD/SVGA 8Mb Intel 740/Compex RL2000 /PCI/Combo PnP/SB16/CDx36/Win’98 with CD and manual + keyboard + mouse
	1

	3
	Monitor 15' ViewSonic E655  0. 28 MPR-II PnP + cable
	1

	4
	Monitor 17' ViewSonic GA771 0. 27 TCO'95 OSD Audio + cable
	1

	5
	Monitor 19' ViewSonic PS790 0. 25 TCO'95 Short Depth + cable
	1

	6
	Printer HP DJ 1120c (A3) (C2678A) + cartridge set + cable
	2

	7
	Internal fax-modem Sportster Voice 33.6
	1

	8
	External fax-modem Sportster Flash Voice 56
	1

	9
	MS Office Prof. 97 for Win'95/CD Russ
	1

	10
	Verbatim 1.44Mb, 10 disk
	5

	11
	UPS APC Back 650 v/a MI
	3

	12
	OHP Medium Traveller 3, 3-lens with case
	1

	13
	Wall screen Draper Luma 2 274 x 274
	1

	14
	TV set Panasonic 29’’ 
	1

	15
	Videorecorder Panasonic
	1

	16
	Audiorecorder Panasonic
	1

	17
	Slideproektor Kodak Ektapro 320
	1

	18
	Факс Panasonic KX-FT31RS
	2

	19
	Rank Xerox XC 1045 + cartridge
	1

	20
	Video Cassette 180 min
	5


	4.2. The items of equipment and materials listed below in Specification No. 4.2 were received in good condition by:

	
	

	Full name:
	Mrs. Kalinina Anna Michailovna

	Position/title:
	Team Leader

	
	

	Date:
	November 24, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Training Center at Preventive Health Care Institute

	
	

	Address of Organization:
	Petroverigskiy pereulok 10, 101953 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 924-1146, 921-5843


TECHNICAL SPECIFICATION  NO. 4.2

	No 
	Description
	Quantity

	1
	TV set Panasonic 29’’ 
	1

	2
	Videorecorder Panasonic
	1

	3
	Audiorecorder Panasonic
	1

	4
	Video Cassette 180 min
	5


V. LOT NO. 4.1 ELEKTROSTAL & VOLOGDA

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Clinical Appliances

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	Medtechnika

	
	

	TOTAL COST OF CONTRACT:
	7730,00 USD

	
	

	VALIDATION DATE:
	

	
	


	
	

	4.1.1. The items of equipment and materials listed below in Technical Specification No. 4.1.1 were received in good condition by:

	
	

	Full name:
	

	
	

	Position/title:
	

	
	

	Date:
	

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	

	
	

	Address of Organization:
	

	
	

	Tel./Fax
	


.

TECHNICAL SPECIFICATION  NO. 4.1.1

	No 
	Description
	Quantity

	1
	Reflotron
	2

	2
	Consumables for Reflotron
	4000

	3
	Heightmeter
	26

	4
	Tonometer
	107

	5
	Phonendoscope
	107


	4.1.2. The items of equipment and materials listed below in Specification No. 4.1.2 were received in good condition by:

	
	

	Full name:
	

	Position/title:
	

	
	

	Date:
	

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	

	
	

	Address of Organization:
	

	
	

	Tel./Fax
	


TECHNICAL SPECIFICATION  NO. 4.1.2

	No 
	Description
	Quantity

	1
	
	

	2
	
	


VI. LOT NO. 4.2 ELEKTROSTAL & VOLOGDA

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Clinical Appliances

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	Medtechnika

	
	

	TOTAL COST OF CONTRACT:
	1480,00 USD

	
	

	VALIDATION DATE:
	

	
	


	
	

	4.2.1. The items of equipment and materials listed below in Technical Specification No. 4.2.1 were received in good condition by:

	
	

	Full name:
	

	
	

	Position/title:
	

	
	

	Date:
	

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	

	
	

	Address of Organization:
	Tacis Project Office, ul. Mira 5,Elektrostal, Russian Federation

	
	

	Tel./Fax
	


.

TECHNICAL SPECIFICATION  NO. 4.2.1

	No 
	Description
	Quantity

	1
	Stopwatch
	16

	2
	Pulse measurer
	10


	4.2.2. The items of equipment and materials listed below in Specification No. 4.2.2 were received in good condition by:

	
	

	Full name:
	

	Position/title:
	

	
	

	Date:
	

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	

	
	

	Address of Organization:
	

	
	

	Tel./Fax
	


TECHNICAL SPECIFICATION  NO. 4.2.2

	No 
	Description
	Quantity

	1
	
	

	2
	
	

	3
	
	

	4
	
	


VII. LOT NO. 5.1 MOSCOW

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Office computer equipment

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Computer World”, ul. Nikolskaya 10/2, 103012 Moscow, Russian Federation (Concernn “Bely Veter – DVM”)

	
	

	TOTAL COST OF CONTRACT:
	9942,00 USD

	
	

	VALIDATION DATE:
	December 02, 1999


	
	

	
	

	5.1. The items of equipment and materials listed below in Specification No. 5.1 were received in good condition by:

	
	

	Full name:
	Mr. Schepin Oleg Prokopievitch

	Position/title:
	Academician, Director of NII of M.A. Semashko

	
	

	Date:
	???????????, 2000

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Research Institute of Social Hygiene, Economic and Management of Health Care of Russian Academy of Medical Sciences  (NII of    M.A. Semashko)

	
	

	Address of Organization:
	Ul. Voroncovo Pole 12, 103064 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 917-4886, 917-8939
 Validation date by Supplier. The date of endorsement by CEC is unavailable
 Validation date by Supplier. The date of endorsement by CEC is unavailable


.

SPECIFICATION  NO. 5.1

	No.
	Description
	Quantity

	1
	RoverPC Celeron-366/32/6.4Gb/4Mb AGP/48xCD/Sound/Compex RL2000 Combo/Win’98 with CD and manual + keyboard + mouse
	5

	2
	RoverPC P3-450/VIA/64PC-100/6,4/8Mb  ATIXpert/48xCreat/SB168PCI/Compex RL2000/Win’98 with CD and manual + keyboard + mouse
	1

	3
	Monitor 15' ViewSonic G655  0.27 TCO'95 OSD + cable
	3

	4
	Monitor 17' ViewSonic GA771  0.27 TCO'95 OSD Audio + cable
	2



	5
	Monitor 19' ViewSonic PS790 0. 25 TCO'95 Short Depth + cable
	1

	6
	Printer HP LJ 1100 600dpi, 8 p/min, 2MB
	3

	7
	C4092A (HP LJ 1100) toner-cartridge (2500 pages.)
	6

	8
	Scanner НР SJ 3300C 600X1200 9600dpi /36bit/USB
	2

	9
	Ext. fax/modem Courier 33.6/56
	1

	10
	Program Office Pro 2000 Rus CD
	1

	11
	Program AVP Gold
	1

	12
	Program Fine Reader Stand CD 4.0
	1


VIII. LOT NO. 5.2 MOSCOW

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Computer & multimedia equipment

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	“Fun Tech” (OAO Fun Tech) Off. 238D, Sadovaya-Kudrinskaya Str. 11, Moscow, Russian Federation

	
	

	TOTAL COST OF CONTRACT:
	24831,00 USD

	
	

	VALIDATION DATE:
	February 14, 2000


	
	

	
	

	5.2. The items of equipment and materials listed below in Specification No. 5.2 were received in good condition by:

	
	

	Full name:
	Mr. Shestopalov Nikolay Vladimirovitch

	Position/title:
	The Deputy Head of the Department

	
	

	Date:
	????????????????????, 2000

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Department of Gossanepidnadzor of the Health Ministry of Russia

	
	

	Address of Organization:
	Office No. 13, Vladkovskij pereulok 18/20, 101479 Moscow, Russian Federation

	
	

	Tel./Fax
	(095) 978-2406, 978-6805, 956-7888


.

SPECIFICATION  NO. 5.2

	No.
	Description
	Quantity

	1
	Acer Power 4400 PIII/500, VIA Apolo Pro 133, FSB 100MHz, 128 SDRAM, HDD 8.4GB, UltraDMA-66, video ATI Rage 128 AGP 16Mb, Audio PCI on board, CD 40x, Ethernet 10/100, Keyboard, mouse, Win'98, Desktop case
	1

	2
	Acer Power 4400 PIII/600, VIA Apolo Pro 133, FSB 100MHz, 128 SDRAM, HDD 12GB, UltraDMA-66, video ATI Rage 128 AGP 16Mb, Audio PCI on board, CD 40x, Ethernet 10/100, Keyboard, mouse, Win'98, Desktop case
	1

	3
	Roverbook Navigator UT7 PIII-500/128/10100/DVD/LS-120/F-m/Li-Ion/Win'98/Office'2000
	1

	4
	NOKIA 446 Pro 19" Trinitron, 0.26 dot pitch, Hor: 30-107Khz, Ver: 50-150 Hz, 1600*120*76Hz, TCO 99
	1

	5
	NOKIA 447 Pro 17" Invar, Flat screen, 0.25, Hor: 30-96Khz, Ver: 50-150 Hz, 1600*120*76Hz, TCO95
	1

	6
	HP Laser Jet  4500 + cable+ cartridges
	1

	7
	A set of color and black toner cartridges for HP LJ 4500
	1

	8
	Drum for HP LJ 4500
	1

	9
	HP Laser Jet 1100 + cable + cartridge
	1

	10
	Cartridge for HP LJ 1100
	1

	11
	3C 16985 3COM SS Switch 3300XM 24 port 10/100 (Stackable, no expansion slot)
	1

	12
	HP ScanJet 6390С Color, A4, 1200x2400 dpi, USB/SCSI, autofeeder, slide adapter, software
	1

	13
	APC SmartUPS 1000NET with PowerChute Software
	2

	14
	A set of ZIP Drives ( 2 Internal + 2 External) + 40 ZIP Disks 100MB 
	1

	15
	Paper (10 packages A4) + 1 Set of Color LJ Transpar. Film
	1

	17
	Multimedia projector ASK C1 compact, 700 ANSI 3,7 kg
	1

	18
	Screen Medium Mobil 155x155
	1

	19
	Digital photocamera KODAK DC-290
	1


XI. LOT NO. 6. VOLOGDA

	SUMMARY OF THE SUPPLY CONTRACT

	
	

	SUBJECT:
	Network equipment & office computers

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Aline” (Computer MechanicsTM), Shipok str., 113093, Moscow, Russian Federation 

	
	

	TOTAL COST OF CONTRACT:
	42812,00 USD

	
	

	VALIDATION DATE:
	September 29, 1999

	
	


	
	

	6. The items in product groups of equipment and materials listed below in General Specification No. 6 were delivered to Vologda in good condition. The product groups were  distributed among final recipients in Vologda area according to the Specifications of Subdivisions 6.1 and 6.2 (see below).

	
	


GENERAL SPECIFICATION NO. 6 

	No.
	Description of the Product Groups
	Quantity

	
	
	

	
	WORKSTATIONS 
	

	1
	MSC Pentium II-350/64/4,3 Gb IDE/Intel I740 8Mb AGP/CD-ROM 40-x
	4

	2
	MSC Celeron-366/32/4,3Gb IDE/4Mb Stri TRIO 3D/CD-ROM 40-x/SB-16
	8

	3
	Keyboard  BTC PS/2
	12

	4
	4Mouse Genius Ease Mouse (PS/2)
	12

	
	
	

	
	OS
	

	5
	Windows 95 Rus OSR2 CD (OEM)
	12

	
	
	

	
	MONITORS
	

	6
	ViewSonic 15" P655 MPR-II .27 TCO-95
	12

	
	
	

	
	SERVER (TYPE 1)
	

	7
	HP D7140A NetServer E60 PII/400 Model 1
	1

	8
	HP D7156A 128MB Unbuffered SDRAM DIMM (for E60)
	3

	9
	HP D4911A 9.1GB Ultra/Wide SCSI HDD (for E and L Series)
	4

	
	
	

	10
	HP D4992A NetRaid-1 One-Channel Disk Array Controller
	1

	11
	HP D6092A Pentium II/400 CPU Upgrade Kit
	1

	12
	HP C1529H SureStore DAT8e 8GB Ext. Tape Drive
	1

	13
	HP C5707A DDS-2 Tape 8GB 120m
	5

	14
	HP C5709A DDS Cleaning Cartridge
	2

	15
	HP D8214A E60 External SCSI Port Cable
	1

	16
	HP D2832A 15"  M500 Color Monitor (13.8" V.I.)
	1

	17
	Installation  LINUX
	1

	
	
	

	
	NETWORK EQUIPMENT (SET 1)
	

	18
	EtherLink III ISA TP only (OEM)
	20

	19
	Fast EtherLink XL PCI 10/100-TX NM (OEM)
	10

	20
	SuperStack II Baseline Hub 12-port TP
	1

	21
	OfficeConnect Hub TP1200
	1

	22
	Rack cabinet 33U, 1470*600*600
	1

	23
	Cabel setting panel wit rings 1U, Grey
	2

	24
	Cabel mounting ring 90*65
	5

	25
	Standard castors for rack cab., set of 4
	1

	26
	19" 1HU  8  socket block with switch
	1

	27
	Patch cord UTP Cat. 5 (1 m)
	30

	28
	Patch cord UTP Cat. 5 (2 m)
	20

	29
	DK7218 Plastic clip 70*44 мм (set of 10)
	1

	30
	EPSON Stylus Color 800
	1

	31
	HP C4118A LaserJet 4000 Printer
	1

	32
	HP C6277A ScanJet 6200C Scanner (A4, USB/SCSI, PC)
	1

	33
	SU1400INET        Smart UPS 1400 NET
	2

	34
	UTP Cable Cat.5, 4-pair, 1m
	1000

	35
	Plug RJ-45 (Level  5)
	130

	36
	RJ-45 computer terminal sockets Cat. 5 (808) UTP
	33

	37
	TMC 40*17      Wall box, 1 section
	50

	38
	TMC 25/1*17  Wall box, 1 section
	400

	39
	SuperStack II Baseline Switch 24-port
	1

	
	
	

	
	PRINTERS
	

	40
	HP C4224A LaserJet 1100 Printer
	8

	
	
	

	
	PERIPHERALS FOR THE SERVER
	

	41
	USR Сourier 33.600  Ext.(Rus)
	3

	42
	IOMEGA ZIP 100 PP -100Mb Ext.
	1

	43
	Zip-disk, 100Mb
	5

	44
	CD-Recordable Disk TDK, 640Mb, 74 min.
	10

	45
	Linux  KCI V.2.0
	1

	46
	CRW Internal IDE YAMAHA MODEL-4416E (RW-4/W-4/R-16)
	1

	47
	OMEGA (Digi type) 8-port CRONIX (with cable)
	1

	48
	Mounting tool for modular RJ-45
	1


	
	

	6.1. The items in the product groups of equipment and materials listed below in Specification of Subdivision No. 6.1 were received in good condition by:

	
	

	Full name:
	Mr. Zarubin Vitalij Trofimovitch

	Position/title:
	Director of Computer-Engineering Information Center

	
	

	Date:
	December 07, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Vologda Area Health Care Administration

Computer-Engineering Information Center

	
	

	Address of Organization:
	Off. 522, Kostromskaya ul. 14, 160034 Vologda, Russian Federation

	
	

	Tel./Fax
	(8172) 21-3288, 21-1812


SPECIFICATION OF SUBDIVISION NO. 6.1

	Subdivision :
	VOLOGDA AREA HEALTH CARE ADMINISTRATION
	

	
	
	

	NO.
	PRODUCT GROUP DESCRIPTION
	QUANTITY

	
	
	

	1
	DATABASE SERVER (TYPE 1)
	1

	
	
	

	2
	PERIPHERALS FOR THE SERVER 
	1

	
	
	

	3
	WORKSTATION 
	4

	
	
	

	4
	MONITORS
	4

	
	
	

	5
	NETWORK EQUIPMENT (SET 1)
	1

	
	
	

	6
	OS (WIN95)
	4


.

	
	

	6.2. The items in the product groups of equipment and materials listed below in Specification of Subdivision No. 6.2 were received in good condition by the recipients, enumerated in the Table 6.2:

	
	

	Date:
	December 07, 1999

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Vologda Municipal Organizations

	
	

	Address of Organization:
	Vjologda & Vologda Area

	
	


TABLE 6.2. LIST OF THE EQUIPMENT RECEPIENTS IN VOLOGDA MUNICIPAL ORGANIZATIONS

	No.
	Organization
	Address
	Responsible Person / Position
	Code
	Contact Phone 

	1


	School #18
	Vologda, Petrozavodskaya ul, 24A
	Zelenina Maria Konstantinovna, Director
	8172
	 74-56-57



	2


	School #24
	Ul. Gagarina, 40, Vologda
	Evdokimova Ekaterina Borisovna, Director
	8172
	23-01-81

	3


	School #3
	Ul. Lenina, 3, Tot’ma
	Novikova Nina Nikolaevna, Director
	8172
	2-17-91

	4


	Policlinic #2
	Ul. Samoilo, 15, Vologda
	Pomolova Raisa Petrovna,

General Surgeon
	8172
	24-35-84

	5


	Policlinic #3
	Ul. Moskovskaya, 2A, Vologda
	Sokolov Nikolay Vladimirovitch, General Surgeon
	8172
	73-97-36

	6


	Policlinic #4
	Ul. Okrujnoe Schosse, 36, Vologda
	Solovjev Anatolij Yurjevitch,  General Surgeon
	8172
	23-12-21

	7


	Policlinic of the Municipal Hospital #3
	Ul. Blagoveshenskaya, 39, Vologda
	Kudrin Sergey Vasiljevitch, General Surgeon
	8172
	72-63-90

	8


	Central Local Hospital of Tot’ma
	Ul. Kirova, 53, Tot’ma
	Rychkov Valerij Genadievitch, General Surgeon
	81739
	2-35-48


SPECIFICATION OF SUBDIVISION NO. 6.2

	Subdivision :
	VOLOGDA MUNICIPAL ORGANIZATIONS
	

	
	
	

	NO.
	PRODUCT GROUP DESCRIPTION
	QUANTITY

	
	
	

	1
	WORKSTATIONS (SYSTEM UNIT CEL 366)
	8

	
	
	

	2
	MONITORS (VIEWSONIC P655, 15”)
	8

	
	
	

	3
	PRINTERS (HP LASER JET 1100)
	8

	
	
	

	4
	OS (WINDOWS 95 RUS)
	8

	
	
	


X. LOT NO. 7.1. ORENBURG

	SUMMARY OF SUPPLY CONTRACT

	
	

	SUBJECT:
	Office computers & copiers 

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Computer World”, ul. Nikolskaya 10/2, 103012 Moscow, Russian Federation (Concernn “Bely Veter – DVM”)

	
	

	TOTAL COST OF CONTRACT:
	20153,00 USD

	
	

	VALIDATION DATE:
	February 10, 2000

	
	

	
	

	7.1. The items of equipment and materials listed below in Technical Specification No. 7.1 were received in good condition by:

	
	

	Full name:
	Mr. Karpov Alexandr Iljitch

	Position/title:
	General Surgeon of Urban Hospital No. 6, Orenburg

	
	

	Date:
	?????, 2000

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Municipal Clinical Urban Hospital No. 6

	
	

	Address of Organization:
	Ul. Himicheskaya 5, 460023 Orenburg, Russian Federation

	
	

	Tel./Fax
	(3532) 56-73-79, 56-36-63


.

SPECIFICATION NO. 7.1

	No.
	Description
	Quantity

	1
	Intel Celeron 366A/64/4.3 Gb HDD/8 Mb ATI AGP/Compex RL2000 Combo/ SB16/ CDx36/Win’98 whith CD and manual + keyboard + mouse + pad
	5

	2
	RoverPC Intel P2-400/64PC-100 /8.4Gb/Compex RL2000 Combo /8M ATI XpertWork AGP/36xPhil /SB64PCI /ATX Win’98 whith CD and manual + keyboard + mouse + pad
	1

	3
	Monitor 17' ViewSonic GA771 0.27 TCO'95 OSD Audio + cable
	2

	4
	Monitor 19' ViewSonic PS790 0.25 95KHz TCO'95 Short Depth + cable
	1

	5
	Monitor 15' ViewSonic G653  0.28 TCO'95 OSD + cable
	3

	6
	Printer HP LJ 1100 (C4224A) 600dpi, 8p/min, 2MB + cable + 2 cartridges
	3

	7
	Printer HP DJ 1120c (A3) + cable + 2 cartridges
	1

	8
	Scanner HP ScanJet 6250C (USB, auto feeder 25p., 600/1200dpi,36Bit,35 mm slide adapter, network ready)
	1

	9
	ext ZipDrive Iomega LPT
	1

	10
	External fax/modem Sportster Flash Voice 56
	1

	11
	Speakers Jazz Hipster J-300
	1

	12
	ZIP-disk 100Mb
	10

	13
	UPS APC Back 650MI
	1

	14
	Copier Rank Xerox 5830 (ADF, duplex) + 10 bin sorter/stapler for RX 5830
	1

	15
	Copier Rank Xerox XC 1045
	2


XI. LOT NO. 7.2. CHELYABINSK

	SUMMARY OF SUPPLY CONTRACT

	
	

	SUBJECT:
	Office computers & copiers 

	
	

	BUYER: 



	The European Commission represented by the Commission of the European Communities, on its part represented by EPOS Health Consultants, Hindenburgring 18, D61348 Bad Homburg

	
	

	SUPPLIER:
	OOO “Computer World”, ul. Nikolskaya 10/2, 103012 Moscow, Russian Federation (Concernn “Bely Veter – DVM”)

	
	

	TOTAL COST OF CONTRACT:
	19994,00 USD

	
	

	VALIDATION DATE:
	February 10, 2000

	
	

	
	

	7.2. The items of equipment and materials listed below in Technical Specification No. 7.2 were received in good condition by:

	
	

	Full name:
	Mrs. Volkova Emilya Grigorjevna

	Position/title:
	Pro-rector of Science and International Contacts of USMAPE

	
	

	Date:
	???????, 2000

	
	

	at  the location of Tacis Partner Organization

	
	

	Name of Organization:
	Ural State Medical Academy of Postgraduate Education (USMAPE)

	
	

	Address of Organization:
	Prospekt Pobedy 287, 454021 Chelyabinsk, Russian Federation

	
	

	Tel./Fax
	(3512) 33-73-36, 33-31-59


.

SPECIFICATION NO. 7.2

	No.
	Description
	Quantity

	1
	Intel Celeron 366A/64/4.3 Gb HDD/8 Mb ATI AGP/Compex RL2000 Combo/ SB16/ CDx36/Win’98 whith CD and manual + keyboard + mouse + pad
	3

	2
	Компьютер RoverPC Intel P2-400/64PC-100 /8.4Gb/Compex RL2000 Combo /8M ATI XpertWork AGP/36xPhil /SB64PCI /ATX Win’98 whith CD and manual + keyboard + mouse + pad
	1

	3
	Monitor 17' ViewSonic GA771 0.27 TCO'95 OSD Audio + cable
	2

	4
	Monitor 15' ViewSonic G653  0.28 TCO'95 OSD + cable
	2

	5
	Printer HP LJ 1100 (C4224A) 600dpi, 8p/min, 2MB + cable + 2 cartridges
	3

	6
	Printer HP DJ 1120c (A3) + cable + 2 cartridges
	1

	7
	Scanner HP ScanJet 6250C (USB, auto feeder. 25л,600/1200dpi,36Bit,35мм slide adapter, network ready)
	1

	8
	ext ZipDrive Iomega LPT
	1

	9
	External fax/modem Sportster Flash Voice 56
	1

	10
	Speakers Jazz Hipster J-300
	1

	11
	ZIP-disk 100Mb
	10

	12
	UPS APC Back 650MI
	1

	13
	Copier Rank Xerox 5830 (ADF, duplex) 
	1

	14
	Copier Rank Xerox XC 1045
	1

	15
	Overhead Traveller 3, 2500 250W + case
	1

	16
	Multimedia Projector CTX EzPro 550, 300 ANSI
	1
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Report on the study tours arranged by the project

Summary 

In total 17 study tours were arranged within the frame of the Tacis Project “Preventive Health Care System”. Most study tours took place to the Netherlands, Finland, Germany and Wales. In addition project delegates participated conferences in Salzburg, Austria and WHO conferences in Madeira, Portugal, in Copenhagen, Denmark and Athens, Greece were facilitated by the project.

The objectives and outputs of the study tours were identified during the inception phase of the project and were further refined during the project in collaboration with local and foreign partners. Objectives and outputs were primarily focused on practical and policy implications of introducing concepts of health care reform (e.g. health promotion, prevention and primary health care) into the RF healthcare system, which until recently had predominantly focused on secondary care and curative health care services.

1. Analysis of the current situation

An analysis of the current situation shows major deficits of Russian Health Policy Makers (HPM) in defining healthcare reform strategies in areas such as primary health care, preventive health care services and implementation of such policies into practical health care programmes close to and useful to citizens at community level. This has been confirmed by the Tacis project by means of discussions with numerous healthcare officials at central Federal and Oblast level (e.g. Orenburg, Electrostal, Vologda and Cheljabinsk regions). According to the expressed need for foreign experience, it was most felt to be useful to provide practical knowledge in healthcare reform, especially related to HP and DP, by means of study tours in European countries. 

In addition, it was felt, that the focus of some study tours should be on expanding the knowledge among Russian officials on technical and decision making support of healthcare reform such as the set up of the national disease registration system, health information systems and their usefullness . This is why a number of study tours were of a general policy nature, whereas others had a more technical background. 

2. Objectives of the study tours

The objectives and expected outputs of the study tours were identified during the inception phase of the project and were further refined during the project in collaboration with local and foreign partners. Objectives were primarily focused on practical and policy implications of introducing concepts of health care reform (e.g. health promotion, prevention and primary health care) into the RF healthcare system, which until recently had predominantly focused on secondary care and curative health care services. The outputs defined during inception phase and specified topics are summarized in table 1.

Table 1: Study tours: expected outputs and related topics
	General Outputs
	Specific topics 
	Study Tours arranged



	
	
	#
	Country

	Lessons on international , national and regional variations of policy , legislation and finance in preventive and curative health 
	1.a Regional Health Policy Development HP and DP
	4
	Wales Austria

Finland

NL

Germany



	
	1.b National Health Policy development HP and DP
	
	

	Information on international experiences in training of professionals in health promotion


	2.a Experience on development of training materials on HP and DP
	5
	NL

Finland

Denmark

	
	2.b Regional activities on HP and DP for teenagers; school programs (anti-smoke, family planning lessons at schools)
	
	

	
	2.c Experience on establishment of schools of Public Health 
	
	NL

	Information on international experiences in use of information in decision-making in health promotion


	3.a Information support for specialists in HP and DP at institutional level. Introduction of international programs (Medline etc)
	4
	Finland

NL

	
	3.b National Information and Monitoring Systems for decision making in HP and DP
	
	

	
	3.c HP and DP activities via mass media and medical communication
	
	

	Examples of international experiences in incorporation of preventive and curative health care 


	4.b International course on training “Walk Test Leader” promotion of physical activities 
	4


	Finland

	
	4.c Role of PHC physician HP and DP in West European countries
	
	


3.  Study tours arranged in EU

The team of Tacis project worked using methods such as round table, discussions with health authorities of objectives, aims of study programmes, budget distribution etc. The participants for each study tour were selected using strict selection criteria, defined in close collaboration between Russian and foreign partners. Examples of criteria used: willingness to be trained abroad in order to pass on the knowledge in the Russian regions (See also table 2). 

Possibilities to conduct study tour were discussed with European Project partners. Organizations NSPH, STAKES actively supported organization of lectures for study tours. Also international agencies such as WHO, European Network of health Promotion Agencies (ENHPA, network of major health promotion institutes in the Member States of the EU) were contacted by the Project and shared their experience with the Russian partners within the frame of organized study tours.

The organized study programmes are shown in table 2.

	Table 2: Organized Study tours: objectives, participants and timing



	TOPIC
	LOCATION
	OBJECTIVE
	PARTICIPANTS 
	DURATION 

	Disease Prevention Policy


	Finland, Public Health Institute,

North Karelia Project,  CINDI winter school
	to familiarise with DP policy

international framework in the field of prevention of non-communicable diseases

to learn about network building for DP and HP 
	Persons, involved in the planning implementation or evaluation of regional or municipal disease prevention programmes

Vologda, Orenburg, Electrostal, Cheljabinsk, Moscow

11 persons
	30.11.98  11.12.98

	2.
Teaching on Health Promotion and Disease Prevention


	the Netherlands School of Public Health (NSPH)

The Netherlands


	to gain experience in

developing of Study Programmes for DP and HP

to design study modules

to introduce Dutch experience in HP and DP training
	-Persons  who have actively been partaking in project seminars of medical staff in Health Promotion and Disease Prevention in Russia;

-Persons, who have expressed a willingness to be trained in disease prevention, in order to pass on their knowledge in Russia (e.g. „train the trainers concept).

Moscow, Electrostal, Vologda

14 persons
	20.03.99 

02.04.99 

	3. 
Medical Information and literature for physicians


	UKK Institute, Tampere

Finland 

Institute Library 


	to get acquaintance with medical

information centres in Finland

to understand how the network of medical information exchange   is

      organised in Finland 


	Representatives from Medical

Institutes 

Head of the library of  Institute for 

Preventive Medicine

4 persons


	01.04.99

06.04.99

	4. Regional Health Policy

    Development


	Welsh Institute For Health and Social Care


	to get acquaintance with regional health policy development in Wales and Germany
	Regional Health Policy Makers from Pilot region Vologda

6 persons


	18.04.99

24.04.99



	5. HP and DP at schools; Work with teenagers 


	Institute of Public Health (KTL) Finland 


	To gain experience in

- prevention of smoking among teenagers

-teaching family planning at schools
	Representatives from pilot schools Vologda region

7 persons
	16.05.99

22.05.99

	6.
International Course for Walk Test Leader


	UKK Collaborating centre for HP and Health education Finland
	to learn how to promote health and functional capacity of the individuals and community


	doctors, specialised in physical

activities

nurses, who are able to conduct

walk test

5 persons
	20.05.99

23.05.99



	7.   71th European Atherosclerosis Society (EAS) Congress


	Athens, Greece
	To increase knowledge on 

prevention of CVD

healthy nutrition

risk factors


	1 researcher from Institute of

Preventive Medicine Moscow


	25.05.99

10.07.99

	8.    Workplace Health   Promotion


	Germany/Wales
	- To familiarise with good practice of workplace HP;

- to model workplace HP in workshops with foreign partners 
	Senior regional and municipal

health policy makers from

Electrostal region

6 persons
	04.07.99

10.07.99

	9. Organisation of provision of Primary Health Care (PHC)


	NSPH, The Netherlands
	to familiarise with the system of General Practitioners (GP’s) in Holland

preventive activities at primary health care level;

GP and promotion of healthy life style; GP association,

classifications, used in PHC
	GPs from pilot regions Electrostal, Orenburg, Vologda, 

Policy maker federal level Moscow

10 persons
	29.09.99

02.10.99

	10. European Health Policy Forum 2000 Global Challenges


	Salzburg, Austria
	to get experience in development of health policies related to HP and DP

to get acquainted with recent developments in HP and DP
	Federal health policy makers MoH

Moscow

3 persons
	06.10.99

10.10.99



	11. School of  Public Health, curriculum development
	NSPH, The Netherlands
	to familiarise with organisation, activities and aims of School of Public Health in the Netherlands

to get experience in curriculum development for SPH in Russian regions 
	public health specialists from the pilot regions Orenburg, Cheljabinsk, Electrostal and Moscow


	21.11.99

28.11.99

	12. The role of Primary Health Care (PHC) in HP and DP

 
	Health Centres, Imatra Finland
	to familiarize with the work of health

centres in Finland

to understand the role of municipality

in provision of primary health care 
	Primary health care physicians Vologda 

6 persons
	31.10.99

06.11.99

	13. WHO Conference “Health Reporting 2000” 
	WHO Conference, Copenhagen
	to recognise and promote importance of health communication;

to improve relationship between health professionals, government and media

make health information available through the media
	health journalists from the  Vologda and Orenburg regions and Moscow

6 persons
	07.12.99

12.12.99

	14. National registration and monitoring systems for decision making in public health
	NSPH, the Netherlands
	to visit key organisations, gathering health information, monitoring health status, morbidity and mortality information

to learn structure of library/literature systems in health care

 
	People who are involved in a process of collecting, use of medical information;

health administrators and decision makers, representatives of health statistics department MoH

11 persons
	12.03.99

19.03.99

	15.
Health Communication via mass media


	Finnish Association for Medical Communication specialists
	to learn about

-health communication practices in Finnish mass media

-the role of NGOs using mass media for HP
	Winners of journalists competition from Vologda

4 persons


	25.03.2000

29.03.2000



	16. Financial Management and Intersectoral Collaboration
	Dusseldorf, Germany
	to learn about

-organisation of intersectoral collaboration for healthcare

-health insurance system in Germany

healthcare models for ambulatory care
	financial health managers regions Cheljabinsk, Orenburg and Vologda, Moscow

12 persons
	26.03.2000

02.04.2000

	17. Role of Government and Health Authorities in HP and DP policy
	Parliament,

Ministry of Health, Finland 
	to familiarise with

-health financing system in Finland

-role of health institutes of MoH in HP and DP

-role of NGO’s in HP and DP
	Russian federal health authorities, Ministry of Health RF
	02.04.2000

06.04.2000


4.  Knowledge received during study programmes in EU

The organized study tours enabled participants to share experience with European colleague’s, to broaden their view related to HP and DP and to get international experience in the subject.

It was possible to receive a lot of relevant information, which was previously not available for Russian specialists: GP standards, work experience of  Non-governmental Organization (NGO’s), different models of financing of health care, the role of government in HP and DP, education of specialists in public health (MPH education) and much more.

The study tours enabled to establish contacts, for instance with Finnish NGO’s for HP and DP, Dutch School of Public Health, where the possibility of a.o. Curriculum development for School of Public Health in Russia, student’s exchange and other possibilities for further collaboration were discussed.  Dutch NGO’s, for example AIDS Foundation agreed to further provide demonstration materials to GosSanEpid of Russian Federation. During the Study tour for Parliament leaders, which took place in 2000 to Finland, it was agreed to maintain close contact with Finnish Parliament in relation to development of healthcare strategies, especially related to DP and HP.

Of course, knowledge, received in particular study tours were very useful in preparing study modules for trainers (“Train the trainers” concept).  These modules are meant for trainers, who suppose to further disseminate knowledge and experience received.

As evaluation questionnaires showed, information received during study tours is useful for everyday practice. 

5. Conclusions

17 Study Tours to the European countries were organized within the frame of Tacis Project “ Preventive Health Care System”. Evaluation questionnaires of the study tours showed that all study tours were of great importance for Russian health workers and Russian federal, regional and local health authorities. 
Both theoretical and practical consequences of health care reform were felt to be elevated. However, it was not always clear how information and knowledge received can be useful in the Russian context. This can be explained by the fact that health care reform in the country is governed by a set of Russian specific circumstances such as the still centralized system of policy making, the lack of financing at federal and regional level, the uneven distribution of resources among federal, regional and municipal healthcare services and the focus on curative health services.

Summary





This report outlines the development of a health policy for the Vologda region. The main purpose of the report is to provide a tool for dissemination of the experiences in the process of health policy making. The report neither comprehensively describes the events before the Tacis-Russia Preventive Health Care Project in Vologda nor the events outside the project during and after the project. However, it is a report from the view of the experts in the project and it might be completed by adding the views of other partners involved. These partners are the Russian federal, regional and municipal authorities, and partners outside the governmental organizations. The experiences in Vologda should be evaluated in the light of the previous and parallel developments in some other Russian regions, e.g., Tselyabinsk and Electrostal. Those regions had already, before the Vologda work, developed similar strategies. Russian experiences as well as some international experiences, e.g. in Wales were used in supporting Vologda region to develop health policy. The dissemination of the Vologda process will continue to require the collaborative effort of the Vologda oblast administration, the other Russian regional administrations, the Russian federal administration, and also the international expertise. 
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		Lot ID.		Client's Location		Description		Tendering Procedure		Date of Delivery		Cost, USD

		1		Moscow Office		Communication Equioment & Copiers		Informal consultation		1998		33,659

		2		Moscow Office		Computer & Office  Equipment		Informal consultation		1998		50,698

		3		Moscow Office		Office  Furniture		Informal consultation		1998		13,995

		4		Moscow Training & Information Center		Furniture for Training andInformationCenter		Informal consultation		1998		5,268

												103,621
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