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I am writing again about the funding of the National Health
Services (NHS) but the circumstances are exceptional. There is no
doubt that the UK has fallen behind in the funding and quality of
healthcare compared to other European countries. Per 1000 popu-
lation, the UK is third from the bottom of a list of 18 European
countries for the percentage of gross domestic product (GDP)
spent on healthcare, bottom of the list for the number of acute beds
and of practising physicians, and fourth from the bottom for the
number of practising and certified nurses. This is reflected in
widespread dissatisfaction among patients and NHS staff.

After a campaign of softening up public opinion for an increase
in taxation directed towards NHS funding, Gordon Brown, the
Chancellor, took a huge gamble in his Budget of 17 April 2002.
In this he forecast that improvement will be obvious by the next
election, which will probably be in 2004 or 2005. After he
promised not to increase income tax, the Chancellor had no option
but to raise National Insurance (which originated in 1911 to pay
for sickness benefits and pensions) contributions from employers
and employees by 1%. This is taxation, but it is a progressive one
in which the large employers and high-earning employees pay the
most and pensioners, the unemployed and those living entirely off
unearned income pay nothing. This is being sold to the middle
classes as a form of health insurance rather than a tax.

On the day after the Budget, Alan Milburn, the Secretary of
State for Health, amplified the Chancellor's proposals. By 2008,
15000 more doctors and 35000 more nurses will have been
recruited, patients who have waited more than 6 months for
treatment will be given a choice of the hospital where they would
like to be treated-an NHS hospital, private hospital or abroad.
Forty-two new hospitals will be opened and 133 are being built.
New pay contracts with general practitioners (GPs) and consult-
ants are in the final stages of negotiation, and a new pay system for
nurses is almost complete.

Total funding of the NHS will equal that of the rest of the
European Union, measured as the percentage ofGDP. To ensure
that this huge increase in funding is properly administered and
spent, two new' super regulators' will be set up, one for public and
private hospitals, and one for the social services. For the hospitals,
the new body will be called the Commission for Health Care and
Audit, created by merging the Commission for Health Improve-
ment and the Audit Commission. In addition, every household
will receive an annual report from their local Primary Care Trust
showing how the Trust's money has been spent.

What are the snags? First, the timetable. The targets are set for
2008 which is after the term of the present government, so visible
improvement may not be achieved within this period; if no
improvement has occurred, or the electorate is still unhappy with
the NHS, the people may well vote out the Labour Party. Second,
the perennial problem of 'bed-blocking'; this is when old people
have to be retained in hospital because no places can be found for
them in residential care homes. At present, 5000 acute beds are
occupied in this way and it is estimated that 50 000 places for
residential care have been lost in the past 5 years. This is because,
particularly in the south-east, owners of private residential homes
have found it more profitable to sell their property in the booming
housing market than to run them. In addition, many of the smaller
residential homes have been unable to afford the improvement in
accommodation required to be in line with the recently introduced
standards. To rectify this, a 6% annual increase in the funding for
Social Services was announced in the Budget, specifically to
expand the number of residential care places by enabling local
authorities to increase payment to privately run homes and to
increase the number of local authority homes.

The part of the Budget dealing with the NHS has received
mixed reactions, though mainly favourable. However, the much
respected King's Fund, an independent health charity, has its
doubts.' It points out that chief executives of trusts have been
distracted from more pressing issues such as staffing, resources
and low morale, by an avalanche of instructions and targets, many
ill thought out. It also throws doubt on the government's ability to
equal the level of expenditure of the other European Union
countries (8% of the GDP) by 2005-06 because these countries
will have raised their level of spending to 10.7% ofthe GDPby this
date. Staffing problems will not be solved easily, the rate of
appointment of new consultants is slowing down, partly due to
lack of suitable candidates, the number of applications to medical
schools is falling and the supply of overseas doctors is diminish-
ing. A five-year health check is suggested to monitor progress.

All in all, the next few years will be extremely critical for both
the NHS and the Labour government.
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Letter from Bosnia and Herzegovina
THE HEALTH SYSTEM: 10 YEARS OF TRANSITION
In the process of disintegration of former Yugoslavia, Bosnia and
Herzegovina (BH) reached independence and became a member-
state of the United Nations in April 1992.l The same year in
August, BH become a full member of the World Health Organiza-

tion.? A bloody war ensued which lasted till the end of 1995, when,
in accordance with the Dayton Peace Agreement, the state was
organized into two entities: BH Federation (FBH) and the Serb
Republic (RS).3 The administrative organization has 148 munici-
palities and about 1400 settlements, inhabited mostly by three
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main ethnic groups: Bosniaks (Muslims, a separate nationality in
the former Yugoslavia), Serbs (Orthodox) and Croats (Roman
Catholics).

In an area of 51 129 sq km there were, according to the 1991
Census, 4395 843 inhabitants; 10 years later (2001) BH has
about 3.7 million inhabitants-a decrease of 17%4.The war and
post-war period were characterized by migrations, both internal
and external. It has been estimated that over 1.5 million people
left their homes during the past decade; according to data from
the Ministry for Human Rights and Refugees about half came
back to the country.' The emigration process, due the economic
reasons, is still continuing. Such extensive migration is a serious
risk factor for the health of the population and presents an
obstacle to the organization of a sound healthcare structure. We
analyse some of consequences of migration on the healthcare of
the population. During 1991-95, the migration process affected
not only the general population but health professionals in
particular. 6.7

CONSEQUENCES OF THE 1991-95 WAR
The destruction due to the war was extensive in terms of human
casualties, destruction of homes and health facilities," industry,
and the environment:"
• 258 000 citizens were killed (or are missing) in BH;
• 300 000 citizens were disabled to some extent;
• 14.5% of the citizens are suffering from post-traumatic stress

disorder (PTSD);
• 624 250 citizens still live abroad as refugees;
• 501 000 citizens live in BH as displaced persons; and
• 16 000 minefields are still active, with an estimated 1 million

unexploded mines-1228 persons (mainly children) were in-
jured and 276 killed so far.

ORGANIZATION OF THE HEALTHCARE SYSTEM
According to the Dayton Peace Agreement,' the organization of
healthcare is the responsibility of the Ministries of Health of the
two entities-FBH and RS. There is no power or responsibility at
the state level. Nonetheless, some of the functions are impossible
to separate and it is reasonable to have a central body. An example
is the Institute for Health Protection of BH, established at the
suggestion of the High Representative of the United Nations for

TABLE I. Demographic and vital statistics in Bosnia and
Herzegovina II

Statistic 1981 1991 2000

Population 4 124256 4395643 3683 665
Refugees 0 0 624250
Displacedpersons 0 0 501000
Biologicaltypeofpopulation Progressive Stagnant! Regressive

Regressive
Natality 17.2 14.9 10.6
Mortality 6.3 7.2 7.9
Grosspersonalincome(US$) 1707 2719 1213
Grosspersonalproduct(US$) 1876 3151 1898
Employment!unemploymentrate 5.83:1 3.17:1 1:1
Averagemonth1yincome(US$) 190 299 174
HealthfinancingfromGNP(%) 4.6 11.7 55
Hospitalsbeds(perthousand) 4.1 4.5 3.7
Numberofdoctors(perthousand) l.l 1.6 1.3
Nursesandtechnicians(perthousand) 3.9 4.6 4.4
Numberofimmunizedchildren(%) 85 98 90
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BH. The Institute is the sole source of vital statistics at the state
level, encompassing both entities.s"

HEALTH FINANCING
According to the Law on Health Protection and the one on Health
Insurance, the main resources for health financing in both entities
are compulsory health insurance, as well as private health insur-
ance funds, international donations and out-of-pocket payment by
customers. In 1991, per capita health spending was US$ 250,10
decreasing to US$ 91.8 in 2000. In comparison, the average
spending on health in countries of the European Union was US$
1771 in 2000.2

LEADING HEALTH RISKS AND HEALTH PARAMETERS
The vital statistics for the BH population are shown in Table I. II

The percentage of the population older than 60 years is 14.7%, and
the estimated life expectancy for men is 71.2 and for women 75.0
years.'

Afterthe 1991-95 war, the overall health of the BH population
is deteriorating. There are many reasons for this and include a
difficult economic situation, high unemployment rate, migrations,
large number of displaced persons, poor nutritional habits, un-
healthy lifestyle coupled with high alcohol consumption, smok-
ing, etc.

The BH population had a leading place among tobacco con-
sumers in Europe:" the annual production is about 6 billion
cigarettes-5 cigarettes per capita daily (Fig. 1). Also, alcohol
abuse, especially among the working population, is on the rise
(Fig. 2).
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CHRONIC NON-CONTAGIOUS DISEASES
The rates of cardiovascular and malignant diseases are steadily
increasing (Fig. 3). This may, at least in part, be related to an
unhealthy lifestyle, nutritional habits, smoking and long term
exposure to environmental risk factors, As a direct conse-
quence of the war, slow economic growth and a refugee status
are among the leading causes of different psychological ill-
nesses.

CONTAGIOUS DISEASES AND IMMUNIZATION
In BH, as in other European countries, the most frequent conta-
gious diseases are influenza, enterocolitis, scabies, varicella,
streptococcal tonsillitis, morbilli and tuberculosis. Scabies and
tuberculosis were very rare in the pre-war period and most of the
special hospital beds for tuberculosis treatment were discontinued
.during the 1970s. Today, tubeculosis is re-emerging as a health
problem, with an incidence of70.6 per 100000 population in BH,
compared with the European average of 4.4.2 The immunization
rate is high: according to the World Health Organization HFA
database for 1999, the rates are: TBC 94.8%, diphtheria 95.1%,
tetanus 95.1 %, pertussis 95.1 %, morbilli 80.7% and poliomyelitis
95.1 %.2

SEXUALLY TRANSMITTED DISEASES
BH has a low risk of sexually transmitted diseases. According to
the World Health Organization HFA database for 1998,2 the
incidence of syphilis was 20, of gonorrhoea 33, and only 3 per
100000 population for AIDS. Recent increases in transit through
the country could influence the incidence of sexually transmitted
diseases.

HEALTH AND ENVIRONMENT
The population of BH has been exposed to specific risk factors
related to the environment for over 10years. The list of open public
health issues is long and includes.'

• water supply-it is estimated that only 50% of BH inhabitants
use purified and chemically and microbiologically controlled
water;

• waste disposal and sewage systems are poorly designed in over
80% of settlements;

• war-damaged industrial facilities, as well as housing develop-
ments have not been repaired;

• about one million unexploded mines exist on BH territory;
• biological and chemical contamination of the soil and water is

not rare;
• radioactive waste and radiation sources in industry present a

potential risk to health;
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FIG3. Cardiovascular (open symbols; year rate per 1000
population) and malignant diseases (closed symbols; year rate
per 100000 population) in BH, 1981-2000.2
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• food quality control is not satisfactory; and
• BH roads present a threat to road safety and are an important

source of air pollution.

THE REFORMS AND RECONSTRUCTION PROCESS
Healthcare in BH is organized through primary, secondary and
tertiary levels. During the reconstruction of primary healthcare,
BH authorities accepted the concept ot family medicine.'? This
innovative structure encompasses 15%-20% of the settlements or
approximately 200 000 families.

Secondary health care is organized in municipalities through
outpatient clinics at the health centres-there are 136 in BH. 13 Part
of the secondary healthcare is provided in regional (canton)
hospitals.

Tertiary and the most sophisticated healthcare is offered at
university hospitals in 4 university centres: Banja Luka, Mostar,
Tuzla and Sarajevo. University hospitals serve as teaching hospi-
tals at the undergraduate and postgraduate levels.

As of today, the total number of hospital beds in BH is 13 977,
in comparison with 19 782 in the pre-war period. The number of
beds per 1000 inhabitants is 3.8. The average duration of
hospital treatment is 11.5 days and the bed occupancy rate is
76%.2

There are 5212 physicians in BH (147 per 100 000 population),
694 dentists (19 per 100000 population), 403 pharmacists (11 per'
100000 population), and 16 506 nurses and health technicians
(450 per 100000 population).

Education for healthcare professionals in BH is provided at 5
schools of medicine, 3 schools of dentistry and a school of
pharmacy. In the 2001-02 academic year, the medical faculty in
Sarajevo admitted 157 students, in Tuzla 80, Banja Luka 80,
Mostar 50 and in Srbinje 55 students. The Faculty of Dentistry in
Sarajevo admitted 80 students, Banja Luka 50 and Srbinje 55; and
the pharmacological faculty in Sarajevo admits about 60 students
each year. The teaching is at both undergraduate and postgraduate
levels. Studies of medicine, dentistry and pharmacology are well
planned and aimed at an even distribution of human resources
through all regions ofBH. The average length of study of medicine
is 7 years (a year longer than the regular 6 years curriculum) and
the cost (per student) is US$ 72 000 for a general practitioner, US$
125000 for a specialist, US$ 55 000 for a dentist and US$ 42000
for a pharmacist. The cost of study for registered nurses is
US$ 18000.14

THE FUTURE
The seriousness of the health situation in BH and the need to
cooperate with the international community calls for the unifica-
tion of some activities at the state level, as well as coordination,
especially for activities such as distribution of medicaments and
drugs, child and maternal healthcare and treatment of conta-
gious diseases under the umbrella of the BH Institute of Public
Health.
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