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Executive Summary

Background 
This set of health policy guidelines will serve as the health policy for the period of interim administration.  The health status of the people of Kosovo shows a relatively high level of infant, child and maternal mortality as compared to the rest of Europe. Communicable diseases remain a problem. The health system has had an excessive emphasis on institutions, specialist care, and vertically organised interventions. It has also suffered from the political turmoil of the past decade with problems of decreasing funds and increasing inefficiency. The recent influx of humanitarian aid has been needed and most appreciated, but it has not always been well co-ordinated. 

Policy goals 

The people of Kosovo aspire to Europe’s goal of achieving the full health potential of all of the people of the region. Five of the health targets of the Health21 policy of the WHO European Region have been given priority in Kosovo. These are:

· Target 1 - Healthy start in life 

· Target 2 – Improved health of young people 

· Target 3 – Improving mental health

· Target 4 – Managing for quality of care

· Target 5 – Developing human resources for health
Principles of organization

Access to health care is a basic human right within the means that a society can sustain. Equity, acceptability, effectiveness, flexibility, sustainability, appropriateness, and non-discrimination will be guiding principles.

Access to service will be through a primary care system organised on a family medicine concept emphasizing teamwork and organised referral to higher levels of care. Grouping catchment areas to provide improved services is promoted. Critical public and environmental health interventions will be priorities. There will be a public-private mix in both the provision and financing of services. Private practice will be well regulated. The interests of the vulnerable will be protected and the most essential services will receive priority attention from the public service.

The Way forward 
Primary care
Primary care will be based on a family medicine team concept aiming to provide a service for 80-90% of presenting problems. A wider range of services can be provided cost effectively if catchment areas and providers are grouped. The larger family medicine centres will provide primary services for their catchment areas as well as have management responsibilities. Maternal delivery services will be provided at the six hospitals and about 12 additional maternities in selected family medicine centres. Emergency transport will be provided at a basic life support level of service initially. Essential oral health with an emphasis on prevention and promotion will be part of primary care. Mental health care will move towards community based systems.

Secondary and tertiary care

Secondary care will be based on the six existing hospitals. There is no need for expansion of secondary care capacity. There is considerable room for improvement in hospital efficiency. Patients will enter secondary care upon referral only. Tertiary care is that care provided at only one or two sites in Kosovo, and requires referral. Non-family medicine specialists will be hospital based or affiliated. Outpatient speciality care will be provided at hospitals and at selected family medicine centres on a referral basis. Drugs and medical supplies will be provided through the essential drugs concept. The prevention and rehabilitation of disability will be a priority.

Public and environmental health
The Institutes of Public Health (IPH) will concentrate initially on communicable disease control, health promotion, and water and food safety. The establishment of efficient health management information systems is a priority. The IPH will concentrate on its regulatory, quality assurance, planning and policy role and facilitate the integration of certain public health interventions such as immunization into primary care.

Impact on programming
Referral system

Patients in the public system will move from primary to secondary to tertiary care on referral only. Those skipping the referral system will sustain a financial penalty. Patients will choose a single primary care provider as their entry point to health care.

Infrastructure

The definition of catchment areas will determine the size and location of primary care provision sites. There is no need for expansion of the current health house structures. Hospital bed capacity will not expand at this time. Standard equipment and service lists will be adhered to at all levels of practice.

Human resources

The future of the health care system lies with a combination of family medicine specialists in primary care and hospital based or affiliated specialists in secondary and tertiary care. Current professionals will not be excluded from the system. Upgrading the nursing and the paramedical professions to post-secondary school qualifications will be done over time. The training and posting of professionals will be done based on the needs of the health care system and the people of Kosovo.

Financing

The current situation leaves little alternative to the health care system being a public-private mix of both financing and provision. Individual practitioners will be able to work in both systems. Adverse effects on equity will be monitored. The introduction of pre-payment systems is highly desirable. Grey payment systems will not be tolerated.

Management systems 
The Department of Health and Social Welfare will remain responsible for health care through a system of regional health offices in the interim period. Over time, the responsibility for primary health care will most likely pass to municipalities. Regional institutions will be managed by central appointees at this time.

 I.
 Background

These policy guidelines were initially developed by a Health Policy and Planning Working Group that was appointed by the Department of Health and Social Welfare of the Joint Interim Administrative Structure of Kosovo in April 2000. The World Health Organization served as the secretariat to the working group. The policy was developed after consultations with a wide variety of relevant stakeholders throughout Kosovo. The draft policy was then presented to the Department of Health and Social Welfare for finalization.  This policy will guide the development of health services in Kosovo during the period of interim administration. They are the next step in the health policy process which was initiated in July 1999. They are the follow-up to the “Interim Health Policy Guidelines” issued by the UN Civil Administration in September 1999. 

Kosovo has had a turbulent recent history.  That history has a large impact on the future of the health care system. Kosovo had a health care system based on the Semashko, socialist model. As in many of the former socialist countries, this system was dominated by large institutions, depended on vertical organization of services, and was criticized for being excessively bureaucratic, inefficient, and centralised. The system relied on financing through a combination of social insurance, tax revenues, and, to a limited degree, out-of-pocket payments. Primary care was organized around specialist polyclinics.  General practice was not comprehensive or well developed. Hospital capacity as measured by total number of beds was low by regional or European averages, but hospitals were felt to be large and relatively inefficient, with somewhat low utilization and long lengths of stay.  Public health interventions were vertically organized and not well integrated with primary care services. Over the past decade there has been a progressive decrease in the economic status of Kosovo which has led to decreased funding in the health sector. This decreased funding has led to a deterioration of the infrastructure of the health sector and to progressively lower salaries, in real terms, for health workers.

In the late 1980’s, the regional autonomy of Kosovo was revoked. This eventually led to the departure of many Albanian professionals and patients from the state organized health system for reasons of discrimination. A parallel system of health services and training developed for the Kosovar Albanian population who were expelled from the state system. The political situation continued to worsen with increasing state violence and increasing resistance to the state. This culminated in the first half of 1999 with the war and the exodus of almost half of the Kosovar Albanian population. During this time much of the health infrastructure was destroyed. In June 1999 a peace treaty was signed, NATO troops entered Kosovo, and the period of interim administration by the United Nations began. 

The majority of the population, including health workers, returned to Kosovo during the early months of the interim administration. There was also a large influx of humanitarian aid and humanitarian organizations. Health workers returned in large numbers to the existing health institutions. Many of these health workers returned after almost ten years of exclusion from the government health care system. They returned to a public health system that had deteriorated greatly, mostly due to neglect and decreasing budgets. In addition, the collapse of the socialist economies had led to the prospect of an entirely new paradigm for the society of Kosovo.

The long term future of Kosovo is still unsettled. However, the interim UN administration has stated clearly that it has the intention of leaving a Kosovo that is better prepared to enter the 21st century no matter what the final arrangements for Kosovo are. To that end, the Department of Health and Social Welfare of the Joint Interim Administrative Structure seeks to work closely with all members of society in Kosovo in designing that better future for the health sector.  The Department and other implementing agents will develop action plans based on the policy. 

Health status and demography in Kosovo

· Kosovo has a young population with a mean age of 24.6 years. Twenty-three percent of the population are under the age of 14 years while 52% are from 15-49 years of age. Ten percent of the population are under the age of five and of those, 2% are under the age of one year. Fifteen percent of the population are over the age of fifty, with 7% from age 50-59 and 8% age 60 and over. Women of child bearing age (15-45 years) constitute 56% of the female population and 26.2% of the total population. The average number of people per household was 7. Twelve percent of the households were still displaced at the time of the survey in September 1999. 

· Kosovo is estimated to have the highest infant mortality rate in Europe: 51.2 deaths per 1000 in 1989. Although reduction to 20.0 was officially reported in the mid-1990’s, official statistics during the last ten years have not accurately reflected reality as many Kosovars were obtaining health care services in alternative voluntary or private facilities. It is estimated that there will be about 36,000 deliveries annually in Kosovo. A high rate of death among sick neonates admitted to hospital is reported from the study of hospital records.

· The crude mortality rate for deaths due to natural causes was estimated to be 0.45 deaths/1000 population/month in September 1999. This is consistent with estimates from the Institute of Public Health and survey data from Kosovo Albanian refugees in Macedonia in early 1999. A study of hospital mortality showed that 12% was due to communicable diseases, 53.2% to non-communicable diseases, 3% due to maternal conditions, 29.1% due to neonatal conditions (0-28 days of age), and 3.4% due to injuries, and 0.6% to nutritional illnesses. It is of much concern that 40% of in-hospital mortality was accounted for by infants. 

· The most commonly reported adult chronic conditions are cardiovascular disease, renal disease, lung diseases, chronic back pain, and ulcer/gastritis. Malignant disease is felt to be a major and increasing problem. Tobacco use is suspected to be a major contributor to morbidity and mortality. 

· The epidemiological situation in Kosovo is uncertain. During the period 1990-1997, 176 epidemics or outbreaks were registered. Communicable diseases in Kosovo are problems as demonstrated by the high case fatality rate for bacterial meningitis, haemorrhagic fever, viral meningo-encephalitis, shigellosis, and diarrhoeal diseases. Another concern is the high incidence of tuberculosis, estimated at 60-70 cases/100,000. Diseases of water and food contamination, such as Hepatitis A are endemic. An outbreak of tularemia associated with contamination of food and water by rodents occurred in late 1999 and early 2000.

· Psychosocial problems account for a significant proportion of chronic diseases.

·  Mine injuries represent a significant public health concern, particularly for persons between the ages of 10-19 years. Through March 2000 there had been 269 registered incidents and 435 casualties due to mines and unexploded ordnance. The over-all prevalence rate is 15.4 per 100,000 population, with a mortality rate of 4.9 per 100,000. 

· The most frequently used health facilities were health houses (35%), ambulantas (31%), hospital outpatient departments (20%), and inpatient departments (4%). A utilisation rate of almost 5.6 visits per person per year was present during the month of the survey. 

· Fifty-five percent of households spent money on health care in a two week period, with an average household expenditure of 18.8 DM in a two week period. This would extrapolate to an annual per capita expenditure of 70.8 DM per year for drugs, 16.6 DM per year for transport, 6.2 DM per year for dental care, and 2.7 DM per year on inpatient care. The sum of these figures in September 1999 was already twice that of the recurrent health expenditure of the interim administration.

· Over 97% of urban dwellers receive their drinking water from piped systems. In rural areas 68% of people receive their drinking water from wells and previous data has shown a high degree of faecal contamination of wells. Only 2.5% of households chlorinate their water and 6.4% of households boil their water. Urban households primarily have flush toilets which are attached to sewage systems (89-95%). The large majority of rural households use free flow latrines (63-81%). Urban households primarily dispose of their solid waste by using communal bins, while rural households use dump sites. 

· Studies by the dental faculty of children have shown that 95% of pre-school and 81% of school age children have identifiable dental caries. Gingivitis occurred in 20% of the population. Orthodontic disorders were present in 60%. 

· One survey by HandiKOS suggests that 2.5% of the population have some type of physical disability.

* These statistics were take from the Kosovo Albanian Health Survey Report of September 1999 – (IRC, IPH, WHO, CDC) 

Health system before 1990 and from 1990 – 1998

· In the period before 1990 the health system was managed in liaison between the health service and structures that represented the Parliament. The needs and requests of the people were referred to the Chamber of Health Services Users. The Ministry of Health played the role of legislator and in Kosovo acted as the secretariat for health and social welfare and initiated important matters concerning health topics like the quality of work or professional supervision. Other health workers were licensed from health departments at municipal level.

· Health organizations comprised health houses, health centres, clinics, special hospitals, rehabilitation institutes, pharmacies, institutes of public health and dispensaries for occupational health. Health organisations elected their directors and boards independently in an open competition. The Ministry of Health did not control the selection of these bodies. Assurance of health as a requirement decreed by the Parliament played an important role in the development of health services. Health organizations reported on their work in assuring health to the Parliament. 

· In the period from 1990 to 1998 health care and service was focused upon and run by the Belgrade Ministry of Health which was in charge in Kosovo. The districts were without any mandate for management except certain duties in the field of sanitary and health inspection. The Ministry of Health made the decisions for the leaders and boards of health institutions including the types and numbers of health institutions and the rights for using health services. The directors and boards of health institutions reported directly to the Ministry of Health. The civil service in the health sector had about 13,800 employees even though 64% of the ethnic Albanian health workers had been excluded from the system.

· The directors of health institutions had the power to manage their human resources, i.e. hiring and discharging of workers. Financing was centralized. There was a department of health insurance in each district that made centralised governance more possible. This period brought changes in the structures of health institutions; i.e. many workers were forcibly excluded from the system and many patients sought alternatives for services, e.g. private practice or humanitarian service provision, mostly organized through the network of the “Mother Theresa” charity organization. 

Health service provision in 1999 

· Access to modern primary care is variable. In urban areas there may be several ambulantas or health stations (terms used for smaller outpatient health facilities) within an easy distance. Rural facilities are sparser. A consistent level of care is not provided between various ambulantas. 

· Out-of-hours cover in primary care is limited. Where it exists, it is often provided by doctors who are strangers to the patient. Many ambulantas are quite small, offering a nurse or doctor with a stethoscope and a single cabinet only, and therefore provide minimal services. Emergency transport to health care exists in only a few locations, mainly in urban areas and many depend on the availability of car, tractor, or cart transport from family or friends. There is not a referral pattern that is clear to either health professionals or patients.

· Health houses (specialist polyclinics) are located in most municipal headquarters. Many patients refer themselves directly for specialist care to health houses, leading to a relatively inefficient use of specialist time and probably to increased use of resources for the provision of primary care. Specialists in health houses do not have hospital privileges

· The basic infrastructure of hospital buildings is generally sound although most are in a state of poor repair. Standards of sanitation and internal decoration are low. Buildings are poorly adapted for the disabled. Each hospital comprises a number of separate “clinic” buildings each providing inpatient, outpatient and emergency care for patients in one or two specialities. Clinics sometimes have their own laboratory, intensive care, and operating theatres, rather than shared services. Bed occupancy in the past has averaged around 75% with a length of stay of about 12.5 days. There is a shortage of trained health managers in the system.

· Delivery of pregnant women is available at all hospitals and in about seven maternity centres within health houses and at an unknown number of ambulantas, mainly in the humanitarian or private systems. Midwifery services are poorly developed. 

· Mental health services were based on a biological model with little tradition of psychosocial treatment or community care and support. Learning disability services are based on a tradition of benevolent custody and focused almost entirely on institutions.

· Dental services have focused mainly on pain relief and extractions. Restorative treatment, endodontics, and orthodontics are quite limited in availability. Systematic implementation of preventive and promotive oral health activities is not present.

· The reliable provision of safe and adequate drinking water and the safe removal and disposal of faeces is not assured within Kosovo. Before the war faecal contamination of water from both piped water supplies and wells was common. This is likely worse after the war due to destruction of water system protection and the contamination of wells. Sewage from cities is discharged directly into rivers and rural sanitation is dependent on pit latrines, many of which are located in sites that contaminate wells. Industrial contamination is common in industrial and mining areas. The environmental and health consequences of this are not well established at this time.

· The public health infrastructure consists of a central Institute of Public Health which co-ordinates five or six regional institutes. These are largely independent of other health services. Buildings are basically sound but much of the equipment is obsolescent. Information systems have been disrupted and are in need of restructuring.

· The emergency saw a large influx of humanitarian organizations and KFOR services in the health sector. Their contribution has been extensive and most welcome. In most cases, their contribution has helped meet immediate demands and contributed to the longer term development of health services in Kosovo, although some difficulties with co-ordination did occur.  Improved coordination, clearer policy guidelines, and more thoughtful project planning will make their contribution even more useful in the future.

Health service provision during the interim administration

The greatest strength of the Kosovo health service lies in the dedication, enthusiasm, resilience, and adaptability of its staff, but health services in Kosovo have suffered from the past decade of turmoil and are inefficient.

· The health service was initially staffed by Kosovo health workers who spontaneously returned to work sites from which many had been excluded for the past ten years. This return was organized with limited input from the interim administration and the number of staff working at various sites has not always been distributed fairly or within the budgetary constraints of the interim administration.

· The efforts of the Kosovo health workers were greatly supplemented by members of the international community who provided needed inputs and resources.  Coordination of all of the external inputs was a major task which only partially succeeded. Coordination efforts included co-ordination meetings, promulgation of guidelines, and registration of external organizations. 

· The funding available for recurrent expenditure in health through the Kosovo Consolidated Budget, which comes from a combination of donor funds and locally collected tax revenue, is currently at a level of about 40 DM per capita (75 million DM total). It is likely that an equal amount to this is already being spent out of pocket, primarily on pharmaceuticals. The Kosovo Consolidated Budget is not likely to grow rapidly in the foreseeable future. 

· Multiple initiatives to improve the quality and quantity of health services have been initiated. Many of these are based on the principles outlined in the ‘Interim Health Policy Guidelines’ that were promulgated in September 1999 by the interim administration.

II.
 Policy goals for health in Kosovo as part of Europe

The people of Kosovo aspire to achieving the full health potential of all of the people of the region within the resources available.
Priority targets

The Health21 policy for WHO’s European Region defines 21 targets for the 21st Century. While wishing to achieve considerable progress in health gains for all of the people of Kosovo, it is realistic to focus energy and resources in certain priority areas. Initially, five health targets have been chosen out of the 21. They are the focus of health sector attention and activity for the time period of the Joint Interim Administrative Structure. Indicators for the targets will have to be developed. Improved information systems will be needed to set and monitor these targets. 

· Target 1 - Healthy start in life 

To reduce neonatal, infant, and maternal mortality and morbidity, all of which are among the worst in Europe

· Target 2 – Improved health of young people 

To protect young people from the negative effects of tobacco, alcohol, drugs, unwanted pregnancies and sexually transmitted diseases

· Target 3 – Improving mental health

To reduce the burden of mental health problems, injuries and violence in a manner that respects the autonomy and rights of those with mental health problems

· Target 4 – Managing for quality of care

To improve the quality of health care at primary, secondary, and tertiary levels through regular attention to health outcomes. To set up both short and long term plans to improve the quality of care through improved management and an organized system of referral

· Target 5 – Developing human resources for health

To recognise and strengthen Kosovo’s capacity at all levels of the health system through improved human resource development in a manner consistent with the health care reforms proposed

III.
 Principles of the new organization

The health care system will be organized on the principles of equity, acceptability, effectiveness, flexibility, sustainability, non-discrimination, appropriateness, and affordability. It is recognized that some of these goals are conflicting, particularly in respect to equity and affordability. Every attempt will be made to balance the competing principles of organization. The system will offer universal access to all residents of Kosovo to a basic set of primary, secondary, and tertiary health services, as well as public health protection. In line with WHO’s Health21 policy, it will aim to achieve full health potential for all by promoting and protecting health, reducing the incidence of disease and injury, and alleviating suffering. Access to health care is seen as a basic human right within the means affordable by that society. An emphasis on access for vulnerable groups is to be maintained.

Key features of the system

· Access to service will be through a system of primary care organized along population catchment areas and a family medicine concept emphasizing teamwork. The primary care system will seek to deal with 80-90 % of problems at the initial point of contact. A primary care doctor selected by the patient will be the referral point into the secondary and tertiary systems of care. 

· Essential public health dentistry will be provided as part of primary health care. 

· Specialist care will be provided by hospital based or hospital affiliated specialists on a referral basis. Admission to specialist care will be by referral from a primary care doctor (family medicine, GP, or specialist working in primary care) who has provided adequate case notes and a justification for referral. Certain types of specialist care may be provided in non-hospital settings on an outreach basis.

· Catchments based on population, taking into account local details, will determine the size and location of facilities. Services can be of better quality and more comprehensive if the average catchment size is larger than exists currently in Kosovo. For family medicine, it is recommended to reach catchments of around 10,000 people as a minimum planning unit. This may be somewhat smaller in some rural areas and larger in many urban settings. It is recommended that 1500-2000 deliveries per year should be expected to justify the opening of a maternity service in most cases.

· Funding in the interim administration period will come from a combination of external donor funds and internal funds from tax revenue and co-payments. Alternative funding sources such as increased tax revenue, social insurance, voluntary contributions from expatriate Kosovars, private insurance, and co-payments or variations of fee-for-service will have to be explored for feasibility. Public expenditure in the health sector should remain within ranges that are potentially affordable and sustainable by the economy of Kosovo.  Out of pocket payments are known to be regressive, but in the short term are likely to be the only mechanism of bringing needed additional funds to the health sector. Some form of pre-payment for health services must be pursued in the longer term as a means of advancing equity and the health of the people of Kosovo. Methods of increasing funds available for health through increasing tax revenue or obligatory health and social insurance should be pursued.

· A mix of public and private provision of services will be necessary. It is recognized that public funding alone will not be large enough to support a comprehensive, universal public health service. The approximate size of the current health establishment will be maintained, meaning salaries will be relatively low. Public employees will be allowed to combine regulated, public employment with regulated, open, private practice. This is done to prevent an exit of staff from the public system and to avoid the problem of illegal, ‘grey’ payments. Private patients are to pay all of their costs and not be subsidized by the public system.  

· Public provision of services will continue with public ownership and maintenance of facilities and equipment, public provision of basic supplies, and public payment of health workers. Public workers will be able to supplement their incomes privately through a regulated system. Public health facilities should remain publicly owned during the interim period. Decisions about privatizing such facilities will need to wait until the long term future of Kosovo is settled.

· Private practice and private institutions will be allowed. Private institutions will be considered for all levels of care. They will have to be approved and regulated based on economic feasibility and need. It is intended that public services will be of sufficient quality to meet the basic needs of the population. Efforts will be made to avoid a two tier level of quality for the most essential services.  Regulation and licensure of private practitioners will be established. Private practice is an option for those who do not join the public system, but only in a well regulated fashion. Private practice is an option for doctors in the public system, but only with clear-cut regulations to limit abuse, and only after reasonable public obligations have been met. Patients who are seen privately will not gain unfair advantage, such as queue jumping, in the public system. Public health workers who are abusing the privilege of private practice will be at risk of having that privilege revoked.

· The numbers and types of health workers trained will be matched to the needs of the health care system. Positions in the public health care service will be allocated to facilities and institutions based on the needs of the people of Kosovo.

· The system will include regulated access to a range of drugs of the required quality, efficacy, and safety which are appropriate to the needs of the people and that can be rationally prescribed, used, and financed. An essential drugs policy will attempt to provide those most necessary drugs at the most affordable prices possible. Information on efficacy and least cost alternatives will be made available to all prescribers and patients. Those insisting on using more expensive alternatives will bear the burden of the higher cost.

· The health system, both in service provision and employment, will not discriminate on the basis of age, sex, race, physical disability, or ethnicity.  Parallel systems are to be avoided.

· The rules and regulations for the health sector will be translated into administrative instructions by the Department of Health and Social Welfare.

IV.
 The way forward - taking the health service into the 21st century

Primary care

Objective: to provide modern primary care services that have the confidence of the population and are effective, accessible, and affordable.

Family medicine centres or units

Primary health care will be based on a family medicine approach of physicians, nurses and other professionals working as teams. Emphasis is placed on teamwork and complementary skills. Family medicine for all team members is considered a speciality that emphasizes breadth of knowledge and social aspects of health service. Each team will provide a full range of primary care services. It will take some time for teams to develop all of the needed skills, but in the long term the following services should be provided at family medicine centres:

· initial diagnosis and, if necessary, treatment for most health problems

· referral to specialists for more complex cases 

· reproductive health services, including planned and safe antenatal and post-natal care, family planning services, sexually transmitted infection services, and the prevention of violence 

· child health services

· immunization (both planning and implementation) 

· advice on health matters and health promotion in the community including the patronage nurse as part of the team where available

· treatment for minor injuries

· home visits to patients who are too ill to travel

· identification of the vulnerable and other risk groups

· access to essential drugs and medical supplies

· 24-hour availability of urgent care on an on-call basis 

· essential public dentistry (if the catchment area justifies)

· identification, rehabilitation and prevention services for the disabled at community level where feasible, or if not, through referral

A wider range of services can be provided more cost effectively for practice populations of a minimum of around 10,000 people while at the same time remaining closer to people’s homes. In remote areas a smaller catchment population may be necessary so that everyone can reach their family practice centre with no more than about two hours of travelling time by foot. There is much pressure to maintain small service points with one or two staff or on an outreach basis. This may be necessary for political reasons, but it is likely to be less cost effective and likely to lead to an overall lower level of service and should be discouraged through open discussion with communities.  

Each unit should employ about one doctor and two nurses/technicians for every 2,000 people, giving teams of, for example, five doctors and ten nurses to care for 10,000 people. A ratio of one doctor and two nurses per 1,000 might be desirable but is currently not affordable. Areas with larger catchment areas should maintain approximately the same staffing ratios for primary care. Grouping staff does offer the potential for more services to be provided through the varied skills of team members. Only the largest catchments are likely to be able to afford to provide a 24 hour service which is open continuously. Units serving smaller catchment areas should make provision for on-call services as convenient as possible to serve the needs of communities. A family practice unit may provide outreach services depending on the needs of the population and the staff present in the unit.

All patients will be expected to register with a single primary care provider. This provider will be the starting point of the referral chain. Patients may register with the provider (clinic or doctor) of their choice. It is expected that most patients will register with the geographically nearest family medicine centre. This implies that resource inputs will be approximately equal so that there will not be major differences between the services provided at different primary care sites.  It has been decided that for the benefit of increased efficiency some limitation of patient choice is desirable in Kosovo. In the long term, this could set the stage for reimbursement of primary care providers on a capitation basis. Information systems at this time are not in place for such a system to work. Such information systems should be developed.

Many premises now occupied by ambulantas and health stations can provide, with adaptation, suitable premises for family medicine. In some areas it may be necessary to make long term plans to build or purchase new premises to provide sufficient space. It is crucial that as rehabilitation continues longer term planning also occurs. This will allow the use of rehabilitation funds to expand or build larger family practice centres if a location has been chosen as the family medicine centre for a catchment area. Logical planning based on catchments should occur rather than rehabilitating and equipping every pre-existing health facility.

Occupational health is a specialization within Kosovo. Occupational health clinics have provided primary care services for workers and their families. Occupational medicine should not be a speciality of general medicine for workers and their families. Occupational medicine should be a public health speciality dealing with prevention and treatment of work related illness. Occupational health facilities and regular health facilities should not duplicate services in the same catchment areas. Staff who have been providing general medical services in an occupational medicine setting should be absorbed into the primary care system. 

The financing strategies for family medicine, are likely to be a combination of public and private in the medium and longer terms. In the medium term this is likely to be through co-payments, either fee for service or charges for drugs. Income supplements to those working in primary care in less desirable or more remote locations should be made if it is affordable.

Health houses, over time, will change functions to concentrate only on primary care. They are now designated as larger family medicine centres. They will be the centre for administration, support, and management of family medicine throughout a municipality. They will also be responsible for providing family medicine services within a logical catchment area. Donors should not make interventions that increase the recurrent budget obligations for the future government of Kosovo. At this time there is no indication for enlarging the current health houses (larger family medicine centres). 

The specialists working in health houses will not be excluded from the system. In fact, they will play a key role in the new primary care system, guiding their younger colleagues. Some will become hospital-based or hospital-affiliated specialists and others will reorient towards a specialist type of family medicine practice within primary care. Internists, paediatricians and gynaecologists who are interested can be suitable providers of primary care in family health. Certain primary care specialists, especially gynaecologists and paediatricians, will be encouraged to cluster at sites where babies are delivered.  Specialists who choose to stay in primary care will be encouraged to take upgrading courses in family medicine. Certain specialists may have careers as dual specialists in their original speciality and family medicine if they take the required upgrading courses.  Some outreach specialists services may continue in larger family medicine centres in cooperation with hospitals or other secondary health structures. 

Excessive maternal, infant, and child mortality have been identified as problems and will receive special attention in the health care system. Violence against women, both state organized and domestic, have been identified as past and present problems which deserve attention.  Reproductive health, child health, and the protection and care of women and children from violence are integral parts of the health care system, both within family medicine, but also in all other parts of the system, including mental health, secondary care, and public health. Issues of quality of care, accessibility of services, freedom of choice, confidentiality and advocacy must be addressed.   

Oral health

The overall goal of the dental health system will be to improve the oral health of the population. This will be done by moving the focus of the public dental system from curative to preventive services within the context of an integrated health care system. Dental care is to be available to all of the population of Kosovo.

Dental health is an integrated part of the health care system. It will adhere to the same basic principles as the rest of the system. The strategic goals for oral health are:

· To make preventive and promotional strategies a priority with an emphasis on health education activities 

· To integrate improved dental public health services within the general health context

· To make essential dental care available to the population within the limits of what is economically feasibly

· To improve the management of dental health services in both the public and private sectors.

Primary oral care will be based on the family medicine centres. Primary oral care will involve dentists, dental assistants, family medicine doctors, family medicine nurses, and school teachers. Primary oral care will concentrate on advancing the level of oral health for pre-school and school children and raising the level of oral health education. Primary oral care will be a referral point into the secondary and tertiary oral health systems.

Secondary care will offer a wider range of dental services, including emergency dental care, pain relief, curative services, and orthodontic services. The seven larger regional centres (Pristina, Prizren, Gjilan/Gnjilane, Peje/Pec, Mitrovica, Gjakova/Djakovica, and Ferizaj/ Urosevac) will provide a 24-hour emergency dental service and each will have a prosthetic dental laboratory. Currently maxillofacial surgery is available only in Pristina, but it will be a goal to make it available in each district hospital.

Tertiary care will be available only at the level of the dental faculty. The faculty will also provide secondary care because cases for teaching purposes are required. There will be a definition of which services and procedures belong to secondary care and which to tertiary care. Over time, as the economy improves and more resources become available, this will be redefined.

Essential dental services will remain in the public sector. Co-payments will be low or not charged at all for the most essential services to the most vulnerable populations. Co-payment for non-essential items will cover all of the costs of such items. There will be a public-private mix in the dental sector and it is anticipated that about 50% of dentists will be completely private. Publicly employed dentists will be allowed to practice privately. Private practice of all types will be regulated and licensed according to standard procedures developed by the Department of Health and Social Welfare. The seven regional secondary oral health centres will report directly to the Department. The primary oral health programmes will report to the appropriate regional centre.  

Human resources will be key to providing an essential public oral health service. It is estimated that a dentist to population ratio of 1:6000 would be desirable in the public oral health service. This will have to be balanced against affordability. The concentration of dentists at urban centres is a problem. Incentives to encourage the disbursement of dentists throughout the population should be studied. Private dentistry will provide many of the dental services in the foreseeable future. A project of loans to equip private dentists in needed locations should be considered and forwarded to donors. The dental services provide opportunities to test the actual practice of a public-private mix of providers. Oral health providers do have the possibility of bringing more funds into the sector through co-payments for important, but non-essential services.

Maternity care

Objective: To provide safe and effective delivery services to all pregnant women.

Maternity services involve elements of both primary and secondary care. Antenatal and postnatal services will be available at family medicine centres. Normal deliveries will be conducted at the six general hospitals. Selected larger family medicine centres that are currently health houses, will also have a maternity unit providing normal delivery services. The location of maternity units will be based on catchment areas and expected numbers of deliveries. It is recommended that delivery sites should anticipate at least 1,500-2,000 deliveries per year, i.e. a catchment area of about 80-100,000, if transport and geography make this feasible. Smaller catchments may be necessary in difficult geographic terrain, but this must be balanced against staffing, equipment, and actual level of quality that is feasible if sites have too few deliveries. 

Emergency services for complications will be provided at the five regional hospitals plus the University Central Clinic in Pristina. Maternity services attached to family medicine centres will be restricted to low risk deliveries and all such maternity units will need emergency transport and rigorous risk screening procedures. It is unlikely that maternities would be able to keep all specialities needed to perform a caesarean section in the facility twenty-four hours a day. Therefore, assuming an emergency transport system that is effective, actual time from decision to operating theatre would be shorter by transporting cases than by performing the operation in the maternity. About ten to twelve upgraded family medicine centres will be needed to provide delivery services. About 20-25 maternity beds would be needed to provide routine delivery services for 1,500-2,000 deliveries per year. Gynaecologists and paediatricians, who are relatively scarce, should be assigned or clustered at those sites that are delivering babies. This will allow maximum use of their highly developed skills. In addition to referral care, these specialists should be involved in teaching and supervising the upgrading of skills of family medicine in the provision of routine child and reproductive health care.

Mental health 

Objective: to provide modern, multidisciplinary mental health services for adults and children with an appropriate balance of hospital and community care. 

Mental health involves aspects of primary and secondary care. Those with mental health disorders will be cared for in their own homes or in other community settings as far as possible. This care will be provided at family medicine centres, community mental health centres, protected apartments, and when necessary at in-patient mental health units in acute care hospitals with supervision and support from specialists in psychiatry. Members of the family medicine and community mental health teams will be involved in much of mental health care under the supervision of the relatively small number of psychiatrists. It will be a high priority to develop mental health skills, including psychopharmacology and counselling skills, within the family medicine teams. 

Kosovo has needs for inpatient treatment similar to those of other European populations and therefore a need for additional psychiatric facilities. These facilities may be additional beds. However, existing space and bed capacity could be used in innovative ways to provide outpatient or day treatment in community mental health centres or protected living situations outside the hospital setting. There will remain a need for acute psychiatric hospital care which should be provided in each of the six hospitals in Kosovo. The increase in facilities for psychiatric care can be accommodated through increased efficiency in other areas of the hospital. This will allow diversion of some of the existing bed capacity to psychiatric use. Neurological wards will be separated from psychiatric wards wherever possible. Building a capacity for child psychiatry is a high priority.

As a result of the recent conflict there is currently a substantial need for treatment and psychosocial support for people who are heavily traumatised and have impairment of their capacity to cope. Psychosocial programmes should not concentrate solely on counselling and debriefing but must also deal with individuals who have severe psychiatric dysfunction.

The transition to a community based mental health system is highly desirable, but it may take years to complete. The economic consequences of such a move need to be well studied as far as its impact on recurrent, capital, and training costs. 

Services for those with learning disabilities

Objective: to provide modern multidisciplinary services for people with learning disability with an appropriate balance of hospital and community care. 

Learning disability needs to be recognized as a separate field from psychiatry. Patients and facilities for learning disability and mental illness should not be mixed as they currently are. The individual needs of the current residents of Shtimlje Hospital will be reviewed and more appropriate arrangements made where possible. Most will be accommodated in a redesigned Shtimlje with improved therapeutic and developmental support and separation of different diagnostic categories. Community based care will be a medium and longer term consideration. Family doctors will be encouraged to identify patients with developmental disabilities who are in the community and would benefit from assessment and care. In the longer term, family medicine teams will be part of community care for the learning disabled.

Emergency transport services

Objective: to ensure that everyone in Kosovo has access to appropriate transport to health care facilities in an emergency within the financial constraints prevailing.

A basic ambulance service will be made available for all of the people of Kosovo. This system will aim to provide a basic life support level of service, not advanced life support. This will be reassessed periodically as the situation changes. Vehicles will be appropriate to the terrain and will be based in locations that give the most cost-effective coverage of the whole population. Equipment lists for ambulances have been developed and those guidelines will be followed. Most auto ambulances will be located at existing emergency units (urgjenca) that are usually located at the larger family medicine centres (former health houses), i.e. at municipality level. Family medicine centres that have a maternity should have an additional ambulance, one for the urgjenca and one for the maternity. Hospitals would require one ambulance as a minimum and two if available so that one is in place if one is being used for transport to tertiary care. Radio communication would be recommended, probably a VHF system in the short term. It would be best if this system was coordinated with the police and fire systems. However, waiting for a single communication system to develop should not stop donors and NGO’s from providing emergency transport vehicles to facilities according to the Department of Health and Social Welfare master plan. An officer in the Department of Health and Social Welfare will be designated who is responsible for the emergency transport service.

The emergency transport system will be based on a team of a doctor, nurse, and driver. Transport of emergency patients should not be done by a driver alone. Properly trained nurses may be able to fill this role without the presence of a doctor in all cases. There should be no need to increase current staff numbers at urgjencas or health houses to provide this level of staffing. Some reallocation and upgrading of staff may be necessary to provide 24-hour coverage. The presence of a doctor on the team will allow triage of patients to the most appropriate facility. A total of about 50 ambulances would be sufficient to provide a basic network. It is likely that this number of ambulances exists within Kosovo already due to the emergency. Donated ambulances should be taken into the national system preferentially, and assigned by the Department of Health and Social Welfare where the need is greatest. Emergency ambulances will not be used for ordinary transport of non-emergent patients, including dialysis patients, or the transport of medical staff.

Private or voluntary ambulance services may emerge in Kosovo and they would not be discouraged. However, they will not be paid for by public funds. Until such time as communications improve, many patients will continue to come to the attention of the system through private transport to the site of an urgjenca. 

Secondary and tertiary care

Objective: to provide everyone in Kosovo with access to efficient, safe and rational specialist and hospital services. 

Secondary care will be defined as referral care that is provided at multiple sites in Kosovo, most commonly the regional or district hospitals. Tertiary care is that care provided at one or two institution in Kosovo, most commonly the University Central Clinic in Pristina. In most situations, patients will enter secondary care upon referral from primary care. Tertiary care will be entered upon referral from secondary care.

There will be 5 regional or district hospitals in Kosovo. Each region in Kosovo will be served by a general hospital providing high quality, modern specialist care for in-patients and for outpatients. Pristina University Central Clinic will serve as the district hospital for Pristina region and the tertiary referral hospital for all of Kosovo. The combination of secondary and tertiary care in one facility in Pristina creates some management and budgeting problems. There are proposals to separate secondary and tertiary activities into separate facilities within the current University Central Clinic infrastructure. There is no consensus as to whether this is feasible or desirable, but it deserves further study.

Each clinical speciality will form a committee to define which procedures and level of care are appropriate for secondary care and which for tertiary care. This assessment will need to involve economists and managers, as well as clinicians. If a procedure is defined as belonging to secondary care, then every effort should be made to have it available at all district centres. Tertiary care will be grouped at no more than one or two of the existing hospitals. A basic principle is that expensive infrastructure and training should not be duplicated in more than one place. As the socio-economic level of Kosovo improves what is deemed expensive may change.  

Funding and staffing for the hospital sector have been determined mainly on the number of beds in the respective institutions. This encourages inefficiency. As information on actual service provision and service needs improves, alternative funding formulas will be found. The exact catchments of different institutions is in dispute, and further clarification is needed, perhaps through patient tracking studies.

Pristina University Hospital and Clinical Centre – 2344 beds

The Clinical Centre, Prishtine/Pristina will provide tertiary care to the whole population of Kosovo and secondary care to the population in its catchment area. The Clinical Centre will also provide higher education and undertake scientific and medical research. The municipalities of Gllogove, Fushe Kosove, Shtime, Novoberde, Obiliq, Podujeve, Lipjan and Pristina are those officially listed as belonging to Prishtine/Pristina region or district.

Peja/Pec General and Peja/Pec Lung Hospitals – 471 general/180 lung beds

Municipalities: Istog/Istok , Kline/ Klina, and Peja/Pec

Prizren General Hospital – 650 beds

Municipalities: Dragash/ Dragas, Suhareka/Suhareka, and Prizren

Mitrovica General Hospital – 470 beds

Municipalities: Vushtri/Vucitrn, Zvecan, Zubin Potok, Leposaviq, Skenderaj/Srbica, and Mitrovice/Mitrovica

Gjilan/Gnjilane General Hospital – 470 beds

Municipalities: Kacanik/ Kacanik, Shterpce/ Strpce, Ferizaj/Urosevac, Viti/Vitina, Kamenice/ Kameninca, and Gjilan/Gnjilane

Gjakove/Djakovica – 529 beds

Municipalities: Decan/Decane, Rahovec/ Orahovac, Gjakove/Djakovica, Malisheve/Malisevo

The expected volume of hospitalisation is an average of 110 episodes of hospital treatment per 1,000 inhabitants and an average length of stay of 10-14 days. Using these figures, 1,684,347 inpatient-days could be covered by 5,429 beds at 85% occupancy. However, there is considerable room for improvement in hospital efficiency within these guidelines. Factors that define the reorganization of hospitals and their functions will be:

· Population distribution

· Development of the health service network

· Distribution of doctors and specialists

· Infrastructure and equipment availability

· Laboratory and other support services

A full review of in-patient and outpatient hospital services in relation to needs will continue. 

Every family medicine or primary care doctor will be able to refer patients directly to the appropriate specialist. In rural areas, from which access to hospitals is difficult, hospital specialists will provide a proportion of their outpatient clinics in other health premises, such as larger family medicine centres.  It will also be possible for specialists from tertiary hospitals to make visits to local hospitals, on request, to assist colleagues with difficult cases. 

In the longer term, the potential of telemedicine to enable specialists to see patients, examine x-rays and advise colleagues without the need for travel will be explored. These improvements in service would reduce the need for specialist outpatient services that are provided outside a hospital setting. Feasibility and cost will determine how rapidly this develops. 

To improve the speed of diagnosis and the quality of care for patients, services within each hospital will be reorganized. This will enable rare and important skills to be concentrated and upgraded. It will allow expensive equipment to be used more efficiently. Intensive care wards, laboratories, operating theatres and emergency admission facilities need to be grouped and rationalized. More rapid diagnosis and more efficient treatment will shorten hospital stays, thus reducing the need for hospital beds. 

The five peripheral general hospitals will continue to provide general surgery, urology, general medicine, infectious diseases, physiatry, neurology, paediatrics, obstetrics, gynaecology, orthopaedics, ophthalmology, otorhinolaryngology, maxillofacial surgery, dermatology, pathology, radiology, psychiatry and anaesthesiology. The University Central Clinic will also provide additional specialist services, including sub-specialist services yet to be defined as needed and practicable. The allocation of beds and resources between intensive care, emergency care, and non-emergency care in each of the hospitals needs further study based on the principles of cost effectiveness, need, and quality assurance.

Referral for services outside of Kosovo (known as MEDEVAC) will be controlled by the civil administration under strict guidelines. All facilities in the region can be considered for MEDEVAC depending on convenience, cost, capacity, and acceptability to patients.  It has been suggested that certain complex procedures and types of care might be more efficiently supplied on a basis of regional groupings. However, in the current political setting this would be difficult to negotiate.

Drugs and medical supplies

Objective: to ensure equitable access to drugs and medical supplies required for the treatment of disease and the relief of suffering. The available drugs and medical supplies should be cost-effective, of the required quality, and be rationally and safely used in the care of patients.

The essential drug concept will be the core of drug and medical supply in Kosovo. A list of essential drugs and medical supplies required to meet the health needs of the people of Kosovo will be identified and used to guide procurement and availability in the public sector. The essential drug and supply list will be determined on the basis of effectiveness and efficiency as determined by the concepts of evidence based medicine. The lists will be reviewed periodically by task forces of clinicians and pharmacists. Quality assurance in the public sector will be based on good procurement practice from reliable vendors and good storage practice up to the point of use. Initially, quality control testing will be performed at laboratories in the region. Consideration to development of a quality control laboratory or Institute of Drugs may be done later as the economy develops, but careful analysis of issues of cost effectiveness and consumer drug prices and access to drugs must be done. Purchase of medications and supplies for the public system will be done centrally to achieve optimum prices through quantities of scale.  Determination of individual facility needs will still be made at the local level, although there will be central review. Donations are becoming less important but are still accepted but must comply with the internationally accepted inter-agency Guidelines for Drug Donations. The rational prescribing and use of drugs will be expected and encouraged.. 

The Korporata Farmaceutike e Kosoves or KFK (Co-operative of the State Pharmacies of Kosovo) will be responsible for the distribution and dispensing of all drugs in primary health care. Drugs and supplies from the essential list will remain free or at the lowest possible cost to the consumer. Non-essential drugs will be sold at low prices but with a reasonable profit allowed which is expected to cover the running of the distribution of the essential drugs and supplies. The ownership of the facilities remains with the state for the time being. 

Private pharmacies are allowed and will be regulated in the same fashion as the state pharmacies. Private pharmacies should not prescribe and should be under the supervision of a registered pharmacist. All private pharmacies must register with the Kosovo Drug Regulatory Agency of the Department of Health and Social Welfare. Importation approval is required for drugs in both the public and the private sector, including donations. 

Local manufacture of pharmaceuticals and medical supplies will be encouraged where it is economically feasible.  The future development of Farmakos should be referred on to the Department of Commerce and Industry for further study.

The prevention and rehabilitation of disability

Objective: to provide comprehensive prevention and rehabilitation services for disabled children and adults in a continuous manner within communities, within educational institutions, and through specialized institutions and existing hospitals.

A comprehensive programme including primary, secondary, and public health care to address the needs of the physically disabled is envisioned with the following components:

· An effective community based rehabilitation network making use of both local and international organizations.

· Improvement of training and facilities for physiotherapists and other key professionals in rehabilitation.

· Establishment of a national ortho-prosthetic centre at Pristina.

· Acute care services at six hospitals and other institutions if necessary.

One of the senior technical staff in the Department of Health and Social Welfare should be responsible for issues concerning disability. This officer will cooperate with civil society and disabled peoples’ organizations, coordinate services for the disabled in the health sector, and be part of any standing governmental committees which are responsible for multi-sectoral approaches to disability issues. Prevention of disability is a high priority, including mine awareness, accident prevention, pre-conception and antenatal care, and environmental protection.

Plans for the upgrading of physiotherapy services in Kosovo will be made. This will include making physiotherapy a post-secondary qualification. All doctors should have the right to prescribe physiotherapy services under a set of strict guidelines developed by the appropriate specialists. Training in disability will be included in the basic pre-service curricula of all health workers. Referral networks between primary care, social services, and speciality care will be defined.

Community based rehabilitation centres, now ten in number, will eventually come under the oversight and management of the municipal assemblies. These centres will maintain their community links, however, and maintain community management boards.

Medical supply, including supplies for the disabled, will be part of the essential drugs and medical supply programme. Medical equipment, including orthoprosthetics, should eventually be part of the essential drug and supply programme. 

Accessibility for the disabled should be a goal of all health facilities. Laws should be reformed so that all new buildings include ramps or other means of access for the disabled. Over time, as resources allow, providing access for the disabled to existing buildings is a priority.

The disabled should not be automatically exempted from co-payment for services. Co-payments for the disabled should be based on need and ability to pay. 

Public and environmental health

Objective: to ensure an effective and comprehensive public health system aimed at providing the highest priority public health interventions for all of  Kosovo.

The Institutes of Public Health in Kosovo, working closely together with other relevant organizations and individuals, will assess health needs in their districts and provide comprehensive programmes of health protection and health promotion.

The programmes in public and environmental health will concentrate on the following technical areas:

· Communicable disease surveillance and control and selected non-communicable disease surveillance and control activities

· Health promotion 

· Water and food safety

The communicable disease control activities will respond to whatever problems confront it. However, there will be five main areas of activity. These include outbreak investigation and response, tuberculosis, immunization, HIV/AIDS, and zoonoses. Outbreak investigation and response will respond to whatever epidemics or manifestations of communicable disease presents itself in Kosovo. It will include epidemiologic and microbiological investigation and control in the community as well as within health care institutions.

Tuberculosis is a serious problem that must be attacked in an integrated fashion. The programme will be organized around the principles of DOTS (Directly Observed Therapy, Short course). The tuberculosis programme will initially be managed through secondary care with diagnosis and management of treatment through designated TB centres. Tuberculosis control will be well integrated with primary care. The primary care system will be instrumental in referral of suspicious cases and in identifying direct observers or serving as direct observers in the DOTS strategy.

Immunization is a high priority. The public health sector will be deeply involved in setting policy, planning, regulation, and quality assurance. They will cooperate closely with the process of integrating immunization services into primary health care in a horizontal fashion. Issues such as the location of the cold chain must be evaluated according to the principles of cost effectiveness, functionality, and quality assurance in order to ensure sustainability of the service.

HIV/AIDS has not been a major problem in Kosovo. Due to the pressures of war, dislocation, rumours of increasing drug abuse, and increasing numbers of international travellers, there is the potential for it to become a problem, much as it has occurred in other parts of the region. Therefore, HIV/AIDS prevention must be part of the profile in public health. Zoonoses, such as tularemia and brucellosis, are known to be problems in Kosovo. Specific measures to detect and control these illnesses are necessary.

Although communicable disease control is the highest priority, non-communicable diseases will not be ignored. The approach will be mainly through health promotion activities such as the control of substance abuse or cancer prevention.

Health promotion will concentrate on four major activities. These are:

1. Community outreach, which will involve activities such as outreach into schools, community groups, and religious groups.

2. Training of health workers in the methods of health promotion.

3. Patient and family education within health facilities at each interaction with the health care system.

4. The development and distribution of materials for health education.

Health promotion will be a multi-sectoral enterprise, with involvement of the broader health community, other governmental agencies, non-governmental organizations, and the broader civil society within Kosovo.

Water and food safety will be the initial concentrations in the field of environmental control. Policy, regulation, quality assurance, and standard setting will be developed through the central and regional Institutes of Public Health. Inspectors will be located in the municipal health offices. The inspectors will be responsible to the regional institute of public health for technical matters and responsible to the municipal authorities for their enforcement and executive responsibilities. When there are well functioning food and water safety systems, consideration can be given to the institution of further environmental controls, such as air quality control or noise abatement.

Health and management information systems (HMIS) will remain a major part of public health. HMIS must be responsive to the planning and management needs of the central government. HMIS must also be a useful management tool at the local level, with interpretation of data being possible at the site where the data is collected. The Institute of Public Health will be responsible for organizing such an HMIS. The IPH will be responsible for preparing periodic reports, as well as an annual statistical summary, in a timely fashion. The system must be constructed so that urgent problems are brought to the attention of the appropriate authorities on an urgent basis.

The Institute of Public Health, through its central office in Pristina and its regional offices will provide enhanced analytical laboratory services for food and water quality. The site of actual laboratory analysis will be determined by studying cost effectiveness. These will support the regulatory functions of the transitional government. Laboratory support for communicable disease control will remain with the IPH. Other laboratory needs and locations must be studied using the principles of cost effectiveness and quality assurance. 

Clinical waste from Pristina and the regional hospitals will be disposed of at incinerators to be constructed within their grounds. The collection of waste will be progressively extended to include all primary and secondary health facilities in the main centres of population. Funding for the constructions of incinerators will be a priority.

Each year, using information from the Public Health Institutes and other sources as appropriate, the Public Health Director in each region will write and present in public an annual report on the health of the local population in a form easily accessible to non-professionals. 

V.
Impact of the policy on key aspects of programming

Referral system

A rational and organized referral system will contribute to overall efficiency and effectiveness of the health care system. Sacrificing some freedom of choice will allow the system to provide more services at a lower cost. Each patient will be registered with a primary health care doctor at a family medicine centre. The individual will have the right to choose with which doctor or centre they register. It is hoped that most patients will register with the family medicine centre closest to their home. This implies that a reasonably uniform level of primary health care will be made available throughout Kosovo. This would require a fair allocation of resources, both human and financial. Standards for the number of patients that can be registered with any one doctor or clinic will need to be established.

Patients will enter secondary care upon referral from their registered primary care provider except in cases of emergency. Patients will enter tertiary care upon referral from a secondary care provider with a few exceptions for clearly defined emergencies. Patients will be referred from tertiary and secondary care back to primary care. All referrals, whether into speciality care or back to primary care, should be accompanied by a concise, clear referral note and adequate case notes.

There will be a financial penalty in the co-payment system for those who by-pass the referral process. The penalty for skipping referral should not accrue directly to the institution or provider that has accepted the non-referred patient, but should be part of general health revenues. This is done to avoid perverse incentives for providers to undermine the referral system. 

Infrastructure

Services in primary care will be of a higher quality and more comprehensive if catchment areas are combined into groups of doctors and other service providers. This would allow more efficient 24-hour coverage through sharing of on-call duties, as well as the addition of other services, such as dentistry and laboratory, which are less likely in small groupings of 1-4 doctors. This implies that the rehabilitation of family medicine service points should be done through a selection process based on catchment areas and consideration of combining service points and service providers in a manner that leads to enhanced service provision. Factors that would be involved in selecting sites for family medicine points include:

· catchment population, 

· easy public access,

· convenience and travel time for users, 

· availability of amenities such as water and electricity,

· proximity to other public facilities, and

· local needs.
A principle is that capacity should not be duplicated. If a governmental and a non-governmental facility or two governmental facilities exist close to each other an evaluation of which is best suited to serve the public should be made. The better or more logical facility should then be supported. Non-governmental organizations, such as the Mother Theresa Organization, may be particularly suited to dealing with problems of the most vulnerable and those who are not served by ordinary health services. However, government cannot ignore the most vulnerable.

Small facilities with a limited capacity to provide service have been developed in many locations, partially as a response to discrimination. Discrimination is to be eliminated from the current system. While these facilities may be of importance because of community pride and participation, many of them are redundant and inefficient and will probably have to be closed. Some could possibly be used for provision of outreach services on a rotating basis, but they are likely to be less efficient for daily service provision than larger sites where providers can be grouped.

Duplicate facilities have been created in certain areas, particularly in occupational health. It is not equitable that occupation health facilities should be of a much higher standard than other facilities and it is not efficient that they should duplicate services provided at hospitals or other governmental facilities.

Larger family medicine centres (still called health houses) are currently a mix of primary and secondary service provision. This is partially because the service provided in many ambulantas was very limited, therefore overloading the health houses with primary service provision. Health houses should not be rehabilitated based on the size of the building, but to an extent that is justified by looking at the catchment areas for primary care and functions. Existing large family medicine centres will be key institutions in health promotion services and convenient locations for management services for the primary care system. The larger family medicine centres will continue to provide primary care services for those living in the catchment area of the municipal headquarters. They will be the location for emergency transport services in most cases. Most referral services will be provided through hospital settings, although some specialists will do outreach from hospitals to the former health houses.

Standard equipment lists have been developed for all levels of care. These lists will be defined further as more experience accumulates. Every effort should be made to unify the brands that are purchased. No equipment should be purchased that cannot be easily repaired and maintained in Kosovo. This principle applies to donations as well as purchases. Laboratory and x-ray facilities in family medicine centres will need to be evaluated independently depending on the facility, the size of the catchment, the number of family doctors, and funds available. It is a principle that outpatient facilities should not try to duplicate services that are present in hospitals. In the current setting, larger family medicine centres (former health houses) should try to have basic X-ray (non-contrast) facilities and simple laboratories. Ultrasound, fluoroscopy, and contrast x-ray would be restricted to hospitals at this time. When a good service is available at each hospital, consideration of developing additional services in selected larger family medicine services could be considered. Ultrasound at maternity centres may soon be feasible, although trained personnel in addition to equipment are necessary to have a good service.

Kosovo, prior to the war had about 316 government outpatient service points and 96 Mother Theresa service points. The majority of the Mother Theresa service points were destroyed. Through an ongoing process of rationalisation and review it is likely that there will be fewer sites providing service. However, those remaining will have an enhanced capacity to provide primary care. Since discrimination is to be removed from the system, there is no need for public support of more than one facility in a catchment area in the long term. Small ambulantas may be maintained through community participation, but public expenditure should be concentrated in more efficient facilities.

Utilization rates within hospitals were officially listed as around 75% and length of stay was around 12.4 days. With even a modest increase in efficiency, total numbers of beds could decrease with no adverse effect on patient services. More modern treatment protocols, such as outpatient tuberculosis treatment, will decrease the needs for beds for tuberculosis. Bed capacity will have to be assessed by local hospital managers, and should be evaluated on a service by service basis. New hospitals and new hospital bed capacity should not be created. Hospitals that rationalize bed capacity should not be punished financially. The emphasis should be on increased efficiency, shorter hospital stays, a decrease in total bed numbers, and consideration of conversion of some of the current bed capacity to uses such as long term nursing home care or psychiatric care.

Human resources

In any health care system human resources are the most important tool of implementation. Compared to other countries in Europe and the region, the number of doctors and nurses in Kosovo is relatively low. In addition to need, it is necessary to take into account issues of affordability in planning for the number and type of future health care workers. A guiding principle is that the numbers and types of health workers trained will be matched with the needs of the health care system. Training a large number of health workers that cannot be absorbed into the system is likely to decrease quality and create dissatisfaction. However, the long term plan is to gradually increase the number of trained health workers to higher levels consistent with European norms, as resources allow.

The future of the health care system for doctors lies with a combination of family medicine specialists providing primary care and hospital based or affiliated specialists providing secondary and tertiary care. The transition to a primary care system based on family medicine specialists will take some years to complete. To meet the minimum standards established for primary care, 900-1000 doctors will be needed in primary care alone. This is about one-half of the current complement of doctors available. Future residency or training programmes for medical graduates will be structured so that approximately one half of the medical school graduates enter into the speciality of family medicine. The remainder of medical school graduates would enter hospital based or affiliated speciality training programmes. This will need to be studied continuously and ratios adjusted as the needs of the health care system are redefined. Family medicine will become a speciality based in the medical faculty. There may be a requirement for doctors to serve in a shortage area before entering speciality training.

Current health house specialists will be able to finish their careers in primary care if they so choose. Those specialists who choose to stay in primary care should be encouraged to take upgrading courses in family medicine as they become available. These specialists could finish their careers as specialists in their original speciality as well as family medicine doctors with specific areas of interest. Some specialists may be encouraged to re-enter hospital based or affiliated practice. All specialists should be encouraged to have links with other specialists for purposes of continuous education and maintenance of professional standards. 

Orientation of both doctors and nurses to a family medicine approach is essential for successful implementation of the family medicine strategy for primary care. It is proposed that there will be participation in a family medicine orientation/training programme for all of those working in primary care if sufficient resources can be found. Such training will be based on similar experiences of WHO and other agencies within the region, and will take about six months per worker. This training will be constructed in a modular fashion, and, if feasible, will contribute to further certification in the speciality of family medicine. The exact details for future certification in the speciality of family medicine will need to be worked out based on local needs, experiences gained from the family medicine re-orientation course, and learning from experiences gained in other countries throughout the world. Such certification is likely to contain a combination of continuing education and experience for current practitioners, and completion of formal training programmes for less experienced practitioners and new graduates. Review and re-orientation of the curricula for pre-service training of medical, dental and nursing students will also be undertaken. 

Specialist training and practice in Kosovo in the public sector has been disrupted for almost ten years. Upgrading and refresher training is needed. This will need to be provided, or at least planned for, at the same time as hospital and other secondary institution staffing numbers are determined. The rationalisation process will require individual attention to needs, not sweeping guidelines. As needs for specialists are defined, training programmes for specialists need to be planned which will match anticipated needs with the numbers of positions in training programmes. 

There is a need to upgrade the status and skills of the nursing profession and the paramedical professions. As the complexity of medical services increases, there is a need for higher basic qualifications. The medical secondary schools in which nurses and other technicians enter at about age fourteen and qualify at age eighteen should be replaced by institutions where nursing and paramedical training is a post-secondary school qualification and eventually a university degree. Specialities within nursing which require even further training, such as operating theatre nursing or intensive care nursing, will eventually be developed. The transition will take, at the very least, several years to complete. The numbers trained will be based on a combination of the needs of the health care sector and affordability.

All health worker training at every level will be part of a coordinated training effort within an overall human resource development policy and plan. The human resource development plan will need to take into account all of the following for health workers: assessment, verification, validation, development, deployment, and remuneration. 

Previously the criteria for retirement and receipt of pension were: 

· reaching 65 years of age, 

· completing 40 years of service, or 

· medical reasons. 

In general, these criteria will again be applied. However, as the future status of the pension fund is uncertain, individual needs will be considered on a year to year basis, where doctors are still providing useful service. In addition, where rare specialities are concerned, individuals may be invited to continue to work.

A registration board will organize the registration and licensing of all health workers. This board will work under the authority of the interim administration in close cooperation with professional societies and training institutions.

Financing
Kosovo has a tradition of public financing and provision of comprehensive health services. In 1989, the Kosovo health budget was US$ 89.9 million dollars. The Kosovo Consolidated Budget for the year 2000 for recurrent expenditure in health is 75 million DM, less than one fourth of the 1989 budget in real terms. It is almost certain that out-of-pocket expenditure on health already exceeds expenditure by the state system. Tax revenue in 2000 is already behind projections. It is unlikely in the short to medium term that the public health care budget will rise rapidly. In addition, unemployment is high and the informal economy may be larger than the formal economy. The interim administration, in response to the lack of funds in the public sector, has already initiated a system of co-payment for services at public health facilities. The salaries of health care workers are relatively low and are felt to be inadequate by the majority of workers. The avoidance of ‘grey’ or ‘under the table’ payments is considered a high priority within Kosovo. For all of these reasons, the health sector in Kosovo will have a public and private mix in both the financing and provision of services. It is likely that in the near future, a significant amount of the financing of health care services in Kosovo will depend on regressive, out-of-pocket expenditure. Efforts will be made to minimize the negative effect this has on equity. Monitoring the effect of co-payments on overall revenue and on equity will need to be done.

Regulated, private practice will be a part of the health care system. It is desirable to keep the size of the civil service approximately the same as it is currently, which means that the majority of workers will depend on outside sources of income, as salaries will remain relatively low. Attempting to ban private practice would almost certainly lead to a system of ‘under the table’ payments. Public employees will be allowed to practice privately after they have fulfilled their obligations under the state system. 

Private patients will be allowed to use public facilities. Private patients will bear the full cost of the private use of facilities and will not be subsidized by the public system. Doctors who do not fulfil their obligations to the public system will not be able to practice privately within public institutions. 

Societies that organize pre-payment of health financing, rather than paying for health expenditure at the time of use of the service, tend to have better health results for the amount of money spent. A long term goal will be to increase the amount of revenue to the health sector through mechanisms of pre-payment. Possibilities could include increased tax revenue, social and health insurance through the state, community insurance schemes, voluntary contributions, and private insurance. Increased tax revenue earmarked for health or obligatory health insurance seem the most viable options. However, detailed studies about the feasibility of various options need to be made. 

In the short term, it is acceptable to use the influx of emergency funds and rehabilitation funds to: 

· repair damage sustained to the system, 

· provide maintenance and repairs to the system that have been long delayed due to the political and financial turmoil in the region, 

· provide inputs which deal with special problems created by the emergency that are less likely to be long standing, and 

· provide inputs for orientation and training in the system to compensate for the disruption of the past decade. 

However, it is not acceptable to use the influx of emergency funds to expand the public system or to provide inputs that will increase recurrent expenditure in the future unless it is clearly and explicitly approved by the Department of Health and Social Welfare.

Health legislation and policy development

Interpretation of health legislation as well as policy development will continue in the interim civil administration period. Administrative instructions issued by the Joint Interim Administrative Structure will establish the legal and policy framework for the health sector. Efforts will be made to see that all policy, administrative instruction, and legislation fits within European and regional norms, with particular reference to global and regional policies, such as the Universal Declaration on Human Rights or the Health for All Initiatives. As the future of Kosovo is better defined the manner of establishing a legal framework for health is likely to change.

Management system for the health services in Kosovo

The Department of Health and Social Welfare of the Joint Interim Administrative Structure of Kosovo will serve as the central authority in the health sector. The Department is headed by two co-directors, one an international staff and the other a national, appointed through the Interim Advisory Council mechanism. There are also deputy co-directors. Other positions that are held within the Department include units for human resource development, financial management, primary health care, hospitals, and drug regulation.

The Department of Health and Social Welfare is responsible for policy making, strategic planning, regulation, enforcement of law, human resource planning, licensing, quality assurance, budgeting, and co-ordination with partners within the health sector. 

As part of the JIAS, there are currently five regional public health offices, each of which has an international officer who is joined by a local officer. The regional public health offices fall under the regional administrator of the JIAS, although they also maintain a very close relationship with the Department of Health and Social Welfare. The five administrative regions of the JIAS do not correspond exactly with the catchment areas of the health institutions that exist. 

A draft regulation on self government for municipalities has been developed for Kosovo. It calls for municipal assemblies and municipal authorities to be responsible for the following functions directly related to the health sector:

· Local environmental protection

· Public services including fire and emergency services

· Primary health care

· Consumer protection and public health

The draft municipal regulation does not define a regional level of governance, but does state that “municipalities may make arrangements between themselves for the carrying out of any of their responsibilities in co-operation with one another”. The draft regulation also states the “Central Authority may exercise administrative supervision over municipalities to ensure compliance with the law and the regulatory framework and the maintenance of recognised standards”.

During the interim administration a regional health office will remain operational. The office will have dual reporting responsibility, reporting to the regional administration mainly on administrative issues and to the Department of Health and Social Welfare mainly on technical issues. There is considerable overlap and efforts must be made to have free and open communication through both routes. 

The regional health office will have functional responsibility for primary health care, hospitals and secondary health care, public health, finance, and community mental health as it develops. The directors for each of the five functions listed would be appointed during the interim period under central authority with reporting through the regional offices. The regional health offices, to be renamed regional health authorities, should be redrawn to correspond to the existing health infrastructure of Pristina, Gjilan/Gnjilane, Gjakove/Djakovica,  Prizren, Peja/Pec, and Mitrovica and have responsibility based on the catchment populations of those institutions.

The management of primary health care, by statute, may eventually move to municipalities. Regional offices should be maintained, however. Regional offices will be responsible for coordination, as well as enforcement of regulations and standards. The central level will be responsible for legislation, policy, setting standards, and quality assurance. 

In municipalities with hospitals and public health institutes there will be a need for a director who co-ordinates their activities, along with those of primary health care. In the medium term this will be the regional health officer appointed by the central authority. 

There will be a municipal health director in each municipality. The municipal health director and the larger family medicine centre director (current health house director) roles should be merged. In the larger municipalities it will be necessary for the municipality to have a deputy director of health, who will deal with more of the clinical issues around the family medicine centre. The municipal health director is responsible for all of the activities outlined in the draft regulation on municipal governance, including all of primary health care in the municipality. The municipal director will depend on higher authorities at regions and the central level for standards, regulation, and quality assurance, particularly in regards to inspection functions. It is likely that in the future, municipal health directors will report to the municipal assembly, but during the interim administration the municipal health director will continue to also report to the regional public health officer.

The management of regional structures after the period of interim administration does not have to be settled now. There are two main options for the future management of these institutions. The first option is that the executive management of regional structures is appointed by the Department of Health and Social Welfare under central authority. The second option is that the executive management of regional structures is appointed by a regional health management committee formed from a coalition of municipalities under the authority of the respective municipal assemblies.

The executive management of the central public health institute and the University Central Clinic of Pristina will be under the direct authority of the Department of Health and Social Welfare.
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