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ABSTRACT
Introduction: Health and social care systems in Central and Eastern European (CEE) 
countries have undergone significant changes and are currently dealing with serious 
problems of system disintegration, coordination and a lack of control over the market 
environment.

Description: The increased health needs related to the ageing society and 
epidemiological patterns in these countries also require funding needs to increase, 
rationing to be reformed, sectors to be integrated (the managed care approach), and 
an analytical information base to be developed if supervision of new technological 
approaches is to improve. The period of system transitions in CEE countries entailed 
significant changes in their health systems, including health care financing.

Discussion: Large deficits in the public financing of health systems were just one of 
the challenges arising from the economic downturn of the 1990s, which was coupled 
with inflation, increasing unemployment, low salaries, a large informal sector and 
tax evasion in a number of CEE countries. During the communist period, there was 
universal access to a wide range of health services, proving it difficult to retain this 
coverage. As a result, many states sought to ration publicly funded health services – 
for example, through patient cost-sharing or decreasing the scope of basic benefits. 
Yet, not all of these reform plans were implemented, and in fact, some were rolled 
back or not implemented at all due to a lack of social or political consensus. 

Conclusion: CEE health systems had come to practice implicit rationing in the form 
of under-the-table payments from patients, quasi-formal payments to providers to 
compensate for lack of funding, and long waiting lists forcing patients to the private 
sector. All these difficulties pose a challenge to the implementation of integrated care.
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INTRODUCTION

The WHO Regional Office for Europe defined integrated 
health service delivery as an approach to strengthen 
people-centred health systems through the promotion of 
the comprehensive delivery of quality services across the 
life-course, designed according to the multidimensional 
needs of the population and the individual and delivered 
by a coordinated multidisciplinary team of providers 
working across settings and levels of care [1]. It should 
be effectively managed to ensure optimal outcomes 
and the appropriate use of resources based on the best 
available evidence, with feedback loops to continuously 
improve performance and to tackle upstream causes of 
ill health, and to promote wellbeing through intersectoral 
and multisectoral actions [2].

Health and social care systems in Central and Eastern 
Europe (CEE) countries have undergone significant 
changes and are now facing severe problems related to 
disintegration, coordination, system and lack of control 
over the market environment. Increased health needs 
related to ageing populations and epidemiological patterns 
in these countries also require increased funding, rationing 
reform, sector integration (managed care approach), and 
the development of an analytical information base if 
the governance of the new technological approach is to 
be improved. The period of systemic transformations in 
the CEE countries resulted in significant changes in their 
health care systems, including health care financing. Large 
deficits in the public funding of health care systems were 
just one of the challenges of the economic slowdown of 
the 1990s, which was accompanied by inflation, rising 
unemployment, low wages, a large informal sector 
and tax avoidance in many CEE countries. During the 
communist era, access to a wide range of health services 
was common, and maintaining this coverage proved 
difficult. As a result, many countries sought rationalisation 
of publicly funded health services – for example, by sharing 
patient costs or reducing basic services. However, not 
all of these reform plans were implemented, and some 
were rolled back (or not implemented in the first place) 
due to a lack of social or political consensus. Health care 
systems in CEE also started to use clandestine rationing in 
the form of hidden payments from patients, quasi-formal 
payments to health care providers to compensate for lack 
of funds, and long waiting lists forced patients to move to 
the private sector. All these difficulties pose a challenge to 
the implementation of integrated care [3].

PURPOSE OF THE POLICY PAPER

The article presents the goals and steps for Central and 
Eastern European countries (Belarus, Czech Republic, 
Hungary, Lithuania, Poland, Romania, Russia, Slovakia, 
Ukraine) in implementing integrated care based on 

experiences from nine national stakeholders. The key 
approaches that have been developed in these countries 
to implement integrated care in practice, the assessment 
of key barriers and factors facilitating the adoption of 
integrated care in policy and practice, and common key 
challenges and opportunities for integrated care are 
discussed through this policy paper.

METHODOLOGY

The nine countries were selected for the analysis below 
due to the similarity of history and current assumptions 
of health and social care systems (this was established in 
previous joint projects). Nine stakeholders (co-authors of 
the paper) were invited to analyse national solutions for 
integrated care. All stakeholders are involved as experts 
in shaping local and national policies for primary health 
care. The main method was an analysis of existing articles 
and national regulations and an individual opinion of the 
stakeholders on solutions for integrated care in their 
countries. The national stakeholders chose the most 
appropriate documents for each country. Through the 
desk research method, it was possible to extract it in the 
form of published literature and national documents. 
Extracted secondary data are discussed in this article.

ANALYSIS
INTEGRATION BETWEEN HEALTH AND SOCIAL 
CARE
In all nine countries, the integration between individual 
sectors of the health care system is needed. Health and 
social care are separated at the level of funding and 
organisation. There are separate ministries of health and 
social services. Only in Hungary and Romania can be 
seen an integration across sectors. In Romania, there are 
two main types of integration. The first is intra-branch 
(between individual medical organisations, health and 
social services), and the second is between a medical 
organisation (a social protection and support body) and 
a person. In Hungary, it is operated by the Ministry of 
Human Resources – a multifunctional organisation. It is 
responsible for the functioning of the national health care 
and welfare system, developing the complete education 
system, protecting the national cultural heritage, 
regulating children and youth-related projects, and 
sports development. Despite the unified top institutional 
leadership, the individual sectors work separately, and 
functional harmonisation is not perfect. Since the COVID 
pandemic, the Ministry of Interior also supervises and 
organises the protection against the pandemic.

CHANGE IN HEALTH CARE SYSTEMS
All 9 CEE countries started with a similar hospital base in 
the Semashko style system. However, the starting point 
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prior to the transformation process was different, and 
the result is quite varied.

After the transformation in Belarus, the health care 
system is based on government funding (about 65% of 
health sector expenditure). Segments of insurance and 
private systems are in relative infancy [4]. In Hungary, 
in the 1990s, the functional privatisation of the family 
practices, the presence of private health services and the 
CLIV Act of 1997 on health and some decentralisation 
intension was observed. At this moment, a new 
milestone can be found with the criminalisation of 
out-of-pocket payments [5]. The health care system in 
Lithuania functions differently. Initially, it depended on 
small, local hospitals. Subsequently, most small hospitals 
were replaced by larger, consolidated ones, i.e. more 
efficient ones [6]. In Poland, the health care system was 
based on the principle of social solidarity and universal 
health insurance. Looking at Romania, a significant step 
forward in health care reform was the social health 
insurance law (Law 145/1997), which transformed GPs 
into independent providers, directly contracted for their 
services by the District Health Insurance Houses (DHIH) 
[7]. The situation is entirely different in Russia, where 
all residents have access to free medical care through 
compulsory health insurance [8] (Law of the Russian 
Federation on Medical Insurance of Citizens in the Russian 
Federation No. 1499-1 of 28 June 1991). The health care 
system based on hospitals and an increasing number 
of outpatients specialists (secondary level specialists) 
exists in Slovakia. A referral letter is required to access 
most specialists, but this gatekeeping role of GPs is rather 
formal.  Yet another solution was applied in Ukraine. 
The National Health Service of Ukraine (NHSU) was 
established as a new central executive body. The health 
care providers became non-commercial communal 
autonomous establishments and started to receive the 
funding per capita and medical services according to an 
agreement with NHSU [9,10].

THE APPROACH OF COUNTRIES TO PHC REFORM
After primary health care (PHC) reform, Belarus 
started transforming PHC to improve the prevention 
and treatment of non-communicable diseases as part 
of the comprehensive BELMED project. In the Czech 
Republic, primary care started to be delivered by general 
practitioners (GPs) and paediatricians. Together they 
play a vital role in health promotion and prevention (e.g. 
providing counselling and immunisations) and are often 
the first contact point in the health system, although 
there is no formal gatekeeping. Patients may consult 
specialists directly and generally face few barriers (e.g. 
no user fees in outpatient settings), explaining the 
comparatively high number of outpatient consultations 
(11 contacts per person compared to 7.5 for the EU) 
[11–14]. Addressing shortages of primary care doctors 
and regional disparities is a key challenge. Therefore, 

integrated care is getting more and more attention [15–
17]. The typical approach taken by Hungary in the last 
few years involves prevention, public health perspective, 
and the services close to the community came into 
view. GP clusters were the means of implementation 
in pilot programmes [18]. In Lithuania, however, the 
government sought to promote the joint provision of 
health care and social services in the form of orders. 
Nevertheless, formal support services were slow to 
develop. The joint provision of social services and health 
care lacked the active involvement of health professionals, 
and cooperation often was refused. The 2011–2015 
Lithuanian Health System Development Framework and 
the 2014–2025 Lithuanian Health Programme were the 
first official documents that described the development 
and implementation path of the integrated health 
care services in the country. Strategic direction aimed 
at reorienting health care systems, prioritising disease 
prevention, integrated health care and social services, 
and ensuring continuity of care, promoting coordinated 
care and case/disease management in all levels of care 
was proposed [19]. Like many other former eastern 
bloc countries, Poland inherited a poorly arranged 
PHC system, with too much focus on the treatment of 
common conditions and relatively low importance given 
to prophylactic activities. Efforts were made to improve 
the role and quality of PHC that at that time was a trend 
visible in many other CEE countries. Specialisation in 
family medicine was introduced, however to date, there 
is no clear governmental strategy for PHC [20]. The 
reform in primary care was introduced in Romania, and 
the old concept based on former medical dispensaries 
with complete primary care teams was abandoned. 
The staff was taken over by the new individual medical 
offices coordinated by the family doctor. Unfortunately, 
funding was dramatically reduced, and the old teams 
were limited to a doctor and a nurse. In Russia, the PHC 
system is the basis of the medical care system. It includes 
measures for prevention, diagnosis, treatment of diseases 
and conditions, medical rehabilitation, monitoring the 
course of pregnancy, formation of a healthy lifestyle and 
hygienic education of the population. Primary health care 
is organised to bring the medical services to population 
closer to their place of residence, place of work or study, 
according to a territorial-participant principle which 
provides for the formation of groups of the population 
being served at certain organisations according to their 
place of residence, place of work or study. Primary 
pre-hospital medical care is provided by paramedical 
workers (feldshers, midwives, etc.). Primary care is 
provided by general practitioners, paediatricians, general 
paediatricians and/or family doctors). The situation in 
Slovakia is very similar. Formal efforts were made to 
improve the role and quality of PHC, but the role of PHC is 
still weak. Although the access to PHC and its continuity 
in Slovakia is relatively strong, the comprehensiveness of 
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primary care was rated the lowest out of 31 European 
countries. [21–25] GPs in the Slovak Republic consistently 
resolve only around 70 per cent of consultations without 
referral to other specialists, compared to an international 
benchmark of over 90 per cent. To date, there is no clear 
governmental strategy for PHC. Whereas in Ukraine, 
three underlying principles were accepted for the future 
health system development: people-centred, outcomes-
oriented and implementation-focused. The following 
key approaches guide the health system in all its 
activities: a guaranteed package of services available to 
all – following the national standards of excellence and 
professionalism, patient empowerment, collaboration 
across organisational boundaries in the interest of 
patients, communities and the wider population, value 
for money and the most effective, fair and sustainable 
use of limited resources, accountability to the public, 
communities and patients that it serves [26].

THE INDIVIDUAL ROLE OF INTEGRATED CARE 
AND THE SPECIFIC COUNTRY EXPERIENCE 
WITH IT
The fragmented nature of today’s health systems in nine 
CEE countries means that they are becoming increasingly 
unable to respond to the demands placed upon them. 
The focus on hospital-based, disease-based and self-
contained “silo” curative care models undermines the 
ability of health systems to provide universal, equitable, 
high-quality and financially sustainable care. This 
strategy calls for reforms to reorient health systems 
and services, shifting away from fragmented supply-
oriented models towards health services that put people 
and communities at their centre to provide them with 
responsive services coordinated both within and beyond 
the health sector, irrespective of a country setting and 
development status).

The Belarusian model of the health and social 
assistance system is currently in the early stages of 
formation. For an effective integrated care system in 
Belarus, it is necessary to amend legislation, concretise 
state concept, financing, compensate for outpatient care, 
provide 100% access to central heating (gas/electricity), 
water supply, sewerage, reorient hospital beds and 
outpatient care. In the Czech Republic, the present 
approach of the state authorities is based on hospital-
based care models with marginalising the role of PHC. 
The Hungarian health care system could be described as 
mostly “disease-centred” and not prevention-focused. 
Projects for implementing integrated care were launched 
in Lithuania [27]. However, the main barrier to the 
successful implementation of integrated care is still the 
lack of local experience. In Poland and Romania, the 
focus is placed on hospital-based, disease-based and 
curative care models. As a result, their health systems are 
unable to provide universal, equitable, high-quality and 

financially sustainable care. Meanwhile, Russia started 
the primary health care reform, which was delayed by 
six months due to COVID-19. The attention is centred on 
ensuring 100% accessibility for the population to medical 
services. All models of organisation of primary health care 
are patient-centred. In order to provide primary health 
care to residents of settlements located at a considerable 
distance from the medical organisation and (or) with 
poor transport accessibility, taking into account climatic 
and geographical conditions, mobile medical complexes 
are required [28]. Slovakia has no experience with 
integrated care. The Ministry of Health started to prepare 
reform aiming to integrate the health and social care and 
possibly merge two separated ministries – the Ministry 
of Health and the Ministry of Social Services. However, 
due to the pandemic, the legislative efforts were halted.  
WHO and the Ministry of Health of Ukraine implemented 
the list of national clinical guidelines in integrated care 
for children, non-communicable diseases, mental and 
behavioural disorders, substance abuse, etc. The cascade 
of training courses for PHC teams in integrated care of 
patients with mentioned above disorders was provided in 
the country. The results concerning the efficacy of these 
innovations were described in the report on the findings 
of a nationally representative study on the prevalence 
of major behavioural and biological risk factors for non-
communicable diseases. Additionally, the foundation 
of the National Health Service of Ukraine (NHSU) and 
the new principle of financing of PHC centres and the 
rule fo “money follows the patient” per capita and for 
medical services according to an agreement with NHSU 
stimulated concentration on patient-oriented care 
approach [29].

THE SPECIFIC INTEGRATED ACTIVITIES IN THE 
NINE CEE COUNTRIES
In the last ten years, to advance integrated care and plan 
the integrated activity to cope with the fragmentation 
problem Ukraine and Lithuania started to be more 
comprehensive and focused on integration. In Belarus, 
it can be observed as a joint project of the Red Cross 
and the “Names” Fund – “Patronage Service in the 
Regions”, the system of providing medical and social 
assistance. Also, a new form of social service has been 
established – social services for foster families. Primary 
care reform in the Czech Republic gave more attention 
to the integrated care, empowerment of the social, 
community and long-lasting care provided under PMC. It 
led to an amended set of suitable quality criteria for GP 
practices and bonuses mechanisms of reimbursement 
for those GP practices which reach the desired quality 
level of the care for patients [30–32]. In the last decade 
in Hungary, we could observe duality related to primary 
care. The first challenge is to sustain the system, and the 
second is to transform and develop it. Accessible patient 
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data are crucial in high-quality patient care. Currently, 
almost every provider is connected, most of the patient 
data are uploaded to the system, and the e-referral and 
e-prescription system was introduced as well [33,34]. 
Before regaining independence, institutional care was 
the only form of social service in Lithuania. The situation 
began to change in 1996 with the adoption of the Law 
on Social Services, which delegated the development 
of services to municipalities. The government sought 
to promote the joint provision of health care and social 
services in the form of orders. Nevertheless, formal support 
services are slow to develop. The joint provision of social 
services and health care lacks the active involvement of 
health professionals, and cooperation is often refused. 
Strategic direction aimed at reorienting health care 
systems, prioritising disease prevention, integrated 
health care and social services, and ensuring continuity 
of care, promoting coordinated care and case/ disease 
management in all levels of care was proposed.  Poland 
introduced a hospital network initiative to support the 
integration of outpatient and inpatient care. Legislation 
strengthened primary care coordination by introducing 
multidisciplinary primary care teams to coordinate 
care pathways, including post-hospital treatment 
and rehabilitation. Coordination of care will also cover 
activities in the areas of health promotion and prevention. 
Both these goals have been recently recognised at the EU 
level. A community health care system was developed 
in Romania, but it did not reach satisfactory territorial 
coverage. Meanwhile, Russia decided to reduce the 
number of medical organisations due to their merger and 
the incorporation of polyclinics into hospitals. Another 
trend is an increase in the average size of hospitals. This 
figure is now markedly higher than in Western countries 
with large populations. The formation of large medical 
associations, which include almost all territorial medical 
services, can also be observed. Unfortunately, in Slovakia, 
there was no policy development in the last ten years to 
advance integrated care. The government of Ukraine 
[35] initiated a massive reform of its entire health system 
to move towards universal health coverage (UHC) 
and improve the health outcomes of the population. 
A comprehensive reform strategy was put forward 
covering four key areas, including 1) health service and 
delivery, 2) health financing, 3) quality governance of the 
sector and 4) ensuring essential health system inputs. 
To improve access to essential medicines, vaccines 
and diagnostics, the government provides centralised 
public procurements through transparent mechanisms. 
However, overall challenges are still related to slow 
economic growth, rising health care costs partly due 
to changing epidemiological patterns, deteriorating 
infrastructure, governance practices and inefficient 
institutions and an outdated health information system.

STRENGTHS AND WEAKNESSES OF 
INTEGRATED ACTIVITIES AND HOW THEY 
RESPOND TO THE NEEDS OF THE COUNTRY/
POPULATION
The most important strength of integrated activities 
in Hungary is the importance of prevention and the 
intention to provide the services locally. Projects in 
this field were funded not only from the national 
budget but also from international funds, mostly EU. 
Gaps in the coordination of health services are among 
the biggest problems in Lithuania  – it is on the list of 
EU countries with high rates of potentially amenable 
deaths. However, life expectancy at birth is increasing 
every year. Lithuania has a considerably higher number 
of physicians than the EU average and a slightly lower 
number of nurses than the EU average. The geographic 
spread of doctors in the country is yet very uneven, i.e. 
the vast majority (over 71%) of doctors work in the cities. 
In comparison, 60% of health care needs are provided 
in the surrounding districts [36–40]. Poland’s record on 
mortality from treatable conditions is relatively good 
among EU countries with similar or higher levels of 
expenditure on health. Yet, the mortality rate is still high 
and well above the EU average. There are very significant 
inequalities in life expectancy by education and gender, 
with men with the lowest level of education living about 
12 years shorter than that of the better-educated 
individuals [3]. The number of doctors is the lowest in 
the EU; this is also true of nurses. The fraction of general 
practitioners (GPs) is the second-lowest in the EU [41]. 
These weaknesses in outpatient care and shortages in 
the health workforce lead to long waiting times and go 
partway in explaining why certain indicators, such as 
unmet health care needs, are worse in Poland than in 
countries with similar levels of health spending  [41]. In 
Romania, the medical sector experiences the difficulties 
faced by the elderly. The development of an integrated 
care system is perceived as important because it would 
determine a greater efficiency of health care. The system 
weaknesses include the extended territorial coverage 
with community nurses and health mediators and 
the ageing of primary care professionals. Integration 
in Russian health care can be divided into two main 
types. The first one is intrasectoral (between individual 
medical organisations, health and social services), and 
the second one is between a medical organisation (social 
protection, support body) and a person. The state policy 
of restructuring the hospital health care sector focusing 
on reducing the volume of inpatient care and transferring 
some patients to the outpatient stage plays a decisive 
role. The main positive result of concentration is 
increased manoeuvrability of resources. Another positive 
outcome of the concentration is increased access of 
the population to expensive diagnostic services and 
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the most scarce specialists of polyclinics. The downside 
of this process is the more complicated logistics of 
patient traffic. The positive effects of concentration 
include the possibility to reduce administrative costs. 
In a simple merger of medical organisations, the main 
thing is missing – the focus of different medical services 
to work more closely together [42,43]. The global trend 
of an ageing population, increasing life expectancy and 
decreasing birth rates can also be found in Belarus. The 
main problems and threats facing society in the process 
of ageing of citizens are associated with a decrease in 
the number of physically fit population, an increase in 
the demographic burden, a decrease in the financial 
sustainability of the pension system, an increase in 
government spending on health and social affairs, a 
reduction in the supply of qualified personnel to the 
labour market and a break in intergenerational ties. 
Primary care is not as effective as it could be in the Slovak 
Republic. The Slovak Republic has a higher amenable 
mortality rate and acute hospital care than the European 
Union (EU) average. The GP workforce is also ageing 
and faces difficulty in recruiting newly qualified doctors. 
Restrictions on the competencies of GPs are considered 
a particular obstacle to the potential efficiency gains of 
stronger primary care. The health system in the Slovak 
Republic fails to address the growing burden of non-
communicable diseases. Healthy life years, a measure 
of the remaining years that a person of a certain age 
is expected to live without disability, is extremely low 
in the Slovak Republic compared to neighbouring and 
regional comparators. The comprehensiveness of 
primary care in the Slovak Republic barely changed or 
even declined in the last 20 years. The Slovak Republic 
is one of only three countries that reduced the disease 
management capacity of its GPs in the face of an ageing 
population. The exception is preventive activities, five of 
which GPs consider a greater part of their usual practice. 
However, the small stock of GPs in the Slovak Republic 
is a key barrier to integrated care. The strengths of 
integrated activities in Ukraine include, for instance, 
the implementation of new principles of financing the 
health system. Each patient signed the contract with the 
primary care doctor. Implementation of the Health Care 
Guarantee Programme and the Affordable Medicines 
Reimbursement Programme allows patients to get 
prescription drugs for their cardiovascular conditions, 
type 2 diabetes and bronchial asthma free of charge 
or with a small co-payment [44]. Mental health and 
tuberculosis services received new regulations. Digital 
transformation in health care started its development. 
In addition, the health care workers payment was raised 
in some settings. The weaknesses of integrated activities 
include the lack of doctors, especially in the countryside. 
The patient-oriented system is progressing slowly and 
financing of health care is still insufficient.

KEY PROGRAMMES AND/OR PRACTICE 
APPROACHES TO IMPLEMENT INTEGRATED 
CARE POLICIES
The concept of integrated medical and social assistance 
was first introduced in Belarus in the draft of the 
revised law on health care. It proposed developing a 
comprehensive, personalised and integrated approach to 
the provision of medical care based on the identification 
of the needs of older citizens, including geriatric services 
as a unified system of long-term medical care, expanding 
the practice of organising and supporting schools of 
“active ageing”, “long-term care”, as well as creating 
other models of motivation for active longevity of seniors 
[45].

Primary care reform in the Czech Republic gave more 
attention to the integrated care, empowerment of the 
social, community and long-lasting care provided under 
PMC.

Hungary has the earlier mentioned Swiss-Hungarian 
Cooperation Programme to establish GP clusters. In the 
Human Resources Development Operational Programme 
(HRDOP) framework, more than 60 GP clusters were 
established starting from 2017. The Professional 
Methodological Development of the Health Care System 
project was responsible for analysing and evaluating the 
operation of the GP clusters. Based on these experiences, 
they made recommendations and provided advice on 
good practices. Oncology and palliative care are some 
of the leading specialities in this field. The Hungarian 
OnkoNetwork Programme and Palliative Care Consult 
Service as part of the international SELFIE (Sustainable 
Integrated Chronic Care Models for Multi-Morbidity: 
Delivery, FInancing and Performance) Project is a Horizon 
2020 funded EU project that examined integrated care in 
the field of oncology and palliative care [46].

Several pilot projects for implementing integrated 
care were launched in Lithuania. In July 2012, the 
Integrated Care Programme started with establishing 70 
integrated care teams (social workers, nurses, assistants 
and physiotherapists) in 21 (out of 60) municipalities. 
The programme aimed to develop a care system for 
persons with a long-term chronic illness, integrating 
social care and nursing, to enable informal caregivers to 
rest or look for employment. The project exceeded the 
expectations by serving 1,172 patients and 1,005 family 
members in 2015 and showed the need for agents who 
support participatory service development. Moreover, 
innovators can be successful in reforming practices and 
making integrated health care real by understanding key 
dimensions of innovation, strategically using external 
support and modelling partnerships across levels of 
bureaucracy. After the qualitative and quantitative 
evaluations, the Integrated Care Programme was upscaled 
for implementation in all municipalities of Lithuania by 
2016. Another action on implementing good practices 
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for chronic diseases (CHRODIS PLUS) addressed chronic 
diseases through cross-national initiatives to reduce the 
burden of chronic diseases while assuring health system 
sustainability and responsiveness. However, the project 
revealed the lack of human resources and the need for 
additional training. The projects provided volunteering 
as a means of addressing the lack of human resources 
in care teams. In addition, educational interventions 
addressed misconceptions and stigmas. Finally, all 
projects demonstrated the benefits of integrated care. 
However, the main barrier to their implementation is the 
lack of local experience [47–49].

In Poland, the public payers are solely accountable for 
securing and organising access to health care services 
and responsible for implementing the Primary Health 
Care PLUS (PHC PLUS) project to introduce a PHC centred 
model based on coordinated, proactive and preventive 
methods relevant to patients’ needs. The National Health 
Found currently implements the above project. Objectives 
of the PHC PLUS include improving the quality of medical 
services at the PHC level, increasing the number of medical 
services delivered at the PHC level instead of specialist 
and inpatient care, focusing on prevention rather than 
reaction and coordination of medical services at the 
PHC level [50]. In addition, periodic health examinations 
of adults were recommended for implementation in a 
model of coordinative care for PHC, which the World Bank 
suggested [39]. This patient-oriented strategy appears 
better adapted to the current health care environment 
and demographic trends [3, 50–52].

Another important initiative in Poland is the 
Regions4PerMed Project (funded from the European 
Union’s Horizon 2020 research and innovation 
programme), whose overarching goal is to set up the 
first interregional cooperation on PM, align strategies and 
financial instruments, identify key investment areas and 
release a European regional agenda to foster the delivery 
of PH (personalised health) services to patients and 
citizens. Overall, this will result in a coherent, science-
founded basis for decision-making [53, 54].

In Romania, the medical-social units were established, 
which address the care of patients with social problems 
and chronic diseases. However, they do not cover the 
entire country territory.

A national policy of integrated medical and social 
assistance exists in Russia. The main document of the 
national policy in relation to integrated medical and 
social assistance is the “Older Generation” project within 
the framework of the “Demography” national project 
[55] developed on the basis of the “Health Development 
Strategy” [56] and “Action Strategy for the Benefits 
of Older Citizens” [57]. The project is connected with 
the state programmes “Social support of citizens” [58] 
and “Development of Health Care” [59]. The “Old Age 
in Joy” Foundation acts as an expert and developer 
of the methodology [60]. Within the framework of 

implementing an integrated system of medical and 
social assistance and care for elderly citizens and 
disabled people, a balanced social service is provided 
in a semi-stationary, stationary form and at home with 
the involvement of the patronage service and nurses. 
Support for family care is under development. The 
procedure for interaction between medical organisations 
and social service organisations was established, 
including the synchronisation of information systems 
and methods of transferring information about the 
patient’s condition to their relatives and social service 
organisations. Thanks to the financial support of the 
project, modern hospital-replacing technologies were 
developed, which make it possible to compensate for 
the lack of care from a relative and ensure that citizens 
live in a familiar environment. Regional geriatric centres 
and gerontological departments function in 70 of 85 
constituent entities of Russia. A set of measures was 
introduced to prevent falls and fractures and facilitate the 
early detection of cognitive impairments. In the regions, 
there is a “single coordination centre” to coordinate the 
long-term care system. All conditions were designed 
to allow non-governmental organisations to operate in 
the market [61]. However, actual problems include low 
coordination of actions (interagency) and participants, 
difficulty establishing care services in which health care 
facilities and services should be involved and the need for 
a well-coordinated system in the country.

In Ukraine, key programmes and practice approaches 
to implement integrated care policies are the Health Care 
Guarantee Programme and the Affordable Medicines 
Reimbursement Programme. The key focus of the 
2021 Health Guarantee Programme is bringing health 
care closer to the patient through the development of 
outpatient care and integrated health services.

Unfortunately, there are no programmes and/or 
practice approaches to implement integrated care 
policies in Slovakia.

EVIDENCE ON OUTCOMES OF THE INTEGRATED 
CARE POLICIES
The ‘Quadruple Aim’ is centred around overarching goals: 
improving the individual experience of care; improving 
the health of populations; reducing the per capita cost 
of healthcare; and improving the experience of providing 
care [62].

In the Czech Republic, Poland and Belarus, the 
integrated care policies were implemented not long ago, 
and there is still no evaluation of outcomes. Similarly in 
Hungary, the comprehensive analysis and assessment 
of these projects are still ongoing, and there are still no 
final results [18,63]. In Romania and Slovakia, there is 
no plan concerning integrated care. Integrated care pilot 
projects were introduced in 21 Lithuanian municipalities 
in 2012. Burnout of caregivers was reduced by decreasing 
physical overload and providing possibilities for respite. 
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Cooperative work increased the quality of nurses‘ and 
carers‘ knowledge and skills, especially concerning 
bedsores. Integrated care mediation between carers 
and patients was new and valued. Attained autonomy 
in the integrated team-based home care pilot projects 
facilitated the change of the nurse role [64,65]. The 
“Lean Medicine – Careful Attitude towards Medical 
Personnel” programme was implemented in Russia. 
Its main objective was improving the availability and 
quality of medical care for the population by optimising 
processes and eliminating losses. Directions and pilot 
projects in Russia concerned redistribution of workload 
between doctors and nurses, optimisation of outpatient 
clinic internal logistics, segregation of patient flows, 
transition to electronic document management, 
reducing paperwork, open registrar and the new outlook 
on the outpatient clinic and organisation of medical 
examinations and health examinations on the principle of 
a continuous flow of patients following the standards of 
reception time per patient. The results in pilot polyclinics 
included increasing the doctors’ work time directly with 
patients by a factor of 2, reducing the time needed to 
make an appointment by a factor of 5, reducing queues 
by up to 8 times and the waiting time for appointments 
by 12 times, comfortable and accessible environment 
for patients in outpatient clinics and reducing the 
time required for medical check-ups and preventive 
examinations of children [66]. The STEPS survey collected 
in Ukraine provided a wealth of information on NCDs 
and their associated risk factors, providing, for the first 
time, comprehensive, internationally comparable and 
nationally representative data on these diseases and 
their risk factors in Ukraine and its integrated care in 
recent years. In addition, the evaluation of studies on 
the Tb-HIV integrated care and opioid agonist therapy 
integration into primary care showed positive results 
and improved outcomes in both patients and clinicians 
[67,68].

ADVANTAGES AND DISADVANTAGES OF 
INTEGRATED CARE AND KEY BARRIERS 
AND FACILITATORS TO THE ADOPTION OF 
INTEGRATED CARE POLICIES IN THE NINE CEE 
COUNTRIES
In Belarus, Poland, Czech Republic, Hungary, Russia 
and Slovakia, the main approach is patient-centred care 
focused on health promotion and disease prevention. 
Advantages of this approach in Belarus include faster 
access to treatment in one place for patients and first 
signs of multidisciplinary care. In contrast, disadvantages 
include lack of professional medical staff, insufficient 
information on integrated programmes and increased 
workload. In addition, this approach expands existing 
contacts between PHC and health care. The main barriers 
in Belarus and Poland constitute the lack of skills in 
primary care, staff, links with the local community, 

monitoring of care quality and performance and 
understanding of the culture of primary care.  Other 
critical issues are inadequate IT infrastructure, difficulty 
accessing information from secondary care and general 
practices working alone [69].

Strong points of the approach in the Czech Republic 
concern mainly care provision at the time and at the 
place of needs, holistic approach, medical health 
centre development (group practices), restrictions of 
the overdiagnosis, health literacy, health economics, 
telemedicine development, improving care quality 
and monitoring quality. Weak points include necessary 
central support (Ministry of Health, insurance companies) 
and lack of medical staff. Facilitators of such an approach 
are additional financial and staff resources and already 
existing contracts between PHC and secondary care. 
The main barriers are a misunderstanding of PHC role by 
politicians at national levels and insurance companies, 
lack of staff, digitalisation of the health care system and 
telemedicine systems.

Whereas in Hungary, the main advantages are faster 
access to care in one place for patients, multidisciplinary 
care, patient stratification systems, emphasis on health 
promotion and disease prevention, monitoring care 
quality and performance. This approach shows a lack of 
sufficient human resources (family doctors, primary care 
nurses and other health care professionals) and funding. 
The main enablers include the positive attitude of health 
care workers and patients for the innovations but lack of 
sufficient human resources (family doctors, primary care 
nurses and other health care professionals) and financial 
and infrastructural conditions still can be observed.

Meanwhile, in Poland, noticeable advantages are faster 
access to care in one place for patients, multidisciplinary 
care, patient stratification systems, emphasis on health 
promotion and disease prevention and monitoring care 
quality and performance. On the other hand, the most 
important disadvantages are lack of medical staff, 
interest in integrated care programmes on the part of 
small centres, an increase in the number of procedures 
performed in a given centre and increased workload. Key 
enablers are the attitude of politicians at national levels, 
additional financial and staff resources and already 
existing contracts between PHC and secondary care.

For this approach in Slovakia, the main weak points 
are the lack of (or ageing) medical staff and residency 
programmes failing to supply enough staff (not running 
effectively). At the same time, there is interest declared 
by the government to take the direction of integrated 
care, but there is no action. The future is not bright due to 
the unstable political situation and no legislative efforts.

On the other hand, Russia has faster access to 
care in one place for patients, multidisciplinary care, 
patient stratification systems, emphasis on health 
promotion and disease prevention, monitoring care 
quality and performance. However, the shortage of 
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medical staff and increased workload can be observed. 
Moreover, citizens’ attitudes towards their health and 
medical care are not very good. The main facilitators in 
Russia are the attitude of politicians at national levels, 
additional financial and staff resources, development 
of modern hospital-substituting technologies, already 
existing contracts between PHC and secondary care 
and also the organisation of conferences and practices 
for the exchange of experience between regions in 
Russia and partnership with other countries, including 
Israel, Poland and Germany. Unfortunately, there are 
weaknesses concerning real integration processes, poor 
IT infrastructure and shortages of medical personnel.

The main approach in Romania is prevention and 
supplementing health care workers to primary care.  The 
advantage of this approach is the first contact with patients 
in the proper setting, but there are also disadvantages like 
lack of medical staff. Its perception of utility by the media 
and politicians is an apparent facilitator, but there are 
problems with human resources financing.

In Lithuania, one can observe a comprehensive 
patient-centred holistic approach, but its main 
disadvantages include the lack of medical staff and 
evidence on integrated care. In addition, of course, 
there is municipal support in service development and 
participatory involvement of the unit, but organisational 
issues related to the interaction between team members 
and administration, tensions due to status differences 
between social and health care providers, task 
distributions between team members, lack of teamwork 
experience and sense of shared responsibility [70].

Ukraine introduced new financing principles of the 
health system (per capita), national protocols in integrated 
care of some conditions and digital transformation 
in health care. Each patient signed a contract with a 
primary care doctor, and now patients get prescription 
drugs for some conditions free of charge. Mental health 
and tuberculosis services received new regulations; the 
health care workers payment was raised in some settings. 
Regrettably, lack of doctors, especially in the countryside, 
is a considerable problem that increases workload. 
Also, the financing of health care is still insufficient. The 
Cabinet of Ministers of Ukraine, WHO, Ministry of Health of 
Ukraine, NHSU and local administration organs attempt 
to change the system, but they face a lack of staff, 
monitoring of care quality and performance and difficulty 
to access information from secondary care [71].

LEARNING FOR OTHER COUNTRIES
In Belarus, the conference with international 
participation, “Current issues in the organisation of 
coordinated care at home” in late 2019 proved influential 
in introducing national strategies [72]. In 2018, primary 
care reform was implemented in the Czech Republic 
taking into account the need for integration as the basis 
for the integration of the entire health care system. 

On the other hand, in Romania, it is still necessary to 
introduce integrated strategies and financing. Also, 
Slovakia is a poor example in this field that should not be 
followed by other countries. Pilot projects implemented 
in Lithuania revealed the importance and principles of 
building integrated teams. Since the shortage of medical 
staff is the problem in many countries, efficient teams 
are essential for implementing integrated care. In 
Ukraine, it is already known that all resources necessary 
for implementing integrated care have to be specified in 
detail, the personnel have to be trained and motivated, 
the financing has to be adequate to cover planned 
innovations expenses, including the self-cost plus other 
relevant expenses. Looking at the example of reform in 
Poland, the lesson for other countries is that solutions at 
the government level supported by the strong position 
of the payer of medical services should be adequate to 
the current resources of primary and specialist care were 
introduced. On the example of Hungary, it is evident 
from international standards that political willingness, 
appropriate human resources and infrastructural 
background are crucial for the effective implementation 
of complex integrated care programmes. In Russia, the 
ongoing health care and social work reforms started 
from the integration of public health and primary care, 
including financial.

FIVE STRATEGIES FOR INTEGRATED PEOPLE-
CENTRED HEALTH SERVICES (WHO IPCHS 
FRAMEWORK)
Engaging and empowering people and 
communities
Engaging people in Belarus is still planned; right now, 
there are only local projects. A health literacy centre 
was established in the Czech Republic in 2018, but 
outcomes are not available yet. Complex intersectoral 
issues can be seen in Hungary. The education system 
also plays a significant role in people health awareness. 
National health promotion campaigns, commercials 
and local targeted initiatives could be successful. 
Currently, there are only plans and some pilot projects. 
In Lithuania, engaging people is set one of the strategic 
goals of the Lithuanian Health Strategy 2014–2025. 
Such projects in Poland, Romania and Slovakia are 
still under construction, or only pilots exist. There are 
local pilot projects and implementation plans for five 
strategies for integrated people-centred health services 
(WHO IPCHS framework) in Russia. The Health Care 
Guarantee Programme and the Affordable Medicines 
Reimbursement Programme that make health care 
accessible for low-income people to guarantee universal 
access to services are implemented in Ukraine.

Strengthening governance and accountability
Initiatives on coordinated care find support mainly in 
large medical centres with already existing integration 

https://doi.org/10.5334/ijic.5632
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processes at different levels in Belarusian and Russian 
primary care. In the Czech Republic, the policy-makers 
are the main block against the development of integrated 
care models. In Hungary, Lithuania and Poland, a well-
functioning health care system is a strategic point for the 
governments. There is a strong political will to improve 
it with centralised, absolutely controlled and directed 
methods, and there is a dialogue at a municipality level. 
In Poland, integrated care initiatives also find supporters 
mainly in large medical centres with already existing 
horizontal and vertical integration processes. While in 
Romania, a strong collaboration between NGOs and 
political factors in partnership with professional bodies is 
necessary. In Ukraine, the implementation of e-health, 
electronic medical records, electronic registry of the 
patients, ICPC-2 classification, e-receipt, and e-sick lists 
allowed the system to became transparent in decision-
making accountability, but one defect left is the absence 
of a unified approach to medical data collection for 
further statistical analysis.

Reorienting the model of care
In Eastern Europe, there is a need to reorient the model 
of care so that efficient and effective health care services 
are designed, purchased and provided through innovative 
models of care that prioritise primary and community 
care services and the co-production of health. In 
Belarus, Poland and Russia, in reorienting the model of 
care, the obstacle is the very small number of medical 
personnel. In Poland, the care system also requires a 
change into primary care based in local communities. In 
Russia, there is also a problem of training professionals 
in gerontology. The care system in the Czech Republic 
requires a change into primary care based in local 
communities. The obstacle is the very low support by 
the government. The Hungarian health care system 
goes through a high-level centralisation nowadays. 
Therefore, primary care and public health is a prioritised 
sector in the structural changes. The Lithuanian health 
system is pretty well designed and institutionally stable. 
However, service delivery continues to be dominated by 
large and mostly public hospitals, but outpatient service 
delivery is increasingly mixed. Specialist outpatient care 
is delivered through the outpatient departments of 
hospitals or polyclinics and private providers. In addition, 
private providers play an increasing role. Primary care 
is provided in either municipality-owned facilities or 
typically smaller private practices. Lithuania has more 
physicians and fewer nurses per capita than the OECD 
average [73]. In Romania, an attempt was made to 
reverse the spending pyramid in the health system by 
reducing hospital spending and developing the primary 
care sector – unfortunately, unsuccessfully. On the other 
hand, reorienting the model of care has already started 
in Ukraine with priority on integrated primary care with 
multidisciplinary and intersectoral cooperation – with 

secondary and tertiary professionals, public health care 
specialists, emergence care, social workers, etc.

Coordinating services within and across sectors
The pilots for the integrated care initiative in Poland, 
Russia and Belarus have only just started. Their 
evaluation has not yet been completed. In these 
countries, more emphasis should be placed on a 
comprehensive community-based approach to health 
care with prevention and health promotion as key 
components and health districts as fundamental units 
in its implementation; addressing funding disparities 
between curative and public health interventions; better 
services for marginalised populations; actions for change 
management and role of family members in providing 
health care and training for them. Coordinating services 
within and across sectors has to be improved in Ukraine 
because primary, secondary care, public health, and 
social care are separate services with different financial 
flows. In contrast to previous examples, a multi-level 
coordination system could fast and well react to the local 
and general challenges in Hungary. In the GP clusters, 
the leading GP and the public health coordinator are 
responsible for coordinating the daily work and data 
collection. Central working groups analyse and evaluate 
these data and give feedback and suggestions. And the 
top level is responsible for the integration and coordination 
of primary and secondary care.  In Romania, the role of 
the family doctor as the primary care coordinator should 
be increased. Eastern Lithuanian Cardiology Programme 
was set out as a pilot project to transform the delivery 
of cardiology services in Lithuania. Boosting the role 
of primary care and emphasising the coordination of 
services proved to be key in reducing the need for hospital 
outpatient consultations and admissions. A stronger 
referral system improved the flow of patients among 
primary care settings, regional hospitals and central and 
tertiary facilities and training helped to shift the provision 
of cardiovascular health services to regional hospitals 
and local clinics. Lithuania’s example showed how an 
integrated, people-centred way of delivering health 
services significantly benefits patients and improves the 
efficiency of the health system [74].

Creating an enabling environment
For the four previous strategies to become an operational 
reality, it is necessary to create an enabling environment 
that brings together the different stakeholders to 
undertake transformational change. This is a complex 
task involving a diverse set of processes to bring about the 
necessary adjustments in legislative frameworks, financial 
arrangements and incentives and the reorientation of the 
workforce and public policy-making. For example, in the 
Czech Republic, Romania, Russia, Poland, Slovakia and 
Belarus, there are no systemic solutions on a national 
scale.  On the other hand, strong methodology support of 
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the National Health Care Service Centre covers a wide area 
of health management in Hungary: human resource and 
capacity management, quality assurance, continuous 
improvement of operational efficiency, centralised public 
procurement, health care and institutional performance 
appraisal. In Ukraine and Lithuania, strategic goals 
include creating an enabling environment [75–79].

FRAMEWORK ON INTEGRATED 
PEOPLE-CENTRED HEALTH SERVICES 
CURRENT STATUS IN NINE CEE 
COUNTRIES (TABLE 1 – BELOW)

Strategy 1. Engaging and empowering people & 
communities (individuals and families, communities, 
informal carers, underserved and marginalised). In all 
nine ECC countries, only self-management and civil 
society are implemented.  For the most part, this strategy 
is under development. In the worst condition is self-
management, which still does not exist.

Strategy 2. Strengthening governance & accountability 
(bolstering participatory governance, enhancing 
mutual accountability) either do not exist or are under 
development. Implemented strategies can be seen 
only in field patient satisfaction surveys and population 
registration with accountable care providers.

Strategy 3. Reorienting the model of care (defining 
service priorities based on life-course needs, respecting 
social preferences; revaluing promotion, prevention, 
and public health; Building strong primary care-
based systems; shifting towards more outpatient 
and ambulatory care; innovating and incorporating 
new technologies) is implemented in the field 
of health technology assessment.  Gender and 
cultural sensitivity and repurposing secondary and 
tertiary hospitals for acute complex care still do not  
exist.

In the field of strategy 4 – Coordinating services within 
and across sectors (coordinating care for individuals; 
coordinating health programmes and providers; 
coordinating across sectors), only referral and counter-
referral systems are implemented. The biggest part 
of this strategy is still under development or, like care 
transition, does not exist.

Strategy 5. Creating an enabling environment 
(strengthening leadership and management for change; 
strengthening information systems and knowledge; 
striving for quality improvement and safety; reorienting 
the health workforce; aligning regulatory frameworks; 
improving funding and reforming payment systems) is 
still under development. Only part of workforce training 
was implemented in nine ECC countries.

POLICY OPTIONS AND 
INTERVENTIONS

COUNTRY
0 – DOES NOT EXIST; 1 – DEVELOPMENT PLANS; 2 – JUST BEING IMPLEMENTED; 3 – IMPLEMENTED

BELARUS CZECH 
REPUBLIC

HUNGARY LITHUANIA POLAND ROMANIA RUSSIA SLOVAKIA UKRAINE

Strategy 1: Engaging and empowering people & communities (individuals and families, communities, informal carers, underserved and 
marginalized)

Health education 1 2 2 2 2 2 2 1 2

Shared clinical decision 
making

1 1 1 1 1 0 1 0 2

Self-management 0 0 0 1 0 0 0 0 2

Community delivered care 3 1 2 3 3 3 3 0 2

Community health 
workers

1 2 1 1 0 3 1 0 1

Civil society, user and 
patient groups

1 3 2 2 2 3 2 2 2

Social participation in 
health

2 2 3 2 2 1 2 0 2

Training for informal 
carers

1 1 0 2 1 0 1 0 2

Peer support 0 0 0 0 0 0 0 0 2

Care for the carers 0 0 1 1 0 0 1 0 1

Equity goals into health 
sector objectives

0 1 1 1 1 2 0 0 2

Outreach programmes 
and services

0 1 1 1 1 1 1 1 2

Contracting out 1 2 1 2 2 0 2 0 2

Expansion of primary care 2 3 2 2 2 1 2 1 2

Table 1 Framework on Integrated People-Centred Health Services: current status in 9 CEE countries.

(Contd.)
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POLICY OPTIONS AND 
INTERVENTIONS

COUNTRY
0 – DOES NOT EXIST; 1 – DEVELOPMENT PLANS; 2 – JUST BEING IMPLEMENTED; 3 – IMPLEMENTED

BELARUS CZECH 
REPUBLIC

HUNGARY LITHUANIA POLAND ROMANIA RUSSIA SLOVAKIA UKRAINE

Strategy 2: Strengthening governance & accountability (bolstering participatory governance, Enhancing mutual accountability)

Community participation 
in policy formulation and 
evaluation

1 2 0 1 1 1 1 0 1

National health plans 
promoting integrated 
people-centred health 
services

1 2 1 2 1 1 1 1 1

Donor harmonization 
and alignment with 
national health plans

1 1 1 1 1 1 1 0 1

Decentralization 0 1 1 1 1 2 1 0 2

Clinical governance 1 1 1 1 1 1 1 ? 1

Health rights and 
entitlement

1 1 2 1 1 0 1 1

Provider report cards 0 0 1 0 0 0 0 ? 0

Patient satisfaction 
surveys

2 3 2 3 3 3 2 3 3

Patient reported 
outcomes

1 1 1 1 1 0 1 0 1

Performance evaluation 0 1 1 2 1 1 1 3 1

Performance based 
financing and 
contracting

1 1 2 1 1 1 1 3 1

Population registration 
with accountable care 
providers

1 3 3 3 3 1 2 3 3

Strategy 3: Reorienting the model of care (Defining service priorities based on life-course needs, respecting social preferences; Revaluing 
promotion, prevention and public health; Building strong primary care-based systems; Shifting towards more outpatient and ambulatory 
care; Innovating and incorporating new technologies)

Local health needs 
assessment

0 0 0 2 0 0 1 0 1

Comprehensive package 
of services

1 1 2 1 1 1 1 1 1

Strategic purchasing 1 2 1 2 2 1 2 ? 1

Gender and cultural 
sensitivity

0 1 0 1 0 0 0 0 1

Health technology 
assessment

2 3 2 3 3 0 2 3 1

Population risk 
stratification

1 2 2 1 1 1 1 3 2

Surveillance, research 
and control of risks and 
threats to public health

1 2 2 2 2 1 2 3 2

Public health regulation 
and enforcement

1 2 3 2 1 1 1 3 2

Primary care with family 
and community-based 
approach

1 2 2 2 2 0 2 1 2

Multidisciplinary teams 1 2 1 2 1 2 1 1 1

Home and nursing care 2 3 3 3 3 1 3 3 2

Repurposing secondary 
and tertiary hospitals for 
acute complex care only

1 2 0 1 1 0 1 1 2

Outpatient surgery and 
day hospital

1 1 3 2 1 1 1 3 1

Shared electronic 
medical record

0 1 2 2 1 3 1 2 1

eHealth 0 1 2 2 1 3 1 2 2

(Contd.)
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POLICY OPTIONS AND 
INTERVENTIONS

COUNTRY
0 – DOES NOT EXIST; 1 – DEVELOPMENT PLANS; 2 – JUST BEING IMPLEMENTED; 3 – IMPLEMENTED

BELARUS CZECH 
REPUBLIC

HUNGARY LITHUANIA POLAND ROMANIA RUSSIA SLOVAKIA UKRAINE

Strategy 4: Coordinating services within and across sectors (Coordinating care for individuals; Coordinating health programmes and 
providers; Coordinating across sectors)

Care pathways 1 1 1 1 1 1 1 0 2

Referral and counter-
referral systems

2 3 3 3 3 3 2 3 2

Case management 0 0 0 2 0 2 0 0 1

Care transition 0 0 0 1 0 0 0 0

Team-based care 1 2 1 2 1 1 1 0 1

Regional/district-based 
health service delivery 
networks

1 2 1 2 2 0 2 0 2

Integration of vertical 
programmes into 
national health system

1 1 2 1 1 0 1 1 1

Incentives for care 
coordination

1 1 1 2 1 0 1 0 0

Health in all policies 1 1 1 2 1 0 1 1 1

Intersectoral 
partnerships

1 1 1 2 1 1 1 1 1

Merging of health sector 
and social services

1 1 1 2 1 0 1 1 1

Integration of traditional 
medicine into health 
services

1 0 0 1 0 0 1 0 0

Coordinating 
preparedness and 
response to health crises

1 1 1 1 1 2 1 0 0

Strategy 5: Creating an enabling environment (Strengthening leadership and management for change; Strengthening information systems 
and knowledge; Striving for quality improvement and safety; Reorienting the health workforce; Aligning regulatory frameworks; Improving 
funding and reforming payment systems)

Transformational and 
distributed leadership

1 1 1 1 1 0 1 0 1

Change management 
strategies

1 1 1 1 1 0 1 0 1

Information systems 1 1 2 2 1 1 1 0 1

Systems research and 
knowledge management

1 1 1 2 1 1 1 0 1

Quality assurance 1 2 2 2 2 1 2 2 2

Culture of safety 1 1 1 2 1 1 1 2 1

Continuous quality 
improvement

1 2 2 2 2 1 2 2 2

Workforce training 1 1 1 2 1 3 1 3 3

Multi-disciplinary teams 1 2 1 2 1 2 1 0 1

Improvement of 
working conditions and 
compensation

1 1 1 2 1 2 1 1 1

Provider support groups 1 1 1 1 1 1 1 0 1

Alignment of regulatory 
framework

1 1 1 1 1 1 1 1 1

Sufficient health system 
financing

1 1 1 1 1 1 1 1 1

Mixed payment models 
based on capitation

1 2 1 1 1 1 1 3 2

Bundled payments 1 1 1 1 1 1 1 ? 2
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CONCLUSIONS

Coordinated people-centred care is crucial in care 
systems achieving the following goals of improving the 
general health of the population, improving individuals’ 
quality of care, and reducing per capita costs [80]. 
It should be kept in mind, however, that during the 
systemic transformation in the countries of Central and 
Eastern Europe, health care systems have undergone 
significant changes adjusting to the demands of a 
modern health industry leading to greater autonomy 
of institutions and professions, expansion of regional 
and local management, and a decision-making process 
which must account for the greater role of the health 
care market. As a result, these countries face major 
challenges related to coordination, system disintegration 
and a lack of control over the market environment 
[81]. Furthermore, given the growing health needs of 
ageing populations and epidemiological patterns, these 
countries need to increase funding, implement best 
practice reforms and improve cost-effectiveness while 
simultaneously integrating sectors through managed 
care and developing information and analytical 
knowledge through technological reforms to ensure 
management clarity [3].

REVIEWERS

Igor Sheiman National Research University Higher 
School of Economics. Professor of Department of Public 
Administration. Chair of Health Management and 
Economics. Moscow, the Russian Federation.
Manfred Zahorka, MD, MPH, EOQ Auditor, Senior Manager 
Project Development, OptiMedis AG, Hamburg, Germany.

FUNDING INFORMATION

The Coordination and Support Action Regions4PerMed 
received funding from the European Union’s Horizon 
2020 research and innovation programme under grant 
agreement No. 825812.

COMPETING INTERESTS

The authors have no competing interests to declare.

AUTHOR AFFILIATIONS
Prof. Donata Kurpas, MD, PhD  orcid.org/0000-0002-6996-8920 
Wroclaw Medical University, Faculty of Medicine, Wroclaw, 
Poland; IFIC Board Member; EURIPA

Dorota Stefanicka-Wojtas  orcid.org/0000-0002-8162-7299 
Wroclaw Medical University, Faculty of Medicine, Wroclaw, Poland

Andrei Shpakou  orcid.org/0000-0003-4340-5211 
Yanka Kupala State University of Grodno, Grodno, Belarus

David Halata  orcid.org/0000-0003-4629-2232 
VicusMedicus, s.r.o., Hostalkova, Czech Republic; Faculty of 
Medicine in Hradec Kralove, Charles University, Czech Republic; 
EURIPA

András Mohos  orcid.org/0000-0002-2431-9345 
University of Szeged, Faculty of Medicine, Family Medicine 
Department, Hungary; EURIPA

Aelita Skarbaliene  orcid.org/0000-0002-5782-0937 
Klaipeda University, Faculty of Health Sciences, Klaipeda, 
Lithuania

Gindrovel Dumitra  orcid.org/0000-0002-8982-9645 
Craiova, University of Medicine and Pharmacy; National Society 
of Family Medicine, Romania; EURIPA

Ludmila Klimatckaia  orcid.org/0000-0001-8926-2901 
Krasnoyarsk State Pedagogical University named after V.P. 
Astafiev, Krasnoyarsk, Russia

Jana Bendova  orcid.org/0000-0001-7121-1153 
BENMEDIKA s.r.o, Senec; Comenius University, Faculty of 
Medicine, Bratislava, Slovakia

Victoria Tkachenko  orcid.org/0000-0002-0789-5340 
Shupyk National Healthcare University of Ukraine, Kiev, Ukraine; 
EURIPA

REFERENCES

1. World Health Organization. Strengthening people-centred 

health systems in the WHO European Region: framework 

for action on integrated health services delivery working 

document REG IONAL COMMITTEE FO R EU ROPE 66th SESSION 

Strengthening people-centred health systems in the WHO 

European [online] 2016 [cited 2021 14 May]. Available from 

URL: http://www.euro.who.int/en/who-we-are/governance.

2. D’Errico G, Duda-Sikuła M, Zwiefka A, Krzyżanowski D, 

Kurpas D. Health technologies and smart & integrated care 

– key action 2 stage of the Regions4PerMed (H2020) project. 

Medical Science Pulse. 2019; 13(4): 48–54. DOI: https://doi.

org/10.5604/01.3001.0013.7569

3. Kurpas D. Challenges in Implementing Integrated Care 

in Central and Eastern Europe – Experience of Poland. 

International Journal of Integrated Care. 2020; 20(2): 7. DOI: 

https://doi.org/10.5334/ijic.5533

4. Richardson E, Malakhova I, Novik I, Famenka A. Belarus: 

health system review. Health Systems in Transition. 2013; 

15(5): 1–118.

5. Semánová C, Rurik SE, D´ozsa C, Jancs´o Z, Kolozsvári LR, 

Nánási A, Pfeiferová M, Rurik I. Primary care behind the 

former “Iron Curtain”: changes and development of primary 

healthcare provision in the Eastern part of the European Union. 

Primary Health Care Research & Development. 2019; 20(e121): 

1–9. DOI: https://doi.org/10.1017/S1463423619000410

6. Jurkuvienė R, Danusevičienė L, Butkevičienė R, 

Gajdosikienė I. The Process of Creating Integrated Home 

Care in Lithuania: from Idea to Reality. Int J Integr Care. 

2016; 16(3): 8. Published 2016 Aug 19. DOI: https://doi.

org/10.5334/ijic.2509

https://orcid.org/0000-0002-6996-8920
https://orcid.org/0000-0002-6996-8920
https://orcid.org/0000-0002-8162-7299
https://orcid.org/0000-0002-8162-7299
https://orcid.org/0000-0003-4340-5211
https://orcid.org/0000-0003-4340-5211
https://orcid.org/0000-0003-4629-2232
https://orcid.org/0000-0003-4629-2232
https://orcid.org/0000-0002-2431-9345
https://orcid.org/0000-0002-2431-9345
https://orcid.org/0000-0002-5782-0937
https://orcid.org/0000-0002-5782-0937
https://orcid.org/0000-0002-8982-9645
https://orcid.org/0000-0002-8982-9645
https://orcid.org/0000-0001-8926-2901
https://orcid.org/0000-0001-8926-2901
https://orcid.org/0000-0001-7121-1153
https://orcid.org/0000-0001-7121-1153
https://orcid.org/0000-0002-0789-5340

https://orcid.org/0000-0002-0789-5340

http://www.euro.who.int/en/who-we-are/governance
https://doi.org/10.5604/01.3001.0013.7569
https://doi.org/10.5604/01.3001.0013.7569
https://doi.org/10.5334/ijic.5533
https://doi.org/10.1017/S1463423619000410
https://doi.org/10.5334/ijic.2509
https://doi.org/10.5334/ijic.2509


15Kurpas et al. International Journal of Integrated Care DOI: 10.5334/ijic.5632

7. Evaluation of structure and provision of primary care in 

Romania. [cited 2021 02 Jun] Available from: https://

www.euro.who.int/__data/assets/pdf_file/0005/167576/

Evaluation-of-structure-and-provision-of-primary-care-in-

Romania.pdf.

8. Law of the Russian Federation “On Medical Insurance of 

Citizens in the Russian Federation” №1499–1 from 28.06.1991.

9. WHO support for health system development in Ukraine, 

2016–2019. Copenhagen: WHO Regional Office for Europe; 

2019. [cited 2021 13 Jun]. Available from: https://www.euro.

who.int/__data/assets/pdf_file/0006/413925/WHO_Health-

Systems_support_Ukraine.pdf.

10. Health Care System Reform. Government portal. Official 

website. [cited 2021 13 Jun]. Available from: https://www.

kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-

sistemi-ohoroni-zdorovya.

11. European Commission. Country Report Czech Republic 

2019. 2019 European Semester. Brussels: European 

Commission; 2019. [cited 2021 05 May]. Available from: 

https://ec.europa.eu/info/sites/info/files/file_import/2019-

european-semester-country-report-czech-republic_en.pdf.

12. European Commission (DG ECFIN)-EPC (AWG). The 2018 

Ageing Report – Economic and budgetary projections for the 

EU Member States (2016–2070). Institutional Paper 079. 

May 2018. Brussels: European Commission; 2018.

13. Ministry of Finance. Dataset on social health insurance. 

Data requested by author; 2017.

14. Ministry of Health. Z№statky na fondech zdravotních 

pojiš№oven [Fund balances of health insurance companies]. 

Prague: Ministry of Health. [in Czech]; 2019.

15. Rechel B, Richardson E, McKee M, eds. The organization 

and delivery of vaccination services in the European Union. 

European Observatory on Health Systems and Policies and 

European Commission, Brussels, [cited 2021 2 Jun]; 2018. 

Available from: http://www.euro.who.int/__data/assets/

pdf_file/0008/386684/vaccination-report-eng.pdf?ua=1.

16. Tomek A et al., The impact of nationwide centrally 

organized stroke care system on recanalization rates: 

Czech Republic experience. European Stroke Journal. 2017; 

2(1suppl): 59–60.

17. VZP. Vym№№ovací základ a výpo№et pojistného [Basis of 

assessment and premium calculation for healthinsurers]. 

VZP, Prague. [in Czech]; 2019.

18. Kósa K, Katona C, Papp M, Fürjes G, Sándor J, Bíró K, 

Ádány R. Health mediators as members of multidisciplinary 

group practice: lessons learned from a primary health care 

model programme in Hungary. BMC Family Practice. 2020; 

21(1): 19. DOI: https://doi.org/10.1186/s12875-020-1092-7

19. Kudukytė-Gasperė R, Jankauskienė D. The Integrated 

Health Care Services: People-Centered Health Care in 

European Region. Health Policy and Management. 2014; 

2(7): 113–133. DOI: https://doi.org/10.13165/SPV-14-2-7-07

20. Mokrzycka A, Kowalska-Bobko I, Sagan A, Włodarczyk WC. 

The 2014 primary health care reform in Poland: Short-term 

fixes instead of a long-term strategy. Health Policy. 2016 

Nov; 120(11): 1226–1232. DOI: https://doi.org/10.1016/j.

healthpol.2016.07.012

21. National Health Reform Strategy for Ukraine 2015–2020. 

[cited 2021 15 May ]. Available from: https://en.moz.gov.ua/

uploads/0/16-strategy_eng.pdf.

22. Evaluation of the structure and provision of primary care 

in Slovakia. [cited 2021 05 Jun ]. Available from: https://

www.euro.who.int/__data/assets/pdf_file/0003/175242/

Evaluation-of-the-structure-and-provision-of-primary-care-

in-Slovakia.pdf.

23. Koncepcia štátnej politiky zdravia. Bratislava, Government 

of Slovakia, 2006. [cited 2021 03 Apr] Available from: http://

www.uvzsr.sk/docs/kspz/koncepcia_SP_zdravia_SR.pdf.

24. Expanding GP competencies in the Slovak Republic: policy 

routes and recommendations. [cited 2021 12 May] Available 

from: http://www.zvld.sk/wp-content/uploads/2017/11/

Slovakia_GP_service_profile_FOR_EDITORS.pdf.

25. Competencies of general practitioners in the Slovak 

Republic: Scope for change. [cited 2021 09 Apr] Available 

from: http://www.zvld.sk/wp-content/uploads/2017/11/

GP_competencies_evidence_review.pdf.

26. Schäfer WL, Boerma WG, Kringos DS, De Maeseneer J, 

Gress S, Heinemann S, Rotar-Pavlic D, Seghieri C, Svab 

I, Van den Berg MJ, Vainieri M, Westert GP, Willems 

S, Groenewegen PP. QUALICOPC, a multi-country study 

evaluating quality, costs and equity in primary care. 

BMC Fam Pract. 2011 Oct 20; 12: 115. DOI: https://doi.

org/10.1186/1471-2296-12-115

27. Jurkuvienė R, Danusevičienė L, Butkevičienė R, 

Gajdosikienė I. The Process of Creating Integrated Home 

Care in Lithuania: from Idea to Reality. International 

Journal of Integrated Care. 2016; 16(3): 8. DOI: https://doi.

org/10.5334/ijic.2509

28. Реформа первичного звена здравоохранения в РФ стартует 
1 января 2021№. [cited 2021 03 Apr] Available from: https://

www.interfax.ru/russia/741790.

29. Prevalence of noncommunicable disease risk factors in 

Ukraine 2019. Copenhagen: WHO Regional Office for Europe; 

2020. Licence: CC BY-NC-SA 3.0 IGO.

30. OECD. State of health in the EU, Czechia, Country Health 

Profile; 2019.

31. Ministery of Health. Primary care reform. Czech Republic; 

2019.

32. European Commission (DG ECFIN)-EPC (AWG). The 2018 

Ageing Report – Economic and budgetary projections for the 

EU Member States (2016–2070). Institutional Paper 079. May 

2018. European Commission, Brussels; 2018.

33. Kósa K, Katona C, Papp M, Fürjes G, Sándor J, Bíró K, 

Ádány R. Health mediators as members of multidisciplinary 

group practice: lessons learned from a primary health care 

model programme in Hungary. BMC Family Practice. 2020; 

21(1): 19. DOI: https://doi.org/10.1186/s12875-020-1092-7

34. Papp M, Kőrösi L, Sándor J, Nagy C, Juhász A, Ádány 

R. Workforce crisis in primary healthcare worldwide: 

Hungarian example in a longitudinal follow-up study. BMJ 

https://www.euro.who.int/__data/assets/pdf_file/0005/167576/Evaluation-of-structure-and-provision-of-primary-care-in-Romania.pdf
https://www.euro.who.int/__data/assets/pdf_file/0005/167576/Evaluation-of-structure-and-provision-of-primary-care-in-Romania.pdf
https://www.euro.who.int/__data/assets/pdf_file/0005/167576/Evaluation-of-structure-and-provision-of-primary-care-in-Romania.pdf
https://www.euro.who.int/__data/assets/pdf_file/0005/167576/Evaluation-of-structure-and-provision-of-primary-care-in-Romania.pdf
https://www.euro.who.int/__data/assets/pdf_file/0006/413925/WHO_Health-Systems_support_Ukraine.pdf
https://www.euro.who.int/__data/assets/pdf_file/0006/413925/WHO_Health-Systems_support_Ukraine.pdf
https://www.euro.who.int/__data/assets/pdf_file/0006/413925/WHO_Health-Systems_support_Ukraine.pdf
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
https://ec.europa.eu/info/sites/info/files/file_import/2019-european-semester-country-report-czech-republic_en.pdf
https://ec.europa.eu/info/sites/info/files/file_import/2019-european-semester-country-report-czech-republic_en.pdf
http://www.euro.who.int/__data/assets/pdf_file/0008/386684/vaccination-report-eng.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0008/386684/vaccination-report-eng.pdf?ua=1
https://doi.org/10.1186/s12875-020-1092-7
https://doi.org/10.13165/SPV-14-2-7-07
https://doi.org/10.1016/j.healthpol.2016.07.012
https://doi.org/10.1016/j.healthpol.2016.07.012
https://en.moz.gov.ua/uploads/0/16-strategy_eng.pdf
https://en.moz.gov.ua/uploads/0/16-strategy_eng.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
http://www.uvzsr.sk/docs/kspz/koncepcia_SP_zdravia_SR.pdf
http://www.uvzsr.sk/docs/kspz/koncepcia_SP_zdravia_SR.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/GP_competencies_evidence_review.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/GP_competencies_evidence_review.pdf
https://doi.org/10.1186/1471-2296-12-115
https://doi.org/10.1186/1471-2296-12-115
https://doi.org/10.5334/ijic.2509
https://doi.org/10.5334/ijic.2509
https://www.interfax.ru/russia/741790
https://www.interfax.ru/russia/741790
https://doi.org/10.1186/s12875-020-1092-7


16Kurpas et al. International Journal of Integrated Care DOI: 10.5334/ijic.5632

Open 2019; 9(7): e024957. DOI: https://doi.org/10.1136/

bmjopen-2018-024957

35. Biennial Collaborative Agreement (BCA). 2020–2021 [cited 

2021 12 Feb] Available from: https://www.euro.who.int/

en/countries/ukraine/areas-of-work/biennial-collaborative-

agreement-bca-2020-2021#470219.

36. Mesceriakova-Veliuliene O, Kalediene R, Sauliune S, 

Urbonas G. Inequalities in Life Expectancy by Education and 

Its Changes in Lithuania during 2001–2014. Medicina. 2021; 

57: 245. DOI: https://doi.org/10.3390/medicina57030245

37. OECD and World Health Organization. State of Health in 

the EU. Lithuania. Country Health Profile 2017.

38. Kudukytė-Gasperė R, Jankauskienė D. The Integrated 

Health Care Services: People-Centered Health Care in 

European Region. Health Policy and Management. 2014; 

2(7): 113–133. DOI: https://doi.org/10.13165/SPV-14-2-7-07

39. Jaruseviciene L, Liseckiene I, Valius L et al. Teamwork 

in primary care: perspectives of general practitioners and 

community nurses in Lithuania. BMC Fam Pract. 2013; 14: 

118. DOI: https://doi.org/10.1186/1471-2296-14-118

40. Skarbalienė A, Jurgutis A, Strandberg EL, Pawlikowska 

T. Patient involvement in assessing consultation quality: 

validation of patient enablement instrument (PEI) in 

Lithuanian general practice. BMC Fam Pract. 2019 Dec 3; 

20(1): 167. PMID: 31795934; PMCID: PMC6892019. DOI: 

https://doi.org/10.1186/s12875-019-1061-1

41. OECD/European Observatory on Health Systems and Policies, 

Poland: Country Health Profile 2019, State of Health in the 

EU, OECD Publishing, Paris/European Observatory on Health 

Systems and Policies, Brussels; 2019. [cited 2021 12 Feb]. 

DOI: https://doi.org/10.1787/297e4b92-en

42. Процессы концентрации и интеграции медицинских служб 
в зарубежном и отечественном здравоохранении: есть ли 
приращение эффекта? [cited 2021 12 Apr] Available from: 

https://cyberleninka.ru/article/n/protsessy-kontsentratsii-

i-integratsii-meditsinskih-sluzhb-v-zarubezhnom-i-

otechestvennom-zdravoohranenii-est-li-priraschenie-effekta.

43. Romanova E. Health care reforms cause discontent among 

physicians. [cited 2021 25 Feb] Available from:  https:// 

59.ru/text/health/307012416364544.html.

44. Healthcare Reform. [cited 2021 19 March] Available from: 

https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-

kapitalu/reforma-sistemi-ohoroni-zdorovya.

45. О Национальной стратегии. Республики Беларусь 
”Активное долголетие – 2030 “ [cited 2021 21 Apr] 

Available from: http://www.government.by/upload/docs/

file35ba957468a63fa1.PDF.

46. Rutten-van Mölken M, Leijten F, Hoedemakers M, 

Tsiachristas A, Verbeek N, Karimi M, Bal R, de Bont A, 

Islam K, Askildsen JE, Czypionka T, Kraus M, Huic M, 

Pitter JG, Vogt V, Stokes J, Baltaxe E; SELFIE consortium. 

Strengthening the evidence-base of integrated care for 

people with multi-morbidity in Europe using Multi-Criteria 

Decision Analysis (MCDA). BMC Health Serv Res. 2018 Jul 24; 

18(1): 576. DOI: https://doi.org/10.1186/s12913-018-3367-4

47. Navickas R, Jureviciene E, Dambrauskas L. Work Package 

6 – Pilot Implementation of Integrated Care Model for 

multimorbidity VULSK pilot site update. Presentation at 

CHRODIS+ WP6 meeting, Budapest, Hungary; 2019.

48. PO Ori senatve. Vš№ „Ori senatv№“ 5 metus teikia 

dienos socialin№ glob№ ir slaug№ klaip№die№iams j№ 

namuose. [cited 2021 Apr 06] Available from: 

https://www.ve.lt/naujienos/visuomene/sociumas/

vsi-ori-senatve-5-metus-teikia-dienos-socialine-globa-ir-

slauga-klaipedieciams-ju-namuose-1691759/.

49. Česnavičius A, Savickaitė S, Remeikienė J, Maksimova A, 

Čižauskaitė A, Česas A. Educational activity as a condition 

of integrated healthcare: theoretical insights and practical 

application. Health Sciences in Eastern Europe. 2018; 28(7), 

54–57. DOI: https://doi.org/10.5200/sm-hs.2018.091

50. Wiktorzak K, Szafraniec-Buryło S, Kurpas D. The status 

of the Primary Health Care Plus pilot project in Poland. 

Medical Science Pulse. 2019; 13, 3: 22–28. DOI: https://doi.

org/10.5604/01.3001.0013.4550

51. OECD/European Observatory on Health Systems and Policies, 

Poland: Country Health Profile 2019. State of Health in the 

EU, OECD Publishing, Paris/European Observatory on Health 

Systems and Policies, Brussels; 2019. [cited 2021 Feb 12]. 

DOI: https://doi.org/10.1787/297e4b92-en

52. Guzek M, Prusaczyk A, Szafraniec-Buryło S, Żuk P, 

Gronwald J, Kułaga K, Wiktorzak K, Kurpas D. Analysis of 

periodic health examinations in the adult Polish community: 

preliminary results. Medical Science Pulse. 2017; 11, 4: 

26–35. DOI: https://doi.org/10.5604/01.3001.0010.7944

53. Regions4PerMed – Interregional coordination for a fast and 

deep uptake of personalised health [cited 2021 03 Apr]. 

Available from URL: https://www.regions4permed.eu/.

54. D’Errico G, Cormio PG, Bello P, Duda-Sikuła M, Zwiefka 

A, Krzyżanowski D, Stegemann E-M, Allegue Requeijo B, 

Romero Fidalgo JM, Kurpas D. Interregional coordination 

for a fast and deep uptake of personalised health 

(Regions4Permed) – multidisciplinary consortium under the 

H2020 project. Medical Science Pulse. 2019; 13(3): 60–67. 

DOI: https://doi.org/10.5604/01.3001.0013.5497

55.  The Older Generation- project within the framework of the 

Demography national project; 2018 [cited 2021 13 Feb]. 

Available from: https://mintrud.gov.ru/ministry/programms/

demography. (In Russian).

56. Healthcare development strategies in the Russian 

Federation; 2019 [cited 2021 15 Apr]. Available 

from: http://static.kremlin.ru/media/events/files/ru/

c6zjQF82Y5ZKwoEiziMVNZY76MgZS9XI.pdf. (In Russian).

57. Стратегии действий в интересах граждан пожилого возраста 
до 2025 года; 2019 [cited 2021 6 Jun]. Available from: 

https://mintrud.gov.ru/ministry/programms/37/2. (In 

Russian).

58. State program “Social support of citizens”, April 15, 2014 

No. 296. Resolution of the Government of Russia dated 

March 16, 2020 No. 292 subprogram 2 “Modernization and 

development of social services for the population”; 2020 

https://doi.org/10.1136/bmjopen-2018-024957
https://doi.org/10.1136/bmjopen-2018-024957
https://www.euro.who.int/en/countries/ukraine/areas-of-work/biennial-collaborative-agreement-bca-2020-2021#470219
https://www.euro.who.int/en/countries/ukraine/areas-of-work/biennial-collaborative-agreement-bca-2020-2021#470219
https://www.euro.who.int/en/countries/ukraine/areas-of-work/biennial-collaborative-agreement-bca-2020-2021#470219
https://doi.org/10.3390/medicina57030245
https://doi.org/10.13165/SPV-14-2-7-07
https://doi.org/10.1186/1471-2296-14-118
https://doi.org/10.1186/s12875-019-1061-1
https://doi.org/10.1787/297e4b92-en
https://cyberleninka.ru/article/n/protsessy-kontsentratsii-i-integratsii-meditsinskih-sluzhb-v-zarubezhnom-i-otechestvennom-zdravoohranenii-est-li-priraschenie-effekta
https://cyberleninka.ru/article/n/protsessy-kontsentratsii-i-integratsii-meditsinskih-sluzhb-v-zarubezhnom-i-otechestvennom-zdravoohranenii-est-li-priraschenie-effekta
https://cyberleninka.ru/article/n/protsessy-kontsentratsii-i-integratsii-meditsinskih-sluzhb-v-zarubezhnom-i-otechestvennom-zdravoohranenii-est-li-priraschenie-effekta
59.ru/text/health/307012416364544.html
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
http://www.government.by/upload/docs/file35ba957468a63fa1.PDF
http://www.government.by/upload/docs/file35ba957468a63fa1.PDF
https://doi.org/10.1186/s12913-018-3367-4
https://www.ve.lt/naujienos/visuomene/sociumas/vsi-ori-senatve-5-metus-teikia-dienos-socialine-globa-ir-slauga-klaipedieciams-ju-namuose-1691759/
https://www.ve.lt/naujienos/visuomene/sociumas/vsi-ori-senatve-5-metus-teikia-dienos-socialine-globa-ir-slauga-klaipedieciams-ju-namuose-1691759/
https://www.ve.lt/naujienos/visuomene/sociumas/vsi-ori-senatve-5-metus-teikia-dienos-socialine-globa-ir-slauga-klaipedieciams-ju-namuose-1691759/
https://doi.org/10.5200/sm-hs.2018.091
https://doi.org/10.5604/01.3001.0013.4550
https://doi.org/10.5604/01.3001.0013.4550
https://doi.org/10.1787/297e4b92-en
https://doi.org/10.5604/01.3001.0010.7944
https://www.regions4permed.eu/
https://doi.org/10.5604/01.3001.0013.5497
https://mintrud.gov.ru/ministry/programms/demography
https://mintrud.gov.ru/ministry/programms/demography
http://static.kremlin.ru/media/events/files/ru/c6zjQF82Y5ZKwoEiziMVNZY76MgZS9XI.pdf
http://static.kremlin.ru/media/events/files/ru/c6zjQF82Y5ZKwoEiziMVNZY76MgZS9XI.pdf
https://mintrud.gov.ru/ministry/programms/37/2


17Kurpas et al. International Journal of Integrated Care DOI: 10.5334/ijic.5632

[cited 2021 08 Apr]. Available from: http://base.garant.

ru/70644062/#ixzz6YdgmwejwСистема. (In Russian).

59. State program “Development of health care”, Decree of 

the Government of the Russian Federation of 12/26/2017 

No. 1640 as amended on August 17, 2020); 2020 

[cited 2021 15 May]. Available from: http://base.garant.

ru/71848440/#block_11600;  (In Russian).

60. Charitable Foundation “Old Age in Joy” [cited 2021 13 Apr]. 

Available from: https://starikam.org. (In Russian).

61. Order of the Ministry of Labor of Russia No. 427 of July 

17, 2020 “On Amendments to the Plan for Auditing and 

Controlling Activities, Including Departmental Quality 

Control and Safety of Medical Activities, Subordinated to 

the Ministry of Labor and Social Protection of the Russian 

Federation for 2020 dated 6 02 2020 . No. 39; 2020  [cited 

2021 03 Jul]. Available from: https://mintrud.gov.ru/docs. (In 

Russian).

62. Sikka R, Morath JM, Leape L. The Quadruple Aim: care, 

health, cost and meaning in workBMJ Quality & Safety 2015; 

24: 608–610. DOI: https://doi.org/10.1136/bmjqs-2015-

004160

63. Mohos A, Kozma A, Markó-Kucsera M, Mester L. Non-

pharmacological treatment of hypertension and reducing 

cardiovascular risk in general practitioners’ clusters. 

[A hypertoniabetegség nem gyógyszeres kezelése és 

cardiovascularis rizikócsökkentés a praxisközösségekben]. 

Hypertonia és Nephrologia. 2020; 24(4): 180–184. DOI: 

https://doi.org/10.33668/hn.24.015

64. Danuseviciene, L et al. The outcomes of pilot projects of 

integrated home care in Lithuania from the informal carers’ 

viewpoint. International Journal of Integrated Care. 2017; 

17(5): A48, 1–8, DOI: https://doi.org/10.5334/ijic.3349

65. Danuševičienė L. et al. The Changing Role of a Nurse in 

Lithuania Related to Integrated Team-Based Home Care 

Pilot Projects. NERP. 2014; 4(1): 2–10.

66. Новая модель медицинской организации, оказывающей 
первичную медико-санитарную помощь, [cited 2021 01 Jun]. 

Available from: https://docs.cntd.ru/document/560498624

67. Morozova O, Dvoriak S, Pykalo I, Altice FL. Primary 

healthcare-based integrated care with opioid agonist 

treatment: First experience from Ukraine. Drug Alcohol 

Depend. 2017; 173: 132–138. DOI: https://doi.org/10.1016/j.

drugalcdep.2016.12.025

68. MEASURE Evaluation. Strengthening Tuberculosis 

Control in Ukraine: Evaluation of the Impact of the TB-HIV 

Integration Strategy on Treatment Outcomes. Chapel Hill, 

NC, USA: MEASURE Evaluation, University of North Carolina; 

2018. [cited 2021 13 Apr]. Available from: https://www.

measureevaluation.org/resources/publications/tre-18-013.

69. Kozlowska O, Lumb A, Tan GD, Rea R. Barriers and 

facilitators to integrating primary and specialist healthcare 

in the United Kingdom: a narrative literature review. Future 

Healthc J. 2018; 5(1): 64–80. DOI: https://doi.org/10.7861/

futurehosp.5-1-64

70. Danuseviciene L. et al. Obstacles and Facilitators in 

Developing Integrated Team Based Home Care Services 

in Lithuania. Int J Integr Care. 2015; Annual Conf Suppl; 

URN:NBN:NL:UI:10-1-117127. DOI: https://doi.org/10.5334/

ijic.2230

71. Healthcare Reform. [cited 2021 12 Apr]. Available from: 

https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-

kapitalu/reforma-sistemi-ohoroni-zdorovya

72. ОРГАНИЗАЦИЯ ИНТЕГРИРОВАННОЙ ПОМОЩИ 
НА ДОМУ. [cited 2021 25 Jun]. Available from:  [http://

minzdrav.gov.by/ru/sobytiya/organizatsiya-integrirovannoy-

pomoshchi-na-domu/].

73. OECD. Reviews of Health Systems: Lithuania; 2018.

74. WHO. Right care, right time, right place: how Lithuania 

transformed cardiology care; 2016. [cited 2021 21 Jun]. 

Available from: https://www.who.int/en/news-room/

feature-stories/detail/right-care-right-time-right-place-how-

lithuania-transformed-cardiology-care.

75. Evaluation of the structure and provision of primary care 

in Slovakia . [cited 2021 08 Jul]. Available from: https://

www.euro.who.int/__data/assets/pdf_file/0003/175242/

Evaluation-of-the-structure-and-provision-of-primary-care-

in-Slovakia.pdf.

76. Koncepcia štátnej politiky zdravia [Concept of state health 

policy]. Bratislava, Government of Slovakia; 2006 [cited 

2021 17 Apr]. Available from: http://www.uvzsr.sk/docs/kspz/

koncepcia_SP_zdravia_SR.pdf.

77. Expanding GP competencies in the Slovak Republic: 

policy routes and recommendations. [cited 2021 22 

March]. Available from: http://www.zvld.sk/wp-content/

uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.

pdf.

78. Competencies of general practitioners in the Slovak 

Republic: Scope for change. [cited 2021 15 Apr]. Available 

from: http://www.zvld.sk/wp-content/uploads/2017/11/

GP_competencies_evidence_review.pdf.

79. Schäfer WL, Boerma WG, Kringos DS, De Maeseneer J, 

Gress S, Heinemann S, Rotar-Pavlic D, Seghieri C, Svab 

I, Van den Berg MJ, Vainieri M, Westert GP, Willems 

S, Groenewegen PP. QUALICOPC, a multi-country study 

evaluating quality, costs and equity in primary care. 

BMC Fam Pract. 2011 Oct 20; 12: 115. DOI: https://doi.

org/10.1186/1471-2296-12-115

80. Schrijvers G, Integrated care: better and cheaper.  

Amsterdam: Reed Business Information. Int J Integr Care. 

2019 Jul–Sep; 19(3): 14. [cited 2021 20 Apr]. Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6707002/. 

DOI: https://doi.org/10.5334/ijic.4730

81. Golinowska S, Sowa A, Topór-Mądry R. Health status and 

health care systems in Central & Eastern European Countries 

Bulgaria, Estonia, Poland, Slovakia and Hungary. ENEPRI 

Research Report No. 31, Ahead WP2, December 2006 

[cited 2021 30 Apr]. Available from: https://www.ceps.eu/

wp-content/uploads/2009/08/1417.pdf.

http://base.garant.ru/70644062/#ixzz6Ydgmwejw<0421><0438><0441><0442><0435><043C><0430>
http://base.garant.ru/70644062/#ixzz6Ydgmwejw<0421><0438><0441><0442><0435><043C><0430>
http://base.garant.ru/71848440/#block_11600
http://base.garant.ru/71848440/#block_11600
https://starikam.org
https://mintrud.gov.ru/docs
https://doi.org/10.1136/bmjqs-2015-004160
https://doi.org/10.1136/bmjqs-2015-004160
https://doi.org/10.33668/hn.24.015
https://doi.org/10.5334/ijic.3349
https://docs.cntd.ru/document/560498624
https://doi.org/10.1016/j.drugalcdep.2016.12.025
https://doi.org/10.1016/j.drugalcdep.2016.12.025
https://www.measureevaluation.org/resources/publications/tre-18-013
https://www.measureevaluation.org/resources/publications/tre-18-013
https://doi.org/10.7861/futurehosp.5-1-64
https://doi.org/10.7861/futurehosp.5-1-64
https://doi.org/10.5334/ijic.2230
https://doi.org/10.5334/ijic.2230
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
https://www.kmu.gov.ua/en/reformi/rozvitok-lyudskogo-kapitalu/reforma-sistemi-ohoroni-zdorovya
http://minzdrav.gov.by/ru/sobytiya/organizatsiya-integrirovannoy-pomoshchi-na-domu/
http://minzdrav.gov.by/ru/sobytiya/organizatsiya-integrirovannoy-pomoshchi-na-domu/
http://minzdrav.gov.by/ru/sobytiya/organizatsiya-integrirovannoy-pomoshchi-na-domu/
https://www.who.int/en/news-room/feature-stories/detail/right-care-right-time-right-place-how-lithuania-transformed-cardiology-care
https://www.who.int/en/news-room/feature-stories/detail/right-care-right-time-right-place-how-lithuania-transformed-cardiology-care
https://www.who.int/en/news-room/feature-stories/detail/right-care-right-time-right-place-how-lithuania-transformed-cardiology-care
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/175242/Evaluation-of-the-structure-and-provision-of-primary-care-in-Slovakia.pdf
http://www.uvzsr.sk/docs/kspz/koncepcia_SP_zdravia_SR.pdf
http://www.uvzsr.sk/docs/kspz/koncepcia_SP_zdravia_SR.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/Slovakia_GP_service_profile_FOR_EDITORS.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/GP_competencies_evidence_review.pdf
http://www.zvld.sk/wp-content/uploads/2017/11/GP_competencies_evidence_review.pdf
https://doi.org/10.1186/1471-2296-12-115
https://doi.org/10.1186/1471-2296-12-115
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6707002/
https://doi.org/10.5334/ijic.4730
https://www.ceps.eu/wp-content/uploads/2009/08/1417.pdf
https://www.ceps.eu/wp-content/uploads/2009/08/1417.pdf


18Kurpas et al. International Journal of Integrated Care DOI: 10.5334/ijic.5632

TO CITE THIS ARTICLE:
Kurpas D, Stefanicka-Wojtas D, Shpakou A, Halata D, Mohos A, Skarbaliene A, Dumitra G, Klimatckaia L, Bendova J, Tkachenko V. The 
Advantages and Disadvantages of Integrated Care Implementation in Central and Eastern Europe – Perspective from 9 CEE Countries. 
International Journal of Integrated Care, 2021; 21(4): 14, 1–18. DOI: https://doi.org/10.5334/ijic.5632

Submitted: 01 November 2020     Accepted: 20 September 2021     Published: 08 November 2021

COPYRIGHT:
© 2021 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 
International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original 
author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

International Journal of Integrated Care is a peer-reviewed open access journal published by Ubiquity Press.

https://doi.org/10.5334/ijic.5632
https://doi.org/10.5334/ijic.5632
http://creativecommons.org/licenses/by/4.0/

