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1. Summary:  A Reformed Public Health Delivery System in the 

Republic of Macedonia 

 
This document is the final consultancy report and action plan for public health reform in 

Macedonia.  This report and plan is the result of four missions and discussions at four 

workshops with the Regional Health Protection Institutes and Republic Health Protection 

Institute, as well as visits with multiple stakeholders in public health including the State 

Secretary for Health, the Minister of Health, the Maternal and Child Health Institute, the 

Food Directorate, the Health Inspectorate, the Health Insurance Fund, the School of 

Public Health, and others (See Inception Report June 28, 2007, First Progress Report 

July 13, 2007, Workshop Summary July 12, 2007, and Second Progress Report December 

17, 2007).  These reports and a draft plan have been reviewed by a Working Group 

involving the various stakeholders, including the Regional Institutes, the Health 

Syndicate (Union), the Republic Health Protection Institute leadership, the Health 

Insurance Fund, the Maternal and Child Health Institute, and the Ministry of Health.  

Written commentaries have been addressed as much as possible, and these are available 

from the Project Coordination Unit of the Ministry of Health.  
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Background  

 
WHO-Europe Context 

The broad mission of public health, according to international standards, is ñthe 

fulfillment of societyôs interest in assuring the conditions in which people can be 

healthy.ò  Public health practice is organized community efforts aimed at the prevention 

of disease and promotion of health.  It links many disciplines and rests upon the scientific 

core of Epidemiology (the study of the distribution and determinants of diseases and 

injuries in human populations).  WHO/Europe's program on public health services 

addresses the coverage, quality. and performance of the delivery of individual and 

population-based public health services by their health systems.  The goal of public 

health services in this context is to protect and promote the health of the public across 

three essential domains: 

¶ health protection  

¶ disease prevention  

¶ health promotion  

These three domains entail a diverse and wide-ranging set of activities and services, 

including: 

¶ surveillance and assessment of the population's health and well-being;  

¶ identification of health problems and health hazards in the community;  

¶ health protection: technical assessment of needs and actions required to ensure 

health protection and development and enforcement of laws and regulations that 

protect health and ensure safety; also includes areas such as environmental health, 

food safety, occupational health, injury prevention;  

¶ preparedness for and management of public health emergencies;  

¶ disease prevention: applying interventions for primary and secondary prevention 

such as vaccination programs and screening programs for chronic diseases;  

¶ health promotion and health education;  

¶ initiation, support and carrying out of health-related research;  

¶ evaluation of the quality and effectiveness of personal and community health 

services;  

¶ assuring a competent public health and personal health care workforce; and  

¶ Initiating development and planning of public health policy.
1
  

These may be considered the core functions of public health in the European context, and 

these are also described in other international literature, where the core functions are 

broken down into three broad areas, each associated with respective essential public 

health services: 

¶ Assessment 

                                                 
1
WHO, Regional Office for Europe.  Southeastern Europe: Strengthening Public Health Services. 

http://www.euro.who.int/publichealth/20070319_5 

http://www.euro.who.int/publichealth/20070319_5
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o Monitor health status to identify community health problems 

o Diagnose and investigate health problems and health hazards 

in the community 

o Evaluate effectiveness, accessibility, and quality of personal 

and population-based health services 

¶ Policy Development 

o Develop policies and plans that support individual and community 

health efforts 

o Enforce laws and regulations that protect health and ensure safety. 

o Research for new insights and innovative solutions to health problems 

¶ Assurance 

o Link people to needed personal health services and assure the 

provision of health care when otherwise unavailable 

o Assure a competent public health and personal health care workforce 

o Inform, educate, and empower people about health issues 

o Mobilize community partnerships to identify and solve health 

Problems 

 

Strengthening Public Health Systems in Southeastern Europe 

Macedonia is the lead country in a cooperative international effort to strengthen public 

health systems in Southeast Europe, based on the 2005 Skopje Pledge of Health Ministers 

to strengthen health systems.
2
  In this project, the South-eastern Europe Health Network 

implemented a regional project to strengthen public health services, supported by the 

Council of Europe Development Bank, WHO/Europe, and the United Kingdom 

Department of Health.  The objectives are: 

¶ to establish a SEE core group of experts and institutions on public health services 

and systems performance; 

¶ to develop a tool for assessing public health services and systems and for 

identifying national strategies for their reform; 

¶ to evaluate public health services in nine countries of SEE; and  

¶ to collect and review best practice in public health services production and public 

health system reform. 

This Draft Final Report for the Health System Reform Project of the Ministry of Health 

of Macedonia is a reflection of four missions to the Republic of Macedonia (RM) by the 

consultant, along with a literature review, legislative review, and analysis of strategic 

documents germane to public health system reform in Macedonia.  A complete list of 

these documents is provided in Annex D.  The main aim of this consultancy is to provide 

policy advice and to propose public health network organization, function, and 

appropriate financing of core public health activities. This will lead to improvements in 

                                                 
2
 Southeastern Europe Health Network.  The Skopje Pledge.  Health and Economic Development in South-

eastern Europe in the 21
st
 Century (Conference), Skopje, November 25-26, 2005. 

http://www.euro.who.int/document/E88513.pdf 

 

http://www.euro.who.int/document/E88513.pdf
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the health of the population and the performance of the health system in the RM. The Key 

Objectives of this consultancy are to: 

¶ Define the essential Public Health functions in the RM in line with international 

standards tailored to the country needs. 

¶ Assist in the development of the national Public Health Program for 2008; 

¶ Determine the optimal functional organization of the Public Health Services based on 

proposed Public Health functions at national, regional and local levels; 

¶ Define the financial framework for the Public Health Program including available 

sources of financing of the proposed organizational and functional IPH structure.  

¶ Recommend the best approach in presenting the proposal to the Government and or 

parliament.  

¶ Guide the development of business plans for the existing Public Health Institutes, 

including those focusing on target population groups. 

¶ Perform needs assessment on the current and future Public Health legislation and 

propose an outline of future PH legislation; 

 

The report will address the following main planning activities for public health reform 

involving the Ministry of Health, Health Insurance Fund (HIF), Republic Health 

Protection Institute (hereafter known as the National Public Health Institute [NPHI]), 

Regional Health Protection Institutes (hereafter known as the Regional Public Health 

Institutes [RPHI]), Food Directorate, and Health Inspectorate: 

¶ Organizational issues 

¶ Financing options 

¶ Legislative authority 

¶ Governance and planning within the public health system 

¶ Human resources for public health 

 

In addition, guidelines for Business Plans have been developed and modified with inputs 

from the public health Working Group.  These Guidelines are presented in Section 8 of 

the Report.  Annex A includes suggested Terms of Reference for new proposed 

governance structures: a National Public Health Board, and Regional Health Advisory 

Boards.  Annex B provides a structure for block grant funding for RPHIs.  Finally, 

recommendations are made for next steps and analyses needed for continued activities in 

public health system development. 

 

 

2. Organizational Issues: Approach to public health system reform 

in Macedonia 
2.a. Current Organizational Structure 

The current organizational structure of preventive healthcare (public health) in the 

Republic of Macedonia, in accordance with the Law on Health Protection,
3
 involves 

the State Health Protection Institute (NPHI) in Skopje, ten regional/city health 

                                                 
3
 Republic of Macedonia, Law on Health Protection (Consolidated text in English), revised 2006. 
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protection institutes, as well as 21 sanitation, hygiene, and epidemiologic units.
4
  The 

main functions of the NPHI as a tertiary level organization are: collection of data for 

Health For All (HFA) indicators, monitoring the health status of the Macedonian 

population, reports and analyses of the health status and organization of the health 

care system, epidemiological surveillance, immunization, environmental monitoring, 

drug control, and advising the Ministry of Health (MOH) on matters related to health 

policy. In order to fulfill these functions the NPHI performs: 

¶ coordination of the operation of the 10 Institutes for Health Protection (RPHI) and 21 

other hygienic-epidemiology services in Macedonia; 

¶ as a reference center for health statistics, data processing, and statistical analysis; 

¶ in the design and development of national health information systems; 

¶ all Health Education and Promotion responsibilities in Macedonia; 

¶ as a reference centre for the processing and analysis of biological samples or 

specimens, as well as physical and chemical analysis of environmental samples; 

¶ rapid deployments in cases of epidemics; 

¶ implementation of measures related to natural and other disasters and other irregular 

conditions; 

¶ control of drugs, drugs components, and auxiliary drugs; 

¶ follow-up on ionizing radiation; 

¶ as a training centre for Public Health, Epidemiology and Hygiene for health workers 

and collaborators; 

¶ the establishment and implementation of professional criteria in public health.
5
 

 

Macedonia, regardless of the perceived deterioration of the core public health functions 

in the last several years, enjoys nearly complete institutional coverage by public health 

agencies across the country.
6
  The public health system has been thoroughly described in 

the Draft Evaluation of Public Health Services in South-eastern Europe:  National 

Report for Macedonia (May 2007),
5 
commissioned by the Stability Pact for Southeastern 

Europe.   The State Sanitation and Health Inspectorate and the Food Directorate, which 

are a part of the MOH, implement legislation related to health regulations and to food 

safety respectively; they are not formally under the NPHI but functionally interact on 

issues of public health importance.  Additional public health competencies may be found 

within the ministries of defense, agriculture, labor, environment, justice, interior, foreign 

affairs, finance, science, education, local self-government, and others.   The current 

organizational structure of the public health system is shown in Figure 1. 

 

                                                 
4
 Republic of Macedonia. Evaluation of Public Health Services in South-eastern Europe (Draft National 

Report), May 2007 

5
 National Public Health Institute.  Social Medicine Program (Undated Typescript). ñImprovement of the 

System for Health Evidence in the Health Statistics System of Macedoniaò 
6
 Kendrovski V, Aleksoski B, Paneva L, Spirkovski V. The Public Health Report of the Republic of 

Macedonia Skopje, 2004. 
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Figure 1.  Current structure of Macedonian Public Health System 

Public Health Entities

Health InspectorateFood Directorate, Ministry of Finance,

Health Insurance Fund,Ministry of Health,

Education, Agriculture, Military, NGOs

Republic 
Institute

Veles Prilep Kumonovo KocaniSkopjeStrumicaTetovoShtipBitolaOhrid

Maternal/child
Health Institute
(Health Home Skopje)

Regional Institutes  

Of note, is that the Maternal and Child Health Institute, with a national mandate for 

monitoring the health status of mothers and children, implementing training programs, 

supervising patronage nurses, and developing policy, is embedded in the Health Home  

Skopje, essentially separate from the NPHI.
7
  The RPHI are relatively decentralized since 

1993, with reporting requirements to the NPHI and duties to implement the various MOH 

Programs.  The issues surrounding decentralization and integration of the Maternal and 

Child Health Institute are covered in a separate discussion paper (Annex B, A Discussion 

of a Decentralized vs Centralized Model for Public Health Delivery in the Republic of 

Macedonia).  Financing of the RPHI will be discussed in Section 4, below. 

 

The NPHI includes five basic units: Epidemiology and Microbiology; Social Medicine, 

Environmental Health, Food Safety and Nutrition; Drug Testing and Control; and 

General Affairs (Administration); see 2007 organizational chart in Figure 2.  Currently, 

there are 15 categorical health programs (Table 1), with the essential public health 

functions embodied primarily in the Prevention Program (No. 4); these cover a range of 

activities from surveillance to health promotion.
8
  Many of these priority programs have 

public health objectives (for example, Nos. 1, 2, 5, 6, 7, 8, 9, 10, 11, 13, 15).  Ideally, 

each of these programs would show a budget source from the MOH and a line item in the 

RPHI and NPHI budgets.  The Ministry of Finance should assure this funding from 

central sources if a true global budget for each of the institutes is to be managed 

Regionally and rationalized based on outputs and needs.  

                                                 
7
 Program on active health care of mothers and children in the Republic of Macedonia for 2007 

8
 National Public Health Institute.  Program for Preventive Health Care in the Republic of Macedonia for 

2007, Skopje, 2007 
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Figure 2. Republic Institute for Health Protection (National Public Health Institute) 

Skopje, Organizational Structure, 2007. 
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Table 1.  Priority Health Programs, Ministry of Health, Macedonia 2007 

1 Early detection, diagnosis and treatment of breast cancer among women 

2 Systematic medical examinations of students 

3 Organization and promotion of blood donation  

4 Preventive health care  

5 Obligatory immunization   

6 Brucellosis prevention and eradication  

7 Preventing tuberculosis  

8 HIV/AIDS   

9 Maternal and children health care  

10 Early detection and prevention of reproductive health problems among  

Women  

11 Health for All Program 

12 Mental health  

13 Addictive diseases  

14 Dialysis, transplantation, cytostatics, insulin, growth hormone, and  

hemophilia treatment 

15 Specific health problems for populations not covered by the Health 

 Insurance Fund 

 

The food safety system, now led by the relatively new Food Directorate, is integrated 

within the MOH as the main system for food safety and control, driven in part by 

international demands of the International Health Regulations, the Codex Alimentarius, 

and the WHO EURO.
9
  However, the relationships between various agencies with 

competency in food safety need further programmatic linkage (defined under law).  It has 

been recommended that a new food law should be launched in the short term. This law 

should address the issues of the general principles of food safety and define the control 

systems to be applied. In this respect the following regulations should be used to provide 

the basis for the new food law: 

¶ Regulation (EC) No 178/2002 of the European Parliament and of the Council, 

which lays down the general principles and requirements of food law (including 

feed) and establishes the European Food Safety Authority.  

¶ Regulation (EC) No 882/2004 of the European Parliament and of the Council of 

29 April 2004 on official controls performed to ensure the verification of 

compliance with feed and food law, animal health and animal welfare rules. 

 

The new/revised food law should also enact the institutional arrangements that are needed 

and agreed at the cabinet level in relation to competencies between Ministries.  The law 

will reflect any agreements in place, as well as proposals for the longer-term institutional 

development (for example in relation to the creation of an Agency external to either 

Ministry).
10

  Critical to the development of this agency is harmonization with EU 

                                                 
9
 WHO EURO. Proposed Second WHO European Action Plan for  

Food and Nutrition Policy, 2007-2012, May 2007. 
10

 Republic of Macedonia.  Food Safety Strategy of the Republic of Macedonia (undated manuscript). 
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Directives, development of an intersectoral approach (including agriculture, health 

inspectorate, laboratory reference testing, service rationalization, and national standards), 

and assuring public health responses to potential food safety threats.   Currently, the labs 

of the RPHI and NPHI do food testing, but these functions need further operational 

definition.  Here again, public health legislation should clearly spell out the terms of 

reference, responsibilities, and communications channels for the food safety program.  

What should be avoided is a sense of separate bureaucratic autonomy and what should 

exist is an integrated, multi-sectoral program to assure food safety under the authority of 

the MOH.   In the document, Food and Nutrition Action Plan (2004), the government  

called for establishment of a Scientific Institution for food and system for food control  

by adopting laws and other legal acts according to international recommendations, 

regulations, and standards (Codex Alimentarius of the WHO/FAO; EC, ISO, etc.); by 

clearly delegated responsibilities between relevant ministries; and establishment of 

Directorate for Food Control within the Ministry of Health as an intersectoral service for 

fast and effective control over health and safety related to food.  This has become the  

inspectorate on food, with interdisciplinary staffing, new equipment in diagnostic 

laboratories, additional training of existing staff, and employment of new staff on the 

basis of defined sectoral competencies.
11

  

 

The Sanitary Health Inspectorate (SANEPID) system has responsibility for enforcement 

of hygiene and sanitary regulations and works closely with the RPHIs in identification of 

new and potential health problems.  Interactions with the Epidemiology sector are 

generally adequate, but there may be benefits derived  from a more cohesive relationship 

(with communication, legislatively defined roles, etc) within a redefined public health 

system.   

 

Occupational medicine services are separate from the MOH, but these also must be part 

of a new public health system, focusing more on preventive and less on curative activities 

as they do now. The occupational medicine services and the Institute for Occupational 

Medicine should be organized within a national public health network according to the 

adopted Strategy on Health, Healthy Living, and Working Environment and Occupational 

Safety in the Republic of Macedonia. The interaction with the NPHI and RPHIs thus 

needs to be further defined.
12

 

 

Macedonia is a party to multiple international health agreements that have national and 

local implications.  For example, the revised International Health Regulations (IHR),
13

 

implemented in 2007 through the World Health Organization (WHO), specifies 

obligations for surveillance, reporting, and response to cross-border public health 

problems that may impact food safety, outbreak investigation and control, and 

international cooperation.  Centralized responses to such agreements involve multiple 

                                                 
11

 Republic of Macedonia, Ministry of Health Food and Nutrition Action Plan of the Republic of 

Macedonia  Skopje, April, 2004. 
12

 Strategy on Health, Healthy Living, and Working Environment and Occupational Safety in the Republic 

of Macedonia 
13

 World Health Organization. The International Health Regulations (2005). IHR Brief No. 1.  

http://www.who.int/csr/ihr/IHRBrief_No.1_EN.pdf 

 

http://www.who.int/csr/ihr/IHRBrief_No.1_EN.pdf
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sectors, but these also require a strong coordinating function led by the NPHI.  This 

legally-binding agreement significantly contributes to international public health security 

by providing a new framework for the coordination of the management of events that 

may constitute a public health emergency of international concerns, and will improve the 

capacity of all countries to detect, assess, notify and respond to public health threats. 

Countries that are States Parties to the Regulations have two years to assess their capacity 

and develop national action plans followed by three years to meet the requirements of the 

Regulations regarding their national surveillance and response systems as well as the 

requirements at designated airports, ports and certain ground crossings.  Clearly, there are 

implications in the IHR for both the Food Directorate and the health inspectorate as well 

as for the RPHI and NPHI.   

2.b. Organizational visions 

In February 2007, the MOH developed an overall Health Strategy for the Republic of 

Macedonia 2020: Safe, Efficient and Just Health Care System
14

, with a vision for public 

health upgrading and harmonization with international standards.  This strategy calls for 

reorganized, modernized, and strengthened systems focusing on core public health 

functions for the needs of the State and local self-governments, as well as for other users 

of services.  The newly established public health network, representing the RPHI, the 

NPHI, and other agencies with equity in public health in the RM, is the main focus for 

this strategy.  Improvements in data collection, processing, and analysis on health status 

are called for.  These analyses should improve planning for both health care delivery and 

population health (infectious and noninfectious diseases as well as risk factor reduction).  

Health promotion programs and health policy development would be strengthened. 

Particular attention would be paid to adolescents, who will be covered by health 

promotion activities to prevent drug abuse, tobacco use, and alcohol abuse. Significant 

intersectoral public health activities are necessary to achieve the Priorities for Health 

Improvement, including targets for maternal and child health (MCH), school health 

education, eldercare, mental health, control of infectious diseases, blood safety, major 

non-communicable diseases (NCDs), kidney disease, and injury control.  

 

During this consultation, a working group consisting of the NPHI leadership, the RPHI 

directors and staff, and the leadership of the Maternal and Child Health (MCH) Institute 

has met on several occasions to further develop the vision for a revised public health 

system in RM.  The current thinking by this group is to strengthen the implementation of 

core public health functions through vertical functional integration of the NPHI and 

RPHI.  In addition the MCH would be organizationally integrated within the NPHI (out 

of its current placement in the Skopje Health Home).  

 

The NPHI would provide national coordination of public health priorities.   These include 

monitoring, evaluation and analysis of the health status at the national level; assessment, 

                                                 
14

 Republic of Macedonia.  Health Strategy for the Republic of Macedonia 2020: Safe, Efficient and Just 

Health Care System, February 2007. 
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surveillance, investigation, and control of public health risks; providing health education 

to the public; advocating for citizen participation in public health; supporting policy 

development and planning; strengthening the institutional capacities up and down the 

system; developing appropriate legislative initiatives to strengthen public health 

practices; evaluating and promoting equitable access to necessary health services; 

developing human resources and educational programs in public health; providing quality 

assurance of personal and population health services; conducting public health research; 

and reducing the impact of emergencies and disasters on public health.  

 

The RPHIs still need to be strengthened in monitoring, assessment, and control of public 

health risks in cooperation with other sectors.  However, the Working Group strongly 

recommended that the RPHIs retain independent legal status and that public health teams 

should be formed involving the NPHI and regional specialists.  The Working Group 

recognized the need for improved coordination and communication among the institutes 

and the need for clear legislative authority within a new public health law.    

 

In preparation for the first Consultant Workshop for RPHI, held in the Vodno Hotel, July 

12, 2007, RPHI Directors were asked for suggestions on how to improve communications 

and working relationships between the RPHIs and the NPHI.  Key points made by the 

institutes at this workshop were: 

¶ Standardization and modernization of health data collection systems are needed 

for the RPHIs and NPHI, including software, hardware, and authorizing 

legislation; 

¶  Monthly meetings of RPHI directors with NPHI staff are needed as well as 

improved electronic communication systems and notifications; 

¶ Published annual reports on activities of institutes for public consumption and 

information sharing among institutes are needed (better feedback and analysis by 

NPHI);  

¶ Increased field visits by NPHI staff to regions are necessary; 

¶ Quarterly workshops on technical issues and training would help maintain morale 

and technical competence of staff; 

¶ RPHIs should be involved formally in strategic planning, coordinated by the 

NPHI. 

At the fourth and last workshop (February 2008), The Working Group reviewed the 

following questions and provided the following responses (in italics): 

1.   Organizational issues 

¶ What are the key elements of vertical functional integration that can help 

assure the maximum efficacy of the public health system to address core public 

health functions? What are the advantages and disadvantages of organizing the 

laboratories into a national network with shared resources and responsibilities? 
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Response: Organizational units should be formed according to functions under MOH 

(TEAMS), and MOH to provide guidance.  It may be a good idea to establish a 

National health board under MOH.  However, concern was expressed as to what 

is the main function of the National Board (with several commissions already in 

place).  Participants in the Board should come from different sectors and have 

political influence.  It should help coordinate with international organizations; it 

will not be operative but advisory, and it cannot determine priorities based on 

individual expertise.  It also needs to be authorized by Public Health Law.   

 

MCH integration into the NPHI should be defined by legislation. How now to do 

this is still not clear. 

¶ Can some components of Regional Institutes (such as Epidemiology) be 

shared between Regions, and if not, can separate components be justified in every 

Region? 

Response: Generally speaking, it would not be acceptable to the Regions to share 

components.  Regionsô capacities should be strengthened. 

¶ How can data produced by the Regional institutes be better utilized in 

health policy and planning? 

Response:  Better feedback from the NPHI to the Regions is necessary.  Data should be 

reviewed in the annual business plans. 

2. Financing  

¶ How can budgets for Regions be based on needs and performance?   

Response: At present, Regions cannot do this sort of budgeting. HIF transfers have been 

reduced to all the institutes.  Revenues from MOH for current year are only 

known in the last month of the year.  On average, expenditures for each RPHI are 

12-14 denars per capita per month. The RPHIs would like help on planning, with 

data from other countriesô expenditures for public health.  The Working Group 

felt that 12 denars per month per capita is inadequate investment in public health.   

¶ Aside from laboratory services, what alternative sources of revenue can be 

generated at the regional level?  



 15 

Response:  Central budget finances should be increased. It is not clear to the Working 

Group how this can be accomplished.  Local sources should also be accessed, but 

again, there is no existing model in Macedonia for this source. 

¶ How can both the NPHI and the RPHIs be shifted to predominantly central 

budget sources; 

Response: This will have to be addressed through a new Public Health Law and high 

level decisions. 

¶ How can we integrate a fee-for service model between the HIF and the 

Institutes for clinical preventive services and public health services that will 

benefit the HIF expenditures through effective prevention; 

Response: Regions should be able to submit invoices and receive funding for Preventive 

Program activities as part of the Basic Benefit Package for Macedonia.  Draft 

expenditures have been suggested by the NPHI for these programs
15

, but it is not 

clear how these would be distributed among the Regions.  Individual business 

plans based on needs are a possible model. Local funding may be possible if there 

is local self government awareness of responsibility for public health of citizens.  

Regions may try to attract municipalities to their missions (possible local health 

advisory boards).  The Ministry of Local Self Government needs to be brought 

into this discussion.  A Matching block grant program may be possible between 

National and local levels, but this will have to be described in a new Public 

Health Law.  Testing of water, environmental samples, etc. by the RPHIs 

contributes to savings for HIF, and thus these may also need to be financed in 

part by the fund.  All population-based interventions should be responsibility of 

the state at some level.  It is difficult to guarantee sustainability of funding with 

National structures.  Local government does not receive funds from the central 

sources, and thus would have to find sources of funding locally in order to finance 

RPHIs.  Fee for service to the local structures must cover all the costs of 

providing public health services to them.  Many of these services are not part of 

                                                 
15

 National Public Health Institute.  Social Medicine Program (Undated Typescript). ñTable 1 Distribution 

of the finances by programs and sources of financing.ò(Describing funding to be transferred to HIF by 

MOH for priority public health programs under Basic Benefit Package). 
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MOH programs but are related to HIF needs and thus HIF should provide for 

fees.   

3. Legislative authority 

¶ Describe the legislative changes needed to implement a revised public 

health system 

¶ Who should draft a new public health law, and who should provide input 

into this process? 

¶ What are the main components of a new public health law? 

Reponses: There is a need to describe basic components for a new public health law.   

4. Governance  

¶ What should be the composition of a Regional Health Board or Advisory 

group?  Who should appoint these persons and for how long should they serve? 

Response: At the local level, mayors and high level officials should be involved with the 

RIPH. The local/Regional board should be informed by the Ministry of Local Self 

Government, the local leading officials, and a new public health law.   

¶ What should be the composition of a Multi-sectoral National Health 

Board? Who should appoint these persons and for how long should they serve? 

Reponse: MOH should decide on horizontal components.  Governmental bodies may be 

appointed to the Board, and it should be a broadly representative body of 

individuals including some specific experts.  Representation should include 10 

regional institutes and Preventive teams including coordinator from National 

Institute.  

¶ How can the Health Inspectorate be better integrated with the work of the 

Regional Institutes? 

Response: There is already good cooperation, but improved communication is always 

possible.  Conformity with International Health Regulations will be an important 

consideration. 

5. Human resources  

¶ What ideas can you provide regarding incentives for young professionals to 

enter public health careers 

Response: Job opportunities, better pay, training linkages with public health institutes. 
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¶ How should training in the school of public health be integrated with the 

Regional and National Public Health Institutes 

Response: No clear answer. Need consultant to evaluate the teams, the types of personnel 

involved and expertise needed.  This is part of the plan.  Need criteria for needs.   

 

2.c. Organizational proposal 

The main organizational question now is how to revise the existing public health system 

to better address the core public health functions as described in the aforementioned 

discussion paper (Annex C).  Considerable attention has been paid to the benefits or 

disadvantages of increased centralization or de-centralization of the public health system.  

Since 1993, decentralization has been implemented for the 10 Regional RPHIs and 

associated local entities, but there has been a notable lack of definition in the relationship 

between the NPHI and these decentralized authorities, as well as lack of a clear set of 

responsibilities for implementation of priority public health programs throughout the 

system.  The Working Group now recommends a vertically functionally integrated model 

with the NPHI and with 10 Regional legal entities represented by the RPHIs.  The NPHI 

would provide leadership, policy development, standard setting, and advocacy for public 

health programs at the national level, and the RPHIs would implement public health 

programs at the local/regional levels.  This vertical funcitional integration is meant to be 

bi-directional with respect to the RPHI and NPHI, and also horizontal through the 

development of functional networks with the non-MOH ministries, the private sector, 

multi-lateral organizations, and non-governmental organizations (NGOs) at the national 

level.  Additional key elements of this proposal are recommendations to increase central 

government financial support for core public health (preventive program) functions; to 

assure sufficient manpower to implement the priority public health programs in all the 

regions; and to involve the local self-governments, private sector, and non-governmental 

organizations as bottom-up inputs to the public health system.   

A second key element of the reorganization of the NPHI is to integrate the Institute for 

Maternal and Child Health (MCH) into the revitalized NPHI, out of the Health Home 

Skopje (where it has been functioning since the mid-1970s).   Discussions with the MCH 

institute and NPHI staff revealed several advantages for this shift, including the potential 

for improved facilities in the future, better sharing and use of data between MCH and 

NPHI, improved awareness of higher level MOH staff of MCH issues; more freedom for 

field work by MCH staff, improved information transfer, improved reporting of MCH 

data, and the potential for better input to legal frameworks and decision making.  In 

addition, integration of the MCH into NPHI may permit better inputs of MCH programs 

to the business plans of the RPHIs (described in Section 8 of this report). Potential 

challenges to this integration include the fear that the MCH unit may disintegrate as a 

specific entity, being subsumed by another unit of the NPHI; possible reduced support for 

the core programs; possible resistance by the Health Home Skopje for loss of associated 

income; and loss of institutional autonomy and decision making for the MCH leadership.  

One model is for the MCH to become a separate sector (such as epidemiology, social 

medicine, laboratory, etc.) within the NPHI, with a separate business plan and funding 
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primarily from the central MOH budget.  A second approach is that the MCH could be 

administratively subsumed within the NPHI, retaining its categorical function but without 

a separate line item budget.  This consultant recommends that the MCH institute be 

placed on an equal organizational level with the other functional sectors of the NPHI, 

with the MCH director answering to the NPHI director.  The success in reduction of 

infant mortality experienced in Macedonia suggests that the MCH program should retain 

a national focus, strengthened by its integration within the NPHI.  It may not need a 

separate business plan per se, but it should provide an annual budget request based on 

performance for the key public health functions conducted by this entity.  The MCH 

program should annually define its priority programs, set out budget requests, and 

provide reports on reaching agreed-on milestones for performance.  Basic to these are 

WHO indicators such as Infant Mortality Rate, Maternal Mortality Rate, Early pre-natal 

care, percentage breast feeding for one year duration, and immunization coverage.   

 

The main areas of work for the NPHI will be emphasized according to the WHO-Euro 

core functions described in the Background section of this document:  

¶ surveillance and assessment of the population's health and well-being:  

o Analysis of health data provided by the Regions, laboratories, and health 

insurance system;   

o Coordination of national and regional surveillance systems 

¶ identification of health problems and health hazards in the community:  

o Registration, definition and analysis of the main public health risks and 

problems for the nation ;  

o Provision of authoritative and transparent health information and advice 

for professionals and the public; 

o Using national data, provide feedback to regions on health problems 

specific to each RPHI jurisdiction;  

¶ health protection: technical assessment of needs and actions required to ensure 

health protection and development and enforcement of laws and regulations that 

protect health and ensure safety; also includes areas such as environmental 

health, food safety, occupational health, injury prevention: 

o Advising the government on development of public health policies and 

programs, including improvements to the Law on Public Health or new 

laws on food safety;
16

 

                                                 
16

 The WHO Global Strategy on Food Safety suggests a holistic approach to reducing foodborne disease.  

This includes capacity building and human resource development involving many players, such as the 

health, agriculture, trade, and commerce sectors as well as provincial and municipal governments and 

NGOs.Capacity building should be based on collaboration and coordination among these actors. The health 

portfolio is often, but not always, the most appropriate lead agency at the national level, and this could be 

guided by the proposed National Public Health Board. Capacity building should address deficiencies, 

including the absence of national food safety plans, outdated laws and regulations, the absence of 

surveillance for foodborne disease, poorly resourced and structured food inspectorates and a lack of 

educational and training materials for food safety. The key steps include strengthening local technical and 

scientific capacity and thus this would include the Macedonian RPHIs.  See: 

http://www.who.int/foodsafety/publications/general/en/strategy_en.pdf 

http://www.who.int/foodsafety/publications/general/en/strategy_en.pdf
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¶ preparedness for and management of public health emergencies;  

o Responding to new public health threats 

o Cooperating with multinational organizations on global response to threats 

such as bioterrorism, avian influenza, SARS, and the spread of chronic 

diseases; 

¶ disease prevention: applying interventions for primary and secondary prevention 

such as vaccination programs and screening programs for chronic diseases;  

o Working with multinational programs, bilateral donors, and domestic 

agencies such as the Ministry of Education to coordinate and implement 

chronic disease prevention programs 

o Assuring delivery of key prevention programs (vaccines, cervical cancer 

screening and HPV vaccination, hypertension screening, diabetes 

detection, smoking cessation and other tobacco control activities; and 

obesity prevention programs). 

¶ health promotion and health education; 

o Implementing specific priority programs with central MOH funding 

o Developing proposals for categorical prevention and health promotion 

programs (such as for tobacco control with the Bloomberg Global 

Initiative)  

¶ initiation, support and carrying out of health-related research;  

o Discovery of new knowledge through public health research; 

¶ evaluation of the quality and effectiveness of personal and community health 

services; 

o Through the business plan model attached here, review health system data, 

program implementation reports, and overall outcome data to provide 

annual reports to the MOH on the health status of the Macedonian 

population and the effectiveness of specific priority programs.  

¶ assuring a competent public health and personal health care workforce; and 

initiation, development and planning of public health policy. 

o Development of educational programs in the school of public health and 

continuing education programs to assure a competent and complete public 

health work force.  

o Developing practicum opportunities in the NPHI and RPHI for public 

health students to acquire real-world educational experiences. 

The main areas of work for the RPHIs will be through health teams that collaborate with 

the NPHI.  These functions include: 

¶ Environmental health and public health (in coordination with Health Inspectorate 

and veterinary services); 

¶ Health care services quality and development (in coordination with clinical 

service providers); 
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¶ Analysis of health care information at the regional level; 

¶ Control of infectious diseases, especially outbreaks and food-born risks; 

¶ Control of non-infectious diseases through health promotion and education 

programs; 

¶ Investigating adverse health determinants in the regional population;   

¶ Providing accredited laboratory support to core public health functions (although 

some services may be provided to health facilities, the private sector, and to 

individuals on a fee-for-service basis). 

 

Steps to the re-organization of the NPHI and vertical integration of the Regional RPHIs 

are described in Section 2d., below. 
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2.d. Steps to reorganization of the RPHI and Regional RPHIs 

Objective Key Responsible 

Parties 

By When How Documented Authority needed 

1.  Establish cohesive public health 

Working Group consisting of NPHI 

leadership (Heads of five units) and 

Regional Directors 

NPHI and Regional 

Directors 

July 2007 Participation by all in 

consultant Workshops 

Authority under new 

Law on Public Health 

and direction from MO 

2.  Establish monthly meeting 

schedule for public health leadership 

group, to rotate physically among the 

regions, hosted by the meeting site 

Regional director. 

NPHI January 2008 Published schedule for 

upcoming year, agenda 

published 30 days in 

advance of meetings 

Self-governing rules 

developed by the 

Working Group 

3.  Develop individual Mission 

Statements  

NPHI Leadership 

Team, RPHI leadership 

teams. 

May 2008 Mission statements 

published on NPHI 

website and Regional 

websites if available. 

None 

4.  Integrate MCH Institute into NPHI MOH, NPHI, MCH 

Director 

 

May 2008 New organizational chart 

for NPHI is published in 

Gazette 

New public health act 

5.  Establish communication system 

(email), interactive website for 

information sharing, and reliable 

internet access for all 10 institutes; 

link to the curative medicine IT 

system funded by a World Bank loan. 

Social Medicine Unit, 

Administrative Unit, 

NPHI  

December 

2008 

All Regional Directors, 

Social Medicine 

Directors, Epidemiology 

Directors, Laboratory 

Directors, and 

Administrative Directors 

are networked with at 

least monthly 

communications; website 

is operative 

World Bank Loan 

Tender offered and bid, 

NPHI can implement 

now 

6. Analysis of current surveillance and 

data collection systems: 

  -How are data transmitted 

  -How are data used 

  -How accessible are data to public 

     and policy makers 

  -What data are not useful for public 

      health programming 

 

NPHI and RPHI 

Epidemiology and 

Social Medicine Units; 

invited consultant 

(IANPHI) 

July 2008 Evaluation report on 

current data collection 

systems presented to 

monthly RPHI/ NPHI 

meeting 

-Consultancy from 

International 

Association of National 

Public Health Institutes 

or another consultant. 

-New law on health 

care records. 

7.  Establish standardized data 

collection instruments, data 

management systems, and data 

transfer systems between RPHI and 

NPHI; also between HIF funded 

facilities and RPHI.  

NPHI Social Medicine 

and Epidemiology with 

input from RPHI 

Epidemiology 

Directors, Contractor to 

MOH on World Bank 

Loan project; HIF 

management 

information system 

director. 

January 2009 Weekly data transfer on 

reportable infectious 

diseases; 

Weekly data transfer on 

key laboratory based 

health indicators; 

Monthly data transfer of 

other health data (surveys, 

outbreaks, etc). 

New public health act, 

with specification and 

updating on reportable 

diseases, laboratory 

based reporting, and 

HIF funded health 

facility reporting. 

8.  Analysis of regional/central 

responsibilities for core health 

programs managed by the RPHI and 

NPHI. 

- Central responsibilities 

- Regional responsibilities 

 

NPHI Leadership Team 

and Working Group 

May 2008 Clearly defined Regional 

vs. Central 

responsibilities in core 

public health programs.  

NPHI and RPHI 

Business Plans 
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9.  Analysis of Regional disease 

burdens 

RPHI Epidemiology 

with assistance from 

NPHI Epidemiology 

and Social Medicine 

Units 

September 

2009 

Individualized reports on 

reportable, national 

priority, and regional 

priority disease burdens 

(based on health 

indicators) as part of 

business plans 

New public health act 

10. Development of Business plans 

-NPHI 

-RPHI 

NPHI and RPHI 

Directors 

July 2008 

 

 

 

September 

2008 

Annual National Public 

Health Institute Business 

Plan with three-year 

projections 

 

Annual Regional Public 

Health Business Plans 

Template agreed on by 

NPHI and RPHI Public 

Health Leadership 

Group (See Section 8 ); 

new public health act 

11. Development of public health 

communications program 

NPHI Director, 

Appointees of RPHI 

Invited Consultant 

December 

2008 

Organized health 

communications office in 

NPHI; 

Appointed 

communications focal 

point in each RPHI 

Monthly to NPHI website 

Quarterly public health 

newsletter published 

New public health act.  

Consultation from 

International 

Association of National 

Public Health 

Associations 

12. Analysis of response to infectious 

disease threats 

NPHI and RPHI 

Working Group to 

review responsibilities 

under International 

Health Regulations 

December 

2008 

Clear plan to participate 

in the Global Outbreak 

and Response Net work of  

 

13. Analysis of disaster preparedness  

       -Regional level 

       -Central responsibilities 

       -Multi -sectoral responses 

       -Draft Plans 

       -Communication strategies 

 

NPHI and RPHI 

Directors to coordinate 

with Crisis 

Management Center 

December 

2008 

Assure regional planning 

and coordination with 

local and regional 

structures. 

Already established 

legislatively under 

Crisis Management 

Center 

13.  Establish High-level multi-

sectoral public health advisory body 

(Public Health Board) 

MOH July 2008 Appointed representatives 

from Agriculture, Food 

Directorate, Health 

Inspectorate, Defense, 

Education, Finance, 

Interior, Science, 

Environment Ministries; 

key multi-lateral 

organization 

representatives; key 

business leaders; key 

health NGOs.  Quarterly 

meetings called by NPHI 

New public health act, 

Office of the President 

 

These steps to reorganization of the public health system will require reorientation of 

financial flows as well as new legislative authority.  In addition, new governance 

structures are proposed (also needing legislative authorization) that will expand the reach 

and depth of the overall public health system.  As the governing bodies, analyses, and 

evaluations are implemented, it is very likely that the 15 core health programs will need 
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to be revised and redesigned by the MOH according to evidence provided by the NPHI 

and RPHIs.  Finally, human resources in terms of both numbers and new skill sets will be 

required to accomplish these steps.  These issues are covered in the following Sections of 

this Report. 

 

Summary of the major organization proposals 

¶ Develop a Working Group (network) of public health institutes and specialty 

groups 

¶ Establish monthly meeting schedule and communication system for this group 

¶ Develop individual mission statements and business plans for each public health 

institute with an emphasis on problem identification, planning for solutions, 

financing proposals, and evaluation of core health programs 

¶ Operationally integrate the MCH institute into the NPHI. 

 
Pros and Cons of the proposed organizational changes 

 The working group of public health institutes and specialty groups has been 

established.  A key consideration here is how decentralized or centralized should be the 

relationship between the NPHI and RPHIs.  The concept of centralization was discussed 

with the Minister, and a discussion paper presented (this is attached as Annex C).  It is 

clear that the relationship between the NPHI and the RPHIs needs to be collaborative and 

mutually supportive, and this is now thought of as vertically and functionally integrated.  

Many health systems in Europe contain elements of both decentralization and 

recentralization. Functions such as setting general economic targets and setting standards 

are centralized while management and service delivery are decentralized. Also 

monitoring and evaluation are typically central national governmentsô tasks.
17

  In many 

cases, it is the process of decentralization itself that makes it necessary to strengthen the 

supervisory role at the national level so that all regions that are unable to fund and/or 

administer affairs on their own are covered equally by the public health system.  In effect, 

the process of ñhealth regionalizationò simultaneously requires the development of new 

national responsibilities to ensure that individual citizens who live in poorly performing 

regions are not unduly harmed.  The approach presented herein mostly retains the 

independence of the RPHIs, with additional guidance, monitoring, assistance with 

planning, and assurance functions carried out by the NPHI.  The NPHI needs to be 

strengthened in its capacity to perform these functions, and further definitions of roles 

and responsibilities are necessary in a new Law on Public Health.  Currently, most of the 

institutional core public health functions are described in the Law on Health Protection, 

Articles 105 and 117. 

 

3. Financing for Public Health in the Republic of Macedonia 
3a. Current financial flows to the public health system 

There are four main sources of financing currently for public health programs:  

¶ Central budget sources 

                                                 
17

 Saltman RB.  Decentralization, re-centralization and future European health policy.  Eur J Public 

Health.2008; 18: 104-106 
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¶ Health Insurance Fund (HIF) 

¶ Self-financing 

¶ External programs 

 

The 15 core health programs are financed through the central budget (Table 2), but in 

recent years, budget targets were in general not met. For 2008, core budget funds are 

reported to meet targeted allotments.  These core funds are distributed to the NPHI for its 

responsible activities, and to the RPHIs and MCH institute to implement the various 

health program activities under their competencies.  Currently, the MOH administers 

funds from the Ministry of Finance for these programs, and they are now being 

reconsidered in terms of distributions and priorities in light of the Basic Benefit Package 

project (which involves the splitting off of clinical preventive services for key public 

health issues from the Institutes, see Footnote 15 above).  What has been unclear is a 

comprehensive budget process from the RPHIs outlining revenue and expenditures 

according to activities for each of the priority program areas.  This type of budget 

document would facilitate óresults-basedô budgeting and financial planning to address 

funding gaps, especially in light of the proposed business plan templates. 

 

The second main funding source is from the HIF.  The HIF is invoiced for services 

provided (mainly laboratory services to health institutions and individuals, but also some 

clinical services such as patient treatments for priority public health problems).  In many 

cases these invoices are processed through health care institutions, and as a result of 

inadequate revenues or deferments, there is significant indebtedness from these health 

institutions to the RPHIs.  Also, in order to provide such services, RPHIs invest heavily 

in laboratory equipment, often with duplication across institutes.  In some cases, this 

equipment is not fully utilized due to manpower deficiencies and/or lack of demand. 

 

The final main funding source is self-financing.  The NPHI and the Regions support 

some of their budgets through self-financing sources.  These are: clinical laboratory 

services to hospitals, individuals, and companies for required laboratory testing of 

products; to hospitals for hospital infection control; to water systems for environmental 

testing of sources; to food manufacturers and distributors for food safety requirements of 

the Food Authority; and to various other agencies and individuals for other environmental 

testing.  In addition, health services to travelers for vaccinations and counseling and 

consulting are provided as fee-for-service outside the HIF. Drug testing on a fee-for-

service basis is mainly done at RPHI, but this is on manufactured and imported drugs, not 

on pharmacy inventories.   

 

Outside funding has been provided for specific health programs from multi-national 

donors such as the Global Fund to Fight AIDS, TB, and Malaria (GFATM).  In Round 3, 

the MOH of Macedonia received US$5.8 million for HIV/AIDS (even with <500 

reported HIV cases [UNAIDS Epidemic Update 2007]), mainly directed to AIDS 

prevention activities such as drug replacement therapy and needle exchange.  An 

additional US$4.3 million has been approved in Round 7.  In addition, Round 5 awarded 

US$1.4 million for TB control.   Macedonia has an effective immunization program, 

financed entirely through the central budget. Unfortunately it is not eligible for new 
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vaccine distributions (HIB3, rotavirus, HPV, or pneumococcus) through the Global 

Alliance for Vaccines and Immunizations (GAVI) due to having a gross national per 

capita income above US$1000 per annum.  Vaccine coverage for all the main childhood 

illnesses is well above 90%, except for HIB3 (unknown).  There is a line item in the 

budget for the major vaccines but not for the supplies.  There is no provision for 

pneumococcal vaccine for either children or the elderly. Influenza vaccine is provided to 

risk groups; there is no provision for HPV vaccine, rotavirus, or other new vaccines 

within the central budget.   

 

Macedonia received approximately US$400,000 in humanitarian assistance in 2007 from 

four donor countries (Sweden, United States, Czech Republic, and Estonia).  Although 

the refugee crisis flowing from Kosovo is largely quiescent, public health threats may 

arise if the situation again destabilizes, putting a burden primarily on the RPHI close to 

the border with Kosovo.
18

 

 

In preparation for the July 12, 2007, First Consultant Workshop, nine RPHIs provided 

some budgetary information on their financial flows. Additional more detailed 

information was provided as part of draft business plans developed for the last workshop 

held February 18-19, 2009.  Overall, for each of the RPHI, the distribution of revenue is 

roughly as follows: 

¶ 60-70% of revenue is from HIF based on invoices for services provided 

¶ 10-30% of revenue is from self-financing 

¶ 10% of revenue is, or should be if fully funded, from the MOH 15 programs.  

This may be split off to provide some revenue to the HIF for clinical 

preventive services such as immunizations, STIs, TB treatment, and other 

conditions with public health implications. 

 

Guidelines to produce business plans are provided in Section 8.  Several of the RPHI 

have begun to compile the appropriate data, but they will need significant guidance from 

the NPHI to complete and analyze these plans.  The consultant with assistance from local 

staff with economic skills and knowledge of the various funding streams should help 

completed this process under the MOH or NPHI.  In addition, as plans identify health 

problems, specific actions and funding streams to address them need to be developed 

 

Table 3 shows current (2008) funding allocations for the 15 core health programs. 
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 WHO. Total Humanitarian Assistance per Donor (Appeal plus other) as of 31-May-2008. 

http://www.reliefweb.int/fts 
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Table 3. Funds for core health programs provided by state budget to MOH, 2008  

Program Name of program Item Total 

1 Program for early detection, diagnosing 

and treatment of breast cancer in women 

425 10,000,000 

2 Program for Systematic medical 

examinations of students 

425 

433 

34,500,000 

3 Program for Organization and promotion 

of blood donation 

433 

463 

30,000,000 

4 Program for Preventive health care  425 90,000,000 

5 Program for Obligatory immunization of 

the population 

423 80,000,000 

6 Program for Research of occurrence, 

prevention, and eradication  of brucellosis  

425 

433 

8,000,000 

7 Program for Preventing of tuberculosis in 

the population 

425 

433 

15,500,000 

8 HIV/AIDS programs  425 

433 

8,200,000 

9 Program for Maternal and children health 

care 

425 

433 

32,700,058 

10 Program for Early detection and 

prevention of reproductive health 

problems among  

Women 

425 8,500,000.00 

11 Program - Health for all 464 12,000,000.00 

12 Program for Health protection of people 

with mental disorders  

425 45,000,000.00 

13 Program for Addictive diseases  425 

433 

55,000,000.00 

 

14 Program for health protection for people 

on dialysis 

425 

433 

89,548,000 

15 Program for not insured people 425 

433 

80,390,000 

 GRAND TOTAL   599.838.000,00 

 

Table 4 shows the distribution of State funds to the NPHI and the 10 Regional RPHIs for 

2006..  Not all 15 programs provide allocations to the RPHI or NPHI.  It is not clear as to 

how much for each program is provided to each RPHI.  This type of budget information 

is critical to include in the proposed business plan models under consideration (See 

Section 8).  Apparently, most of the Central funds support salaries of RPHI personnel; it 

was found, however, that self-funding also supports salaries as do the invoiced funds 

from the HIF. Data for 2008 were not available for this report. 

 

Comment [tn1]: Again, we can update 

these data if I can receive a table. 
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Table 4.  Distribution of State funds to the NPHI and 10 Regional RPHI, 2006 

(THIS TABLE NEEDS TO BE UPDATED TO 2008)  

PHI Budget 2006 Salaries Total Percent received 

Republic Institute for Health 
Protection ï Skopje 19.115.000 9.950.000 9.950.000 52,05 

Institute for Health Protection ï
Bitola 20.143.000 650.000 18.764.000 93,15 

Institute for Health Protection ï

Veles 16.383.000 1.330.000 16.018.000 97,77 

Institute for Health Protection ï

Kocani 8.362.000 895.000 8.362.000 100,00 

Institute for Health Protection ï

Prilep 11.411.000 590.000 10.871.000 95,27 

Institute for Health Protection ï

Kumanovo 12.723.000 830.000 12.212.000 95,98 

Institute for Health Protection ï
Skopje 29.287.000 2.550.000 28.866.000 98,56 

Institute for Health Protection ï
Strumica 9.008.000 680.000 8.759.000 97,24 

Institute for Health Protection ï

Tetovo 14.962.600 1.800.000 14.175.600 94,74 

Institute for Health Protection ï

Stip 10.110.000 670.000 9.727.000 96,21 

Institute for Health Protection ï

Ohrid 11.462.000 360.000 10.641.000 92,84 

TOTAL   148,345,000  

 

 

3b. Vision for Public Health Financing 

Financing for public health may take a variety of forms.  In a review of eight different 

nations, the percentage of funding dedicated to public health ranged from 2.5% of total 

health expenditures in France to 6.7% in Denmark.  While the data on expenditure on 

public health and prevention seem quite low, it is possible they are underestimates, since 

public health may be a part of budgets outside the health sector, and public health 

services may be defined differently across countries.
19

  For example, in Finland, 

approximately 3.4% of total health expenditures is spent on public health and prevention.  

The sources for this funding include: municipal taxes (43%), federal taxes that are 

allocated to the municipalities (18%), national health insurance (15%), private insurance 

(2.5%), and out-of-pocket payments (20.6%). Federal funding to municipalities takes the 

form of block grants, taking into account population size, age structure and mortality. In 

the United States, recent estimates indicate current levels of public health financing are 

5% of total health expenditures by the State and Federal government, and yet this is 

found to be markedly insufficient to sustain a high level of public health investment.
20

 

Most US Federal public health financing comes to the States through block grant 
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countries. Brussels: WHO/European Observatory on Health Systems and Policies, 2004. 
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mechanisms, with as much as 80% of the US Centers for Disease Control and Prevention 

budget dedicated to this mechanism.   
 

In Macedonia on a per capita basis, there are about 150 denars per person on average (range 

111 to 180) spent by the RPHIs per year, but this is not necessarily for public health.  

This is the total budget expenditure for the lab outputs, administration, reporting, etc.  

Still, this is equivalent to about 2% of total per capita health care expenditures (curative 

and preventive) in the current RM health system.  If the lab and other nonessential 

activities were excluded, it would be likely that true public health expenditures would be 

less than 0.5% of per capita health expenditures nationally.  According to international 

standards, this is an indicator of gross under-funding of core public health functions. 

According to the study cited above, about 5% of total health expenditures should be 

devoted to preventive, public health measures as a baseline.  This is a very crude 

estimate, and specific expenditures and revenue distributions for specific programs are 

needed for each RPHI as a justification for central budget support in the proposed annual 

business plans (See Section 8).   

 

Further, it is most difficult to ascertain cost-benefits in public health.  Public health is a 

global public good, with the absence of disease or reduction of disease impact as the 

measurable objective.  In the US review of public health financing cited above, a more 

consistent and clearly articulated rational for funding allocations is needed based on 

prevalence, risk factors, and population configuration---NOT cost benefit.  Thus, a 

revised public health financing mechanism should be designed around these elements, 

which can be described in the proposed business plans and costed out by the Regional 

experts. 

 

During the July and December Consultant Workshops, the RPHIs and NPHI staff were 

asked about financing options.  When asked, ówhat is wrong with the current financing,ô 

respondents pointed out that the current system does not consider the real needs of the 

public health institutes, that real costs for providing core public health services have not 

been sufficiently analyzed, that there is insufficient legal obligation to secure funding for 

these services, and that there is a general lack of revenue sources in Macedonia.  

 

When asked, ówhat would be an ideal financing of the public health functions,ô 

respondents indicated that clarity as to what the HIF will finance in terms of clinical 

preventive services (such as vaccines outside the MCH program, health screenings, 

control of important infectious diseases, etc.),
21

 and how this will be invoiced by either 

providers or the RPHIs.  The RPHIs must assure (as a core public health function) that 

clinical services are provided, especially to under-served populations, and to prevent the 

spread or neglect of critical public health conditions.  These assurance functions should 

be billed to the HIF as they will likely pay back the system as a result of effective 

prevention activities.  Budgets from the Central Government should be based on 
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expectations for the RPHIs with regard to national programs. In addition, self-financing 

should continue, but in the context of the Mission of the RPHI and core public health 

functions (not simply commercialism; this funding source could be used for program 

development and incentives).  Local self-government and other local sources should be 

tapped to support local public health programs (strategically supported at the National 

level). In order for this to occur, the local self government should have a say in public 

health policies as well as an expectation of accountability from the RPHIs for fund 

provided for specific services.  These need to be detailed out individually for each RPHI 

(through the business plans).  Complete coverage of the work of the preventive teams 

including the material costs related to achievement of the prevention programs should be 

based on an accurate analysis of measurable costs and achievable outcomes.  

 

When asked, óhow will the institutes justify their expenditures,ô respondents suggested 

that there should be a careful analysis of real expenditures and an accounting for all 

revenues. This should then be used in cost-benefit analyses using agreed-on health or 

programmatic indicators. In addition, respondents indicated that the institutes should be 

able to invoice the HIF or secure Central Government funds for priority health issues that 

may not be part of the 15 priority health programs.  For example, diabetes mellitus and 

many other chronic diseases are not sufficiently addressed from a prevention standpoint 

in these programs.  The cost-benefit of some public health interventions may be 

substantial (these must be evidence-based, however they are difficult to measure).  These 

types of analyses should be included in business plans for the RPHIs.    

 

In general, these conclusions are on target for revision of the current financing system of 

the NPHI and RPHIs.  The key questions for public health financing now are:  

¶ how to shift both the NPHI and the RPHIs to predominantly central budget 

sources; 

¶ how to integrate a fee-for service model between the HIF and the Institutes for 

clinical preventive services and public health services that will benefit the HIF 

expenditures through effective prevention; 

¶ whether and how to reduce reliance on self-funding unless the functions 

performed are part of core public health functions and the overall missions of the 

Institutes.
22

 

 

3c. Public Health Financing Proposal 

The shift in support from the current HIF arrangements and the core budget for RPHIs 

should be gradual, based on evidence and sound economic analysis, and supported by 

legislative reforms.  A five-year process is envisaged in order not to shock the financial 

system with an abrupt withdrawal of funding, especially from the HIF.  In meetings with 

the HIF leadership, there seemed to be general agreement about a gradual approach, 

integrated with the Basic Benefit Package project development,
23

 to shift HIF support for 

                                                 
22 Bredenkamp C, Gragnolati M.  Sustainability of Healthcare Financing in the Western Balkans: An 

Overview of Progress and Challenges.  Washington DC: The World Bank, Europe and Central Asia 

Region, Human Development Department, October 2007. 
23

 Schaapveld K. Consultancy on Basic Benefits Package Revision, Final Report Ministry of Health of the 

Republic of Macedonia, Health Sector Management Project (draft) Skopje, 9 March 2007. 
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the RPHIs to a fee-for service model (for clinical preventive services, this should not be 

too difficult, but such services need to be more fully described as this plan unfolds) that 

includes public health services not typically covered in a personal health insurance 

scheme.   

 

In addition, there needs to be diversification of financing, particularly at the local and 

regional level, with resources identified through partnerships with local self-government 

(with the idea being that healthy populations make healthy local economies), private 

sector entities, and community groups.  Self-financing should, again, be focused not on 

simple commercial marketing of services but on core public health and mission-based fee 

assessments.   

 

At the national level, the NPHI should seek new external funding sources such as a newly 

announced grant and technical assistance program from the International Association of 

National Public Health Institutes (IANPHI, funded by the Gates Foundation),
24

 the 

Bloomberg Global Initiative on Tobacco Control, and other innovative programs in 

global health now appearing.  The NPHI should be the lead agency for the MOH in these 

pursuits, with an international relations section established to help develop such 

partnerships through international organizations, grant writing, and strategic planning. In 

fact, NPHI has secured a medium-term development grant from the IANPHI for three 

yearsô work on strengthening the public health system.
25

 

 

Finally, under the restructured NPHI-RPHI network, needs-based and results-based 

budgeting needs to be implemented, as outlined in the business plan model (Section 8).  

This may include rationalization of large equipment and other procurements at the 

national level, with needs assessments built into RPHI business plans to justify 

equipment purchases if those are to be requested of the MOH. Lacking a costing analysis 

for each institute according to core functions, a reasonable estimate of central budget 

support must be established as an interim figure.  With a target of 1% of total health care 

spending that should be devoted to public health and prevention, this would mean core 

MOH funding to the institutes should be 220 million MKD in 2008.  This is 

approximately 70 million MKD higher than that allocated in 2006 and makes up about 

half of central budget resources allocated for all 15 priority health programs in 2008. 

 

Table 5 shows a very rough five-year plan to increase funding from core budget, HIF, 

and other sources (as part of the national health accounts) from the current estimated 

0.5% of total national health expenditures to 5% of these expenditures over the next five 

years.    This is of course a normative objective, and not yet based on evidence.   

                                                 
24

 International Association of National Public Health Institutes (IANPHI). Request for Letters of Intent. 

National Public Health Institute (NPHI) Capacity-Building Program, December 2007. 
25

IANPHI.  IANPHI Awards New Grants to Strengthen Public Health in Eight Countries 

http://www.ianphi.org/news___announcements/news/ianphi_awards_new_grants_to_strengthen_public_he

alth_in_eight_countries.html 

 

http://www.ianphi.org/news___announcements/news/ianphi_awards_new_grants_to_strengthen_public_health_in_eight_countries.html
http://www.ianphi.org/news___announcements/news/ianphi_awards_new_grants_to_strengthen_public_health_in_eight_countries.html
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Table 5.  Initial General Budget Projections for Public Health Network Financing, 

2008-2011* 

Revenue 

Source 

2007 

allocation 

(%) 

2008 

proposal 

(%) 

2009 

proposal 

(%) 

2010 

proposal 

(%) 

2011 

proposal 

(%) 

 RPH

I 

NRPH

I 

RPH

I 

NRPH

I 

RPH

I 

NRPH

I 

RPH

I 

NRPH

I 

RPH

I 

NRPH

I 

Central MOH 10 10 20 20 30 30 45 45 55 55 

HIF 60 60 60 60 50 50 40 40 30 30 

Self 

Financing 

20 20 20 20 15 15 10 10 10 10 

External/othe

r 

1 1 1 1 5 5 5 5 5 5 

Estimated 

total national 

health  

expenditures 

(dinars)** 

21 billion 22.05 billion 22.15  

billion 

23.21 billion 24.37 billion 

Projected 

percent 

funding (%) 

for 

prevention 

and public 

health*** 

0.5 1.0 2.0 4.0 5.0 

Estimated 

core MOH 

budget for 

RPHI 

(denars) 

150 million  

(needs to be 

verified with 

current data 

for 2007) 

220.5 

million 

443 million 928.4 billion 1.22 billion 

* Excludes other MOH Programs, Food Directorate, Occupational Health 

Agency, Health Inspectorate, and Military systems 

**based on estimated 20 billion denars for 2006, both financed and out of 

pocket expenses, and estimated annual medical inflation rate of 5%. 

***based on estimated regional percentage estimates for purely public 

health/preventive expenditures in 2007  

 

The steps to reconfiguring the budget process will take several years, but immediate 

priorities include the development of detailed NPHI and RPHI reports on current budget 

revenues and expenditures, costing proposals for core public health functions, integration 

of HIF financing schemes for clinical and population-based preventive services, and re-

evaluation of the core health programs according to the burden of disease in Macedonia 

and the opportunities for cost-effective prevention programs nationally and at the 

regional/local level.  These items are all part of the proposed business plan process 

described in Section 8.   Addition legislation will be necessary to codify the shift in 
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resource support to the central level.  Section 3d shows steps needed to reform the 

financing scheme for the NPHI and Regional RPHIs 

. 

3d. Steps to Implementation of a Financial Plan for a Reformed Public 

Health System in Macedonia 

Objective Key Responsible 

Parties 

By When How Documented Authority needed 

1.  Complete budget report for each 

RPHI showing all sources of revenue 

and expenditures developed according 

to standard template 

RPHI and NPHI 

to work together using 

template in Section 8 

April 2008 Complete business plans 

and justifications 

presented to NPHI and 

MOH 

None.  World  Bank 

Loan Project 

requirement 

2.  Define clinical preventive and 

population prevention services to be 

reimbursed to Institutes by HIF 

HIF Leadership, NPHI 

and Public Health 

Working Group 

subcommittee 

July 2008 BBP clearly defined for 

individual public health 

related services 

Population based 

preventive services costed 

and agreed with HIF for 

funding to RPHIs 

Law on Health 

Insurance 

New Public Health Law 

3.  Develop guidelines for approved 

self-financing at Regional and NPHI 

Working Group June 2008 Annual review of RPHI 

self financing reports;  

New Public Health Law 

4.  Costing estimates for core public 

health functions and preventive 

services 

NPHI 

Regions 

June 2008 

July 2008 

Needs based budget 

projections developed by 

national and regional 

RPHI for inclusion in 

business plans 

None 

5.  Develop Regional and NPHI 

business plans 

NPHI 

Regions 

July 2008 

September 

2008 

Complete set of Business 

plans with budget 

justifications presented to 

MOH and Parliament 

New Law on Public 

Health 

6.  Conduct research on core public 

health functions on cost-benefits and 

priority financing ideas 

NPHI and RPHI 

Working Group 

External Consultant 

HIF representative 

Annual in 

preparation for 

business plans, 

beginning 

March 2009 

Two-three cost benefit 

analyses per year on 

priority public health 

intervention programs 

None 

7.  Annual review of RPHI health 

indicators 

National Public Health 

Board 

January each 

year 

Recommendations 

received by MOH and 

NPHI for programmatic 

changes and subsequent 

budget requests 

New Law on Public 

Health 

8.  Apply for External Funding to 

support NPHI/RPHI Network 

development 

NPHI December 15, 

2007 

Completed application to 

IANPHI 

MOH 

 

A summary of the important conclusions on public health financing are: 

¶ The public health system needs substantially increased core budget support 

codified in new legislation; 

¶ The NPHI and Regional budgets should be needs-based and rationalized for both 

national priorities and regional/local situations; 

¶ Matching programs may be developed so that central budget resources can 

leverage local resources needed for regional priority programs; 
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¶ The 15 priority programs need to be revaluated in light of inputs from the RPHI, 

the communities, a new set of governance structures at the regional and national 

level, and a careful assessment of health data collected by the NPHI; 

¶ Self-financing by the Institutes should continue, but it should be justified by its 

integration with core public health functions at the Regional and national  level 

¶ The clinical and population preventive services to be financed by the HIF need to 

clearly defined as part of the Basic Benefit Package (for individual health care) 

and as advised by the NPHI and the system of Regional RPHIs (for population-

based prevention programs) 

¶ The Laboratories need to address accreditation and to consider systems of 

cooperation and efficiency to reduce unnecessary equipment duplication.   

 

4. Legislative authority 
4a. Current Legislative Authorities in the Public Health System of 

Macedonia 

The current legal framework for securing appropriate financial resources for the public 

health is provided by the following regulations: Law on Health Protection, Law on Health 

Insurance, Law on Budgets, Law on Salaries, Law on Pension and Disability Insurance, 

Law on Employment, Law on Social Protection, Law on Enforcement of Criminal 

Sanctions.  

 

The Law on Health Care enacted in 1991 established the foundations of todayôs system, 

based on health insurance, including its organizational structure and distribution of funds, 

as well as the obligations and rights of individual entities included in the system. It has 

been amended in 2004 and 2005 as demanded by changing health care scenarios.  

Pursuant to this Law and later enacted Law on Health Insurance a system for obligatory 

health insurance was established in which the key values were equity and solidarity, also 

provision of universal coverage of the population of a comprehensive health care 

package.   

 

Health insurance is regulated by the Health Insurance Law to include compulsory 

payroll-based health insurance. However, this law also provides for additional voluntary 

health insurance that individuals may secure for themselves.  Currently, there is no 

ñNational Health Accountsò estimate that accurately describes all health expenditures in 

Macedonia, whether governmental, out of pocket, or donor funded.   

 

New administrative arrangements and governance structures are proposed in this Final 

Report.  In addition, a re-arrangement of financing public health institutes over the next 

five years is proposed.  All of these changes will require revision of the current legislative 

basis for the public health system in Macedonia.  

 

4b. A Vision for New Legislative Authority 

A new Law on Public Health should be drafted by the MOH.  This law would encompass 

the role of the state in providing public health services as ópublic goods.ô  Markets fail to 

produce these goods, and the health care financing system at the individual level does not 

focus on such goods.  The state has a regulatory role in health systems, and this role 
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extends to defining services and functions (such as the core public health functions 

mentioned previously), as well as setting remuneration for services provided, 

rationalizing and assuring equitable distribution of services, and standard setting to assure 

quality. 

 

The elements of the Plan to Reform the Public Health System in Macedonia include: 

organizational structure, governance, financing, and human resource development.  All of 

these elements require some new or revised legislative authorities.  Thus, as this plan is 

adopted, such authorities must accompany its implementation.   

 

A new Law on Public Health must be drafted.  Below are some, but not all of the initial 

basic elements to be included in the new law: 

 

Section 1.  General authority 

¶ The Office of the President will appoint a national public health board of about 12 

members to serve a term of three years (proposed).  This group will represent all 

relevant government ministries (for example, defense, agriculture, occupational 

medicine, labor, finance, international relations, etc.).  One third of this board will 

represent the private sector, non-governmental health groups, and multi-national 

organizations in Macedonia. 

¶ The National Public Health Institute will be a separate legal entity with 

responsibilities for national public health policy development, surveillance, data 

analysis, standard setting, quality assurance, public and professional communication, 

human resource development for public health, and other duties as described.  It will 

coordinate a network of operational units (RPHIs, MCH, etc) as part of a vertically 

functionally integrated public health system 

¶ The Regional Public Health Institutes will be responsible for implemented 

national priorities at the regional and local level, monitoring the health of regional 

populations, controlling disease outbreaks at the regional level, providing data to the 

national level, cooperating with other institutes, providing lab services for core public 

health functions and on a fee-for-service basis to support general public health 

activities. 

¶ The Ministry of Health will appoint Regional public health advisory boards 

nominated by the RPHIs.  These will approximate 12 members representing local 

self-government, local NGOs, Trade Unions, private employers, health care 

providers, and others as described. 

 

Section 2.  Functions 

¶ The NPHI will be responsible for collecting morbidity, mortality, and risk factor 

data on the population from the RPHIs.  Regular surveys of the health status of the 

population will be conducted every three years.  The NPHI will report a list of key 

health indicators based on these data on an annual basis or more often in the case of 

acute health emergencies 

¶ The NPHI will be responsible for coordinating with and reporting to multi-

national organizations such as the WHO and the Global Outbreak and Reporting 

Network.    
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¶ The RPHI will develop and report local health indicators in addition to those 

required at the national and international level. 

¶ The NPHI will guide the RPHIs in development of business plans that cover a 

three year budget projection period.  The RPHI will submit these annually to the 

RPHI and the MOH 

¶ The RPHI will prepare an annual business plan for submission to the MOH 

 

Section 3.  Communications 

¶ The NPHI will develop and maintain an  electronic communications systems with 

the Working Group and other key agencies; this will include a functional email 

system, internet access at all levels, monthly health data reporting, feedback of 

recommendations to the network from the central level, and a monthly public health 

newsletter for use by the public and media services.  This newsletter will also be part 

of a NPHI website. 

¶ NPHI will conduct monthly field visits to public health teams functioning at the 

Regional level 

¶ The NPHI will convene a monthly meeting of the Working Group to consider 

issues of importance to the entire public health community. 

 

Section 4.  Financing 

¶ The NPHI and RPHI will agree with the HIF on a set of clinical and preventive 

health services that will be eligible for reimbursement by the HIF to these institutes.  

Every two years, this public health financing package will be reviewed by the Public 

Health Board and MOF to determine the composition of the reimbursable items. 

¶ The NPHI and RPHI may supply services on the market for laboratory, 

consultative activities, and licensure with oversight provided by the MOH and Public 

Health Board.  Specific rules on allowed transactions will be developed by the MOH 

legal affairs division. 

¶ The MOH will determine on an annual basis the priority public health programs 

to be financed by the Central budget.  The allocations to the institutes will be 

determined by needs and performance indicators identified in the business plans. 

¶ A block grant program to make funds available to the institutes will be developed 

by the MOH.  These grants will require matching funds to be provided by the 

applicants, and they may cover special programs, new equipment, and educational 

activities at the institutional level. All grants must justify expenditures in the context 

of priority and core public health programs.  See Annex B for further details on this 

option.  

 

Section 5.  Human resources 

¶ The NPHI will survey RPHIs and other key agencies on an annual basis to 

determine vacancies and projected human resource needs.  These will be described in 

the NPHI and RPHI business plans for the coming years and funds requested based 

on the personnel needs analyses. 

¶ The NPHI will develop practicums for training public health students in field 

work.  These may be in the NPHI or RPHIs.  RPHIs will develop internship 
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assignments for public health students so that they may be attracted to the profession 

and find employment opportunities 

¶ The NPHI will assess training needs of existing national and regional staff 

through periodic needs assessments.  Continuing education courses will be provided 

in cooperation with the school of public health and with central budget financing 

requested in the NPHI business plan. 

¶ The NPHI will be assigned sufficient personnel to provide coordination and 

support services for the RPHIs and to support MOH programs. 

 

4c. A Plan for Revised Legislative Authority 

This legislative development process needs the involvement of several key ministries, led 

by the MOH and including MOF, MOJ, MOE, and Ministry of Local Self Government.  

Ultimately, the Assembly of Parliament will need to accept or reject the 

recommendations of the MOH for the new Law on Public Health.  Relevant Assembly 

committees include the Committee on Health Care and the Finance and Budget 

Committee.   Thus, a steering committee staffed by legislative consultants from MOH, a 

liaison from the MOF, a liaison from the appropriate parliamentary committees, and 

NPHI leaders should be set up to guide development of the new public health law.  

 

4d. Steps to Revision of Legislative Authority 

Objective Key Responsible 

Parties 

By When How Documented Authority needed 

1.  Establish legislative working 

committee 

MOH, NPHI, Assembly 

Committee 

April 2008 Parliamentary decree Parliament 

2.  Define organizational authorities 

needed for new Law on Public Health 

Legislative working 

committee; NPHI 

leadership 

June 2008 Draft organizational 

authorities developed 

Parliament 

3.  Define revised governance 

structures for public health system 

NPHI and Regional 

RPHI working group 

July 2008 Draft of governance 

authorities developed 

Parliament 

4.  Define financial flows to support 

new organizational and governance 

structures 

MOF, NPHI, RPHI August 2008 Draft of legislative 

authorization for business 

plan budgets 

Parliament 

5.  Define legislative authorities for 

incentive systems and training 

requirements for practicing public 

health officials 

NPHI, MOE, RPHI September 

2008 

Complete set of Business 

plans with budget 

justifications presented to 

MOH and Parliament 

Parliament  

 

 

5. Governance and planning within the public health system 
5a. Current Governance and Planning in the Pubic Health System of 

Macedonia 

The MOH and the Government are responsible for developing and implementing health 

policy.  The MOH develops and monitors organizational structures and is responsible for 

evaluating their functions, and the Ministry for Local Self Government is supposed to 

have a role in public health policy development as well (although this role is unclear in 

legislation or in practice).  The MOH also has a special unit relating to the HIF and sits 

on the steering committee of the HIF.  However, the Ministry of Finance supplies funding 
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for all health activities directly relating to the previously described 15 priority public 

health programs and the HIF. 

 

The NPHI has been a lead agency for monitoring health, developing policy, and 

implementing national priority health programs, and it is not hierarchically placed over 

key institutes such as the Regional RPHIs, the MCH Institute, the Health Inspectorate, 

and the new Food Directorate. As mentioned previously, since 1975, the MCH Institute 

has functioned with a national mandate but has been administratively subsumed under the 

Health Home Skopje. In the current organizational chart for the NPHI, there is named an 

Executive Committee, which has members appointed by the Government and the Institute 

according to the Health Care Law.  The Committeeôs function is not entirely clear.  Since 

1993, the Regional RPHIs have been decentralized, to the point almost of privatization.  

Funding streams have been described above, but accountability and bidirectional flows of 

information between the NPHI and the RPHIs are insufficient.  These RPHIs supply 

significant required data to the NPHI, but according to the Working Group, there is 

insufficient feedback on these data to the Regions.  The NPHI does not have budgetary 

authority over the RPHI, nor does it advise or administer procurements for the RPHI.  

Procurements for the RPHI are negotiated directly with the MOF without rationalization 

or oversight of needs.  The NPHI does not at present have sufficient manpower to provide 

coordination, communication, and technical support for the RPHI and the larger public 

health network.  

 

5b. A Vision for Governance and Planning 

Several new governance structures have been suggested during the Workshops held 

under this consultation.  In addition, there is a critical need for improved functional 

planning within the main public health institutions, informed by inputs from multiple 

sectors inside and outside government as well as by the local and regional stakeholders. 

 

First, the MOH may benefit from the establishment of a functional advisory body, a 

national Public Health Board.  This would be comprised of representatives from other 

Government ministries with competency or interest in public health.  These should 

include Agriculture, Education, Local Self Government, Interior, Defense, Finance, 

Foreign Affairs, and others.  Such a group should meet at least quarterly, and should have 

input into revisions of legal structures necessary to protect public health and to 

implement international agreements on issues of public health importance.  For example, 

the International Health Regulations (IHR) require cooperation in disease reporting and 

monitoring, as well as food safety, consumer product safety, migration and health, 

tourism, transport, and other cross-border issues.  These involve multiple sectors, but 

public health leadership should come from the MOH with strong policy involvement of 

the NPHI.  Communicating and involving local and regional public health entities is key 

for Macedoniaôs compliance with the IHR.  Likewise, Macedonia has signed the 

Framework Convention on Tobacco Control, and this means it has legal obligations to 

regulate tobacco products and marketing, support non-smoking environments (with 

enforcement), and conduct health promotion campaigns.  These issues again cross many 

sectors but must be addressed in order for Macedonia to maintain its commitments in this 

binding treaty.  The terms of reference for the Public Health Board (including meeting 
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schedules, membership, obligations, and oversight) should be embodied in a new Law on 

Public Health.  The authority to appoint this board should come from the Office of the 

Prime Minister, through the MOH, and to the other ministries.   

 

In addition, better terms of reference are needed for the formal relationships between the 

RPHIs and the Food Directorate and Sanitary Inspectorate. In the survey of RPHIs, lack 

of cooperation and lack of formal communication were seen as obstacles to responding to 

food and hygiene problems identified by either side.  Clear mandates for cooperation 

among these agencies without changing the hierarchical relationships are needed.  

 

Second, the MOH should empower the NPHI and RPHIs to vertically and functionally 

integrate core public health functions, translating and developing national policies so that 

from the top of the public health system to the local level, there is bidirectional 

accountability, communication, and active involvement of professionals and the public.  

A restructured set of relationships between the NPHI and the RPHIs have been described 

in Section 2 and a decision memorandum should be provided to the MOH to implement 

this vertically functionally integrated system.  As described previously, there are needs 

for communications and data infrastructure, formal arrangements for regular meetings 

and field visits, and improved financial flows, especially from the central budget. 

 

Third, formal mechanisms for inputs to the RPHIs at the local level are needed.  This may 

be implemented through the development of a local health board, comprised of health 

officials, private sector employers, NGOs, school officials, local police, etc.  Such a 

structure should have regular meetings, appointment mechanisms, terms of reference, and 

responsibilities spelled out in a new Law on Public Health (See above).  It is critical to 

involve citizens in public health practice and policy development, as so much depends on 

communities and individuals taking responsibility for health promotion and disease 

prevention. 

 

5c. A Plan for New Governance Structures and Planning 

A proposed organogram for the general public health system is shown below in Figure 3, 

indicating connections with other entities such as the health inspectorate, the food 

directorate, and the Public Health Board.  The RPHIs in this scheme are not subordinate 

to the NPHI but rather indicate a bidirectional relationship as separate legal entities.    
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Figure 3.  Proposed Organizational Structure, Revised Public Health System, 

Macedonia 

 
 

*National Public Health Board may consist of representatives from Ministries of 

Education, Finance, Science, Interior, Defense, Agriculture, Environment and others.  

Also to include WHO and other UN agency country representatives, representatives 

of major employers, consumersô union, health NGOs, and the HIF 

 

**Regional Public Health Advisory Boards may consist of local self-government 

representative (currently there is an appointed physician), major local employers, 

consumersô union representatives, local NGOs, schools, police units. 

 

Finally, the NPHI might develop a functional network of laboratory directors so that 

national priorities, responses to national problems, procurements, and accreditation can 

be facilitated and coordinated.  Consultation on this sort of arrangement will be needed, 
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but there are international resources (and probably EU resources) that could help with 

this network development.  

 

To support this restructured public health system, a formal mechanism for planning, 

program management, and program integration is needed involving the NPHI and RPHIs.  

This should take the form of annual business plans, including reports from the RPHIs on 

progress toward identified public health targets, needs and results based budgeting, and 

identification of new public health problems at the Regional level.  Guidelines for such 

plans are provided in Section 8 below. 

 

5d. Steps to Developing New Governance and a Model Business Plan for 

Institutes of Public Health in Macedonia 

Objective Key Responsible 

Parties 

By When How Documented Authority needed 

1.  Convene workshop of multiple 

stakeholders to approve reorganization 

plan and strategies 

PCU, NPHI, Consultant February 19, 

2008 

Final comments 

incorporated into draft 

report and prepared for 

MOH to present 

Government 

MOH 

2.  Develop terms of reference for 

public health board 

MOH, NPHI, 

Consultant 

February 20, 

2008 

TORs presented as annex  

to Final Consultant 

Report,  Published in 

Gazette 

None 

3.   Develop terms of reference for 

Local Public Health Advisory Boards 

NPHI, RPHI, 

Consultant 

February 20, 

2008 

TORs presented as annex  

to Final Consultant 

Report,  published in 

Gazette 

None 

4.  Develop new terms of reference for 

cooperation between the Health 

Inspectorate, Food Directorate, RPHIs, 

and NPHI 

Working Group, 

Directors of Food 

Directorate and Health 

Inspectorate 

April 2008 Published in Gazette New Law on Public 

Health 

4.  Agreement on new vertical 

structure between NPHI, RPHI, and 

MCH approved by MOH 

NPHI April 2008 Decision memorandum 

signed by MOH and 

transmitted to 

Government 

MOH 

5.  Develop new Public Health Law to 

define organization structure of public 

health system 

NPHI, MOH, 

Consultant 

September 

2008 

New public health law 

accepted by parliament 

December 2008 

MOH and Public 

Health Board 

6.  Training workshop on business 

plans for RPHI and NPHI 

NPHI, Consultant February 20, 

2008 

RPHIs produce first draft 

complete business plan 

for 2009 

New Public Health Law 

7.  Final business plans approved by 

NPHI 

NPHI September 

2008 

Business plans presented 

to Government 

New Public Health Law 

8.  One year review of progress on 

public health reform 

NPHI, IANPHI 

consultant, World Bank 

Feb-June 2009 Records of meetings, 

summary of 

organizational changes, 

new  public health law in 

place, workshops with 

key stakeholders, HIF 

inputs, etc. 

MOH, Government 
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6.  Human resources for public health 
6a. Current Human Resources (employment) in Public Health: NPHI, 

RPHI, MCH 

The current staffing patterns for the NPHI, RPHI, and MCH institute are shown in Tables 

6-8 (source, NPHI).  These tables are, however, somewhat out of date.  The NPHI is 

asked to obtain specific staffing records and standardized categories directly from the 

RPHI.  No recent analysis has been done as to the functional needs of these institutes in 

terms of health manpower, but some data have been collected in anticipation of the July 

workshop from the RPHIs.  Key points from this informal survey are: 

¶ Many staff members  in the NPHI and RPHI are approaching retirement age; the 

pipeline to secure specialist replacements is inadequate to meet future 

employment needs;  anticipation of these needs requires approval to hire 

replacements; 

¶ Smaller institutes (e.g., Gevgelija) report key staff vacancies in Social medicine, 

Epidemiology, Hygiene, Microbiology, and the Chemistry laboratory;  

¶ Specialist laboratory technicians and support staff are inadequate to staff the 

equipment in several RPHIs, but others seem to have adequate staff for current 

needs; 

¶ Health inspectors (under the health inspectorate) who are needed for 

environmental health inspections, enforcement of health codes, and other key 

field purposes are in short supply across the regions; also cited were shortages of 

technicians for rat and insect vector control;  this may be a significant problem as 

this is a separate administrative and qualification structure outside the competency 

of the NPHI; nonetheless, the interaction between the Regional RPHIs, the health 

inspectorate, and the new Food Directorate needs to be better defined and staffed 

to adequately control environmental health and infectious diseases. 

¶ Several institutes project shortage of trained physician public health specialists 

(E.g., Tetovo is short three such specialists plus two mid level staff and two 

hygienists) 

¶ At least one institute cited the need for senior epidemiological/statistical staff to 

improve data reporting and analysis as required by law; 
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Table 6. Total number of doctors by specialty in the NPHI and RPHIs, Republic of 

Macedonia, 2007.  (This Table Needs Updating; job categories need to be 

standardized) 
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NPHI 33 25 3 8 7 5 2 / 

HPI Bitola 13 13 4 4 1 4 / / 

HPI Veles 17 17 4 6 4 3 / / 

HPI Kochani 9 9 4 3 1 1 / / 

HPI Kumanovo 9 9 3 2 1 3 / / 

HPI Ohrid 11 11 3 2 2 3 / 1 

HPI Prilep 7 7 1 2 1 3 / / 

HPI Skopje 24 24 6 8 5 5 / / 

HPI Strumica 7 7 2 2 1 2 / / 

HPI Tetovo 13 13 3 3 3 4 / / 

HPI Shtip 12 12 4 4 1 3 / / 

National Total  169 147 37 44 27 36 2 1 

 

Table 7.  Staff profiles in the NPHI and Regional PHIs, Macedonia, 2007. 
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NPHI 130 33 25 8 25 36 28 

Bitola 64 13 13 1 4 30 14 

Veles 64 17 17 / 4 34 9 

Kochani 29 9 9 / 3 12 5 

Kumanovo 56 9 9 2 5 27 10 

Ohrid 48 11 11 / 3 22 9 

Prilep 52 7 7 / 5 29 8 

Skopje 118 24 24 2 7 61 23 

Strumica 34 7 7 1 1 12 13 

Tetovo 59 13 13 / 4 26 14 

Shtip 39 12 12 / 3 18 6 

National 

Total 693 169 147 14 64 307 139 
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Table 8.  Staff of the Maternal and Child Health Protection Institute  

(Total employees n=11)  
 

Not shown in Table 8 are the patronage nurses, present in each Region, who deliver much 

of the health promotion, health monitoring, and social services for mothers and children 

in Macedonia.  They function administratively under the Health Homes and local-self 

governments.   

 

It is clear that there are current and future shortages in professional staff (with specialized 

qualifications) for the Regional Institutes and NPHI.  Of particular importance is the 

prospect of retirement for many specialist staff across institutes (including MCH).  This 

means that recruitment of specific staff specialties must be undertaken by both the NPHI 

and RPHIs.  There is significant contribution of NPHI staff to the educational curriculum 

of the MSPH program in the Faculty of Medicine in Skopje, but as yet there are few 

opportunities for internships, field assignments, or career tracking from the MSPH 

through the Institutes.  There is no field service or research requirement for MSPH 

students. 

6b. A Vision for Improving Human Resources in Public Health: Public 

Health Education, Professional Development, and Recognition of the 

Importance of Public Health Professionals in a Reformed Public Health 

System 
Current and future staff shortages threaten the public health of Macedonia.  The MSPH 

program has begun to address training in public health geared primarily to post-graduates 

in medicine or other health professions.  The program has a partnership with Tulane 

University and Braun School of Public Health at Hadassah University in Israel.  In order 

to stimulate interest in public health as a profession, the MSPH program might develop a 

work-study, or internship program with assignments for students in the NPHI and the 

Regional PHIs.  These assignments may help identify job opportunities for students as 

they finish the program, and are a standard model for public health education globally.   

 

Currently, organizations of specialty groups within public health exist in Macedonia 

(social medicine, environmental health, epidemiology, etc).  Regular professional 

meetings should be held among these groups on a monthly basis to assure continuing 

education and professional cohesion.  In the proposed communications system (monthly 

public health newsletter from the NPHI), profiles of individual professionals and their 

work should be included.   

 

Health professionals in Macedonia are accredited by their respective Professional 

Chambers; there is no current accreditation for public health per se, and thus no 

 Doctors    

Non-

medical 

staff 

Specialists Master of 

Public 

Health 

Medical 

Doctor 

Graduate 

Educator 

University 

level 

nurse 

Statisticians 

2 3 1 1 1 1 2 

 Doctors    

Non-

medical 

staff 

Specialists Master of 

Public 

Health 

Medical 

Doctor 

Graduate 

Educator 

University 

level 

nurse 

Statisticians 

2 3 1 1 1 1 2 
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requirements for continuous education.  A Macedonian Public Health Association exists, 

and it is a signatory to the Forum for Public Health in South Eastern Europe (FPH-SEE), 

part of the European Public Health Association (EUPHA). This is a non-governmental 

and non-profit consortium of public health institutions in the South Eastern European 

Region (SEE) aiming at exchange of experience, mutual support and common activities 

for a New Public Health.   In addition, the newly established International Association of 

National Public Health Institutes ([IANPHI}s ee http://www.ianphi.org/) is geared to 

provide organizational support and consultation to members; Macedonia is in the process 

of applying for membership and for development funds for the NPHI.  Macedonia is well 

advised to participate in these organizations and to take advantage of the professional 

development opportunities inherent in such membership.  Because of low salaries, 

continuing educational opportunities are rare, but these are important to maintain 

professionalism, morale, and international standards of practice.  

 

6c. A Plan to Improve the Flow and Future of Human Resources in Public 

Health 

Several specific functions can be carried out as part of the public health system 

revitalization that can assure more human resources now and in the future.  The human 

resource plan includes the following major components: 

¶ Needs assessment. The NPHI should secure a local consultant to organize a 

formal needs assessment among the ten RPHIs and NPHI.  In this consultancy, we 

tried to obtain information on possible needs, and limited information was 

provided.  However, a more formal detailed process with site visits is needed to 

fully appreciate the shortages projected for retiring staff members from the 

institutes. 

¶ Integrated training program.  The NPHI should assume a formal responsibility, 

including a coordinating office, for public health education.  It should develop a 

set of work-study opportunities (internships, apprenticeships, etc) that would be in 

turn required as part of the public health curriculum in the Faculty of Medicine.  

There is ample evidence for the utility of such service learning.  For example, 

Schools of Public Health in the United States require project work with NGOs, 

public health agencies, or research programs as part of a three month project.  

This provides the student with a sense of involvement in a specific public health 

agency, provides the agency with an extra set of hands, and a possible connection 

to a future job.   

¶  Incentives. Incentives need to be built into the personnel system.  This may 

include annual performance based bonuses, citations for outstanding service, 

improved continuing education opportunities for all levels of staff, and support for 

career advancement through subsidized training.  

¶ Training.  A training plan should be submitted to the NPHI by all ten institutes.  

These plans would be part of the business plan as a separate line-item budget 

entry.  They would emphasize training and re-training at multiple levels; all staff 

should have some training built into their normal work schedules.  

http://www.ianphi.org/
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6d. Steps to Improving Human Resources in Public Health 

Objective Key Responsible 

Parties 

By When How Documented Authority needed 

1.  Conduct formal staff needs 

assessment among 10 RPHIs, MCH 

institute, and NPHI 

PCU, NPHI, Consultant June 2008 Report produced for 

review by MOH/NPHI 

MOH 

2.  Based on needs assessment, 

develop budget items for business 

plans to support new staff or reduce 

staff according to rationalization 

scheme. 

NPHI, Consultant July 2008 Specific hiring plan, staff 

reduction 

recommendations 

MOH 

3.  Develop integrated field 

service/learning program for students 

in the MSPH program.  

NPHI, Head of MSPH 

program 

September 

2008 

New curricular 

requirement published.  

Evaluation guidelines 

included in program. 

MOE, Medical Faculty 

4.  Develop plan to recruit personnel 

across RPHI.  

RPHI Directors, NPHI, 

Consultant 

September 

2008 

Personnel staffing plan 

presented to MOH 

MOH 

5.  Incentive schemes for excellence in 

public health practice 

RPHI Directors, NPHI, 

Professional 

Organizations 

September 

2008 

Several award categories 

created to cover all 

specialties and job 

categories.  Budget for 

awards.   

MOH, MOF 

6.  Training plans developed for each 

institute (as part of business plan) 

NPHI, RPHIs September 

2008 

Approved training plans 

submitted to NPHI and  

MOH 

NPHI, MOH 

 

7. Summary and Conclusions  

This plan for reform of the public health system in Macedonia will require 1-2 years for 

organizational and governance changes to be implemented, two years for legislative 

authority to be developed, and five years for full financial transitions to be implemented.  

Key to the success of this reform is the commitment of the MOH to support adherence to 

core public health functions as the mission of the public health system; these are public 

goods that require core government support.  They will not function if financially 

supported by self-financing or the HIF through individual health care service 

reimbursements (at either the RPHI or NPHI level).  The NPHI and the network of RPHIs 

are the nidus for the reformed public health system, and these institutes need expanded 

legislative authority, administrative support, communications capabilities, and financial 

security in order to bring about the changes proposed.  

 

What clearly missing from this plan is a specific set of costing exercises for each of the 

10 RPHIs, the NPHI, and the MCH unit.  This will require a timely review of income and 

expenditures and some assessment of the output produced.  The business plans will help 

harnass this, but a separate set of analyses should be done by this consultant or another 

accounting firm to collect an accurate assessment of expenditures, sources of incomes, 

and deficiencies.  This information was requested by not provided in most cases.  I will 

be difficult to complete the business plans without such data. 

 

The RPHIs and NPHI have already engaged with each other through the workshops 

conducted over the past six months, and this type of communication needs to continue on 

a very regular basis.  The MOH needs to assure a similar network among relevant 
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ministries, NGOs, and multi-national organization representatives.  At the local level, the 

RPHIs, local self government, and relevant local institutions need to assure connectivity 

between the public and the public health system at the local level.  Public health is a 

system with multiple sectors, multiple stakeholders, and multiple outcomes that need 

measurement and a sense of mutual accountability.    Macedonia has a tradition of public 

health, a tradition which has in part been lost through decentralization and general 

financial deterioration.  With a renewed sense of teamwork and international networking, 

this tradition can be strengthened.  Additional human resources are needed to assure the 

integration of the public health system, particularly within the NPHI as a policy 

leadership organization. The beneficiaries will be the Macedonian economy, the HIF, and 

ultimately the people of Macedonia.  According to an old African proverb: the best time 

to plant a tree is 20 years ago; the second best time to plant a tree is today.  This plan is 

for today, and also for tomorrow.  
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8. Draft Business Plans 
 

Background: 

To support the proposed restructuring of the public health system in the Republic of 

Macedonia (RM), a formal mechanism for planning, program management, and program 

integration is needed.  This planning mechanism must involve the National Public Health 

Institute (NPHI), Institute on Maternal and Child Health (IMCH), and the Regional 

Public Health Institutes (RPHI)s as a vertically functionally integrated system .  This 

Section of the Final Consultant Report provides specific guidance for use by the RPHIs, 

IMCH, and NPHI in the preparation of draft business plans to be submitted to the 

Ministry of Health and the NPHI.  The proposed time frame for final submission of 

business plans to the MOH is July 2008.  Prior to this, however, detailed financial reports 

should be developed by the RPHIs by April 2008, and these should be included in the 

business plans as part of Sections 3 and 4, below.   

 

Draft Business Plan Outline: 

There are six major sections for the draft business plan: 

¶ Mission Statement 

¶ Background review of previous year 

¶ Key regional health indicators and identified service gaps 

¶ Income and expenditures in previous year 

¶ New health challenges (local inputs-RPHI) or national health priorities 

(NPHI) 

¶ Planned response to national and regional priority health issues  

 

Section 1. Mission Statement 

Each Institute should develop a mission statement as a common theme for its work in the 

public health system.  These will likely be quite similar across the institutes, but 

nevertheless a concise statement of purpose and commitment should be provided as a 

rallying cry and unifying anthem.  The mission statement should be one sentence that 

identifies the institute, states its purpose, and indicates how it will accomplish this 

purpose.  

 

Section 2. Background review of previous year 

This section should contain a summary of major public health program accomplishments, 

outcomes, and deficiencies.  A specific structure should be used to organize this section 

(strengths, weaknesses, opportunities, and threats) for each of the major areas of work.  

In this section, it will be important for the NPHI and RPHI to agree on a set of 

performance indicators, primarily related to health outcomes.  For 2008, it may be useful 

to focus on the 15 priority health programs currently outlined in legislation and 

administered by the MOH and Government of RM. However, it is incumbent on the 

reform process to review the appropriateness of these priority programs at national and 

regional levels and to incorporate new thinking into the business plans in the coming 

years.  Regions should also identify priority regional health problems as part of their 

report and as part of their plans for the coming year. 
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Table 1 presents a listing of priority health problems and guidance on reporting for the 

previous year.  Those areas with little application at the Regional level have been labeled 

as NA (not applicable).  Column 3 is an initial set of some important indicators as 

examples only, to be expanded in discussions with the workshop attendees on February 

21.  However, these indicators are really up to each RPHI to decide.  In addition, the last 

three rows are added to the list of priority health problems for RPHIs to add information 

on other reportable infectious diseases, environmental health monitoring, and food 

system monitoring.  These last two rows require interaction and data sharing with the 

health inspectorate and food directorate, but such information should be incorporated into 

the work of the RPHIs.  Finally, additional rows may be added for priority issues that the 

RPHIs have addressed in the previous year through self-financing or other local 

resources.  This table is a first attempt to detail out program activities (column 2), 

associated health indicators (column 3), funds used for these activities and the source of 

those funds (column 4), and self-assessment of programmatic work (column 5).  The 

RPHIs need a common platform for data collection and reporting that can be used for the 

health indicators suggested in column 3.  Leadership to develop this platform should be 

provided by the Ministry of Health.  
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Table 1.  Summary report on previous yearôs public health activities 
1. Priority Area  2. Key activities 3. Associated program 

indicators or 

milestones 

4. Itemized budgetary 

resources and 

expenditure estimates 

5. Strengths, 

weaknesses, 

opportunities, threats 
Systematic medical 

examinations of pupils and 

students 

Monitoring of school 

health examination results 

Abnormal findings 

detected and investigated 

Central MOH  budget, 

MOE budget 

 

Organization of blood 

donation 

NA    

Preventive health care*  ¶ Tobacco control 

activities 

¶ Clinical preventive 

services for breast, 

cervical, and prostate 

cancer  

¶ CVD risk factor 

monitoring 

¶ Community education 

programs for CVD 

prevention 

¶ Monitoring 

hospitalizations for 

preventable CVD 

conditions 

¶ Injury prevention 

programs 

¶ Percent current 

smokers, percent youth 

smokers, local smokefree 

regulations 

¶ Percent screened for 

breast, cervical, and 

prostate cancer. KAP 

assessed in surveys 

¶ 100% BP 

ascertainment in clinical 

visits; cholesterol 

screening for high risk 

persons, 

chemoprophylaxis 

¶ CVD prevention 

public information 

campaigns 

¶ Preventable CVD 

hospitalizations 

¶ Speed bumps, 

crossing markers, traffic 

controls, safety 

campaigns 

Central budget, local 

resources, external 

funding, HIF 

 

Obligatory immunization 

of the population 

Immunization programs, 

Patronage nurse activities,  

Percent population 

appropriately vaccinated 

according to regulations 

Central budget, local 

resources, health homes 

 

Research of occurrence, 

prevention and eradication  

of brucellosis with the 

population  

Disease reporting, follow 

up investigations of 

reported cases, interaction 

with veterinary officials 

Disease incidence Central budget  

Preventive measures for  

tuberculosis 

Case reporting and 

identification, contact 

tracing, DOTS application, 

home investigations 

DOTS coverage, disease 

incidence, treatment of 

contacts, percent 

completing therapy 

  

AIDS protection of 

population  

Counseling/testing of risk 

groups, public prevention 

programs, condom 

availability, needle 

exchanges, coverage of  

patients with HAART 

HIV incidence, prevalence, 

and percent AIDS patients 

covered by HAART.  

Preventive programs 

implemented 

Central Budget, Global 

Fund, local resources 

 

Maternal and children 

health care 

Prenatal education 

activities, home follow-up 

of new births, breast 

feeding education, prenatal 

visits in first trimester,  

Infant mortality rate, 

maternal mortality rate, c-

section rate, percent 

prenatal visits starting first 

trimester, LBW newborns,  

Central budget, local 

resources, external funding 

 

Early detection and 

prevention of diseases of 

womenôs reproduction 

organs 

See preventive health care.  

Teen pregnancy 

prevention, family 

planning and termination n 

services, STI services 

(including screening, 

reporting, contact tracing) 

Teen pregnancy rate, 

number of pregnancy 

terminations, STI 

incidence 

Central budget, local 

resources 
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Health protection of people 

with mental disorders  

NA    

Health protection of 

addiction  

Needle exchange program, 

drug abuse counseling 

centers, alcohol counseling 

centers, server education 

programs, drunk driving 

prevention programs 

(random traffic stops, etc.), 

minimum drinking age 

enforcement, inpatient 

treatment of additionc 

Drug overdose deaths and 

related hospitalizations, 

number of drug/alcohol 

users counseled, arrests for 

drunk driving, 

interventions for illegal 

sales of alcohol to minors. 

Central budget, local 

sources, NGOs resources 

 

Health protection of certain 

groups of population and 

certain disorders of 

population that is not 

covered with health 

insurance 

Identification of vulnerable 

groups, assessment of 

percent population not 

covered by health 

insurance, clinical services 

available to non-covered 

population 

Preventable 

hospitalizations of non-

covered population, 

services rendered to non-

covered population,  

NGOs, local resources, 

central budget 

 

Securing expenditure funds 

for patients treated with 

dialysis, securing 

medicines for 

transplantations and 

securing cytostatics, 

insulin, growth hormone 

and treating patients with 

hemophilia 

NA    

Other reportable infectious 

diseases 

Hepatitis A, B, C 

Immunizable diseases 

(Rotavirus, Influenza, 

Pneumococcus, HIB, 

Varicella) 

STIs (men) 

Etc.** 

Lab, hospital, and sentinel 

clinical monitoring of 

reportable illnesses, 

reporting sensitivity and 

specificity, lab reports 

submitted in timely fashion 

Central budget, local 

resources 

 

Environmental health 

reporting 

Water, soil, and other 

screening; waste disposal 

systems 

Lab reports of abnormal 

findings, critical 

assessment of screening 

programs, non-compliance 

with water resource 

regulations or  waste 

disposal 

  

Food monitoring Commercial food 

screening, monitoring of 

food production facilities, 

monitoring of food service 

facilities 

Reports of abnormal lab 

findings, non-compliance 

with regulations in food 

production or food service 

  

Other significant regional 

health program activities 

    

*   Preventive health care is likely to embody most of the core public health functions and thus could 

be expanded as a set of subheadings for specific programs.  

** Reportable diseases should include all those required by WHO, and those of special significance in 

RM.  In addition, environmental exposures and occupational exposures may be included in the list of 

reportable diseases based on local conditions.  These might include elevated blood lead levels, 

indicators of pesticide poisoning, etc.  
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Section 3. Key regional health indicators and identified service gaps 

This section should comprise an agreed set of standardized health indicators developed 

by the NPHI to all Regions, and also an additional set of indicators that are decided by 

each individual region to monitor priority public health problems in their specific Region.  

The national indicators should conform to WHO suggestions and to MOH 

recommendations for health priorities.  Target goals should be developed for these on a 

five-year planning schedule, and the indicators should be linked to specific programs, 

either nationally or regionally.  Those without actual programmatic affiliation should be 

dropped from the list.  Table 2 shows a draft listing of some suggested indicators; these 

could include risk behaviors, incidence measures, hospitalization data, and mortality.  

These should be finalized during the February 21 workshop. 

 

Table 2.  Key International, National, and Regional health indicators, XXX Region, 

2007. 
1. Health Indicator 2. International (I)  

National (N) 

Regional (R) 

3. Target (prevalence 

rate, new cases, 

mortality rate, or other 

measurements) 

4. Regional Level 

data* 

Infant mortality rate I, N, R   

Maternal mortality rate I, N, R   

New HIV infections I, N, R   

Brucellosis incidence N, R   

STI infectious N, R   

Pneumnoia and Influenza N, R   

Cervical cancer N, R,   

Breat cancer N, R   

Myocardial infarction N, R   

Lung Cancer N, R   

Diabetic ketoacidosis R   

Smoking prevalence N, R   

Automobile crash deaths R   

*Notation should be made here about data quality, problems with data, stratification needed for vulnerable 

groups and gender, etc. 

 

For each of the agreed health indicators shown in Table 2, the RPHI should describe 

briefly the programmatic activity and expenditures directed to these health issues.  An 

assessment of program deficiencies should be provided, and a discussion of future 

possible activities to address each of these health issues should be provided.  Thus, a 

problem-specific report would contain the following elements, condensed into 

approximately one-half typed page for each specific health problem: 

¶ Health Problem 

¶ Relative regional importance (none, low, medium, high, acute) 

¶ Program activities (very brief) 

¶ Expenditures and revenues by program area 

¶ Perceived program strengths 

¶ Perceived program deficiencies 

¶ Possible solutions for the coming year 
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During each annual report by the RPHI, the agreed set of health indicators should be 

modified or expanded as indicated by local needs or national priorities according to input 

from the NPHI.  The list should probably be kept to about 10 key areas overall, with 

about 70% national/international, and 30% regional focus.  Every five years, a trend 

analysis of the key health indicators stratified by Region should be developed by the 

NPHI.   

 

Section 4. Income and expenditures in previous year 

This section should provide a detailed financial report on all line items, including specific 

expenditures and any variances in previously submitted budget items; justification for 

these budget variances should be provided.  Table 3 shows a draft format for Regional 

budget expenditures (note: some of these data were requested for the first workshop in 

July 2007, but standardized formats were not provided).   Note that in Table 1 above, 

brief programmatic budget reports for the previous years are requested.  Budgets should 

be broken down by area of work and expenditure category, including personnel, supplies, 

equipment, communications (phone, fax, and internet) travel, Human Resource 

development, and other program costs.  Three year budgets should be provided, including 

previous year, current year, and projected year. 

 

Table 3.  Budget Expenditure Report, XXX Region, (for each Area of Work) 2007  
1. Item* 2. Budgeted 

2006 

3. Expended 

2006**  

4. Budgeted 

2007 

5.Expended 

2007** 

6.Budgeted 

2008 

Personnel costs      

  Directorôs office      

  Epidemiology      

  

Laboratory(Segregate) 

     

  Social medicine      

  Environmental  

     Health/Hygiene 

     

  Other      

Supplies      

Equipment      

Communications 

(phone, fax, internet) 

     

Travel      

HR Development      

Other program costs      

Totals      

*  For each of the main areas of work, show breakdowns for each expenditure 

category 

**  Provide explanations of variance, e.g., program modifications, salary savings, etc. 

 

Table 4 shows estimated budget revenues by source for each program of work.  This table 

may be used to provide summary data for column 4 of Table 1. 
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Table 4.  Revenues, current and previous year XXX Region, (for each Program of 

Work)  2007-2008 
1. Revenue 

source 

2. Year 2006 3. Year 2007 4. Ratio 

2007/2006 

5. 2008 

Central 

budget 

    

HIF     

Self 

financing 

    

Regional 

sources 

    

Other 

(specify) 

    

 

 

Section 5. New  health challenges (local inputs-RPHI) or national health priorities 

(NPHI) 

This section should provide a list of possible new program priorities for future attention 

in each region (no more than three), and for the NPHI in priority order.  These problems 

should be analyzed with respect to: 

¶ Evidence on the disease burden to RM; 

¶ Cost to the health care system; 

¶ Existing resources available; 

¶ Potential for measurable improvement.   

 

A budget estimate for new resources with justification for line item expenditures should 

be included for each of these proposed new health priorities. Sources for revenue should 

be specified for the budget estimate (central, local, HIF, other).  The Regions should 

focus on local priorities, and the NPHI on national priorities.  In some cases, when the 

local priorities appear to be consistent across regions, these problems may then be 

considered national priorities.  Table 5 presents a format for this budget estimation. 

 

Table 5.  New program priority A, XXX Region, 2008 
1. Item* 2. Projected 

budget 

3. Main source of 

funding 

4. Other possible sources of 

funding 
Personnel    

Supplies    

Equipment    

Communications    

Travel    

HR Development    

Other program costs    

Total    

* Budget justification should be provided in a following narrative.  This should also 

include a cost-benefit analysis if at all possible, and the justification should reflect 

national mandates.  Research expenses should be included in these proposals.  

 

Section 6. Planned response to national and regional priority health issues  

This section should provide a detailed summary of plans for the coming year and for 

three years in the future.  It should begin with a narrative description of national priority 

issues, regional issues, resource development, and planned activities with partners. 
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Unmet needs should be addressed.  Regions should itemize planned activities for the 

ongoing national priority programs reported in Table 1, as well as the current and 

proposed regional priority work areas reported by each of the Regions.   

 

A program specific budget for the coming year and two subsequent years should be 

submitted, showing Proposed 2008 expenditures and revenues based on program needs.  

The general format for the budget proposal is shown in Table 6. 

 

Table 6.  Global budget proposal, XXX Region, 2008 
 1. Priority Area  2. Key activities 3. Associated program 

indicators or 

milestones 

4. Itemized budget 

needs 

5. Itemized budget 

resources 

National mandated 

programs 

    

International mandates     

Other significant regional 

health program activities 
¶  ¶    

 

A business plan for the Institute of Maternal and Child Health (IMCH) should also be 

developed along the same lines, and this should be included in the master business plan 

for the NPHI.   

 

The NPHI should report national level data, and it should focus on the 15 major health 

programs of the MOH plus any other specific program activities (such as World Bank 

projects, the IANPHI project, Global Fund Project, or the Bloomberg Global Initiative 

project) that provide external funding to the NPHI.  

 

Summary: 

This business plan template may provide a comprehensive picture of health status, 

program assessment, past yearôs expenditures and revenues, and projected program 

priorities, expenditures, and revenues.  During the February 20 workshop, several RPHIs 

provided draft reports and feedback on this template.  Comments have been incorporated 

into this final report.   

 

The important outcome of the business plan process is for the RPHIs, NPHI, and other 

public health entities to respond to the identified public health problems.  It is not enough 

to simply enumerate these problems and to report them to higher authorities.  The 

leadership up and down the vertical public health system must respond with actions, 

budget proposals, and justifications to attract funding from the multiple sources described 

above and to address the identified public health problems with possible solutions..   
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Annexes 

 

Annex  A 

This annex provides a set of suggested Terms of Reference for the proposed National 

Public Health Board and regional or local health advisory boards.  These entities will be 

codified in the new public health law, and their functions should be specified.  This list is 

by now means complete and is subject to further amendment by the MOH, NPHI, and 

other stakeholders. 

 

NATIONAL PUBLIC HEALTH BOARD 

o The National Public Health Board will be appointed by the President of 

the Republic of Macedonia 

o The Term of Office will be three years 

o The Board will consist of 12 appointed individuals and each of the 

following groups will be represented: the Public Health Syndicate; the 

Ministry of Local Self Government; the Ministry of Health; the Ministry 

of Agriculture; the Ministry of Defense; the Ministry of Foreign Affairs; 

and others as determined by the President 

o The Board will provide input on public health policy to the MOH and 

public health instates;  

o The Board will review suggested changes to the public health law and 

make recommendations on these to the government 

o  The Board will receive reports on emerging public health problems from 

the NPHI in order to coordinate responses from respective ministries 

o The Board will meet quarterly 

 

 

 REGIONAL HEALTH ADVISORY BOARDS 

¶ The Regional Board will be appointed by the Minister of Health in 

consultation with the Local Self Governments 

¶ The Term of Office will be three years 

¶ The Board will consist of 12 individuals nominated by the local self-

government to include representatives from education, private employers, 

local  law enforcement, veterinarians, local self-government, health care 

providers, occupational health providers, pharmacists, and others. 

¶ The Board will provide input to the RPHI on public health matters, alert 

the RPHI to newly observed public health problems and lack of 

compliance with public health laws and policies. 

¶ The Regional Board will meet quarterly. 
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Annex B  

Elaboration of a Block Grant program for MOH financing of RPHIs  

¶ Block grants are a form of financing for decentralized public health structures to 

address national public health priorities.  The idea here is that there are central 

program priorities, as embodied in the fifteen Priority Health Programs in the 

Ministry of Health, Macedonia, 2007, and several of these require the Regional 

Public Health Institutes (RPHI) to assure completion of specific program 

objectives.  However, in the current form of programming, the RPHIs do not 

structure their activities according to local priorities, and there is insufficient 

accountability for these program outcomes to the MoH.  Thus, the following 

suggestions are made as to structuring a block grant program between the MoH 

and the RPHIs.  This is meant to improve performance according to core public 

health functions and to assure responsiveness of RPHIs to both their own situation 

and the national public health priorities. 

¶ Block grants would be developed for priority public health programs in which 

primary responsibility for implementation is at the regional level.  These would be 

embodied in the new Law on Public Health 

¶ Funding for these programs would be primarily from the Central Government 

budget, prepared annually through the legislative process with inputs from the 

MoH, NPHI, and the National Public Health Board.  The size of the grants will 

depend on the priorities set by the Central Government. 

¶ Additional funding may be provided by the RPHIs through self-funding 

mechanisms, or from local self government entities to assure adequate funding for 

high-priority regional or local needs.  

¶ As part of the RPHI business plans submitted each year, the specific block grant 

programmatic areas would be described in terms of disease burden, current 

financing, and programmatic outcomes from the previous year.  Regional plans to 

address the block grant program areas would be submitted initially and every 

three years.  Annual reports then would be included in the annual business plans 

prepared by the Regions with guidance from the NPHI.  Adjustments to program 

plans could be made annually to assure targeting of funding and accountability 

between the RPHIs and the MoH. 

¶ Performance standards for block grants would be developed by the NPHI and 

MoH, in consultation with the National Public Health Board.  These would be 

reviewed every three years and submitted to the MoH and Government for 

approval. 
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Annex C 

A Discussion of a Decentralized vs Centralized Model for 

Public Health Delivery in the Republic of Macedonia 
 

General Comments on Decentralization and Re-centralization 

Decentralization has been on the political agenda for many European health systems over 

the past decade.  Primarily, this has involved decentralization of individual service 

delivery, but also privatization as an ultimate form of decentralization.  In former 

socialist countries, decentralization has been embraced to the disadvantage of individual 

citizens in many cases, and hence, there has been a recent spate of recentralization of 

health systems in order to correct the failures inherent in personal health care systems.  In 

the case of Macedonia, decentralization has demanded that Regional Health Protection 

Institutes (RHPI)s engage in private sector-oriented, or self-funding, operations to the 

exclusion of core public health activities. This has resulted in duplication of laboratory 

services and reduced focus on core public health functions.  

 

In terms of public health, these core functions are assessment, policy development, and 

assurance. The delivery of public goods should be the primary focus of the 

centralization/decentralization discussion: how they are provided, how they are financed, 

and how they are monitored and evaluated.  These core functions and their monitoring 

have declined in recent years in Macedonia.  The question is what roles need to be 

retained by the State Health Protection Instituted (SHPI) and what should devolve to the 

RHPIs. The SHPI has an important role to define broad public health objectives, such as 

life style and prevention issues; these are very difficult to pursue at the regional level but 

may have a high health impact.  These include restrictions on smoking and cigarette 

sales, alcohol consumption, etc. as well as dealing with behavioral epidemics (AIDS, 

obesity, etc.).  Nonetheless, there is ample evidence for local advocacy on these issues as 

this local orientation can involve specific community partners such as schools, 

restaurants, entertainment venues, and local governments. Many experts (Mills 1990) 

have argued that locally controlled politics better reflect the political will of the citizens 

and, therefore, better fit their health needs. Public health interventions such as those to 

tackle the non-communicable disease and the TB/AIDS epidemics may be more effective 

if they are community-based, making it possible to target marginalized and hard-to-reach 

population groups. This suggests that regional decentralization could contribute to a more 

effective public health system. 

 

Decentralization has been defined in several different ways. Although typically this refers 

to the transfer of authority and power from higher to lower levels of government (Mi lls 

1994), it frequently has different characteristics in different situations. Rondinelli (1983) 

described four sides of decentralization: delegation, de-concentration, devolution, and 

privatization. Delegation transfers responsibility to a lower organizational level, de-

concentration to a lower administrative level, devolution implies transferring authority to 

a lower political level and privatization takes place when functions are transferred from 

public into private ownership.  In Macedonia, De-concentration has been the rule, with 

authority for public health policy development in large part retained within the Ministry 
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of Health and Parliament.  Regional decision making has not been emphasized, and thus 

the responsiveness of the public health system to local needs has not been optimal. 

 

Many health systems in Europe contain elements of both decentralization and 

recentralization. Functions such as setting general economic targets and setting standards 

are centralized while management and service delivery are decentralized. Also 

monitoring and evaluation are typically central national governmentsô tasks (Saltman et 

al. 2002). In many cases, it is the process of decentralization itself that makes it necessary 

to strengthen the supervisory role at the national level so that all regions that are unable to 

fund and/or administer affairs on their own are covered equally by the public health 

system.  In effect, the process of ñhealth regionalizationò simultaneously requires the 

development of new national responsibilities to ensure that individual citizens who live in 

poorly performing regions are not unduly harmed.  

 

There are advantages to decentralization of authority and responsibility so that resource 

allocation decisions are adjusted to local needs.  Local partnerships with communities are 

also essential, and structures to assure this type of shared governance are needed. 

However, not all functions need to be decentralized.  For example, most training is best 

carried out at the national level, but regions should be sites for training future public 

health professionals as field experiences.  National uniform standards of care are logical, 

with adaptation to local issues.  Decentralization demands local management competence 

in budgeting, technical expertise, and health promotion, standardized at the national level.  

Decentralization also demands a sense of ownership and responsibility for health at the 

local level; this includes responsibility for good fiscal management, reporting, and 

detection of specific health issues.  Funding is primarily generated at the national level, 

but in many health systems, block grants are effectively used to provide core funding for 

specific purposes.  Adjustment within such funding arrangements is conducted at the 

regional level, but accountability for specific health outcomes is demanded by the central 

level.   

 

For example, Finland is known for its focus on health promotion and the engagement of 

individuals and communities in self-care.
26

 The North Karelia experiment of the late 

1970s and 1980s mobilized a whole community to change health and lifestyles. Public 

health nurses working with national and local patient and community organizations led 

this community effort.
27

 At the national level, the Finnish Centre for Health Promotion 

provided guidance, surveillance, and communication about this public health effort. The 

Centre provided quality assurance for health promotion programs and developed new 

initiatives.  

 

                                                 
26

 Ministry of Social Affairs and Health.  Healthcare in Finland. Helsinki, Finland 2004.  

http://www.stm.fi/Resource.phx/publishing/store/2004/12/aa1106916032942/passthru.pdf 
27

 Vartiainen E, Jousilahti P, Alfthan G, Sundvall J, Pietinen P, Puska P. Cardiovascular risk factor changes 

in Finland, 1972-1997.  Int J Epidemiol. 2000 Feb;29(1):49-56, 

javascript:AL_get(this,%20'jour',%20'Int%20J%20Epidemiol.');
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The objectives of decentralization have been described by Saltman (2008)
28

 and are 

shown in Table 1.1.   Decentralization is a policy mechanism intended to achieve specific 

objectives such as efficiency, effectiveness, and community involvement. The central 

level should clearly specify the broader political, administrative or fiscal objective(s) 

decentralization is designed to achieve.  It needs to be a dynamic process, continually 

adjusted to be responsive to local conditions and national priorities.   

 

Categorical programs tend to fragment public health delivery, and thus, though these may 

be required by external donors, multinational organizations and national priorities, they 

need to be integrated within regional or local public health systems in order to be 

responsive to local conditions.    

 

Local data, with systems guided at the central level, are critical to the management of 

local problems.  According to EU Declaration (2002): 
It is essential to collect, process and analyse data at Community level for the purpose of 
effective public health monitoring at Community level and in order to obtain objective, 

reliable and compatible and comparable information which could be exchanged and 

would enable the Commission and the Member States to improve information to the 
public and formulate appropriate strategies, policies and actions to achieve a high level of 

human health protection. Data from the private sector should also be taken into account 
for the completeness of the programme. Al l relevant statistics should be broken down 

and analysed by gender.29 

The NPHI has conducted a number of data analyses, but these have not always been 

translated back to local needs.  These analyses include: new infectious diseases, 

brucellosis cases, HIV/AIDS, Immunization coverage, hospitalizations, abortions, 

environmental contaminations, food safety issues, etc.
30

   

 

Proposed Combined Centralized-decentralized Structure for Macedonia 

The role of the public health system of Macedonia has been well described with respect 

to broad general functions.  These are paraphrased below to include: 

1. Monitoring, evaluation, and analysis of population health status 

2. Assessment, monitoring, research ,and control of public health risks 

3. Health Education 

4. Social participation in public health  

5. Development of policies and institutional capacities for public health 

planning and management 

6. Strengthening the institutional legislative basis for public health 

7. Evaluation and promotion of equity in essential healthcare services  

                                                 
28

 Saltman RB.  Decentralization, re-centralization and future European health policy.  Eur J Public 

Health.2008; 18: 104-106. 
29

 Decision No 1786/2002/EC of the European Parliament and of the Council of 23 September 2002 

adopting a programme of Community action in the field of public health (2003-2008)  

30
 Tozika F.  Researches Conducted by the National Public Health Institute (Typescript provided July 

2007). 
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8. Development of human resources and public health education 

9. Ensuring the quality of the health services provided to individuals as well 

as to the population 

10. Public health research  

11. Reduction of the influence of emergencies and disasters on the health 

system  

Since decentralization involves the distribution and sharing of power and political 

control, it unavoidably has a strongly political dimension. The Role of the Central Level 

(NPHI) may begin with the following broad functions, supported by political leadership: 

¶ Setting rules and regulation: Stating formal responsibilities, the range of formal 

autonomy at the Regional level, and the framework for how the interaction 

between the NPHI and the RPHI is conducted 

¶ Developing agreements and contracts for performance and division of work. 

¶ Creating uniform measures of performance with which to compare service 

delivery across Regions 

¶ Standardizing work processes: In order to increase transparency and synchronize 

expectations; this includes defining the roles of laboratories at the Regional vs 

Central level so that duplication of equipment and efforts is minimized.  It 

requires establishing minimum performance criteria for various professional 

categories. 

¶ Standardization of knowledge and training:  The NPHI should convene the 

Regions on a regular basis to assess training needs, assure mutual support, and 

normalize communications across the Regions 

¶ Shared information: Create a common platform for communication; increased 

transparency, and synchronized expectations.  This would include websites, 

newsletters, morbidity and mortality reports, and national reports to the Ministry 

of Health and Parliament. 

¶ Standardizing budget practices and accounting according to a block grant system 

to the RPHIs.  

¶ Assuring intersectoral cooperation.  The NPHI should be the conduit for 

connecting the various sectors with interests in public health: Agriculture, 

education, trade, and so forth. 

 

The central level should hold the regional level accountable for performance on national 

priorities, but the regional/local responsibility should be clearly spelled out and embraced 

through local governance.  This governance has not been sufficiently addressed in the 

current health law (Article 117), which spells out specific technical functions of the 

Regional institutes but does not demonstrate the governance structure necessary for 

community involvement and interaction with the Central level (for example, a regional 

health advisory board made up of health professionals, managers, private sector, 

government, and local citizens).  See below for specified duties of the regional public 

health institutes: 

 

Article 117 of the Public Health Law, Duties of the Health Protection Offices 
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¶ Health protection offices shall monitor, research and study the state of health of 

the general population, the causes of the emergence and spread of contagious and 

other diseases of social and medical significance, and ecological factors and their 

influence on health. They also propose and undertake certain measures regarding 

the protection and development of human health. 

¶ The activities of health protection offices cover at least the following:  

o  the gathering, processing and analysis of data regarding diseases and 

mortality rates together with other data on the health protection of the 

general population, hygiene-epidemiological states and data on 

contagious and other diseases that have socio-medical significance as 

well as other ecological conditions affecting the general state of health;  

o the gathering, processing and analysis of data regarding healthcare 

activities;  

o the organisation and planning of health protection activities;  

o the study and monitoring of hygienic and other conditions with regards to 

the protection of air, foodstuffs and objects of general use, drinking water, 

waste water and solid waste matter as well as participating in the 

preventive and sanitary monitoring on construction sites and other objects 

of interest;  

o monitor and implements measures for the active protection of the 

population against contagious and other diseases of larger socio-medical 

significance;  

o the study of the diet of the population, diseases and conditions caused by 

inappropriate eating habits and proposes measures for their elimination;  

o the performance of expert methodological activity in the field of 

epidemiology, microbiology, hygiene, social medicine regarding the 

organisation of health protection and health statistics.  

¶ They participate in the establishment and implementation of single expert 

methodological theories in the various areas of health protection; 

o propose and participate in the realisation of stand-alone programs for 

health education in particular fields. They also cooperate with other 

health organisations. 

o the performance of microbiological, parasitological, hygiene, 

toxicological-biochemical and other laboratory analyses within the 

framework of their activities.  

 

This large collection of responsibilities is practically impossible to cover fully and 

equitably by all the RPHIs.  The disadvantage here is the fragmentation of programs 

across the regions.  If each region must have independent coverage for all the above 

functions, many will be poorly done, especially in the current unstable financing 

environment.  Subsequently, parts of the Macedonian population will not have adequate 

coverage will others will benefit from such coverage; this is not an equitable situation.  

Thus, not all of these functions need to be decentralized.  For example, most training is 

best carried out at the national level, but regions should be sites for training future public 

health professionals as field experiences.  National uniform standards of care are logical, 

with adaptation to local issues.  Decentralization demands local management competence 
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in budgeting, technical expertise, and health promotion, standardized at the national level.  

Decentralization also demands a sense of ownership and responsibility for health at the 

local level; this includes responsibility for good fiscal management, reporting, and 

detection of specific health issues.  Funding is primarily generated at the national level, 

but in many health systems, block grants are effectively used to provide core funding for 

specific purposes.  Adjustment within such funding arrangements is conducted at the 

regional level, but accountability for specific health outcomes is demanded by the central 

level.   

Decentralized structures such as existing currently in Macedonia have had to raise 

revenues that substitute for central financing responsibility. In this situation, there is 

excessive inefficiency, as each of the RPHIs seeks to develop a duplicate funding base.  

This can also increase inequalities across the Regions. What would be more equitable is 

performance-based budgeting, wherein blocks of public health functions are defined with 

respect to performance outcomes.  These can be roughly divided into the following broad 

categories: 

¶ Communicable disease control 

¶ Maternal and child health 

¶ Non-communicable disease control and prevention 

¶ Occupational health 

¶ Environmental health 

¶ Laboratory services 

 

The NPHI would set performance standards according to blocks of public health 

responsibilities.  In some cases, there will be multiple blocks combined to take advantage 

of cross-disciplinary skills.  We do not propose duplicating staff across these entities, but 

rather propose to define functions for each of the public health block areas.  Performance 

goals are then to be set according national goals and health assessments using surveys, 

vital statistics, and other data sources. 

 

Conclusion 

This paper is meant to set the stage for a broad political and administrative consideration 

of retaining a strong Regional set of public health institutes that are guided, monitored, 

and led by the Central NPHI.  The key issues are that health promotion and protection 

guidance, regulations, and monitoring and evaluation are conducted at the central level, 

and implementation occurs mainly at the regional and local levels.   
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Annex D 

Document List and Reports from RPHIs 

 

D.1.  Documents Reviewed 

 

Allin S, Mossialos E, McKee M, Holland W. Making Decisions on Public Health: a 

Review of Eight Countries. Brussels: WHO/European Observatory on Health Systems 

and Policies, 2004. 

 

Bredenkamp C, Gragnolati M.  Sustainability of Healthcare Financing in the Western 

Balkans: An Overview of Progress and Challenges.  Washington DC: The World Bank, 

Europe and Central Asia Region, Human Development Department, October 2007. 

 

European Commission. Regulation (EC) No 178/2002 of the European Parliament and of 

the Council, 2002. 

 

European Commission. Regulation (EC) No 882/2004 of the European Parliament and of 

the Council, 2004. 

. 

Gjorgjev D, Bacanovic A, Cicevalieva S, Sulevski Z, Grosse-Tebbe S. The 

former Yugoslav Republic of Macedonia: Health system review. Health Systems 

in Transition, 2006; 8(2):1ï98. 

 

Institute of Medicine. The Future of Public Health. Washington, DC: National Academy 

Press 1988 

 

International Association of National Public Health Institutes. Framework for the 

Creation and Development of National Public Health Institutes. Technical and Policy 

Brief  No.1.  www.ianphi.org 

 

International Association of National Public Health Institutes (IANPHI). Request for 

Letters of Intent. National Public Health Institute (NPHI) Capacity-Building Program, 

December 2007. 

 

Kendrovski V, Aleksoski B, Paneva L, Spirkovski V. The Public Health Report of the 

Republic of Macedonia Skopje, 2004. 
 

Levi J, Juliano C, Richardson M. Financing public health: Diminished funding for core 

needs and State-by-State variation in support. J Public Health Management Practice 

2007, 13(2): 97ï102. 
 

Ministry of Health Commission.  National Action Plan for Primary, Secondary, and 

Tertiary Prevention of Non-communicable Disease - Breast Cancer, Skopje, 2004 

 

National Public Health Institutue.  Program for Preventive Health Care in the Republic 

of Macedonia for 2007, Skopje, 2007 

http://www.ianphi.org/
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National Public Health Institute.  Social Medicine Program (Undated Typescript). ñTable 

1 Distribution of the finances by programs and sources of financing.ò(Describing funding 

to be transferred to HIF by MOH for priority public health programs under Basic Benefit 

Package). 

National Public Health Institute.  Social Medicine Program (Undated Typescript). 

ñImprovement of the System for Health Evidence in the Health Statistics System of 

Macedoniaò 

 

Peabody JW, Nordyke RJ, Tozija F, et al.  Quality of care and its impact on population 

health: A crosss-sectional study from Macedonia.  Soc Sci Med 2006;62:2216-2224. 

 

Purvis G.  Strengthening Hospital Management: Development of Business Plans 

and Competitive Health Facility Grant Applications  for Seven Pilots. Final Report 15 

October, 2006. 

 

Republic of Macedonia. Evaluation of Public Health Services in South-eastern Europe 

(Draft National Report), May 2007. 

 

Republic of Macedonia, Law on Health Protection (Consolidated text in English), revised 

2006. 

 

Republic of Macedonia, Food and Nutrition Action Plan of the Republic of Macedonia  

Skopje, April, 2004 

 

Republic of Macedonia.  Food Safety Strategy of the Republic of Macedonia (undated 

manuscript). 

 

Republic of Macedonia.  Health Strategy for the Republic of Macedonia 2020: Safe, 

Efficient and Just Health Care System, February 2007. 

 

Republic of Macedonia.  Ministry of Health, Health Insurance Fund.  Health Sector 

Reform Project. Health Information System Component.  Annex 1: Summary Technical 

Report ïpart III, March 2004.    

 

Republic of Macedonia. Draft National Alcohol Strategy (Undated Manuscript) 

 

Republic of Macedonia.  Law on Health Insurance (Consolidated Text).  Official gazette 

of the Republic of Macedoniaò No. 119/2005. 

 

Republic of Macedonia. National Environmental Health Action Plan of the Republic of 

Macedonia, 2000. 

 

Republic of Macedonia.  Program on Active Health Care of Mothers and Children in the 

Republic of Macedonia for 2007. 



 66 

 

Republic of Macedonia. Program on Health Care of Persons with Addiction Diseases in 

the Republic of Macedonia for the Year 2007. 

 

Republic of Macedonia. Program on Organization and Promotion of Blood Donation in 

the Republic of Macedonia for 2007 

 

Republic of Macedonia, Program for Public Health in the Republic of Macedonia, 2005. 

Activities of the Republic Institute for Health Protection, Skopje 2004. 

 

Republic of Macedonia.  Program to Provide Protection of the Population Against AIDS 

in the Republic of Macedonia in 2007. 

Republic of Macedonia. Program to Provide Preventive Measures Against Tuberculosis 

Among the Population of the Republic of Macedonia in the year 2007. 

 

Republic of Macedonia.  Program on Systematic Examinations of Students and 

University Students in the Republic of Macedonia for the Year 2007 

 

Republic of Macedonia.  Program on Investigating the Occurrence of Brucellosis in 

People, Prevention and Elimination Thereof in the Republic of Macedonia for 2007. 

Republic of Macedonia.  Program on Health Protection of the Persons with Psychiatric 

Disorders in the Republic of Macedonia for 2007. 

 

Republic of Macedonia.  Program to Establish Mandatory Immunization of the 

Population in the Republic of Macedonia for the year 2007 
 

Republic of Macedonia.  Report of the Republic of Macedonia on Millennium 

Development Goals, June 2005 

 

Saltman RB.  Decentralization, re-centralization and future European health policy.  Eur 

J Public Health.2008; 18: 104-106 

 

Schaapveld K. Consultancy on Basic Benefits Package Revision, Final Report, Ministry 

of Health of the Republic of Macedonia, Health Sector Management Project (draft), 

Skopje, 9 March 2007. 

Skopje Medical University, Macedonia, School of Public Health, Core Curriculum for 

MPH Program: Curriculum Committee Proposal, Revised 23 JULY, 2002,Revised 24 

November 2002. 

Southeastern Europe Health Network.  The Skopje Pledge.  Health and Economic 

Development in South-eastern Europe in the 21
st
 Century (Conference), Skopje, 

November 25-26, 2005. http://www.euro.who.int/document/E88513.pdf 

 

Tozika F.  Researches Conducted by the National Public Health Institute (Typescript 

provided July 2007). 

http://www.euro.who.int/document/E88513.pdf
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Trade union for Health, Pharmacy and Welfare of the Republic of Macedonia. Proposals, 

opinions and remarks on the Draft Plan: A Reformed Public Health Delivery System in 

the Republic of Macedonia,  No. 0913-6/2, 17.01.2008.   

 

Turnock BJ. Public Health: What It Is and How It Works, Third Edition. Sudbury, MA: 

Jones and Bartlett Publishers, 2004 

 

World Health Organization. The International Health Regulations (2005). IHR Brief No. 

1.  http://www.who.int/csr/ihr/IHRBrief_No.1_EN.pdf. 

 

WHO Regional Office for Europe.  Ninth Futures Forum on Health Systems Governance 

and Public Participation.  Copenhagen: WHO, 2006. 

 

WHO Regional Office for Europe.  Proposed Second WHO European Action Plan for  

Food and Nutrition Policy, 2007-2012, May 2007. 
 

WHO, Regional Office for Europe.  Southeastern Europe: Strengthening Public Health 

Services. http://www.euro.who.int/publichealth/20070319_5 

 

World Bank.  Aide Memoire.  Review of Public Health Functions. Draft version 2, 27 

September 2005. 

 

 

 

http://www.who.int/csr/ihr/IHRBrief_No.1_EN.pdf
http://www.euro.who.int/publichealth/20070319_5
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D.2.  Individual Reports from Regional Public Health Institutes (July 2007)  

 

I. Health Protection Institute in Kochani 
 

Total budget with revenues from all sources 

 

a. Budget for 2007 22,635,000.00 

b. Revenues from HIF 8,442,000.00 

c. Revenues from budget 8,447,000.00 

d. Own revenues  5,716,000.00 

 

Staff 

 

Overview of the health employees in the organization by educational levels and profiles 

 

Staff Town Village Total 

Medical staff ï TOTAL 24 0 24 

University level  12 0 13 

 Specialists 9  9 

 Other 3  3 

 PhD    

Two year university  1 0 1 

 Nurses, technicians 1 0 1 

High school education  11 0 11 

 Nurses, technicians 1  1 

 Laboratory technicians 8  8 

 Other 2  2 

Lower level education  0 0 0 

     

 University 1  1 

 Two year   0 

 High school 3  3 

 Low level 1  1 

 Technicians   0 

GRAND TOTAL STAFF   29 0 29 

 

Priority health risks in the municipalities covered by the Health Protection Institute 

in Kochani 

1. Municipality Kochani 

Priority health risks in the municipality Kochani are: 

a. Assessment and prevention of the health risks among the population of the Roma 

ethnicity, related to incidence and spreading of infectious hepatitis type A 

b. Monitoring of the water in Kochanska river, with an assessment of the safety of 

the water from the lake ñGratcheò for the purposes of recreational swimming and 

an assessment of the pollution and the safety of the water for purposes of 
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irrigation, downstream of the discharge point for communal and industrial 

wastewaters. 

c. Assessment of the risk from manufactured sweets and similar products 

 

2. Municipality Zrnovci 

Priority health risks in the municipality Zrnovci are: 

a. Assessment of the risk related to the use of water for drinking.  The water is 

obtained from public water supply pipelines and public wells in Zrnovci and the 

village wells and fountains in the villages Morodvis and Vidovishte. 

b. Monitoring of the risk from the endemic occurrence of gout by examining the 

content of iodine in the salt for human and animal consumption in the stores and 

households 

c. Assessment of the nourishment of students from grades 1 to 4 in the elementary 

school ñTodor Arsovò 

 

3. Municipality Cheshinovo - Obleshevo 

Priority health risks in the municipality Cheshinovo - Obleshevo are: 

a. Assessment of the risk related to the use of the water from village water supply 

lines and public wells and fountains in the villages of municipality Cheshinovo - 

Obleshevo, for drinking 

b. Monitoring of the quality and the microbiological wholesomeness of the rice 

produced in the municipality Cheshinovo ï Obleshevo 

c. Assessment of the risk related to the sanitary and hygienic conditions for 

attendance of the elementary school facilities in the municipality Cheshinovo ï 

Obleshevo. 

 

4. Municipality Vinica 

Priority health risks in the municipality Vinica are: 

a. Assessment and prevention of the health risks among the Roma population related 

to the incidence and spreading of an infectious hepatitis of the type A 

b. Monitoring of the pollution of the rivers Osojnica and Bregalnica with an 

assessment of the risk related to the pollution of the well waters used to supply 

water to the population in the village Jakimovo and the city water supply pipeline 

in Kochani 

c. Assessment of the risk related to the use of the water from village water supply 

lines and public wells and fountains in the villages of municipality Vinica, for 

drinking 

 

5. Municipality Berovo 

Priority health risks in the municipality Berovo are: 

a. Assessment of the risk among the workers in the factory AD ñAlkaloidò ï Berovo 

related to the incidence of chronic non infectious diseases (diabetes and 

cardiovascular diseases) related to food and lifestyle 

b. Monitoring of the organic pollution of the waters on the ñRatenskoò lake as well 
as an assessment of the risks of the water supply of the population in Berovo and 

the villages connected to the city pipeline 
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c. Monitoring of the pollution of the river Bregalnica downstream of the point of 

discharge of communal and industrial wastewater and risk assessment. 

 

6. Municipality Pehchevo 

Priority health risks in the municipality Pehchevo are: 

a. Assessment and prevention of the health risk among the population from the 

village Crvik related to incidence and spreading of the infectious hepatitis of the 

type A 

b. Assessment of the risk from malignant diseases in the municipality Pehchevo and 

protection measures 

c. Assessment of the risk related to the use of the water obtained from the village 

water supply lines and public wells and fountains in the municipality Pehchevo, 

for drinking purposes. 

 

7. Municipality Delchevo 

Priority health risks in the municipality Delchevo are: 

a. Monitoring and assessment of risk from the inappropriate distribution of the solid 

waste ï illegal landfills. 

b. Monitoring the quality and the microbiological wholesomeness of milk and dairy 

products, produces on the market 

c. Assessment of risk from using the waters obtained from the village water supply 

lines and public wells and fountains in the municipality Delchevo, for drinking 

purposes 

 

8. Municipality Makedonska Kamenica 

Priority health risks in the municipality Makedonska Kamenica are: 

a.  Chemical treatment for the purpose of eradicating worms which endemically 

occur in the settlement near the kindergarten ñBambiò 

b. Assessment of risk from using the waters obtained from the village water supply 

lines and public wells and fountains in the municipality Makedonska Kamenica, 

for drinking purposes 

 

2.3 Vacant positions 

- Senior health statistician    1 

- Hygiene officer, dishwasher, janitor   1 

- Doctor epidemiologist     1 

- Sanitary technician for DDD    1 

 

Acting director 

Slavica Ivanovska MSc 

 

 

II.  Health Protection Institute in Strumica  

The main health problems in our region are: 

- Cardiovascular diseases ï lack of appropriate equipment to treat the urgent CVDs 
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- Increased number of malignant illnesses in women ï no preventive checkups for 

early detection and treatment of these illnesses, it is necessary to procure a 

mammography device 

- Malignant diseases in general ï their early detection and treatment, 

cerebrovascular insults 

 

For better communication between the RHPI and the HPIs the following are required: 

- Compatible pieces of software and interconnections between the HPIs and the 

RHPI in order to precisely process the health data from the primary and secondary 

health protection 

- Enactment of the law on records in the health care sector by the Parliament of the 

Republic of Macedonia 

- Modernization of the health statistics forms which are rather old 

Better cooperation with the State Health Inspectorate in order to achieve greater 

accountability and efficiency of the multitude of private health care institutions.  Staffing 

of the social medicine department which is currently left with one social medicine 

specialist and one health statistician 

 

Director 

Dr. Vasil Tunev  

 

III.  Health Protection Institute in Veles 

 

The three main health problems in the region covered by the health protection institute in 

Veles are: 

1. Intrahospital infections 

Every year the problem with intrahospital infections reappears.  The institutes have 

limited capacities to intervene (limited number of swabs for IHI), inadequate procedures 

of the staff working in the institutions where these infections occur 

 

2. Enterocolitis 

Incomplete health supervision of persons which come into contact with the food during 

the processes of production, marketing and distribution (insufficient cooperation with the 

Food Directorate, the institute has limited authority to audit facilities on its own 

initiative) 

 

3. Diabetes mellitus 

Additional funds are needed to strengthen the preventive measures for prevention of 

diabetes (measurement of nourishment of the population, printing of brochures, health 

education of the population) 

 

With respect to the request for proposals on how to improve the communications and the 

working relationships between the Republic Institute for Health Protection and the 

regional health protection institutes, we propose the following: 

1. Annual publications about the activities performed by the Institutes, on a national 

level 
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2. Visits by representatives of the Republic Health Protection Institute to the Health 

Protection Institutes to see how the work is done and possibly make comparisons 

with their method of working 

3. Organization of workshops at the level of specialties regarding the difficulties and 

the problems, at least once every three months 

 

Ideas of how to improve the accountability of the Health Protection Institute about the 

health status of the population we cover 

1.  Increase the existing competencies or strengthening the cooperation with the 

Food Directorate and the State Sanitary and Health Inspectorate 

2. Clearly subdivide the responsibilities for the overall epidemiologic state between 

the Health Protection Institute, the State Sanitary and Health Inspectorate and 

private companies who would be licensed to conduct activities related to 

prevention of health problems on the territory of the Republic of Macedonia 

 

Director 

Dr. Florentina Ristovska - Shurbevska 

 

Health Protection Institute Veles, MU Kavadarci 

 

The following equipment is either missing or is very old 

 

1.  Spectrophotometer, moisture meter, oxygen apparatus, thermostat for the 

biologic oxygen consumption, turbidity meter, vacuum water pump, gas meter for 

SO2 and smoke, sampling kit for surface waters  

2. Swingfog device, container for transporting bait and animal corpses 

(epidemiology with DDD) 

3. 5 computers, 4 laser printers, 1 matrix printers in the following departments: 

social medicine ï 1; hygiene ï 2; epidemiology ï 1, microbiology ï 1 

4. Multi pass device (printer, scanner, copier) 

5. Programs (software solutions) for the chronic degenerative non infectious 

diseases, program for stomatology systematic checkups, program for systematic 

checkups for new born babies and children from 0 to 6 years and 11 months 

6. Internet connection 

7. Air conditioners 

 

Necessary staff 

8. Health statistician in the unit for social medicine and organization of the 

healthcare activity (the work is currently done by a non medical officer working 

part time, i.e. 4 hours per day) 

9. There is an insufficient number of inspectors from the Food Directorate and the 

State Sanitary Inspectorate, hence the terrain is insufficiently covered since our 

teams have difficulties in the field without the inspectors 

 

Spatial conditions 
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10. We need complete restoration of the roof, painting of the building as well as the 

storage facilities of the DDD unit and placement of better toilettes with a shower 

 

Head of the Municipal Unit Kavadarci, HPI Veles 

Dr. Zagorka Josifova 

 

 

IV.  Health Protection Institute in Bitola  

PROBLEMS:  

1. The permanent growth of the enterocolitis suggests to the need to ensure and 

control the microbiological and chemical wholesomeness of the potable water and 

proper exposition of the waste in rural areas especially in the region of the 

Strezevo Lake where the lake water is used for drinking; 

2. Considering that the Varichela (a childhood disease) is most frequent out of all 

infectious diseases, one should consider the possibility to introduce specific 

protection (immunization) in order to eliminate this infectious disease; 

3. The lack of standardized software to monitor the non infectious diseases.  Here 

we place special emphasis on the malignant diseases and the addictions. 

 

IDEAS: 

1. Implement joint projects with the participation of all regional institutes and the 

SHPI as equal partners; 

2. The government, through the MoH should intervene in the area of regulating the 

IT infrastructure, strandardization, coordination and education which will enable 

an efficient control over information and over the performance; 

  

PROPOSALS: 

1. With respect to the funds earmarked for realization of the program tasks and 

which are provided from the Budget of the Republic of Macedonia it is necessary 

to finalize the definition of the tariff list for these services.  These tariffs need to 

take into account the amortization of the equipment as well as the development 

component. 

2. Considering the signed agreements with the HIF and the imposed financial ceiling 

it is necessary to define a basic benefits package. This will ensure that all social 

groups of citizens have access to the guaranteed basic benefit package. By 

promoting this package among selected doctors (general practitioners, 

pediatricians, and gynecologists) will enable the implementation of evidence 

based therapy. 

3. Rational use of expensive diagnostic method.  Such expensive analyses would 

have to outside of the basic benefits package and thus not covered by the HIF. 

 

Financial data of the HPI ï Bitola in the period 2004-2006  

Sources of funds: 

The revenues of the HPI Bitola can be subdivided in the following way: 

¶ Revenues from HIF  

- Services to insured people (ambulance referrals) 
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- Services provided to hospitalized patients (billed to the clinical hospital) 

¶ Revenues from the Budget of RM 

 - Program for preventive health protection 

 - Program for protection against brucelosis 

 - Program for protection against AIDS 

¶ Own revenues 

 - systematic checkups 

 - chemical analyses 

 - bacteriological analyses 

 - DDD services 

 - vaccines 

Revenue structure for the period 2004-2006 is shown in the following table: 

REVENUES 2004 2005 2006 
Index 

05/04 

Index 

06/05 

Structure 

2004 

Structure 

2005 

Structur e 

2006 

Revenues 

from HIF 
19.811.750 20.615.000 18.764.000 1,04 0,91 52,35 49,73 45,86 

Own 

Revenues 
13.861.597 14.171.874 17.165.492 1,02 1,21 36,63 34,19 41,95 

Revenues 

from Budget 
3.885.025 4.240.477 4.759.588 1,09 1,12 10,27 10,23 11,63 

Other 

revenues 
284.558 2.422.603 228.540 8,51 0,09 0,75 5,84 0,56 

TOTAL  37.842.930 41.449.954 40.917.620 1,10 0,99 100,00 100,00 100,00 

  

          Director 

          Dr.Vlado Trajkovski 

 

V.  Health Protection Institute in Kumanovo 

1.  The three main health problems in our region are the cardiovascular, 

cerebrovascular and malignant diseases.  These are followed by the diabetes as 

well as depressions and the addictions which although small in number are very 

serious conditions and take an increasingly important position in the pathology of 

the younger part of the population 

 

2. In order to improve the communications and relations between the State and the 

Regional health protection institutes it is necessary to have online communication 

and networking of the computer systems which exist in the institutions.  It is also 

necessary to unify the computer programs used to process the data.  The SHPI 

should exercise more frequent vertical control.  The feedback from the State 

Institute for Health Protection related to data submitted to it, should also improve  

 

3. In order to improve the responsibility of the Regional institutes about the 

healthcare situation of the population it is necessary to increase their 

authorizations to control the work of various institutions who submit data to the 

Institutes.  This can be done through legislative changes as well as by expanding 
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the obligations in the area of the Programs to include more activities of preventive 

nature.  Better cooperation with the local self government which will be 

institutionalized and supported with binding contractual obligations, will lead to 

improvement of the health status of the population. 

 

Director 

Dr. Vesna Stefanovska 

 

VI.  Health Protection Institute in Ohrid  

1.  Three main health problems of the population in our area 

- Acute respiratory infections 

- Essential hypertension 

- Injuries 

 

2. Improve communication and working relationships with SHPI 

- Representatives from SHPI must participate in the field work more frequently for 

the purposes of objectively reviewing the problems emerging during the 

collection and processing of the necessary data. 

- When SHPI sets up goals and tasks they should involve the regional HPIs 

- Organization of working meetings between SHPI and regional HPIs 

 

3. The accountability of our regional HPI for improvement of the health outcomes of 

the population we cover may be improved by intensifying the health education 

activities. 

 

Director 

Dr. Atanasko Mihailov 

 

VII.  Health Protection Institute in Shtip 

1. What are the three main health problems of the population covered by the 

Institute 

The uncertain sanitary, hygiene and epidemiologic status due to the following 

- Lack of drinking water during the summer months especially in the country 

- Adverse hygiene conditions in the facilities for production, trade, storage, 

distribution and sales of foodstuffs 

- Insufficient control of the hygienic conditions in these facilities 

- Incidence of cases of food poisoning 

- Massive incidents of rodents, stray dogs and mosquitoes which are vectors for 

certain infectious diseases; 

- Poor food indicator especially among the young population 

 

Health care status of the population 

- High mortality and morbidity from certain diseases primarily cardiovascular, 

malignant neoplasms etc., which can be prevented through the implementation of 

appropriate programs 

- Poor status of the oral health especially among the young people 
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- Occurrence of acute infectious diseases 

 

Organization and functioning of the health services 

- Unequal development of the health services (towns with about 9000 people are 

left to 1 team comprising a doctor and a nurse) 

- The emergency medical service cannot function due to numerous weaknesses in 

its organization and functional structure (insufficient number of vehicles and 

equipment, insufficiently trained staff etc.) 

- There is no home treatment service 

- There is an outflow of specialist  staff in the hospital side and some departments 

do not sufficient specialist staff 

- There is no appropriate evaluation of the results from the programs promoted by 

the Ministry of Health like the program for protection of women (early detection 

of malignant diseases) etc. 

- There are no programs to prevent certain conditions and diseases and improve the 

health status of the population especially the younger people (nourishment, dental 

plaque, sexual education etc.) 

- The medical documentation and records are kept according to obsolete regulations 

which are incompatible with modern demands. 

 

State three proposals to improve the communication between the SHPI and the regional 

HPIs 

- Regular monthly professional meetings between the heads of sectors from the 

SHPI and the heads of sectors of the regional HPIs 

- More frequent visits by the heads from the SHPI on the field in order to get to 

know the current problems of the HPIs 

- The publications issue by the SHPI should be submitted to the HPIs 

- Electronic connection of the SHPI and the HPIs in order to provide for electronic 

exchange of information 

 

List your proposals to improve the accountability of your HPI for improvement of the 

health status of the population 

- Strengthen the work of the sanitary and health inspectorate in order to provide for 

resolution to the numerous problems which HPIs and the inspectorate are 

responsible 

- Strengthen the cooperation with the local self government. The municipality 

should find funds to finance the various programs and action plans offered by the 

HPI in Shtip and other governmental and nongovernmental organizations 

- More frequent visits by the people of the Institute on the field for the purposes of 

promotion of health, especially in the schools, local communities and villages. 

 

Director of HPI Shtip 

Dr. Velik Grkov 

 

VIII.  Health Protection Institute in Prilep 
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The three main health problems of the population in our region (not encompassed in the 

13 special programs of the Ministry of Healh) according to our opinion are the following: 

 

¶ The diseases of the circulatory system ï they participate with 55% in the reasons 

for the mortality of the population in our area, with a mortality rate due to this 

cause is 61,6 deaths per 10,000 people 

¶ Malignant diseases ï they participate with a share of 18% of the reasons of 

mortality, with a mortality rate due to this cause is 20 deaths per 10,000 people 

¶ Dental plaque ï since it participates with a share of almost 50% in the morbidity 

of the population in our area, with a morbidity rate of about 2700 cases per 10,000 

people 

 

We give the following proposals for the issue of improving the communication between 

the HPIs and the State Health Protection Institute 

 

¶ Preparation of comprehensive and identical application software for work (in the 

SHPI and the HPIs) and interconnecting the HPIs and the SHPI in order to 

provide for timely exchange of information, reduce the paperwork which burdens 

these institutions 

¶ Providing feedback and materials from the SHPI to the HPIs because, unlike the 

HPIs who implement all the regular and extraordinary reporting requirements, the 

SHPI rarely provides feedback 

¶ More frequent work meetings between the SHPI and the HPIs in order to agree 

and implement the activities stipulated in the Program for preventive health care 

of the population of RM and the possible problems and difficulties in their 

realization. 

 

Our HPI provides the following proposals to improve the accountability of our HPI with 

respect to the health protection of the population we service: 

 

¶ Invest in more modern equipment and vehicles in order to timely and completely 

implement all legal and program tasks under the competence of the regional HPIs 

¶ Employ and train the existing staff of our HPI 

¶ Employ a sufficient number of inspectors in State Sanitary and Health 

Inspectorate for our area and intensify their activities in the field in  order to 

facilitate the realization of the tasks mandated by law and related to protecting the 

health of the people and provide for health security of the people in our region. 

 

 

Num Account Description Code Rate Amount 

1 2 3 4 5 6 

2  TOTAL REVENUES   20,117,873 

3  Revenues from HFIM   10,871,000 

4  Revenues for programs from the budget of 

the RM 

  4,258,916 

5  Own revenues   9,990,157 




