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A Decade of Transition reviews the momentous changes in the 27 countries of Central and Eastern Europe
and the Commonwealth of Independent States since 1989, focusing on the well-being of ordinary people and
their children. It builds on years of authoritative research carried out by UNICEF’s Innocenti Research
Centre, to produce an end-of-decade report on the human face of the transition.

This Report, the eighth from the Centre, is published at a time when the world’s commitment to child-
ren’s survival and development is under close scrutiny. In 1990, world leaders met at the World Summit for
Children to pledge their support to a series of goals to improve child well-being by the year 2000.  This year,
the UN Secretary-General’s review of the progress made reveals a mixture of success and failure. Thanks to
a decade of strenuous efforts, child mortality rates have fallen in many countries. However, millions of child-
ren continue to suffer from poverty, ill health and marginalization.

This global picture certainly reflects the situation in the transition countries, but no other region has
experienced such a root and branch transformation of its social structure, its societies, infrastructure and bor-
ders. Eight countries splintered into 27. Every one of them experienced some kind of economic crisis. In
many, tensions that had been simmering for years erupted into open conflict.

The human impact has been immense. Fundamental freedoms have been recognized in most countries –
the right to vote, to express an opinion, to use one’s own initiative and enterprise, to travel and so on. But
many people have been stranded by a tide of progress that has swept past them.

It is clear that the original goals of the transition – to raise the standard of living for everyone and to
develop humane and democratic societies – now need to be re-affirmed. The economic goals of the transi-
tion should be seen as tools to achieve these greater human goals. In reality, the ultimate success of the tran-
sition will depend on improvements in social conditions and the promotion of human rights, as well as on
economic strength.

We hope that A Decade of Transition will be a useful tool for decision-makers, economists, child rights
campaigners and for children and young people wishing to make a difference. As a record of the progress and
setbacks of the 1990s and the lessons learned, this Report acts as a signpost for the way forward.

Carol Bellamy
Executive Director, UNICEF

Foreword
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Bulgaria Jaklina Tzvetkova-Anguelova
Croatia Senka Bosner, Robert Jurak
Czech Republic Jaroslav Novák
Estonia Urve Kask
FYR Macedonia Blagica Novkovska, Svetlana Antonovska
Georgia Teimuraz Gogishvili, Vladimer Papava (Ministry of the Economy)
Hungary Judit Lakatos
Kazakhstan Erbolat Musabekov
Kyrgyzstan Zarylbek Kadabaev, Kuliypa Koichumanova
Latvia Edmunds Vaskis
Lithuania Virginija Eidukiene.
Moldova Jana Tafi
Poland Maria Daszynska, Zofia Galazka, Boz.ena Balcerzak-Paradowska
Romania Constantin Chirca, Filofteia Panduru
Russia Irina Zbarskaya, Svetlana Nikitina
Slovakia Eugen Placintár, Milan Olexa, Aleksandra Petrasova
Slovenia Tomaz Banovec, Joza Klep
Tajikistan Bakhtiya Mukhammadieva
Turkmenistan Juma Durdy Bairamov, Ludmila Amanniyazova
Ukraine Irina Kalachova, Natalia Vlasenko
Uzbekistan Rayganat Makhmudova
FR Yugoslavia Dragoljubka Puskovic, Dragana Filippi



EXECUTIVE SUMMARY  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .ix

1. CHANGING SOCIETIES  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1

1.1 Political Change and Development Perspectives  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3

1.2 Social and Economic Change during the Transition  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .9

1.3 Economic Reforms and Individual Well-Being  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .13

1.4 Demographic Change and Family Formation  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .18

1.5 Conclusions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .23

2. INCOME INEQUALITY AND CHILD POVERTY  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .25

2.1 Inequality in Household Incomes  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .25

2.2 Child Poverty  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .31

2.3 Public and Private Responses to Poverty . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .39

2.4 Conclusions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .44

3. HEALTH: OUTCOMES AND POLICY . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .47

3.1 Disturbing Trends  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .47

3.2 Health over the Life Cycle  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .53

3.3 Growing Health Inequalities?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .56

3.4 Challenges for Health Policy  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .60

3.5 Conclusions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .67

4. EDUCATION: ACCESS AND OPPORTUNITIES  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .71

4.1 Changes in Access to Education . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .71

4.2 Equity in Access to Education  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .76

4.3 Costs, Financing and Governance  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .79

4.4 Outcomes  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .83

4.5 Conclusions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .88

5. CHILDREN DEPRIVED OF FAMILY UPBRINGING  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .93

5.1 Child Vulnerability and State Intervention  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .94

5.2 Stability and Change in Institutional Care Patterns  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .98

5.3 Stability and Change in Foster Care, Guardianship and Adoption  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .103

5.4 Reasons for Public Care and Deprivation of Family Upbringing  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .108

5.5 Developing a Strategy to Safeguard and Promote a Family Upbringing . . . . . . . . . . . . . . . . . . . . . . . . . . .110

5.6 Conclusions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .115

STATISTICAL ANNEX  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .119

GLOSSARY  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .191

Contents



Section 3.1 highlights some of the disturbing trends
in health since 1989. Among these are the “mortality cri-
sis” – a dramatic increase in the number of deaths among
adults, particularly men – and the spread of HIV/AIDS and
of tuberculosis in parts of the region. HIV/AIDS is obvi-
ously a new problem, as elsewhere in the world, while
tuberculosis is an old infectious scourge that had previously
been brought under control. As in other aspects of life in
the region, a marked divergence in countries’ experiences
is often noted.

Young children, adolescents and women are the focus
of Section 3.2, which examines how health has been
affected over the life cycle. The topics covered include
infant mortality, child malnutrition, drug abuse among the
young and abortion.

Evidence on inequalities in health outcomes and in
access to health care is analysed in Section 3.3. Household
income inequality has risen, often markedly, as shown in
Chapter 2. What have been the implications for differences
in health status? The widespread phenomenon of informal
payments for health care is discussed.

Section 3.4 reviews the substantial changes that have
occurred in terms of health policy and identifies some of
the main challenges that remain. The health system inher-
ited from the communist period had many merits, but was
not without faults. For example, there was a bias towards
hospital care and insufficient promotion of healthy life
styles. One key issue is how to finance health systems in an
adequate and equitable way.

■

Good health, according to the World Health Organization,
is “a state of complete physical, mental and social well-
being, and not merely the absence of disease or infirmity”.1

It is important not only for the individual: much evidence
demonstrates the link to countries’ social and economic
development (see Box 3.1). This chapter reviews the evo-
lution of health status in Central and Eastern Europe and
the CIS during the 1990s – both among the population as
a whole and among children – and discusses challenges for
health policy in the years ahead.

Chapter 1 describes achievements in the area of
health under the communist system during the post-war
period, for example the reduction in child mortality. How
did such achievements come about? Three principal factors
stand out:

● Universal access to health care and immunization that
resulted in major reductions in communicable diseases.

● A broad-based education system that virtually eradicated
illiteracy and that realized equal access to education for
girls and boys.

● The elimination of extreme poverty.

The 1990s saw conditions deteriorate in various ways.
Living standards fell, and extreme poverty emerged, putting
at risk the population’s health in much of the region. The
funding of public health systems obviously suffered as
economies shrank. Changes in education have yet to make
their full mark on health outcomes, but there has been lit-
tle here that has been positive.

3.1 Disturbing Trends

Large-scale economic and political change has been mir-
rored by important changes in health status – and not
always for the better. Adult mortality rates jumped upwards
in the early 1990s in parts of the region, as early Regional
Monitoring Reports highlight. The end of the 1990s saw a
sharp rise in HIV/AIDS, while there was a large and fairly
steady increase in the incidence of tuberculosis in some
countries.

The mortality crisis of the 1990s

The MONEE project estimates that “excess mortality” in

the region over 1990-99 totalled some 3.26 million deaths.
These are the deaths that would not have occurred if mor-
tality rates had stayed at the 1989 levels (taking into
account the changes each year in the age structure and size
of the population). Of these deaths, 72 percent were to
males, and three-quarters to persons aged over 25 and
under 60 – the crisis has predominately been one affecting
adult men.

The regional breakdown of the total is given in Table
3.1. In Central Europe, former Yugoslavia and the
Caucasus, mortality in fact fell. (It should be noted that
the figures for former Yugoslavia exclude Bosnia-

3 Health: 
Outcomes and Policy
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Herzegovina and, in the case of FR Yugoslavia, exclude
1999.) In Central Europe, for example, there were nearly
half a million fewer deaths than there would have been if
the 1989 mortality levels had continued. On the other
hand, the excess death toll was particularly high in the
western CIS. The excess deaths in Russia alone totalled
2,566,000, and in Ukraine 896,000.

The intrinsic importance attached to life makes these
numbers of excess deaths a deeply distressing aspect of tran-
sition. In addition, many of these deaths, typically among
adult males, have implied the loss of a breadwinner, as well
as emotional and psychological suffering among those left
behind. This is one sense in which the impact of the mor-
tality crisis continues, even if death rates in many countries
have come down from the peaks in the early or mid-1990s.
And since mortality is correlated with morbidity, the num-
bers imply that there has been a great deal of additional ill
health, as well as the additional deaths.

Figure 3.1 summarizes the changes in mortality
across the region with information on life expectancy at
birth. Over 1980-99, the EU average, given as a bench-
mark, shows a steady improvement of almost four years in

life expectancy. The experiences of the transition coun-
tries during the 1990s can be divided into three groups. In
former Yugoslavia, the Caucasus, South-Eastern Europe
and Central Europe, little or no decline in average life
expectancy occurred in the early 1990s, and in general
there was then a fairly steady improvement until the end
of the decade (the data exclude Bosnia-Herzegovina). At
the other extreme, life expectancy fell sharply in the west-
ern CIS and Central Asia, reflecting the onset of the mor-
tality crisis. In the western CIS, this followed a more grad-
ual decline in the late 1980s. In neither of these last two
sub-regions has there been a full recovery. The Baltic coun-
tries combine features of both patterns: they were first hit
as hard as the western CIS and Central Asia, but saw a
marked rebound after 1994.

Of the 22 countries for which data for 1989 and 1999
are available, only 15 had recovered their 1989 level of life
expectancy by the end of the decade. (Figures for men and
women separately are given in Chapter 1, Table 1.1.)
Slovenia is a notable achiever, the only country with no fall
at any time during the 1990s and with the highest level in
the region in 1999, 75.8 years. By contrast, life expectancy

Besides the intrinsic value attached to a healthy life,
there are substantial economic costs – both direct and
indirect – caused by ill health.

It is the indirect costs in the form of reduced out-
put from the economy that are often neglected by pol-
icy-makers when considering investments in the health
of their nations, even though the indirect costs may be
larger than the direct costs in the form of medical care.
Good health is a crucial part of human capital that in
turn shapes individual capabilities and promotes eco-
nomic development.2 Hence, poor health reduces an
economy’s output both in the present, due to absences
from work and lower effort due to illness, and in the
future if ill health has a lasting impact on an individ-
ual’s working capacity. Ill health or injury that results in
death is, by definition, an example of a permanent
effect, but long-term deterioration in the ability to work
can be generated by many conditions that do not kill.

The trends in adult mortality described in Section
3.1 will have had substantial indirect costs for the
region’s economies. Many of the more than one million
people estimated to have died prematurely in Russia
during 1990-95 were adult men below pension age, per-
sons who could normally be expected to have worked.
When taking into account those who sickened but did
not die during these years, as well as those who
became ill and then died prematurely, one study has
estimated the discounted value of the future earnings
that were forgone in Russia in the first half of the 1990s
due to illness at between 1.8 and 4.7 percent of one
year’s GDP.3

The future indirect costs of ill health among chil-
dren are especially high: children have all their working
lives in front of them, and much of an individual’s future
earning capacity is formed by events taking place dur-
ing childhood and adolescence. Ill health that interrupts
schooling (or learning while at school) can therefore
have high future costs, as do illnesses that impair later
physical capacity. Malnutrition of various forms may
affect both the cognitive and the physical capabilities
of children as they mature (see Sections 3.2 and 3.3).

If HIV/AIDS were to gain a major hold in the tran-
sition countries, it would have a large impact on the
region’s economies, not least since this disease strikes
hardest at young adults. (In sub-Saharan Africa AIDS
has become a significant block to economic develop-
ment.) The economic impact of AIDS evolves out from
the household level, where the onset of the disease for
one member means the loss of his or her income and
the diversion of other household members from work
and school to care for the patient. Where those who
sicken and die have a substantial effect on the present
or future working capacity of others, for example teach-
ers, the consequences multiply.4

Recent research has made a strong case that
health – measured mainly by life expectancy and infant
or adult mortality – is a significant and reliable predic-
tor of future economic growth. For a large sample of
countries, it has been found that an increase in life
expectancy in 1965 by 1 percent accounted for an accel-
eration in GDP per capita growth of over 3 percent each
year for the subsequent quarter century.5

Box 3.1

The economic costs of ill health



to relieve the stress. When taken
to excess, this also results in
higher risk of death from circula-
tory diseases and external causes.

The much sharper than
expected output decline in
almost all countries at the onset
of transition severely increased
the economic hardships felt by
the population in the region.
This affected people’s health
through both physical and men-
tal pathways. Lower household
incomes and higher poverty and
unemployment produced unpre-
cedented financial strains, limit-
ing the ability to buy goods and
services that directly or indirectly
improve health. Economic inse-
curity weakened individuals’
capability to cope psychologically. Soaring inflation in the
early 1990s and the breakdown of the communist system
also played a part in reducing certainty in people’s lives.

declined in Belarus throughout the decade.
The lowest value in the region in 1999 was
the 66.0 years in both Kazakhstan and
Russia.

One of the major influences on life
expectancy has been the change in deaths
caused by circulatory diseases, for example
strokes and heart attacks. Figure 3.2 shows
trends in the risk of death among males from
this cause for one country from each sub-
region.

The differences already present in the
mid-1980s increased greatly during the
1990s. Slovenia tracked the EU average,
with the risk of death from this cause falling
by almost 40 percent over 1985-99. The
Czech Republic also experienced a falling
risk, converging more quickly towards the
EU after transition began. In the other coun-
tries, transition provoked higher rates of
death from circulatory diseases. Russia and
Latvia suffered roughly an 80-percent hike
within the first four years of transition.
During the second half of the 1990s, the sit-
uation generally improved. However, by the
end of the decade, Russia, Kazakhstan,
Azerbaijan and Romania had not reverted to
their pre-transition levels.

The trend in Russia is particularly wor-
rying, with 1999 seeing a renewed sharp
increase to a level exceeded only in 1993-95.
Indeed, life expectancy in Russia fell in 1999
by about one and a half years for men, to 59.9
years (just above the level in India), and by
half a year for women. The crude death rate (total deaths
per thousand population) in 2000 rose for the second year
running, to 15.3 – the highest rate since 1994.6 The mor-
tality crisis in the largest country in the region seems far
from over.

Deaths from circulatory diseases have apparently
been sensitive to the way transition has evolved in differ-
ent countries. A similar picture emerges from data on death
rates due to “external causes” – accidents, murder and sui-
cide – the other major contributor to changing life
expectancy during the 1990s. The sensitivity of these two
major causes of death to the transition process suggests that
some common factors have been at work.

What are these common factors? Acute “psychosocial
stress” is a key stimulus for heart problems and hyperten-
sion. Stress arises when individuals find themselves con-
fronted with increased pressure to adapt to new and unex-
pected circumstances without having acquired appropriate
coping strategies. Several studies have demonstrated the
direct link between stress and cardiovascular disease.7 In
addition, people exposed to stress may respond by an
increased use of alcohol, tobacco and drugs in an attempt
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Table 3.1

“Excess mortality”, 1990-99
(number of deaths)

Central Europe -488,000
Former Yugoslavia -97,000
South-Eastern Europe +22,000
Baltic states +47,000
Western CIS +3,680,000
Caucasus -125,000
Central Asia +217,000
Net total +3,256,000

Source: MONEE project database.

Note: The number of excess deaths is the difference between
the actual number of deaths during 1990-99 and the number
that would have occurred in this period had death rates in each
country been at the same level as those prevailing in 1989. The
1989 death rates are gender- and age-specific (15 age groups)
and are applied to the relevant population group in each year
for the 1990s. Due to missing data, calculations are not made
for Bosnia-Herzegovina (all years), Albania (1997-99), Georgia
(1993), Tajikistan (1996-99) and FR Yugoslavia (1999).



The physical and mental impacts combined to produce psy-
chosocial stress of the kind described above, influencing
deaths due to circulatory diseases and external causes. Even
if children and women were not the immediate victims in
this process, they shared in the consequences of the
increased stress endured by their parents and spouses.

However, the story is not all negative. Those coun-
tries that have made serious economic and political reforms
towards the market system and that have managed to
revive economic growth on a sustained basis have been able
to increase life expectancy.8

HIV/AIDS: an emerging threat

In December 2000, UNAIDS estimated that 700,000 peo-
ple had HIV/AIDS in Central and Eastern Europe and the
CIS, up from 420,000 one year earlier.9 The speed of the
spread of the HIV virus is such that information on the
extent of the problem is quickly out of date. New estimates
are expected from UNAIDS shortly after this Report is
published, and the reader is encouraged to visit the organi-

zation’s website for an update: <www.unaids.org>.
As in other parts of the world, the disease has mainly

hit adults in their 20s. Until now, no immunization or cure
exists for HIV/AIDS, and effective treatments, which slow
down the progress of the disease, are expensive and largely
unavailable in transition countries.

Until the mid-1990s the problem was less widespread
in transition countries than in Western Europe, but the sit-
uation has since reversed – see Figure 3.3. At the end of
1997, the estimated prevalence of HIV/AIDS was about
one-third that in Western Europe, but by the end of 2000
it was one-third higher.

The data in Figure 3.3 relate to the estimated preva-
lence of HIV/AIDS. The estimated number of people with
HIV or full-blown AIDS is far higher than the number of
officially registered cases. The latter undoubtedly under-
states the problem since many people with HIV are
unaware of their infection. This is important to bear in
mind when considering Figure 3.4, which shows the num-
ber of newly registered cases of HIV per 100,000 popula-
tion in selected countries. It should also be noted that the
graph stops in 1999.

The graph illustrates the variation in the burden of
HIV/AIDS across the region: low in Central Europe and
high in parts of the former Soviet Union. About 90 percent
of the people estimated to have HIV/AIDS are in Russia
and Ukraine. Ukraine experienced a more than tenfold
increase in the incidence of newly registered cases between
1995 and 1998. Registered incidence in Russia shot up in
1999, from below the EU average level in 1998 to four
times above it in 1999, and it would be reasonable to sup-
pose that the real difference in HIV/AIDS prevalence
between Russia and the EU at the end of the decade was
greater than this (assuming that infections are more likely
to be detected in the EU). HIV cases were reported in 82
of Russia’s 89 regions in late 2000.10 The officially registered
new HIV cases in Russia in 1999 alone totalled 20,000, and
data not included in Figure 3.4 show a huge increase in
2000 and 2001: 56,000 registered new infections in 2000,
and 43,000 in the first six months of 2001 (resulting in rates
per 100,000 persons that would be far off the top of Figure
3.4).11 Registered incidence in Latvia also shot up in 1998-
99. And, while it is encouraging that the newly registered
cases fell in Ukraine and Moldova in 1999, there is no rea-
son for complacency, and it is possible that the true inci-
dence of new infections did not fall.12

Thankfully, the overall prevalence of HIV/AIDS is
still relatively low in the region: the UNAIDS estimates for
end-2000 in Figure 3.3 imply a rate of 0.35 percent of the
adult population aged 15-49 years (compared to 0.24 per-
cent in Western Europe). But the trend is clearly worrying,
and the rate is much higher in those countries the most
badly affected and among some groups of the population.

What are the reasons for the rise of HIV/AIDS in the
region, and how can it be addressed?

Until now, the HIV virus has been spread largely by
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Tackling the problem at its roots requires immediate
government-led action along two basic lines:16

● Targeting the high-risk groups – especially intravenous
drug users and sex workers – through information cam-
paigns and by lowering the costs of safer behaviour. The
former creates awareness of the problem and of ways to
prevent HIV infection. The latter involves programmes
of needle and syringe exchange, methadone treatment
and popularization of the use of condoms.

● Addressing underlying socioeconomic causes, especially
youth unemployment, and providing AIDS education to
the entire population.

Governments are starting to recognize the need for
both targeted and comprehensive action. For example, an
interministerial committee in Belarus unites 12 ministries
in an AIDS response that ranges from harm-reduction mea-
sures for drug users to awareness-raising campaigns con-
ducted by the national railways. Prevention efforts have
been particularly successful among teenagers. In Ukraine a
law adopted in 1998 endorsed the principle of voluntary
HIV testing and broad AIDS education.17

Tuberculosis: a re-emerging threat

Tuberculosis is sometimes viewed as a “disease of the past”
in industrialized countries, on account of its association
with periods of much lower average living standards. But
the disease re-emerged in Central and Eastern Europe and
the CIS during the 1990s following 40 years of steady
decline. This re-emergence forms part of what the World
Health Organization declared in 1993 to be a global emer-
gency involving a disease that worldwide kills about two
million people per year.18

intravenous drug users through their sharing of syringes
and needles.13 But the virus is far from restricted to only
this group in the population. In Ukraine, for example, a
quarter of all the 30,000 officially registered HIV cases
reported in the 1990s were not intravenous drug users. The
transmission of the HIV virus from infected mothers to
their children contributes a small fraction of the total
infections in the region, although the absolute numbers
are increasing rapidly in Ukraine and Russia – see Box 3.2.
It is sexual transmission from adult to adult that is the prin-
cipal means of infection other than shared equipment for
injecting drugs.

The sexual transmission of HIV increases the likeli-
hood that the virus will become more established in the
population and that incidence will rise sharply. Whether
this will occur is the outcome of many factors, including
patterns of sexual mixing, rates of untreated and incom-
pletely treated sexually transmitted diseases (which greatly
raise susceptibility to HIV infection), and the general
health status of the population.14 Prostitution is one con-
tributory factor. Like drug use, this typically involves young
people, and, again like drug use, the economic hardships of
transition have favoured its spread.

The sharp rise in sexually transmitted diseases in
much of the region (see Statistical Annex, Tables 6.7 and
6.8 and analyses in earlier Regional Monitoring Reports),
coupled with a lower general health status, suggests that
a huge escalation in HIV/AIDS infections is a concrete
possibility. The experience of countries in Latin
America, the Caribbean and Africa, including some that
are relatively wealthy, suggests that, if unchecked,
HIV/AIDS prevalence in Russia, for example, could grow
in two to three years to 10 times the level at the end of
the 1990s.15
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In countries where blood for transfusion and blood
products are screened and where clean syringes and
needles are widely available, mother-to-child transmis-
sion is the most significant source of HIV infection in
children below the age of 10. The risk of a baby acquir-
ing the virus from an infected mother ranges from 15 to
20 percent in industrialized countries and from 25 to 45
percent in developing countries.19

Prevention of mother-to-child transmission
requires:

● Prevention of HIV infection among parents-to-be.
● Fewer unwanted pregnancies in HIV-infected women.
● Voluntary HIV testing and counselling, the provision

of antiretroviral drugs and support for the feeding
method(s) chosen by the mother.

With heterosexual transmission on the increase,

particularly in the CIS, the numbers of HIV-positive preg-
nant women are rising rapidly. The number of children
born to HIV-positive mothers in Belarus, Russia and
Ukraine is estimated to have almost quadrupled between
1997 and 2000 to an overall total of around 1,300.

There are positive factors that will help improve
this situation: an infrastructure of antenatal care, deliv-
ery and post-natal care of reasonable quality and the
still low overall numbers of HIV-positive women giving
birth (which makes intervention more affordable).
However, financial constraints in the public health sec-
tor remain a problem.
Sources: De Vincenzi, I. and A. Malyavin (2000), “Summary of the Situation Analysis as per the
Interagency (UNICEF/WHO) Assessment Missions on MTCT of HIV in Ukraine, Belarus and Russia,
1999”, Geneva: UNICEF and WHO; WHO (2001), “New Data on the Prevention of Mother-to-Child
Transmission of HIV and Their Policy Implications: Conclusions and Recommendations”, Paper
presented at the WHO Technical Consultation on Behalf of the UNFPA/UNICEF/UNAIDS Inter-Agency
Task Team on Mother-to-Child Transmission of HIV, Geneva, 11-13 October 2000; UNAIDS (1999),
“Questions and Answers: Mother-to-Child Transmission of HIV, <www.unaids.org/publications/
documents/mtct/index.html>: UNAIDS.

Box 3.2

Mother-to-child transmission of HIV



One reason for increased concern over the disease
(but by no means the only one) is its link with HIV/AIDS.
A person who is HIV positive is much more likely to
become sick with tuberculosis.

Like the common cold, tuberculosis spreads through
the air via particles coughed or sneezed by an infected per-
son. It thrives in crowded conditions and therefore hits
hardest at the poor, because of their more cramped hous-
ing, and at persons living in refugee camps and institutions
such as prisons. The poor also suffer more from malnour-
ishment, which reduces resistance to disease, and they
may in addition be less likely to seek prompt treatment,
which increases the rate at which they infect others.
Tuberculosis is almost always successfully cured by appro-
priate antibiotics. But treatment takes several months, and
if the treatment is interrupted the disease can become
resistant to drugs both in the patients who were undergo-
ing treatment and in other persons they may infect. This
“drug-resistant” tuberculosis is much harder and far more
costly to treat, thus leading to many more deaths than
would otherwise be the case.

On average, the incidence of tuberculosis rose in the
region by about 50 percent over 1989-99. But as Figure 3.5
illustrates, the situation varies enormously, with the biggest
problems coming mainly in the poorer countries, where
increases of two- or even threefold occurred over the 10
years. The worst situation in the region is found in
Kyrgyzstan, and both there and in Russia (as well as in
other countries not shown in the diagram) it is notable that
the problem took off in the second half of the 1990s, with
no abatement in sight at the end of the decade. Some more
economically advanced countries like Lithuania are also
grappling with a mounting problem, and the Baltic states in
general have a poor record: the incidence of tuberculosis
rose about two and a half times over 1989-99 in Latvia, as
well as in Lithuania, and by 80 percent in Estonia
(although all three countries posted small reductions over
1998-99).

A significant source of tuberculosis in Russia
emanates from overcrowded prisons. The prison popula-
tion rose sharply in Russia in the 1990s, which now shares
with the United States the highest per capita rate of incar-
ceration in the world.20 With 300,000 people leaving
Russian prisons each year, this becomes a prime vehicle for
transmission to all parts of society. The problem of tuber-
culosis in prisons has also been noted in Azerbaijan and
Moldova.21

Children are especially vulnerable to the effects of
tuberculosis, which is often difficult to diagnose in young
children. Children have often shared directly the burden of
the rise in tuberculosis. In Lithuania and Romania during
the 1990s, the incidence of tuberculosis rose proportion-
ately more among children than it did among the popula-
tion as a whole. In Tajikistan the incidence among children
doubled over 1995-99, having fallen in the first half of the
1990s.22

The reasons for the re-emergence of the disease are
manifold. Economic recession, poverty, social upheaval,
malnutrition, overcrowded prisons and increased home-
lessness have helped drive the alarming spread of tubercu-
losis in many parts of the region. War and civil unrest in
the Balkans, Caucasus, Tajikistan and southern Russia
have hampered control of the disease and resulted in large
numbers of internally displaced persons and refugees who
are high-risk groups and who can carry the disease to other
areas.

But poorly managed and outdated control practices
are also a factor. These are common in most high-inci-
dence countries. The lack of appropriate drugs and the
application of non-standardized drug therapy have gener-
ated high levels of drug-resistant tuberculosis in parts of
the former Soviet Union. Estonia and Latvia have been
identified by the World Health Organization as two of
the “hotspots” worldwide for this problem. Estonia
showed the highest incidence of drug-resistant tubercu-
losis in a study of over 50 countries (or parts of countries)

in the late 1990s. As many as 37 percent
of the new tuberculosis cases in Estonia
in 1998 were found to be resistant to at
least one drug, and 14 percent to both of
the two most powerful drugs used in the
treatment of the disease. The Russian
oblasts of Ivanovo and Tomsk were also
singled out.23

Tuberculosis and HIV/AIDS have
become issues with a European-wide
dimension, as these types of infectious dis-
ease can quite easily spread across national
borders. The fight against them therefore
calls for cooperation on a pan-European
level, as well as the establishment of
national plans of action.

■
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sources for Kazakhstan: while official data show a decrease
in infant mortality from 1984-89 to 1994-99, the survey
data show the opposite.

In the case of Tajikistan, the situation is complicated
by a marked shortfall in birth registration. The 2000 house-
hold survey that provides the survey-based figure for
Tajikistan in Table 3.2 shows that the births of as many as
25 percent of children aged under 5 had not been regis-
tered. The main reason for this seems to have been a high
fee that applied in the second half of the 1990s for the reg-
istration of births. It was equivalent to $5, only a little less
than the average monthly income (see also Chapter 1, Box
1.4). In this situation, there may be many deaths among
infants whose births have never been registered (failure to
register and infant mortality can be expected to be con-
centrated in the same types of households, those on low
income). Kazakhstan, Kyrgyzstan and Georgia also charge
fees for the registration of births, fees that are not insignif-
icant, and in the latter two countries there is concern that
the practice may discourage some registrations.25

The reasons for the differences in survey-based and
official infant mortality rates need more investigation, but
in the meantime the conclusion to be drawn from Table 3.2
seems clear: the official figures, including the trends over
time, must be treated with caution.

Even on the basis of the official rates, the conclusion
from comparisons with the rest of the region is that child
survival is less certain in Central Asia. In several cases, this
situation is reflected in data on child malnutrition. Table
3.3 presents evidence on the prevalence of “stunting” (low
height given age) and “wasting” (low weight given height)
in young children.

Stunting reflects long-term chronic malnutrition and
builds up over time. Wasting reflects a current nutritional

A major thrust of UNICEF’s approach towards health is to
emphasize the links in health status across the life cycle.
The health and nutrition of women during pregnancy have
a major impact on the survival chances of infants. The life
style and nutrition patterns established by parents strongly
influence the health and development of children. Equally,
the transition from childhood to adulthood involves
choices over behaviour and life style that may affect all of
future life.

This section views the health of people during tran-
sition from a life-style perspective by highlighting selected
pieces of evidence on the health of children, women and
young people. (For more detail on women and young peo-
ple, see, respectively, the 1999 and 2000 Regional
Monitoring Reports.)

Children’s health

As Chapter 1 notes, one piece of good news about transi-
tion is that infant mortality fell during the 1990s across the
region, at least by official counts. The regional average offi-
cial rate of infant mortality fell by a third over 1989-99, and
Chapter 1 argues that this may well be linked to the large
decline in fertility in the region.

Digging below the regional average, one sees a more
varied picture. Although infant mortality fell in all but two
countries (Bulgaria and Latvia showing small rises), the
averages for sub-regions were down by between only 5 per-
cent, for the western CIS, and about 50 percent, in Central
Europe and former Yugoslavia.

The biggest decline in absolute terms occurred in
Central Asia, which Figure 1.6 shows converging rapidly on
the rest of the region: still with the highest average rate in
1999, but much less further adrift than it had been in 1989.
Given the performance in some other health indicators
(see for example Kazakhstan’s record in Figure 3.2 and
Kyrgyzstan’s in Figure 3.5) and the huge economic setback
the Central Asia countries have suffered (the average GDP
in 1999 was still one-third lower than that in 1989), con-
cern has been expressed about the validity of the infant
mortality data officially published in this part of the
region.24

Table 3.2 addresses this issue by comparing the offi-
cial infant mortality rates in Central Asia with those
derived from household surveys through questions to
women about their fertility history. The table also includes
one country from the Caucasus, Azerbaijan.

There are striking differences between the rates based
on the two types of data. The survey-based rates are always
much greater than the official figures: 50 percent higher in
Uzbekistan, about double in Kazakhstan, Kyrgyzstan and
Tajikistan, and fourfold higher in Azerbaijan. Moreover,
there is a diverging trend over time between the different
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Table 3.2

Infant mortality rates: official versus survey results
(per 1,000 live births)

Official rate Survey-based rate

Azerbaijan, 1996 19.9 79.0
Kazakhstan

1984-89 29.6 54.9
1989-94 26.8 49.7
1994-99 25.2 61.9

Kyrgyzstan, 1992-97 29.1 66.2
Tajikistan, 1993 47.0 89.0
Uzbekistan, 1991-96 30.7 43.5

Sources: Survey-based rates, Kazakhstan, Kyrgyzstan and Uzbekistan: Macro International,
Demographic and Health Surveys (DHS), <www.measuredhs.com>; Azerbaijan and Tajikistan: UNICEF,
Multiple Indicator Cluster Surveys (MICS), 2000, <www.childinfo.org/index2.htm>.

Note: The years indicate the period to which the rate derived from the survey refers (and not the
year in which the survey was carried out). Infant mortality rates from surveys are calculated from
information given by women on their fertility history. The official rates are for the same period (and
are averages of annual rates, where applicable).

3.2 Health over the Life Cycle



crisis and can occur quickly. Both are affected by disease, as
well as by food intake. Malnutrition reduces energy and
mental concentration and hence school performance and
increases various health risks. It is therefore a threat to
child development and even survival.

The World Health Organization considers the sever-
ity of malnutrition as “high” when stunting prevalence
reaches 30 percent and when wasting prevalence reaches
10 percent, although it stresses that these levels are arbi-
trary and that in a healthy, well-fed population one would
expect figures of less than 3 percent.26 Judged by these cri-
teria, the levels of malnutrition among children in Albania,
Tajikistan, and Uzbekistan are of immediate public health
concern. Azerbaijan and Kyrgyzstan are not far behind,
with rates of stunting that are high by the standards of the
rest of the region and far above the under-3-percent norm.
About one child in seven or eight is classified as stunted in
Ukraine, Russia and Armenia, a higher rate than in Brazil
and Turkey, but similar to that in China. Only Croatia has
managed to hold child malnutrition at levels that are com-
parable to those in rich industrialized countries (although
it should be noted that the data for this country refer only
to children attending kindergartens). The urban-rural dif-
ferences in some countries, for example Kyrgyzstan, reveal
that national averages can hide important problems at the
sub-national level. This issue of health inequalities is taken
up in Section 3.3.

Child health is of course endangered by many other
threats. One important factor in the differences in child

mortality rates between poorer parts of the region and
the EU is the higher risk in the transition countries
of deaths due to external causes.27 These are also the
main causes of death among adolescents.

Adolescent health

Mortality among young people is generally low, and
severe chronic diseases are rare among persons in
their teens and 20s. Health among young people
should therefore be considered in a wider sense: much
illness in later life may have its origin during the tran-
sition from childhood to adulthood.

During adolescence people first confront
choices related to intoxicating and potentially addic-
tive substances: tobacco, alcohol and drugs. Many
young people shared in the general patterns of smok-
ing and drinking in the region before 1989 and still
do so. According to the 2000 WHO Global Burden
of Disease study, one in three to one in four deaths of
men aged 15-29 is related to alcohol, slightly more
than the European average.28 Drug abuse, however,
was rare in the closed and highly controlled societies
of the communist period.

Transition has opened up borders, values and
opportunities, a process that has been accompanied
by stress and turmoil. One of the unfortunate results
is the increased willingness of many young people to

experiment with legal and illegal drugs, at the same time as
these drugs have become more readily available. With pri-
vatization and economic liberalization, the tobacco indus-
try in the region has become dominated by large transna-
tional firms, a shift that has meant that the marketing of
cigarettes has become more sophisticated. Branding now
associates smoking with an affluent and advantaged
Western life style or with other images which appeal
directly to young people. Tajikistan and Kyrgyzstan
recently responded by suing a group of US tobacco firms for
unspecified damages over what the countries claimed was a
campaign intentionally focused at their citizens, who
would be easy targets given widespread poverty (from
which smoking offers temporary “escape”), as well as a lack
of awareness of the dangers of nicotine addiction. Russia
has filed a similar suit.29

The European School Survey Project on Alcohol and
Other Drugs provides some striking results on the con-
sumption of alcohol, tobacco and illegal drugs among
teenagers. The project has collected comparable data from
15 and 16 year-olds and included 14 countries from Central
and Eastern Europe in the 1999 round of the survey.

Figure 3.6 shows results for the nine countries in the
region that also participated in the 1995 round of the sur-
vey, together with those for a number of Western European
countries in both rounds. (Results for the five countries
only in the 1999 round are given in the note to the graph.)
Adolescents’ drug and cigarette consumption increased in

Table 3.3

Child malnutrition: stunting and wasting
(percent of children aged under 5)

Stunting (low height-for-age) Wasting (low weight-for-height)
All Urban Rural All Urban Rural

Tajikistan (1996) 41.0 10.0
Albania (2000) 31.7 23.8 36.7 11.1 11.9 10.6
Uzbekistan (2000) 31.0 12.0
Kyrgyzstan (1997) 24.8 14.8 27.7 3.4 4.3 3.2
Azerbaijan (2000) 19.6 17.2 21.7 7.9 8.0 7.9
Ukraine (2000) 15.4 14.0 18.6 6.4 6.6 5.9
Russia (1995) 12.7 3.9
Armenia (2000) 13.6 11.0 16.4 2.0 2.2 1.7
Georgia (1999) 11.7 9.6 13.9 2.3 2.1 2.5
Bosnia and Herzegovina (2000) 9.7 10.0 9.1 6.3 6.7 6.1
Kazakhstan (1999) 9.7 5.8 12.3 1.8 1.5 2.4
FR Yugoslavia (2000) 5.1 4.2 6.3 3.7 3.6 3.9
Croatia (1995-96) 0.8 0.8

Brazil (1996) 10.5 7.8 19.0 5.7 4.6 9.2
Turkey (1998) 10.0 8.2 13.5 2.2 2.1 2.6
China (1998) 15.6 4.0 22.0 2.2 1.8 2.5
US (1988-94) 2.0 1.5 2.5 0.7 0.9 0.5

Sources: WHO Global Database on Child Growth and Malnutrition, <www.who.int/nutgrowthdb/>; World Bank (2000), Prospects for Improving
the Nutrition Situation in Eastern Europe, Washington, DC: World Bank; MICS (data for 2000) and DHS (Armenia, 2000), op. cit.: Table 3.2.

Note: Stunting and wasting are defined as height-for-age and weight-for-height, respectively, below two standard deviations of the median in
a reference population of healthy US children. The WHO defines as “high” a stunting prevalence of over 30 percent and a wasting prevalence
of over 10 percent. Data for FR Yugoslavia exclude Kosovo and Montenegro. Data for Georgia are for the share of stunting and wasting among
internally displaced persons. Data for Croatia refer to all children in kindergartens.
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the second half of the decade. The rise has
been especially pronounced in the transi-
tion countries and is particularly striking
for illegal drugs. On average one in five 15-
16 year-olds reported having tried illegal
drugs in 1999 in the nine Central and
Eastern European countries, up from one
in ten in 1995. About 10 percent of the
teenagers of this age in the Czech
Republic, Poland, Romania, all three
Baltic states and the Russian capital,
Moscow, reported in 1999 having used at
least once a drug other than cannabis, such
as amphetamines, LSD, ecstasy, heroin and
cocaine, a figure exceeded only by the UK
in the Western European countries in the
survey. (In Poland, 5 percent of the 15
year-olds had tried heroin.)30 The Central
and Eastern European averages for both
drug use and smoking in 1999 had caught
up with those for Western Europe. The
data illustrate the fact that, while life
expectancy may have improved in the
richer Central European countries, transi-
tion has certainly brought some threats to
health in this part of the region.

Women’s health

The health achievements among women
were often remarkable under the commu-
nist system, achievements helped by the
high levels of education among women,
higher than in other countries at similar
levels of economic development. Some of
this record became jeopardized in the
1990s. While women have been less
affected by the mortality crisis than have
men, it is still the case that 28 percent of
the “excess mortality” over 1990-99 in the
region was borne by women – representing
around 900,000 deaths. Women’s health
has also suffered in various other ways,
explored in detail in the 1999 Regional
Monitoring Report, “Women in Transition”.

Subjects that deserve particular
attention from policy-makers include the
lack of screening services and prevention
programmes for cervical and breast can-
cers (reflected in the higher death rates
due to these causes), the rise in sexually
transmitted diseases, which are particu-
larly hard to diagnose in women, and vio-
lence against women.

As far as women’s reproductive
health is concerned, the record prior to the
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Figure 3.6

Illegal drug
use and
cigarette
consumption
among 15-16
year-olds,
1995 and
1999
(percent)

Sources: European
School Survey
Project on Alcohol
and Other Drugs
(2001), press release,
20 February,
<www.can.se/>:
ESPAD; 1995 data: B.
Hibell, ESPAD project
coordinator.
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Note: Illegal drugs are defined as amphetamines, cannabis, LSD or other hallucinogens, crack, cocaine, ecstasy and heroin. “Lifetime use”
or “lifetime experience” refers in this case to any use up to the age of 15 (or 16). Figures for 1999 for transition countries that were not
present in the 1995 survey for any illegal drug, any illegal drug other than cannabis, and cigarette consumption, respectively, are: Bulgaria
(14, 5 and 36 percent), FYR Macedonia (10, 3 and 20 percent), Latvia (24, 11 and 30 percent), Romania (11, 9 and 16 percent) and Russia
(Moscow only: 24, 9 and 42 percent).



1990s was in many ways good, with, for example, extensive
antenatal care. The decline in fertility during transition has
entailed some decrease in maternal mortality, but the aver-
age maternal mortality rate in 1999 in the CIS countries
was still about five times that of the EU countries, while the
Central European average was twice the EU level. (Rates
are given in Statistical Annex, Table 3.2.)

Between a quarter and a third of maternal deaths are
due to problems associated with abortion. The region’s
record on abortion is not a good one: abortion was far more
common there than it was in Western Europe, and, as
Figure 3.7 shows, this remains the case, even though for
most countries a declining trend over the 1990s is visible in
the data. (The fact that abortion has not increased shows
that the fall in births has not been caused by the greater use
of abortion as a method of birth control.)

The highest abortion rates are regis-
tered in the western CIS: in Russia and
Belarus there were 180 and 141 abortions,
respectively, for every 100 live births in
1999, which may be compared with a rate in
the EU of about 20. Next comes South-
Eastern Europe, where the initial huge leap
in 1990 reflects the liberalization of abor-
tion in Romania following the fall of
Ceauçescu (although the figures are driven
not only by this country: Bulgaria, as well as
Romania, still had a rate of 100 at the end
of the 1990s). The trend in the Baltic states
follows that in the western CIS. Estonia had
the third highest abortion rate in the region
in 1999, 136 abortions per 100 births, a rate
in fact higher than that in 1989.

Other parts of the region have lower rates, and most
show quite a strong trend towards convergence to the EU
level. Central Europe is an exception in terms of the trend,
due to the record of Hungary that shows no reduction
across the decade, with a rate in both 1990 and 1999 of 86
abortions per 100 births.

Prior to 1989 abortion was widespread due to univer-
sal free access and the insufficient promotion of contracep-
tive choice. Although improvements have been made in
the latter area, there is clearly scope for many more.
However, it seems particularly difficult to confront the still
existing cultural tolerance for abortion, despite the psycho-
logical and physical threats that abortion entails (including
the risk of future infertility).

■
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How the current differences in health outcomes com-
pare with those in other countries is not entirely clear. But
some insight into the situation at the end of the 1990s can
be obtained from the World Health Organization’s World
Health Report 2000. The report evaluates countries’ health
systems according to a number of “health system goals”,
including the extent of differences in health outcomes mea-
sured by the degree of equality in child survival. In the case
of the transition countries, the scores on this index reflect
in part factors inherited from the communist period and in
part developments during the 1990s.

Figure 3.8 uses the outcomes of this exercise for 140
countries, including all of those from Central and Eastern
Europe and the CIS, to compare the rankings of average
child survival with the inequality of child survival, where
survival in both cases is to age 5. (The former refers to 1998
and the latter to the latest year available.) Countries are
ranked from 1 to 140 on both dimensions, starting with
lowest average mortality and most equal child survival.

How have changes in health during the transition affected dif-
ferent parts of society? Has the rise in income inequality doc-
umented in Chapter 2 been accompanied by increased
inequality in health, with the poor bearing the biggest burden?

This section first discusses available evidence on
inequalities in health outcomes in the transition countries,
focusing on child and maternal health. It then highlights the
role that informal payments play in producing inequality in
access to health care, a major issue in much of the region.

Differences in health outcomes

Inequalities in health outcomes certainly did exist well
before the 1990s. Part of this situation is no surprise since
any population in any society will of course display some
significant variation in any health outcome, such as length
of life, due to variation in genetic make-up and chance fac-
tors. In addition, however, evidence shows systematic dif-
ferences related to the level of education.31

3.3 Growing Health Inequalities?



striking differences in child and maternal nutritional status
between rich and poor households in all three countries.

Kazakhstan appears to exhibit the largest differences
between rich and poor, matching the finding for access to
health care. The percentage of stunted children in the poor-
est quintile is 10 times that in the richest one, and the per-
centage of underweight children is almost four times higher.
While the values in the richest quintile are at the level one
would expect to see in the world’s wealthiest industrialized
countries, those in the poorest quintile pose serious concerns;
as noted in the discussion of Table 3.3, a stunting prevalence
of 30 percent is classified as “high” by the World Health
Organization. Still, of all three countries, Kazakhstan performs
the best in terms of the average on both child nutrition indi-
cators and only slightly worse than Kyrgyzstan for maternal

If the ranking for the inequality indicator were the
same as that for average child mortality, all countries would
lie on the 45-degree line. Obviously, this is not the case in
practice. Those countries above the 45-degree line rank
higher in terms of equality of child survival than they do for
average survival. Quite surprisingly in view of the tradi-
tionally broad-based health coverage of the former com-
munist countries, many of them are found just below the 45-
degree line, implying that they rank somewhat more poorly
for equality than they do for average child mortality.

Calculations for the index of equality are based in
principle on birth history data in household surveys that
measure child mortality by family background and on
administrative data that give detailed geographic break-
downs. But for the majority of countries such data are not
available, and estimates have been made by the World
Health Organization that are based on the relationship of
health inequality with other factors. The results in Figure
3.8 need therefore to be considered with caution. If one
takes the graph at face value, perhaps the main conclusion
to be drawn is that the countries of Central and Eastern
Europe and the CIS do not stand out as having either espe-
cially more, or especially less equality in child survival once
their average levels of child mortality are taken into
account. In this sense, they do not perform much better or
much worse than other countries, which is not a very
encouraging picture given the wider access to health care
and education in the communist period compared to other
countries at similar levels of economic development.

A more detailed study of inequalities in health out-
comes among children and mothers in the mid-to-late
1990s is available for three countries from Central Asia:
Kazakhstan, Kyrgyzstan and Uzbekistan. Table 3.4 presents
evidence on health care access and health indicators in the
poorest and the richest quintiles of the population (based
on the same surveys used in Table 3.2, with income prox-
ied by an index of asset ownership).

Uzbekistan appears to have only limited income-
related differences in the access to health care. But
Kyrgyzstan shows large gaps with respect to access to doc-
tors both for antenatal care and for birth attendance. Child
immunization in Kyrgyzstan continues to take place on a
fairly equal basis, though coverage is not necessarily very
broad. Kazakhstan shows differences in all health service
indicators, for example, a 9-percentage-point difference in
measles immunization between rich and poor and a 20-
point difference in DPT immunization (diphtheria, pertus-
sis and tetanus).

If one assumes that the communist period did achieve
broad-based access to child and maternal health care
(which does not seem an unreasonable assumption), then
Table 3.4 implies that an increase in inequalities in access
has occurred during transition.

Are these inequalities in access to health care reflected
in visible differences in the equality of health outcomes among
mothers and children? The bottom half of the table shows
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Table 3.4

Health inequalities in Kazakhstan, Kyrgyzstan and Uzbekistan
(percent)

Kazakhstan (1995) Kyrgyzstan (1997) Uzbekistan (1996)

Quintile: Poorest Richest Poorest Richest Poorest Richest

Measles immunization 60 69 82 81 96 90
DPT immunization 37 57 82 87 90 85
More than two antenatal care visits 84 94 88 88 88 87
Antenatal care visits to a doctor 
(% total visits) 57 96 47 89 84 90
Delivery attendance by a doctor 69 95 50 84 84 99
Children stunted 30 3 34 14 40 31
Children underweight 11 3 13 8 25 12
Mothers with low body mass index 8 4 6 4 11 6

Source: <www.worldbank.org/poverty/health/data>: Health, Nutrition and Poverty Programme, World Bank.

Note: Immunization rates refer to children aged 12-23 months. DPT = diphtheria, pertussis and tetanus. Data on antenatal care
visits refer to the percentage of births for which a woman received two or more consultations from a medically trained person in
the five years before the survey. Delivery attendance by a doctor is the percentage of births that were attended by a doctor in
the five years prior to the survey. Children are defined as stunted if they have low height-for-age (see note to Table 3.3) and under-
weight if their weight-for-age is more than two standard deviations below the median reference standard for their age. The Body
Mass Index (BMI) is defined as weight divided by the square of height (measured in kg/m2); low BMIs are values below 18.5.



nutrition. And although Kyrgyzstan and Uzbekistan appear to
achieve more equal access to the child and maternal health
care services listed in Table 3.4, significant differences in
nutritional status also exist in these countries. For example, in
Kyrgyzstan, the child stunting rate in the poorest quintile is
almost two and a half times that in the richest quintile.

Poor people are less able to afford a variety of goods
and services that sustain health, including health care for
which there is a fee, reasonable quality housing and sanita-
tion, and food yielding a balanced diet. This applies not
only in Central Asia, but in other parts of the region as
well, including nations with higher average living stan-
dards. Chapter 2 notes the inferior diets of poor households
in various countries. Comparable survey evidence for sev-
eral parts of Central and Eastern Europe shows that mater-
ial deprivation has reappeared as a powerful predictor of
self-reported health.32 One factor that may have con-
tributed to this is the spread of informal payments, which
may have restricted access to health care. These payments
are considered below.

Income inequality, it has been argued, may of itself
affect health, separately from the influence of poverty that
comes through a widening in the distribution of income
and a fall in average incomes.33 Unequal societies may pro-
duce unhealthy populations due to the effect of income
inequality on social cohesion. Lower levels of social cohe-
sion result in a feeling of higher personal insecurity, which,
among other things, translates into higher levels of stress

and a lower subjective quality of life.
This explanation claims to provide
the reason for the inverse relationship
between income inequality and aver-
age life expectancy (holding average
incomes constant) that can be
observed across the world’s middle
and higher income countries. While
part of the argument may be applica-
ble in the transition countries, there is
no convincing empirical evidence of
this to date.34

Differences in education may still determine an
important part of the differences in health outcomes in the
region. Figure 3.9 illustrates this with trends in infant mor-
tality rates by maternal education for two countries at very
distinct stages of economic development and progress with
economic reform: Poland and FYR Macedonia.

In both countries, children born to more educated
mothers are considerably less likely to die in infancy. In fact
differences in mortality rates by the mother’s educational
level narrowed substantially in FYR Macedonia during the
1990s, as overall infant mortality fell, and to a certain
extent also in Poland, where the differences had been
smaller at the start of the decade. One might have thought
that the differences associated with maternal education
would have increased during transition. However, a large
part of the narrowing in differentials is probably explained
by the fact that the number of births to women with lower
levels of education has fallen disproportionately.

Given that education and income were less closely
related in the planned economies than they are in estab-
lished market economies, the evidence of differences in
health outcomes related to education in the early years of
transition is important: it underlines the influence of edu-
cation on health outcomes, independent of income.
Education protects against disease by influencing life
style, the ability to solve problems, and values – a view
supported by evidence from both Western and Eastern
Europe.35 (See also Chapter 4, Box 4.4.) If differences in
education are a principal driver of health inequalities, the
required policy response would involve reinforced efforts
to assure the access to decent education for all segments
of society.

Informal payments and inequality 
in health care access

Informal payments – defined as payments to health care
providers in cash or in kind outside official channels – were
present in the communist period, in part as the result of doc-
tors’ salaries being relatively low. These types of payments
have spread significantly throughout the region, including
in the richer countries, to some extent due to a relative
decline in public sector wages. They now account for a sub-
stantial share of health expenditures in many countries.
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contradictory. An incentive to reduce the length of stay
of patients in hospitals through payments by the case
rather than the day might fail to have the desired effect if
health practitioners find that they can derive greater
unofficial fees by keeping patients for longer periods in
hospital. Insufficient attention to the phenomenon of
unofficial payments and their incentive effects may mean
that health sector reforms do not achieve the desired
impact.

The way out of this dilemma should start with a
decision by governments not to tolerate unofficial under-
the-counter payments. Part of the solution can be the
introduction of formal user charges, as many countries
have indeed done recently, in recognition of the presence
of private payments. Once payments are formalized, then
the expenditures of the poor can in principle be subsi-
dized to ensure the continued access of the poor to health
care. But some people would always fall through the net
due to problems in administering the subsidy system (as
well as due to households’ lack of knowledge of the sys-
tem or their failure to claim their entitlement for other
reasons).

This raises the general issue of private payment for
health care. Opinion poll data for the end of the 1990s
show that 40 percent of respondents in Central and
Eastern Europe, on average, consider it “very unjust” that
people with higher incomes can buy better health care
(the same level as in the established market economies of
the OECD) – see Chapter 1, Table 1.3. A fully private pay-
ment system would clearly threaten access to health care
among the poor, and a subsidy system for lower income
households is unlikely to overcome this adequately, as
noted above. There will always remain a key role for the
direct public funding and provision of health care in order
to guarantee universal access. This is one of the major
challenges for health policy in the region, the subject of
the rest of the chapter.

■

Figure 3.10 presents evidence on the scale of the
problem in 10 countries. In Armenia, 91 percent of
all patients have made informal payments, reflecting
a de facto collapsed public health system. But it is
surprising to see that even Poland appears to have
serious problems in curbing informal payments. The
graph shows that payments are very widespread in
other countries as well. (The Czech Republic and
Slovenia, not in the graph, have been noted as pos-
sible exceptions.)

Direct fee-for-service payments can be thought of
as introducing some accountability, but they bear
important equity implications, since they constitute
the most regressive form of health care financing.
Informal payments effectively make access to health
care conditional on the ability to pay. Since payment
is not through formal channels and hence is not formally
receipted, it is impossible to mitigate the seriousness of this
problem with subsidies to poor households linked to their
actual expenditures. The result is that lower income house-
holds are less likely to seek medical assistance when they
are in need.

Table 3.5 shows that this is indeed what has hap-
pened in Tajikistan. Persons in the poorest fifth of the pop-
ulation were nearly twice as likely as those in the richest
fifth to report cost as the main reason for not seeking health
care. (The fact that cost was cited by a quarter of respon-
dents even among the richest fifth reflects the very low
average living standards in Tajikistan, with an estimated 96
percent of the population living below the official mini-
mum subsistence income level.)

Similar barriers exist for the purchase of essential
drugs. Of those who sought medical assistance in Tajikistan,
persons in the poorest fifth were a third less likely than were
other groups to receive a prescription, and, of those who
did, 70 percent were unable to buy the prescribed drugs,
partly due to the reduction in drug subsidies for the poor.
Since women and children are frequent users of pharma-
ceuticals, they have obviously suffered heavily from this
development.

There is similar evidence on the direct conse-
quences of out-of-pocket payments in other Central
Asian countries as well.36 And given the prevalence of
informal payments in many other parts of the region, it
should be expected that these consequences are not con-
fined to Central Asia.

Since informal payments bypass the official system,
they in effect reinforce their cause: the scarcity of public
financial resources. They also interfere with incentives to
provide health care more efficiently and effectively. If
unofficial payments make up a significant proportion of
the incomes of doctors and others working in the health
sector, then the effect of any reform in the official wage
system is diluted. In some cases, incentives could even be

Table 3.5

Main reason for not seeking medical assistance, by income quintile,
Tajikistan, 1999
(percent)

Quintile 
Poorest 20% 2 3 4 Richest 20% Total

Self-medicated 42 49 50 55 65 52
Believed problem would go away 11 3 16 5 6 8
Facility too far, closed, or poor service 1 2 4 5 3 3
Could not afford 42 41 28 30 24 33
Other 5 5 2 5 2 4
Total 100 100 100 100 100 100

Source: Falkingham, J. (2001), “Poverty, Affordability and Access to Health Care”, in McKee, M., J. Healy and J. Falkingham (eds) (forthcom-
ing in 2002), Health and Health Care in Central Asia, Ballmoor, Buckingham, UK: Open University Press and European Observatory of Health
Care Systems, Mimeo.

Note: Totals may not add to 100 due to rounding. Differences by quintile are significant at the 0.1-percent level.
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The purpose of this section is to summarize the main chal-
lenges, in general terms, that confront policy in the region.
The focus is first on the financing of health systems and
their efficiency. Selected key areas for action are then con-
sidered that are of particular concern for the health of
women and children: primary health care, public health
and the targeting of excluded groups. Inevitably, limits on
space prohibit coverage of various important issues. Among
other sources of discussion of health policy in the transition
countries, the reader is encouraged to consult the 1999
World Health Organization policy framework for the
European region, Health21, and the chapter on health in
the 2000 World Bank report, Making Transition Work for
Everyone.37

The issues of the financing and efficiency of health
systems are central to the health of both children and
adults. The way health care is financed not only affects how
people pay for health care, but also who uses health services
and how often they do so, as illustrated by the discussion of
informal payments at the end of the last section. Devising
appropriate payment mechanisms for health care providers
can in principle improve the quality of care. Increasing effi-
ciency so that limited resources are used to provide more
and better care should free money for those areas of policy
where governments’ active role is keenly needed, such as

measures to improve public health and to support the
health of the poor and of otherwise disadvantaged groups
in society.

Health policy in the central planning era was based
on a hierarchical, nationally controlled system, in which all
health personnel were state employees. The collapse of

communism inevitably created a stimulus for change in vir-
tually all areas of health policy, although governments’
desires to restructure and decentralize the health sector
have often been driven by mere fiscal pressure in the face
of dwindling public funds.

Indeed, health sector reform has generally been
approached much less eagerly than economic reform. In the
poorer parts of the region, the state has often not had the
political will or the economic and institutional capacity to
embark on a sustained process of health reform. Where
there has been armed conflict, this has obviously hindered
the reform of health care, as well as all other areas of pub-
lic policy. Although in principle the richer parts of the
region have been more well placed to reshape their health
sectors, the reform process in health policy has not coin-
cided very closely with that in the economy. For example,
Poland undertook sudden, controlled “shock therapy” for
its economy, but has made only gradual steps to reform its
health sector, while Estonia has carried out substantial
reforms in health policy, as well as instituting major eco-
nomic reforms.

Throughout this section, it should be borne in mind
that no single “correct” health system exists for a market
economy. Health policy in the established market
economies of the OECD is in a constant process of change,

and considerable variation exists in
these rich countries’ health systems, as
in other areas of basic social services
such as education. The lack of a
unique model clearly complicates the
job of reform in the transition
economies. In addition, reforming any
structure that has been established
over decades naturally takes time.
Physical and institutional infrastruc-
ture and human and financial
resources were all once geared towards
the needs of the old system, creating
powerful vested interests that may
seek to preserve the status quo.

Adequate and equitable finance

Who actually pays for health care? As
Section 3.3 indicates, a significant
part of health expenditures in the
region comes from private sources via

informal payments, but the exact magnitudes are largely
unknown. More comprehensive data are available on pub-
lic expenditures. Figure 3.11 shows government expendi-
ture on health as a percentage of GDP for 1989 and 1999.

The variation in expenditure, measured in this way,
was notably larger in 1999. Broadly speaking, richer coun-
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Public
expenditures
on health as

percent of GDP,
1989 and 1999

Sources: Statistical
Annex, Table 6.10;
WHO Health for All

database.

Note: The initial year is 1990 in Poland, Kyrgyzstan, Kazakhstan and Georgia, 1991 in Russia and Bulgaria, 1992 in Lithuania and Latvia and 1993
in the Czech Republic and Tajikistan. The final year is 1998 in Slovakia, FR Yugoslavia, Bulgaria and Romania. The EU average refers to 1998.
Data for Slovenia, Slovakia and Poland are taken from the WMO Health for All database.



interfere, but assumes a crucial role in determining the con-
ditions that define the relations among insurance funds,
providers and patients. The funds, it should be noted, are
not run by private companies for profit. Rather they should
be seen as autonomous or quasi-autonomous organizations
within the public sector.

While previously only the central government was
responsible for the collection of revenues and for paying
health care providers, the insurance or “sickness” funds
now assume this vital role within the health system. The
idea in principle is to make these funds administratively
and financially independent from government, although
inevitably government retains a significant role in financ-
ing. In all countries which have introduced health insur-
ance, the government budget provides additional funding
in the form of contributions for certain groups of the pop-
ulation, such as the unemployed and the old, and for pub-
lic health measures, medical education and research.

The number and size of insurance funds per country
differ widely across the region. Albania’s health insurance
system, for example, is run by only one fund. Other coun-
tries, such as the Czech Republic, Estonia, Hungary,
Slovakia and Slovenia, have established a central “national
health insurance company” insuring the largest part of the
population, with a number of local branches or specialized
sickness funds overseen by the central fund. The rationale
behind the introduction of more than one fund is to foster
competition, which in turn should increase the funds’
incentives to provide better services for their members. Few
countries have explicitly allowed the insured to choose
among different funds, although in practice the occupa-
tional or geographical composition of fund members may
limit the actual degree of choice.41

Some restriction on choice may in fact be desirable.
People will find it much harder to evaluate the quality of
competing health insurance funds than they would, for
example, the quality of different apples on sale in market
stalls, and the consequences of choosing a low-quality fund
are more serious than are those of choosing a rotten apple.
The ability to recognize the better funds can be expected to
rise with education and, hence, income level, implying that
greater choice is of more benefit to the rich than to the poor.

tries have sustained or even expanded expenditure as a
share of national income, while poorer countries have seen
a decline to levels that in some cases are very low. The pro-
vision of even the most basic health services to the popu-
lation is threatened in countries with the lowest expendi-
tures, increasing the reliance on informal private payments
so as to keep any sort of health system afloat. (Given the
shrinking of national incomes, real expenditures have obvi-
ously fallen far more than have the expenditure shares
shown in Figure 3.11.)

The diagram also shows that the expenditure shares
are often well below the EU average. This might seem
unsurprising for the poorer countries in the region, but to an
extent it contrasts with the situation for public expenditures
on education (see Chapter 4, Figure 4.14), where more
countries in 1999 compare reasonably well to the OECD
average (although countries like Georgia and Tajikistan
clearly spend little on health and education). This may
reflect a preference of governments for education over
health, possibly due to an underestimation of the economic
costs of ill health (see Box 3.1), although it is important not
to consider one necessarily more important than the other.

What is the likely effect of changes in expenditure
over 1989-99 on health outcomes? Some cross-country evi-
dence, based on data drawn worldwide, shows little inde-
pendent effect of public expenditures on average child mor-
tality rates and other health outcomes, after controlling for
factors such as average incomes, inequality of incomes, and
levels of education.38 The way money is spent may matter
more for health outcomes than does the amount of public
expenditure, although it is hard to imagine that the
extremely low expenditures in parts of the Caucasus and
Central Asia have no effect at all. Other cross-national evi-
dence confirms that public spending does improve the
health of the poor.39

While public expenditure on education has contin-
ued to be predominantly funded in the region from general
tax revenues, for health expenditures a majority of coun-
tries have shifted from this form of financing to earmarked
contributions to health insurance funds. Countries as
diverse as Albania, Bulgaria, the Czech Republic, Estonia,
Georgia, Hungary, Kazakhstan, Kyrgyzstan, Latvia, Poland,
Slovakia and Russia have introduced various forms of
health insurance.40

What does this new model of health financing look
like, and what are its implications for both the efficiency
and the equity of health care? Figure 3.12 illustrates in styl-
ized terms the basic functioning of the social insurance
model applied by many of the transition countries.

The members of an insurance fund pay income-
related contributions as a “membership fee”. The fund in
turn purchases health services from health providers – the
individual doctors, polyclinics and hospitals. The relation
between the insurance fund and the health providers is
controlled by contracts. Patients receive health services
from the providers. Ideally, government does not directly
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Basic structure
of the social
insurance
system

Source: Based on
Marrée, J. and P. P.
Groenewegen (1997),
Back to Bismarck:
Eastern European
Health Care Systems
in Transition,
Aldershot, UK:
Avebury.
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An inherent problem associated with competition is
that insurance funds have an incentive actively to select
members among persons with good health risks and, since
contributions are income related, those with higher
incomes. Persons with bad health risks and with lower
incomes – two things that often go together – may then end
up with those insurance funds which are least well off finan-
cially and as a result less capable of funding an adequate
level and quality of service. To avoid this, governments can
set up mechanisms to redistribute among the funds, but
these are complicated to devise and to manage and may be
beyond the capacity of many countries at present. While
there is anecdotal evidence of active selection strategies by
funds, the issue of whether this has led to lower quality pro-
vision for the poor has not yet been properly researched.

Membership in a health insurance scheme is gener-
ally compulsory. Members have to pay contributions to the
insurance fund in the form of income-related insurance

contributions (typically at a single rate), and entitlement
to health insurance benefits is usually linked to the pay-
ment of the contribution. Although the law typically stip-
ulates exceptions to this rule, for example, for the unem-
ployed, the disabled, pregnant women, and children, this
principle is a significant departure from the previous sys-
tem, which guaranteed universal access. By contrast, fund-
ing from general taxation allows for the greatest possible
separation between the burden of contributions and the
use of health care. Notwithstanding the exceptions just
mentioned, health insurance introduces a closer link
between payment and use. Funding through health insur-
ance is thus less grounded in the principle of solidarity
than is funding by general taxation.

In practice, health insurance may also be more regres-
sive than general income taxation because the contribution

rate fails to rise with the level of income. A number of
OECD countries have successfully counteracted this
through exemptions among the lower income groups,42

which is also done in Central and Eastern Europe.
However, in some countries, for example the Czech
Republic and Slovakia, there is an upper ceiling on the
total contributions to be paid by a single member, which
again tends to make the system at least mildly regressive.

The extent to which the new health insurance sys-
tems really are regressive in their financing has not yet been
assessed empirically. As mentioned in Section 3.3, the
observed rise in informal payments – which is the most
regressive form of health financing and makes health care
provision directly dependent on ability to pay – runs
counter to what the World Health Organization has
defined in the World Health Report 2000 as “fairness in
financial protection”. This criterion, one of those which
the WHO report uses to evaluate the performance of coun-
tries’ health systems (see also Figure 3.8), captures the idea
that households ought to be required to pay for health in
line with their ability to pay. Figure 3.13 compares the
ranking of 191 countries for which the fairness indicator is
available with the ranking for per capita health expendi-
tures (both private and public).43

The majority of the transition countries are above
the 45-degree line, indicating that they rank lower on the
fairness of financing than they do on the level of health
expenditures. Taken literally, this could reflect the regres-
sive nature of the widespread informal payments and, pos-
sibly, any regressive aspects of the health insurance systems
in many parts of the region. However, the results should be
evaluated with caution. The fairness indicator is based on
information from surveys at the household level in only 10
percent of countries worldwide, and alternative indicators
have been proposed.44

The countries that have introduced health insurance
systems have often had to cope with a low and unstable rev-
enue base due to economic crises, drops in employment and
significant levels of informal employment. Partly as a con-
sequence of this, 18 health insurance funds disappeared in
the Czech Republic in the late 1990s. Some went bankrupt,
while others were closed down by the government for not
having met legal requirements. The bankruptcies con-
tributed to the accumulating debts in the system, rendering
operations even more difficult. Events were broadly similar,
though less dramatic, in Slovakia and Hungary.

All this does not imply that the path chosen by many
countries in the region is bound to lead to failure. Once a
relatively stable economic framework is in place, a well-
functioning health insurance scheme can provide a sustain-
able financial basis, with government regulation and inter-
vention ensuring adequate coverage for the poor. The
Estonian system offers an example. Soon after the introduc-
tion of health insurance in 1992, the Estonian government
recognized that administrative capacity and skills are crucial
pre-requisites for the proper working of such a system. The
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The relatively excessive supply of resources has
apparently sustained its own demand, as the use indicators
on in-patient admissions and the average length of stay in
acute care hospitals confirm. On average, patients in the
western CIS stay two weeks in acute care hospitals, if
admitted, compared to eight days in the EU, and the in-
patient admission rate is higher, too. The stays in the
Caucasus and Central Asia are also notably longer than
they are in the EU, although the admission rate is lower,
markedly so in the Caucasus.

Health care systems in the transition countries are
typically financed by significantly smaller public expendi-
ture shares in GDP than are those in the EU, with particu-
larly low rates (close to 1 percent) in some CIS countries,
and it is in the CIS where capacity and use are especially
high by the EU benchmark. Given the much lower
national income of the transition countries, this suggests
that underfunding makes the running of such a resource-
intensive system very difficult. This in turn is likely to
result in low salaries, low staff morale, accumulating wage
arrears and insufficient maintenance and renewal of physi-
cal infrastructure and equipment.

What are the causes of inertia in restructuring? Part
of the explanation lies in the incentives within the system.
The way in which health care providers are paid is an inte-
gral feature of a health system that may strongly influence
the quantity and quality of care. Revisions to payment
mechanisms can play an important role in improving ser-
vices and bringing about change.

Payment mechanisms for health care providers can be
classified into two types. “Prospective” mechanisms fix the
payment in advance of the actual provision. Salaries, capita-
tion fees (a payment for every potential patient irrespective
of whether these actually make use of the health care system)
and overall fixed budgets fall into this category.
“Retrospective” mechanisms reimburse for the actual services
provided, for example, fees for specific services and daily
charges for in-patient stays in hospitals. Both types of pay-
ments have drawbacks when realized in their purest forms:

operational skills of the 22 mostly regional sick-
ness funds have been improved, and the funds are
subordinated to a “central sickness fund”. A good
information system has been established, allow-
ing the government both to set up provider con-
tracts specifying the volume, quality and mix of
services at negotiated or regulated prices and to
monitor providers’ behaviour through perfor-
mance indicators.

However, poorer and less advanced parts
of the region do not seem ready for a Western-
European-style health insurance system, on
account of more widespread informal employ-
ment, lower educational levels and weaker
administrative and institutional capacity. Here,
continued funding through general taxation may
well be the best option for the time being.45

Increased efficiency

Under central planning, concerns with efficiency in health
systems did not figure prominently, and one factor in the
decline in health outcomes in parts of the region in the late
1980s has been attributed to the inadequate management
of health care resources.46

As noted earlier, it is not the mere size of the funds
devoted to the health sector that affects health outcomes,
but also the way the money is spent. The typical health sys-
tem in the communist period was resource intensive.
Countries had more hospitals per head of population than
is common in OECD countries; patients were more fre-
quently referred to hospitals, and they stayed in hospitals
for longer periods.

Table 3.6 explores whether this is still the case by pre-
senting data for various indicators of health input and health
care use at the end of the 1990s, grouping countries into sub-
regions. The EU average is included for comparison.

Over-capacity still seems to prevail in parts of the
region. In Central Europe, the Baltic states and especially
the western CIS, there are still significantly more hospital
beds per head of population than there are in the EU. The
Baltic states and all regions of the CIS have 50-75 percent
more hospitals per person than does the EU. In the Baltic
states and more so in Central Europe, the number of physi-
cians is slightly lower than the EU benchmark, but still
higher than in other countries at similar levels of economic
development.47 Health care inputs in South-Eastern Europe
and former Yugoslavia differ from the general picture: the
rates there are consistently lower than the rates in the EU.

The only indicator for which all seven sub-regions
rank below the EU is the number of general practitioners –
family doctors – per head. As the discussion of primary
health care below argues, this is one area in which the tran-
sition countries need to make progress. The role of family
doctors in primary care is an important factor in achieving
both efficiency and equity in health care systems.

Table 3.6

Health care resources and their use, 1999
(per 100,000 population)

EU Central Baltic Former South-Eastern Caucasus Western Central 
Europe states Yugoslavia Europe CIS Asia

Hospital beds 674 773 848 510 594 672 1,023 679
Hospitals 3.8 2.4 5.6 1.7 2.3 6.7 6.3 6.3
Physicians 353 306 338 202 223 365 376 287
General practitioners 99 60 50 58 64 31 41 31
Nurses 755 667 643 536 485 578 895 690
In-patient admissions 18 19 22 12 15 5 21 13
Average length of stay (days) 8 8 9 9 11 11 14 12

Source: WHO Health for All database.

Note: Unweighted regional averages. Data for 1999 or latest year available. The EU average refers to 1998. “General practitioners” refers to those work-
ing in primary health care. Figures for former Yugoslavia exclude FR Yugoslavia. Central European figures for general practitioners and nurses exclude
Poland. Figures for average length of stay are not per 100,000 persons. For this last, data are missing for Poland, Albania, Romania, Latvia, Belarus
and Uzbekistan.
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the prospective mechanisms may lower providers’ motiva-
tion since reward is not influenced by effort, while the retro-
spective mechanisms give incentives to encourage what may
be excessive use of services in order to increase providers’
incomes. Hence some mix of the two would seem suitable so
as to combine incentives for performance and control costs.
This has been the approach many Western European coun-
tries have pursued, though with varying success.48

In the transition countries there has generally been a
move away from the model of salaried practitioners
employed by the state towards contractual relationships
between the state and the medical practitioner, which in
principle should result in better incentives to perform for the
latter. Increasingly, self-employed doctors are being paid by a
mix of salary, capitation fees and fee-for-service methods.

As for the payment of hospitals, the predominance of
which is one of the major obstacles to reform, the retrospec-
tive methods of daily charges and case-based payment were
popular schemes in the early 1990s. In the absence of bind-
ing expenditure caps, hospital expenditures subsequently
mounted precipitously in some countries, often causing seri-
ous financial difficulties for the new health insurance funds
that were financing the hospitals. The Czech Republic con-
stitutes a particularly dramatic example in that several insur-
ance funds went bankrupt in the second half of the decade
due to exploding costs. In response, the surviving insurance
funds shifted to mixed payment systems incorporating
selected prospective elements (for example, capitation fees).

Several countries now see fixed budgets and capita-
tion fees as the “next generation” payment system beyond
daily fees and payments per case and have begun institut-
ing simple caps on hospital expenditures (for example,
Albania, the Czech Republic, Russia). The effects of these
recent efforts await a critical assessment. Other countries
still adhere to the old “line item” approach: flows of funds
based on number of beds, past occupancy of beds, or past
expenditures and so on (for example, Azerbaijan,
Tajikistan, Ukraine, Uzbekistan). This encourages the
accumulation of excess capacity by allocating funds largely
according to already existing physical inputs.49

Nevertheless, in whatever manner payment systems
may be devised, their effectiveness in bringing about reform
ultimately depends on the implementation of other reforms
and on building adequate institutional capacity. In particu-
lar, assuring quality and monitoring providers’ activity are
as important as ensuring a technically refined reimburse-
ment system. As a general rule, a simple reimbursement
scheme that places little strain on administrative capabili-
ties can be more effective than a more sophisticated set of
arrangements, provided it is supported by a plan for restruc-
turing other parts of the health system and a strategy for
assessing the quality of service.

Primary health care

The health care system inherited from the communist

period entailed in most countries a fairly specialized struc-
ture of the medical profession and a relative focus on hos-
pital-based care, at least when compared with Western
Europe. Primary health care of the kind where general prac-
titioners – family doctors – act as “gatekeepers” to more
specialized treatment was typically less developed.
Strengthening primary health care of this sort is widely
seen as a key to enhancing efficiency and improving access
to care for families, including, of course, children.50

If family doctors assume the pivotal role of referring
patients to specialist care, their decisions obviously have
significant implications for the control of a health system’s
costs, given that specialist care accounts for over half of
health care expenditure in most developed countries. By
reducing unnecessary treatments and promoting sensible
ones, family doctors have the potential both to lower total
health care costs and to improve the system’s outcomes.

Governments in the transition countries have typi-
cally endorsed this concept of primary health care and have
taken steps – with mixed success – to re-orient their tradi-
tionally hospital-focused systems, although as Table 3.6
shows there is some way yet to go. The steps include mea-
sures to develop family doctors as an institution. In some
Central Asian countries the change has so far been one of
terminology only, with therapists, paediatricians and obste-
tricians redesignated as “family physicians”, and hence
there has been little impact on the services they provide. In
other countries, such as Croatia, Hungary, Romania and
Slovenia, the gatekeeping function of the general practi-
tioner has been established. In most of the rest of the
region, patients still have direct access to specialists.

Change is hampered by several linked factors:51

● Family doctors are insufficiently equipped to conduct
treatment themselves and still often lack financial incen-
tives to retain patients rather than refer them to hospitals.

● Due to the tradition of a system based on specialization,
the difficulty in persuading the take-up of the family doc-
tor training programmes that have been implemented.

● Little coordination in the restructuring of primary health
care, with health services under the control of various
ministries, for example, school-based doctors and occu-
pational health centres.

An integrated strategy is required that addresses the
health needs of individuals within their families and com-
munities, promotes multidisciplinary cooperation among
the different primary health care professionals and prepares
the ground for a more generalist system by establishing a
broader educational base for people working in the health
sector. This is true irrespective of whether a country has
adopted the gatekeeping model of family doctors, or con-
tinues to rely on specialists assembled in primary care
health centres (polyclinics). The soil on which such efforts
may grow seems fertile not least due to the abundance in
the region of qualified – even if specialist – physicians.
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Public health policy

Public health programmes to prevent disease or injury are a
cornerstone of any sensible health system. Prevention may
take place through the direct provision of services such as
immunization, but also through the provision of informa-
tion on health risks and healthy life styles, the importance
of seeking care when needed and even “self-cure”. Such
public health initiatives are a classic domain of govern-
ment. The private sector does not have sufficient incentive
to supply public health programmes of general benefit to
the population at large. Public health policy is of great rel-
evance to children, since many of the measures involved,
such as immunization or the iodization of salt, are directly
applied for the benefit of children or are especially impor-
tant for their development.52

Some important aspects of public health programmes
were well established in the communist period, as the very
high rates of child immunization against communicable
diseases attest. Public health services were typically the
responsibility of what was often called the “sanitary epi-
demiological service” – “Sanepid” – which operated in a
vertically organized structure at central, regional and dis-
trict level. Although Sanepid’s role was, in principle,
broad-ranging, including occupational health safety and
health education, as well as the control of communicable
diseases through mass immunization, the last generally
dominated its activities. Hence, the prevention of disease
and injury through the provision of information on risks
and on behaviour and life style was relatively underdevel-
oped. After a decade of transition, these functions typically
still require expansion. The rise of HIV/AIDS in parts of
the region is the most obvious example of a new health
threat that needs tackling with such methods.

Some positive examples of change exist. Hungary has
undertaken an extensive restructuring of the public health
system to include health promotion. Bulgaria has estab-
lished the National Health Promotion Centre, which is to
play a central role in devising a national health strategy.
Estonia has allocated a percentage of the national health
insurance revenues to health promotion activities.53 In

REGIONAL MONITORING REPORT No. 8 - 2001

65

Table 3.7

IDD prevalence and control in the region

Status of IDD control programmes

Current IDD status Effective control programmes Legislation or iodized salt production Lack of legislation or
with salt iodization exists, but enforcement is poor little or no salt iodization

Virtually eliminated Bulgaria, Czech Republic,
FR Yugoslavia, Slovakia

Mostly moderate Russia, Georgia, Armenia, Azerbaijan, Ukraine, Kazakhstan
Turkmenistan, Kyrgyzstan

Source: G. Gerasimov, International Council for Control of IDD.

Note: Status is as of January 2001. * Denotes “close to virtual elimination”. Information is missing on Albania and Slovenia.

Romania, parts of the public health service have been inte-
grated with primary health care, which seems an attractive
route for reform, the role of the family doctor naturally
including the giving of advice on a healthy life style.54

Shrinking government budgets in much of the region
have not helped either the expansion into new areas of
activity, or the maintenance of previous successes, for
example, the suppression of diseases such as tuberculosis –
see Section 3.1. The maintenance of broad-based and free
access to immunization is a critical issue for child health,
vital not only for the individual child who is immunized,
but also to reduce the risk of any disease taking a general
hold in the population (the so-called “positive externality”
of immunization).

As with the data on infant mortality for some coun-
tries, the official sources of immunization rates of children
are sometimes at variance with the rates based on household
surveys. Statistical Annex, Tables 6.2-6.5, based on official
data, show what are typically very high rates of child immu-
nization against various diseases at the end of the 1990s. But
for some countries the notes to the tables report much lower
rates given by survey data (see also Table 3.4). For example,
surveys organized by UNICEF in 2000 show rates of immu-
nization against diphtheria, pertussis and tetanus among
children aged 12-23 months of only 52 percent in Albania
and 76 percent in Tajikistan, compared to official rates for
the end of the 1990s of 96 and 99 percent, respectively; the
2000 survey for Moldova shows that 9 percent of children of
the same age were not immunized, while the official data
imply a figure of only 1 percent. Survey-based rates in the
mid-1990s for Kyrgyzstan and Turkmenistan show that
between one-fifth and one-third of children were not immu-
nized against various diseases. As the evidence for
Kazakhstan in Table 3.4 illustrates, when immunization rates
slip, it may be the children of the poor who are most affected.

In the case of Tajikistan, the failure to register many
births, noted in Section 3.2, may be one explanation for the
discrepancy between official and survey-based rates.
Children whose births are not registered may be ineligible
for immunization, which is one reason why birth registra-
tion is so important.

Mostly severe Tajikistan Uzbekistan

Marginal and mild FYR Macedonia,* Moldova, Romania,* Belarus Estonia, Latvia, Lithuania,
Bosnia-Herzegovina, Poland* Hungary



Maternal and child nutrition is one concern of pub-
lic health policy, and fighting micronutrient deficiency is
an important element in this. In parts of the region, espe-
cially in the CIS, there is a clear need for renewed efforts to
iodize salt so as to combat iodine deficiency (IDD) and to
fortify wheat with iron to combat anaemia. Iodine is vital to
the development of the brain in the very young and the
unborn child. Serious deficits can lead to mental retarda-
tion. Anaemia results in lethargy and lack of concentration.
Deficiency of iodine and iron therefore threaten learning
capacity, as well as health (see Chapter 4, Box 4.4).

IDD has been virtually eliminated in only four coun-
tries: Bulgaria, Czech Republic, FR Yugoslavia and Slovakia
– see Table 3.7. In many countries, including some of the
economically advanced ones (Hungary and the Baltic
states), salt iodization legislation either does not exist, or is
not properly enforced. The iodization of salt is very cheap,
and international donor aid for the necessary equipment is
available. Hence, even the poorest countries should be in a
position to tackle the problem of IDD successfully.

The need for more promotion of healthier life styles
and advice about health-related behaviour is exemplified
by the lack of knowledge in some countries about
HIV/AIDS. Figure 3.14 shows the percentage of women
aged 15-49 interviewed in UNICEF-organized surveys in
2000 who do not know any way of preventing HIV trans-
mission (including abstinence from sexual intercourse).

Results vary strikingly among and within countries.
In Ukraine, one of the countries hit the hardest by
HIV/AIDS in the region, the figure was only around 5 per-
cent. By contrast, in rural areas of Tajikistan and
Azerbaijan more than 80 percent of women are not aware
of any means to prevent HIV transmission. But even in

Moldova, where officially registered cases of HIV/AIDS
rose very quickly in the late 1990s (see Figure 3.4), nearly
a fifth of women in urban areas and a third in rural areas do
not know how to protect themselves.

Helping the poor and the excluded

Inequality in access to health care is a serious concern that
requires the particular attention of health authorities in the
region. Informal payment systems clearly work to the dis-
advantage of the poor, as Section 3.3 notes. Some aspects
of health insurance funds pose a threat to the disadvan-
taged. Health outcomes are often worse for the poor and
the less educated, for example, in the areas of infant mor-
tality and malnutrition, although the extent to which this
is due to the health system itself or to some other factor
influencing health (for example, lack of income to buy
nutritious food) is not always clear.

Governments have an important role in ensuring
that all in society have access to affordable health care.
Poor and marginalized groups should benefit, like everyone
else, from public health policies. Good access to primary
health care is also vital. To these ends, the efficient man-
agement of resources and the assurance of an adequate
financial basis for the public health system are as important
for the poor and the marginalized as they are for anyone else
– indeed, even more important given that the rich can
always switch to privately provided health care.

The particularly deprived situation of the Roma
minorities in several countries of the region in terms of
health (and education) is a case for serious concern. In the
Czech Republic and Slovakia, for instance, the Roma
infant mortality rate is about double the average.55 Other

important groups that deserve special attention
include the homeless, refugees and internally dis-
placed persons, the disabled, and children in insti-
tutional care (see Chapter 5).

Improving health care and health outcomes
for the disadvantaged contributes to a more cohesive
society, as well as expanding the capabilities and the
productivity of the individuals concerned. Policies
to enhance education among children from disad-
vantaged families would be a highly beneficial com-
plement to any measures on the health front. There
is widespread agreement on the need to ensure that
some level of access to basic health care is available
to all members of society. Indeed, if such access is
viewed as a human right, no argument can justify the
lack of public action to advance that right.

The implementation of policies to help the
poor and disadvantaged will depend on the overall
availability of funds, but also on the political will of
governments. Given marginalized groups’ lack of
political power, it is also the responsibility of the inter-
national community to help lobby on their behalf.

■
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Figure 3.14

Women aged
15-49 who do
not know any

way to prevent
HIV

transmission,
2000

(percent)

Sources: MICS and DHS
(Kazakhstan, 1999, and

Armenia), op. cit.:
Table 3.2.

Note: The figures are percentages of all women in the age group, including those who had never heard of HIV/AIDS
(counted in the “do not know” category). Methods to avoid HIV transmission that respondents could report on included
“abstaining from sex” and “using condoms”.



to address this problem, with the widespread nature of
informal payments being one key issue.

Sustaining and strengthening broad-based access to
schooling, including gender equity, must be part of a general
strategy to combat inequalities in health. Developments in
education and training are also important for health care
provision (for example, the training of family doctors) and
health care management (for instance, to cope with the
complexity of the new health insurance systems).

The preceding paragraph returns the chapter to where
it began. Just as “good health” implies much more than the
mere absence of disease or infirmity, so “good health policy”
requires action on various fronts other than reform at the
ministry of health. Ministries with responsibility for educa-
tion, social welfare, the environment, and finance, as well
as health, need to work with each other – and with health
care professionals and the general public – to further the
health status of the region’s adults and children.

■

The richer countries in the region generally maintained or
even improved their records on health during the 1990s
(although the gap with Western Europe typically remains
to be closed). But the story is different in poorer parts of the
region, including much of the CIS: the “mortality crisis”
and the emergence and re-emergence of infectious diseases
such as tuberculosis and HIV/AIDS, to name only the most
prominent trends. Throughout the region, health problems
related to life style and behaviour have been common.

Children and young people have shared in both the
gains and the setbacks. Since these setbacks threaten both
individual development and national prosperity, they
should be of serious concern to policy-makers.

More divergence of health outcomes across the
region is likely to contribute to the economic divide
between countries, given the mutually reinforcing relation-
ship that links health and economic development. Greater
inequality among nations may be mirrored in further rises
in health disparities within them unless firm steps are taken
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