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Foreword

Children’s and adolescents’ health is a resource for future economic and social development in
all countries, whether of have high, middle or low income. Early investment in the health of
children and adolescents is important for many reasons.

The WHO European strategy for child and adolescent health and development was adopted by
the WHO Regional Committee in September 2005. Its purpose is to assist Member States in
formulating their own policies and programmes.

The European Strategy is based on a broad concept and understanding that views health in a life-
course perspective. Such a starting-point requires us to focus on the stages of life that are
decisive for development — pregnancy and birth, the first year of life, preschool age, from
childhood to puberty, and adolescence — and calls for special efforts in promoting health and
preventing and treating disease.

WHO Regional Office for Europe has been monitoring the development of the European
Strategy in Member States through a cross-Europe survey and country case studies.

The cross-Europe survey set out to collect simple, comparable and generalizable data from as
many countries as possible, and the case studies aim to inform about best practices and lessons
learnt in the development process.

The case study process involved five countries (Armenia, Albania, Hungary, United Kingdom
(Scotland) and Uzbekistan) with the aim of providing extensive descriptions and analysis on
national experiences of developing strategies and policies for children and adolescents. The
intention is that the information provided through the case studies can be used in countries
currently developing national strategies based on the European Strategy.

The case studies also provide evidence of the added value of the European Strategy in the
development of national strategies and policies by identifying improvement in relation to a better
focus on:

. the four guiding principles of the European Strategy;

. health systems, specifically in a scaling-up of stewardship, resource generation, service
delivery and financing; and

. integration of the Millennium Development Goals and the Convention on the Rights of the
Child in national strategies.

Several of the case study countries have now approved (or are about to approve) their national
strategies at cross-political level, and WHO aims to work closely with each of these counties in
their efforts to finalize and implement action plans to improve health conditions for children and
adolescents.

Vivian Barnekow

Child and Adolescent Health and Development
Country Policies and Systems

World Health Organization
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Introduction

Scope and purpose of the case studies

The WHO European strategy for child and adolescent health and development (1) (hereafter
referred to as the European Strategy) was adopted by the WHO Regional Committee in
September 2005. The overall goal of the strategy is to “enable children and adolescents in the
European Region to realize their full potential for health and development and to reduce the
burden of avoidable disease and mortality”. The European Strategy is designed to be of
“practical help to Member States in formulating their own national strategies” by setting the key
challenges in health and development from conception to maturity and proposing measures to
address them.

The Child and Adolescent Health and Development Programme of the WHO Regional Office for
Europe is monitoring implementation of the European Strategy. As part of the monitoring
process, and in collaboration with the WHO collaborating centre for health promotion capacity
building in child and adolescent health (Florence, Italy), case studies' on the country experiences
of developing national strategies for child and adolescent health and development based on the
European Strategy were prepared for Albania, Armenia, Hungary, United Kingdom (Scotland)
and Uzbekistan.

Following WHO resolution EUR/RC55/R6 and its recommendation “to report ... on the progress
and achievements made in developing and implementing child and adolescent health strategies in
the European Region”, the purpose of these case studies is to provide evidence" for policy-
makers and practitioners on progress made in these five countries and on the extent of
applicability of the European Strategy in formulating national strategies for child and adolescent
health and development. The emphasis is on strategy development, rather than strategy
implementation.

In particular, the case studies aim to report the lessons learnt from the development process and
the added value of the European Strategy in the development of national strategies. The lessons
learnt will focus on the following dimensions:

. the level of political commitment in relation to the development of a national strategy on
child and adolescent health and development;

. the extent to which the four guiding principles of the European Strategy (life-course
approach; equity; intersectoral action; and participation) are respected in national policies;

! For the purposes of this report, a case study is meant as “an uncontrolled observational study involving an

intervention and outcome for more that one person”, and “is not supposed to replace technical or scientific

documentation, rather to complement it by describing the gathering and the use of evidence in a narrative, anecdotal

form” (2).

The case studies are meant to be mainly illustrative but include some perspectives from programme implementation:
Case studies allow investigators to retain holistic and meaningful characteristics of real events — such as
organizational and managerial processes (3).

I WHO Regional Office for Europe defines evidence as: “Findings from research and other knowledge that may
serve as a useful basis for decision-making in public health and health care” (2).
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. the extent to which national health systemsiii are strengthenediv in relation to three key
functions: stewardship, health services and financing;

. the adequacy of information available on child and adolescent health issues; and

. the integration of the Millennium Development Goals (MDGs) (6) and the Convention on
the Rights of the Child (CRC) (7) in national strategies.

These findings may be useful for countries currently developing and/or implementing national
strategies based on the European Strategy and in countries where the implementation phase has
not yet been initiated.

Findings emerging from the case studies should also identify the main challenges and
recommendations for future actions in relation to the development and implementation of child
and adolescent health and development strategies. This information may be of significance to the
Regional Office in planning technical support for countries in the European Region.

References

1. WHO European strategy for child and adolescent health and development. Copenhagen, WHO
Regional Office for Europe, 2005 (http://www.euro.who.int/document/E87710.pdf, accessed 24
September 2008).

2. Handbook for evidence-based working and case study writing. Copenhagen, WHO Regional Office for
Europe, 2006 (http://www.euro.who.int/document/ENI/Handbook case_study.pdf, accessed 24
September 2008).

3. Yin, R.K. Case study Research, Design and Methods. 3rd ed. Sage publications. Newbury Park, 2003.

4. The world health report 2000. Geneva, World Health Organization, 2000
(http://www.who.int/whr/2000/en/whr00_en.pdf, accessed 24 September 2008).

5. Islam M, ed. Health systems assessment approach: a how-to manual submitted to the US Agency for
International Development in collaboration with Health Systems 20/20, Partners for Health Reformplus,
Quality Assurance Project, and Rational Pharmaceutical Management Plus. Arlington, VA, Management
Sciences for Health, 2007.

6. The Millennium Development Goals. New York, NY, The United Nations Children’s Fund, 2003.

7. The United Nations Convention on the Rights of the Child. Adopted and opened for signature,
ratification and accession by General Assembly resolution 44/25 of 20 November 1989.

i The world health report 2000 defines a health system as “all the organizations, institutions and resources that are
devoted to producing health actions [and] include all the activities whose primary purpose is to promote, restore or
maintain health”. It also defines four key functions of the health system: stewardship, resource creation, service
delivery and financing (4). For the purpose of the case studies, “resource creation” and “service delivery” were
merged and presented as “health services”.

" The Health Systems Action Network defines health system strengthening as “any array of initiatives and strategies
that improves one or more of the functions of the health system and that leads to better health through improvements
in access, coverage, quality or efficiency” (5).
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Case study methodology and tools

Selection of the case study countries

The case studies were carried out between May 2007 and May 2008 in five selected countries:
Albania, Armenia, Hungary, United Kingdom (Scotland) and Uzbekistan. These countries,
which are at different stages of developing and/or implementing their national strategies based
on the European Strategy, had expressed their interest in participating. Issues related to
resources, epidemiology, institutions and infrastructure differ across the countries and influenced
national strategy development; country-specific priorities and outcomes reflect this diversity.

The design of the study is holistic in the sense that the analysis is based on the assumption that
the same elements of analysis are present within each case: the strategy, the change and the
organizational field. Of course, this does not mean that the conditions and context are the same —
on the contrary, it has been interesting to see how different interpretations are put into play
within different contexts.

The study can be characterized as a holistic multiple-case design. Evidence from multiple cases
is often considered more robust than that gleaned from a single case study (1). Cases do not

represent a “sample” and are therefore not generalizable.

Table 1 summarizes the main steps carried out in four of the five countries.

Table 1. Main steps carried out in countries*

Participation |Organization |National |Strategy Task force or Beginning of
in the pilot of a national |strategy |was working group |implementation
phase workshop was officially was constituted |phase
drafted adopted
Albania X
Armenia X X X X
Hungary X X X X X X
Uzbekistan X X X

*United Kingdom (Scotland) does not have a separate strategy for child and adolescent health, but has used the
European Strategy action tool to create a framework for children in the country.

Albania is at the very beginning of strategy development, while Armenia and Uzbekistan are
further along in the process. Hungary started implementing the strategy two years ago. The
countries therefore represent different stages of strategy development.

The case study process started in May 2007 following the first “WHO workshop on
implementing the European strategy for child and adolescent health and development — lessons
learnt” (30—31 May 2007), which was attended by the case study countries and WHO
representatives. The aims of the case study workshop were to agree on the scope and purpose of
the case studies and on the tools and steps of the process, making links to broader monitoring
processes on implementation of the European Strategy. The process of case study preparation
was created in a participatory and collaborative way in agreement with national actors. Findings
emerging from the case studies were presented and discussed at a second WHO workshop held
in Florence, Italy, on 29—-30 May 2008.
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Case study tools

The tools used to collect information for the case studies were questionnaires, narratives,
individual interviews and roundtable discussions. An interview guide was developed to support
the last two tools.

Case study questionnaires provided basic and comparable information that was further
developed and investigated in the country interviews and narratives. A draft version of the tool
was discussed during the first case study workshop.

Case study narratives were prepared by a national focal individual or team and provided a
descriptive picture of country experiences in Albania, Armenia, Hungary, United Kingdom
(Scotland) and Uzbekistan on implementing national strategies based on the European Strategy.
The case study narratives include both factual descriptions and the authors’ and co-authors’
personal evaluations of the ongoing process. A case study template guided development of the
narratives.

Individual interviews and roundtable discussions provided an opportunity to gather
information and feedback on national processes from stakeholders representing different points
of view and interests.

The main aim of the individual interviews was to access personal points of view from experts
who had a comprehensive knowledge of the European strategy. The interviews were carried out
with key people who participated in the development and/or implementation of a national
strategy for child and adolescent health and development (including WHO staff in the country,
representatives from national institutes of maternal and child health or their equivalent and
members of special committees dealing with the development of a national strategy).
Consequently, interviewees tended to have a very sound knowledge of their national strategy and
the European Strategy.

Twenty-seven individual interviews were carried out. Each lasted about an hour, which enabled
the interviewer to obtain exhaustive information on each of the subjects included in the interview
guide (see below). The interviews were carried out as informal conversations, but were kept on
track by the interview guide. There were at least three people present during all interviews: the
interviewee, the interviewer, and an observer. Translation services were required for some of the
interviews.

Two roundtable discussions were carried out in each country to allow different actors working
within the field of child and adolescent health and development to share their actions,
experiences and motives in developing and implementing a national strategy. This kind of
interview makes it possible to observe interactions between the participants, which produce
different information from that which can be gathered through individual interviews.

Consequently, the roundtable discussions had several purposes. They aimed to:

. collect information from many different actors within the field;
. allow people to meet and share their experiences through dynamic discussion; and
. provide information to the different actors about the strategy through discussions mediated

by the interview guide.
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Because of these multiple purposes, the roundtable discussions were not as structured as the
individual interviews.

An interview guide was developed to keep the individual interviews and roundtable discussions
on track. The questions in the interview guide are open-ended and focus on different processes in
the development and implementation of national strategies for child and adolescent health and
development. This means that most questions yield responses on “how” or “why”” something is
done, rather than providing information only on “what” is done. The same six-theme interview
guide, which reflects the objectives of strategy development and implementation, was used for
the individual interviews and roundtable discussions. The guide was pilot-tested in Armenia and
was modified according to feedback on the questions and suggestions about other practicalities,
such as the time required to conduct interviews and the need for definitions of concepts such as
“political commitment”.

Selection of interviewees

The first step was to identify the group or organization in charge of development of the national
strategy. Selection therefore relied upon professional contacts in the five countries as a means to
identify potential interviewees.

Interviewees were provided with general information about the purpose of the interview and the
study in advance. They were also informed that the results of the study would be disseminated
within WHO and among international and national counterparts with an interest in the
development and implementation of child and adolescent health strategies within different
contexts.

The main purpose of the individual interviews was to obtain detailed information about the
process of strategy development. Interviewees had to possess a comprehensive knowledge of the
process, which meant that choice in most countries was restricted to people from a fairly limited
work area — managers and decision-makers within the health sector.

Selection for the roundtable discussions focused on obtaining as much variety of opinion as
possible through seeking to include people from different sectors, organizations and professional
groups. Many different actors were consequently able to participate in the roundtables,
producing a wide range of views and creating the opportunity to generate new and common
understandings of strategy development. Criteria for selection for the roundtable discussions was
more specific than for the individual interviews and the selection process proved to be more
complicated.

The two roundtable discussions in each country were planned according to the different
characteristics of the participants: one encompassed representatives from governmental bodies
representing health and other sectors (mainly social, education, environment and finance), while
the other consisted of representatives from nongovernmental bodies such as professional
associations, faith-based organizations and international agencies, and health practitioners.



Development of national strategies — case studies from five countries
page 10

Analysis

This report analyses the information collected country by country. After presenting background
information, it goes through the case study narratives and interviews for each country,
summarizing the most important findings at the end of each country section. Results of the
country-by-country analysis are then compared in the general conclusion section to highlight
differences and similarities between countries in the process of developing and/or implementing
their strategies on child and adolescent health and development. It describes the common lessons
learnt, the added value of the European Strategy and the main challenges and related
recommendations regarding, in particular, the development of national strategies on child and
adolescent health and development.

Reference

1. Herriott RE, Firestone WA. Multisite qualitative policy research: optimizing description and
generalizability. Educational Researcher, 1983, 12:2:14—19.
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Case study — Albania

Background information on Albania

Albania is located in south-eastern Europe, in the western Balkan region. It has 3.1 million
inhabitants and its population is younger than that of the average European country: it is
estimated that about a third of the population is under the age of 15 years and 40% are younger
than 18."

Emigration from Albania is significant. The Albanian National Institute for Statistics estimated
that in 1991 more than 300 000 people left the country, including 40% of the population aged
19-40, and it appears that this movement may continue over the coming years. This
phenomenon has led to estimates that by 2030, the percentage of young people in the population
will decrease significantly, while the population aged over 65 years is predicted to double (2).

Despite a change in the urban/rural population ratio, there is still a higher percentage of people
living in rural areas, which affects the well-being of children for a number of reasons. The World
Bank (WB) estimates that about 30.3% of children in rural areas live in poverty,” against 21.9%
in urban areas. The WB estimated that about 30% of children in the country aged 0—15
experienced poverty in 2002/2003 (the highest number being found in the western Balkan
region), with the highest at-risk group being children between 0—6 years (28%). Under-five
mortality rates (per thousand live births) declined from 45 in 1990 to 21 in 2003, although it is
still very significant.

Nutrition is also an important problem in Albania. Growth stunting in children under five years
was at 37% in rural areas and 24% in urban areas in 2000, which is higher than the prevalence in
all countries of south-eastern Europe and in the Commonwealth of Independent States. Public
health expenditure as a percentage of gross domestic product (GDP) dramatically decreased from
4.8% in 1991 to 1.2% in 1998, before increasing to 1.8% between 2002 and 2004 (3).

The biennial collaborative agreement (BCA) for 2008/2009 between the Ministry of Health of
Albania and the Regional Office established different health priorities and objectives, of which
the priority of “strengthening health system performance” and the objective of “improved
maternal, child and adolescent health services” may have a particularly positive influence on
child and adolescent health and development in the country.

V' Nuri (1) states:
In Albania, the information systems at all levels face enormous problems in collecting and processing data. The
Institute of Statistics INSTAT) acknowledges in its Demographic yearbook 1990-1999, that ‘during 1992-1999, the
information on the total number of demographic events as well as on their structure by sex, age groups, place of
residence, etc., is not complete’. In addition, the absence of a population census during these years makes the
Albanian population figure just an estimate, one that may in fact be highly inaccurate. External and internal
migration, as well as other important demographic phenomena, have not been taken carefully into account.
Therefore, many indicators may be distorted. The preliminary results of the 2001 census show a decrease in the
Albanian population, from the INSTAT estimate of 3.4 million people to 3.08 million people.

¥ Data refer to all people and children aged 0—15 living in households where the current household consumption is

less than US$ 2.15 per person per day. Data are calculated from household budget surveys and living standards
measurement surveys (3).
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Case study narrative

Overview

Initiation of the national implementation process

The process of preparing a national strategy for child and adolescent health and development in
Albania started in January 2007. The process was planned as part of the activities set out in the
BCA through three main phases:

Phase I: situation analysis
Phase II: strategy document development

Phase III: official adoption of the strategic document and plan of action.
The Ministry of Health leads the process of preparing the strategy across all three phases.

The main reasons Albania needs a national strategy for child and adolescent health and
development are related to:

. the health situation of the country;
o child and adolescent health status;
o health care reform; and

. international commitments for achieving MDGs, the national poverty reduction strategy
and the process of European Union integration.

Funding and resource mobilization mechanisms

There are currently no foreseen allocated funds from the Government, but WHO, the United
Nations Children’s Fund (UNICEF) and United Nations Population Fund (UNFPA) have
proposed financial support.

Main actors in the development of the national strategy

The main actors involved in the process of preparing a national strategy for child and adolescent
health and development are the Ministry of Health, National Institute for Public Health, the
Albanian Society of Paediatricians and the Faculty of Medicine. The Ministry of Health leads
and coordinates the work. The responsibilities and roles of each actor will be defined after the
process of preparing the draft document commences. International donors such as WHO,
UNICEF and UNFPA will provide technical and logistical support for the whole process.

Background and national context

Introduction and dissemination of the European Strategy

The Reproductive Health Sector within the Department of Public Health (Ministry of Health),
which is responsible for maternal and child health, started the process of preparing a national
strategy for child and adolescent health and development.

Distribution of the European Strategy document and related tools
The European Strategy and related tools were distributed to participants during the two-day
national workshop.
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Existing national strategy before September 2005

The process of adoption of the European Strategy in Albania started in January 2007. Taking
into consideration the situation regarding child and adolescent health in the country, ongoing
health care reforms and the MDGs, the Ministry of Health concluded that there was a need for a
national strategy and plan of action for child and adolescent health and development. The
Regional Office supported this initiative and it was included in the Albanian BCA.

National experiences of the development process

The national development process up to October 2007: main actions, outcomes and
international support

The first step in the process of preparing a strategy in Albania was to conduct the national
situation analysis, which provided a better understanding of the extent and causes of child and
adolescent mortality and morbidity and the capacity of existing maternal, child and adolescent
health services in the country. Analysis of data collected can be used to identify key gaps by
comparing the existing situation with desired standards of health services and to prioritize and
select interventions to address these gaps.

A national group of experts from the Ministry of Health and the Institute of Public Health was
appointed to prepare the situation analysis for child and adolescent health based on the strategy
tools of the European Strategy (assessment tool and information tool) and, as an outcome of this
process, a final report was written. A WHO mission from Copenhagen assisted in finalizing the
assessment and situation analysis in Albania and in facilitating the two-day national workshop on
child and adolescent health.

The main objectives of the national workshop on child and adolescent strategies in Albania were
related to:

. presenting the European Strategy to the Ministry of Health and other important
stakeholders responsible for child and adolescent health and development in the country;

. evaluating the current situation, problems, policies and strategies related to child and
adolescent health and development in the country;

. evaluating national child health programmes and other projects on child and adolescent
health,;

. identifying the resources and stakeholders needed to adopt the strategy in the national

context; and

. identifying the possibilities and barriers in implementing a national strategy in Albania.

Thirty-five participants attended the two-day workshop, including representatives from the
Ministry of Health, the Institute of Public Health, the Ministry of Labour and Social Affairs,
nongovernmental organizations (NGOs) and major partners involved in maternal and child and
adolescent health activities in the country, including WHO, UNFPA, UNICEF, the United States
Agency for International Development (USAID), American Red Cross (ARC) and Albanian Red
Cross (ALRC).

The first day consisted of plenary sessions and presentations from experts from the Regional
Office and Albanian stakeholders. It focused on the child and adolescent health situation and
programmes and policies based on the situation analysis report prepared in advance by the
working group.
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During the second day, participants were divided into groups according to priority populations
for intervention defined in the situation analysis report: mothers and infants (0—1 year), children
(1-10 years) and adolescents (11-18 years). Expected outcomes from the groups were:

. identification of all major stakeholders in Albania and definition of their current and
potential role in the process of strategy development and implementation; and

. establishment and definition of functions of a coordinating body, including all major
stakeholders, for developing a national strategy on child and adolescent health.

As part of this process, a country visit was carried out in November 2007 to prepare an Albanian
case study on national implementation of the European Strategy. A team of experts from
Regional Office visited Tirana for a five-day mission, during which they conducted interviews
(two roundtable discussions and several individual interviews) with individuals from the
Ministry of Health, NGOs and international donors in Albania, among others.

Main outcomes of the national workshop
The national workshop on child and adolescent strategies in Albania was held in January 2007
and its main outcomes were:

. a situation analysis of child and adolescent health and development status in the country
based on the European Strategy assessment and information tools, prepared before the
workshop; and

. a final report on the situation analysis containing detailed data on child and adolescent
health and development status in the country.

The final report on the situation analysis integrated findings from studies and research carried
out by several organizations and partners in Albania with existing policies and strategies
regarding problems and challenges in improving the current situation. The Regional Office
provided assistance in finalizing the assessment and situation analysis in Albania and in
facilitating the two-day national workshop.

Influencing factors

Factors influencing the national strategy development process were the political will of the main
policy-makers in relation to maternal and child health improvement, current health system
reforms and the support of international donors in the country.

Use and applicability of the European Strategy tools

As was noted above, the European Strategy and related tools were distributed to participants
during the two-day national workshop and the assessment and information tools were used in the
preparation of the situation analysis.

Use of experiences from other countries
No experiences from other countries were considered during development of the national
strategy.

Main lessons learnt from the national implementation process up to October 2007

Albania is currently going through political and economic transition and is experiencing changes
in health priorities, which may slow down the process of strategy development. To prevent this,
it is necessary to ensure ongoing commitment from decision-makers at the Ministry of Health
throughout the process of strategy development; this is a critical influencing factor in
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maintaining momentum and ensuring that the health sectors remain focused on working together
to improve child and adolescent health.

There is also a need for stronger advocacy and support from WHO and other international
partners such as UNICEF and from the highest level of decision-makers to secure greater
commitment from all those involved in the process and define clearly stated and accepted
responsibilities and roles for each. A specific advocacy plan needs to be prepared, particularly in
relation to more difficult or sensitive policy issues, to target the most influential players.

A potential problem is an inadequate level of cooperation between some partners and resource
people. Key partners must be fully involved throughout the development of the national strategy
document and should endorse and support its implementation. In addition, limited financial
resources to cover the escalating costs of some interventions and increasing dependence on
donor support could slow down the process, especially during the third phase of implementation
and evaluation.

Future actions

Next steps and key challenges of the national implementation process
The next steps of the national implementation process are the following.

. Formal endorsement of the national strategy on child and adolescent health and
development by the Minister of Health.

. Formal establishment of a task force at national level, with the following responsibilities:

— identify main partners and resource people involved in the national process of strategy
development;

— review and finalize the situation analysis and summarize interventions and actions;

— identify the main components and contents of the draft strategy document based on the
situation analysis and recommendations of the national workshop;

—  allocate responsibilities among small technical groups working on different items and
issues of the strategy document (based on the priorities identified in the situation
analysis);

—  prepare preliminary draft reports on various sections of the document completed by
technical groups;

— review and consolidate section reports; and

— revise the whole document based on the task force’s recommendations.
. During the process, the task force will:

—  coordinate all activities

— advocate for the child and adolescent health and development strategy.
. Official adoption of the document through:

— achieving national consensus for the draft strategy;

—  preparing a concrete plan of action for implementation, monitoring and evaluation of
the strategy; and
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—  ensuring integration of the plan of action with other national and subnational health
and development plans, timelines and budgets at different levels of the health system.

Planned future actions, expected outcomes and international support needed
Planned activities include the following.

. Gaining official approval for the preparation of the national strategy for child and
adolescent health and development by the Minister of Health, to be promoted by the Public
Health Directorate (Ministry of Health) immediately after the start of a maternal and child
health project supported by the Spanish Government.

. Arranging a formal meeting to create a national task force, directed by the Deputy
Minister, two weeks after the Minister’s instruction to form the task force. The task force
will select the people who will work on different issues regarding child and adolescent
health (based upon the conclusions of the January workshop).

. Organizing a one-day workshop to present the European Strategy to the people who will
work on the different issues, one month after the task force meeting.

. Starting the group work according to the priority areas selected with a view to preparing a
written draft of the strategy.

. Organizing ongoing meetings of the task force with the groups to enable monitoring of
their work.

. Preparing a final written draft of the strategy; a group of four people will collect the work

of the three groups and will write the strategy draft.

Case study contact

Nedime Ceka

Chief of Reproductive Health Sector
Directorate of Public Health
Ministry of Health

Rruga Bajram Curri

Tirana

Tel: + 35554 3 64671
E-mail: nceka@moh.gov.al
Web: http://www.moh.gov.al

Analysis of interviews and roundtable discussions

Political commitment

Political commitment was recognized by all interviewees as one of the most important factors in
the strategy development process. However, the actors also expressed their distrust towards
politicians to a large extent. NGOs characterized political commitment as something imposed by
international pressure. According to many actors, political commitment is temporary and
unpredictable, which makes it impossible for stakeholders to rely on it. Lack of trust in
politicians and lack of a stable political commitment was emphasized by governmental and
nongovernmental actors.
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The authorities have done almost nothing, and it is challenging to find a way to work with them.
People working at ministerial level are not professional. And they do not have an idea of their job
and what to do in their position. The work with the strategy is happening without public
administration and professional capacities (representative, NGO).

Great doubt was therefore expressed about political commitment and political capacity.
Regarding the implementation of policies and regulations, representatives from national
institutes and interest groups expressed their reservations:

Some institutes have guidance and guidelines, and they are overstretched. When these rules are
implemented, they do not take into consideration that they are damaging children’s rights. There is a
need to change the principles that these rules and regulations are based on (representative, national
institute).

In the statement above, the implementation of rules and regulations is considered to be
potentially harmful to children. Other actors stated that implementation of most rules and
regulations is either nonexistent or unsuccessful, in the sense that implementation does not result
in improved health status of the population. There seem to be many examples of interventions
which, according to representatives from the national institutes, are never disseminated
throughout the country, meaning that the remote areas where such initiatives are highly needed
cannot benefit from them.

Coordination

A representative from the Ministry of Health described the need for coordination and integration
of the national strategy on child and adolescent health with existing strategies and structures by
comparing the political field to an orchestra:

In an orchestra everybody needs to play an instrument and that way everybody would play in
harmony. So it cannot only be one person playing the big drum. With the strategy it is the same
problem. It needs to be in line with the other strategies. I cannot say that this is the most important
strategy (Ministry of Health).

All the players in an orchestra need to coordinate their instruments with those of the other
orchestra members. As a parallel, it is emphasized that any particular individual strategy should
not go “solo”. According to the actors, there is a need to reflect surrounding information flows to
be successful or to “play in harmony”. If the strategy is not matched with the demands of other
coexisting strategies, it will result in an unstable strategy development process and little synergy
with concurrent initiatives.

Distribution of work tasks

A representative from the public health sector called attention to the fact that people from
different sectors seemed to perceive work fields “vertically”, with problems being passed “up” to
other ministries because they are seen as being other ministries’ problems:

There is a clear division and a clear separation between what is our responsibility and what is their
responsibility. But, when we say ‘clear division’ and ‘clear separation’, this is in fact the danger.
Because I think that you should never have such a clear division and separation of responsibility.
Because we consider the health problems of children and adolescents as well as other problems that
are not related to health care (representative, Ministry of Health).

This statement questions the benefit of a clear separation of responsibilities within the strategy
development process. Several actors pointed out, however, that without clearly defined tasks and
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responsibilities, people become confused. It is also emphasized that a strategy comes with an
extensive set of responsibilities with which the key actor needs to comply.

Exercising responsibility is dependent upon authorization within the Ministry of Health. A
participant at the roundtable discussions emphasized the fact that too many actors are being held
responsible for delivery without having the mandate or authority to make the necessary
decisions. According to this participant, it should be confirmed that the person who holds the
responsibility is also able to take decisions. The speed of the strategy development process is
perceived to be determined by the capacity and authority of the people in charge of the process.

The guiding principles

Youth participation

There is very little experience in Albania of direct involvement of young people. A youth
parliament has been established, but very little work is done in collaboration with young people.
There seems to be distrust within the health sector about the capacity of young people to
participate in decision-making processes. There are nevertheless positive experiences within
youth work groups in which young people have shown great initiative and have been included in
social projects regarding legislation on alcohol consumption with great success. The youth
parliament has also been included in decision-making processes within the social sector on
several occasions, with positive outcomes.

Peer-to-peer education is regarded as an example of a project that enables youth involvement.
UNICEF plays an important role in implementing this project, and effective guidelines on how to
give young people a leading voice in the decision-making processes that relate to their own lives
have been introduced. The peer-to-peer project is also a good example of the clear intention of
government and international agencies to combine forces and contributions in one joint project.
This project will hopefully encourage the Government to acknowledge the value of youth
participation in decision-making processes.

The problem with youth participation at the current time is that it is rather unstructured and
spontaneous. The impact of participation is consequently often very low, and interviewees
mentioned that when it comes to working with youth groups, policy-makers possess neither the
expertise nor the willingness to collaborate:

Youth participation only had a very low impact. The policy-makers didn’t see the youth groups as
helpers. The policy-makers do not know who the interest groups really are, so this is reflected in a
culturally discriminating attitude. The policy-makers’ attitude to the interest groups has to be
different (representative, interest group).

Most of the stakeholders who were interviewed stated that young people should be the first to be
consulted when developing a strategy for children and adolescents. Their participation should
also be at a significant level. Youth involvement should not merely consist of receiving feedback
from young people on a drafted strategy; young people should be an active part of the
development process from the very beginning. According to actors with experience within the
field of youth participation, young people are both willing and able to contribute to a strategy



Development of national strategies — case studies from five countries
page 19

Participation of civil society

NGO participants felt excluded from decision-making processes and perceived a reluctance from
governmental participants to involve them. One participant specifically stated that there was no
intersectoral collaboration and only limited involvement of the interested parties. Key players
within the strategy development process expect a very limited number of people to be in charge,
with little discussion with other relevant stakeholders.

The issue of lack of collaboration came up during roundtable discussions and in single
interviews. Lack of agreement and opinion exchange, lack of coordination between ministries
and lack of involvement of interest groups and professionals were stressed. It was also pointed
out that involvement of other interested parties, apart from the Ministry of Health, is very
limited. Channels for collaboration seem to exist, but the opinions of external actors are not
taken properly into account.

There is neither the experience nor the motivation to involve civil society in the strategy
development process at present, according to participants in the roundtable. It seems that the
Ministry of Health is very hesitant to involve other parties.

Life-course approach

There is much talk about commitment to all age groups and the different stages within childhood
and adolescence, but it was stated that this commitment is rarely followed up by concrete action
plans that reflect different needs at the most vulnerable and critical stages. Actions tend to relate
to curative activities, while health promoting activities are not divided into age-appropriate
approaches. Interviewees nevertheless stressed that there was a great need to design the national
strategy for child and adolescent health on a life-course approach. This would imply drafting the
strategy in sections relating to specific age groups and looking at difficulties and shortcomings
within each stage.

Stakeholders highlighted that the needs of adolescents were not being prioritized within the
health sector at the moment, which means that adolescent lifestyle and health behaviour issues
are not being sufficiently addressed. In particular, it was emphasized that sexual education for
adolescents needs more attention.

Equity
Most inequity issues mentioned by the stakeholders related to the Roma population. Problems
regarding registration of children were underlined as being central to this debate.

According to several stakeholders, the biggest problem with regard to the Roma population was
that their culture and traditions were very different from those of the rest of the population.
Because health services do not meet the needs of this population group and the Roma people
tend not to comply with the general demands of the health system, they rarely receive
appropriate treatments or interventions to address disease prevention or health promotion.
Several actors stated that more research is needed to boost understandings of the mindset of the
Roma population and to take the necessary measures to enable them to seek health care and
register their children.

Another key issue is unequal access to health facilities due to geographical factors. Access to
health services is particularly poor in the northern part of the country. Stakeholders also referred
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to the large internal immigration from rural to urban areas in discussions on unequal access to
services:

Definitely, children living in the areas where service provision is inadequate. In the northern part of
country, many people have migrated. Health professionals have moved to Tirana, so there is clearly a
service gap in this area. We have to define in the strategy how the Ministry of Health will go about
this. There are probably solutions like mobile services and outreach services. But it is both the
quality and the access (representative, roundtable discussion).

According to the stakeholders, these inequities should be addressed through the national strategy
by developing a measurement framework for primary health care services. As one of the actors
stated, the first thing to do is to identify and accept the inequities existing within the country;
after this, measures can be taken to help at-risk population groups. This would imply that
different programmes should be developed for different population groups, based on data that
identify the specific needs and disparities of the groups.

Gender

There is a strong focus on women’s and children’s health in Albania. It has been the priority for
a long period and is reflected in growing expertise in the area of maternal and child health.
Gender expertise seems to be missing among decision-makers in Albania, however, with several
actors emphasizing the great need for technical support to carry out a gender analysis.

A specific gender strategy is currently under development. One of the main pillars of this
strategy is to advocate for the disaggregation of data to obtain information on gender inequities.
Disaggregation, of course, does not only apply to health indicators, but also to several other
fields where a gender perspective is relevant.

The Government has recently approved the gender strategy, which means that each of the
ministries (including the Ministry of Health) is obliged to start implementing interventions and
policies on gender-related issues. Consequently, there are good conditions and high-level
commitment at the moment to incorporate the gender perspective into the national strategy for
child and adolescent health. The integration of gender into the strategy still needs to be adapted
to other guiding principles, such as the life-course approach:

The gender strategy will maybe give us the main objectives that should be in the strategy regarding
the inclusion of gender into child and adolescent health. But the planned activities should be more
concretely defined according to a life-course approach (Institute of Maternal and Child Health).

Intersectoral action

There was a common understanding among the actors that the health and well-being of children
and adolescents is an issue that reaches beyond the responsibility of the Ministry of Health.
Many stakeholders stressed that the strategy can play an important role in improving
intersectoral action. The strategy should first of all be a document that creates a common
understanding and a clear connection between the sectors in relation to child and adolescent
health and development. It is therefore essential that several points of view are represented in the
strategy and that it is defines how political collaboration should take place.

There is a poor climate at present for intersectoral action at national, regional and municipal
levels in relation to child and adolescent health. One of the tasks of the strategy is to create a
good example of collaboration between sectors at national level. This would hopefully result in
better interaction between stakeholders at local levels. It was pointed out that intersectoral action
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was working in relation to other issues, and that this might serve as an example when
establishing a working group to develop the national strategy for child and adolescent health and
development. The main factor that will influence the working group’s functioning is high-level
commitment within each of the represented ministries.

It was a common point of view among the actors that all are to some extent responsible for
children, which means that everybody has a responsibility towards developing a strategy. The
Ministry of Health should be taking the lead, according to several stakeholders, but broader
responsibility should be shared among ministries.

Improving health systems

Stewardship

Actors stated that a common understanding of the strategy is required. According to some
interviewees, this involves sharing information and reporting back from meetings, in addition to
changes in planning and requirements for funds to enable everyone to push in the same direction.

All stakeholders involved in the strategy development process seemed to agree that the health of
women and children is a priority in Albania. There has been a systematic and rational division of
work tasks within the health sector based on common priorities for the future generation and the
rights of children, but some stakeholders (from the education sector) seemed to focus on the need
to prioritize improvements in education, rather than health:

The stakeholders from other sectors do not feel that [health] is their priority, and sometimes they say
it is secondary to their work. For example, people from the Ministry of Education, they say that their
objective is to improve education and not health. They have other priorities, and then they postpone
some of the aspects (representative, Ministry of Health).

Attention was drawn to the differing priorities between ministries which, according to the actors,
cause arguments and confusion. These comments challenge the idea of one universal priority for
all stakeholders. Consequently, actions are postponed and the commitment which was supposed
to ensure the link between decision and action becomes vague. Formally, there seems to be a
common understanding of the need to prioritize health, but this priority is jeopardized by the
uncertainties that are introduced by different agendas of other sectors involved in the process.

Financing

It was felt to be extremely important to use funds for child and adolescent health in a more
efficient way, particularly in relation to resources that need to be allocated to training and to
establishing a steering committee. There will also be a need for budgetary allocations for each
activity to make the action plan credible.

Financial allocations for the Ministry of Health are increasing year by year, but the problem is
that resources within the Ministry of Health are usually not focused on specific interventions
with specific population groups. International funding, such as that provided by the Spanish
Government for the maternal and child health project, will provide some of the financial
resources needed for the development and implementation of the strategy. Stakeholders
underlined the need for tools to assess the costs of different activities planned for the
implementation phase to ensure ongoing financial support for the strategy. Such assessment tools
would be relevant for state funding and in relation to fundraising among international donors.
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Health services

One of the most prevalent problems within the provision of health services is informal payments.
These payments mostly apply to poorer people in the population who, as a consequence, have
limited access to health services because they simply cannot afford them. The main reason for
informal payments is that the salaries of health professionals are extremely low. The salaries of
health professionals need to be increased to fight the informal payments system, alongside
measures to increase their autonomy and ability to manage part of the budget.

Ongoing training for health professionals is an important element in improving the health
system. Training is often arranged opportunistically or in relation to a time-limited project run by
an international organization. It was emphasized by several stakeholders, however, that such
courses only benefit a limited number of health professionals. Consequently, there is a need for
more structured and continuous training programmes that ensure a unified approach to child and
adolescent health. A positive factor is that most health professionals are extremely eager to
receive extra training and to update their knowledge.

Information systems

Many actors emphasized that for everyone to push in the same direction, it is crucial to have
access to systematic information that enables coordination:

There is no accurate or reliable health information. This lack of information makes us unable to
predict or to estimate the costs or the budget. And due to this lack there is also a lack of financial
support and financial planning and resource planning. Different figures from different sources make
the system inaccurate. Because of this lack, the possibility of drafting plans and making policies
disappears. And because of this gap in information, the decision-making is very difficult
(representative, NGO).

In this quotation, a representative from an NGO expresses her doubts about the reliability of
current health information in Albania. She also emphasizes that this has negative consequences
for financial planning and the formulation of plans and policies. Several other actors expressed
worries about access to reliable health information and the urgent need to streamline the
information system regarding definitions and data collection. Stakeholders found it problematic
that methods for data collection were inadequate, and several mentioned that accurate definitions
and statistics were hard to come by. It is possible to informally observe urgent social and health
needs among children, but reliable statistical evidence does not exist.

If the strategy is not supported by accurate and reliable information in relation to key contextual
factors, participants fear that ill-informed decisions might be made, leading to inappropriate
actions. It was emphasized that there is a need for transparency to allow identification of the
means by which populations can be helped.

Declarations and conventions

Since 1991, health professionals, politicians and the rest of Albanian society have experienced
various changes in values, conditions and technologies within the health system, which naturally
challenge long-term planning in the country:

In our society, we are oriented towards Europe and the community, and all the new policy
documents are prepared based on these principles. It is a good moment to use principles of the rest of
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Europe in the strategy. Everybody agrees. And we have declared yes, and a strong yes. And now we
have to put into practice, these principles (representative, national institute).

According to this stakeholder, the new orientation of Albanian society is towards Europe and the
principles introduced by the European Strategy. There is a great willingness and common
agreement about implementing the European principles. On the other hand, several stakeholders
stated that it was pertinent to adapt the strategy to a national context instead of merely adopting a
strategy that was general for all Member States of the European Region.

Orientation towards international society is highlighted in the following statement:

Political commitment is more enforced by the MDGs, with which the government has to comply.
Rather than being needs oriented, many strategies are being developed exactly because the MDGs
are there. The governments are then committed. Maybe the commitment is not for all of the right
reasons, like for national interest. It is positive, even if it is external factors. The MDGs drive the
work on the strategies (representative, NGO).

According to this statement, the MDGs play a key role in the development of national strategies.
It is emphasized that the Government is committed to strategies with links to the United Nations’
goals. Furthermore, it is stressed that although the reasons for this commitment are not
necessarily complementary to national interests, the commitment is still important to the
development of national strategies. International funding was also identified as an important
influencing factor.

According to several actors, the national strategy for child and adolescent health and
development should be adapted to contextual circumstances and, over time, to changes in
priorities within the area of child and adolescent health and development.

Other considerations

Many actors explained that policies were rarely implemented in Albania. People seemed to shy
away from large objectives, while more limited objectives and definition of concrete actions
would be useful when trying to implement policies; actors found short-term objectives more
concrete and easier to implement because they were process oriented.

The challenge of bringing the strategy into action was touched upon by many interviewees. A
general opinion expressed by representatives — both governmental and nongovernmental — is that
while the strategy document is relatively easy to develop, the challenge is to put it into practice:

Formulation and incorporation of objectives — it is not difficult. It is putting it into practice and to
transform this kind of document into a document that enables the Ministry of Health to put it into
practice. What will happen after this strategy has been signed? We need to know what happens after
the strategy, and we want to have a signature by the Ministry of Health (representative, national
institute).

The strategy document should therefore be transformed into a document that enables the
Ministry of Health to implement actions. The first step in this direction is gaining commitment
from the Ministry of Health itself.

Many actors stated that it is most likely that external circumstances will bring implementation to
a standstill, while others focused on the strategy and its connection to implementation. It is clear
from statements made that many policy documents are perceived as not being focused on reality,
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which means that they will remain theoretical (and not practical) documents. Strategies are only
successful if implementation is a part of the package, interviewees claimed. When strategy
implementation is sporadic and unplanned, the strategy “disappears”. Strategies are to a large
extent perceived as inadequate, formal structures. The actors see policy documents as formal but
rather empty promises from governmental level, but defined budgets for implementation and
action plans would help to ensure that the strategy delivers much more than empty promises.
According to the stakeholders, an action plan must be in place before any implementation is
attempted.

Summary of the Albanian case study

Albania is a country with a high proportion of young people aged 0—18 (40% of the population),
which is reflected in the priorities of the BCA 2008/2009.

The country has not yet developed a national strategy draft, but the process was initiated in
January 2007. Albania received international support from the European Region through the
national workshop on child and adolescent health and development held in January 2007 and in
finalizing the situation analysis. The WHO Country Office also supported, and will continue to
support, the national process. There are no allocated funds for the strategy at the moment, but
Albania’s future expectations are to receive financial, as well as technical and logistic, support
from international organizations such as WHO, UNICEF and UNFPA.

The introduction of the European Strategy in the national context was initiated by the Ministry of
Health through the Institute of Public Health. The European Strategy document and its tools

were distributed during the national workshop on child and adolescent health and development to
participants, and they were further used when preparing the situation analysis (assessment tool
and information tool).

The main barriers encountered were limited financial resources, which may influence the
sustainability of the implementation process, and the inadequate level of cooperation among
important stakeholders. Enabling factors were the political will demonstrated by the main
Albanian policy-makers regarding the need for improvement in maternal and child health,
current health system reform and the support of international donors.

Findings from the process so far show that political commitment is perceived as temporary and
unstable. Actors expressed distrust towards politicians and official rules and regulations. There is
a clear need for harmonization with existing strategies in the country and the necessity to create
more information to support decision-making processes. Finally, it was stated that too many
actors were being held responsible for planning without possessing either the authority or the
capacity to carry out the necessary actions.

Most stakeholders agreed that young people should be involved throughout the process of
developing and implementing a national strategy. Although a youth parliament has been
established, there is only very limited experience with regard to the direct involvement of young
people within the Albanian health sector. Other sectors have more advanced experience in this,
which might be seen as encouragement for the health sector to make youth participation more
structured and less spontaneous.
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There is much talk about commitment to all age groups and the different stages within childhood
and adolescence, but it was stated that this commitment is rarely followed up by concrete action
plans that reflect different needs at the most vulnerable and critical stages. Stakeholders defined
a strong need for the national strategy to be based on a life-course approach.

The most prevalent inequities in health are related to the Roma population and to geographical
factors influencing access to care. A suggestion was made that these inequities could be tackled
by developing a measurement framework for primary health care services. There is a strong
focus on women’s health in Albania and a specific gender strategy was recently approved. This
creates positive conditions for, and signals great commitment to, incorporating the gender
perspective into the national strategy for child and adolescent health and development.

Stakeholders agreed that child and adolescent health was not a problem restricted to the health
sector. They claimed that there was a poor climate of intersectoral action in this field, but that
good practices exist in other areas. The strategy development process is seen as a potential
catalyst for promoting intersectoral collaboration mechanisms in the field of child and adolescent
health and development.

There is a common understanding about prioritizing child and adolescent health, but this priority
is jeopardized by the uncertainties introduced by different agendas from other sectors involved in
the process.

Financial allocations for the Ministry of Health are continuously increasing, but resources need
to be allocated in such a way that training needs are also met. There is also a strong wish for the
development and use of tools for cost assessment.

With regard to health services, the main problem identified derived from informal payments,
which affect access to services. Another important element is training for health professionals: it
was emphasized by stakeholders that training activities needed to be standardized at national
level for all health professionals to receive equal and regular training.

The reliability of currently existing health information in Albania is considered to be low, with
methods for data collection felt to be particularly inadequate. This has negative consequences for
planning activities.

There is a strong commitment towards the achievement of the MDGs and they play a prominent
role in the development and implementation of the national strategy. The issue of children’s
rights was not touched upon by Albanian stakeholders.

The key challenges for the future are to create the conditions for high-level commitment from the
Ministry of Health throughout the whole process, to secure stronger advocacy from the main
international actors and to establish closer collaboration among partners. Among the planned
next steps are strategy development and its official adoption, along with the creation of a
concrete action plan for implementation that includes monitoring and evaluation components.
The action plan will be integrated with other relevant national or subnational plans in the field of
child and adolescent health and development.

It is important to ensure that the objectives and goals of the Albanian strategy are process
oriented and establish a close link to necessary action within the field. Unfortunately, too many
policy documents are perceived as not being focused on the reality in Albania. To avoid this
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accusation being levelled at the future national strategy for child and adolescent health and
development, it is crucial to define clear budgets and action plans for each part of the strategy
before implementation is initiated.
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Case study — Armenia

Background information on Armenia

Armenia is a member of the Commonwealth of Independent States (CIS) located in the south
Caucasus region. The October 2001 census estimated the population to be 3.2 million, following
the Spitak earthquake in 1988 and the mass population displacement as a result of the conflict in
Nagorny Karabakh. It is also estimated that between 800 000 and 1 million people have left the
country, with approximately 600 000 estimated to have emigrated between 1992 and 1997 (1).

Following independence from the Soviet Union in 1991, Armenia embarked on what has been
called a “rapid ‘shock therapy’ strategy for economic reform”. Transition and consequent
reforms brought serious long-term consequences to the income and well-being of the population.
As Hakobyan et al. report, “life expectancy is relatively low and poverty levels are sizeable,
while officially reported adult literacy and educational attainment have remained high” (1).

Poverty in children is very high in Armenia, affecting over half of the child population. The
World Bank estimated that for 2002/2003, 54% of children were living under the absolute
poverty line, in comparison to 50% of adults. The group at highest risk was children aged
between 0—6 years, of which 58% were considered to be living in poverty.

Under-five mortality rates in the Caucasus and central Asia region tend to follow the very high
levels of child income poverty, and Armenia replicates this trend. Its under-five mortality rate in
2003 was 33 deaths per 1000 live births, although this reflects a fall by almost half from 1990,
when the estimate was 60 deaths per 1000 live births. Children living in households in the
poorest wealth quintile are twice as likely to die before their fifth birthday as those in the richest
quintile.

A similar picture is found in relation to the nutritional status of children, with 19% of children
under five years in the lowest quintile being growth-stunted or underweight, against 9.3% of
those in the richer quintile (2000 figures). The difference between urban and rural prevalence of
stunting among children less-than five years is also significant, with 16% of children in rural
areas affected against 10% in urban (2000/2001 figures).

Public health expenditure as a percentage of GDP dramatically decreased from 3.2% in 1991 to
1.4% between 2002 and 2004. Survey data from 1999 showed that 91% of patients had made
informal payments, and it is estimated that over 70% of total health expenditure was made by
households rather than the state (2).

The biennial collaborative agreement (BCA) between the Ministry of Health of Armenia and the
Regional Office for 2008/2009 established health priorities and objectives, of which the priority
of “strengthening health system functions” and the objectives of “[improving] maternal and child
health” and “[enhancing] surveillance and response to communicable diseases” may have a
particularly positive influence on child and adolescent health and development.
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Case study narrative

Overview

Initiation of the national implementation process

The implementation process for a national strategy based on the European Strategy was initiated
in 2006 by the Ministry of Health through the Institute of Child and Adolescent Health, in
collaboration with, and with support from, the Regional Office and the WHO Country Office in
Armenia. Motivating factors included concerns about the health status of children and
adolescents, emerging health threats and the need to review existing policies and programmes
and assess their overall effectiveness. Contacts and collaboration between the lead sector and the
Regional Office had been established in 1994.

Funding and resource mobilization mechanisms

The Government funds most health sector services for children, including outpatient (fully) and
inpatient services (partially). Other sources of funding include donations from international,
bilateral and nongovernmental organizations.

Main actors in the development of the national strategy

The leading actors include: Ministry of Health (represented by the Deputy Minister); Director of
Mother and Child Health Division; Scientific Head of the Institute for Child and Adolescent
Health; and the Head of the National Centre for Child Health Care Organization and
Methodology. Other experts, identified through their previous experience and current position,
are also involved in the development of the national strategy. The actors work closely together
under the general guidance of the Scientific Head of the Institute for Child and Adolescent
Health. The Regional Office provides technical support through country visits by WHO officers
and experts and by supporting key actors’ participation in relevant meetings and workshops
throughout the WHO European Region.

Background and national context

Introduction and dissemination of the European Strategy

Introduction and dissemination of the European Strategy was carried out by the leading actors
through national meetings, forums and dissemination of materials to interested parties. WHO
initiated and participated actively in the series of meetings held in Armenia.

Main outcomes of the specific national/local workshops and training courses

The main outcome of the different activities was the draft of the national strategy and
development of a mechanism for multisectoral collaboration involving relevant ministries,
associations and NGOs.

Distribution of the European Strategy document and related tools
The Government received the documents through the WHO Country Office and distributed them
at relevant meetings and through direct dissemination among health policy-makers.

Description of the existing national strategy before September 2005
The Mother and Child Health Care Strategy was adopted in 2003. This partially covered the
ground described in the European Strategy.
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National experiences of the development process

National development process up to October 2007: main actions, outcomes and
international support

Armenia was selected as a pilot country for developing and implementing the European Strategy
in 2004. A team of officers and experts from the Regional Office visited the country in February
2005, and relevant documents and tools were tested with Armenian experts. The national
workshop was held in November 2006, involving Regional Office staff, national policy-makers,
experts and partner international and national NGOs.

A national team of experts was established. The team arranged a series of meetings during 2007
and initiated the drafting of the national strategy on child and adolescent health. The Regional
Office assessed the process of development and introduction of the European Strategy in October
2007.

All these activities were carried out in close collaboration and with significant contributions from
the Regional Office. The national team also participated in relevant WHO meetings, including
those in Malaga, Spain in 2006 and in Florence, Italy in 2007.

Influencing factors

The activities described above significantly facilitated the process of strategy development, but
the national implementation process was also influenced by factors such as lack of intersectoral
collaboration and availability of relevant staff to participate in the process.

Use and applicability of the European Strategy tools
All tools (except the gender tool, which was not available at the time) were found to be very
relevant and useful in developing the draft strategy.

Use of experiences from other countries

Generally, the experiences of many countries were considered in developing and introducing
policies and programmes on child and adolescent health and development in Armenia. There is
particular experience of long-term collaboration with partners in Switzerland, Belgium, France,
the Russian Federation, Germany, the United States and Canada, among others. These
collaborations cover a number of fields, including child development, child disability and
rehabilitation, child psychology and chronic diseases in children. Existing polices reflected in the
draft strategy consequently reflect international collaboration. The draft of the Hungarian
strategy was also taken into consideration.

Main lessons learnt from the national implementation process up to October 2007
The main lessons learnt from the national implementation process are:

. a need for real and strong intersectoral collaboration;

. a need for large and prospective views of the goals of the national strategy, which should
be truly comprehensive and focused on the future; and

. a recognition that the strategy should be realistic and feasible to implement.

Future actions

Next steps and key challenges of the national implementation process
The Government is expected to approve the national strategy by October 2008. The Ministry of
Health will facilitate the process of completion of the strategy (other relevant ministries have
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been invited to nominate members for the working group). Key challenges include developing a
good working mechanism for intersectoral collaboration, clarifying approaches to financing and
planning future implementation of the national strategy.

Planned future actions, expected outcomes and international support needed
Future actions include:

. completion of the strategy, including indicators for monitoring its implementation

. incorporation of gender and environmental issues into the strategy

. circulation of the document among interested partners

. submission to the Government

. approval by the Government

. monitoring, supervision and evaluation

. review of the curriculum of relevant undergraduate and postgraduate medical education
institutions.

Technical support from WHO is requested for the development of the following:

. a monitoring tool to assess progress on strategy implementation (this may be different from
the existing information and assessment tools);

. a costing tool for planning implementation and service delivery; and

. a tool to enable incorporation of the national strategy into undergraduate curricula.

Additional comments

Additional information on specific actions, decisions or collaborations that have proven
especially important and useful for the national process

Some gaps exist between different child and adolescent fields; a more integrated approach is
therefore needed.

Comments from stakeholders and organizations on the national development process
During discussions, the partner sectors raised the point that their role should be defined more
clearly.

Case study contacts

Main author:
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Analysis of interviews and roundtable discussions

Political commitment

Many actors recognized that there has been ample expression of political commitment, but less
in the way of concrete action:

Overall there is a commitment among all the political leaders that child and adolescent health
receives high priority. And there are some cultural and historical values that make a standard that
children are our future and we have to dedicate more energy and resources to this. However, there is
more on paper than there is serious political action (representative, Ministry of Health).

Many actors touched upon the importance of personal attitudes, motivation and power. Strategy
development was perceived as being reliant on the willingness, openness and behaviour of
leaders. These elements are considered decisive for the adoption and incorporation of the
strategy into the overall national programme and, consequently, for the future implementation of
the strategy.

All stakeholders seemed to have substantial trust in one particular leader’s ability to create
positive progress with regard to strategy development and implementation. This leader is viewed
as guiding the process and to be pushing and contributing to the launch of a new law on
children’s rights. The leader is also seen as a person who is able to turn political commitment
into political action.

The guiding principles

Youth participation

According to several stakeholders, youth participation has been left out of strategy development.
Several NGOs, however, are succeeding in involving young people — a good example is a peer-
to-peer education project. NGOs have managed to include young people in discussions with very
positive results, and this was suggested as a good entry point for involving young people in
decision-making. Technical support should therefore be sought mainly from NGOs that have
experience in the field.

It was stressed that there is a need to find the right mechanism for involving young people
adequately in the process. The problem is that young people representing the adolescent
population tend to come from a relatively high social level. It is therefore difficult to identify and



Development of national strategies — case studies from five countries
page 32

involve a section of young people who are genuinely representative of the entire population
group.

Some stakeholders emphasized that it is important to have a draft of the strategy prior to inviting
young people to participate in the process. Others highlighted that young people need to be
taught in school how to participate and how to play an active role in decision-making processes.
If they do not have this knowledge, it was suggested, their participation might be harmful to the
process.

The overall impression, though, was a perception of great benefit from involving young people.
It was recognized that they know their own needs better than anybody else.

Participation of civil society

Actors observed a tendency for strategy development to be restricted to a small group of people.
There seemed to be ongoing negotiation between NGOs and governmental bodies about the
strategy. NGOs were perceived as representing real-life knowledge, while governmental
stakeholders were seen as possessing decision-making expertise. There is a clear interaction
between different values, expectations and agendas that create the basis for negotiation between
governmental and nongovernmental stakeholders.

The Institute of Child and Adolescent Health is regarded as the main developer of the strategy.
Actors described how the process is being carried out by a small group of people, with
involvement of other parties being restricted to advisory assistance. Fresh and independent
participation within the strategy development group was needed, according to several actors, to
introduce new ideas that will allow a more holistic approach to child and adolescent health and
development to emerge.

Actors from NGOs stated that the Government does not seem to recognize the NGOs as partners
in the strategy development process, and several members of civil society expressed their
frustration about collaboration with governmental bodies. On the other hand, some governmental
stakeholders indicated that NGOs failed to work within the common frame of governmental
bodies, and that they only work for themselves and their own cause in trying to secure a major
share of the financial resources. Others spoke mainly in favour of the NGOs and the potential
contribution of civil society organizations. NGOs were described in this connection as the
“watchdogs” of the work, ensuring that people working in the ministry were aware of what was
going on within the field. NGOs’ diverse qualities were seen as assets in strategy development
and implementation. Their close contact with the general population and their work with
different target groups, which can be difficult to access and understand for other stakeholders,
emphasized their role as the “entry point” for population involvement.

Life-course approach

Most stakeholders seemed to agree that adolescents are not given sufficient attention in health
care or in health promotion. Few adolescent-specific activities exist in these areas, and there does
not seem to be a systematic approach to the health of this population group. Adolescent health
should be included in family medicine, but it was recognized that the process of doing so could
be long and the outcome uncertain.

Different opinions were expressed about children’s health. Some stakeholders claimed that
projects like the integrated management of childhood illness have ensured sufficient attention
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towards children under five, but others stated that children are not visible in the system before
they start school at around the age of seven years. Lack of registration at birth, which results in
lack of surveillance and follow-up of children with disabilities, among other problems, is a
recurring issue. People were therefore not able to agree on where the most significant health gaps
lie, although there was wide agreement that some age groups are not getting the attention they
need. This is illustrated by the following quotation:

In the health system it is like building with bricks. Sometimes a part of the building is damaged, and
there are some gaps and sometimes we do not have any windows. Or there is a large hole in a wall.
Gaps between ages is one of these holes (paediatrician).

Equity

Mental health issues create great inequities within Armenian society and are perceived as one of
the most challenging issues within child and adolescent health. This is mostly due to the fact that
treatment of mental illness in the past was only offered in psychiatric hospitals; consequently,
children were institutionalized at a very early stage. This is now changing, but technical support
is needed to carry out the adjustments that will create better conditions for children with mental
health problems.

Actors also emphasized inequities in socioeconomic conditions, particularly the differences
between rural and urban populations and poverty in general. It is important to stress that most
stakeholders pointed to the fact that these inequities are impossible to address through special
programmes. The overall health system should be dealing with inequities in terms of
accessibility, which requires a fundamental structural change within the system. It was therefore
suggested that the national strategy for child and adolescent health should not, and could not,
play the main part in relation to inequity issues. It can, however, contribute to changes in system
approaches by linking child health to the debate on inequities in society.

Most resources are directed through the strategy towards rural areas, and the community
component of integrated management of childhood illness has emerged as an especially
important factor in trying to improve health status within the rural population.

Gender

The gender issue was regarded as one of the weak points within the Armenian strategy
development process. The gender concept is starting to be better recognized and acknowledged
within the health sector, but some people still shy away from talking about gender inequalities:

This is a delicate topic because in Armenia, we do not like the word ‘gender’. At least some people.
But we made big progress in terms of understanding what gender is. This also happened in other
ministries. So now they know and they remember what gender is. But they do not like to talk about it
(Institute of Mother and Child Health).

Gender analysis was incorporated in the reproductive health strategy. Stakeholders agreed that
the gender issue should not be set as a priority in itself, but should feature across the entire
strategy. Most professionals and political decision-makers, however, believe that gender is only
about women’s rights, which presents a problem in relation to acknowledging and understanding
the wider gender concept. There is therefore no common understanding that the gender debate
should be dealing with the health and the rights of both sexes. It is increasingly recognized that
while girls and women are targeted through the reproductive health approach, which has been in
existence for many years, there are no interventions directed explicitly towards the health and
well-being of men and boys in Armenia.
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The lack of data disaggregated by sex is a significant barrier to the incorporation of a gender
perspective into programmes. Morbidity data, for example, are not disaggregated by either sex or
age. It was also stated that there is a substantial lack of knowledge on how to effectively
incorporate gender into different programmes.

Intersectoral action

Intersectoral collaboration attracted criticism from many actors, with little perception of
integration of ministries. Ministerial programmes were described as being “vertical”, and
stakeholders stated that there was an ongoing struggle between the ministries regarding
ownership of different programmes. Both governmental and nongovernmental stakeholders
declared that there were many conflicting interests between sectors and that political leaders had
different understandings, ambitions and reasons to protect themselves and their area of work.

Many stakeholders pointed to the existence of contradictory interests which impede the
participation of some groups and worsen the day-to-day collaboration of others. Stakeholders
should nevertheless still strive to improve collaboration through clearly defined tasks; in other
words, there is a need for a systematic approach to make collaboration work.

Improving health systems

Stewardship

Actors stressed the fact that setting priorities is a complex matter that requires consensus among
many different stakeholders. Furthermore, information is needed to support the decision of
putting one health-related problem above another:

“How can you prioritize the different health issues? They are all important. They are all equal.
Disabilities, reproductive health ... How do you do that?” (representative, NGO)

Many stakeholders emphasized that without clear priorities, decision-makers were not able to
decide on the next steps in long-term planning. According to the actors, setting priorities makes
it easier to predict the future needs of society and decide on what should be done to meet these
needs. It was stressed that to be helpful for future planning, the many different priorities should
be grouped and sequenced in order. To many stakeholders, however, it did not seem appropriate
to prioritize health issues when most of them appear equally important.

Actors believed that prioritization can be achieved through negotiation among knowledgeable
stakeholders. Prioritization was characterized as being dependent on technical capacity, the
presence of relevant experts and availability of grants through project proposals. Several actors
strongly acknowledged that to support action on the different priorities identified, contextual
factors such as expertise, evidence and funds should be included in the planning process. There
therefore needs to be a balance between a practical approach (what are we able to do?) and a
more idealistic approach (what is needed from us?).

Financing

The health budget has been increasing substantially during the last five to ten years in Armenia,
but financial flows and allocations within the health sector were perceived to be highly
unpredictable:
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There is a tendency to increase financial resources. But it is far from covering real needs. State
money will be spent mostly on health care services. Mostly they spend money on curing patients
through polyclinics and primary care. But we do not have financial resources for the development of,
for instance, evidence-based practice within prevention. We cannot expect money from government
for this issue. By adopting a strategy, we hope that international organizations such as WHO,
UNICEF and other organizations would provide more contributions (representative, Mother and
Child Health, Ministry of Health).

National funds are spent on health care, so health promotion and disease prevention are put aside
and remain without significant financial resources. The lack of government finance is also linked
to the low salaries of health professionals and consequently to the existence of informal
payments within the health system. The problem of informal payments by patients to health
professionals was brought up by all actors as a central issue that substantially worsens access to
the health system and increases inequities among population groups, although some emphasized
that the phenomenon is not as serious within child health as it is within other health areas.
Informal payments create a vicious circle of low salaries augmented by informal payments and
poor health-seeking behaviour. Consequently, this informal flow of resources was perceived to
be standing in the way of successful strategy implementation.

Health services

One of the main challenges within the Armenian health system is how to ensure the supply of
well-trained health professionals in all geographical areas of the country. Stakeholders claimed
that there is no motivation for health professionals to work in remote areas of the country.
Because of the scarcity of resources, it is difficult to create positive motivational factors such as
good salaries and better infrastructure. Consequently, health professionals are not willing to
work in these areas, and remain in the cities. It was stressed that the national strategy cannot
solve this problem by itself; it needs a fundamental change within the system as part of
government planning.

Evaluation mechanisms should be in place as part of efforts to address health service challenges,
and the strategy should contribute to this. Another way that the strategy could contribute to the
quality of health services is by promoting evidence-based practice, thereby creating a base of
new programmes and activities that are proven to work in the Armenian context. Financial
resources for developing and studying best practice are very limited, so professionals and
decision-makers rely on international organizations to provide information to support the
development of evidence-based practice. It was stated that health professionals’ knowledge of
their specialty is not being updated. Access to information is low and preparedness for keeping
themselves informed is weak, meaning that many health professionals base their work on
outdated knowledge.

Actors claimed that there is a lack of resources to motivate health professionals and a lack of
standardized guidelines and best practices within child health care. They also stated that there
was a need to monitor and evaluate performance and coverage within the health system. The
problem with monitoring and evaluation, however, is that reports from health professionals are
not always reliable due to the fear of a negative report earning a reprimand from superiors.
Monitoring processes should not be run by fear, but by the will to monitor reliably and the
aspiration of achieving valid results.
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Information systems

Actors stated that there are no mechanisms for collecting and disaggregating the data needed
within child and adolescent health and development. Several surveys have been completed, but
they are insufficient; a unified approach to the collection of data is not being created. Data on
adolescents are particularly rare, although Armenia is now a member of the Health Behaviour in
School-aged Children (HBSC) study. There are many different sources of data, but official data
are not perceived as being reliable.

Consideration is needed of the type, use and coordination of data required to meet the present
needs of planning and decision-making. According to many stakeholders, one of the main
purposes of data is that they should increase the information flow between civil society and
decision-makers. Information collection should therefore be based on consideration of how to
strengthen links between different stakeholders. Coordination mechanisms between different
international standards and tools that are continuously offered as directions for the collection of
information should also be in place. For example, the WHO information tool accompanying the
European Strategy should be streamlined with the rest of the materials and the planning of the
Ministry of Health and international agencies like the World Bank. Stakeholders identified the
Ministry of Health as the leader in this process; international agencies should coordinate with
each other according to planning within the Ministry.

Declarations and conventions

Stakeholders stated that the strategy is in line with both the MDGs and the CRC. While there
seemed to be common agreement among the stakeholders of the desirability of the strategy being
based on the MDGs and CRC, it was also stressed that it was not necessary to address them in
detail. It is sufficient to ensure that the content of the strategy respects the principles and that the
strategy contributes to their further achievement.

Other considerations

A common strategy

There seemed to be a common understanding among most of the interviewed actors that the
strategy should be developed and adopted at national level, should be closely related to an action
plan, and should have the primary function of providing a common reference document that
guides all involved agencies. Actors stressed that the strategy should be process oriented and be
sufficiently comprehensive to ensure that modification is not required.

The development of the document seems to be progressing slowly. Stakeholders described the
process as being rich in skilled people, ideas and thoughts. The development of the document,
however, is not an easy task. Actors described how strategy development should progress in
accordance with a broad point of view, be based on as much experience as possible, reflect all
perspectives and involve and motivate all relevant stakeholders. Numerous factors therefore need
to be taken into account before and during its formulation. It was also recognized that the
inclusion of different perspectives may lead to slow progress in strategy development.
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Armenian society developing at different paces

Several stakeholders stated that health is not perceived as a central value among the Armenian
population. It was pointed out that health is not only the responsibility of health professionals
and of the Ministry of Health, but also of the entire society. The reason for the lack of attention
towards health in society seems to be that the public health discipline is a recent arrival on the
Armenia scene and is not yet widely influencing the practice of health professionals.

Actors stated that there is a gap between the public health understandings of younger and older
health professionals. Armenia is facing great societal transformation in which new knowledge
and new understandings within health are changing ways of working at different paces,
depending on the age, openness and changeability of different institutions and individuals.
According to discussions at a roundtable, strategy development is based on an assumption that
the concept of public health is already widely accepted and incorporated into ways of working
within the country, but there is a mismatch between the basic tenets of the strategy and the
attitudes and values of older health professionals within the country.

Summary of the Armenian case study

Armenia was selected as one of the pilot countries for the assessment of the draft European
Strategy and of its tools in 2004. A strong collaboration was set up with the Regional Office with
regard to the pilot process.

The country has prepared a draft national strategy and is approaching the initial stage of
implementation. The process started in 2006, guided by the Ministry of Health through the
Institute of Child and Adolescent Health, and is being conducted in collaboration with, and with
the support of, the Regional Office and the WHO Country Office in Armenia. The main
anticipated next steps are the formal approval of the strategy document after its finalization
(monitoring mechanisms, gender and environmental issues should be integrated by this stage),
initiation of the implementation phase and monitoring and evaluation of the process.

Armenia received financial support from different international, bilateral and nongovernmental
organizations to support development of activities in the field of child and adolescent health and
development. In particular, the Regional Office financially supported the organization of the
national workshop on child and adolescent health and development held in November 2006 and
the participation of national representatives in workshops throughout the WHO European
Region. The Regional Office also provided continuous technical support, especially through
country missions and by supervising the drafting of the national strategy. Armenia expects
further technical support from the Regional Office in preparing a monitoring tool, which would
be helpful in assessing progress made in implementation, a costing tool for planning
implementation and service delivery and a tool for incorporating the strategy’s principles and
values into undergraduate and postgraduate curricula.

Armenia used experiences gleaned from other countries in developing and introducing policies
and programmes in specific fields of child and adolescent health and development and conducted
a number of long-term collaboration activities with partners including Switzerland, Belgium,
France, the Russian Federation, Germany, the United States and Canada. The draft national
strategy refers to these experiences of international collaboration, which are reflected in existing
polices. The draft of the Hungarian strategy was also considered in the preparation of the
Armenian draft document.
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In analysing influencing factors of the national process in Armenia, the main barriers found were
lack of intersectoral collaboration, lack of financial and human resources (availability of the
relevant staff to participate in the process and of educated and younger staff working in the field
of maternal and child health), and the fact that child and adolescent health is not always
considered a priority in ongoing reform processes. Also, legislation on some specific items was
considered controversial by national contributors to the Armenian case study. On the other hand,
support from the Regional Office, the political commitment of the Armenian Parliament,
Government and some local authorities and the active involvement of partners working in the
field of child health were mentioned as positive influencing factors.

Political commitment seems to come in two parts: one part is on paper, and the other part is in
action. Actors believed that the promise extolled in the former is often not realized in the latter.
There is a common understanding among the actors — including decision-makers — which the
“action” commitment is conspicuously absent, while the positive attitude and stated priorities are
clearly present. Despite an unstable political environment, one key political person seems to
create some kind of stability and predictability in the process. This encourages stakeholders
believe that the strategy will be implemented.

Stakeholders agreed that youth participation would be beneficial in decision-making processes
related to child and adolescent health and development, but youth participation was practically
non-existent in the development of the national strategy. Technical support in this regard should
be sought from NGOs. NGO representatives stated that the biggest problem in relation to youth
participation is the fact that representatives tend to come from higher social strata and are not
necessarily representative of young people as a whole. Despite the fact that NGOs are directly
involved in the development of the strategy and are regarded as a good “entry point” to the
involvement of the general population, they merely provide sporadic advice.

With regard to the life-course approach, it was pointed out that adolescent health is not being
given due attention in Armenia. The needs of other age groups are not reflected in different
policies or in practice as primary health care services change from being provided by
paediatricians to being provided by general practitioners.

Mental health was highlighted as the area in which inequity is most obvious, but socioeconomic
factors in general are causing inequities in other health sectors in Armenia. Addressing inequity
issues in the strategy would draw attention to existing inequities in the country. The gender issue
is regarded as a weak point of the drafted strategy, which is partly related to cultural factors:
frequently, “gender” is understood to relate to women’s rights. Also, a lack of disaggregated data
by gender is presenting problems in trying to incorporate the gender perspective into decision-
making.

Different sectors in Armenia tend to work rather “vertically”. Each ministry seems to be
controlled by an individual set of interests and values. To enhance interaction between the
sectors, there needs to be a systematic approach that clearly defines the work tasks of each.

One of the main challenges identified was setting priorities within child and adolescent health in
accordance with the needs of the population by taking into account both the extensive
information from experts and the available grants and interests of donors.
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The health budget in Armenia is increasing, but there is a tendency to use financial resources on
health care instead of health promotion. There is also an extensive flow of informal payments
within the health system, which naturally affects access to health services.

Health professionals are concentrated in the urban areas of Armenia and it is extremely
challenging to motivate people to work in rural areas. Stakeholders claim that there is a lack of
resources to motivate health professionals and call for standardized guidelines and best practice
guidance within child health care. Finally, stakeholders hope to be able to carry out more
qualified monitoring and evaluation of performance and coverage within the health system.

Regarding the collection and analysis of child and adolescent health data, there seems to be
extensive over-reporting within the Armenian health system. Stakeholders stressed the need for a
unified system of data collection to create a link between the needs of the population and
decision-making. This unified approach would also require a streamlining of existing data
collection tools.

Actors agreed that the strategy draft is in line with both the MDGs and the CRC. It was pointed
out that there is no need to integrate declarations and conventions in an explicit way, as long as
the strategy follows their principles.

It was reported that the main challenge for Armenian strategy development and implementation
is making the document a core reference source for all relevant stakeholders. The development
process has been going quite slowly and needs to be speeded up to take advantage of a
favourable political situation. Key challenges listed for the implementation process are the
establishment of good intersectoral collaboration mechanisms, the identification of
comprehensive and targeted future goals and the definition of feasible and realistic steps for
strategy implementation. From the financial point of view, there is a need to assure coverage of
future implementation activities.

In general, Armenian society is slowly becoming acquainted with the principles and values of
public health; it is a long process, but the strategy greatly depends on it, since it is built on public
health principles.
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Case study — Hungary

Background information on Hungary

Hungary is located in the Carpathian basin in central Europe. It is an industrialized country and
its performance in relation to health and other demographic and socioeconomic trends can
justifiably be compared with other industrialized nations, particularly those in Europe. This is an
important consideration in explaining the nature of Hungary’s relationship with, and support
received from, international organizations: as an industrialized nation, the nature of the support is
different from that received by other, nonindustrialized case study countries.

Hungary had an estimated population of 10 million in 2003, with almost 65% living in urban
areas. The population has been decreasing since the 1980s, mainly due to a low birth rate and
negative natural population increase. The proportion of older people (aged 65 or over) has also
been increasing steadily, accompanied by a decrease in the proportion of those aged 14 years or
under; the Council of Europe estimates that the latter population fell from 20% in 1990 to 16% in
2003 (1).

Using the European Union’s definition of poverty,” between 10% and 15% of children aged
0—17 years belong to households with equivalent income of less than 50% of the median in
Hungary, which places it in 13th position of the 24 Organisation for Economic Co-operation and
Development (OECD) countries analysed (2).

Gaal (3) reports that “the health care budget [in Hungary] has shrunk considerably as a result of
four years of economic recession [together with] eight years of effective cost-containment
policies in the health care sector”, which directly affects the European Strategy implementation
process in the country. The BCA for 2008/2009 between the Ministry of Health of Hungary and
the Regional Office established different health priorities, of which “scaling up control and
prevention of major noncommunicable diseases” may have a particularly positive influence on
child and adolescent health and development.

Case study narrative

Overview

Initiation of the national implementation process

A senior adviser from the National Institute of Child Health, on behalf of the Hungarian Ministry
of Health and the National Institute of Child Health, was invited to participate in a workshop in
Copenhagen in December 2004 at which the draft European Strategy and associated tools were
introduced. The National Institute of Child Health was then invited to contribute to the
evaluation of the draft European Strategy.

The Ministry of Health requested the National Institute of Child Health to develop the national
programme for child and adolescent health in July 2005, under the name of “Children, our
common treasure”. The structure, goals and priorities of the European Strategy were well
understood by the National Institute of Child Health at that time and, as a consequence, aspects

" The European Union’s definition of poverty states the poor are: “those whose resources (material, cultural, and
social) are so limited as to exclude them from the minimum acceptable way of life in the Member States in which
they live”. As UNICEF has added, “for practical and statistical purposes, this has usually meant drawing national
poverty lines at a certain percentage of national median income”.
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of the European Strategy are reflected in the national programme. The goals of the national
programme were defined in the summer of 2005 and it was officially launched by the Prime
Minister in November of the same year. The programme relates not only to health improvement
and health care services for Hungarian children, but also reflects the need for multidisciplinary
and multisectoral cooperation.

Funding and resource mobilization mechanisms

The national health care budget, including health care for children and adolescents, is
predominantly based on the National Health Fund regulated by the Parliament through the
Finances Act. Regulations for paediatric and adult care coincide and, accordingly, the primary
health and clinical care budget for children and adolescents is not separated from the general
health care budget. Separated provision is available for the protection of mothers and children;
this covers expenditure on the health visitor network and the budget for school health services.

The national programme had no unique budget, except for US$ 238 095.23 for the National
Institute of Child Health to support the development and implementation of certain programmes.

Ministry of Health-financed activities of the National Institute of Child Health in 2007 were the
following.

. Completion of situation analyses on neonatal resuscitation practices, adolescent
reproductive care, breastfeeding promotion, capacities of services providing care for
children with special needs, paediatric rehabilitation and psychiatric care.

. Research activity:
— national report of the HBSC survey carried out in 2006;

— report of the study carried out among 3- and 5-year-old children living in very
deprived areas of Hungary, which looked at the association between parental
socioeconomic status and birth weight and the somatic and psychomotor development
of their children,;

— report on a study carried out in paediatric departments on how factors related to the
hospital environmental setting and services in departments reflect the rights and health
of children, conducted in the frame of the WHO Health Promoting Hospitals (HPH)
network; and

— report of the study carried out among children living in special institutions maintained
by the state welfare system (such as orphanages), which focused on reported health,
health behaviour and risk behaviours.

. Guidelines on:
—  screening for hearing, vision and obesity in primary care
— how teachers can recognize child abuse and improve first-aid skills
— when and how parents should access emergency care.
Main actors in the development of the national strategy
The list of priorities prepared by the National Institute of Child Health was based on a complex
situation analysis of child and adolescent health involving representatives of approximately 150

civil and professional organizations and governmental institutions such as the Ministry of Local
Government and Regional Development, Ministry for Environmental Protection and Water
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Supply, and Ministry of Social Affairs and Labour. It also involved, on the request of the
Ministry of Health, public health professionals and curative and preventive services.

Building on this successful collaboration, a multidisciplinary and multisectoral advisory board
was charged with providing professional and political support to the national programme. The
Ministry of Heath attempted to take into consideration and integrate into the programme all the
suggestions collected during the process. The national programme was presented for debate to
approximately 70 representatives of professional and civil organizations at a national conference
on child and adolescent health and development in September 2006.

Background and national context

Introduction and dissemination of the European Strategy

The European Strategy was introduced in Hungary by the National Institute of Child Health.
Following the BCA, which came into force in June 2006, the national conference referenced
above was organized for September 2006. The conference was jointly funded under the terms of
the BCA by WHO and the Ministry of Health via the National Institute of Child Health. Four
WHO experts were among those who made presentations at the conference. Representatives of
the Child and Adolescent Health Programme of the Regional Office supported the National
Institute of Child Health to plan the conference. Topics discussed in the working groups were
based on the principles of the European Strategy.

Main outcomes of the national conference

Participants at the national conference learned about the European Strategy and a comparative
analysis between its contents and those of the national programme was carried out. Four working
groups discussed and evaluated whether the national programme reflected satisfactorily the main
principles and priority areas of the European Strategy.

Among the outcomes of the national conference was the identification of tasks that should be
specified in action plans and an identified need for improved intersectoral collaboration, which
should also be reflected in different national programmes. The conference produced the
following recommendations:

. children’s rights must be better expressed, represented and respected in the health care
system;

. the public, children, adolescents and their parents should be involved in the processes of
planning, evaluating and monitoring policies;

. tasks requiring political and professional decisions should be identified;

. goals should be clearly prioritized in accordance with the restructuring process of child
health care services and the financial situation of the country;

. a coordinating body should be created to enable harmonization of the National Public
Health Programme and other programmes influencing child health and to ensure realistic
and ongoing collaboration between programmes; and

. tasks defined in the action plans should be divided by region according to the subsidiarity
principle.
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Distribution of the European Strategy document and related tools

Participants at the national conference had been sent in advance a brief summary of the European
Strategy and its tools and a comparison of the national programme and the European Strategy.
The original English-language version of the European Strategy and its tools were distributed at
the national conference.

Existing national strategy before September 2005
A draft of the national programme was available in September 2005, although it was under
consultation at that time.

The Hungarian national programme has 13 goals and each of them defines several tasks (70 in
total) to offer potential solutions to the most significant problems, such as the:

. relatively high rate of premature babies that increases infant mortality rates and
compromises children’s quality of life;

. external causes of child mortality, mainly due to accidents;
. low reliability of morbidity data;

. present inequities in health and in access to health care from qualified practitioners for the
most disadvantaged population;

. predominance of inpatient care and unnecessary hospitalization of children, which reflects
a need to change the structure and functioning of child health care; and

. lack of care for adolescents with special needs.

As the programme emerged in consensus, the content of the national strategy did not change
after September 2005. The national conference compared the European Strategy with the
national programme, and subsequent changes to the programme were set out in the conference
recommendations.
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National experience of the development process

National development process up to October 2007: main actions, outcomes and
international support

The main events are set out in chronological order in Box 1.

Box 1. National development process pre-October 2007
2004  Information on the European Strategy received.

2005  During the summer, invitation to comment on the draft followed by finalization of the
national programme, “Children, our common treasure”.During the autumn, the Prime Minister
launched the national programme, ensuring its high profile.

In the winter, an advisory board was charged with supporting the national programme and
ensuring multidisciplinary and intersectoral cooperation. After two months of intensive work, it
ceased to function due to changes in political priorities.

2006 A national conference on child and adolescent health and development was held, and
the evaluation report of the national conference and its final recommendations were sent to:

. representatives of the Regional Office

. the Prime Ministers’ Office

. the Minister of Health

. members of the Health Committee of the Parliament

. the Committee of State Reform.

Also, a report was prepared for the Hungarian Paediatric Academy and a national conference

was organized by the Hungarian Association of Medical Societies to overview progress of the
national programme.

2007  The implementation process of the national programme came to a slowdown due to
restructuring reform of health care services.

Use and applicability of the European Strategy tools

The action tool was used to define national programme actions necessary to address the
challenges previously identified. The information tool is being used to work out child health
indicators that reflect indicators developed in the frame of the CHILD project, an EU project on
developing indicators for child health. The assessment tool and the gender tool have not yet been
used, but their possible application will be considered in the near future.

Use of experiences from other countries
No experiences from other countries were considered.
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Main lessons learnt from the national implementation process up to October 2007

There are several good initiatives and programmes in Hungary that aim to improve children’s
health status, but collaboration between them is usually informal and is based on personal
relationships between professionals. Formal collaboration has to be established by a competent,
mandated organization (such as the Ministry of Health). Instead of competing with each other,
organizations and agencies should work together towards the same aims.

Means of involving parents and young people in planning, monitoring and evaluating care
provided by preventive and curative health services must be established.

Priorities must be clearly ordered and should harmonize with structural changes in services and
the financial capacity of the country, with special attention being paid to public health issues.

Future actions

Next steps and key challenges in the national implementation process

All the goals and actions of the national programme have strict deadlines and it has not been
possible to implement several of the defined actions on schedule. The national programme does
not identify coordination for the programme; consequently, it is difficult to foresee the next
steps.

It seems, however, that the National Government and, in particular, the Ministry of Health are
committed to the following tasks:

. significantly improving metabolic screening of neonates and screening for visual and
hearing problems;

. closing the gap between disadvantaged population groups and the rest of the population
and promoting the development of children with special needs;

. ensuring equal access to qualified practitioners and services and defining more precise
controlling mechanisms; and

. decreasing the premature birth ratio.

International support
International evaluation of the progress made in implementing the national strategy based on the
European Strategy could be a motivating factor in national policy-making.

Further comments and suggestions for the next steps of the national implementation
process

Ongoing financial support for the national programme is not assured as a result of restructuring
of health services. It is questionable whether the goals included in the national programme can
be achieved until the health services reforms are completed.

Additional comments

Additional information on specific actions, decisions or collaborations that have proven
especially important and useful for the national process

Social, health and education sectors are planning several joint actions under the National
Programme against Child Poverty; it is anticipated that these will have European Union financial
support.
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As a result of the visit of the WHO delegation (Hungarian country visit with case study
interviews and roundtable discussions), the Hungarian focal point for child and adolescent health
and development was appointed and acknowledged by the Ministry of Health in November
2007. The appointment of a focal point is expected to lead to an increase in the potential for
interventions.

Comments from stakeholders and organizations with regard to the national development
process

Most of the stakeholders expressed interest in receiving the summary of the national conference
prepared by the WHO delegation. Many of them are interested in following the process of
national programme implementation.

Case study contacts
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Analysis of interviews and roundtable discussions

Political commitment

Commitment and action

Many actors claimed that political commitment is evident in support from the Government and,
in particular, the Prime Minister through numerous strategies within different portfolios. This
reflects the fact that a programme such as this was much-needed in Hungary. While political
commitment has been expressed verbally, however, it seems to diminish when the programme
needs to be implemented:

The problem with the [political] commitment is that unfortunately, it is mainly verbal. So we do not
see implementation activity, which is impossible without providing the necessary resources. The
amount of money supplied is just enough for very basic work, not really for implementation
(Institute of Public Health).
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This quotation illustrates what many actors emphasized during interviews and roundtable
discussions: there seems to be willingness to develop the programme, but with no reliable
funding for the implementation phase, the commitment remains verbal, and actors agreed that
verbal commitment is not enough. When action is required, political support evaporates.

Lack of commitment to action was observed by all stakeholders and several suggestions were
made on how to secure ongoing political commitment throughout the implementation phase. It
was stressed that the international community has an important part to play in determining how
resources are used and in influencing political decision-makers. For example, data based on
European standards have contributed to the development of a common understanding of where to
focus the collection and use of information. Other stakeholders, however, stressed that
international influences should not be the critical factor in developing and implementing the
programme:

It is not certain that I agree with this need for assistance from the international community. I think
that we have to sort out our own problems. If we wait for the World Health Organization or for God
himself to give us, then we will have great problems (roundtable 2).

Varying opinions were therefore expressed about the impact and level of influence of the
international community, but the majority of stakeholders expressed positive attitudes about
international assistance as long as international standards are adapted to Hungarian needs and
circumstances.

Responsibilities and tasks

The national programme “Children, our common treasure” was prepared on the basis of
consensus between the Government and Opposition. The programme was developed as a
strategy with a particular focus on the health professions. Many stakeholders, however,
highlighted the fact that child health is not only a responsibility for the health portfolio, but is
also a general social responsibility which concerns many other sectors. It should therefore be in
the interest of all parties and of society to support implementation of the programme.

A programme council was established when the programme was launched. Council meetings
were held frequently during the initial phase, but due to changes in political priorities, the
activities of the council were run down.

The relationship between the Government and civil society was emphasized as an important
factor in defining the roles of NGOs in implementation. The private sector was identified as an
important stakeholder in the process; inclusion of the private sector creates ethical dilemmas,
however, in relation to promotion of products that are not necessarily reflective of the values of
the programme. Industry has sponsored some child health activities, which has created some
controversy.

The influence of health reform

According to all stakeholders, ongoing health reform in Hungary is delaying implementation of
the programme:

Implementation has started, but for about six months there seems to be a silence around this. It is my
perception that the restructuring of the health system has consumed all energy available in central
management (roundtable 2).
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This is mainly due to the fact that restructuring is not being conducted strictly according to the
priorities stated in the programme. Health reform continues to dominate decision-makers’
attention, leaving programme implementation to actors working at grassroots level with no
significant funding. There is a commonly held belief among the stakeholders that health reform
is causing less attention to be paid to priorities within child health. This means that a programme
that was built on extensive consensus has been put on hold because of changing political
priorities.

Guiding principles

Youth participation

Several stakeholders pointed to the fact that the education sector has more experience than the
health sector in promoting youth participation through the students’ parliaments that have been
established in Hungary. There are many different activities that aim to involve young people in
discussions, but they lack coordination:

We organized small conferences for disadvantaged teenagers to discuss sport as a means of fighting
against bullying at school and other problems in the school context. So we have connections with
civil organizations which involve children. But there are too many isolated activities, and there is no
real coordination among them in my opinion (Institute of Public Health).

Youth parliaments within the health sector are not working to the same extent as those in, for
example, the education sector. A large number of NGOs represent and debate the situation of
young people, but with little direct participation of young people.

One of the greatest barriers to youth participation is the fact the Ministry of Youth, Sports and
Culture has recently ceased to exist. Several stakeholders consider this to be a substantial
impediment to the inclusion of young people in decision-making processes in Hungary at
national level.

Participation of civil society
Civil society is extremely active in Hungary and many NGOs work for children and adolescents:

Without civil society, we cannot even think about conducting these activities When organizing
programmes, there are some outstanding personalities who with their personal participation can set a
good example. We take the participation of civil society seriously (representative, Ministry of
Health).

There is strong cooperation between governmental bodies and civil society. Stakeholders pointed
out that it is mandatory to include the opinion of technical experts, interest groups and NGOs in
different planning processes. These groups were invited to comment on the draft document in the
last phase of decision-making. Examples of associations that have contributed to planning
activities are the Association of Hungarian Nurses and the Association of School Health. The
important role of the Church was also underlined by several interviewees:

In Hungary, the special problem is that in the course of the last decade civil activity has grown
tremendously and we are overdoing it a bit, actually. There are too many different organizations.
Altogether there are thousands of organizations targeting the same subject. All of them want to do
their utmost and at the same time they are fighting each other. So there is some counterproductivity
because of this (representative, Institute of Public health).
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A large number of NGOs address similar issues, resulting in very limited resources for individual
organizations. Stakeholders made two main suggestions to solve this problem: accreditation for
NGOs, and joining their forces into umbrella organizations that fundraise together instead of
against each other.

Life-course approach

Addressing neonatal and infant health was considered to be of outstanding importance.
According to some stakeholders, however, the focus on early childhood has been achieved at the
cost of lack of sufficient attention being paid to the needs of other age groups. All stakeholders
agreed that adolescents are the age group that receives least attention by far, particularly
considering the special guidance and care needed by young people going through adolescence.
Adolescent clinics have been established to provide specialized services to young people to try to
redress the imbalance, and this will hopefully contribute to an increased recognition of
adolescents’ particular problems.

Equity

Inequities in Hungary are characterized as being mainly caused by territorial differences and
differences between different population groups; the Roma population, for instance, have very
different traditions and behaviours than the rest of the population. These two features seem to go
together: the Roma population often live in very isolated areas where access to health care is
limited and are identified as a population group with social problems that have remained
unsolved in Hungary for decades.

Cultural and traditional issues affecting the health status of the Roma population are defined as
being difficult to address because inequities are often perceived as being caused by poverty
instead of cultural factors:

And there is a kind of tension on this matter: how to interpret social inequalities, whether it is merely
a financial issue, or can we consider this as a cultural issue as well? (roundtable 2).

Integration into the community, starting through education, is crucial in improving the health
status of the Roma population, but addressing this group separately according to cultural
differences is regarded as highly problematic. Collecting data specifically on the Roma
population is therefore also a sensitive issue, which makes it difficult to address their health
behaviour.

Intersectoral action

There seems to be close collaboration between the Ministry of Education and Ministry of Health,
with different programmes within health being integrated into education programmes and vice
versa. Intersectoral coordination has been established, especially in relation to projects funded by
the European Union. In addition, the Ministry of Social Affairs is collaborating to a large extent
over, for example, drug prevention.

Despite this, competition over financial resources between different ministries was identified as a
barrier to intersectoral action:

We [the sectors] tend to compete with each other all the time. The question has been asked, what
responsibilities will be held by the portfolio of health and the portfolio of education and what kind of
role can the portfolio of education have in implementation of the programme in schools? This has
not been clear (roundtable 1).
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Different sectors are competing, and there also seemed to be significant doubts about their
specific roles and responsibilities within the area of health promotion.

Improving health systems

Stewardship

Priorities within the Hungarian programme for child and adolescent health and development are
based on a situation analysis and are divided according to the life-course approach, meaning that
different priorities apply to different age groups.

Difficulties professionals faced in setting programme priorities were mainly related to a lack of
reliable data, with the exception of data on demographic issues. For example, there was scarce
information on what was going on in neonatal intensive care centres; this resulted in the creation
of a new data collection system within intensive care centres and at primary health care level.
The latter should provide more information on children accessing services from general
practitioners and paediatricians.

Financing

Scarcity of financial resources for health was identified in all disciplines and all professional
alliances. The means of allocating financial resources was also considered a problem.

Most stakeholders believed that the solution to the funding scarcity is not to be found within the
Government, but should be sought elsewhere. More specifically, project-oriented financing is
considered a means to creating the necessary resources for child and adolescent health.
Resources from the European Union compensate for the scarcity of national financial resources
for child health to a large extent, but this may affect the sustainability of the national programme.

Health services

Ongoing health reforms in Hungary greatly affect the quality of, and access to, health care for
children and adolescents. Due to the closure or merger of several hospitals and clinics, more and
more children will be cared for in hospitals that have no specialist paediatric service. Many
children will consequently receive care from services designed for adults. Intensive care and
rehabilitation — the areas identified as the least-well financed in health care — are also the areas
where quality is questioned by several stakeholders.

Many people who participated in the development of the national programme for child and
adolescent health and development hoped the health reforms would be no more than a quick
fine-tuning that would result in new configurations in inpatient and outpatient care for children.
It was recommended that this should be more clearly organized to prevent a severe crisis in child
health care.
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Information systems

Accessibility of child and adolescent health data is described as rather good, with the HBSC
study being identified as an extremely important source of information. In general, there seems
to be strong collaboration between the institutes that collect relevant data and political decision-
makers.

The quality of data collected was nevertheless questioned by several stakeholders. In particular,
stakeholders referred to the fact that there is no clear definition of indicators of data collection,
nor of who should collect the data and how they should be collected. Coordination is required to
streamline the data and ensure that collection and validation is carried out in an effective way
without slowing down the process. In particular, relevant institutes should be included in the
process from the beginning to ensure proper definition of indicators.

There seems to be a major problem in the reliability of data on minority groups; all stakeholders
agreed that this is an issue that needs to be addressed in the future.

Declarations and conventions

Children’s rights are not mentioned explicitly in the national programme, and it seems that
attention to, and respect for, children’s rights is lacking to a large extent in the health sector. A
national survey on children’s rights in hospitals confirms this.

One of the recommendations sent to the Ministry of Health from the national child conference
held in September 2006 was related to the lack of respect shown to children’s rights in hospitals
and in the health sector as a whole. A proposal was made to introduce an ombudsman on
children’s rights in Hungary, but without success. The capacity of health professionals to
incorporate the CRC into their daily work should be increased.

The MDGs are not widely known in Hungary: most stakeholders stated that the goals were not
integrated in the national strategy.

Other considerations

Health promotion is a central value of the European Strategy, but stakeholders claimed that
health promotion is still not an underpinning consideration within the health sector or within the
general population in Hungary. There does not seem to be a clear understanding of health
promotion as being fundamental to a national programme of child and adolescent health in
Hungary. This is reflected in the goals set out in the current programme: of 13 goals, 12 deal
with issues that are specific to health care. The programme deals with health promotion in a
different way, referring to health promoting projects of sectors working with social and
education affairs.

The programme is therefore “vertical” and is restricted to health care, but aspires to be
crosscutting by referring to other activities. This seems to be a deliberate decision made by the
developers of the strategy and reflects financial restrictions. It nevertheless causes ongoing
debates about the role of public health within the programme and how it is valued. It is important
to emphasize, however, that despite great political debate on the programme, there seems to be a
common understanding in Hungary that it is built on consensus among stakeholders:
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There is always a debate about the programme. It is a political debate between the stakeholders and
between the state and civil partners whether the programme should be vertical. But this programme
is a result of consensus (Ministry of Education).

There is a prevailing consensus among stakeholders that people largely accept and believe in the
content of the programme. Stakeholders state that the intentions and analysis of the programme
and the involvement of interested parties are perceived as being adequate and are viewed very
positively. In general, different actors stated that common interests determined the development
and implementation of the programme and that there are no significant tensions between the
agendas of the different stakeholders. Despite this, implementation has slowed down due to lack
of technical and financial coordination and the health reforms, which seems to bring many child
and adolescent health activities to a stop.

Some actors considered the four-year political cycle to be the main barrier to programme
implementation. Implementation of many programmes ceases while actors wait for a new cycle
to begin, because anticipated political changes are expected to drive fundamental changes within
each sector.

Several stakeholders emphasized the need for a clear financial structure for the implementation
process to reactivate the programme. This would ensure that the implementation plan was
realistic and could be directly sustained over a longer period of time. Without a clear statement
of budgetary allocations from each sector, the sustainability of the programme is fragile.

Implementation of the programme is currently continuing at local level, but local stakeholders
tend not to perceive their activity as part of the national programme. Professionals are therefore
being left alone to a large extent in implementing small parts of the programme with neither
funding nor guidance.

It is obvious to all stakeholders that health problems within different countries cannot be handled
in a uniform way and that the strategy has to be tailored to the specific needs of the population.
Several stakeholders emphasized the need for adapting the European Strategy to the Hungarian
situation and the special contextual factors of the country:

There is an old general thing, which is good for any country. Every country needs to recognize its
own needs and its own history, and its own way of handling things. We always come to the
conclusion that every country has to decide for itself (Institute of Public Health).

Summary of the Hungarian case study

This small country in central Europe was one of the pilot countries selected in 2004 for the
assessment of the draft European Strategy and related tools, resulting in strong collaboration
with the Regional Office.

Hungary has developed a national child and adolescent health and development strategy inspired
by the draft European Strategy. It was officially launched by the Prime Minister in November
2005. The national conference in September 2006 created an opportunity for national experts,
stakeholders and Regional Office representatives to compare the contents of the national strategy
document to the European Strategy.
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The final outcome of this workshop was a report with specific recommendations on how to
improve the national strategy by addressing existing gaps, such as the unsatisfactory level of
acknowledgement of children’s rights in health care and lack of participation of children and
adolescents in strategy development and implementation. Recommendations also focused on:
prioritizing strategy goals in a compatible way with the health care reform restrictions;
harmonization of the strategy with other programmes influencing child health; and the clear
definition and distribution of tasks among sectors and between national and regional-level
authorities. Hungary is currently implementing the national strategy, although the process slowed
down in 2007 due to the ongoing health system reforms.

Hungary is an industrialized country, which is an important determining factor in relation to the
nature of support received from international organizations. The case study narrative only
mentions the role of the Regional Office in terms of technical support offered and its financial
contribution to developing the national workshop, which was partly financed by the Hungarian
Ministry of Health. These activities were carried out under the terms of the previous BCA. With
regard to Hungary’s future expectations, European Union funds should play an increasingly
important role: social, health and education sectors are planning several joint actions under the
national programme against child poverty which are expected to receive European Union
funding.

The National Institute of Child Health was mandated by the Ministry of Health to introduce the
European Strategy in Hungary. The European Strategy and its tools were distributed through the
national workshop. The action tool was used to define national programme actions in response to
the main challenges for child and adolescent health and development, and the information tool is
being used to develop indicators. The applicability of the evaluation and gender tools in the
national process is currently being reviewed.

Among the main difficulties encountered was the slowing down of the national implementation
process in 2007 due to the ongoing health system reforms and consequent structural problems,
such as the lack of a unified budgetary allocation. Other barriers included difficulties in
coordination mechanisms (the advisory board is no longer functioning and intersectoral
collaboration is mainly based on informal relations).

Enabling factors include the expertise, enthusiasm and efforts of professionals and scientific
organizations working in child health care and results achieved by the National Institute of Child
Health, the Institute of Health Promotion and the Institute of Nutrition and Food Safety, although
there is not a clearly defined and institutionalized operational context. The Ministry of Health
has recently formally designated a child and adolescent health and development focal point at the
National Institute of Child Health as an outcome of the Regional Office country visit in
November 2007. Regional Office supervision and evaluation is considered a motivating factor
for the national implementation process.

Many actors claimed that there is political commitment in Hungary, as the national programme is
supported by the Government and was officially launched by the Prime Minister. Stakeholders
stated, however, that although verbal commitment has been expressed through numerous
strategies from different ministries, political support often evaporates when action is required.
The question seems to be about how to ensure political commitment throughout the
implementation phase: interviewees and participants of the roundtable discussion made several
suggestions in this regard.
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The national strategy in Hungary has a significant focus on health professions, but stakeholders
agreed that child and adolescent health is a general societal responsibility. There was a common
understanding among stakeholders that the ongoing health reforms draw attention from child and
adolescent health priorities.

In relation to youth participation, most of the actors claimed that the education sector has more
experience than the health sector, as students’ parliaments have been established. A large number
of NGOs within the health sector represent young people and debate issues relevant to them, but
there is little direct youth participation. Civil society was reported as being extremely active in
the country in the area of child and adolescent health.

The life-course approach is considered to be of significant importance in helping to address
neonatal and infant health, but there is a lack of attention on other age groups as a consequence.
Stakeholders agree that adolescents are the age group that receives least attention by far and, in
response to this problem, adolescent clinics have now been established.

Inequities in Hungary are mainly caused by territorial differences and by differences between
population groups, particularly relating to the Roma population.

Stakeholders stated that there is close collaboration between the Ministry of Education and
Ministry of Health, with health programmes being integrated within education programmes and
vice versa. The Ministry of Social Affairs is also collaborating on issues such as drug prevention.
It was mentioned that intersectoral collaboration is specifically important when projects are
funded by the European Union. The different sectors are not competing, but there seems to be
doubts about clear definitions of roles and responsibilities in the area of health promotion.

Most stakeholders perceived financial resources as being scarce in comparison to the resources
allocated to health in other European countries. This was highlighted within all disciplines and in
all professional alliances. Stakeholders identified the main problem as being how resources are
allocated and believed the solution is to fund additional resources outside of the government.
Resources from the European Union compensate to a large extent for the scarcity and inefficient
means of allocation of national resources.

Ongoing health reforms, as mentioned above, are greatly affecting the quality of, and access to,
health care services for children and adolescents.

The accessibility of child and adolescent health data is described as good and there seems to be
strong collaboration between the institutes that collect data and relevant political decision-
makers. The quality of collected data, however, apart from data on demographic issues, was
questioned by several stakeholders who expressed concerns about the unclear definition of
indicators and lack of clarity on responsibilities for data collection. The main problem identified
was the reliability of data on minority groups.

Stakeholders stated that attention to, and respect for, children’s rights in the health sector is
lacking to a large extent, as was confirmed by the results of a national survey on children’s rights
in hospitals. One of the recommendations of the national conference was related to this issue.
The MDGs are not widely known in Hungary.

The key challenge in Hungary is to respond to the different recommendations set out in the final
report of the national workshop. These address the need for improvement in: coordination
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mechanisms of the national process; youth and civil-sphere participation; the division of tasks
between sectors and national and regional authorities; and the abovementioned issue of assuring
more respect for children’s rights in the health sector.

Since implementation has come to a standstill, one of the most important tasks is to reactivate
programme implementation. It is a great asset that people seem to believe in the content of the
programme. This motivation can encourage stakeholders to take the programme forward. It is
vital that actors carrying out the tasks defined by the programme are not left alone with the
responsibility. Evaluation and follow-up on this work is therefore essential in creating awareness
and ownership of the programme.

Finally, the challenge of including health promotion in the programme and ensuring that it is not
only health care oriented could be met by referring extensively to other crosscutting activities
and other sectors and involving them in activity planning . This might create debate on public
health issues and thereby increase knowledge in the area.
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Case study — United Kingdom (Scotland)""

Background information on United Kingdom (Scotland)

United Kingdom (Scotland) (hereafter referred to as “Scotland”) is one of the four countries
making up the United Kingdom. It is a small country with a diverse geography and history. The
majority of the approximately five million population live in the major towns and cities,
particularly the “central belt” — the area of lowland Scotland stretching from the Clyde coast in
the west through Glasgow and to Edinburgh in the east. A significant proportion, however, live
in the many remote and rural areas found across the Highlands and Islands.

Many periods of migration have shaped the population today. Migration from and within
Scotland has been largely economically driven, with many leaving Scotland altogether during the
Highland clearances or moving to the industrial areas of the central belt. The north west is
traditionally the area where Gaelic is spoken, and there is a strong Celtic tradition. The east of
the country has been heavily influenced by ancient Scandinavian invasion and migration. There
has been movement between Scotland and Ireland over many centuries, most significantly with a
massive influx of Irish immigrants during the1840s, especially to Glasgow. Many other migrants
have settled since then — Italians in the late nineteenth and early 20th centuries, followed by
Chinese and many from the Indian subcontinent. Now in the early 21st century, there is
immigration from the former Soviet bloc, particularly Poland, alongside refugees and asylum
seekers from many other countries. As a result, there are currently over 40 languages spoken in
Scotland.

Like many small countries with a large neighbour, Scotland’s relationship with England has not
always run smoothly, although there was an eventual union of the parliaments in 1707. Scotland
has retained its own legal, education, religious and financial systems through to the present day,
with the Scottish Parliament reconvened in 1999 as part of the devolution settlement within the
United Kingdom. The Parliament has responsibility for health (among other things).

There has been considerable research and debate about the poor health of Scotland compared to
the rest of the United Kingdom and other parts of western Europe. Trends show that the rates of
improvement in Scotland are similar to that elsewhere in the United Kingdom, but the actual
prevalances of poor health remain higher in Scotland. The average figures mask major
inequalities. More-affluent Scots enjoy good health, unlike those in the country’s many
disadvantaged areas, particularly in the west of Scotland, as was recently demonstrated by the
WHO report on the social determinants of health (1). Similarly, an OECD review of

education (2) indicated many strengths in state-provided education, but noted major problems for
those from less-affluent backgrounds that became more marked during secondary education.

The poor health of sections of the population, especially in more economically disadvantaged
areas, has been of concern for many years, and indeed was probably first noted by city medical
officers of health in the 19th century. Numerous attempts have been made to change the
situation, often by physical regeneration with major housing developments between the World
Wars and, less successfully, in the 1960s. More broadly based regeneration partnership and
policy drivers continue today, but inequalities in health outcomes persist, with concerns that they
are increasing for some conditions and parts of the population. A number of factors have been

Vil United Kingdom (Scotland) does not have a separate strategy for child and adolescent health, but has used the
European Strategy action tool to create a framework for children in the country.
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put forward to explain whether the continuing problems are due to a “Scottish effect”, as it
would appear that they cannot be explained by health behaviours (such as smoking rates) or
poverty alone. Such explanations range from the major impact of deindustrialisation, to specific
population movements and employment patterns, through to the effect of latitude and climate on
vitamin D levels.

Whatever the explanations, health policy in Scotland is currently strongly focused on
inequalities. As will be apparent in this case study, recent policy demonstrates an increasing
emphasis on the importance of health in childhood and adolescence.

Case study narrative

Overview

Initiation of the national implementation process

The use of the European Strategy in Scotland was initiated by the Children and Young People’s
Health Support Group (CYPHSG), which advises health ministers. The group had consulted on a
proposed action plan for children and young people’s health in early 2006 and the response
indicated the need to strengthen the health improvement content of the plans. CYPHSG set up a
subgroup to review health improvement policy and action and approved the use of the European
Strategy framework and tools for this purpose.

Funding and resource mobilization mechanisms

Government funding for the National Health Service (NHS) in Scotland is decided at the time of
spending reviews carried out across government every three years. The total allocation of
funding is therefore a top-level political decision based on information provided by government
departments on historic spend and future needs. The allocation is then refined in an annual
budget which reflects the costs of existing services, developments required by policy, issues
resulting from staff pay negotiations and any efficiency savings required across government.

A formula based on demographics and deprivation is used to calculate the annual allocation of
funding to the 14 territorial health boards and 5 special health boards in Scotland who deliver
services. These boards are accountable to the Cabinet Secretary for Health and Wellbeing
through the Chief Executive of NHS Scotland for the delivery of services and the achievement of
national targets on health, efficiency, access and treatment (HEAT targets). The current targets
include breastfeeding, healthy weight in children and child oral health.

Main actors in the development of the national strategy

Education is the lead sector for children and young people, with the Scottish Government
Education Directorate being responsible for involving colleagues from other departments and
external agencies in developing strategy for children and young people. The policy direction is
set by the strategy Getting it right for every child (3). The post of a Minister for Early Years was
created in 2007 within the team of the Cabinet Secretary for Education, Children and Lifelong
Learning.

The CYPHSG has a role in advising health ministers. Subgroups are set up for specific purposes,
and these may co-opt members. Group membership is mainly drawn from the health sector, but
with participation from other sectors. Membership has expanded in the last few years to include
a wider cross-section of representatives who are recruited by nomination from their national
body or professional organization.
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Background and national context

The structures and policies that make up child and adolescent health strategy in Scotland derive
from the foundation of the NHS 60 years ago. Provided through taxation, the service was
intended to be free at point of need and promoting health was seen as a key aim. Despite many
changes and developments, these fundamental principles remain and are strongly supported by
the general public.

The existence over 60 years of a health care system funded by taxation means that many things
are taken for granted and accepted as the “norm” in Scotland. Examples include the use of
obstetric services and universal immunization programmes with high rates of uptake, access to
free consultations with primary care services and professionals such as general practitioners, and
immediate access to helplines and accident and emergency services.

Following devolution and the re-establishment of a Scottish Parliament in 1999, health policy
has been a key responsibility of government in Scotland, although there are joint committees
across the four United Kingdom home countries on issues such as immunization and screening.

Delivering a healthy future: an action framework for children and young people’s health (4)
(hereafter referred to as the Action Framework) was published in 2007 as the action plan for
health services. National health policy was defined in 2007 in Better health, better care: action
plan (5), which has a strong emphasis on children and young people under the theme of “best
possible start”. Most recently (spring 2008), legislation that sets nutritional standards for schools
has been passed, embedding health promoting schools in legislation. Current developments
include the proposals for an Early Years Framework and the development of a Ministerial Task
Force on Inequalities in Health, both of which will report in 2008.

Following the change of government in 2007, government departments, including health, have
been restructured. A concordat was signed in 2007 between central and local government with
agreed national outcomes (for children and adolescents these are that: our children have the best
start in life and are ready to succeed; our young people are successful learners, confident
individuals, effective contributors and responsible citizens; and we improve the life chances of
children, young people and families art risk). All local authorities now have individual single-
outcome agreements with central government using indicators that demonstrate national
outcomes. This represents a major change in the mechanisms of government in Scotland.

Introduction and dissemination of the European Strategy

As the national agency for improving health in Scotland, NHS Health Scotland has long-standing
links with WHO. It has had collaborating centre status with WHO over many years, initially
developing from health promoting schools work. It also hosts the coordination of the WHO
Health Promoting Hospitals (HPH) initiative in Scotland and supports the Royal Hospital for
Sick Children in Edinburgh as a “hub” paediatric hospital to represent Scotland on the HPH
Child and Adolescent Health Task Force. The health improvement representative on CYPHSG is
from NHS Health Scotland. As a result of these links, NHS Health Scotland was aware of the
European Strategy and proposed its use to review health improvement aspects of the Action
Framework in Scotland (4).
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Main outcomes of the national workshop

No national or local workshops or training courses have been organized specifically on the
European Strategy, but workshops have taken place on, for example, developing the national
delivery plan for specialist services for children and young people (6).

Distribution of the European Strategy document and related tools

The European Strategy has been distributed in Scotland through the HPH “hub” paediatric
hospital. NHS Health Scotland, as a WHO collaborating centre, hosts the HPH coordination and
has a representative on the CYPHSG.

Description of existing national strategy before September 2005

There was no child and adolescent health strategy as such prior to 2005, but many components
were in place either within education or health policy, and these could be interpreted as
constituting a national strategy.

Policy in 2005 derived from the education department document For Scotland’s children (7),
which identifies the need to:

. consider children’s services as a single-service system
. establish a joint children’s service plan

. ensure inclusive access to universal services

. coordinate needs assessment

. coordinate intervention

. target services.

Health for all children (8) (known as Hall 4) is a United Kingdom-wide evidence-based
framework for the assessment, support and monitoring of children’s health from birth through to
adolescence. Scottish guidance was developed in 2005 (9), which addresses the universal core
programme for child health screening and surveillance. A process of review of the
implementation is now underway, reporting to CYPHSG. Key to this is the national information
databases covering the child health surveillance programme within Hall 4.

The broader children and young people’s agenda has developed at national level under the
former Scottish Executive’s Children and Young People Delivery Group, a cross-government
group of ministers. This led to two key strands of policy: Getting it right for every child (3) and
the Action Framework (4).

The education-led multi-agency strategy Getting it right for every child (3) lays out the
principles for putting the child at the centre of education by:

. providing a focus on improving outcomes for children, young people and their families
based on a shared understanding of well-being;

. creating an integral role for children, young people and families and those with a relevant
interest in reaching the decisions that affect children’s lives as part of assessment, planning
and intervention;

. maximizing the skilled workforce within universal services to address concerns at the
earliest point possible, bringing others around them as needed;
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. developing a common approach to gaining consent and sharing information where
appropriate;

. developing a coordinated and unified approach to identifying concerns, assessing needs,

agreeing actions and outcomes based on indicators of well-being;

. streamlining planning, assessment and decision-making processes to enable children to
access the right help at the right time;

. developing high standards of cooperation, joint working and communication when more
than one agency needs to be involved;

. developing a confident and competent workforce in the statutory universal and targeted
services and in the independent sector;

. appointing a lead professional to coordinate and monitor multiagency activity where
necessary; and

. creating the capacity to share demographic, assessment, planning and outcome information
electronically within and across agency boundaries through the national eCare programme,
where appropriate

Key to this work is the protection of children and developing single shared assessments and
plans for children which bring together relevant agencies across all sectors. A number of
pathfinder sites are being supported across Scotland to develop tool kits, protocols and good
practice. There is active communication across Scotland on these developments with regional
roadshows and a regular newsletter.

The Action Framework (4) was developed by CYPHSG during 2005/2006. It sets out a
comprehensive series of actions that mainly focus on the delivery of health services, and covers:

. provision of local care

. emergency care

. hospital services

. specialist services (now part of a further review (6))
. child and adolescent mental health

. children with complex needs

. remote and rural care.

This document acknowledged its own limitations in taking forward the health improvement
agenda for children and young people, and these were confirmed by responses to the consultation
in summer 2006.

National experiences of the development process

National development process up to October 2007: main actions, outcomes and
international support

In support of its desire to ensure a coordinated and comprehensive approach to children and
young people’s health, the CYPHSG established a working group in November 2006 to make
recommendations by March 2007 on the priorities for health improvement for children and
young people. The working group took a broad approach in its interpretation of improving
children and young people’s health.
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The key tasks of the working group were to:

. consider health improvement issues raised in response to the Action Framework to inform
a mapping of policies relevant for children and young people’s health improvement;

. map key policy streams and initiatives relevant to the health improvement of children and
young people (and identify any gaps);
. use the European Strategy and its related tools to facilitate this process; and

. make recommendations on priorities to the CYPHSG in March 2007 and report on the
process to WHO.

The membership of the working group reflected the breadth of health determinants (and
therefore interests relevant for health improvement). Members were predominantly drawn from
the CYPHSG but also included individuals with relevant expertise, particularly in health
improvement and mental health.

The mapping exercise taken forward by the working group showed that Scotland has clear areas
of strength in all seven priority areas defined in the European Strategy action tool (Box 2).

Box 2. Performance in Scotland against action tool priority areas
Priority area 1, Mother and Neonates Scotland meets the standards outlined in the action tool
and is in a strong position.

Priority area 2, Nutrition; Priority area 3, Communicable Diseases; Priority area 6,
Injuries and Violence Hall 4 provides an integrated and effective policy context for children
and young people’s health covering these priority areas. Under the “Nutrition” priority area, the
Action plan for improving oral health and modernising NHS dental services in Scotland (10) was
identified as providing clear direction and resources. Scotland meets all the recommendations
outlined under Priority 3, “Communicable Diseases”, which includes immunization, surveillance
and management of the most common infant and child infectious diseases

Priority area 4, Physical Environment Scotland demonstrates a comprehensive legal and
policy framework that meets the recommended actions.

Priority area 5, Adolescent Health; Priority area 7, Psychosocial Development and Mental
Health Recent policy developments such as Getting it right for every child (3) and Curriculum
for excellence (11), a major review of the school curriculum for ages 3—18, were identified in the
mapping exercise as important foundations for future developments in these areas.

Priority area 6, Injuries and Violence A range of acts such as the Children’s (Scotland) Act
1995, the Protection of Children (Scotland) Act 2003 and the forthcoming Protection of
Vulnerable Groups Bill and Children’s Services Bill will provide the necessary legislative
support.
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The mapping exercise also identified areas where there was a need to fill gaps and strengthen
existing provision:

. infant and parental mental health was not explicitly addressed in pregnancy/newborn
services, other than postnatal depression;

. a best practice review was required for preconception and pregnancy nutrition
programmes;

. a healthy weight strategy was needed for children and young people;

. issues around access and equity were identified in relation to sexually transmitted
infections and foetal anomaly services;

. the need for better identification and support of substance misuse in pregnancy was raised;

. an implementation strategy following the passing of the Health Promoting Schools Bill
was anticipated;

. antibullying policies were perceived as not working and in need of review and
development;

. disadvantaged young women were identified as accessing antenatal care late and in a

limited way, and this was seen as an area requiring urgent intervention;

. primary care services need adaptation to meet the needs of young people and families with
multiple problems, with the current situation being seen as contributing to poor outcomes
for disadvantaged children;

. confidential and accessible services for young people are needed;

. the voluntary code on alcohol advertising was perceived as not wholly effective.

The working group’s report contained recommendations on health improvement support for
families, improved accessibility for, and engagement with, young people, developing life skills
and resilience in children and young people, and building the capacity of those who care for
them (families and professionals) to support this agenda.

The recommendations were reported back to CYPHSG and to Ministers for consideration in June
2007. This coincided with a change of Scottish Government (May 2007) which provided an
opportunity to review health policy. Although there has been no formal adoption of the
recommendations of the working group, it is apparent that many of the recommendations have
progressed and become integrated into policy and, in some cases, practice.

Influencing factors

There has been a cultural shift in recent years in Scotland. The key factor in this is probably
changes in funding for children’s services following wide public consultation in the early part of
the decade. Funding changes have been influential in encouraging local integration of services
within local authority areas in conjunction with health boards and the development of children’s
service plans. These plans are perceived as having led to stronger and more coordinated services
for children and have driven the creation of key professional posts in health (child health
commissioners) and local authorities (children’s services managers). More recently, the process
has been further enhanced by the reorganization of primary health care services into community
health partnerships (CHPs), with the majority covering the same geographical areas as local
authorities and having an obligation to involve partner agencies, including the voluntary sector,
in their work.
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There have been two significant legislative changes in recent years. Scotland was the first of the
four United Kingdom countries to implement legislation for smoke-free public places, a key
health improvement initiative. The legislation has been well received and successfully
implemented and has achieved immediate beneficial health outcomes. In addition, health
promoting schools, which were already well established in Scotland, are now embedded in
legislation which has a strong emphasis on nutrition and physical activity.

The general impact of these legislative changes is seen as having created a favourable climate for
action to improve health. The complexity of influences on child health, however, poses a
challenge, particularly in relation to broader cultural influences created by, for instance, the food
industry and advertising.

Use and applicability of the European Strategy tools
The working group commented that the European Strategy and tools were very useful when
undertaking their tasks.

Full use was made of the action tool in developing key areas for action and recommendations.
The Health Improvement Subgroup undertook a policy mapping exercise by using the structure
of the action tool and adding an additional column in which gaps could be highlighted.

The assessment and information tools were not used by the subgroup in developing
recommendations, but the information tool was used for discussion during the development of
the case study.

The gender tool was not available at the time the subgroup was working

An overall picture has emerged of overlapping areas of development with stakeholders accessing
the same reports and research, including the European Strategy. Influences from this work are
not always articulated but can be identified; they have influenced, for instance, the ongoing work
plan of CYPHSG and others, which clearly support the European Strategy’s key objectives.

Use of experiences from other countries

Experiences from other countries were not used by the subgroup. Subsequent discussions have
suggested that this was a weakness and that Scotland has much to learn from other countries,
particularly about developing a child-friendly culture and parenting.

Main lessons learnt from the national implementation process up to October 2007
Subgroup work The European Strategy was seen as setting the context and the use of the tools
provided structure to focused tasks. Together, they enabled strengths and weaknesses to be
identified, which influenced the formulation of recommendations. Using the tools effectively
does, however, take time.

The endorsement of CYPHSG was important in ensuring the involvement of key players and use
of the tools, meaning that although the recommendations were finalized at a time of political
change, they have still been taken forward.
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Case study process As in the subgroup work, the European Strategy was seen to have great value

in the case study process. Some concern was expressed that while the European Strategy may be
interesting, it might not be helpful, as it does not relate specifically to the situation in Scotland.
On the whole, however, interviewees endorsed its use and the use of the CRC. Their impact was
seen as being largely beneficial, although waiting for international or national developments can
compromise the speed of local work.

The case study process has brought people together from a wide range of agencies and
professions and enabled reflection on the broader issues surrounding child and adolescent health
in Scotland. It has emphasized the importance of multidisciplinary and multisectoral work at
national level in managing tensions between sectors and has both reinforced strengths and
indicated weaknesses.

Individuals reflected on the impact of the case study process on themselves and noted that they
had learnt the value and usefulness of working with complexity and in valuing their own
contribution, which has led to increased confidence and more-effective local developments.

Working with the European Strategy reinforced the value of a coordinated life-course approach,
while demonstrating the difficulty of following work through at a time of political change.

Future actions

The recommendations are relevant to several areas of current health policy, all of which have
working groups which involve members of CYPHSG and the health improvement subgroup.

The mental health of children and young people: a framework for promotion, prevention
and care (12).

The Ministerial Task Force on Inequalities in Health, whose report, Equally well (13),
places a major emphasis on the very early years and on young people.

The action plan for the NHS, Better health, better care (5), was the subject of a rapid and
wide consultation in late 2007 to which CYPHSG and NHS Health Scotland fed in detailed
responses. The section “Best possible start” places a strong emphasis on the early years
and vulnerable groups and supports the implementation of pre-existing work.

Policy aimed at improving poor outcomes for children and young people who have been in
the care of the state (14), with a specific workstream for health and well-being.

The development of an early years framework (15) led by the Positive Futures team within
the Government Education Directorate. The lead officer for this was the education
department representative on the CYPHSG Health Improvement Subgroup. Key themes in
the consultation document are: parenting, community support, integrated services and
workforce development.

Another education development that is expected to impact on health is the Curriculum for
excellence (11), a major review of the curriculum for ages 3—18. Health and well-being is one of
the compulsory strands to be covered by all education practitioners, covering mental, emotional,
social and physical well-being, health promoting schools, physical education, physical activity
and sport, food and health, substance misuse and relationships, and sexual health and
parenthood.
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Two main areas of work have been taken forward by NHS Health Scotland. The first is the
further development of “Walk the talk”, an initiative aimed at making primary care services
more accessible to young people. This project has supported and compiled good practice, run a
national conference, developed a web site and produced a DVD by young people on their views
of services.

The second piece of work has been with children and young people who have been in the care of
the state (looked after and accommodated children and young people) which has included
research on the knowledge and understanding of improving health of different groups of staff
and a comprehensive resource pack on health for staff in residential care settings.

The recommendations of the subgroup report and their implications for NHS Health Scotland
were taken to the organization’s board in July and November 2007, and approval was given for
expanding capacity to work on children and young people’s health.

A further work area is exploring the links between environment and health. Through its work to
develop a strategic framework for environment and health, Scotland is taking steps to look in
new ways at the relationship between environment and health and use the product of this analysis
to better inform policy. The contribution this will make to securing a physical environment
which is safe, hazard free and genuinely promoting of health and well-being is intended to be of
benefit to all age groups, but the focus for a three-year initial prototype phase of the work will be
the health of children from preconception to eight years, seeking to better understand and address
the environmental determinants of four key health outcomes in this age group:

. asthma

. unintentional injury

. mental health and well-being
. obesity.

The work has strong links to Children’s Environment and Health Action Plan for Europe (16).

Next steps and key challenges of the national implementation process

The next steps in the national implementation process relate to actions across a range of different
policies. The challenge is to ensure that the key areas identified move forward in harmony and
that coordination and support for implementation and review are in place. While there is a great
willingness to move forward, the need to take time to involve practitioners to ensure policy is
feasible and locally effective and to put in place a proactive and comprehensive implementation
strategy was emphasized in discussion.

Participants expressed the view that much remains to be done, particularly with regard to
inequalities, parenting, mental well-being and workforce development.

Planned future actions, expected outcomes and international support needed

Specific recommendations from the subgroup and broader child and adolescent health issues are
being taken forward in Scotland through a wide range of policies involving the health and
education sectors.

WHO has been asked to present the Scottish case study in the context of broader European work
on child and adolescent health strategies to CYPHSG and others to inform further development.
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Case study contact

Ann Kerr

Team Leader Healthy Living, NHS Health Scotland
Elphinstone House

65 West Regent Street

Glasgow G2 2AF

United Kingdom

Tel: +44 141 354 2900
Fax: +44 141 354 2901
E-mail: ann.kerr@health.scot.nhs.uk

Analysis of interviews and roundtable discussions

Political commitment

Political commitment was seen as strong. Participants in the interviews and roundtables were
unanimous that in general, the policy direction was extremely favourable to the health of
children and young people. It was noted, however, that major changes in government,
particularly the concordat between central and local government, were still to be tested.
Implementation of policy, evidence of demonstrable action and beneficial effect and
commitment to follow policy through are crucial.

The major changes brought in by the concordat on national outcomes were supported by
participants, as they have increased the emphasis on joint working and created a focus on
outcomes rather than activity. The outcomes have received support, as have the range of
indicators provided, as they enable some local flexibility. In general, it was felt that it is too early
to see if these major changes will be effective.

A key limiting factor is seen as the difficulty in developing new services, or redesigning old
ones, without specific transition funding. In the past, this has come from central government, but
with the concordat such “ring-fencing” (or protecting) of funds no longer happens. Mechanisms
and funding to support implementation were not seen as being clear or “tried and tested”, and
this has implications for achieving the partnerships, shared agendas and budgets across sectors to
achieve the overarching aims.

The leading role of key individuals was noted, in particular the current Chief Medical Officer in
Scotland whose most recent report focused on child health and who made a major contribution to
the development of the Ministerial Task Force on Inequalities in Health and the resulting report
Equally well (13). The importance of the very early years is seen as crucial within this work.
Interviewees saw this level of commitment as important in supporting future work.
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The guiding principles

Youth participation
Good examples of young people’s participation were cited, including:

. Young Scot, a national organization which receives sponsorship from NHS Health
Scotland and the Scottish Government, has developed mechanisms for consultation and
involvement (such as web based consultation) which are well regarded and frequently used
by young people;

. the Scottish Youth Parliament, a nationally representative body with a health committee
who are routinely involved in consultations;

. Dialogue Youth, a local authority-based system set up to improve dialogue with young
people in Scotland;

. a joint project between the Children and Young People’s Commissioner and NHS
Education for Scotland which has set up a Young People’s Health Advisory Group that has
been used in developing guidance in areas such as adolescent care;

. pre-existing groups of young people who took part in an early-stage conference related to
the European Strategy; and

. young people have been involved in developing the Getting it right for every child
strategy (3) and the planning for two new children’s hospitals (due to open in 2013).

It was noted that there is no youth participation in CYPHSG, and young people’s lack of
involvement in the development and dissemination of research should be addressed.

Participation of civil society

The view was that the national strategy on patient and public involvement has had an effect, and
that public participation has now become a routine element of services. This is usually at the
consultation stage, although the churches were actively involved in development of the sexual
health strategy.

Public involvement in health services should be subject to ongoing review and good practice on
working with children and young people should be embedded in approaches to encouraging civil
participation, it was felt.

Life-course approach

There is not a well-articulated or comprehensive life-course approach evident within Scotland.
There is a focus on many life stages, but this has not developed as part of a planned life-course
approach; rather, it has emerged in responses to particular health issues, with the age or life stage
of affected individuals being considered secondary.

Scotland has long-standing maternal and infant health policy which is subject to periodic review.
The need to ensure that services reach young mothers and mothers in deprived areas, for
instance, is currently being looked at, as is the need to address high levels of smoking in
pregnancy and low rates of breastfeeding. The lack of emphasis on policy on fathers, however,
was noted by interviewees. The policy lead on parenting lies within the education sector, but the
need for a strategic focus on parenting and health was identified, particularly in relation to
achieving consensus around parenting programmes used by health professionals.
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Strong views were expressed on the need to focus on the very early years (children who are
under two years). Interviewees were worried that with education being designated as the lead
sector for children, the importance of the very early years for health in the short and long term
may not receive the emphasis it should. One interviewee defined the importance of these early
stages of life as being “mission critical”. Collaboration between the education and health sectors
was seen as being active once the initial direction has been set, rather than the sectors getting
together to develop joint policy. This could be compounded by the different ways in which the
sectors operate, with the education sector using systems of inspection, and the health sector
adopting evidence-based standards and audits. Interviewees noted that the health sector had a
responsibility to demonstrate the strength of the evidence to influence strategy, policy and
investment in the earliest stages of life.

A gap area for health services was also seen for the 5—12 age group. The development of health
promoting schools was valued and the health and well-being strand of Curriculum for

excellence (11) was considered important. Long-term care of children with complex health
needs, particularly as they reach adolescence, was of much concern to health care practitioners
from all professions. The needs of adolescents within specialist care and primary care are
currently being addressed through, for example, the age-appropriate care section of the National
delivery plan for children and young people’s specialist services in Scotland: draft for
consultation (6), but there was a recognition that much of the work focusing on young people has
had a rather negative preoccupation with lifestyle.

It was noted that it is important to focus on transitions within a life-course approach, particularly
the existing service gap between school and adult life. In general, a longer-term approach to
planning and coordination across the lifespan could be valuable.

Equity

Issues related to inequities were of major concern, with socioeconomic deprivation identified as
the greatest challenge. The scale of deprivation in some areas of the country is such that it was
perceived as almost creating a social underclass in which disadvantage is entrenched. Specific
groups were highlighted as vulnerable: young parents, and children in families affected by
domestic abuse and substance misuse. The report on children and young people cared for by the
state, Looked after children and young people. We can and must do better (14), is addressing the

needs of children in the care of local authorities and broader inequalities in health will be
addressed by Equally well (13).

Gender

Gender issues were raised with respect to girls’ and young women’s lifestyles, where it was
noted that there are many aspects (smoking, alcohol, mental well-being, impact of early puberty,
increase in referrals to children’s panels) where they fare much worse than boys.

Intersectoral action

The general view was that there was good multiagency involvement in strategic work,
particularly at local level through CHPs. The new collaboration between the Scottish
Government and local authorities in the early years framework (15) is seen as changing ways of
collaboration at national level.
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It is clear that the voluntary sector is actively involved, but representatives from the voluntary
sector indicated that their contributions were being spread across many committees and groups
with no overall coordination. This was characterized by one participant as the voluntary sector
“being at all the right tables, but with no single, overall table”.

Links between research and policy were discussed, with the suggestion that academic researchers
could do more to disseminate their findings to policy-makers.

Improving health systems

Coordination

It was felt that CYPHSG was the nearest thing Scotland had to a national strategy group, but
interviewees noted that its role was advisory. It was seen as developing proposals around key
areas rather than acting as a group with an overarching responsibility for strategy. It was noted
that general practitioners (GPs) are not represented on the group, yet consultation with very
young children and their families forms a major proportion of the workload in general practice.

The interviews indicated a key strength in that all the relevant agencies and people were involved
in developing policy. Interviewees expressed concern at the lack of an articulated prioritization
process for policy and the range of drivers that impact on health policy in Scotland. Some
described the situation as “maintaining the status quo until something happens”, such as a health
incident or media coverage of a health issue. In this sense, policy can be reactive rather than
proactive. This suggests a need to establish a formal system of coordination and review. Despite
this, recent major developments include healthy weight interventions for children, the
appointment of a national maternal and infant nutrition co-ordinator and inspection for child
protection services.

Although the subgroup work noted the policies on violence and injuries, the view was taken that
given the rates of injury and violence related to injury in Scotland, there would be benefit in a
comprehensive strategy on this issue.

Stewardship

A number of systems are in place to manage and review the quality and standards of health care
in Scotland. Ultimately, the NHS in Scotland is accountable to the government minister and the
parliament. All health board member appointments are subject to ministerial approval, and each
area health board has local authority representation. Additionally, each CHP within health board
areas has a local board in partnership with the local authority and patient representatives. All
boards have committees for clinical governance and systems of quality assurance and audit.

At national level, NHS Quality Improvement Scotland (QIS) has a leadership role. Specifically,
QIS sets national standards for a range of services, such as for screening services, provides
guidelines in areas like oral health in children), carries out health technology assessments and
develops best practice statements. It also oversees a national process of peer and lay review
against standards. Independent audit is carried out by Audit Scotland, and national targets for
performance management are set by the Scottish Government.

The national systems of inspection of education and care are separate, but also impact on the
health and well-being of children.
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Financing

Strong financial support has been given to the review of specialist services for children and the
development of new children’s hospitals, and is being attached to some of the HEAT targets that
relate to child health. In contrast, however, some national health policies, such as the strategy for
child and adolescent mental health, do not have funding attached.

Generally, it was felt that children’s services lacked power in relation to competing for funding
with adult services. It was noted that the main recipients of funding tend to be services associated
with national targets, such as those which have an impact on reducing waiting times, rather than
child health.

Health services

The key strength is that health services are free to children and young people (up to the age of
16, or 18 if in full-time education; full-time students over 18 years are entitled to reduced fees
where fees exist, such as for dental treatment). It was noted, however, that uptake of services by
vulnerable groups is poor, and that young people generally do not access services.

Participants were able to identify gaps in health services. It was felt that although the quality of
services on the whole was good, provision of services varies across the country, often reflecting
geographical constraints and specific cross-boundary issues between health board areas. In
general, it was the most vulnerable populations who were losing out, with a major service gap
being identified in child and adolescent mental health services.

All interviewees commented on the key strengths of the workforce, with particular
acknowledgement of: the commitment of staff; the establishment of the Royal College of
Paediatrics and Child Health; the creation of consultant-level posts in midwifery and the allied
health professions; and the growth in posts that are jointly funded by health and local
government. A number of current workforce issues were, however, raised as being critical for
child health, including:

. the review of nursing in the community in Scotland (17), through which pilot sites are
testing the amalgamation of existing nursing roles; the process was seen as threatening to
the current role of health visitors in working with families with young children;

. proposals for changes in school nursing and the development of a school health resource;
and
. changes in general practice which mean that fewer GPs will have experience in paediatrics.

These workforce changes are being accompanied by changes in practice, such as child health
surveillance programme alterations following the Hall 4 guidance (9). Anecdotal evidence
indicates that families assessed under this system that had been identified at an early stage as not
needing additional support were being referred for therapy at a later stage.

The importance of the wider early years focus is expected to be developed by the early years
framework (15).

Managed clinical networks (MCNs) which draw together clinicians working in different areas
who have the same remit have been established in recent years. MCNs may be locally for
common health issues, but are set up on a regional or national basis for specialties such as
paediatric cardiac surgery, renal surgery and cleft lip. The configuration of these has formed part
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of the National delivery plan for children and young people’s specialist services in Scotland:
draft for consultation (6). Care pathways across services and individual care plans have been
developed alongside this approach.

Information systems

A clear distinction was made between national and individual data systems. National data
systems were seen as a key strength. Basic demographic information is held by the Office of the
Registrar General for Scotland, which retains records of all births, deaths and marriages and
holds the decennial census information. The main source of routine health information is the
NHS Information Services Division (ISD) and much of the information profiled in the
information tool is collected by ISD. Although there were some concerns about how well some
of the databases were completed locally, they were seen as providing consistent and
comprehensive information over time.

Most ISD information can be disaggregated by age and sex, and most data include the patient’s
postcode, which allows calculation of deprivation status based on the immediate locality. This
can be used instead of an individual’s socioeconomic status. Systems include immunization and
screening databases and pregnancy, maternal and child health information. Further information is
available through regular surveys such as the Scottish Health Survey. Information on educational
attainment is collected by individual local authorities and submitted to government.

The aim in Getting it right for every child (3) of creating a single shared assessment was viewed
as critical. There is a framework for integrated assessment, but as yet recording systems do not
support it. The problems of sharing data remain despite national initiatives.

Declarations and conventions

The MDGs were not recognized by interviewees and are not generally referenced in Scottish
policy for children.

The Office of the Children and Young People’s Commissioner was set up in 2004 with a key
remit to take an overview of children’s rights in Scotland. It has reviewed the implementation of
the CRC and has a major role in researching and reporting on specific issues. The
Commissioner’s reports are well regarded, well publicized and influential. Most policy for
children and young people refers explicitly to the CRC.
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Summary of the United Kingdom (Scotland) case study

An overall picture has emerged of overlapping areas of development with common stakeholders
accessing the same reports and research, one of these being the European Strategy. Influences
from this work are not always articulated but can be identified as influencing the ongoing work
plan of CYPHSG and others. Current work clearly supports the European Strategy key
objectives

In terms of implementation of a child and adolescent health strategy, the picture is mixed. There
are many strong areas, a highly committed workforce and a collection of major policy and
legislative initiatives, some of which are long standing and well implemented, and some of
which have yet to be implemented. There are systems of data collection, performance
management and standard setting in place which should enable impact of policy to be measured
and reviewed. The use of the tools and the case study, however, indicated gap areas and
concerns.
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Case study — Uzbekistan

Background information on Uzbekistan

Uzbekistan is located in central Asia. Recent estimates suggest the total population is 27 million,
which represents growth of more than more double since the 1970s. High population growth
rates have gradually decreased, with population growth in 2005 being 1.5%. This slowdown can
be primarily attributed to decreasing birth and fertility rates, as death rates have slightly
declined (1).

Declining population growth is reflected in a changing demographic structure and age—
dependency ratio. The share of the population aged 0—14 decreased from 45% in 1970 to 33.2%
in 2005, while the age—dependency ratio declined by 40% over the same period. The population
over 65 years of age has also decreased, although the overall demographic trends imply an
ageing of Uzbekistan’s population in the long term (1).

Poverty in children is very high in Uzbekistan, with an estimated 50% of the child population
experiencing poverty in 2002/2003. The under-five mortality rate has slowly decreased from
1990, although it is still very high (as is the case in other countries in central Asia). It decreased
from 79 deaths per 1000 births in 1990 to 69 per 1000 in 2003.

The nutritional status of children is also a worrying issue, particularly in rural areas, where an
estimated 37% of the population lives. There is a strong interaction in rural areas between food
availability, nutritional practices and knowledge and poor sanitation. As UNICEF has

reported (2), concentrations of micronutrient deficiencies are particularly high in certain areas,
such as the Aral Sea in Uzbekistan and Kazakhstan, where they are linked to lack of safe water
and poor sanitation. UNICEF also states that the health examination survey carried out in 2002
in Uzbekistan found that over half of the children aged less than three years were anaemic, but
that this applied to only 20% of those in the capital city, Tashkent. The survey also indicated that
53% of children aged 6—59 months suffered from vitamin A deficiency, while earlier studies
carried out in a district next to the Aral Sea had shown a level of about 40%. The UNICEF report
goes on to state that between one third and one half of young children in Azerbaijan, Georgia,
Kazakhstan, Tajikistan and Uzbekistan suffer from iron-deficiency anaemia.

This is an issue of particular concern and has been included in the BCA between the Ministry of
Health of Uzbekistan and the Regional Office for 2008/2009. The BCA established specific
objectives relevant to child and adolescent health, namely “stewardship function strengthened for
improving access, quality and use of maternal, newborn, child and adolescent health care
services” and “strengthened services for effective maternal, perinatal, newborn, child and
adolescent care through continuum of care and primary health care approach”.
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Case study narrative

Overview

Initiation of the national implementation process

Health and education of children and young people have been priority areas for the Government
of Uzbekistan since independence was achieved in 1991. Uzbekistan has committed to achieving
the MDGs, of which several are directly or indirectly concerned with child and adolescent health
and development.

After the adoption of the European Strategy by WHO in September 2005, the Ministry of Health
initiated a process of national child and adolescent health and development strategy
development. Developing the strategy is seen as an important activity in guiding and supporting
work in Uzbekistan aimed at achieving the MDGs.

There was no comprehensive child and adolescent health and development strategy in
Uzbekistan until 2007, but policies on maternal and newborn care had been developed, including
“Making pregnancy safer” and “Integrated management of childhood illness and breastfeeding”.
The Regional Office and the WHO Country Office have provided support and technical
assistance to the Uzbek Ministry of Health throughout the process of developing and
implementing these policies over the past two decades. WHO has supported Ministry of Health
and Government representatives to attend focal point meetings in Cyprus (2005), Turkey (20006),
Spain (2007) and Italy (2007). WHO also facilitated the workshop on the development of a
national child and adolescent health and development strategy and action plan held in March
2007 in Tashkent.

An intersectoral working group was created under WHO Country Office facilitation. Several
meetings have been held and contact people from different sectors have been identified. The
Ministry of Health, as the lead sector, has drafted the strategy document with contributions from
other sectors. The National Professional Officer for Family and Community Health at the WHO
Country Office in Tashkent facilitated the process.

Funding and resource mobilization mechanisms

Uzbekistan currently receives substantial funding for health system development and health
programmes. The Government, working with WHO, plans to set up a database for main donors
and projects. Coordination of donor activities is the responsibility of the Government
Department on Foreign Investments. The United Nations country team, through the common
country assessment (CCA) and United Nations Development Assistance Framework (UNDAF)
processes, has outlined priorities for collaboration for the period from 2005 to 2009. The World
Bank leads work on health system reform, while the Asian Development Bank (ADB) and
UNICEF focus on health programmes for mothers and children. The World Bank provided a
loan of US$ 80 million for the “Health I and II” projects, which were aimed at: strengthening the
primary health care system; providing education for health staff; supplies of technical equipment,
medicines etc.; and improving financial management. ADB provided a loan of US$ 40 million to
improve maternal and child health. Finally, WHO is expected to play an important role in
reforms through the BCA.
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Main actors in the development of the national strategy

After the national strategy development workshop on child and adolescent health and
development, which was held in Tashkent on 27—28 March 2007, an intersectoral working group
was established, supported by the Cabinet of Ministers. The intersectoral group consists of
representatives of nine main stakeholders including nongovernmental and youth organizations. It
includes: the Ministry of Health; Ministry of Public Education; Ministry of Labour and Social
Protection; Ministry of Finance; Women’s Committee; Centre of Social Adaptation of Children;
the youth organization “Kamolot”; the Children’s Parliament “Learning for life” project; and the
National Paediatric Institute.

The WHO Country Office facilitated several meetings with the working group. The role and
contribution of each actor was identified, based on the European Strategy information,
assessment and action tools. The lead sector and partners were identified for each priority area to
ensure their input to the strategy document. Respective contributions were based on the
assessment of the existing situation, needs and priorities. Project HOPE/USAID will provide
support in developing the strategy document.

Background and national context

Introduction of the European Strategy

The Mother and Child Health Department of the Ministry of Health is in charge of the
introduction and dissemination of the European Strategy, and the Deputy Minister is the focal
point. The national process was initiated through the national workshop. The Regional Office
and WHO Country Office provided support through participating in the workshop, providing
technical expertise and closely collaborating with all involved institutions. Assessment of current
policies and programmes was carried out by the Ministry of Health, with WHO support.

A team from the Regional Office facilitated the national workshop in March 2007, and a team
from WHO headquarters and the Regional Office then visited Uzbekistan in September 2007 to
provide technical support for strategy development. They met with a representative of the
Cabinet of Ministers, the Deputy Minister of Health, child and adolescent health and
development strategy focal point and task force team. Officers from the Regional Office visited
Uzbekistan in November 2007 to follow up the strategy development process and conduct case
study roundtable discussions and interviews, and the National Professional Officer of Family and
Community Health at the WHO Country Office facilitated regular meetings of the task force
intersectoral working group.

Main outcomes of the national workshop
The main outcomes of the workshop were:

. development of a framework for evidence-based review and improvement of national
policies and programmes for child and adolescent health and development, based on the
life-course approach;

. identification of multisectoral action to address the main issues in child and adolescent
health; and
. definition of the role of health and other sectors in developing and coordinating policies

and service delivery to meet the identified needs of children and adolescents.
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Dissemination of the European Strategy and related tools

More than 100 copies of the European Strategy and the information, assessment, action and
gender tools were distributed in the country through the national workshop, task force meetings,
country visits and other activities.

Existing national strategy before September 2005

There was no national strategy on child and adolescent health and development before
September 2005, but there were national policies on maternal and child health, including
“Making pregnancy safer”, “Integrated management of childhood illness and breastfeeding” and
others which complemented the national programme on improvement of mother and child health
and the Cabinet of Ministers Decree 242, 2002: “Increasing health knowledge of the population
through health education”. The national programme integrated different sectors’ major goals,
policies and actions in relation to improving maternal and child health. It also provided the long-
term action plan (2002—-2007) and financial resources to achieve defined goals.

National experiences of the development process

National development process up to October 2007: main actions, outcomes and
international support

The European Strategy was introduced in Uzbekistan in September 2005. Ministry of Health and
Women’s Committee representatives attended Regional Office meetings between 2005 and
2007. Assessment of existing policies and the current situation was carried out in 2006 by the
Ministry of Health, with the assessment report being presented at the national workshop in
March 2007.

The first draft of the strategy was developed by the Ministry of Health though the Paediatric
Institute in September 2007. No contributions were provided from other sectors in this first draft,
so it became a very health-oriented document. WHO initiated several missions and meetings
between September 2007 and January 2008 which aimed to improve involvement of relevant
sectors and youth organizations and to promote the work of the intersectoral group. The roles
and contributions of the main sectors and partners were defined and the timetable agreed during
the meetings.

According to a representative of the Cabinet of Ministers, the revised child and adolescent health
and development strategy will be used as a basis for the next national programme on maternal
and child health (2008-2012).

Use and applicability of the European Strategy tools

The European Strategy tools were widely distributed and are now being utilized by working
group members to finalize the strategy document. They proved to be very useful in the strategy
development process, as they provide guidance to members of the working group.

Use of experiences from other countries

Experiences from other countries were not used, but the Uzbek experience of the development of
the reproductive health strategy was very useful, especially in relation to experience of
multisectoral work.

Main lessons learnt from the national implementation process up to October 2007
The main lesson learnt from the national implementation process is the importance of involving
the representatives of other sectors, which contributed to strengthening the strategy.
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Future actions

Next steps and key challenges of the national implementation process

The main priority areas of child and adolescent health and development are already being
implemented in Uzbekistan as part of Government and Presidential Decrees on maternal and
child health care.

Planned future actions, expected outcomes and international support needed
The following actions have been identified:

intersectoral working group discussion of the draft child and adolescent health and
development strategy and plan of action (February and March 2008);

workshop for stakeholders with participation of Regional Office representatives to review
the draft of the child and adolescent health and development strategy and plan of action
(April 2008);

preparation of the child and adolescent health and development strategy and plan of action
and submission to the Council of Ministers for approval (May 2008); and

implementation of the plan of action of the child and adolescent health and development
strategy.
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Analysis of interviews and roundtable discussions

Political commitment

The Ministry of Health was clearly defined as the leading stakeholder in the development of the
strategy. The overall commitment from the government towards the health and development of
children and adolescents was regarded as strong and long term, which is reflected in
governmental programmes. The strategy and implementation plans were characterized as being
in line with political priorities and health sector decrees. The fact that the priorities are
streamlined with the MDGs underlines a strong political commitment towards children and
adolescents:

Uzbekistan has adopted the MDGs and we know that therefore mother and child health is a priority.
There was a Presidential Decree in September about further strengthening maternal and child health.
So we think that this is proof of their commitment (roundtable 2).

While stakeholders characterized health sector commitment as being high, other sectors’
commitment was regarded as being more uncertain. Collaboration with the financial and social
sectors is limited in the present strategy development process:

The Ministry of Health has the main role in developing and gathering all the different parts and
inviting different stakeholders to be involved in the development process. The Ministry of Education
is included a bit. But in my opinion, they cannot promote different issues like social or labour issues
for youth (representative, WHO Country Office).

Actors agreed that information about, and agreements on, different sectors’ financial, human and
political resources for strategy development and implementation are urgently needed.

Distribution of work tasks

There was lack of clarity for most stakeholders on the distribution of work tasks and
responsibilities. Several interviewees representing international agencies claimed that it was
more-or-less clear in which area they needed to focus, but there was no obvious division of
responsibilities:
Concerning UNFPA, we have an idea where we are going to work, but we do not have a clear
division of responsibilities, so I think that the Government should take the leading role in this. We in
the national organization have a broad sphere of activities, so we can work in different activities and

support Government initiatives. But so far, we do not have a clear-cut division of responsibilities
(roundtable 2).

The Government was identified as the leading actor regarding identification and distribution of
tasks and responsibilities. Among other things, this was identified as being helpful in avoiding
the usual overlap between the activities of different stakeholders.

It was suggested that one focal point should be selected as a representative for each organization
or institution to ensure transparency and information-sharing among stakeholders during strategy
development. The same person would consequently be involved in the process consistently,
instead of someone new being sent to each meeting.

Several actors raised doubts about commitment to implementing the strategy:

I think that technical support is needed in respect of implementation of the European Strategy. Like
the addition of information, materials and experiences from other countries, and maybe we need
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some training in this respect, because of course we have human resources that are specialized and
skilled in these methodologies. But we would need training to implement (roundtable 1).

There seemed to be a great need for technical support with regard to further implementation of
the strategy, the supply of which would increase the commitment to action.

Accessibility to, and integration of, different types of information need to be improved. This
would strengthen the credibility of the strategy document and action plan and enable their
implementation. Strengthening collaboration among stakeholders would help in clarifying the
distribution of work tasks and responsibilities and would reinforce the integrated approach of the
Strategy:

There is a lack of coordination between the different programmes. Projects are not very sustainable;
they may finish and the next project is not logically succeeding or following the previous one. And
especially in regard to motherhood and child care projects, if someone can coordinate all the projects
and if there is some matrix of outcomes, results and successes of the projects and programmes, it
would be very good (roundtable 2).

Several stakeholders suggested holding regular meetings and roundtable discussions, some
advocating that they be held quarterly, with the aim of improving cooperation among
stakeholders.

The guiding principles

Youth participation

Generally, interviewees felt that young people should be involved in the development of a
national strategy for child and adolescent health and development, but it was recognized that
youth participation currently is inadequate:

Involvement of the young is not sufficient. They are involved to a certain extent, mostly in activities,
but not at the political level. When it comes to monitoring and decision-making, we just inform them
and then involve them in our activities. The development of any strategy should be based on the
needs of the users, and in our case it is children and adolescents, who from the very beginning have
real needs that should be considered (roundtable 1).

Meetings in which young people can share ideas have been held in Uzbekistan. Many
stakeholders stated, however, that although young people are involved, they do not directly
participate in strategy development at the same level as other stakeholders.

Youth participation takes place mainly through the youth organization “Kamolot”, which was
regarded as an important resource for strategy development and implementation. The
organization’s presence throughout the country made it an appropriate entry point for young
people’s participation, stakeholders felt. “Kamolot” has experience in involving young people
primarily through the peer-to-peer education approach, in which young people’s needs and new
approaches to advocacy of healthy lifestyles have been identified.

Participation of civil society

Two important civil society actors were identified through the interviews: the community
councils “Mahallahs”, and the Women’s Council. Both groups are participating significantly to
the development of the strategy. They work at community level and represent parts of the
population living in both central and remote areas of the country.
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Life-course approach

The life-course approach was generally regarded as a useful framework for the strategy as it
ensures the systematic inclusion of all relevant age groups:

I think that this life-course approach also will help us to distribute human and financial resources
accordingly. For example, you see that there is a gap and that we have lack of resources somewhere
or even a lack of attention from the Government. So we can see how it will affect other places where
we need improvement. For example, we can see that there are good efforts which were put into
newborn care, but we lost something during antenatal care (representative, WHO Country Office).

On the one hand, stakeholders recognized that extensive attention has been directed towards
mothers and children through interventions on reproductive health and integrated management of
childhood illness, among other measures. On the other, it was also evident that adolescents,
especially the 15—18 years group, had not received sufficient attention, despite the fact that this
age period is critical with regard to the development of risk behaviours and healthy lifestyles.
Consequently, there was comprehensive agreement on the need for strong interventions focusing
specifically on adolescents’ health and well-being.

Equity

Different opinions were expressed regarding inequities between different population groups in
Uzbekistan. It was emphasized that the Uzbek Government is very attentive to at-risk groups in
the population, with equal access to health care and free contraception being examples of action
to reduce inequities.

There nevertheless seemed to be extensive differences in the health status of different population
groups, such as between urban and rural populations and between men and women, and also in
the health status of at-risk families such as low-income families and families with an HIV/AIDS
positive person or a disabled member:

I agree that we do not have problems at national or political level. We do not have such groups. But
if we speak about socially vulnerable groups, we are aware of the fact that we have this type of
problem at regional level or at community level, we have the groups of the population who have
problems accessing services (roundtable 1).

According to various stakeholders, more information is needed on how to address such inequity
issues. More specifically, actors requested information on how to reflect the need for social and
psychological support of families in the national strategy:

We have already included vulnerable children in the strategy. But we also need to work with the
parents of these children. We need to work more on this issue at regional level to raise people’s
awareness of the need to include this in the strategy (roundtable 1).

Several activities are already ongoing in relation to at-risk families. There is a special committee
in which all ministries, agencies and several specialists are represented. This group evaluates
interventions and the legislation that is designed to support vulnerable families. It was suggested
that this work should be reflected in the strategy to further strengthen the effort to support
vulnerable families.
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Gender

Stakeholders commented that there is a reluctance in Uzbekistan to separate programmes for
boys and girls in the belief that interventions that consider the genders equally ensure equality of
treatment. Actors seemed to agree that there is no gender discrimination in legislation and public
regulations. Several stakeholders nevertheless emphasized that girls in some families are
primarily considered as potential brides. This sometimes results in families trying to conceal
health problems girls may have in order to enhance their chances of making a good marriage.
Consequently, the imbalance in health services provided for boys and girls arises as a result of
cultural and social attitudes rather than because of the nature of the health system. All
stakeholders agreed that this issue needs to be studied more thoroughly to inform responses to
the problem:

We have to take the national mentality into consideration. We cannot always trust the statistics we
have. I work as an endocrinologist. Sometimes only boys with diabetes are brought to see us, and we
are told that girls are not being registered. When I asked why this is so, families say: ‘She has to
marry, and we don’t want people to know that she has diabetes’. And due to this, girls sometimes
don’t get help, which has an impact on their health (roundtable 2).

A gender analysis has recently been carried out in Uzbekistan, but the analysis was restricted to
specific health issues which turned out to be too limited to allow a proper study of the broader
circumstances of gender-related inequalities:

Yes, we did carry out the gender analysis. But I think that in doing the assessment, the gender
situation, the gender review, the gender analysis, the only focus was on health. And I know we have
a lot of information in the country on gender from different programmes, so I was able to find a lot
of sources. Maybe we should do a bigger analysis than we did, before the workshop ... where we
focus on health (representative, WHO Country Office).

There was a broad understanding that the gender issue is crosscutting and should therefore be
included as a “horizontal” component in strategy development. Stakeholders agreed that the
Ministry of Health only has part of the mandate when incorporating gender into the strategy; the
gender analysis carried out recently should be extended to areas other than health, since the
problems seem to stem from social, cultural and economic issues.

Intersectoral action

Stakeholders reported that good intersectoral relationships have been established at ministerial
level during the last five years. A committee has been created with the mandate of coordinating
all interrelated ministry programmes. In general, collaboration between ministries was regarded
as positive, creating a common understanding and an encouraging attitude towards the work of
others. There is already much experience in multisectoral collaboration in Uzbekistan and
several programmes based on collaboration among sectors have been developed and
implemented. The approach was believed to encourage greater responsibility among different
sectors and to create comprehensive programmes.

Some stakeholders provided examples of intersectoral action, such as the strategy on
reproductive health. This has resulted in a comprehensive strategy based on consensus and
through which the standpoints of different sectors are reflected; the strategy has, however, come
to a standstill within the Cabinet of Ministers, from whom approval is necessary for
implementation. It was emphasized in the roundtable discussions that it would be an
achievement in itself to make people meet and discuss the topic of child and adolescent health
and development.
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Collaboration on the strategy on child and adolescent health and development has not yet
reached the level where people meet and agree on how to incorporate the different issues:

I think that the stakeholders share their opinions very openly. It is good cooperation. But the level of
sitting together and putting the issue together is still weak. I hope that we will improve discussions
and sit together to put a part of the strategy together or share questions and comments. It would
improve our cooperation. But we are not at that level right now (representative, WHO Country
Office).

Constantly changing group membership and limited information-sharing with other
representatives of the ministry were highlighted as problems related to intersectoral action.
Representatives at the meetings do often not have decision-making capacity within their ministry
and rarely have enough time or opportunity to provide feedback to their superior. Valuable
discussions are consequently lost. Follow up of multisectoral meetings also becomes uncertain.

Improving health systems

Stewardship

Stakeholders agreed that the priorities of the European Strategy are not new to the work being
carried out in the country on child and adolescent health and development. Most of the priorities
are already being manifested within programmes and projects that existed prior to the
development of the national strategy. The maintenance of existing priorities at country level
creates a clear feeling of continuity and means funding and functionality for each of the priorities
are in place.

Although the representatives are planning to include all seven priorities of the European Strategy
action tool into the national strategy, several stakeholders suggested that the priority of
“accidents and violence” seems inappropriate in the Uzbek context, because violence is not an
issue in society. Several suggestions for modification of the priority were made, with “accidents
and trauma” receiving widespread support. Replacing “violence” with “neglect” was also
proposed.

In relation to identifying priorities, representatives referred to the regular collection of statistical
data and the situation analysis based on the assessment tool of the European Strategy which
collected information from several international agencies within the country. Information from
the situation analysis underlined the demographic justifications for prioritizing children and
adolescents, since they constitute almost half of the Uzbek population. This is in itself a great
motivation for many actors, but there seems to be a gap between the identification of priorities
and actually addressing the priorities in the strategy:

Priorities were well identified. But addressing these priorities in a strategy is quite hard. The strategy
is written by health people; that means the health part would be the best part of the strategy. If we
could involve and include the different sectors more and more, it would mean we would receive
more ideas for the strategy to address and be able to include all priorities (representative, WHO
Country Office).

There is a link between intersectoral action and addressing the seven priorities within the
national strategy. Expertise is required from other sectors to address certain priorities
comprehensively, and priorities within one strategy need to be coordinated with those in other
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sectors. Stakeholders stated that the biggest problem in setting priorities is the fact that priorities
change over time and between different ministries and organizations.

Financing

Financial resources for the development and implementation of the strategy were generally
regarded as being in place and being assured in the short term. Financial allocations were closely
related to the priorities defined in the strategy. It was felt that the strategy will help to ensure
sustainable funding for child and adolescent health and development, but sustainability was
questioned within a roundtable discussion:

There are no special financial allocations for children and women. Funds are allocated for the health
sphere in general. Where the funds are allocated depends on the Ministry of Health and health
departments in the regions and districts. That is why we cannot speak about sustainability of
financing. We don’t have the mechanisms for supervision and control and the prerequisites to say
that allocations are needed for certain spheres (roundtable 2).

It was claimed that funding was nonspecific, and this was regarded as problematic when no
assessment mechanisms were in place to guide where to disburse appropriate financial
allocations. Several stakeholders requested assistance on financial decision-making, specifically
in relation to cost-efficient allocation of resources.

Health services

Unequal distribution of medical equipment and human resources within the health care system
was considered a general problem that creates inequity between rural and urban populations.
Another important factor reported in relation to quality of health care was the prescription of
drugs for children and adolescents. There is a perception that there is a tendency towards
unnecessary prescription of drugs.

The quality of health services in Uzbekistan should be ensured through international standards,
clinically developed guidelines and evidence-based medicine, according to most stakeholders.
Refresher courses for doctors are held frequently in Tashkent, but some doctors are not able to
participate due to travel distances and limited time. Some guidelines for doctors are not
considered user-friendly. This means that an average doctor is not able to understand some of the
clinical protocols. Several actors therefore recommended thorough monitoring and supervision
of the use of protocols within the health care system:

There should be clear protocols, guidelines, supervision and monitoring of how well these protocols
are observed. I think that this would ensure a certain amount of quality (roundtable 2).

The protocols should also be altered to enable all medical staff to understand them and act
accordingly.
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Information systems

The current quality of statistical data on child and adolescent health and development was
questioned by most participants in the roundtable discussions. They stated that there are
substantial deviations in statistics from the State Department compared to those collected by
other agencies. The data are not sufficiently reliable and trustworthy to inform activity planning:

In Uzbekistan, there is no problem to collect the information, but the only thing is that we need to
work on the reliability of the data. Especially at the level of regions and districts, where they make
mistakes and errors that impact on the statistics (roundtable 2).

The collection of relevant data is going on, but the quality of the data at district and regional
levels needs to be improved. Stakeholders agreed that there is a need for a common software
system for databases, which could encourage a joined-up approach to the collection and use of
data.

Interviewees provided contradictory information on the disaggregation of data by sex and age.
Some actors stated that all data are disaggregated by both sex and age, while others claimed that
data on child and adolescent health are never disaggregated. All stakeholders agreed on the fact
that disaggregated data are needed to act on different circumstances and critical periods that
characterize various groups of children and adolescents.

Data use and data quality were considered separately by stakeholders. It was emphasized that
existing data are rarely used in decision-making in relation to, for example, prioritization of and
improvement in interventions:

We have the statistical data, but whether they are used and at what level ... I think we need to carry
out advocacy activities. We need to use objective statistics and criteria (roundtable 2).

One of the main problems reported was that much of the information is not being stored
electronically. This means that very few centres use computers for monitoring activities; most
still write reports longhand. Even when centres have computers available, their information
systems and databases are rarely integrated with governmental information systems. This results
in difficulty in harmonizing the indicators of each system.

The bigger health centres did not seem to have difficulty in requesting and attaining data from
the Institute of Health, but a representative from a paediatric hospital suggested that data should
be even more accessible by making the information public.

Declarations and conventions

The MDGs and CRC have been integrated into the national strategy. Most stakeholders claimed
that the integration has been easy in the sense that the strategy took children’s rights into account
and is designed to contribute to the achievement of the MDGs.
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Other contributions

The European Strategy was described as a common reference that will guide development of the
national strategy. Stakeholders focused on the fact that the European Strategy helps to ensure
that nothing important is left out of a national approach. All actors agreed that the national
strategy should be broad and should reach beyond health care for children and adolescents.
Making the national strategy broad will also assist its practical applicability, as all stakeholders
will be able to find their specific “niche”.

Interviewees revealed that people perceive their work with the strategy as a process in which
common goals are created, stakeholders’ views are broadened and mindsets are changed.

There is optimism about future implementation of the strategy, but it was emphasized that a
unified approach adapted to the national context needs to be in place to implement the strategy
successfully:

In piloting the strategy, we should take into account national specifics, conditions and culture. We
cannot just implement things that have been successfully implemented in the rest of Europe and
expect to get positive results here in Uzbekistan (roundtable 2).

Several stakeholders pointed out that the strategy should be analysed, evaluated and fine-tuned
continuously. Regulatory documents should incorporate implementation of the strategy. It was
also emphasized that priorities will change as time goes by, but that the main goals will stay the
same. This enables the strategy to remain valid in the long term.

All stakeholders agreed that future involvement of the target groups is crucial:

One condition of success is: any development should be for people and implemented by people. We
must involve people to the maximum degree. If we do not do that, we shall not have any
sustainability (roundtable 2).

A unified approach will lead to a practical document that is easier to implement because it
reflects common goals and is continuously fine-tuned to meet the needs of the population.

Summary of the Uzbek case study

The Uzbek Ministry of Health initiated the national strategy development process following the
adoption of the European Strategy in September 2005, supported by the Regional Office and the
WHO Country Office. Uzbekistan is in the final stage of preparing the national strategy
document and action plan and is approaching the implementation phase. The main expected
future actions are the formal approval of the strategy by the Council of Ministers and the
consequent implementation of the strategy. The final child and adolescent health and
development strategy will be used as the basis for the next national programme for maternal and
child health (2008-2012).

The country has received support from WHO over the past two decades and from other
international organizations, such as the World Bank, the Asian Development Bank and UNICEEF,
through different assistance programmes that have supported national reforms. The Regional
Office financed the national workshop on child and adolescent health and development held in
March 2007 and supported the participation of country representatives in relevant meetings
throughout the WHO European Region. The Regional Office and the WHO Country Office also
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provided continuous technical support to the national process, with the WHO Country Office
facilitating the creation of the intersectoral working group, organizing meetings and identifying
resource people from different sectors. The Regional Office is expected to play a larger role in
national health system reform through the BCA.

The European Strategy was introduced by the Mother and Child Health Department of the
Ministry of Health. The document and its tools were distributed through the national workshop,
task force meetings and Regional Office missions in Uzbekistan. The information, assessment
and action tools provided general guidance in the preparation of the draft national strategy and
were used to identify the leading sector partners and their contribution to each priority area.

Regional Office technical and financial support was identified positively as one of the
influencing factors. Great emphasis was given to the contribution provided by international
organizations; their strong presence in Uzbekistan may be one of the main enabling factors in
future strategy implementation by providing expertise in different programme areas and a
predictable flow of financial resources. The constant presence of the main international donors in
the country can also contribute to ensuring necessary continuity in strategy implementation
activities.

The Ministry of Health was clearly identified as the leading stakeholder in the development of
the strategy. The overall commitment from the Government towards the health and development
of children and adolescents is regarded as strong and long term, which is reflected in
governmental programmes. Commitment from other sectors, however, was regarded as
uncertain.

In general, children and adolescents are considered important stakeholders in the process of
strategy implementation, although their direct participation is mostly inadequate or insufficient.
The most important contributor to youth participation seems to be the youth organization
“Kamolot”, an important stakeholder that is present throughout the country. Two other civil
society organizations were identified as contributing to representation of the population in
central and remote areas of the country.

Country programmes in Uzbekistan have mostly focused on child and maternal health, but the
life-course approach was generally regarded as a useful framework for the strategy. Doctors are
now focusing more attention on the health needs of adolescents; indeed, comprehensive
agreement has been reached that there is a need for interventions focusing specifically on
adolescents’ health and well-being.

Different opinions were expressed about equity issues in Uzbekistan. Some at-risk groups were
identified, such as those who live in rural areas, women, low-income families and families with a
member who has HIV/AIDS or is disabled. Various stakeholders recognized the need to address
these issues within the national strategy; they considered work already being done with at-risk
families to be particularly important.

Gender was reported as being a challenging aspect of strategy implementation. Gender-related
problems are socially and traditionally rooted, so the health service for boys and girls is a result
of cultural and social trends rather than active discrimination against girls. It was agreed that
gender must be a crosscutting issue that is included as a “horizontal” aspect of strategy
development.
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Good intersectoral relationships have been established at ministerial level during the last five
years. In general, collaboration between ministries was regarded as positive, creating a
comprehensive understanding and an encouraging attitude towards the work of others. Frequent
change of personnel and the fact that representatives who do not have decision-making capacity
are sent to intersectoral meetings rather than higher-ranking officials remain persistent
challenges.

All stakeholders agreed that the priorities of the European Strategy are not new to ongoing work
within the area of child and adolescent health and development. This means that most of the
priorities are already included in programmes and projects that existed prior to the development
of the national strategy. Maintenance of existing priorities at country level creates a clear feeling
of continuity and confidence about the funding and functionality of each of these priorities.

Financial resources for the development and implementation of the strategy were generally
regarded as being in place and being secure in the short term. Financial allocations are closely
related to the priorities defined in the strategy. Consequently, funding would be certain if
priorities are set according to the agendas of contributing partners and governmental
stakeholders. Current challenges seem to be setting appropriate financial allocations and
ensuring cost-efficient allocation of resources.

Different challenges exist in relation to health services in Uzbekistan, including: the unequal
distribution of medical equipment and human resources within the health care system, which
creates inequity between rural and urban populations and the perceived unnecessary prescription
of drugs for children and adolescents. The quality of health services in Uzbekistan should,
according to most stakeholders, be ensured through international standards, clinically developed
guidelines and evidence-based medicine.

Health information in Uzbekistan was considered unreliable, particularly in relation to statistical
information. Data are not stored electronically and are not used to inform interventions.

There is a strong commitment to, and integration of, the MDGs and CRC, but the significant
problem of child labour has not been addressed due to its high political sensitivity.

Optimism exists regarding future implementation of the strategy, but it is emphasized that a
unified approach adapted to the national context needs to be in place to ensure successful
implementation. Implementation of the strategy should be continuously analysed, evaluated and
adapted to meet new challenges and priorities.
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Feedback from the WHO workshop on “"Implementing the WHO
European strategy for child and adolescent health and
development — lessons learnt”

The WHO workshop “Implementing the WHO European strategy for child and adolescent
health and development — lessons learnt”, which took place in Florence, Italy in May 2008,
provided detailed feedback on the country case study findings and from other countries using the
European Strategy. Feedback was generally positive, with participants reflecting on the
successes, barriers and challenges that characterized national processes.

Three areas received extra attention at the workshop: defining, integrating and evaluating
national strategies. This section elaborates on workshop comments in relation to these three
aspects. Its conclusions are based on country presentations on national processes, plenary
discussions and group work on strategy development.

Defining the strategy

Most participants expressed a need for clear definitions of the role and expected outcomes of
national strategies. One way to achieve this would be to develop a basic document stating clearly
what the purpose of the strategy development and/or review was, what progress could be
expected from the process and what professional and political contributions were needed in the
initial phase. Suggestions regarding the placement of the strategy in relation to other strategies
and national programmes would also be relevant. In other words, it would be helpful to state
where the strategy on child and adolescent health and development fits into the current structure
of national initiatives. This document would serve as an advocacy document that could help
bring all relevant stakeholders on board at an early stage. It might also be of use in fundraising
for activities related to national strategy implementation.

Integrating the strategy

Integrating the strategy at national level was seen as one of the main challenges in national
processes. There seemed to be different perceptions of what it means to integrate the strategy at
national level; all of these perceptions turned out to be relevant in relation to developing and/or
implementing national strategies. Within the health sector, the strategy was regarded as a
document that should be integrated with existing health strategies, especially those concerning
child and adolescent health and development, reproductive health, gender and maternal health. It
should be integrated into the health budget and health services in a comprehensive manner, so
that the strategy can be turned into action.

Questions were raised about what was needed to implement the strategy. There seems to be a
prevailing mindset among stakeholders that no strategy can be developed without financial
resources having been allocated for the purpose. At the workshop, however, participants
recognized that it might also work the other way around: no financial allocations for the national
strategy may be made available without an existing strategy document. The question was
therefore: N0 money, no strategy; or no strategy, no money?

Several stakeholders also mentioned that existing strategies in child and adolescent health and
development should be identified and used instead of countries “reinventing the wheel”. They
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stressed that an estimate of costs would be crucial in ensuring political commitment and a stable
and adequate allocation of financial resources. A costing tool was suggested by several
participants, together with detailed action plans to tailor the costing tool according to the future
actions that national strategies would imply.

Integration was regarded as an intersectoral matter. The creation of a stable working group that
coordinates the process is essential, with consistent membership over a long time scale. It was
also crucial to select representatives who are high-level decision-makers and, at the same time,
ensure that they hold positions that do not frequently change following elections and
restructuring within ministries. To select such a group and turn it into a fixed structure in which
representatives do not change from one day to the next is not an easy task, and ongoing reforms
in the countries are impeding progress to a great extent. One of the essential tasks of the working
group would be to identify and map the documents within each sector that correspond to
different parts of the strategy for child and adolescent health and development and integrate the
information into the strategy. This would prevent overlapping and contradictory elements
between strategies.

Evaluating the strategy

Evaluating national strategy development and implementation processes should be carried out in
several ways.

Evaluation requires the identification of desired outcomes and monitoring of the strategy.
According to the participants at the workshop, it is vital to define indicators that allow
benchmarking and, at the same time, set realistic deadlines during the process of developing and
implementing the strategy. The process should be broken down into short-term goals that enable
stakeholders and, most importantly, politicians to perceive progress before any health outcomes
can be detected in the population. Whether this need should be met by the development of an
evaluation tool or in a different way (for instance, by developing an indicator framework in
which different sections can be added according to the stage of the process) was not agreed upon
by the participants.

It was considered important to evaluate the process to obtain greater and continuous political
commitment. Part of political commitment should be ensured by creating the possibility of
benchmarking between countries and perhaps between different sectors within countries.

The comparison between country situations was perceived as being extremely motivating and a
useful tool for action. Another important aspect of the evaluation is to be able to learn from the
experience of countries that have already gone through certain political and professional trends
and developments that are now commencing in other countries.

Overall, workshop participants demonstrated great commitment towards the development of
national strategies based on the European Strategy. The two-day workshop proved to be a
valuable space and an opportunity to confront common challenges, share strategic information
and propose possible solutions for national strategies on child and adolescent health and
development.



Development of national strategies — case studies from five countries
page 91

Conclusion

This concluding section is based on findings emerging from the analysis of information gathered
through the case study questionnaires, narratives, individual interviews and roundtable
discussions. It will pay particular attention to the lessons learnt, the added value of the WHO
European strategy for child and adolescent health and development, the main common
challenges and the country requests for WHO efforts in relation to national experiences in
developing and implementing specific strategies in this field.

The five countries — Albania, Armenia, Hungary, United Kingdom (Scotland) and Uzbekistan —
have different historical, political, economic and social contexts that have influenced their
priorities in the formulation of national strategies. This means that while all the national
strategies are inspired by the guiding principles and values of the European Strategy, there are
significant differences in their approach and contents.

Lessons learnt

Political commitment

In general, verbal commitments have been made and are regarded as high in all case study
countries, but commitment to action is low. Stakeholders saw significant differences between
verbal commitment (policy) and practical commitment (action). Ongoing health reforms in some
of the countries are also influencing the degree of political commitment. Stakeholders
emphasized that lack of resources and the continuously changing political environment and
priorities are the main reasons for limited commitment to concrete actions.

The guiding principles

Participation

Actors in all countries agreed that young people should be involved in the development of the
strategy, but direct participation of young people and/or their parents is not considered sufficient
in any of the countries. NGOs and other sectors have good experience within the field and could
provide an entry point for better youth participation. The NGO situation in the five countries is
extremely diverse. Each country has different characteristics in relation to the extent to which
NGOs exist and the way they are involved in national processes.

Based on the findings, it is possible to conclude that NGOs can contribute to the development of
the strategy in different ways and can be regarded as an extremely useful resource in the
implementation phase. NGOs can be advisers to decision-makers, direct contributors in the
development process, and “watchdogs” who ensure that the interests of the population are
represented. Direct involvement of NGOs is limited in most of the countries, mainly due to
national traditions and/or mistrust of NGOs and their ability to contribute to the process in a
constructive way.
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Life-course approach

The life-course approach is perceived in all countries as a good way of ensuring that all age
groups are taken into consideration. Most programmes tend to focus on children’s health and do
not address adolescents’ health sufficiently. In future, national strategies should include the life-
course approach to increase attention towards this age group.

Equity

Territorial differences were regarded as an important aspect of inequity. Different at-risk
population groups were regarded as having particular problems that need to be addressed in a
national strategy for child and adolescent health and development. The concept of gender is
starting to become recognized and incorporated in different policies and actions. In Albania, for
example, a gender strategy has recently been approved, and a gender analysis was carried out in
relation to the development of the reproductive health strategy in Uzbekistan. It was emphasized,
however, that gender expertise is absent in most of the countries. The presence of gender issues
among children is still not acknowledged; addressing gender issues within the area of child and
adolescent health is therefore challenging.

Intersectoral action

A multisectoral working group has been established in most of the countries in relation to
developing national strategies for child and adolescent health and development. Changing
political environments, however, affects the stability of the groups. As a consequence,
intersectoral actions are often based on informal relations, or eventually cease to exist.

Stakeholders generally regarded intersectoral collaboration as unsatisfactory. Strategies should
introduce a systematic approach with clearly defined tasks for each sector to enhance
intersectoral collaboration. The strategy development process is therefore perceived as a
potential catalyst for intersectoral action on child and adolescent health and development in the
countries.

Improving health systems

Stewardship

Priorities are often influenced by international and national agendas and by the availability of
funding. Defined priorities need to be flexible to be adaptable to changing circumstances.
Priorities should be evidence-based (which is not always possible because of the lack of reliable
information), but also need to reflect available expertise within the country.

Financing

Financial allocations for health are increasing in all the countries apart from Hungary. The main
problems with financial health expenditure are the inappropriate allocation of resources and the
fact that national strategies do not have a budget to cover overall programme implementation;
frequently, only specific actions have allocated funds, with no guarantee of continuity. There is
consequently a strong wish for guidance and technical support on cost-efficient allocation of
financial resources.

Another important factor is informal payments within the health services, which seem to emerge
due to insufficient financial resources and lack of transparency in provision of health services.
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Health services

There is unequal geographical distribution of health professionals and facilities within most of
the countries. Transition periods and consequent ongoing health reforms in some of the countries
have had a negative impact on the provision of child health care. Stakeholders referred to
children being treated as “little adults” instead of receiving specialist paediatric care. Training
activities need to be unified and carried out on an equal and regular basis.

Quality and coverage of health services needs thorough monitoring and evaluation according to
standardized guidelines. The strategy should contribute to the improvement of child and
adolescent health care by: ensuring adequate information on the provision of care; emphasizing
the need for equality of care; and promoting children’s rights to health, as defined in the CRC.

Information systems

Low reliability of child and adolescent health data is a common problem in all case study
countries. Consequently, planning is rarely evidence based. Low reliability of data is mainly due
to inadequate collection mechanisms. Findings indicate a strong need for a unified approach to
the collection and analysis of child and adolescent health information. This requires a
streamlining of national and international mechanisms.

Conventions and declarations

There is a strong commitment in most countries to achieving the MDGs, although they are not
considered very relevant in Hungary and Scotland. The goals are perceived to play an important
role in the development and implementation of the strategy. Stakeholders also emphasized the
need to ensure that the CRC is respected within the health sector. Addressing the MDGs and the
CRC explicitly is not viewed as necessary, as long as strategies are in line with their principles.

Main challenges

From the analysis, various common challenges for all case study countries were identified: closer
collaboration between sectors is required in all countries; and co-ordination mechanisms between
different stakeholders need to be in place to create a clear definition of work tasks for each
stakeholder in relation to the development and implementation of national strategies.

Making goals, priorities and action plans realistic and complementary to the needs of the
population is also a challenge that requires close involvement of civil society and, in particular,
of young people. It was emphasized that NGOs in all countries have substantial experience in
relation to youth participation, which can be a great asset. It is also a general challenge to
orientate implementation of strategies towards a central value of public health. Currently, the
health promotion aspect within the development and implementation of strategies meets much
resistance within most stakeholder groups. Since this value is paramount in making the approach
crosscutting and intersectoral, the public health debate needs to be stimulated within working
groups to achieve comprehensive understanding and consensus in relation to the principles of the
strategy.
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The adaptation and contextualization of the European Strategy to national circumstances is seen
as an essential task for all countries developing national strategies on child and adolescent health
and development.

Other key challenges include:

. ensuring long-term verbal and factual political commitment;

. paying more attention to adolescent health in national strategies;

. addressing at-risk population groups through an intersectoral approach;

. addressing gender issues in a systematic way within the area of child and adolescent health
and development;

. introducing a systematic approach to enhance intersectoral collaboration;

. taking into account population needs and feasibility of interventions when setting
priorities;

. ensuring cost-efficient allocation and resource creation for national strategies;

. improving monitoring and evaluation mechanisms within health services;

. creating a unified approach for collection and analysis of child and adolescent health data;

. managing and measuring the CRC in the everyday work of health professionals; and

. using the opportunity to link the strategy to the MDGs.

Country requests for WHO efforts

During the analysis of information collected through tools used for the case studies, information
emerged that could be of use to the Regional Office in its efforts to improve child and adolescent
health and development in the WHO European Region. In particular, the following needs seemed
to be crosscutting:

. active involvement of WHO in supporting the development and implementation of national
strategies;
. development of tools for cost assessment and monitoring and evaluation of national

strategy implementation; and

. collaboration with other partners (both national and international) in the creation of
consensus on what kind of data are needed and on the mechanisms for data collection.

Added value of the European Strategy

All of the case study countries have specific challenges in the field of child and adolescent health
and development. The principles, goals and priority areas identified in the European Strategy are
relevant to their different contexts. Countries may find the European Strategy useful for different
reasons; what emerges from the present case studies is that the strategy was essential in:

. increasing attention on all age groups through the life-course approach, as child and
adolescent health and development policies often tend to concentrate on specific age
groups at the cost of others;
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. acting as a catalyst and driver for multisectoral action in the field of child and adolescent
health and development by giving stakeholders a common task; and

. advocating strongly for high-level commitment to child and adolescent health and
development in countries developing national strategies.

The case studies also revealed when the European Strategy does not add value to the process of
development and implementation of national strategy. Specifically, the monitoring process
showed that the European Strategy should not be used as a document providing direct answers to
national problems; it should be adapted and contextualized to the different realities of individual
countries. The tools should provide help, but do not offer solutions to every existing challenge.

In practical terms, it was also seen that it is necessary for the national strategy to be accompanied
by a detailed budget and action plan. Participants during the workshop mentioned that it might
be useful to have an implementation framework, such as that which the European Strategy may
provide, to attract funds from national or international partners. It is also essential that a small
group of health professionals and decision-makers are not the only participants in the
development of the strategy: stakeholders should represent different expertise, governmental and
nongovernmental organizations and geographic areas. Last but not least, the direct participation
of young people and their parents is crucial.
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