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1. INTRODUCTION

In the People's Republic of Bulgaria a programme for
the development of health services was started in the

okrug (province) of Gabrovo in 1972. Designed both for
the delivery of services and for demoustration, it is
known as the "Gabrovo model'. The aim is the establish-

ment of an integrated health care system covering the
entire population of an okrug, based on scientific prin-
ciples of public health and operating at a high level of
effectiveness from the social, economic and medical stand-
points.

The model 1is built upon the system of regionalized
organization which characterizes the Bulgarian services.
Within this system, care 1is provided through a series of
national health institutes for different disease groups,
well-differentiated okrug hospitals, less specialized
rayon (commune) hospitals, urban polyclinics, rural health
centres and locally-oriented envirommental health services.

One important feature of the Gabrovo model is a con-
certed effort to determine the health status and health
needs of the population through annual mass screening.
This screening involves more than 50 tests and is carried
out by teams of specially trained nurses and auxiliaries.
Another feature is an attempt to achieve comprehensive and
continuing care of the population through coverage of all
persons screened, as well as those attending on their own
initiative, by arraangements for systematic follow-up of
any preventive, diagnostic, therapeutic or rehabilitative
measures applied. This follow-up includes health edu-
cation, control of high-risk factors or disease, and remo-—
val of environmental hazards.

A sustained effort is made to improve the quality of
health care which, in the model, signifies measures rela-
ting both to environmental factors involved in community
health and to care of the individual patient.

Studies on manpower organization and management of
services are also undertaken.

The year-to-year development of health resources in
the Gabrovo okrug takes place in accordance with national
health planning, which 1is a normative process providing
for activities in the short (one year), medium (two years)



and long (20 years) term. However, within the Fframework
of this regular planning, the model also includes the
formulation of integrated specific programmes for major
disease groups, which specify a full range of preventive,
curative and therapeutic measures to be applied to
particular health problems. In such efforts, care is
taken to ensure "collaboration of the health and other
services in a joint approach.

Emphas1s is placed on the establishment of a compre-
hensive system of production control and programme evalua-
tion, as feedback for development of the model. At the
same time, in order to provide data for planning, evalua-
tion and management generally, computerized modules are
devised as integrated parts of the health information
system.

The programme is primarily one of demonstration, in
which the Government implements policies which have 1in
pr1nc1ple been decided for the country at large, although
it can also be used to test new theories and techniques.
At present the model activities are still in the process
of development and only some have been implemented in the
okrug. However, while it is still too early to assess
the impact of the work on the health of the population, it
can safely be concluded that the screening has revealed a
"large amount of hitherto uarecognized dlsease, mainly of
“the chronic type.

Cooperation between the Government and WHO in rela-
tion to certain aspects of the model is covered by a
~special agreement. But there 1is also broader collabora-
tion by the two parties in a number of forms, notably the
organization of joint courses on subjects such as occupa-
tional health and environmental sanitation, in which most
of the trainees are from developing countries.

1.1 Historical background

For centuries Bulgaria was among the least developed
countries in Europe. At the end of World War II its
economy was in a shambles, while its health situation was
marked by a low standard of environmental hygiene and
serious organizational problems.

In rebuilding the country after World War II, it was
recognlzed that 1mpr0v1ng the health of the population had
to receive high priority from the State. A national



health service was therefore created in 1944, and its
gradual strengthening was an important part of the
subsequent five-year socioeconomic development plans.

By the end of the 1940s general economic development
had brought a solution to the most severe problems of the
past, and major efforts by the health services had almost
eliminated the deficiencies which characterize the less
developed countries. The development of the health
services was accompanied by rapid progress in scientific
knowledge, technology and the economy. The Counstitution
of 1971 stated that every citizen should be entitled to
medical care free of charge. In 1972 the Council of
Ministers abolished the right to private medical practice.

With this strengthening of the State's role in health
care, the question arose as to what was the need for such
care and how it could best be provided. It was decided
that the aims could only be achieved through a planned
approach to development of the health services, whereby
the need for different services would be estimated, stra-
tegies selected and the organizational patterns. designed
on the basis of scientific research whenever appropriate.
Pooling the efforts of the research institutes and
specialists in the country, work was then started on the
design of a comprehensive health care system for a parti-
cular community, the Gabrovo okrug being selected as the
demonstration area for this purpose. It was decided that
the new system would be developed gradually. The first
phase of implementation was started in the area in 1972
and completed in 1975. The second phase covers the
period from 1976 to 1980.

1.2 Definition of the Gabrovo model

The main purpose of the Gabrovo health services model
is the establishment of an integrated system of care for
the entire population of an okrug, based on sound princi-
ples of public health and a high level of operating effec-
tiveness and efficiency from the social, economic and
medical standpoint. An important feature of the model is
that it provides for a complete range of preventive,
diagnostic, curative and rehabilitative services and of
health-related activities in other sectors. It also
encompasses the organizational procedures and management
techniques needed to transform policy into practical
results.



It is important to recognize that no clear distinc-
tion can be made between the health services approach in
Gabrovo and in the rest of the country. The Gabrovo
okrug is a demonstration and not an experimental area.
The difference between the area and the rest of the
country is therefore more a question of timing: many new
principles of health services development adopted by the
national authorities are applied first in the area and

then in the rest of the country. Thus, some testing of
new approaches 1is possible, but it relates mainly to
details rather than strategy. As a consequence, the

majority of features of the model have already been intro-
duced 'in other parts of the country, but not as extensively
as in the area itself.

A principle of the national health policy is that
certain types of services, i.e. the most highly special-
ized, will not be provided for each okrug separately, but

only at inter-okrug or national level. Furthermore, the
national research institutes play an important role in
both development and implementation of the model. The

model can therefore be neither correctly understood nor
fully described without reference to the organizational
delivery of health services in the country as a whole.

With these points in mind the Gabrovo model is
defined as follows:

The Gabrovo model is the demonstration system of
health care and  health services organization
developed for the population of the Gabrovo okrug,
including contributions by administrative and opera-
tional units at okrug, inter-okrug and national level.

1.3 System theory and the Gabrovo model

The ultimate goal of the Gabrovo model is to promote
the health of the population in terms of physical, mental
and social wellbeing in line with the wide definitiom of
health given by WHO. It is realized that this cannot be
obtained through the work of the health services alone,
and that contributions from other sectors and coordination
of the activities of the health and other services are
also required. The Gabrovo model is therefore not res-
tricted to health services in a narrow ' sense; in
addition, as part of the overall strategy, it provides for



activities in other sectors (education, 'industry,'>ete.)
which are considered to have significant bearing on the
health of the population. :

Thus the activities of the health and other services
will all influence the health of the population generally
and will also influence each other in varying degrees.
All the elements (persons, organizations, etc.) in this
process can therefore be taken to represent together a
single system of public health.

To show the contributions and interrelationships of
the elements of the system (with regard to service given
to the individual patient or the effect on the health of
the population as a whole), the system can be broken down
into a hierarchy of subsystems covering major functional
areas. In the model it would seem of advantage to
distinguish between five major subsystems:

- mass screening of the population for early detec-
tion of certain w1despread diseases aand 1dent1flca—
tion of risk factors in disease development

- development of the principle of "dispensarization"
(active medical follow-up of each person); '

- 1improvement of conditions relating to the natural,
occupational and living environment;

- improvement of individual health care and of health
resources, including manpower development;

- improvement of health care wmanagement, including
planning, evaluation and health services research.

Each of the subsystems must comprise targets and
objectives in keeping with the overall objectives of the
national health programme. Whether or not the activities
undertaken in each of the subsystems will lead to attain-
ment of the targets and objectives depends on two
factors. One is the wise choice of health strategies,
methods and techniques, and the other is the establishment

L For the definition of a system in this context,
see Hogarth, J. Glossary of health care terminology.
Copenhagen, WHO Regional Office for Europe, 1975 (Public
Health in Europe, No.4), p.374.




of services capable of applying them correctly and reach-
ing the whole target population. The construction of the
model therefore called both for the parallel development
of functional health programmes and for the building up of
a co?Petent, appropriate and efficient health organiza-
tion.

"As stated, the model provides for the delivery of-
preventive, diagnostic, curative and rehabilitative serv-
ices through a network of health units and the improvement
of environmental conditions. For this purpose the model
is of the normative type, i.e. having norms established on
the basis of the estimated needs of the population and the
quality of.the resources available.

1.4 WHO cooperation in the Gabrovo model

Following contacts in 1974 and 1975, a General
Memorandum of Understanding was signed in 1976 between WHO
headquarters and the Ministry of Public Health of the
People's Republic of Bulgaria, providing for practical
collaboration in the health sector. _ The Memorandum
specified that the Ministry and WHO should draw upon the
expertise available in Bulgaria in the field of medical
research, health planning, management and training to meet
the needs of the developing and other countries within the
framework of WHO's role in international health work.
Activities for this purpose were listed as training
courses and seminars, scientific meetings or symposia,
research, support by collaborating centres and development
of the Gabrovo health services model.2

1 For a description of the system theory of the Gab-
rovo model - see Zahariev, T., Popov, M. & Davidov, B.,
Conceptual basis of a model for the optimization of a
regional public health service. . In: Use of operational
research in European health services: report on a Working
Group. Copenhagen, WHO Regional Office for Europe, 1976.

2 To assist in coordination of the joint activities
and to advise on technical, administrative and financial
matters, a Joint Coordination Committee was established,
consisting of three members from each of the the two
parties. Several courses and meetings have already been
organized in Bulgaria under this arrangement.



In 1976 a separate plan of operation covering colla-
boration in the Gabrovo model was signed between the WHO
Regional Office for Europe and the Ministry. " The plan
called for development of cooperation for demonstration
and research purposes, on the basis of the model. Five

“major areas of cooperation were specified:

- preparation, publication and dissemination of
documentation on the model and its basic methodology;

- organization of demonstration and training in the
form of courses, seminars, etc.;

- conduct of applied research on health services
delivery methods used in the Gabrovo okrug;

- provision of facilities, within the WHO regional
programme, for Bulgariam experts to study or exchange
experience abroad in respect of matters relevant to
the model;

- organization of meetings to review the technical
content, orientation and implementation of the

project.

The present report was prepared as part of the first
area of cooperation listed above.

2. THE PEOPLE'S REPUBLIC OF BULGARIA: ITS HEALTH
PROBLEMS AND HEALTH SERVICES

2.1 Country and population

Bulgaria is situated in the south-east of the Balkan
peninsula and has boundaries with Romania in the north,
Yugoslavia in the west, and Greece and Turkey in the
south; in the east it borders on the Black Sea (Fig.1l).
A mountain range going roughly from east to west divides
the country into two parts, with surface communication
between them being restricted to a few mountain roads.
Otherwise road transportation is fairly easy in most of
the country.
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The territory covers 110 912 kmZ. At the end of
1975 the population was 8 733 734, 1i.e. 79 per kmZ.
Sofia, the capital, has about 1 million population, two
cities have close to 300 000 and four around 100 000.
There are numerous small settlements.

The population is young, 22% being under 15, 62%
between 15 and 59, and only 16% over 60 in 1975. In that
year the annual population increase was about 6.3 per
1000 (a figure which has since fallen owing to a decline
in births), the birth rate 16.6 per 1000, and overall
mortality 10.3 per 1000.

Owing to a long-term policy of industrialization,
about 60% of the population now live in urban areas. In
recent years, however, an effort has been made to promote
industrial development in peripheral areas in order to
reduce the growth of cities and strengthen the rural
economy.

2.2 Administrative structure

The country 1is a republic divided into 28 okrugs
(provinces), of which Sofia 1is one. The okrugs are
subdivided into urban and rural rayons (communes).

Legislative power is vested in the National Assembly,
which elects a State Council to exercise authority between
sessions. The President of Council is at the same time
the Head of State. The Council of Ministers, the highest
administrative body, is elected by and responsible to the
Assembly; it directs the work of the ministries including
the Ministry of Public Health.

At okrug level the governing body is the people's
council, which has an executive committee with overall
responsibility for administration, as well as various sub-
units including a department of public health and social
welfare.

At rayon level there is also a people's council with
an executive committee.

2.3 Health problems

As already mentioned the health of the population has
improved considerably since World War II owing to environ-
mental sanitation measures, a higher standard of 1living



and major efforts by the health services. Malaria 1s now
a disease of the past and tuberculosis has been reduced to
a level characteristic of 1industrialized societies.
Occurrences of typhoid, poliomyelitis, rabies, tularaemia,
relapsing fever and similar conditions, which were pre-—
viously important health problems, have recently not been

registered. On the other hand Bulgaria does not have the
high levels of certain types of cancer and traffic acci-
dents found in many industrialized societies. The growth

of industry has drawn attention to occupational and
environmental health conditions, and the migration of
young workers to the cities has created problems 1in the
rural areas with regard to care for the elderly.

Expectation of 1life at birth was estimated at 69
years in 1970 for men and 73 for women. On 'an interna-
tional - scale the country is in the middle range with
regard to infant mortality (23.1 per 1000), a level which
reflects considerable improvement over the past 30 vyears
(125.1 per 1000 in 1946).

2.4 Health services structure

The organizational structure of the health services
is one of regionalization, in the sense that the different
units of the health services (general practitioner's
office, health centre, hospital) have precisely defined
functions both with regard to the population they serve
and to the type of service. Moreover, the health units
are organized 1in a hierarchy, with different levels
corresponding to dJdegreas of specialization as well as
clear rules for the referral of patients and other forms
of cooperation with units at the same or different levels.

In the health services four main levels can be
distinguished:

First level: primary care units;
Second level: rayon hospitals;

Third level: okrug hospitals and certain other
health institutions at okrug level;

Fourth level: inter—okrug and national institutes.

Fig.2 shows the main types of health unit and thelr
levels within the regionalized structure.
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2.4.1 First level (primary care units)

The organization of primary care differs somewhat
according to whether the service area is urban or rurai.

In rural areas ths main primary care unit is the
rural health centre, as a rule staffed by a general
practitioner (a therapist with some specialization in

internal medicine), a dentist (a stomatologist with
medical training), a midwife and a nurse. There are 999
such centres (Table 1). As a rule the health centre is

located in a village and is responsibla for the whcle
population living within a given geographical area.

The rural health centre provides all medical care for
the population in its service area, including dispensari-
zation of patients (see section 4.2). Fart of this care
is provided through consultations in the health centre
itself, but the staff also make home calls in casesc of
emergency.

In addition to cuare, the centre health staff have
important preventive functions with regard to maternal and
child health, control of infectious and parasitic diseases
(including disinfection and supervision of carriers) and
environmental health. The latter function includes
control of drinking-water, wastes disposal, and sanitary
control in children's establishments, foed-handling enter-
prises and factories. Finally, the staff are responsible
for continuous health education of the population. In
this conunexion, the general practitiorar pays regular hcme
calls on all families in the area, to check sanitation
facilities and give health education. Voluntary health
workers in villagas assist him in this work.

Depending on the geographical size and the settlement
pattern of the population, there way be on: or more feid-
shert posts attache! to the rural healt centre, in
this case the feldsher will have « defined gecgraphical
area of responsibility where he provides basic care for
the population. He works under the supcrvision of the

L As regards training and function the feldsher
occupies an intermediate level between the rhysician and
the nurse.

12



Table 1. Primary care units, Bulgaria, 1975

Type of unit No. Beds

Polyciinics attached to inter-okrug 25 22 283

and okrug hospitals
Polyclinics attached to rayon hospitals 79 18 899
Polyclinics attached to urban hospitals 11 2 967
Polyclinics attached to factory hospitals 14 2 740
Polyclinics of the Ministry of Transport 8 990
Urban independent polyclinics ' 34 18
Factory polyclinics 14 131.
Independent physician pésts'in enterprises 38 50

and institutions. '
Iﬁdependent feldsher posts in enterprises 172 -

and institutions '
Dental polyclinics 30 -
Rural polyclinics 24 285
Rural health centres with beds 166 795
Rural health centres 999 709
Rural feldsher posts 2 008 58
Independent first aid stations 4 -
Blood transfusion stations 5 -
Isolation control posts 13 56
Total® 3 644 49 981

*Excluding the non-independent services (physician
posts, feldsher posts, first aid stations). Certain
services of the 30 hygiene and epidemiological inspect-
orates contribute to the work of the primary care units.

13



general practitionmer of the rural health centre and refers
to him any cases outside of his competence, according to
rules governing his functions. There are 2008 such feld-
sher posts in the country. A number of rural health
centres have some beds (a total of 1847 in the country,
i.e. 0.5 per 1000 rural population). These are fairly
simple inpatient units for treatment of less serious ill-
nesses. The rural health centre is connected to a rayon
hospital to which it will refer patients when needed.

In order to make specialist care available to the
rural population, branches of the polyclinics of rayon and
okrug hospitals have been opened in the larger villages.

These wunits provide internal medicine, paediatric,’
obstetrical, gynaecological, radiological, clinical and.
iaboratory services, while weekly consultations are
available in other specialties ‘such as_ neuroclogy,
ophthalmology and otolaryngology.

The rural population obtains specialist outpatient
care either from mobile teams (dentistry, maternal and
child health, and other specialties) at the rural health
centre, or from urban, rayon and okrug units should these
be accessible. Supplementary staff posts are  established
at these units dccording to the number of rural patients
to be served.

Urban areas are ssrved by pelyclinics of rayon and
okrug hospitals or by independent polyclinics. The poly-
clinics provide primar: and specialist care as well as
laboratery, X-ray, and other diagnostic, therapeutic and
rehabilitative services. The service area of zach poly-
clinic is subdivided int: wuchastoks. There are health
care uchastoks for about 3000 adult population (over 15
years) served by a general practitiocner, and paediatric
uchastoks for about 900-1000 children (under 15 vyears),
served by a paediatrician. The physicians, helped by
nurses and auxiiiaries, provide cave in their uchostoks at
polvclinics and patients' homes, and also for smaller
groups of workers and children in cr2ches, kindergartens
and schools. For larger groups there are factory health
centres and school health centres, while larger industrial
enterprises have polyclinics and hospitals for those
living on the premises. Factories may also have "prophy-
lactoria" (see scction 4.2.3). Smaller factories may
have only one physician practising alone or one feldsher
(Table 2). ' '

14



Dental services are provided in 30 independent dental
polyclinics. There are also 155 dental departments and
836 dental consulting rooms available in other health
establishments.

In 1975 there were 3781 outpatient units providing
ambulatory care independently or attached to hospitals.
That year consultations of physicians numbered 58 135 900
and those of dentists 15 026 000. Most of the
physicians' consultations took place in  hospital
outpatient departments, polyclinics and rural health
centres (see Table 3).

Table 2. Occupational health units in
Bulgaria, 1975

Type of unit No. Beds
Industrial health centres 14 131
Independent physician posts 38 50
Independent feldsher posts 172 -
Prophylactoria 62 3 776

*
Total 286 3 957

*Corresponding to 0.4 beds per 1000
population.

A special feature of the health services 1is the use
of mass screening teams (see section 4.2.1). The urban
polyclinics have such teams for screening the adult
population, either working at the polyclinic itself or for

visiting enterprises and rural areas. The teams for
children are attached to the okrug hospital, working both
at the outpatient department and on a mobile basis. In

1975 there were 71 teams in the country, screening
1 451 681 people i.e. 16.6% of the population.

15



2.4.2 Second level (rayon)

The second level of health care is provided either
by a rayon hospital, located in a town and also serving
the surrounding rural area, or by an okrug hospital if
there 1is one 1in the rayon. The typical rayon hospital
has 200-500 beds. It offers services in the most common
specialties such as internal medicine, surgery, obste-
trics, gynaecology and paediatrics. . It provides both
inpatient and outpatient care. As shown in Fig. 2, one
or more. polyclinics, as well as several rural health
centres, are attached to the rayon hospital.

In some instances the rayon hospital may also have
smaller inpatient branches in other villages of the
rayon. These facilities (usually for certain types of
follow-up care or long-term care) are small hospitals
which have been merged with the rayon hospital to allow
more efficient utilization of resources. Numerous

créches and other 1institutions operate at this level
(Table 4).

2.4.3 Third level (okrug)

There are many important health resources at this
level.

The main institution is the okrug hospital, a
well-differentiated multispecialty hospital which, in
addition to the specialist services found at rayon level,
also has departments of eye diseases, otolaryngology,

traumatology, cardiology, gastroenterology, etc. It
provides both inpatient and outpatient care and has, in
its outpatient department, special units 1like the
paediatric screening teams (see section 4.2.1). Maternal

health services are provided by okrug hospitals either
through older maternity homes of the town, which are
attached to them, or as part of their departments of
obstetrics and gynaecology.

Another institution at this level 1is the okrug
dental (stomatological) polyclinic, an independent
outpatient facility. There may also be certain
specialized hospitals at okrug level, notably okrug

. psychiatric  hospitals with inpatient and outpatient
facilities. Such outpatient care may also be provided at
polyclinics.

16



Table 3. Outpatient consultations, Bulgaria, 1975

No. of Physician contacts
Type of facility physician per 1000
contacts population
General hospitals and 30 630 600 3 890
polyclinics
Specialized hospitals 5 961 500 741
Urban polyclinics 7 039 900 807
Rural health centres 7 011 600 804
Rural feldsher posts 27 100 3
Occupational physician posts 3 565 600 409
Occupational feldsher posts 32 400 4
Other units (sanatoria, first 3 867 200 443
aid stations, units for
children)
Total® 58 135 900 6 665

Nearly 4 out of 5 consultations were among the
urban population.

17



Table 4., Sanatoria, medical baths, and other social and
health institutions, Bulgaria, 1975

Type of unit No. Beds

Tuberculosis sanatoria, including those for 10 1 470

children 2 190
Other sanatoria, including those for 52 13 087*
children 8 1 611
Medical baths, spas** 40 -
Resort institutions™** 88 -

Dispensaries for medical control of sportsmen 11 -
Sports medicine centre 1 40

Mother and child health hostels 34 3 836

Nurseries, kindergartens 918 63 978

Total , 1164 82 -406%¥***
*

Includes 440 beds of the department of chronic
diseases.

**  providing balneotherapy and mud therapy.
*::: Including resort polyclinics.

Corresponding to 9.6 per 1000 population.

An important feature at this level is the okrug
hygiene and epidemiological inspectorate, responsible for

environmental health, occupational health, nutrition,
radiation protection, communicable diseases control, child
health, and health education. The inspectorate itself

does the work in the cities but, as mentioned previously,
the rural health centres perform several of these func-
tions (under the supervision of the inspectorate) in the
rural areas.

There are 141  hospitals with 49 178 beds at
rayon/okrug level (Table 5), i.e. 5.6 beds per 1000
population. At this level there are also sports medicine
centres and resort institutions.

18



Table 5. Health institutions, Bulgaria, 1975

No. of No. of Beds
Level Type of institution insti- beds per 1000 % of beds
tutions pop.
Rayon and okrug General hogpitals 141 49 178 5.63 69.9
Inter-okrug Hospitals: -
tuberculosis 16 3 906 0.45 5.3
psychiatry 16 4 248 0.49 5.8
Dispensaries: :
tuberculosis 15 805 0.09 1.1
dermato-venereology 12 550 0.06 0.7
oncology 12 1 366 0.16 1.9
psychiatry 12 1 424 0.16 1.9
Total 83 12 299 1.61 16.7
National Academy of Medicine 1 8 091 0.93 11.0
Specialized hospitals:
obstetrics and
gynaecology 4 865 0.10 1.2
infectious diseases 1 431 0.05 0.6
paediatrics 4 501 0.06 0.7
Total 10 9 888 1.24 13.4
All levels, all types 234 71 365 8.50  100%
* Excluding 2 142 beds of rural health establishments and

isolation control posts.
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2.4.4 Fourth level (inter-okrug and national)

Since the okrugs on the average have less than
300 000 population, there are certain types of care which
cannot be provided efficiently in each. For this reason
specialized hospitals and 1institutes have been estab-
lished, each with a limited medical function. They are
of two types: inter-okrug and national.

Some of the okrug hospitals have inter-okrug func-
tions in that their specialized units, (e.g. departments
of neurosurgery and urology) provide care for several

okrugs. - In addition, there are specialized inter-okrug
dispensaries for tuberculosis, cancer, mental diseases,
dermato-venereological conditions, sports conditions,

etc., although the functions of some tuberculosis and
dermato-venereology dispensaries are performed by okrug
hospitals. The specialized dispensaries are run by the
administration of the okrug where they are located.

There are 83  inter-okrug hospital and dispensary

institutions (Table 5). They have a total of 12 229
beds, i.e. 1.6 per 1000 population and 17% of all those
available. At this 1level there are numerous sanatoria

for children and adults, as well as balneological resort
institutions (Table 4).

Finally, there are- 23 highly specialized national
health institutes. Most provide patient care and all
have research and training facilities. Table 6 lists the
institutes and Table 5 gives their bed component.

A special feature of the health services is the exis-
teace ¢f an emergency corps of 230 top specialists from
the specialized institutes. Whenever a hospital or area
is faced with an emergency requiring outside assistance,
these specialists are immediately released from their
normal duties and flown to the locality.

In 1975 there were 71 365 beds in the 234 health
institutions of all types (Table 5), i.e. 8.5 beds per

1000 population. In that year inpatient admissions
totaled 1 426 653, i.e. 163 per 1000  population
(Table 3). In the general hospitals the average length

of stay was 15 days per patient.

Table 7 gives the bed complement of hospitals by
medical specialty in 1975.
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Table 6. National health institutes in Bulgaria

Institute of Paediatrics
Institute of Oncology

Institute of Nephrolog&, Urology, Haemodialysis &
Transplantation of Kidneys

Institute of Pneumology and Phthisiology

Institute of Cardiovascular Diseases

Institute of Neurology, Psychiatry and Neurosurgery
Institute of Endocrinology, Gerontology and Geriatrics
Institute of Gastroenterology

Ipétitute of Orthopaedics and Traumétology

Institute of Infectious and Parasitic Diseases

Institute of Health Resort Study, Physiotherapy
and Rehabilitation

Institute of Hygiene and Occupational Diseases
Institute of Ideological Problems and Medical Pedagogics
. Institute of Internal Medicine and Pharmacology

Institute of Social Hygiene and Health Services
Organization

Medico-Biological Institute

Institute of Surgery and Anaesthesiology

Institute of Ophthalmology and Otorhinolaryngology
Institute of Roentgenology and Radiobiology
Institute of Obstetrics and Gynaecology

Institute of Dermatology and Venereology

Institute of Haematology and Blood Transfusion

Institute of Nutrition




Table 7. Hospital bed complement by medical specialty, Bulgaria, 1975

Beds
Medical specialty ' - No. ‘per 1000 Percentage
: ’ . ’ Cpopulation- of all beds

General practice; internal medicine* 13 982 i;GQ 19.6
Paediatrics (except infections in children) 7 975 0.91 10.9
Surgery 7 878 0.90 10.7
Tuberculosis 6 427 0.74 8.7
Obstetrics 6 369 0.73 ' 8.7
Psychiatry 6 222 0.71 ’ 8.5
Gynaecolngy 3 950 0.45 5.4
Infectious diseases (adults) 3 620 0.42 4.9
Neurology 3 198 0.37 4.4
Traumatology 2 023. 0.23 2.8
Oncology 1 631 0.19 2.1
Otorhinolaryngology 1 511 0.17 2.1
Dermatovenereology 1 495 0.17 2.0
Ophthalmology ' 1 490 0.17 2.0
Other ’ 5 736 0.66 7.8
Total 73 5077 8.48 100%
*

Called "therapists".
Including . 2142 beds in rural health establishmeats and
isolation control posts.

ok
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2.5 Health services administration

The Bulgarian health services are administered at
national and okrug level (Fig. 3).

At national level the Council of Ministers is respon-
sible for health management and its specialized body in
this field is the Ministry of Public Health. The Minis-
try deals with all health and social affairs, except in
certain cases, e.g. operation of sanatoria, where the
Ministries of Transport, National Defence, etc., are res-
pousible.

The Minister of Public Health has four deputies, each
with specific functions. One is director of the Academy
of Medicine, an organization uniting the four medical, one
pharmacy and two dental faculties as well as the 23 na-
tional health 1institutes. Another 1is head of the
directorates of health planning and economics, financing
and development of health institutions, construction of
health facilities, pharmaceuticals, and 1international
health cooperation. A third supervises the directorates
of preventive medicine and social welfare. A fourth is
responsible for matters of hygiene and epidemiology.

All important decisions in the Ministry are taken by
the Collegium consisting of the Minister, the four deputy
ministers, the heads of the main directorates and other
specialists.

There are two advisory bodies on health matters. One
is a high—-level Medical Council, cousisting of distin-
guished professors, scilentists and heaith administrators.
The 120 members of the Council are divided ianto 11 com-
missions on health planning, medical care, stomatology,
human reproduction, human environment, international
health collaboration, health manpower development, medical
research, drugs, medical technology and the health status
of the population.

Another body is the group of "republic specialists'.
A highly distinguished member of each medical specialty is
named a republic specialist; then he and 7-15 distin-
guished colleagues in the same field make up a technical
advisory body to the Ministry.

The national health institutes under the Academy of
Medicine have a department of methodology and organiza-

tion, wusually with physicians, economists and clerical
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staff and responsible for research, the elaboration of
norms (see section 2.8.2), and the organization of care
concerning the specialty in question. They provide
support to related units in okrug hospitals and give ad-
vice or execute studies as required by the Ministry.
Another respoansibility of the departments is the elabor-
ation of guidelines on techniques for the specialty to be
used throughout the health services.

At okrug level the okrug people's council 1is the
politically responsible body in the health field. Its
executive committee supervises the work of the okrug
department of public health and social welfare. This
department in turn directs the work of the okrug and rayon
hospitals, the okrug hygiene and epidemiological inspec-
torate, the specialized hospitals and the okrug dental

polyclinic. The okrug hospital supervises the work of
the rayon hospitals and, through these hospitals, all
primary care units in the okrug. The okrug hospitals

have departments of methodology and organization which
process information on health and demography in the okrug
as basis for the automated management and information
systems in the field of health. :

At okrug level, there are several important voluntary
organizations - the Patriotic Front, the Bulgarian trade
unions and the Bulgarian Red Cross - which also give
advice and help to enlist community participation in
health activities, particularly health education.

The rayon people's council and its executive commit-—
tee play a similar role to that of the corresponding

bodies at okrug level.

2.6 Health manpower

In 1975 there were 18 799 physicians, i.e. 1 per 465
population or 215 physicians per 100 000. Out of these
physicians, 17 613 (94%) worked in the health services,
i.e. 202 per 100 000 population or 1 per &496. Table 8
gives the distribution of the physicians by field of work
in the health services, and Table 9 a breakdown by medical
specialty.

There were 3701 dentists, i.e. 1 per 2362 population
or 42 per 100 000.
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Table 8. Physicians by place of work in the health services, Bulgaria,

1975

Place of work No. %
Health services network. 12 220 69.38
Okrug and national hospitals 3 952
Urban hospitals 1 044
Rayon hospitals 2 274
Industrial facilities, including independant -
physician posts '832
Rural health facilities 1030
Hospitals of the Ministry of Transport and rayon
transport health services 262
Other 4 914
Academy of Medicine 3 848 21.85
_ Research and teaching personnel 2 964
Hygiene and epidemiology inspectorates 755
Sanatoria and resort institutions including
rest houses 552
Public Health Administration 192 1.09
Other 1 353 7.68
Total 17 613 100.00
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Table 9. Physicians by medical specialty, Bulgaria, 1975

Specialty¥* No. % Per 1000
population
Internal medicine specialists** 4 117 21.9 0.47
Surgeons*** 1 692 9.0 0.19
Obstetricians/gynaecologists 1 128 6.0 0.13
Paediatricians 2 113 11.3 0.24
Ophthalmologists 472 2.5 0.05
Otolaryngologists 454 2.4 0.05
Neurologists . 724 3.9 0.08
Psychiatrists 402 2.1 0.05
Lung specialists**** 661 3.5 0.08
Dermato-venereologists 342 1.8 0.04
Radiologists 662 3.5 0.08
Physical medicine specialists 397 2.1 0.05
Physical education specialists 149 0.8 0.02
Laboratory specialists 392 2.1 0.05
Hygiene and sanitation specialists 459 2.5 0.05
Epidemiologists 249 1.3 0.03
Parasitologists 53 0.3 0.01
Microbiologists 443 2.4 0.05
Other (non-specialist) 3 861 20.6 0.44
Total 18 770 100.00 2.15
*

Oncologists are included in the relevant specialist group
(internal medicine specialists, surgeons, etc.).

% . . . . . s

. Including infectious disease specialists.

* Surgeons, traumatologists, orthopaedic surgeons, neuro—
eny SUTBEODS, lung surgeons, urologists.

Including specialists for children.

27



Table 10. Health services personnel, Bulgaria, 1975

Category No. Per
166G 000
population

Physicians* 18 77¢ 215
Dentists - 3 701 42
Pharmacists 3 055 35
Intermediate level health personnel 61 633 706

Feldshers 5 479 63

Midwives 7 122 82

Nurses 34 683 397

X-ray and clinical techniciaus 5 849 67

Dental technicians 1 833 21

Pharmaceutical aides 3 981 46

Cther 2 686 31
Junior medical personnel 33 669 . 3350
Other staff 41 064 470
Population

per physician 4865

per dentist 2 360

Excluding perconnel working in some central
institutions or outside the country and the retired.
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Table 10 shows that in 1975 there were 5479 feld-
shers, 7122 midwives and 34 683 nurses, (usually classi-
fied as intermediate-level health personnel in Bulgaria),
i.e. 2.5 per physician.

In 1975 there were 41 064 other personnel in the
health services, giving a total of 161 892, i.e. 1854 per
100 000 population.

For training, the country has four faculties of medi-
cine (Sofia, Plovdiv, Varna, Pleven), two of dentistry
(Ssofia and Plovdiv), one of pharmacy (Sofia), and the

national health institutes. Medical training comprises
six years of study at university followed by one year of
obligatory hospital service. With the increasing trend

towards specialization, the training now commences during
the last year of the university programme.

Dentists complete five and a half years of university
study. :

Feldshers, midwives and nurses are trained in schools
for intermediate-level health personmnel. The duration of
the programmes 1is two years for nurses, two and a half for
midwives and three for feldshers. The programmes were
upgraded in 1976 to allow this category of personnel to
assume broader responsibilities towards patients. Such
training has priority and the goal is to achieve a ratio
of 3.8 per physician (against 2.5 in 1975).

2.7 Financing of health services

Since 1951 the State has paid the costs of all inpa-
tient and outpatient and most domiciliary care. Patients
still pay for most of the drugs used im domiciliary care,
although such expenses are now met by the State for an
increasing number of diseases. Personal payments for
health accounts for less than 5% of the total. In 1975
the state expenditure on health was leva 433 million, or
3.4%7 of the national income, and about 14% of this amount
was for capital investment. Per capita health expendi-
ture was about leva 56.50 (US$58.25 per person per year).
Subsequently the health budget has increased by about 107%
per year, i.e. in the same proportion as the overall state
expenditure and income, which compares favourably with the
situation in most European countries of disproportionate
increase in expenditure in the health sector.
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Salaries account for roughly half the operating bud-
get of the health services, and drugs and food for about
one-eighth each.

Prices of drugs are set by the Committee on Prices,
and are kept fairly 1low in relation to general price
levels.

The operating budgets of the different components of
the health services are based on the norms established by
the State (cost per physician etc.). However, the okrug
people's councils have special provisions for expenditure
during the budgetary year on contingencies such as rises
in salaries or prices of food and drugs.

To a limited extent local industries, trade unions or
voluntary health organizations can contribute money for
investments not covered by the state budget. Such sup-
port is usually given for the establishment of prophylac-
toria at enterprises, for dietary food facilities 1in
factory canteens, etc.

2.8 Health planning

2.8.1 System

The health planning system 1in Bulgaria is of the
normative type, meaning that it 1s based on norms which

have some form of legal backing. Extensive use is made
of such norms. They regulate performance, workload,
staffing patterms, unit costs of services, etc. The same

norms are applied by planners at different levels and,
although nct all are absolute, they must as a rule be
followed to a considerable extent. The norms on the
health services are set by the Ministry of Public Health,
and those on economic conditions in general, e.g. price
indexes, by the Ministry of Finance and the State Planning
Committee.

The health planning process involves two closely
interrelated activities. The first is the elaboration of
basic norms and those of a functional nature, i.e. those
which do not change with the economic conditions at any
given time. Elaboration and revision can be undertaken
either for a certain norm separately or for all the norms
simultaneously. Revision is done at intervals, when a
need is felt. The second activity is the regular process
of health planning, concerned with development of the
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health services at a given time on the basis of morms
adapted to current socioeconomic possibilities.

2.8.2 Elaboration of norms

The Directorate of Health Planning and Economics
within the Ministry of Public Health is responsible for
the .elaboration of norms for the health services. Two
specialists in the Directorate are in charge of the stu-
dies, but their function is mainly to initiate and coor-
dinate work in a large number of outside institutes and
specialists.

The Ministry is assisted in 1its task by the many

national health institutes. Their departments of metho-
dology and organization, for instance, suggest norms on
health .care delivery. The Institute of Social Hygiene

and Health Services Organization, which has wunits for
research on scientific organization of labour, inpatient
and outpatient care, health planning and economics, has a
particularly important advisory role. Finally, the
panels of republic specialists provide a forum for . dis-—
cussion and evaluation of the suggestions made.

After a preliminary review the Ministry submits the
suggestions to the Medical Council where they are examined
by the appropriate commissions before the Council gives
its collective assessment. In the Ministry the proposals
are again reviewed in the light of economic, legal and
other factors before a final decision 1is taken by the
Collegium.

Many parameters are taken into consideration when
norms are established. With regard to needs for health
care, for instance, age-groups and occupation have been
found important.

Changes in cultural patterns, the disease spectrum,
health care technology, the working week, the length of
vacations, etc., make rtevision of norms necessary, often
at frequent intervals. An extensive revision was made in
1971-75 on the basis of special surveys. A recent revi-
sion provided for a reduction in the average number of
adults served by general practitioners (from 3500 to 3000)
in order to allow more time for dealing with individual
patients.
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2.8.3 Types of plan

Three types of general health plan can be distin-—
guished: short-term (one year), medium-term (five years)
and long-term (about twenty years).

The most important is the medium-term plan, which has
separate targets for each year. It gives details of
estimated health needs, health services to be provided,
strategy to be applied and resources .to be allocated.
Once adopted the plan is binding for the five-year period
and no extensive revisions are made before the next plan
is elaborated. The current plan is for 1976-80, i.e. the
period of the general socioeconomic development plan of
which it is an integral part.

Short-term plans provide for minor revisions in one
year of a five-year plan. The short-term plan does not
alter the basic principles 1laid down in the five-year
plan; it only modifies the pace of development during the
coming year 1in accordance with the prevailing economic
situation in the country and the rate of fulfilment of the
current five-year plan. - As a rule plan targets are
achieved every year, but unforeseen difficulties may call
for an extra effort the following year. '

Long—term plans.are indicative rather than binding.
They give long-term perspectives in health policy develop-—
ment, enumerate major projects to be undertaken (e.g.
conskruction of an institute or university), and give
rough estimates of financial and wmanpower requirements.
They are revised every five years, at lcast one year
before the revision of the current five-year plan in order
to provide a suitable framework for that purpose.

2.8.4 Preccess

Fig.4 gives an outline of the health planning pro-
cess. - The planning starts at local level in February,
when the primary care units send their estimates to the
rayon hospital, where "they ‘are coordinated with the
latter's and forwarded to the okrug hospital. By the end
cf March the okrug hospitals send their drafc to the okrug
department of publiz health and social welfare, which has
already received preliminarv advice on the availability of
funds for capital investment and operations during the
planning period in question. Such advice is prepared by
the” Ministry of Public Health on the basis of information
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supplied by the Ministry of Finance and the State Planning
Committee.

The okrug department of public health and social
welfare, in cooperation with the planning committee, now
formulates the draft okrug health plan, which is then
discussed in the people's council. At the end of June
the draft is sent to the Ministry, where it is reviewed.
For this purpose the Ministry takes into consideration the
existing norms, the information it has received regarding
the preliminary budget and the arguments put forward con-
cerning okrug needs. The review 1is carried out by the
planning section of the Directorate of Health Planning and
Economics.

On the basis of the review the Ministry then dis-
cusses the suggestions with the okrug planners, hears the
views of the republic specialists and the Medical Council
and contacts the Ministry of Finance and the State Plan-
ning Committee with regard to the possibility of adjusting
the preliminary budget. Coordination of health and gene-
ral socioeconomic planning 1is thus maintained through
close contact between the health authorities and the State
Planning Committee and the Ministry of Finance in two
ways: through discussions of the latter bodies with the
Ministry of Public Health (on establishment of norms,
presentation of the preliminary budget, negotiation regar-
ding the okrug plan, revision of the final plan) and
through similar discussions at okrug level (on formulation
and local review of the okrug plan).

At the end of August the Ministry of Public Health,
after extensive discussions in its Collegium, submit the
draft health plan to the Ministry of Finance and the State
Planning Committee. Here it is reviewed and coordinated
with plans received from other sectors. Then 1t 1s sub-
mitted to the Council of Ministers and the National Assem-
bly for adoption in December, to become effective as of
1 January the following year.

2.8.5 Methodology

The health planning methodology is essentially one of
extrapolation. The norms reflect expected demographic
trends as well as information received from other minis-
tries regarding economic and industrial development (which
determines the number of workers of different categories
for each okrug, etc.).
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However, the methodology is not restricted to extra-
polation. By considering several alternative strategies
and changes in manpower development, the planners seek the
best mix of approaches to meet the objectives with the
resources available. Thus the methodology includes simu-
lation techniques.

Consideration of the various alternatives furnishes
suggestions for activities and use of resources and per-
mits a theoretical evaluation of the effectiveness and
efficiency (including the cost factor) of the alterna-
tives. An 1important aspect of this evaluation 1is the
comparison of differences in coverage among the different
population groups and geographlcal areas, as one of the
objectives of the model is to promote equal distribution
of health resources.

A key factor in the planning is the number of physi-—
cians, partly since they are crucial in meeting the needs
for health care and partly because they create a demand
for supporting personnel and equipment. Much work is
therefore being put into estimating the requirements for
physicians in various health sectors.

2.8.6 Resources

The Mlnlstry of Public Health's Directorate of Health
Planning and Economics has a staff of 20 profess10nals who
deal with questions of health planning (e.g. review of
okrug health plans), elaboration of new norms, finance
(e.g. budget allocation at central level) and project
planning (e.g. construction of health establishments).

Support 1is also provided by the Medical Council's
health planning commission, in which the head of the
Directorate of Health Planning and Economics serves as
secretary, and by the Institute of Social Hygiene and
Health Services Organization, which has a health planning
unit and maintains direct relations with the departments
of methodology and organization of the specialized insti-
tutes.

The okrug departments of public health and social
welfare do not have a separate health planning unit but
usually have one economist and some physicians with fairly
broad planning functions.
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2.9 Health information system

2.9.1 General

There is extensive recording of information through-

out the health services. At primary level each general
practitioner keeps a complete medical file on all citizens
under his responsibility. If a patient is referred to

higher level, a copy of the file is sent with him and the
general practitioner in turn receives a copy of all impor-
tant information regarding outpatient or inpatient care
provided. At regular intervals all health units submit
standard reports on their activities, stating the number
of patients seen, diagnoses, activities undertaken, etc.).
At okrug level all information on primary and hospital
care in the area is channelled through the hospital to the
Department of public health and social welfare.

Cases of most communicable diseases, occupational
diseases, poisoning, cancer, mental disorders, venereal
diseases and rheumatic fever are notifiable by the specia-
lized services.

In the Ministry, medicostatistical information 1is
compiled on the basis of the annual reports of the Commit-
tee for Uniform Social Information (central statistical
office) and the okrug department of public health and
social welfare. In addition there are automated systems
for public health information and management, as described
below.

The central unit for processing medicostatistical
data is the Ministry of Public Health's information and
computing centre, which has its own computer and team of
systems analysts.

2.9.2 Use of computers

The Government has adopted a policy on development of
rational information systems for the public administration
in general, through the use of computers, and established
the Committee for Uniform Social Information, which helps
all ministries in consistent and effective use of computer
technology. The philosophy underlying the policy is as
follows:

(1) The Unified System for Social Information (USSI)
comprises the different subsystems concerned with
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management of sectors of the economy, simulation and
possible solution of different problems, and adminis-
tration at local level.

(2) All information subsystems inm the country use
the same methods of classification and coding of data.

(3) Computer hardware 1is 1located at central and
regional or okrug level. The hardware and operating
systems are compatible at both levels. All data
necessary for operations, planning and evaluation are
kept at regional level but only those for overall
planning and management at central level. The
regional computers are used for different sectors of
public administration, such as health and education.

(4) The ministry responsible for any sector of the

_economy has its own information centre with one or
more computers, where systems analysts develop and
operate appropriate computer programmes.

One of the main tasks of the Ministry of Public
Health's information and computing centre is to formulate
and - implement the Health Information System (HIS) which,
as one of the USSI subsystems, involves computer process-—
ing.

The objective of HIS 1is partly to facilitate the
decision-making process at different levels by providing
more and better information, and partly to rationalize
data-processing by reducing the manual work involved.

So far the following computer systems have been deve-
loped for routine use in the health services:

(a) Epidemiological surveillance

Subsystem of epidemiological information

The subsystem covers notification of suspected and
confirmed cases of communicable diseases, hospital infec-
tions and epidemics in kindergartems, schools and work-
places as well as follow-up of confirmed communicable
disease cases.

The subsystem gives two types of information: basic

data (daily, weekly, monthly) on notified suspected and
confirmed cases of communicable diseases; and analytical
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data (monthly, semiannual, annual) on confirmed cases of
communicable diseases.

Every day each health unit in the country notifies,
by radio-telephone or telephone, the okrug's hygiene and
epidemiological inspectorate of newly discovered cases of
communicable diseases, hospital infections or epidemic
outbreaks. The inspectorate sends this information by
telex to the Ministry's Information and Computing Centre,
where a daily analysis is made of the distribution of
communicable disease throughout the country to facilitate
the work of the Ministry, the Academy of Medicine and the
okrug department of public health and social welfare. A
weekly summary of the information 1is also supplied.
Cases confirmed by clinical or 1laboratory evidence are
registered in a special file at the Information and Com-
puting Centre.

The 1information helps decision-makers at different
levels to interpret the results of disease surveillance
and control and familiarizes them with the distribution of
communicable diseases.

Subsystem of information on the spread of pathogenic
microorganisms among the population

The subsystem enables collection and analysis of the
results of microbiological, virological and serological
examinations performed in every health laboratory.

Subsystem of information on the midrobiological
control of water and food

Information in the subsystem is derived from labora-
tories involved in preventing the spread of pathological
microorganisms in water and food, and is of value to
health administrators at central and local level in plan-
ning measures to improve hygiene.

Subsystem of information on the management of
prophylactic immunization

Immunization against eight diseases is compulsory for
the population from birth to 67 years of age. To facili-
tate the immunization programme, a computerized informa-
tion system has been established, including an up-to-date
population register at okrug level. The computer stores
information on the immunization status of the whole popu-
lation and the calendars of immunization for each person,
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and on this basis indicates monthly, by area, the persons
to be immunized and re-immunized. Other computer print-
outs include appointment letters for all persons to be
vaccinated and statements of the quantity of different
vaccines required for each polyclinic in the following
month on the basis of the number of persons to be vacci-
nated.

Introduction of the computerized system of informa-
tion on surveillance has permitted a more precise analysis
of the epidemiology of communicable diseases (including
hospital infections) and helped considerably in reducing
the time needed for registration, recording and reporting.

(b) Registration of morbidity and disability

There are three subsystems for the registration,
providing information on reported morbidity in outpatient
establishments, on permanent disability and on temporary
disability.

Subsystem of information on reported morbidity in
outpatient establishments

The information is based on data recorded in each
ambulatory consultation, relating to type of consultation,
sex, age, residence and other social parameters of the
patient, site of provision of health care, and diagnosis
(coded according to the International Classification of
Diseases, 8th revision). The different levels in the
management of outpatient care (general practitioners, the
number of visits to outpatient establishments, the care
provided, the incidence and prevalence of disease and the
workload of physicians). The information meets the needs
in routine management of outpatient establishments as well
as planning and administration of such care.

Subsystem of information on permanent disability

As appropriate, medical commissions evaluate and rate
a patient's ability to work; and on the basis of these
assessments, information is kept on the health status of
the permanently disabled and disease-specific disability
rates are calculated.
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Subsystem of information on temporary disability

Based on hospital records, the subsystem provides
information on patients by place of work and profession,
duration of temporary disability and diagnosis. Health
authorities and managers of enterprises and institutions
are thus able to receive data on the disease-specific
disability rates as well as information on individual
patients.

(c) Health manpower registry

The subsystem was introduced in 1971, and now covers
all physicians (medical students were included in 1976),
dentists and pharmacists in the country. The information
shows specialties and posts held since graduation and is
updated every three months on the basis of administrative
records. The information is used at central and okrug
level, both for health manpower planning (in all areas
including specialization) and for determining manpower
distribution according to qualifications and experience.

2.10 Health education

Although the health services in general and the
Gabrovo model in particular are backed by comprehensive
regulations to ensure active community participation, it
was considered essential to establish an effective health
education programme. The major features of the programme
are as follows:

2.10.1 Organizatioﬁal structure

At national level there is the Institute of Ideologi-
cal Problems and Medical Pedagogics, responsible for
health education and under the direct supervision of the
Ministry of Public Health. -~ It has three departments of
mass education, development of health education methodol-
ogy, and production of educational material. The Minis-
ter of Public Health issues guidelines on its work and
formulates major policy in the field of health education.

At the okrug level there is a department of health
education within the Hygiene and Epidemiology Inspector-
ate. It is responsible for organizing activities in the
okrug and has certain materials such as films for this
purpose. . :



In hospitals with 500 beds or more, intermediate-
level health personnel provide health education in con-
sulting rooms. Normally no oune is assigned specifically
for health education at lower level since this activity 1is
part of the daily work of all frontline personnel. The
major part of the work falls to the physicians, particu-
larly the general practitioners, who have extensive res-
ponsibility for the health education of all persons in
thelr care.

2.10.2 Problems

Unhealthy habits such as overeating, smoking and
drinking are no less widespread in Bulgaria than in most
other European countries. For 1instance, a study on how
workers use their weekends, conducted by the institute
responsible for health education, showed that this recrea-
tional time was not used for health promoting purposes to
the extent that might be hoped; conditions such as physi-
cal inactivity and overeating were frequently found. To
what extent such habits are caused by a lack of knowledge
is not known, but it is presumed that other factors such
as motivation are of major importance.

2.10.3 Approaches

In 1976 a programme for improvement of the health
culture of the people, drawn up by the National Health
Education Committee, was adopted by the Government.

Various means are used, such as organizing meetings
at schools and workplaces and, above all, taking advantage
of the individual's contacts with health personnel.

Health education programmes are promoted by televi-
sion, radio and the press, and a large number of pam-
phlets, posters and other publications are distributed

through various channels. Films have been produced and
are available for use 1in schools, factories or public
meetings. Activities are organized by the health ser-

vices or voluntary organizations like the Bulgarian Red
Cross. The Red Cross also publishes a journmal "Health",
in close cooperation with the Ministry.

A large-scale health education programme has been
organized in schools and appropriate materials produced,
including a textbook for teachers. In secondary schools
a wide range of health matters are discussed, including
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sex educatiou. There are several programmes for groups
such as pregnant women, young mothers, workers in special
industries and the elderly.

As already mentioned, the main thrust of the health
education programme 1is through the primary care units and
hospital services, with particular importance attached to
counselling by general practitioners to healthy people,

people at risk and the sick (see sectiom 4.2.3). Guide-
lines for the advice to be given by the health personnel
have been worked out. Group counselling is provided by

specialists for high-risk groups such as the obese and
heavy smokers.

3. GABROVO OKRUG: ITS HEALTH PROBLEMS AND HEALTH SERVICES

3.1 General

The area selected for demonstration of a model health
services system is the Gaborvo okrug, located about 200 km
north-east of Sofia (Fig.l). The area is mainly moun-
tainous with rolling hills and a mild, continental type of
climate.

The okrug covers an area of 2065 km2, i.e. 1.9% of
the country. The population was 175 198 in 1975, i.e. 2%

of the national total. Population deusity is higher in
the okrug (85 per km?) than in the country in general
(79 per km?). The population 1is on the average older

than in the country at large, 20% being under 15 (national
average: 22%) and 22.3% 60 or more (national average:
16%).

About 71% of people live in towns, a proportion which
is 10%Z higher than the natiomal average. Gabrovo, the
administrative centre of the okrug, is the largest town,
with a population of 75 000. The okrug is divided into
four rayons, which have as their chief towns Gabrovo,
Sevlievo, Drjanovo, and Trjavna.

The rate of industrialization 1is higher than the
national average, textiles being the most important sec-

tor. The okrug has a Higher Mechanical Electrotechnical
Institute with about 3500 students. There is no medical
faculty.
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3.2 Health problems

In general the Gabrovo okrug has the same health
problems as the rest of the country, with minor modifica-
tions due to the higher rate of industrialization and the
specific age structure of the population. The crude
death rate is somewhat higher (11.6 per 1000 against 10.3)
than in the rest of the country and the birth rate lower
(12.9 per 1000 against 16.6). As a result population
increase is much lower than in the country in general.

Reported general morbidity is higher (1109 per 1000
population against 943) than in the rest of the country.
The extent to which this is due to the active disease
detection in the Gabrovo area is discussed under section
5.4.1.

Infant mortality, an important indicator of health
status, is lower than in the country in general (20.1 per

1000 against 23.1).

3.3 Health services structure (Fig. 5)

In the okrug there are three inter-okrug specialized
hospitals, two for lung diseases (one for children and one
for adults) being located in Gabrovo town and in Trjavna
and one for psychiatry in Sevlievo.

The okrug hospital is in Gabrovo town. There are
also four polyclinics in town, including one dental poly-
clinic. Six screening teams (see section 4.2.1) are

attached to the hospital polyclinics, one being respon-
sible for all paediatric screening in the okrug and two
for coverage of the Gabrovo rayon.

There are three rayon hospitals in Sevlievo, Drjanovo
and Trjavna, and each has a polyclinic. The rayon hos-
pital in Sevlievo has two small affiliated rural units: a
long-stay facility for gastroenterological and kidney

cases and one for cardiovascular cases. Two screening
teams are attached to the Sevlievo rayon hospital, one
urban and one rural., The polyclinies of Drjanovo and

Trjavna hospitals each have an adult screening team
covering the respective rayons.

There are 2400 hospital beds in the okrug, including

those in inter-okrug facilities. After correcting for
use of hospital beds by patients from other okrugs, the
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number available to the population of the okrug amounts to
approximately 9 per 1000 (against 8.5 for the country).
In 1975 28 649 patients from the okrug were admitted for
care, i.e. 16.3% of the local population.

In addition to the five general polyclinics and a
dental polyclinic, there are 18 rural health centres with
physicians and 42 feldsher posts. In 1975 there were
7991 consultations per 1000 population in hospital outpa-
tient departments and polyclinics, 2128 in rural health
centres and 6750 in feldsher posts (the corresponding
national figures are given in Table 3).

The okrug hygiene and epidemiological imspectorate is
located in Gabrovo town, Sevlieveo, Drjanovo and Trjavna.

The following figures show the number of okrug health
staff per 100 000 population, with the corresponding
national figures given in parentheses: physicians 204
(215), dentists 46 (42) and other staff 735 (690).

In 1975 some 16-17% of the okrug budget was allotted
to okrug health services, excluding social insurance and
capital investments.

4. DESCRIPTION OF THE GABROVO MODEL

4.1 Objectives

As stated under 1.3, the activities and approaches of
the Gabrovo model can be grouped into a number of subsys-
tems, each designed to fulfil one of the major objectives
of the model:

(1) To reveal the true health status of the popula-
tion. While health services normally rely on the
patient's own demand or ad hoc surveys to determine
health status and the need for care, the Gabrovo
model provides for the active identification of
disease and related risk factors through annual mass
screening.

(2) To ensure comprehensive coverage of needs. The
Gabrovo model includes the dispensarization method of
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providing total health care for each patient (preven-
tion, diagnosis, cure, rehabilitation, wvalidation,
active follow-up).

(3) To promote environmental health. This objec-
tive refers to all activities in the health and other
sectors which can reduce the population's exposure to
harmful environmental agents and create a harmonious
and healthy physical, biological and social environ-
ment.

(4) To ensure good quality of health care. This
objective refers to measures that will ensure the
adoption of appropriate technology as well as the
development of adequate resources (manpower, sup-
plies, equipment, premises).

(5) To improve health care management. This eobjec-
tive includes the improvement of administrative tech-
niques, the information system (especially as regards
automation), rationalization procedures and tech-
niques for health planning and evaluation.

4.2 Comprehensive health care: the ''dispensarization"
principle

Dispensarization is a method of delivering health
services to the population, based on prophylactic prin-
ciples and systematic, comprehensive public health plan-
ning, as pioneered in the USSR. While this approach is
part and parcel of the Bulgariam health services, it has
been expanded and made more comprehensive in the Gabrovo
model by trying to identify a complete range of preven-
tive, diagnostic, therapeutic and rehabilitative measures
that will meet the specific needs of each person.

The goal of dispensarization im the model 1is the
provision of comprehensive aund- active care through 1life
for every member of society. This process includes regu-
lar surveiliance and - prophylaxis for the healthy and
persons at high risk, early detection of disease, early
active treatment and, where necessary, rehabilitation.
As is shown in Fig.6, dispensarizaton can be divided into
four phases:

(1) on a mass basis, prophylactic examinations and
periodic multiphase screening;
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(2) specification of diagnoses, review of the health
status of persons screened and elaboration of indivi-
dual health care plans;

(3)  implementaton of the individual health care
‘plans;

(4) evaluation of 1individual health status with
active follow-up.

4.2.1 Determination of the health status of the popula-
tion: screening activities

The aim of the screening activities in the Gabrovo
model is to detect early stages of disease, find persons
at high risk and review the health status of the popula-
tion in general.1

Key features of the screening are as follows:

(1) It is intended to cover the whole population,
i.e. it is a mass operation.

(2) It is regular and frequent, being done once a
year for each citizen.

(3) The procedures (tests, examinations, measure-
ments) are intended to reveal a wide range of symp-
toms and signs for different disease categories and
some. risk factors; the screening is a multiphase
operation. -

Departments of mass preventive care in okrug and
rayon hospitals are responsible for the screening (see
Fig.7). They are staffed by a physician, a hospital
secretary, a matron and a medical statistician and direct
the work of the screening teams. The teams, composed of
nurses and aides, are of different types being respounsible
for: general screening of adults (15 years or more);
gynaecological screening (gynaecological examinations,
collection of smears and subsequent cytological testing);
geriatric screening; and screening of children (under 15
years).

1l For definition of screening, see Hogarth, J.,
op.cit., p.357.
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Before the commencement of operations a plan is
worked out for the organization of screening during the
year. The rural population, workers and schoolchildren
are screened by mobile teams in villages, factories or
schools, while the rest of the population are screened by
statlonary teams in the polyclinics.

Each person screened passes through- a series of
stations where the different members of the team make
certain tests or measurements and ask anamnestic ques-—

tions. In general screening of adults there are eight
testing stations and the whole process takes 50-60 mi-
nutes. One team can screen 70-80 persomns -per day.

Numerousfinvestigations are undertaken:

(1) ‘Patients are questioned regarding family anam-
neSlS, past operations, symptoms and natural functions of
-various body systems, alcohol consumption, smoking, occu-
pational history, etc.

(2 Anthropometry, electrocardiography and
fluorography are carried out as well as measurements and
examinations regarding audiometry, blood pressure, blood,

urine, skin, lymph nodes, the musculoskeletal,
genito-urinary and respiratory systems, eye pressure,
"~ parasitic infectiouns, dental status, occupational

injuries, etc.

The aim of the investigations is to reveal symptoms
or signs of disease or the existence of health risk fac-
tors of the individual or a given population.

The following disease groups are covered:

- precancerous and cancerous diseases;

- diseases of the cardiovascular system;

- chronic lung diseases including tuberculosis;
- certain endocrine and metabolic diseases;

- eye disease;

- Jdiseases of the musculoskeletal system.

The results of the investigations are summarized on a
card together with the conclusion of the team as to
whether the person screened belongs to one of two groups:

- healthy, i.e. all results were within the normal
range;

- with disease, i.e. at least one result was outside
the normal range.
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Figure 7. Organizational structure of
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Factors of disease development are also noted for
each person whether or not he has been exposed to high
risk. For workers a detailed chart is worked out, which
shows the presence and impact of any occupational risk
factors such as noise, vibration, dust, toxic substances,
light, posture, etc. :

The following is an illustration of the screening
done by the different members of teams looking for cancer:

Uterine cervix: anamnesis (auxiliary); gynaecologi-
cal inspection/bimanual palpation and  smear-—taking
(midwife);  microscopic examination of smear (cytology
technician);

Lip/skin cancer: inspection (nurse);

“Lymphoreticular system: bilateral palpation of lymph
nodes in neck, axillae, groin (nurse);

Stomach: anamnesis, weight loss control (auxiliary);
Larynx: assessment of voice quality (nurse).

Screening for cancer of the uterine cervix, breast
and lung was started in 1972-75. From 1976 six other
sites were added: skin, corpus uteri, stomach, colon/-
‘rectum, larynx and the lymphoreticular system.

4.2.2 Diagnosis, registration and individualized health

care planning

When a person has been examined by the team, he is
directed to his general practitioner and takes with him
the screening report. The consultation is held immedia-
tely after the screening, whether in a rural area (rural
health centre physician), a factory (factory physician) or
a polyclinic (general practitioner or paediatrician).

On the basis of the screening report, the general
practitioner may, if necessary, perform additional diag-
nostic examinations or refer the patient to a -specialist.
For diagnoses by general practitioners and specialists,
standard procedures have been established for each type of
disease.

For instance, if a patient has symptoms of a disorder
of the digestive system or if there is an unexplained loss

51



of weight, the general practitionmer carries out routine
examinations and if necessary refers him to the gastroen-
terology specialist at the outpatient department of the
okrug hospital for further examinationms. ‘

On the basis of the examinations, the general practi-
tioner or the specialist classifies each person referred
by the team in one of five groups:

Group . Healthy persons without complaints or
examination findings outside the normal range.

Group II. Generally healthy persons who have suf-
fered from a major disease in the past but, during
the last years, have felt well and been able to work
without problems. The examination showed either no
deviations from the norm or only residual signs of
past disease.

Group III. Sick persons in whom the development of
disease is fully under control.

Group IV. Sick persons in whom the development of
disease is only partially under control, They
suffer frequent and prolonged recurrences and are
unable to work for long periods.

Group V. Sick persons in whom disease is not under
control and who are subject to permanent and severe
pathological changes leading to constant work
incapacity. .

When assigning the individual to a group the physi-
cian also notes the presence and nature of risk factors
and other relevant influences as well as their possible
link to ill-health.

The general practitioner or specialist discusses the
extent to which the health of a person is likely to depend
on personal habits, living and work conditiomns, environ-
mental factors, type and severity of pathological pro-

cesses, etc. On this basis the physician records his
findings and draws up an individual plan of necessary
preventive, curative and rehabilitative care. He also

states the frequency of the patient's subsequent visits
for surveillance and control of his health and possible
review of the individual health care plan.
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In all cases of specialist treatment, information is
fed back to the general practitioner, who has the function
of coordinating and integrating all measures for the care
of each person in his area.

4.2.3 Prevention, treatment and rehabilitation

For patients in groups I and II, the general practi-
tioner gives general advice on healthy eating habits,
physical exercise, work stress and, where warranted, coun-
selling on risk factors identified.

" For certain groups, such as persons over 40 years who
smoke more than 20 cigarettes daily or those who are over-—
weight, special health education measures are organized.
These include lectures, films and popular health education
literature, advice on physical exercises, and the availa-
bility of curative-rehabilitative care.

For each sick person in groups III, IV and V, all the
care specified in the individual plan is provided; this
includes drug therapy, environmental hygiene measures,
surgery, dietary and nutritional regimens, physiotherapy,
resort treatment and occupational rehabilitation.

Special activities are undertaken to reduce exposure
to identified risk factors. Precancerous conditions such
as carcinoma in situ are removed surgically; advice on
how to stop smoking is given to patients with heart and
lung diseases; drugs are given to help the obese lose
weight; and physiotherapy is provided to schoolchildren
with abnormal posture of the spine.

If the risk factor for an identified disease is found
to be in the working environment, the patient is referred
to a "social cabinet'", i.e. the office of a social worker
with training in work placement. For this purpose he has
occupational charts, i.e. descriptions of workplaces and
the physical and other demands made on the worker, etc.
The charts are prepared by the hygiene and epidemiology
inspectorate on the basis of inspections of all workplaces
in the okrug. The social worker usually then refers the
patient to a medical commission which rules on the need
for temporary or permanent changes in work placement.
Furthermore, the enterprise is contacted if more direct
preventive measures im the production process or working
milieu appear to be called for.
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If the identified risk factor is an aspect of a per-
son's dwelling (cold, confined, damp, etc.), help is also
sought through executive committees of people's councils,
enterprises, trade unions and other authorities.

The social workers also help people in need of die-
tary regimens, sanatorial treatment and curative-rehabili-
tative care in convalescent thomes, prophylactoria or

"health zones". The latter are located in the vicinity
of towns and are areas with an improved forest environ-
ment, sports grounds, pools, etc. The activities include

programmes of special rehabilitation (e.g. physical train-
ing for patients recovering from wmyocardial infarction
after discharge from hospital) as well as general physical
exercise, Programmes for groups such as the obese,
hypertensive and neurotic are conducted in health zones by
teams under specialist physicians; they last 1-2 months,
or longer.

There are also health-strengthening activities in
schools and -industry, including the improvement of sports
facilities and the organization of physical education
courses for schoolchildren with inadequate physical deve-
lopment or respiratory or cardiac conditions. Such cour-
ses are given by teachers with special training.

In some larger industries there are "prophylactoria"
established by individual factories, where workers in need
of prophylactic measures, e.g. improved nutrition, physio-
therapy, physical exercise or drug administration, spend
part of the day or even remain overnight in some facili-
ties.

To promote healthy nutrition of the population, a
special programme is being established. A coordination
group has been formed at the department of public health
and social welfare of the okrug people's council, with
representatives of the trade and education departments of
the council, the trade unions and the okrug council of
women, On the basis of norms set according to the nutri-
tional content of food and the physiological requirements
of man, menus have been prepared for use in public cater-
ing facilities. In addition, special diets for patients
with conditions such as gastric ulcer are available in
canteens of major industries.
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4,2.4 Follow-up and evaluation of care

When the individual health care programme has been
completed, active follow-up is carried out by the pa-
tient's physician at regular intervals. This involves
control examinations which are also used to evaluate the
results of the care provided and if necessary to adjust
the programme. Disease-specific rules have been 1laid
down as to the frequency of such examinations.

Follow-up is usually carried out by general practi-
tioners, who are also kept fully informed in the case of
specialist care.

Cards have been developed for recording the dispensa-
rization procedures, to allow better follow-up and evalua-
tion.

Health centre and polyclinic general practitioners
keep three different cards:

Individual ambulatory card. This official record
for each person gives information on the periodic screen-
ing; past and existing diseases; health measures carried
out; periodic control examinations; temporary disabil-
ity; etc. It is kept in the card index unit of the
polyc11n1c or health centre and 1is made ava11ab1e to the
physician at each examination of a patient.

‘Dispensarization card. This card gives information
on any disease warranting follow-up and is malnly used for
regulatlng the control examinations and monitoring changes
in a particular group. The general practitioner files

the card in his office (except at one of the Gabrovo poly-

clinics where the cards have been centralized on a trial
basis). Specialists also keep such cards on persons
referred to them for treatment or follow-up, while sending
one copy to the general practitioner concerned.

Individual control card. This card is used for the
planning, control and evaluation of screening and is kept
in- the registry of the polyclinic or health centre.

Dlspensarlzatlon is mnot restricted to patlents who
enter the system by screening; it is also applied to
those who seek care on their own when their health status
so0 requires.
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It will be seen from the foregoing that the general
practitioner has a key position in the dispensarization
system, by ensuring the delivery of comprehensive and
continuing services,

4.3 Environmental health protection

The envirommental health programme includes basic
sanitation and other environmental measures of importance
to health. The hygiene and epidemiological inspectorate
has the primary responsibility in this matter, but a major
effort has been made to coordinate and integrate its ac-
tivities with those of other health units. Active sup-
port is given by various organizations including the
Patriotic Front, the rayon inspectorate for the conserva-
tion of nature and the trade unions.

The programme can be divided into the following sub-
programmes:

~ protection of environmental hygiene in urban areas;

- control of occupational safety and hygiene in indus-
try and agriculture;

- improvement of envirommental conditions in schools,
other children's establishments, and houses;

= control of food hygiene and promotion of healthy
nutrition;

- communicable disease control.

4,3.1 Urban areas

Since 1973 regular air sampling has been carried out
in Gabrovo and Sevlievo towns to measure pollution by
dust, hydrogen sulfide, sulfur dioxide, nitrogen oxide and
tin aerosol. To measure water pollution, sampling pots
have been established on the three main rivers of the
okrug and samples are taken every month for analysis in
respect of 22 factors including quantity of dissolved oxXy-
gen, chemical pollution and microbiological contamination.
Measurements are made at a number of sampling posts in
Gabrovo and Sevlievo towns, to show the influence of road
traffic on urban noise. The different measurements are
used in designing and monitoring a series of measures
against air and water pollution and urban noise including:
smoke control in industries; control of pollution of
water outlets into rivers; termination or modification of
harmful production techniques; protection of drinking~
water supplies in urban and rural areas; proper disposal
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and treatment of solid wastes and of waste water; and
modification of road traffic patterns. Due importance 1is
also attached to increasing the supply of high-standard
housing, extending green areas inside and around urban
settlements and improving sports facilities. -

4,3.2 rOccupational safety and hygiene

In the Gabrovo okrug 47 208 people are employed in
industry and 12 858 in agriculture, i.e. about two-thirds
of the work- force. Occupational hyglene and safety mea-
sures in these sectors therefore receive high priority.

Efforts have. been made to clarify the pathology of
genuine occupational diseases and work accidents. Prior-
ity in countermeasures 'is given to enterprises with high
general and occupational morbidity. All the authorities,
including health professionals, as well as the workers
themselves are being mobilized to create better labour
conditions. Mass efforts include prophylactic examina-
tions of workers with subsequent dispensarization.

Ensuring the fulfilment of occupational hygiene and
safety norms is a preventive activity of the integrated
specific programme for the contrcl of cardiovascular
. diseases, neurological diseases, chronic lung diseases,
cancer, endocrine disorders and mental illness, and above
all that for the control of occupational diseases..
Implementation of these programmes requires close coordi-
nation of primary preventive measures and- health care, and
the integration of occupational and personal health ser-
vices.

4.3.3. Schools, other children's establishments, and houses

Ensuring proper sanitation in schools, kindergartens,
nurseries and other establishments for -childrean and ado-
lescents 1is considered an important aspect of health
protection. To this end, measures have been adopted for
the systematic improvement of such establishments in
respect of ventilation, heating, dustproofing, light,
basic sanitation, etc. Closely related to this effort
are measures to raise physical, nutritional and hygienic
levels among children and adolescents.

4.3.4 TFood hygiene

Improvement of food hygiene is considered an impor-
tant part of the environmental health programme. Aims
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include  the prevention of microbiological and chemical

rcontamlnatlon of foodstuffs and the sybtematlc control of
hygiene in all establlshments involved in the production
and distribution of food.. A wide range of norms has been
set on acceptable levels of chemicals and microorganisms
in -food and the establishments are graded as to their
implementation of them.

4.3.5 Communicable diseases

Under the Gabrovovmodel, measures to control communi-
cable diseases can be divided into three groups:

- improvement of programme monitoring;

- reduction of exposure of the population to dangerous
microbiological agents;

- strengthening of the population's 1mmun1ty to micro-
biological infection.

The establishment of a microbiological 1laboratory
under the hygiene and epidemiological inspectorate and the
introduction of computerization in the health information
system (see section 2.9.2) made epidemiological data
readily available to the health authorities at okrug and
national level for continuous monitoring of activities.

As mentioned above, exposure of the population to
dangerous microbiological agents is reduced by means such
as provision of safe water and prevention of microbiologi-
cal contamination of foodstuffs, and by general health
education and public informatiom on infectious disease
prevention.

The population's resistance to infectious diseases is
increased partly by general health-strengthening measures
(improved nutrition and more physical exercise) and partly
by a concerted vaccination programme.

The stated policy of the model is to ensure effective
immunization of the whole population against all important
diseases where appropriate techniques are available.
This has been done using two approaches:

First, clear guidelines have been established as to
which part of the population should be vaccinated against
what disease, and compliance by the population has been
facilitated through legislative action. At present immu-
nization against eight diseases 'is compulsory for the
population from birth to 67 years (see section 2.9.2).
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Secondly, a computerized information system has been
introduced to facilitate administration of the programme
and control of individual coverage. In addition, motiva-
tion of the public towards active cooperation is stimula-
ted by the health education programme with involvement of
several voluntary organizations. Thus the health servi-
ces have been given both the duty and the means of immu-
n1z1ng all citizens.

4.4 Quality of health care

Steps are taken to ensure that all methods used
reflect current progress in medical research, and that the
quantity and quality of health resources are adjusted
accordingly.

4.4.1 Improvement of medical knowledge and technology

One stated objective of the Gabrovo model is the sys-
tematic improvement of health care knowledge and technolo-
gy to ensure -that the gains of medical research are
applied to the routine operations of the health services
as soon as this becomes technically possible and
economically feasible. Following the progress of
international and national research, comparing this with
the current health services practice and considering
wherther new developments should be acted wupon are
therefore an important feature of the model.

The responsibility for constant and active refinement
of medical methods is vested primarily in the clinical and
research departments of the national health institutes.
During the past 4-5 years over 200 new preventive, diag-
nostic or therapeutic techniques have been introduced.
The introduction is first proposed by the responsible ins-
titute to the Ministry. Then, if substantial new
supplies or equipment are called for, implementation may
have to await the provision of funds within the normal
health planning process.

4.4.2 Health manpower development

Special care is taken to provide feedback in respect
of the health manpower programme. The national health
institutes ensure that personnel are informed of mew
developments in the model through courses of further edu-
cation and specialist training as well as the basic pro-
grammes of the medical faculties and schools for other
health personnel.
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The Institute of Social Hygiene and Health Services
Organization has a unit studying problems of. scientific
organization of labour as well as a laboratory of medical
ergonomy dealing with the working techniques of health
personnel,

Such studies enable better utilization of health man-
power, as demonstrated by the doubling of dentists' effi-
ciency after changing their working methods. Another
study done three years ago showed that certain tasks
hitherto reserved for physicians could be done equally
well by feldshers, nurses and midwives. As a
consequence, the relevant rules were changed and the
training of the latter categories of personnel was
modified in accordance with the new responsibilities,
especially as regards certain routine procedures. Many
of the other national health institutes also contribute to
such studies.

4.4.3 Improvement of equipment, supplies andrpremises

Rapid development of services in the Gabrovo model
during the past years has made substantial demands on
health resources, especially the start of the programme;
many of the buildings were old and not up to standard and
there was a lack of modern equipment for diagnosis and
treatment.

Constructing new facilities, modernizing the older
ones and upgrading the medical equipment has therefore
been an important component of the programme. Develop~
ments in this respect during the past years include the
opening of a kidney dialysis unit at the okrug hospital;
the establishtment of a communication system linking all
general practitioners, ambulances and hospitals through
dictaphone, radio-telephone and other systems; the im-
provement of emergency transportation through airplanes,
helicopters and ambulances; the introduction of a '"tele-
card" system transmitting ECG measurements over the tele-
phone and thereby permitting hospital cardiologists to
advise on electrocardiograms made in health centres or
ambulances; and the introduction of the '"cardioselector"
as a heart function screening programme.

4.5 Health services administration and management

Another aspect of health services development in the
Gabrovo model is improvement of administrative procedures
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and increasing of efficiency in the use of resources. A
considerable effort has been made in developing better
rules and procedures for routine operations. While all
administrators in the services are expected to contribute
to this effort, the Institute of Social Hygiene and Health
Services Organization plays a special role, having several
units specialized in this type of work.

The activities to improve health care management in
the model come under three headings:

- general management and rationalization;
- planning methods;

- evaluation.

4.5.1 General management and rationalization

. A sustained effort has been made to determine the
exact functions of the different units in the regional
health system. Precise job descriptions have been pre-
pared for the different posts in each unit, together with
improved reporting systems making fuller use of computer-
ization and clearer guidelines on the supervisory respon-
sibilities of administrators at different levels..

Efforts have been made to improve -the efficiency and

acceptability of patient administration. An automated
appointment system has been established for the screening
programme. In the polyclinics new systems for scheduling

consultations and 'processing" of patients through the
different laboratories and departments have been worked
out, and more efficient filing and retrieval systems esta-
blished. These activities have facilitated the adminis-
trative work and cut down the waiting time for patients.

One aspect of the development of efficient adminis-
trative methods is the introduction of a new accounting

system in the model. The system shows unit costs per
hospital bed, per diagnostic test, etc., and reflects the
use of different manpower (physicians, nurses). The

question is now being studied of how the system could show
costs and resource use for entire programmes such as an
integrated specific programme (see section 4.5.2).

The resources devoted to support were also scruti-
nized and it was decided to establish one supply service
for all units in the okrug and to centralize all the hos-
pital laundry arrangements. This rationalization led to
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the saving of 41 posts, for which the funds were trans-
ferred to the screening programme thereby sharply reducing
the need for financing of new posts when the latter activ-
ity started.

4.5.2 Planning of the Gabrovo model: systems approach

(1) Guidance of the Gabrovo model

The responsibility for guiding the development of the
Gabrovo model is vested in a special council composed of
about 30 members from the Ministry and the national health
institutes under the chairmanship of the Minister. The
council acts as a '"think-tank" and formulates major policy
guidelines.

This does not mean that all ideas originate in the
council, as many come from the national health institutes
and other units within and outside the health services.
However, all such ideas ultimately end up in the council
where it is decided whether or not to make them part of
the model.

The respomsibility for putting the principles of the
model into practice and supervising the health personnel
is shared by the health services administration (from the
Ministry down to primary care level) and the okrug peo-
ple's council and its executive committee.

The council holds a meeting twice a year in Gabrovo
town with the people’s council and local personnel to dis-
cuss achievements and problems in the development of the
model.

(2) Relationship of model development to national
health planning

There is a clear distinction between the conceptual
development of the model on the one hand and its implemen-
tation in the Gabrovo okrug on the other.

With regard to the first point, the council mentioned
under (1) above is responsible for conceptual development
in respect of matters such as decisions to introduce a new
automated information system or to undertake mass screen-
ing for another disease. Norms on the number of patients
to be seen per physician per hour, the number of hospital
beds for a certain specialty at okrug level, etc., are set
within the national system described in section 2.8.2.
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However, decisions on the pace of resource develop-
ment in the Gabrovo okrug (building of facilities, provi-
sion of equipment, addition of personnel) are part and
parcel of the normal system of short-, medium- and
long-term health plans (see section 2.8.3). In spite of

_the fact that the okrug has been chosen as a demonstration
area, the same rules with regard to development of health
services must be followed as elsewhere in the country,
although a somewhat greater flexibility has perhaps been
allowed in the application of norms than would otherwise
have been the case. For example, a few special posts
have been established, such as those of social worker and
physician in the outpatient department of the okrug hospi-
tal with responsibility mainly for the antismoking pro-
gramme.

By and large the rate of increase in health services
resources has not been significantly higher for the okrug
than elsewhere 1in the country. This also holds for
manpower development as the provision of new personnel
(specialists, screening teams) has to a considerable
extent been compensated by rationalization.

However, awareness of hitherto unrecognized diseases
due to screening has increased the demand for all types of
care. In some instances, notably at rayon and okrug
level, this new demand has created bottlenecks in the care
system.

(3) Integrated specific programmes

As mentioned, one goal of the Gabrovo model is to
develop a sound strategy for improviang the health of the
population, taking into consideration preventive, diagnos-
tic and curative aspects and involving both the health and
other sectors.

It was considered from the outset that the approach
to development of plans in the model would be crucial,
that the results would depend not only on what had been
planned but also on analytical methods used by the plan-
ners. It was recognized that although many plans have
been made to achieve well-balanced integrated services,
few have reached that goal.

To avoid falling into the classical trap of primarily

planning in relation to resources (number of physicians,
. peds, etc.), it was decided to undertake problem-oriented
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planning with functional objectives and quantified tar-
gets. To this end, a series of so-called integrated
specific programmes (ISP) were drawn up. The principle
of ISP is that a number of areas are defined, each compri-
sing a disease or group of diseases presenting similar
problems of control (cancer, endocrine disorders, cardio-
vascular diseases, etc.). By January 1977 eleven areas
(Table 11) had been singled out for high priority on the
basis of morbidity and social impact in the okrug, and an

ISP worked out for each; many more ISPs are being devel-
oped.

Table 11. The 11 integrated specific programmes (ISP)
implemented in the Gabrovo model, 1976

1. Control of cardiovascular diseases

2. Control of cancer

3. Control of mental illness

4. Control of neurological diseases

5. Control of tuberculosis and chronic nonspecific
lung diseases

6 Control of gastrointestinal diseases

7 Control of infectious diseases

8. Control of occupational diseases

9 Control of endocrine disorders

0 Control of parasitic diseases

1 Control of dental (stomatological) diseases

The design of an ISP follows an established pattern:

(1) The problem area is delineated by deciding which
disease or disease group to include in the ISP. An
analysis is then made at international, mnational and
okrug level to determine the incidence, prevalence,
mortality, temporary and permanent disability and
other effects of the disease or diseases. At the
same time the factors and conditions 1involved in
development of the disease or diseases in individuals
and society are studied with a view to possible pre-
ventive, diagnostic, curative, and rehabilitative
measures.

(2) The existing approach of the health services to
the problem area is analysed including measures
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taken, training of personnel, organization, registra-
tion and reporting.

(3) On the basis of the first two steps the objec-
~tives of the ISP are set with regard to discovery of
"hidden morbidity, early detection of cases and reduc-

tion in disease incidence, prevalence, mortality and

disability. Targets, such as the percentage reduc-
tion of permanent disability to be achieved, are also
set. —

(4) The preventive methods, screening approaches,
therapeutic methods and other strategies to be
applied are selected, emphasis being given to preven-
tive and early detection activities and possible
contributions of both the health and other sectors.

(5) The activities necessary for reaching the objec-
tives and targets are outlined and the persons res-
ponsible for different parts of the ISP identified.

(6) 1Indices and criteria of evaluation are estab-
lished.

(7) Rules and procedures for management of the ISP
are outlined with reference to implementation, repor-
ting, cooperation between the different contributing
units, etc.

(8) Schedules of work are laid down as well as con-
ditions in respect of personnel and material, lists
of diagnostic tests to be used at different levels,
etc.,

Thus the aim in formulating an ISP is first to con-
sider the health problem in its entirety and possible
solutions, and then to specify the resources needed in
different parts of the health services. In this respect
the approach is similar to that of country health pro-
gramming.l

The qualitative and quantitative needs for facilities
and personnel at different levels are then determined in
relation to each disease group, i.e. each ISP, and indi-
vidual measures are worked out., When the ISP system has

1 Country health programming is a process for natio-
nal health programme development advocated by WHO.
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been developed to cover nearly all the health problems, a
complete picture will be provided of the relationship
between the disease load, the health services and the
resource needs.

By way of example, an integrated specific programme
for the control of mental illmess is given in the Annex.

4.5.3 Evaluation

It should be noted that the evaluation system has
been designed on the principle that the health services of
the Gabrovo model are intended for regular use by the
community, they have not been developed for research pur-
poses. Thus certain principles are not subject to evalu-
ation, as they are cornerstones of the national health
policy, e.g. mass screening for early detection of disease
and risk factors, regionalizaton of health services, and
dispensarization. However, details of the model, e.g.
which screening tests to use, which diagnostic/therapeu-
tic/preventive techniques to employ, which technical
equipment to introduce, are evaluated.

Thus the development of evaluation strategies and
techniques is an integral part of the model, the aim being
to ensure constant monitoring and feedback so as to refine
the methods, optimize the use of resources and organize
the activities as effectively as possible.

(1) Responsibility

As with planning in the model, a distinction can be
made between two types of responsibility: that for devel-
opment of the system and that for its implementation,

The overall methodology has to a large degree been
worked out by the Institute of Social Hygiene and Health
Services Organization, while the methodology and organiza-
tion departments in the other national health institutes
have been instrumental in determining specific criteria
evaluating problems covered by the ISPs. The decision as
to whether a particular item of evaluation should be made
part of the standard procedure within the model is taken
by the council mentioned in section 4.5.2 (1).

The implementation of evaluation activities is the
responsibility of the health care administrator concerned.
Implementation reviews conducted every six months are an
important part of this process.
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(2) Approaches

A distinction can be made between evaluation of a
plan and evaluation of results after its implementation.

The evaluation of plans has been discussed wunder
2.8.5 with reference to the testing of alternatives
through simulation techniques.

The evaluation of work done can be divided into the
two categories of general and specific evaluation.

The purpose of general evalution 1s to assess the
value of the health care programme as a whole, also deter-
mining whether it is well balanced, e.g. whether the rela-
tive importance given to prevention, screening diagnosis
and therapy 1is- appropriate. Admittedly, this exercise 1is
difficult as there 1is no international agreement as to
which indicators to use for the purpose. In the model
certain general indicators have been selected, including
general and age-specific mortality, infant mortality,
general morbidity, overall temporary working incapacity
and permanent disability.

Although these indicators should measure the overall
impact of the model activities, it is recognized that many
outside factors influence the indicators, especially the
general increase in the liviag standard of the population;
and great care is therefore exercised in drawing conclu-
sions from changes which occur. Evaluation by comparison
with control areas in Bulgaria is difficult since, as men-
tioned, many of the aspects of the model have already been
partially or fully applied elsewhere in the country. One
possibility would be to compare the present and past situ-
ation in the Gabrovo okrug, but this is difficult in view
of the many different factors involved.

For these reasons the main thrust of the evaluation
in: the model is specific, with regard to the. different
subsystems and their component activities. The evalu-
ation criteria to be used and the information required are
specified in the design of each ISP.

(3) Indicators
The evaluation is concerned with the health problems

at hand, the activities undertaken to solve them and the
resources devoted to the activities.
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Indicators are being worked out to provide informa-
tion on several aspects of the model, as follows:

Effectiveness: the impact of an activity is measured
by the subsequent changes in morbidity, mortality and
disability of the target population. Three groups
of indices have been selected for this purpose:

- birth, general and infant mortality rates;

- general morbidity, morbidity involving temporary or

permaunent disability, morbidity by individual
diseases, rate of early detection of certain major
diseases (cancer, mental 1illness, cardiovascular

diseases, etc.);

- 1indices of physical development in children and rate
of detection of defects in physical development.

It is hoped that refinement of these analyses will
show which activities would have the greatest impact on
each problem. It is recalled that particular importance
is attached to prevention and early detection, i.e. iden-
tifying risk factors and uncovering the hidden part of the
"iceberg" of diseases.

Efficiency in use of resources: this indicator is
concerned with the use of resources (manpower, time,
money, etc.) 1in relation to services delivered. For
example, the efficiency of two ways of scheduling
patients in screening might be compared.

This type of evaluation is reflected in many opera-
tional research studies undertaken within the framework of
the model in order to improve distribution of resources
for different tasks, scheduling of patients, coordination
between units, etc.l

So far indices are worked out mainly for the number
of patients seen per man-year for different types of phy-
sicians, e.g. general practitioners in polyclinics and in
rural health centres, specialists at different types of
hospitals. The percentage of dispensarized patients
admitted to hospital is likewise calculated.

1 The studies are carried out mainly by the Insti-
tute of Social Hygiene and Health Services Organization,
which has one operational research unit.
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