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Abstract

The early 1990s spelled profound changes for the governance structures of the nations of Central and Eastern Europe. For example, in the successor states of the former Yugoslavia, health systems underwent a succession of transformations driven by independence, war, and more recently, reforms entailing a decentralization process spurred by international financial institutions' structural adjustment plans. As a reflection of this context to systems change in the region, George Soros established Open Society Institute (OSI) to support innovation and program development in a range of areas, including public health.  OSI has sponsored public health projects in Eastern Europe since the mid-1990s, applying an approach to philanthropy that entails the identification of a paramount yet neglected health policy need through consultation with key national and international stakeholders.  Further, OSI supports the development of interventions by, or in close consultation with, local stakeholders, and  their introduction on a pilot basis with the ultimate goal of precipitating the introduction of a desired policy. This approach reflects the core public health functions: assessment, policy development, and assurance of delivery.  In most cases, the adoption of desired policies constitute a message of the success of this strategy. 
In keeping with this approach, OSI, Andrija Stampar School of Public Health, and the Ministry of Health of Croatia initiated in 2001 a multiyear effort to address the public health workforce need for management competency at the county level, a view first identified and defined by Croatian stakeholders. To begin implementation of this program, senior faculty from the Andrija Stampar School of Public Health (ASSPH) in Zagreb received training through the Sustainable Management Development Program of the Centers for Disease Control and Prevention (CDC), in Atlanta. Faculty trained by CDC then applied the planning and management tools to develop a 3-year nation-wide management training and policy development program funded by the Croatian Ministry of Health and local county authorities. In 2003, in collaboration with ASSPH,CDC,OSI, and the Macedonian Ministry of Health, the University of Medicine of St Cyril and Methodius University in the Republic of  Macedonia undertook a program employing a similar approach. The introduction of the program to Serbia is under consideration in 2004. The attention afforded by the program to the assessment and policy development phase, one involving local and national stakeholders, has helped forestall the pitfalls often entailed in a policy approach that preaches for a “one size fit all” approach, associated by critics to decentralization policies as they are sometimes implemented. 

 
Context
Although the historical events that followed the dismantling of the Berlin Wall, notably the breakups of the Soviet Union and Yugoslavia, have brought about positive political and economic benefits in some countries, public health system change has lagged behind even while population health deteriorated. For the most part, the deterioration of population health has been due to forces beyond public health policymakers’control: for example, ethnic-based civil wars killing and maiming thousands in Yugoslavia, or the dramatic rise in mortality rates in Russia due to resurgent or newly emerging infectious diseases and sundry social-economic and environmental factors. (1) There is evidence that some of the causal factors underlying declining health indicators can be traced to the decades before 1989, but the transition of the 1990s undeniably impacted negatively the health status of populations in many of the countries of the former Socialist bloc. (2) 
Open Society Institute Public Health Initiatives

In the early 1990s, alarming health indicators attracted attention from international agencies and NGOs worldwide, including the Open Society Institute (OSI), an organization founded by financier George Soros to administer and coordinate his philanthropic activities—initially primarily focused on the former Soviet bloc.(3) OSI’s first substantial engagement in public health in Eastern Europe began in 1995 with the establishment of the International Harm Reduction Development (IHRD), an initiative designed to help diminish the individual and social harms associated with drug use. In Eastern Europe, HIV infection was associated from the beginning with intravenous drug use. Growing evidence pointed to a transition-related surge in local trade and consumption of heroin fueling an HIV epidemic through the vector of infected needles. To address this looming public health problem, OSI applied the methods that underlie its approach to philanthropy. In 1997, in the Russian Federation, OSI helped establish a consortium then know as the Russian AIDS Prevention Initiative-Drugs (RAPID). The consortium included Russian non-governmental organizations (NGOs), the HIV/AIDS Department of the Russian Federal Ministry of Health, and several international organizations—notably Doctors Without Borders-Holland, which was then operating, in close coordination with Russian public health authorities, an HIV prevention campaign and harm reduction training program for public health professionals. By 2003, IHRD supported 41 harm reduction pilot community-based projects in 37 regions of Russia and an additional 150 projects in 27 other countries in the Eastern European, Transcaucasian and Central Asian regions, an intervention that has helped raise global awareness of the interrelated epidemics of drug use and HIV infection as well as the specific issues facing vulnerable groups such as injecting drug users (IDUs). (4) 

Although some harm reduction interventions, in particular methadone substitution, remain forbidden by law in Russia and other countries in the region, needle exchange projects and other preventive approaches supported by IHRD have largely been endorsed by  health ministries as a best practice approach to prevention in accordance with WHO standards, even though the goal of comprehensive, government-funded nationwide preventive programs are not yet a reality everywhere. In the interim, the British government’s Department for International Development (DFID) has provided funding to continue support for what remains the most significant program aimed at reducing the transmission of HIV among IDUs in Russia.
OSI has also made headway in its global or regional advocacy efforts in other public health areas, such as mental health and tuberculosis (TB) control. A critical factor in the success of many of these programs has been the involvement of community-based stakeholders in both the development and implementation of pilot projects. The success of these programs has often been hampered by limited management capacity and limited stakeholder investment.  This article  describes an approach to address a specific management and  stakeholder challenges in Croatia and Macedonia related to health sector reform and decentralization. The genesis of how the program developed will be outlined, and conclusions drawn from progress made to date.  

 
Health Sector Reform in Croatia and Macedonia


[…] Decentralization is not an end in itself but rather should be designed and evaluated for its ability to achieve broader objectives of health reform: equity, efficiency, quality and financial soundness. 






Thomas Bossert  (5)
[…] Decentralization is commonly politically driven. This can lead to many avoidable mistakes if planners are not given an opportunity to provide necessary input or if they lack sufficient information to understand the decentralization process. Planning for decentralization should be based on a clear understanding of the motivating and opposing forces for decentralization, as well as its explicit and implicit objectives. 






Ritta-Liisa Kolehmainen-Aitken (6) 
The health care systems of Yugoslavia and that of its successor national republics have undergone several transformations since World War II. Change has generally reflected political developments, echoing what can be described with some simplification as cyclical swings of the pendulum between centralized and decentralized approaches to governance. The 1948 break with the Soviet Union eventually led, by 1953, to a rejection of the centralized state administration of the health sector, which since 1945 had been modeled on the Soviet health system.

Over the next two decades, an increasingly decentralized institutional framework was forged, one intended to foster democracy, equity and efficiency through self-management and local financing. As with such frameworks elsewhere, and particularly in socialist Yugoslavia, these outcomes were not always achieved.  For example, new councils introduced in 1960 with the goal of  decentralizing decision-making to community representatives were only questionably representative because they tended to have an over-representation of male experts and under-representation of female workers and civil society stake-holders. At the federal level, the ideological commitment to self-managing socialism and the ”withering away of the state” did not preclude ad hoc interventions by the state, driven by a range of motives. Politicians, bureaucrats and experts at county, republic, and federal levels mandated health services in response to special interests or political considerations, and not necessarily ascertained need. This prevailing supply-driven practice weakened the community-oriented policy-making process and undermined the power of self-directed health managers.  A gradual decline of both efficiency and equity subsequently eroded the undeniable achievements of universal health coverage. (7)
By 1977, infant mortality rates in the impoverished region of Kosovo were more than fourfold those of Slovenia, compared with a 2.2:1 ratio in 1952. (8) According to one perhaps overly critical observer, the health system inherited from Yugoslavia by its successor states in 1991 was “a unique blend of health insurance funds, a network (although neglected) of primary health care, quasi-autonomous health organizations and community management. The result was an extremely liberal system, verging on anarchy, which satisfied nobody.” (9) Another observer wrote in 1985 that “some form of continuous and legitimate central state coordination may be necessary to resolve current critical problems in Yugoslav health care.”(10) 

This imperfect system’s troubles were compounded during the independence movements and wars of the 1990s. By the time the newly independent nation-states began to organize their health systems, the inherited decentralized system had become associated with Yugoslav policies, and was therefore a vulnerable target for the new policymakers. This appears to have been a  motive when the Croatian government legislated the centralization of health services under the aegis of the newly constituted national Ministry of Health. A further objective was the privatization of primary health care. (11) The newly independent Republic of Macedonia underwent a similar process. (12)
Ironically, while Croatia and Macedonia (re)centralized their health services, several Central and Eastern European states were abandoning Semashko-era central planning in health services.  Unlike in the former Yugoslavia, decentralized approaches to governance areas now prevailed, driven however by the same impetus driving change in the former Yugoslavia: rejection of the ancient regime and its ways. More recently, Croatia has begun shifting back toward a decentralized approach to health systems management, a trend largely driven by World Bank policy. 

The main conclusion from this brief overview of the health systems in erstwhile Yugoslavia and contemporary Croatia and Macedonia is that the key question is not whether ”to centralize or to decentralize.” Rather, the challenge, as has been expressed by numerous scholars and practitioners in the health policy and management literature, is the development and application of a methodology to assess, plan, and evaluate health systems so that they meet desired objectives. 

Improving Public Health Management and Policy-Making Capacity in Croatia


By the end of the 1990s, most Croatian public health faculty and professionals agreed that health services were insufficiently responsive to the population’s needs and that the centralizing tendencies in place since 1991 had further undermined the capacity of Croatia’s health system to meet those needs. In 1999, the Motovun Summer School of Health Promotion, an affiliate of the Andrija Stampar School of Public Health (ASSPH) in Zagreb, hosted a gathering of 25 public health experts to discuss the situation.  Applying an assessment tool developed by the U.S. Centers for Disease Control and Prevention (CDC), the Local Public Health Practice Performance Measures Instrument, the 25-member workgroup identified a series of deficiencies in prevalent public health practice and policy in Croatia, specifically at the county level. Weaknesses were detected in policy making in the following areas:

· priority-setting in the public health policy formulation process; 

· strategy development and planning to address identified priorities; 

· community participation and stakeholder input in the policy development process; 

· public health policy assurance and evaluation; and

· analytical approaches to the adequacy of health resource allocation    

The Motovun meeting’s conclusions might have passed unnoticed or been willfully ignored if unveiled at a less propitious time. However, the newly elected national government was committed to reforming the public sector, and decentralization was one of its major priorities. National policymakers were therefore receptive to ideas similar to those mooted by the Motovun participants, particularly those calling for greater community participation and increased responsibility and decision-making power for local managers employed by the health care system.(13)  

Within two years, the Open Society Institute (OSI) and the CDC’s Sustainable Management Development Program (SMDP) had collaborated with the ASSPH and the Croatian Ministry of Health to set up a pilot program based on the principles of decentralized health care prioritization and delivery. The SMDP was uniquely qualified to play a major role in this process along with more established organizations in the region. Established in 1992, it had been engaged for a number of years in disseminating public health management and policy capacity internationally through a development course entailing a ”learning-by-doing” training approach followed by technical assistance. The SMDP program’s overall emphasis is on creating local capacity in order to give local stakeholders the ability to establish their own priorities and to develop strategies and policies to address them. The CDC and OSI recognized that they have a shared interest in offering the SMDP training and technical assistance to Central and Eastern European countries, where decentralization efforts were driving a demand for trained public health managers. Croatia was the first country selected because several conditions deemed essential were present: 

· a well defined policy need based on credible assessments; 

· the presence of committed stakeholders at the local (county) and national levels;  

· the means to directly address and implement new policies in the form of SMDP’s proven hands-on training approach and the presence of strong Croatian teaching programs at ASSPH to perpetuate and divulge local and regional capacity; and 

· a high probability of policy impact due to the early involvement of key stakeholders. 

In September 2001, OSI sponsored two faculty members from ASSPH to attend the SMDP’s fall training course in Atlanta, Georgia. Upon their return to Croatia, the two faculty members, drawing on SMDP’s Healthy Plan-ItTM  and other tools, developed a program to enhance public health policy and management capacity at the county level in collaboration with a number of panels comprising public health professionals from county and national institutes of public health; the Croatian ministries of health, labor, and social welfare; and other county officials. The program was designed to train 21 county teams in public health priority setting, planning, policy development, and assurance; each team comprised three representatives of civil society (associations, NGOs, media), three from executive and political stakeholders, and three from technical components (county-level institutes of public health and social-welfare centers).  The planned outputs, which eventually will be presented to county and national policymaking bodies, are County Health Plans that outline priorities and implementation strategies. The costs of the training program were underwritten by the Croatian national and county governments. OSI funded the training of ASSPH faculty at CDC’s SMDP program, as well as SMDP’s ongoing technical assistance to this “train the trainer” program. (14)
By October 2003, a total of nine county teams had undergone the training programs and produced County Health Plans (three more counties plus Zagreb were training in the winter of 2003). Of the nine county plans—all of which have prioritized health needs and made specific recommendations for addressing them—four included action plans in priority areas. All were presented, whether completed or in draft form, together with county health profiles and county plans, to national policy making authorities from the Ministry of Health gathered in Daruvar in May 2003. Because a majority of health priorities identified by each county team were similar, the managers of the training program decided to present them as national priorities to federal policymakers. These included, for example, the prevention of substance abuse by young people, the promotion of mental health, and the enhancement of social care for the elderly and people with special needs. To sum up, while it is too early to evaluate the long-term outcomes and impact on population health, the training process has revealed a set of priorities that are of both local and national relevance, thus setting the stage for a national policy-making process that is both concerted and relevant to local needs. The program has also successfully  stimulated a cross-sectoral collaboration at the county level that includes community participation and employs an inter-disciplinary training approach. 

Improving Local Public health Capacity in Macedonia


Macedonian officials have recently begun to develop a similar strategy aimed at decentralizing public health services. This process is expected to be accelerated in the wake of the implementation, in January 2004, of a law on local self-government that was passed in 2002.  It is clear, however, that although the government is committed to the decentralization of health care services, its local capacity to assess, develop, manage, and monitor community-level public health management is limited.


In response to this need, OSI initiated a collaboration with the SMDP, the ASSPH, the Medical School Chair for Social Medicine of St. Cyril and Methodius University o in Skopje, Macedonia, and the Macedonian Ministry of Health. The program’s inaugural meeting was held in August 2002 in Washington, D.C., where representatives from Croatia, Macedonia, the CDC and OSI established an action plan. Subsequently, two senior faculty members from the Chair  of Social Medicine visited Krapinske Toplice, Croatia in November 2002 to observe one of the scheduled training modules of the Croatian Health County Project The proposed project was then assessed as suitable for Macedonia and endorsed by the Dean of the Medical School of the St Cyril and Methodius University, Skopje, as well as the Macedonian Ministry of Health. A memorandum of agreement outlines the respective contributions, financial and in-kind, of all stakeholders, followed soon after.


The establishment of the collaboration parameters set the stage for the project’s implementation phase. First, three faculty members from Macedonia attended a complete county training set of modules of the Croatian project, and then a three-day workshop that included the participation of ASSPH representatives was held in Macedonia to present and advocate for the project to a wide range of Macedonian stakeholders. The formal beginning of the program was marked by a pledge of financial and programmatic support from the Macedonian Ministry of Health and the allocation of an OSI grant to the SMDP to cover more than three years of U.S. training costs for six Macedonian faculty members and ongoing SMDP technical assistance.


In the fall of 2003, the first two faculty members from the Medical School Chair of Social Medicine attended the SMDP course in Atlanta. The outcome was a community level training plan modeled on the Croatia County-level Public Health Capacity Building project that incorporated a number of changes reflecting the training needs and specific situation of the Macedonian health care system. The training program, to be delivered over three years (from 2004 to 2006) in the 10 regional institutes for public health (similar to Croatia’s county level public health authorities), will deliver four modules addressing assessment functions, priority setting, policy development, and assurance. The outcomes, as was the case in Croatia, will be  community plans to be submitted for implementation to local and national authorities. A first assessment visit conducted by OSI and SMDP staff to Belgrade in February of 2004 established the foundations for the introduction of the program to Serbia.  
Conclusion 


The Croatia County-level Public Health Capacity Building project may be relevant to policymakers outside Southeastern Europe, especially if it is considered in the broader context of decentralization of public health services, a far-reaching global trend. The impact of decentralization  in this sector is directly related to the way in which policy is assessed, developed, implemented, and evaluated across the spectrum. As has been pointed out by critics of decentralization, “a full understanding of the problems and possibilities of decentralization requires an analysis of the political and economic context that conditions these policies.” (15)

The technical skills offered by effective training programs such as CDC’s SMDP can prove instrumental to helping strengthen capacity and improve democratic and effective governance in the context of decentralization, provided the context permits it. The Croatia program constitutes a case study of an application of decentralization in the health sector that has yielded positive outcomes—and as such merits further study, particularly with respect to outcome evaluation and impact on population health. Already, though, it is possible to conclude that decentralization must be accompanied by capacity developed at the local level, a process that is best accomplished through a partnership involving local stakeholders, national institutions such as a school of public health, and governmental organizations. 
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