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Streszczenie

Starzenie si¢ spoteczenstwa i rosngca zapadalno$¢ na choroby przewlekte powoduja, ze
coraz wigcej 0sob cierpi na wiecej niz jedng taka chorobe (wielochorobowo$¢), co wymaga
dostosowania §wiadczenia ustug zdrowotnych do zmieniajacych si¢ potrzeb. W ciggu ostatnich
kilkudziesigciu lat opracowano rézne modele opieki koordynowanej, jednak te dotyczace
opieki nad osobami z wielochorobowoscig sg stosunkowo nowe i mato rozpowszechnione, a
brak porozumienia co do definicji opieki koordynowanej utrudnia zrozumienie tych

doswiadczen 1 wyciagni¢cie z nich wnioskow.

Stratyfikacja pomiedzy r6znymi poziomami potrzeb zdrowotnych, jak to zrobiono w
modelu Kaiser Permanente, oferuje proste ramy do porownania mnogosci istniejgcych
inicjatyw integracji opieki. Zaleta tego podej$cia, zwanego rowniez populacyjnym podejsciem
do zintegrowanej opieki, jest to, ze nie koliduje ono z istniejacymi modelami $wiadczenia
opieki koordynowanej. Wrecz przeciwnie, wszystkie one moga by¢ wiaczone do tego podejscia
1 dopasowane do potrzeb réznych pacjentow objetych opieka przewlekla, a stworzone przez
ten model ramy pomagaja je jedynie uporzadkowaé. W wiekszosci przypadkow tylko
niewielka czg$¢ pacjentoéw objetych opiekg przewleklty cierpi na wielochorobowo$¢ i wymaga
indywidualnego zarzadzania ich ztozonym przypadkiem chorobowym; niektorzy z nich cierpia
na dominujaca chorobe, ktéra moze by¢ zarzadzana za pomocg programu zarzadzania chorobg
(ang. disease management programme), a wigkszo$¢ wymaga jedynie wsparcia w zarzadzaniu
swoja chorobg; podczas gdy promocja zdrowia i zapobieganie chorobom przyniostyby

korzysci dla catej populac;i.

Wiele informacji o podejsciu do zintegrowanej opieki pochodzi z Europy Zachodniej i
USA. Temat ten jest natomiast nadal stosunkowo stabo rozpoznany w Europie Srodkowo-
Wschodniej, w tym w Polsce. Jednak w ostatnim czasie Polska jest coraz bardziej aktywna w

zakresie programow 1 inicjatyw dotyczacych opieki koordynowane;.

Celem niniejszej pracy doktorskiej jest zbadanie istniejgcych i1 proponowanych
inicjatyw opieki koordynowanej w Polsce, w szczegdlnosci z perspektywy osob starszych,
ktore w wigkszym stopniu narazone sg na wielochorobowos$¢, oraz sprawdzenie, jak te

inicjatywy wpisujg si¢ w ramy modelu Kaiser Permanente.

Praca doktorska sktada si¢ z cyklu o$miu powigzanych ze sobg tematycznie publikacii,
opublikowanych w miedzynarodowych czasopismach z Impact Factor, indeksowanych na

liScie czasopism Ministerstwa Nauki i Szkolnictwa Wyzszego. Trzy dotycza gléwnych reform



opieki koordynowanej — w dziedzinie onkologii, kardiologii 1 zdrowia psychicznego; dwa
opisuja odpowiednie propozycje polityki — jedna koncentruje si¢ na poprawie opieki
geriatrycznej, a druga na wzmocnieniu koordynacji opieki na poziomie powiatéw; kolejny
artykul analizuje roznice i trendy w umieralnos$ci z powodu zmian w poszczego6lnych regionach
Polski, co wspiera dostosowanie $wiadczenia ustug do potrzeb lokalnych, takich jak
udzielanych na poziomie POZ lub powiatu; ostatni artykul poréwnuje wysitki w zakresie
opieki koordynowanej w Polsce z inicjatywami wprowadzonymi w innych krajach Grupy

Wyszehradzkiej (Czechy, Stowacja i Wegry).

Od poczatku XXI wieku potrzeby pacjentow przewlekle chorych sg w Polsce coraz
lepiej dostrzegane, skutkiem czego jest opracowywanie i wdrazanie nowych programow opieki
kompleksowej. Sa one, z niewielkimi wyjatkami, zazwyczaj ukierunkowane na konkretne
schorzenia lub czynniki ryzyka, takie jak cukrzyca, zawatly czy otylos¢, lub na konkretne grupy
ludnosci, takie jak osoby z podejrzeniem lub rozpoznaniem choroby nowotworowej, 1 w
wickszosci skupiajg si¢ na opiece specjalistycznej. Niewiele programdéw obejmuje
zapobieganie chorobom i promocj¢ zdrowia lub obejmuje inne sektory, takie jak pomoc
spoteczna. Ze wzgledu na brak ogdlnej strategii poprawy koordynacji opieki w kraju,

inicjatywy te zostaty opracowane i rozwijaty si¢ niezaleznie od siebie.

Wsrod réznych programéw 1 inicjatyw wdrazanych w Polsce, pilotaz POZ PLUS
(2018-2021) byt zdecydowanie najbardziej kompleksowa proba poprawy koordynacji opieki
w Polsce 1 wydaje si¢, ze obejmowal wszystkie elementy populacyjnego modelu Kaiser
Permanente, zaspokajajac potrzeby zdrowotne pacjentow przewlekle chorych o roznych
poziomach ztozonosci, a takze ktadac silny nacisk na populacyjne zapobieganie chorobom 1
promocj¢ zdrowia. Reforma jest obecnie implementowana w sposob stopniowy i czgsciowo
dobrowolny, oferujac praktykom podstawowej opieki zdrowotnej (POZ), ktore nie sg jeszcze
gotowe na zmiany, mozliwo$¢ uczenia si¢ z doswiadczen tych, ktére podjely si¢ tego

wczesniej, co moze zwigkszy¢ prawdopodobienstwo osiggniecia rzeczywistego postepu.

Te wysitki nalezy rozwazy¢ w polaczeniu z innymi propozycjami dotyczacymi
poprawy koordynacji opieki, takimi jak ta z 2019 roku, ktéra dotyczyla wprowadzenia
podstawowego systemu zabezpieczenia zdrowotnego, nadzorowanego przez powiaty, ktory
wykracza poza POZ, aby poprawi¢ koordynacj¢ z innymi ustugami zdrowotnymi i objaé
réwniez inne sektory, takie jak sektor opieki spotecznej. Moze to potencjalnie jeszcze bardziej
poprawi¢ jako$¢ opieki, ale wymaga znacznych inwestycji w zasoby opieki zdrowotnej i

spotecznej. Propozycje te powinny podlega¢ statej analizie pod katem ich uzytecznosci na
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rzecz podejmowanych reform wzmacniajgcych opieke na poziomie POZ. Ponadto istniejace
programy opieki koordynowanej/kompleksowej powinny podlegaé ciagtej ewaluacji pod
katem ich dostosowania do tych reform. Obecnie pilnie potrzebna jest holistyczna strategia

poprawy koordynacji opieki w Polsce, z wyrazniej okreslonymi celami i §rodkami.



Summary

Population ageing and the increasing incidence of chronic diseases spell an increasing
number of people living with more than one chronic disease (multimorbidity) and necessitate
adapting service provision to meet these changing needs. While various models of coordinated
care provision have been developed over the past several decades, models of integrated care
for multimorbidity are relatively new and not widespread, while the lack of a definitional
agreement around care coordination obfuscates understanding of and learning from these

experiences.

Stratification between various levels of health needs, as done in the Kaiser Permanente
model, offers a simple framework to compare the multitude of existing care coordination
initiatives. The advantage of this approach, which is also called a population-based approach,
is that it does not clash with the existing models of coordinated care delivery. In contrary, they
can all be included within this approach and matched with the needs of the various chronic care
patients and the framework simply helps organise them. Thus, in most cases, only a small
fraction of chronic care patients will suffer from complex multimorbidities and require case
management; some will have a dominant condition that can be managed with a disease
management programme, and most will only require self-management support, while the whole

population can benefit from health promotion and disease prevention.

Much of the information about integrated care approaches comes from Western Europe
and the USA, and very little is known about efforts to improve integration of care in Central
and Eastern Europe (CEE), including Poland. Yet, Poland has been very active in terms of
coordinated care programmes and initiatives. The aim of this PhD dissertation is to study
existing and proposed coordinated care initiatives in Poland, including from the perspective of
older people, who are particularly prone to multimorbidity, and to see how they fit into the

Kaiser Permanente framework.

Eight articles are included in this work: three cover major coordinated care reforms - in
the areas of oncology, cardiology, and mental health; two describe relevant policy proposals —
one focusing on improving geriatric care and the second one on strengthening coordination of
care at the level of the counties; another article analyses differences and trends in amendable
mortality across the Polish regions, which supports tailoring of service provision to the local

needs, such as at the primary health care (PHC) or county level; and the final article compares
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coordinated care efforts in Poland with initiatives introduced in the other countries of the

Visegrad Group (Czechia, Hungary, and Slovakia).

The needs of chronic patients have been increasingly recognised in Poland since the
2000s and this inspired the establishment of various complex care programmes. However, these
have usually targeted specific conditions or risk factors, such as diabetes, myocardial infarction
or obesity, and specific population groups, such as persons with suspected or diagnosed cancer,
and mostly focused on specialist care. Few programmes include disease prevention and health
promotion or encompass other sectors, such as social assistance. The lack of a general strategy
for improving care integration in the country means that these initiatives have been developed

and evolved separately from each other.

Among the various programmes and initiatives implemented in Poland, the PHC PLUS
pilot (2018-2021) has been by far the most comprehensive attempt to improve care
coordination in Poland and appears to have included all elements of the population-based
Kaiser Permanente model, catering to chronic care patients with health care needs of various
levels of complexity and putting a strong emphasis on population-wide disease prevention and
health promotion. While a national rollout was not pursued, the reform is now implemented in
a piecemeal and partly voluntary fashion, offering the less-ready PHC practices to learn from

the experiences of early implementers, which may make actual progress more feasible.

These efforts should be considered in conjunction with other proposals to improve
coordination of care, such as the one from 2019 that proposed the introduction of the core
system of health security in the County Health Centres which goes beyond PHC to improve
coordination with other health services and to also includes other sectors such as the social care
sector. This has the potential to improve the care experience even more but relies on much
investment on health and social care resources. These proposals can now be revisited to see
how they can complement the ongoing PHC strengthening reforms, while the existing
programmes of coordinated/complex care can also be reassessed to see how they can be aligned
with these reforms. A holistic strategy for improving integration of care in Poland, with more

clearly defined goals and means, is now urgently needed.
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1. Wstep

Postepujacy proces starzenia si¢ populacji europejskiej, a takze wzrost zachorowan na
choroby przewlekle, prognozuja rosnaca liczbe 0so6b o ztozonych potrzebach w zakresie opieki
zdrowotnej. Wraz ze starzeniem si¢ spoteczenstwa nastapit wzrost liczby osob Zyjacych z

wiecej niz jednym schorzeniem przewleklym (wielochorobowosc¢).

W Polsce udzial 0sob starszych w ogodlnej liczbie ludnos$ci wzrasta szybciej niz w Unii
Europejskiej (UE), a dodatkowo osoby starsze maja zazwyczaj gorszy stan zdrowia w
poréwnaniu z ich europejskimi rowiesnikami (patrz ramka 1). Oznacza to, ze ich potrzeby w
zakresie ustug medycznych, pielegnacyjnych i1 opieki spotecznej prawdopodobnie wzrosna.

Konieczne jest zatem dostosowanie §wiadczen do tych potrzeb w przysztosci.

Ramka 1. Stan zdrowia osob starszych w Polsce

Polska jest wcigz stosunkowo mtodym krajem na tle innych panstw UE. W 2019 roku
udzial osob w wieku 65+ w Polsce byt nieco nizszy niz $rednia UE (18,2% vs. 20,6%).
Jednakze ro$nie on w Polsce szybciej niz w innych krajach i do 2050 roku prognozuje sie,
ze osiagnie 30%, nieznacznie przewyzszajac prognozowang srednig dla UE. W 2020 roku
osoby w wieku 75+ stanowily w naszym kraju 7% ogétu ludnosci, podczas gdy w UE bylto
to 9%, a do 2050 roku prognozuje si¢ wzrost tych udziatow odpowiednio do 15% 1 17%.

Osoby starsze czesto cierpig z powodu wielu chorob wspotistniejacych, stabosci i
ograniczen funkcjonalnych w zakresie codziennych czynnosci zyciowych i w zwigzku z tym
wymagaja wigcej ustug zdrowotnych i opiekunczych niz osoby mlodsze. Gtéwne problemy
zdrowotne pacjentow geriatrycznych w Polsce obejmujg zarowno choroby przewlekte
zwigzane z wiekiem, jak i1 zespoly geriatryczne, ktore nie pasujg do konkretnych kategorii
chorobowych, ale majg istotny wptyw na funkcjonalnos$¢ i satysfakcje z zycia: nadci$nienie
tetnicze (60% pacjentow geriatrycznych), depresja (52%), nietrzymanie moczu (48%),
upadki (41%), otepienie (35%), cukrzyca (31%), niewydolnos$¢ serca (27%), choroba
wrzodowa (22%), niedozywienie biatkowo-energetyczne (20%), delirium (19%), zespoty
jatrogenne (17%), przewlekta choroba nerek (17%), choroba Parkinsona (16%) oraz
nowotwory (9%). Starsi Polacy deklaruja zty stan zdrowia znacznie czgéciej niz ich
rowiesnicy w innych krajach Europy — w 2019 roku ponad 30% naszych rodakow w wieku

powyzej 65 roku zycia podato, Ze ma zly lub bardzo zty stan zdrowia wobec 17,8% $rednio

w UE. Udzial ten wzrasta do 41,8% u 0s6b powyzej 75 roku zycia, w poréwnaniu z 23,8%
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w UE. W Polsce seniorzy sg takze obcigzeni chorobami przewlektymi i wielochorobowoscia.
Z danych zebranych w ramach badania PolSenior wynika, ze nawet 80% osob w wieku 65+
cierpi na wigcej niz jedno schorzenie, a osoby powyzej 70 roku Zycia na co najmniej trzy
choroby przewlekte. W zakresie wykonywania czynnos$ci zycia codziennego 34,1% polskich
seniorow w wieku 65+ zgtasza pewne lub powazne ograniczenia wobec 26,1% w UE (dane

z 2014 roku). Udziaty te wzrastaja do, odpowiednio 36,6% 1 28,8% dla oséb w wieku 75+.

Zrédto: Na podstawie Sagan, Galazka-Sobotka i in. (2022).

Jednoczesnie w europejskich systemach zdrowotnych, w tym takze w Polsce, w
zakresie koordynacji opieki zdrowotnej, dominujg raczej dzialania ,,zorientowane na choroby”
153 one zorganizowane wokot pojedynczych chordb/specjalnosci medycznych lub okreslonych
grup pacjentow. Wigkszo$¢ wdrozonych systemowych rozwigzan w krajach UE skupia si¢ na
modelach opieki ukierunkowanych na cukrzyce typu 2, a takze na astme¢ lub przewlekta
obturacyjng chorobe pluc (POChP), choroby ukladu krazenia (gltoéwnie przewlekia
niewydolno$¢ serca, choroby niedokrwienne serca, ryzyko sercowo-naczyniowe i udar

modzgu), nowotwory i problemy zwigzane ze zdrowiem psychicznym (Nolte i Knai 2014).

Taki sposob organizacji §wiadczen zdrowotnych nie odpowiada potrzebom pacjentéw
z wieloma chorobami, poniewaz ich wielorakie schorzenia wymagaja opieki ze strony wielu
podmiotow — lekarzy w podstawowej opiece zdrowotnej (POZ), przychodni ambulatoryjnej
opieki specjalistycznej (AOS), szpitali, opieki domowej, placowek rehabilitacyjnych, domow
opieki spolecznej, aptek. Ponadto wytyczne dotyczace leczenia chorob moga nie mied
zastosowania dla pacjentéw z wieloma przewleklymi schorzeniami, ze wzgledu na ich
wzajemng niezgodno$¢. Koordynacja opieki jest niezbgdna dla zapewnienia skutecznych,
odpowiednich i dobrej jakosci ustug dla os6b z wieloma chorobami, ale sposéb, w jaki mozna
to zrobi¢ w praktyce, pozostaje stabo rozpoznany, a wdrazanie wielu rozwigzan jest nadal w

poczatkowej fazie (Hujala i in. 2017; Rijken 1 in. 2017).

Jedng z ostatnich 1 najbardziej kompleksowych préb mapowania rozwoju
zintegrowanych programow opieki dla os6b z wieloma chorobami byt finansowany przez
Komisje Europejska i realizowany w latach 2013-2016 projekt ICARE4EU (Integrated care
for people with multiple chronic conditions in Europe). W ramach tego projektu eksperci
krajowi w 31 krajach europejskich zidentyfikowali 101 programéw opieki zintegrowane;,
majacych na celu poprawe §wiadczen udzielanych pacjentom cierpigcym na wiele chorob

przewlektych. Poprawa koordynacji opieki i wspolpracy wielodyscyplinarnej byly gléwnymi
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celami wigkszos$ci programéw. Najczesciej nawigzywano wspotprace w ramach POZ. Badano
takze relacje 1 mozliwo$ci kooperacji miedzy opieka podstawowg i ambulatoryjng oraz z
innymi sektorami (np. opieka spoleczng) i nieformalnymi opiekunami, aczkolwiek poziom
takiej] wspotpracy zazwyczaj okazywal si¢ niezadowalajacy. W wigkszo$ci programéw
wykorzystywano elektroniczng dokumentacje zdrowotng, jednak jej powszechne uzycie
poprzez wspotpracujacych ze sobg pracownikdw 1 pacjentow bylo jeszcze wowczas
rzadkos$cia. Ponadto w przypadku wigkszosci zidentyfikowanych zintegrowanych programow
opieki zdrowotnej nie zastosowano zadnych konkretnych metod platnosci w celu wsparcia
integracji (Rijken 1 in. 2017). Projekt wykazal, ze praktyki zintegrowanej opieki, ktore
koncentrujg si¢ na konkretnej chorobie lub kombinacji konkretnych choréb, sg mniej
rozbudowane pod wzgledem rodzaju, zakresu i stopnia integracji niz praktyki, ktore
koncentruja si¢ na dowolnej kombinacji chorob. Ten drugi typ jest czesciej spotykany w
krajach, w ktorych w ramach POZ wraz z lekarzem rodzinnym pracuje wielu profesjonalistow
medycznych 1 okotomedycznych, np. pielegniarki srodowiskowe, fizjoterapeuci, pracownicy
socjalni. Ktadzie on rowniez wigkszy nacisk na zaangazowanie pacjenta i zapewnia bardziej
kompleksowa opieke, co jest waznym warunkiem rozwijania opieki skoncentrowanej na

pacjencie (Rijken 1 in. 2018).

Polska nie byta czescig projektu ICARE4EU, ale rowniez w innej w dostepnej
literaturze przedmiotu nie mozna znalez¢ wiele informacji na temat krokéw, ktore
podejmowane sa w Polsce oraz w innych krajach Europy Srodkowo-Wschodniej w celu
przygotowania ich systemow ochrony zdrowia na starzenie si¢ spoleczenstwa oraz wzrost

liczby schorzen przewlektych 1 wielochorobowosci.
1.1. Koordynowana opieka zdrowotna — zarys definicyjny

Zwigkszone zainteresowanie naukowcow badaniem koordynowanej opieki w ciagu
ostatnich kilku dekad, doprowadzitlo do wypracowania wielu definicji i ram koncepcyjnych
koordynowanej opieki zdrowotnej (Satylganova 2016), przeksztalcajac ja w migdzynarodowe
,popularne hasto zmian”, a takze utrudniajac zrozumienie i nauke z do§wiadczen ptynacych z

tworzenia réznych form opieki koordynowanej (Dawda 2019).

W literaturze pojawiajg si¢ m.in. takie terminy jak: opieka zintegrowana, opieka
kompleksowa, opieka ciggta (ang. seamless care), zarzadzanie chorobami przewlektymi (ang.
chronic disease management) czy opieka potaczona (ang. joined-up care). W polskich

opracowaniach spotyka si¢ takze okreslenia ,,opieka kierowana”, ,kompleksowa opieka
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zdrowotna” lub ,,zintegrowana opieka zdrowotna”, ktére rowniez odpowiadajg terminologii
uzywanej w jezyku angielskim i s3 uZzywane zamiennie'. Armitage i wspolautorzy
zidentyfikowali ponad 175 definicji opieki zintegrowanej, z ktérych kazda zostala
uksztalttowana przez perspektywe roznych interesariuszy, takich jak pacjenci,
$wiadczeniodawcy, decydenci, fundatorzy i ewaluatorzy (Armitage i in.. 2009; Shaw 1 in.
2011). Niektore z nich sg synonimami, a inne majg pokrywajace si¢ pojecia, konstrukty i

taksonomie (patrz ramka 2).

Ramka 2. Taksonomie opieki zintegrowanej

W literaturze mozna wyr6zni¢ kilka taksonomii zintegrowanej opieki, co
odzwierciedla wielowymiarowy charakter procesow integracyjnych. Istniejace klasyfikacje
rozrdzniaja rozne typy i mechanizmy integracji, mi¢dzy integracja pozioma i pionowa lub
rzeczywistg 1 wirtualng, miedzy r6znymi poziomami (lub zakresami) integracji oraz mi¢dzy

jej roznym czasem trwania i1 intensywnoscig.

Przyktadowo, Lewis i wspotautorzy (2010) wyrdzniajg cztery rodzaje integracji:
organizacyjng, funkcjonalng, uslugowa i kliniczng. Opisuja oni integracj¢ organizacyjng
jako taczenie kilku organizacji poprzez skoordynowane sieci dostawcow i fuzje. Integracja
funkcjonalna oznacza potaczenie funkcji nieklinicznych i zaplecza biurowego (ang. back
office) poprzez, na przyktad wspotdzielenie elektronicznych kartotek pacjentow. Integracja
ustug odnosi si¢ do laczenia roznych §wiadczen klinicznych na poziomie organizacyjnym
poprzez migdzy innymi tworzenie zespotow wielodyscyplinarnych. Integracja kliniczna jest
to natomiast integracja opieki w jeden spojny proces w obrgbie i/lub pomigdzy zawodami

przyktadowo poprzez stosowanie wspolnych wytycznych i protokotéw.

Kazdy z tych typow integracji moze by¢ dodatkowo scharakteryzowany przez
mechanizm integracji. Integracja oparta na wspolnych wartosciach stuzacych koordynacji
1 wspotpracy jest postrzegana jako integracja normatywna; natomiast integracja
charakteryzujaca si¢ spojnoscig regut i polityk na réznych poziomach organizacji jako

integracja systemowa (Lewis i in. 2010).

Integracja moze by¢ rdwniez opisana jako pozioma lub pionowa (Curry i Ham

2010). Pozioma powstaje poprzez laczenie dziatan w ramach jednostek operacyjnych i/lub

' W niniejszej rozprawie doktorskiej okresSlenia opieka koordynowana i opieka zintegrowana uzywane sg

zamiennie.
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organizacji, ktore znajduja si¢ na tym samym etapie procesu $wiadczenia ustlug. Moze to
obejmowac fuzje szpitali ostrych lub fuzje organizacji opieki spotecznej i zdrowotne;.
Integracja pionowa wystepuje w zwigzku z koordynacja ustug pomiedzy jednostkami
operacyjnymi, ktore znajdujg si¢ na ré6znych etapach procesu $wiadczenia ustug. Przyktadem
moze by¢ integracja opieki podstawowej 1 ponadpodstawowej lub praktyki ogolnej i opieki

srodowiskowe;.

Kazdy z wymienionych procesow integracyjnych moze wystapi¢ jako integracja
rzeczywista, gdy np. wspoéldzielone sg fizyczne aktywa i infrastruktura, lub integracja
wirtualna, ktéra powstaje poprzez tworzenie sojuszy, sieci 1 powigzan kontraktowych

(Curry i Ham 2010).

W zaleznosci od rozpigto$ci procesu integracji, Nolte i McKee (2008) wyr6zniaja
zakres integracji. Moze ona obejmowa¢ zaréwno integracj¢ opieki nad pojedynczymi
pacjentami, integracje opieki nad okreslonymi chorobami lub grupami populacyjnymi, jak i
integracje opieki nad catg populacja. Podobnie Curry i Ham (2010) wyrdzniaja poziomy, na
ktérych mozna dazy¢ do integracji. Integracja na poziomie mikro ma na celu poprawe
doswiadczenia w zakresie opieki nad pojedynczym pacjentem; integracja na poziomie mezo
ma na celu zapewnienie zintegrowanej opieki dla okreslonej grupy lub populacji z tg samg
chorobg lub problemami zdrowotnymi; a integracja na poziomie makro zajmuje si¢ calg

populacja poprzez stratyfikacje potrzeb i dostosowanie do nich ushug.

Mozna rowniez rozrézni¢ okres, na ktérym koncentruje si¢ integracja; moze by¢ ona
zorientowana na konkretny epizod opieki, np. hospitalizacja i pozaszpitalna kontrola w
przypadku ostrego stanu chirurgicznego, lub by¢ §wiadczona z zastosowaniem perspektywy
calego zycia (ang. lifecourse approach), np. w przypadku choréb przewlektych (Nolte 1
McKee 2008).

Integracja opieki moze si¢ odbywac na réznych poziomach i w réznych obszarach
sektora zdrowia, np. pomiedzy podstawowa opieka zdrowotng a szpitalami, lub miedzy
sektorem zdrowia 1 sektorem opieki spolecznej, np. opieka nad pacjentami
dlugoterminowymi. W zwigzku z tym integracj¢ mozna skategoryzowac takze wedlug jej
intensywnosci: petlna integracja obejmuje proces wigczania sektorow zdrowotnego i
spotecznego do nowego modelu organizacyjnego, podczas gdy czgsciowa integracja tworzy
mniej lub bardziej luzne powigzania, ktore wspierajg integracj¢ migdzy dwoma sektorami w

celu poprawy koordynacji migdzy nimi (Nolte i McKee 2008).
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Zrédto: Na podstawie Satylganova (2016).

W Polsce zaproponowano wyrdznienie trzech poziomow integracji opieki zdrowotnej

(Rudawska 2014):

e Makro, czyli (1) powigzania mi¢dzysektorowe (opieka zdrowotna i opieka spoteczna, tj.
opieka srodowiskowa, ambulatoryjna, dzienna i stacjonarna oraz socjalna), (2) uspdjnienie
polityki spotecznej i zdrowotnej oraz (3) jasne okreslenie osrodka decyzyjnego (rzadu lub
samorzadu), ktory dokonuje decyzji o alokacji zasobdéw przeznaczanych na opieke
zdrowotng. Na tym poziomie istotne staje si¢ podejscie kompleksowe obejmujace
harmonizacj¢ struktury i funkcji danego systemu opieki zdrowotnej, finansowania, norm i

warto$ci uznawanych przez wszystkich uczestnikow tego systemu.

e Mezo, czyli integracji, ktora organizuje opieke zdrowotng w taki sposob, aby rdzne typy
ushug (podstawowe, ambulatoryjne, specjalistyczne itd.) byly $wiadczone jako spojny
proces zard0wno w grupie organizacji jednego szczebla, jak i miedzy organizacjami na
réznych szczeblach (integracja kliniczna). Istota integracji na szczeblu mezo jest

zapewnienie cigglosci opieki.

e Mikro, to integracja przedstawiana z perspektywy pacjenta, ktora polega na multi-
dyscyplinarnym podejsciu do niego i takim zorganizowaniu §wiadczen medycznych, aby
zapewni¢ mu kontinuum leczenia, nie tylko podstawowej jednostki chorobowej, ale tez

innych wspotistniejacych.

Rudawska wymienia takze (za przyktadem Kodner i Spreeuwenberg 2002) pieé
obszaréw integracji opieki zdrowotnej: finansowy, administracyjny, organizacyjny,

$wiadczenia ustug (procesowy), kliniczny.

Pomimo mnogo$ci taksonomii i definicji mozna wyr6zni¢ kilka definicji opieki
zintegrowanej, ktore sa czesciej stosowane (Satylganova 2016; Amelung i in.. 2017) (ramka
3). Wspolng cechg ich wszystkich, pomimo réznych perspektyw, jest domysSine zatozenie, ze
zintegrowana opieka powinna by¢ skoncentrowana na potrzebach pojedynczych pacjentow,

ich rodzin i §rodowiska (Satylganova 2016).
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Ramka 3. Wybrane definicje opieki zintegrowanej

Powszechnie stosowane definicje opieki zintegrowanej przyjmuja kilka perspektyw:

e Perspektywy pacjentow (uzytkownikow opieki): Moja opieka jest zaplanowana z ludzmi,
ktorzy wspoipracujg, aby zrozumie¢ mnie i mojego opiekuna (opiekunow), dac¢ mi
kontrole, koordynowac i dostarczac¢ $wiadczenia, aby osiggngé najlepsze wyniki dla
mnie. (National Voices 2013).

e Perspektywa menedzeréw zdrowia i opieki: Proces, ktory polega na tworzeniu i
utrzymywaniu  wspolnej  struktury pomiedzy niezaleznymi interesariuszami (i
organizacjami) w celu skoordynowania ich wspotzaleznosci, aby umozliwi¢ im wspolng
prace. (Contandriopoulos i in. 2003).

e Perspektywa systemu ochrony zdrowia: Zarzgdzanie i dostarczanie ustug zdrowotnych
w taki sposob, aby ludzie otrzymywali kontinuum ustug w zakresie promocji zdrowia,
zapobiegania chorobom, diagnostyki, leczenia, zarzqdzania chorobami, rehabilitacji i
opieki paliatywnej, na roznych poziomach i w roznych placowkach opieki w ramach
systemu ochrony zdrowia oraz zgodnie z ich zmieniajgcymi sie potrzebami w ciggu
calego zycia. Definicja ta zostala przyjeta przez Swiatowa Organizacje Zdrowia (WHO
2015). Podobne podejscie do opieki zintegrowanej widoczne jest w definicji Biura
Regionalnego WHO dla Europy (2016): Zintegrowane swiadczenie ustug zdrowotnych
jest definiowane jako podejscie na rzecz wzmocnienia systemow zdrowotnych
skoncentrowanych na ludziach poprzez promowanie kompleksowego dostarczania
wysokiej jakosci ustug w trakcie trwania catego zycia, zaprojektowanych zgodnie z
wielowymiarowymi potrzebami populacji i pojedynczych pacjentow oraz dostarczanych
przez skoordynowany wielodyscyplinarny zespot swiadczeniodawcow pracujgcych w
roznych placowkach i na roznych poziomach opieki. Tego rodzaju opieka wymaga
skutecznego zarzgdzania, aby zapewnic optymalne wyniki i odpowiednie wykorzystanie
zasobow w oparciu o najlepsze dostepne dowody, w celu cigglej poprawy wynikow
leczenia oraz zwalczania przyczyn zlego stanu zdrowia i promowania spotecznego

dobrobytu poprzez dziatania miedzysektorowe i wielosektorowe.

Na potrzeby niniejszej rozprawy doktorskiej, z uwagi na nowos¢ inicjatyw w zakresie
koordynowanej opieki w Polsce, obrano szerokg roboczg definicje Nolte i Pitchforth (2014),
ktora opiera si¢ na celu opieki zintegrowanej. Wedtug tej definicji za opieke zintegrowang

uwazana jest kazda inicjatywa majgca na celu poprawe wynikow u osob z (zloZzonymi)
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przewleklymi problemami zdrowotnymi i potrzebami, poprzez przezwycigzenie problemow
fragmentacji za pomocg powiqgzania lub koordynacji ustug roznych sSwiadczeniodawcow
wzdluz kontinuum modelu opieki. Tak szeroka definicja nie jest ,,skazona” zadng szczegdlng
perspektywa i moze pomodc w identyfikacji wszystkich istniejacych inicjatyw zintegrowanej

opieki, ktére stuzg temu samemu celowi.
1.2. Podejscia do Swiadczenia opieki koordynowanej

Na przestrzeni lat opracowano rézne modele zintegrowanego $wiadczenia opieki?,
czesto odzwierciedlajace rozne poziomy jej integracji (patrz ramka 2). Modele takie jak
zarzadzanie przypadkiem, indywidualne plany opieki czy osobiste budzety zdrowotne
koncentrujg si¢ na poziomie indywidualnym (mikro); modele takie jak model PRISMA
(Program of Research to Integrate the Services for the Maintenance of Autonomy) w Kanadzie,
Chains of Care w Szwecji i rozne inne modele zintegrowanej opieki skupiajace si¢ na r6znych
grupach populacyjnych i/lub konkretnych chorobach, koncentrujg si¢ na poziomie grupy lub
choroby (mezo); natomiast Kaiser Permanente jest przykladem podej$cia populacyjnego

(makro) (ramka 4) (Satylganova 2016).

Ramka 4: Podejscie do Swiadczenia uslug zdrowotnych wedlug Kaiser Permanente

Kaiser Permanente to amerykanska organizacja non-profit zajmujgca si¢
utrzymaniem zdrowia (ang. health maintenance organisation, HMQO), dzialajaca na rzecz
poprawy integracji ustug zdrowotnych od prawie 100 lat. Jej poczatki siggaja do lat 30. XX
wieku, kiedy to zacze¢to tworzy¢ system przedptaconej opieki zdrowotnej dla pracownikéw
budujacych tamy w Kalifornii, w ramach ktérego wypracowano system bodzcoéw 1 zachet do
ograniczenia urazoOw poprzez profilaktyke (Alderwick i in. 2015). Z biegiem lat organizacja
Kaiser Permanente obj¢ta swoimi dziataniami coraz wigcej 0s6b — obecnie ponad 12,5 min

0sOb w calych Stanach Zjednoczonych.

2 Te praktyczne do$wiadczenia staty sie podstawg do opracowania bardziej teoretycznych modeli, ktére probuja
uchwyci¢ zlozono$¢ opieki zintegrowanej oraz rézne czynniki i elementy skladowe podejscia do opieki
zintegrowanej, ktore maja pozytywny wplyw na wyniki leczenia pacjentow, jakos¢, ale takze na oszczgdnosci i
inne cele system6éw zdrowia. Model opieki przewleklej (Chronic Care Model, CCM) i jego pdzniejsze
modyfikacje, takie jak model innowacyjnej opieki nad chorymi przewlekle wypracowany przez WHO (ang.
Innovative Care for Chronic Conditions Model) oraz tzw. model tgczowy (ang. Rainbow Model) opracowany
przez Valentijn i wspotautoréw (2013) naleza do najbardziej znanych przyktadow. Przeglad tych modeli mozna

znalez¢ w (Amelung i in.. 2017; Satylganova 2016).
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Integracja opieki w Kaiser Permanente jest wspierana przez stratyfikacje ryzyka
populacji, nacisk na zapobieganie chorobom i promocje¢ zdrowia dla ogotu populacji (dolna
warstwa Trojkata Kaiser na rysunku 1); wsparcie w zarzadzaniu wlasnym zdrowiem dla
wiekszosci pacjentow przewlekle chorych (druga warstwa); zarzadzanie chorobami 1
wykorzystanie $ciezek opieki dla pacjentow wysokiego ryzyka (trzecia warstwa); oraz
zarzadzanie przypadkami dla pacjentdow z najbardziej zlozonymi potrzebami (goérna

warstwa).

W ciggu ostatnich kilku dekad Kaiser Permanente przesungt swdj gtoéwny punkt
uwagi z 0sob z dlugotrwatymi schorzeniami o najbardziej zlozonych potrzebach ,na
szczycie trojkata” na wszystkie osoby, za ktore jest odpowiedzialny, stosujac szereg

interwencji dostosowanych do potrzeb réznych oséb i populacji, ktére obejmuje.

Rozszerzony model Kaiser Model Kaiser Permanente
Permanente obejmujacy
opieke spoteczng

Wsparcie dla oséb o Zarzadzanie
zwiekszonych potrzebach w przypadkiem

: Pacjenci z najbardziej
opiece domowe
P ) ztozonymi problemami (5%

pacjentow przewlekle chorych)

Wysokiej jakosci wsparcie dla Zarzadzanie choroba

opiekundéw nieformalnych

Pacjenci wysokiego ryzyka (15% pacjentow
przewlekle chorych)

Swiadczenia prewencyjne Wsparcie w zarzadzaniu wiasnym zdrowiem

Wigkszos¢ (70-80%) pacjentéw przewlekle chorych

Zapobieganie chorobomi promocja zdrowia dla ogétu populacji

(cata populacja)

Rysunek 1. Trojkat Kaiser Permanente
Zrédto: Opracowanie whasne na podstawie Singh i Ham (2006).

Jedng z wyrdzniajgcych si¢ adaptacji tego modelu jest piramida King's Fund, ktora
wykracza poza opieke zdrowotng i stratyfikuje populacje wedlug jej potrzeb w zakresie nie
tylko opieki zdrowotnej, ale takze spolecznej (Satylganova 2016) (patrz szary prostokat na
rysunku 1 powyzej).
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Stratyfikacja populacji i dostosowanie §wiadczenia ustug do potrzeb réznych grup
ludnosci oznacza, ze populacyjne modele opieki, takie jak Kaiser Permanente, sg dobrze
przystosowane do zaspokajania potrzeb pacjentdw o roznej ztozono$ci, w tym tych, ktorzy
cierpig na wielochorobowos¢. Oznacza to réwniez, ze inne modele opieki, takie jak te skupione
na jednostkach lub konkretnych chorobach, moga istnie¢ w ramach trojkata Kaiser i

pozostawac istotne.

Weczesniejsze badania wykazaty, ze osoby z wielochorobowos$cig znacznie r6znig si¢
pod wzgledem potrzeb w zakresie opieki i wsparcia: wiele z nich nie ma duzo wigcej
problemow zdrowotnych niz pacjenci z jedng chorobg przewlekta, a inni cierpig na szereg
problemow w réznych obszarach ich zycia i wymagajg bardziej rozbudowanej zintegrowane;j
opieki i wsparcia. Nalezy pamig¢taé, ze zarzadzanie przypadkiem jest dominujgcym podej$ciem
w zintegrowanej opiece nad pacjentami z wielochorobowoscia (Hughes i in. 2020); poniewaz
jednak subpopulacje 0sob z wieloma chorobami majg rozne potrzeby, wielorakie formy opieki
moga by¢ bardziej lub mniej skuteczne w zaspokajaniu ich specyficznych potrzeb (Hopman i

in. 2016).

Na poziomie makro modele zintegrowanej opieki populacyjnej obejmuja organizacje
pracujace wspolnie w ramach réznych systemow w celu poprawy wynikow zdrowotnych dla
okreslonych grup ludnosci. W przeciwienstwie do typowych podejs¢ do opieki zintegrowane;,
ktére koncentrujg si¢ przede wszystkim na grupach czesto korzystajacych z ustug zdrowotnych
i opiekunczych, systemy te maja na celu poprawe zdrowia ludzi w catej populacji, ktérg
obejmuja, jak rowniez sa ukierunkowanie na konkretne interwencje dla grup najbardziej
potrzebujacych (Alderwick i in. 2015). Wedlug tego podejscia zintegrowana opieka zdrowotna
wychodzi od fragmentacji w kierunku modelu zdrowia populacji, ktory poza opieka zdrowotna
obejmuje promocje zdrowia i profilaktyke, majac na celu zmniejszanie nierdwnosci w zdrowiu
catej populacji, z uwzglednieniem czynnikéw ksztattujacych zdrowie ludnosci. Czynniki te
obejmuja: szersze uwarunkowania zdrowia (takie jak dochody i1 bogactwo, edukacje,
mieszkalnictwo, transport i wypoczynek); zachowania zdrowotne i styl zycia (np. palenie
tytoniu, spozywanie alkoholu, diet¢ i ¢wiczenia fizyczne); oraz udziat w spotecznos$ciach i

organizacjach spotecznych (Braveman i Gottlieb 2014).

Na poziomie mezo modele zintegrowanej opieki populacyjnej moga zawiera¢ rézne
strategie dla odmiennych grup populacyjnych, w zalezno$ci od ich potrzeb i ryzyka. Ustugi i
interwencje sg dostosowywane do potrzeb grup o podobnych potrzebach, z wykorzystaniem

roznych podejs¢ 1 z zaangazowaniem ze strony roznych partneréw systemowych.
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Na poziomie mikro przyklady zintegrowanej opieki populacyjnej moga dostarczaé
szereg interwencji majacych na celu poprawe zdrowia indywidualnych cztonkow spotecznosci.
Interwencje te sg liczne i zréznicowane i obejmuja wktad wielu organizacji i stuzb w zaleznos$ci
od ich ukierunkowania, na przyktad wsparcie mieszkaniowe, programy edukacyjne, ustugi
zawodowe 1 doradztwo w zakresie zatrudnienia, programy aktywizacji fizycznej lub walki z
natogiem palenia tytoniu, 1 inne formy wsparcia w zakresie stylu zycia, jak réwniez bardziej
tradycyjne ustugi zdrowotne i opiekuncze, takie jak planowanie opieki zdrowotnej i
zarzadzanie indywidualnymi przypadkami (ang. case management) dla os6b o zlozonych

potrzebach zdrowotnych i opiekunczych.

Zebrane razem, wdrazane modele zintegrowanej opieki bez wzgledu na ich poziom
(mikro, mezo, makro), oferuja pomysty na to, jak koordynowaé lub dostosowywac opieke i
przezwyci¢zac jej fragmentaryzacje, jednoczesnie pozwalajagc wykorzystac podejscia, ktore juz
istnieja w praktyce w wielu systemach zdrowotnych. Programy skoncentrowane na
pojedynczych schorzeniach pozostajg istotne same w sobie, poniewaz wigkszos$¢ pacjentow ma
jedno lub dwa dominujace schorzenia, a tylko niewielka cze$¢ populacji to pacjenci cierpiacy
na wielochorobowos$¢. A nawet jesli wystgpuje u nich tylko jedna choroba, taka jak cukrzyca,
to moga otrzymywac opieke od wielu réznych $wiadczeniodawcow, czesto w roznych
miejscach lub instytucjach, co samo w sobie wymaga ztozonych, opartych na wspdlpracy

modeli opieki (Nolte i McKee 2008).

W Europie jednym z bardziej znanych przyktadow podejscia populacyjnego jest
Gesundes Kinzigtal w Niemczech — wspdlne przedsiewzigcie sieci lekarzy w Kinzigtal i1 firmy
zarzadzajacej opieka zdrowotng z siedzibg w Hamburgu, OptiMedis AG, ktora jest
odpowiedzialna za organizacj¢ opieki i poprawe stanu zdrowia prawie potowy z 71 000
mieszkancow Kinzigtal w potudniowo-zachodnich Niemczech (Alderwick i in. 2015). Innym
przyktadem, ktéry moze by¢ bardziej odpowiedni dla polskiego kontekstu, biorgc pod uwage
ostatnie propozycje wzmocnienia roli powiatow w koordynacji opieki zdrowotnej, sg dziatania

podejmowane w powiecie Jonkdping w Szwecji (patrz ramka 5).

Ramka 5. Wdrozenie modelu zdrowia populacyjnego w hrabstwie Jonkoping w Szwecji

Hrabstwo JonkoOping jest potozone w potudniowej Szwecji. Jego ludnos$¢ liczy okoto
340 000 osO6b. W ciggu ostatnich 20 lat rada hrabstwa Jonkoping realizowata wizje ,,dobrego
zycia w atrakcyjnym mies$cie” dla swoich mieszkancéw. Rada planuje, finansuje i zapewnia

ustugi zdrowotne dla swojej populacji, wspotpracujac z samorzadem lokalnym w gminach.
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Dzigki szwedzkiemu modelowi decentralizacji rada hrabstwa posiada znaczng autonomig¢ 1

uprawnienia podatkowe.

Rada hrabstwa JonkOping jest znana z pracy nad poprawag jakosci i rozwojem
zintegrowanych ustug zdrowotnych i opiekunczych. Personel i zespoty kliniczne zachgcane
sa do wspodlnej pracy w celu zapewnienia najlepszych rezultatow dla fikcyjnej osoby w
podesztym wieku o imieniu Esther, ktora cierpi na typowe dla swojego wieku schorzenia i
ma typowe potrzeby opiekuncze. Takie podejscie umozliwia efektywne mapowanie oraz
udoskonalanie $wiadczonych ustug. Korzys$ci wynikajace z tego podejécia obejmujg znaczng
redukcje przyje¢ do szpitala oraz dni spedzonych w szpitalu i czasu oczekiwania na wizyty

specjalistyczne.

Inne ustugi majace na celu poprawe zdrowia osob starszych obejmuja program ,,Pasja
dla zycia Jonkoping”, ktory zdobyt europejska nagrode za innowacje spoleczne w zakresie
starzenia si¢. Program opiera si¢ na serii spotkan grupowych zwanych ,,kawiarniami zycia”,
w ktorych ludzie spotykaja sie, aby wspolnie dyskutowac¢, w jaki sposéb moga poprawic
rézne aspekty ich zdrowia i dobrego samopoczucia. Kawiarnie zycia odbywaja si¢ w r6znych
miejscach w zaleznos$ci od omawianych tematéw — na przyktad w sitowni, jesli tematem jest
aktywnos¢ fizyczna, lub w restauracji, jesli tematem jest dieta i odzywianie. Niektore z nich
skupily si¢ na dziataniach mig¢dzypokoleniowych 1 specyficznych potrzebach grup

mniejszosciowych.

Oprocz integracji ustug opieki i profilaktyki dla osob starszych, takich jak Esther,
rada hrabstwa Jonkdping przyjeta szerokie podejscie do planowania i $wiadczenia ustug dla
catej populacji, ktorg obejmuje. Wykorzystuje dane na poziomie populacji, aby zrozumie¢
potrzeby rdéznych grup ludnosci i korzysta z tablicy wskaznikéw zdrowotnych do
monitorowania wynikow zdrowotnych wsrdod lokalnych populacji oraz do poréwnywania
wynikow migdzy nimi. Wskazniki te koncentrujg si¢ na réznych obszarach, w tym otytosci,
spozycia alkoholu, aktywnosci fizycznej, jakosci diety, deprywacji spotecznej, przestgpstw,
wynikach edukacyjnych, a takze na szeregu miar zdrowia fizycznego ludzi. W oparciu o te
dane rada wspotpracuje z wladzami lokalnymi w gminach Jonkdping, aby zaplanowac i

dostarczy¢ ustugi majace na celu poprawe zdrowia ludnosci w kazdej gminie.
Rada hrabstwa JonkOping opracowata ukierunkowane strategie dla czterech
glownych grup ludnosci: dzieci i mlodziezy, osob z chorobami psychicznymi, osob

uzaleznionych od narkotykow i alkoholu oraz 0sob starszych. Specjalisci z réznych sektorow

23



spotykaja si¢, aby projektowac i wdraza¢ nowe podej$cia do poprawy zdrowia ludzi w kazde;j
z tych grup. Jednym z przyktadow jest program wspolpracy dla mtodszych oséb z chorobami
psychicznymi, ktéry obejmuje podstawowe ushugi opieki zdrowotnej i opieki spotecznej,
szkoty 1 policje, a takze szereg innych lokalnych partnerow. Zdrowie publiczne jest
postrzegane jako podstawowa cze$¢ projektowania 1 dostarczania interwencji w kazdej z
tych grup ludno$ci, a nie jako oddzielna cze$¢ dziatalnos$ci. Aby wesprze¢ ludzi w
zarzadzaniu wlasnym zdrowiem w calej populacji, stworzono ,.kawiarnie edukacyjne”
(podobne do ,,kawiarni zycia” opisanych powyzej), dla ludzi o podobnych problemach 1
warunkach zyciowych, gdzie moga oni korzysta¢ z wiedzy eksperckiej ,,do§wiadczonych
pacjentow”.

Hrabstwo Jonkoping osigga wysokie wartosci szeregu wskaznikow zdrowia
publicznego w poroOwnaniu z innymi czgSciami Szwecji - w tym w odniesieniu do
oczekiwanej dtugosci zycia, zgtaszanego stanu zdrowia i samopoczucia emocjonalnego — co

swiadczy o potencjale zastosowania modelu opieki populacyjne;.

Zrédto: Na podstawie Alderwick i in. (2015).

Dotychczas istniejgce modele opieki populacyjnej zostaty wdrozone na relatywnie
matg skalge, pomimo dobrych, a nawet bardzo dobrych wynikéw niektérych z nich.
Zrozumienie specyficznych (tj. kontekstowych) dla danego kraju rozwigzan na poziomach
makro, mezo 1 mikro moze pomoc lepiej zrozumie¢ to, co Greenhalgh i wspotautorzy (2004)
okreslili jako ,,gotowos$¢ systemu” na innowacyjne podejscia, czyli kroki, ktore nalezy podjac,
aby umozliwi¢ szersze zastosowanie nowych modeli opieki. Co wazniejsze, lepsze
zrozumienie istniejgcych podej$¢ do Swiadczenia ustug moze pomodc zidentyfikowac te
elementy, ktore stanowig najwigksze przeszkody w dostarczaniu wysokiej jakosci opieki i
ktore najprawdopodobniej beda dziata¢ jako bariery zmian (Nolte i McKee 2014). Brak
zrozumienia aktualnego kontekstu, struktury i procesOw oraz potencjalu zmian w sposobie
dostarczania ustug moze skutkowa¢ wdrozeniem podejscia, ktdre ostatecznie nie przyczyni si¢

do osiagnigcia pozadanych rezultatow.

24



2. Cel pracy i problemy badawcze

Celem pracy jest zbadanie wybranych aspektow opieki koordynowanej w Polsce, ze
szczegdlnym uwzglednieniem potrzeb oséb starszych, w tym z punktu widzenia oceny

mozliwo$ci wdrozenia podej$cia opieki populacyjne;.

Realizacja celu pracy wymaga udzielenia odpowiedzi na nast¢pujace pytania

badawcze:

(PB1) Jakie cechy funkcjonalne i instytucjonalne ma opieka koordynowana w Polsce na
przyktadzie wybranych programéw i inicjatyw? W jaki sposob realizowane sg w tych
programach 1 inicjatywach potrzeby o0sob starszych?

(PB2) Jaki wplyw maja przeprowadzone, implementowane i planowane reformy zdrowotne na
rozw0j koordynowanej opieki, ze szczegdlnym uwzglednieniem opieki nad osobami
starszymi? Jaki wptyw maja te reformy na wyniki zdrowotne w kraju?

(PB3) Jaki jest potencjal wykreowania systemu opieki populacyjnej w Polsce?
Szczegdtowe cele 1 problemy badane w artykutach wlaczonych do cyklu doktorskiego:

(A1) Celem pierwszego artykulu jest analiza réznic w poziomach i trendach w zgonach
mozliwych do unikniecia poprzez wczesne 1 skuteczne interwencje w zakresie opieki
zdrowotnej, w tym profilaktyke wtorng i leczenie w 16 wojewodztwach Polski przy
uzyciu najnowszych danych oraz uzyskanie bardziej szczegélowego zrozumienia tych

r6znic 1 ich mozliwych przyczyn.

(A2) Celem drugiego artykutu jest przedstawienie obecnego stanu w zakresie opieki
geriatrycznej w Polsce, w tym jednej z najnowszych kluczowych propozycji
politycznych reformy tej opieki przedstawionej w 2019 roku, koncentrujacej si¢ na
wprowadzeniu sieci o§rodkoéw ambulatoryjnych dla os6b w wieku 75+ jako gldwnego

filaru opieki geriatryczne;.

(A3) Celem trzeciego artykutu jest prezentacja wysitkdw na rzecz poprawy koordynacji ustug
zdrowotnych w Polsce na poziomie lokalnym, przedstawionego i poddawanego debacie
publicznej w Polsce od 2018 roku, koncentrujacego si¢ wokot poprawy koordynacji

ustug zdrowotnych i opieki spolecznej na poziomie powiatow.

(A4) Celem czwartego artykutu jest prezentacja i analiza dwoch kluczowych ostatnich reform
majacych na celu poprawe organizacji opieki onkologicznej w Polsce — szybkiej §ciezki

onkologicznej wdrozonej w 2015 roku oraz Krajowej Sieci Onkologicznej pilotowane;j
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od 2019 roku w czterech regionach — ich implementacji oraz dotychczasowych

rezultatow.

(AS) Celem piatego artykutu jest analiza kluczowych niedociagnig¢ w §wiadczeniu ustug w
zakresie zdrowia psychicznego w Polsce oraz ostatnich i biezacych wysitkow
zmierzajacych do ich wyeliminowania, ze szczegélnym uwzglednieniem
wprowadzenia pilotazu skoordynowanej opieki nad pacjentem psychiatrycznym w
Centrach Zdrowia Psychicznego, gwarantujacych przejscie od szpitalnego do

srodowiskowego $wiadczenia ustug w zakresie zdrowia psychicznego w Polsce.

(A6) Celem szoéstego artykutu jest przedstawienie celow, tresci i realizacji nowego modelu
koordynowanej kompleksowej opieki nad pacjentami po zawale serca (Program
Kompleksowej Opieki nad Pacjentem po Zawale Serca, KOS-Zawat), ktory zostat

wprowadzony w 2017 roku.

(A7) Celem sidbdmego artykutu jest analiza zatozen 1 realizacji modelu §wiadczen podstawowej
opieki zdrowotnej POZ PLUS, ktory zostat pilotazowo wdrozony w latach 2018-2021,
a ktory wprowadzit koordynacje opieki w POZ, w tym dedykowane programy
zarzadzania chorobami i indywidualne plany opieki oraz potozyt duzy nacisk na

promocj¢ zdrowia i profilaktyke chorob.

(A8) Celem Osmego 1 ostatniego artykulu jest pordwnanie inicjatyw koordynacji opieki w
Polsce i w krajach sgsiednich — Czechach, Wegrzech i Stowacji — oraz odniesienie ich

do populacyjnego modelu opieki zintegrowanej Kaiser Permanente.
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3. Metody badawcze
3.1. Czas i miejsce badania

Badania zostaly przeprowadzone gtownie w Polsce (wizyty badawcze) oraz w Wielkiej
Brytanii (London School of Economics and Political Science, London School of Hygiene and
Tropical Medicine). Z powodu pandemii COVID-19, w latach 2020-2021, prace badawcze
byly znacznie utrudnione i czesto prowadzone zdalnie, w formie wideokonferencji oraz
spotkan online na platformie Zoom. Badania zostaly przeprowadzone w okresie od kwietnia

2019 roku do konca czerwca 2022 roku.
3.2. Narzedzia badawcze
Narzedzia badawcze objety:

(1) Przeglad literatury na podstawie baz naukowych PubMed i Embase, w jezyku angielskim i
polskim, oraz projektéw badawczych European Observatory on Health Systems and
Policies, pod kierunkiem dr hab. Iwony Kowalskiej-Bobko, Prof. UJ oraz dr
Matgorzaty Galazki-Sobotki. Dokonano takze przegladu ,literatury szarej”, w tym
raportow 1 innych dokumentéw rzadowych, stenogramoéw oraz tekstow
publicystycznych. Ponadto przeprowadzono przeglad aktow prawnych. Rezultaty tej
pracy zostaty opublikowane w postaci artykutow naukowych wykazanych w tabeli nr
2 1w zatacznikach.

(2) Praca nad problemami badawczymi (PB1), (PB2) i (PB3) zostala wsparta badaniem
jako$ciowym przy wykorzystaniu narz¢dzia badawczego w postaci wywiadow z
wybranymi respondentami, ktorzy zostali zidentyfikowani przez promotordw tej pracy
1 doktorantke jako liderzy naukowi lub uznani eksperci z dziedzin opisywanych w
poszczeg6lnych artykutach. Sg to gtownie eksperci z Polski, w tym decydenci oraz
menedzerowie podmiotdw leczniczych, oraz zza granicy, w tym troje ekspertow z sieci
Health Systems Policy Monitor (HSMP) Network. Wywiady zostaty przeprowadzone
zdalnie. W tabeli nr 1 znajdujg si¢ informacje o respondentach, w tym o ich roli w

systemie ochrony zdrowia i gtownym polu ekspertyzy.
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Tabela 1. Wykaz ekspertow wraz z ich glownym polem ekspertyzy z punktu widzenia

rozprawy doktorskiej

Nazwisko Rola Instytucja Gléwne pole ekspertyzy
Eksperci krajowi
1. Dr hab. Alicja Ekspert naukowy  Uniwersytet Koordynacja opieki w
Domagata Jagiellonski, ramach POZ
Krakow
2. Dr hab. Piotr P.  Ekspert naukowy  Krakowska Koordynacja opieki po
Buszman Akademia im. zawale mig$nia sercowego
Andrzeja Frycza
Modrzewskiego,
Krakow
3. Dr Daria Ekspert naukowy  Instytut Psychiatrii  Koordynacja opieki
Biechowska 1 Neurologii, psychiatrycznej
Warszawa
4. Prof. dr hab. Ekspert naukowy; Gdanski Koordynacja opieki
Piotr Czauderna decydent Uniwersytet geriatryczne;j;
Medyczny, Gdansk Koordynacja opieki
onkologicznej
5. Prof. dr hab. Ekspert naukowy  Uniwersytet Koordynacja opieki
Aldona Ekonomiczny w geriatryczne;j
Fraczkiewicz- Katowicach,
Wronka Katowice
6. Dr hab. Tomasz  Ekspert naukowy; Slaski Uniwersytet Koordynacja opieki
Holecki, prof. menedzer Medyczny w onkologicznej
SUM podmiotu Katowicach,
leczniczego Katowice
7. Prof. dr hab. Ekspert naukowy; Dolnoslaskie Koordynacja opieki
Adam Maciejczyk  menedzer Centrum Onkologii  onkologicznej
podmiotu we Wroctawiu,
leczniczego Wroctaw
8. Dr Dominik Ekspert naukowy  Gtowny Urzad Analiza trendow
Rozkrut Statystyczny, epidemiologicznych oraz
Warszawa zgonow mozliwych do
unikniecia dzigki
interwencji medycznej
9. Dr Monika Ekspert naukowy  Uniwersytet Analiza trendow
Rozkrut Szczecinski, epidemiologicznych oraz
Szczecin zgondéw mozliwych do
unikniecia dzigki
interwencji medycznej
10. Prof. dr hab. Ekspert naukowy; Narodowy Instytut Koordynacja opieki
Piotr Rutkowski decydent Onkologii im. onkologicznej
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Marii

Sktodowskiej-
Curie — Panstwowy
Instytut Badawczy,
Warszawa
Eksperci zagraniczni
11. Lucie Ekspert naukowy; Uniwersytet Opieka koordynowana w
Bryndova cztonek sieci Karola, Praga; Czechach
Health Systems OECD, Paryz
and Policy
Monitor (HSPM)
Network
12. Prof. Pétér Gaal Ekspert naukowy; Uniwersytet Opieka koordynowana na
cztonek sieci Semmelweisa, Wegrzech
Health Systems Budapeszt
and Policy
(HSPM) Network
13. Prof. Martin Ekspert naukowy  European Analiza trendow
McKee Observatory on epidemiologicznych oraz
Health Systems and zgonow mozliwych do
Policies; unikniecia dzigki
Londynska Szkota  interwencji medycznej;
ﬁf&?ﬁ;ﬁy Koordn}.fnacja} opieki
4 ) onkologicznej
Tropikalnej,
Londyn
14. Dr Marina Ekspert naukowy  European Analiza trendow
Karanikolos Observatory on epidemiologicznych oraz
Health Systems and zgonow mozliwych do
Policies; unikniecia dzigki
Londynska Szkota  interwencji medyczne;j
Higieny i
Medycyny
Tropikalnej,
Londyn
15. Martin Smatana Ekspert naukowy; Ministerstwo Opieka koordynowana w
cztonek sieci Edukacji, Nauki, Stowacji
Health Systems Badan i Sportu
and Policy Republiki Stowacji
Monitor (HSPM)
Network

(3) Praca nad problemem badawczym (PB2) zostata wsparta analizg trendow zgondéw

mozliwych do uniknigcia w polskich wojewddztwach w latach 2002-2019.
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Dane dotyczace umieralnosci wedtug regiondow 1 przyczyn zgondéw wedlug
Miedzynarodowej Klasyfikacji Chorob, Dziesigta Rewizja (ICD-10) zostaty pozyskane
z bazy demograficznej Glownego Urzgdu Statystycznego (GUS) w Polsce, a dane
dotyczace liczby ludno$ci z Banku Danych Lokalnych GUS, uzupetnionego o dane
demograficzne z Eurostatu. Skonstruowali$my standaryzowane wzgledem wieku
wspolczynniki umieralnosci z lat 2002-2019 (lata z kompletnymi, dostepnymi w
momencie analizy danymi na sierpien 2021 roku). Zostaty one wystandaryzowane w
odniesieniu do European Standard Population 2013, ktéry odzwierciedla najnowszy

standard populacji UE.

Do kalkulacji zgonow mozliwych do uniknigcia dzigki interwencji medyczne;j
wykorzystaliSmy liste przyczyn zgondéw opracowang przez Nolte i McKee (2004), w
ktorej jedynie 50% zgonoéw z powodu choroby niedokrwiennej serca uznawanych jest
jako zgony mozliwe do unikni¢cia dzigki interwencji medycznej. Gorna granica wieku
zarowno dla umieralno$ci mozliwej do uniknigcia, jak i1 catkowitej zostala ustalona na

75 lat.

Rok 2014 zostal zidentyfikowany jako moment, w ktéorym spowolnienie
zaroOwno w umieralnos$ci catkowitej, jak 1 tej mozliwej do uniknig¢cia stato si¢
zauwazalne w skali kraju. OszacowaliSmy $rednig roczng zmiang¢ procentowg w
umieralno$ci dla okresow przed i po tym roku (2002-2014 1 2014-2019) przy uzyciu

programu Microsoft Excel.

(4) Praca nad problemem badawczym (PB3) zostatla wsparta wizyta studyjng w Opatowie,
ktora odbyta si¢ 18 lipca 2019 roku. W ramach wizyty miaty miejsce spotkania z
wladzami Starostwa Powiatowego w Opatowie, menedzerami podmiotéw leczniczych
(szpitala, AOS 1 POZ) oraz domu pomocy spotecznej dla oséb z problemami zdrowia
psychicznego. W trakcie wizyty poddano dyskusji praktyczne, oddolne inicjatywy
integracji POZ z AOS, oraz ustug opiekunczych blisko szpitala pierwszego poziomu
zabezpieczenia szpitalnego w powiecie opatowskim, a takze szans rozwoju modelu

podstawowego zabezpieczenia zdrowotnego na poziomie powiatu.
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4. Wiyniki i wnioski z pracy badawczej
4.1. Prace uwzglednione w cyklu doktorskim

Wynikiem pracy badawczej jest monotematyczny cykl osmiu artykutow wykazanych
w tabeli nr 2. Pierwszy artykut (A1) jest artykutem z zakresu badan oryginalnych i analizuje
trendy w zgonach mozliwych do unikni¢cia dzigki interwencji medycznej, rzucajac swiatto na
dostep do 1 jako$¢ ustug zdrowotnych. Drugi artykut (A2) dotyczy koordynacji opieki nad
pacjentami geriatrycznymi, poniewaz to wlasnie osoby starsze czesto cierpia na wiele
probleméw zdrowotnych i wymagaja zwigkszonych wysitkow w zakresie koordynacji. W
trzecim artykule (A3) zaprezentowano te wysitki w szerszej perspektywie — poprzez
przedstawienie przegladu roznych koncepcji polityki w zakresie opieki koordynowane;,
pilotazy, programow i reform realizowanych w Polsce w ciggu ostatnich dwoch dekad — i
poddano analizie potencjal wprowadzenia populacyjnego modelu opieki w powiatach. Trzy
kolejne wykazane w cyklu artykuly opisuja wybrane inicjatywy opieki koordynowane;,
obejmujac kluczowe ustugi zdrowotne — onkologie (A4), zdrowie psychiczne (AS5) i
kardiologi¢ (A6). Biorac pod uwage znaczenie POZ we wspieraniu koordynacji opieki dla
zapisanej do danego lekarza rodzinnego populacji, w tym w odniesieniu do r6znych czynnikoéw
zachorowan oraz profilaktyki i promocji zdrowia, jeden artykut (A7) opisuje wysitki majgce
na celu wzmocnienie roli POZ w koordynacji opieki nad pacjentem. Ostatni artykut (AS)
poréwnuje inicjatywy w zakresie opieki koordynowanej w Polsce w konteks$cie podobnych
inicjatyw podjetych w krajach sgsiednich — Czechach, Wegrzech i Slowacji — i1 zderza je z
metodyka zaproponowang w trojkacie Kaiser Permanente (rysunek 1). W Polsce dziatania na
rzecz opieki koordynowanej nalezg do stosunkowo nowych zmian, niektore z nich sg wcigz na
etapie planowania, a cz¢§¢ — wdrozonych w formie pilotazy — nie zostata jeszcze oceniona. Z
tych powodow artykuty A2-A8 byty napisane jako artykuly typu ,,perspectives” lub w sekcji
Health Policy Monitor w czasopismie Health Policy Journal. Artykuty publikowane w tej sekcji
opisuja gtéwnie niedawno uchwalone badz wdrozone lub biezace reformy lub inne istotne
proponowane lub dyskutowane wysitki reformatorskie w krajach cztonkowskich sieci HSPM.
Ich celem jest opisanie tre$ci danej reformy, a takze roli interesariuszy i proceséw
reformatorskich oraz umieszczenie ich w kontek$cie miedzynarodowym, na przyktad w

odniesieniu do podobnych zmian w innych krajach.
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Tabela 2. Artykuly wchodzace w sklad doktoratu

Szczegoly artykulu

Rodzaj
artykulu

Punkty

Impact Factor

(A1)

Sagan A, Karanikolos M, Galazka-Sobotka M,

McKee M, Rozkrut M, and I Kowalska-
Bobko, The Devil Is in the Data: Can
Regional Variation in Amenable Mortality
Help to Understand Changes in Health
System Performance in Poland? Int ]
Environ Res Public Health. 2022 Mar
31;19(7):4129.

Badanie
oryginalne

4,614

(A2)

Sagan

A, Gatagzka-Sobotka M, Czauderna P,
Fraczkiewicz-Wronka A, Badora-Musiat
K, Petka N, and I Kowalska-Bobko,
Health Centres 75+ as a New Model to
Improve Care for Older People in Poland.
Int J Environ Res Public Health. 2022 Jun
18;19(12):7487.

Perspektywa

4,614

(A3)

Sagan

A, Kowalska-Bobko I, Badora-Musiat K,
and M Galazka-Sobotka, 4 reform
proposal from 2019 aims to improve
coordination of health services in Poland

by strengthening the role of the counties.
Health Policy. 2022 Sep;126(9):837-843.

Monitor
polityki
zdrowotne;j

3,255

(Ad)

Sagan

A, Kowalska-Bobko I, Galazka-Sobotka
M, Holecki T, Maciejczyk A, and M
McKee, Assessing Recent Efforts to
Improve Organization of Cancer Care in
Poland: What Does the Evidence Tell Us?
Int J Environ Res Public Health. 2022 Jul
30;19(15):9369.

Perspektywa

4,614

(AS)

Sagan

A, Kowalska-Bobko I, Biechowska D,
Rogala M, and M Gatazka-Sobotka,
Implementation of Mental Health Centres
Pilots in Poland since 2018: A Chance to
Move towards Community-Based Mental
Health Services. Int J Environ Res Public
Health. 2022 May 9;19(9):5774.

Perspektywa

4,614

(A6)

Sagan

A, Rogala M, Buszman P, and I Kowalska-
Bobko, Improved coordination of care
after acute myocardial infarction in
Poland since 2017: Promising early

Monitor
polityki
zdrowotnej

3,255
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results. Health Policy. 2021
May;125(5):587-592.

(A7) Badora-Musiat K, Sagan A, Domagata A, and I
Kowalska-Bobko, Testing the 2017 PHC polityki

Monitor

3,255

reform through pilots: Strengthening zdrowotnej

prevention and chronic care coordination.
Health Policy. 2021 Feb;125(2):185-190.

(A8) Sagan A, Kowalska-Bobko I, Bryndova L,

Smatana M, Chaklosh I, and P Gaal, What
is being done to respond to the rise of
chronic diseases and multi-morbidity in
Czechia, Hungary, Poland, and Slovakia?
Front Public Health. 2023 Jan
16;10:1082164.

Perspektywa 6,461

Laczny Impact Factor prac uwzglednionych w cyklu: 34,682.

W tabeli 3 dodatko przedstawione sg prace wspotautorstwa doktorantki Anny Sagan,

opublikowane w latach 2019-2021, tj. w trakcie trwania przewodu doktorskiego, wspierajace

powyzszy cykl prac doktorskich.

Tabela 3. Publikacje pomocnicze, na ktorych opiera si¢ praca doktorska

Szczegoly dotyczace publikacji

Wspolezynnik
wplywu

(P1)

Sowada C, Sagan A, Kowalska-Bobko I, Badora-Musiat K,
Bochenek T, Domagata A, Dubas-Jakdbezyk K,
Kocot E, Mrozek-Gasiorowska M, Sitko S, Szetela
A, Szetela P, Tambor M, Wigckowska B, Zabdyr-
Jamréz M, van Ginneken E. Poland: Health system
review. Health Systems in Transition, 2019; 21(1):
1-235

20 punktéw MNiSW

(P2)

OECD/European Observatory on Health Systems and
Policies (2021), Poland: Country Health Profile
2021, State of Health in the EU, OECD Publishing,
Paris/European Observatory on Health Systems and
Policies, Brussels.

Nie dotyczy

(P3)

OECD/European Observatory on Health Systems and
Policies (2019), Poland: Country Health Profile
2019, State of Health in the EU, OECD Publishing,
Paris/European Observatory on Health Systems and
Policies, Brussels.

Nie dotyczy

(P4)

Fraczkiewicz-Wronka A, Kowalska-Bobko I, Sagan A,
Wronka-Pospiech M, The growing role of seniors

3,255 punktow
Impact Factor
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councils in health policy-making for older people in
Poland. Health Policy, 2019. 123(10): p. 906-911.

(P5) Sowada C, Kowalska-Bobko I, Sagan A, What next after 3,255 punktow
the 'commercialization’ of public hospitals? Impact Factor
Searching for effective solutions to achieve financial
stability of the hospital sector in Poland. Health
Policy, 2020. 124(10): p. 1050-1055.

4.2. Wyniki oraz implikacje polityczne i naukowo-badawcze uwzglednione w pracach

W pierwszym artykule sktadajacym si¢ na cykl doktorski (A1) wykorzystane zostaly
krajowe i regionalne dane dotyczace umieralnosci, aby skonstruowac¢ wspotczynniki zgondéw
mozliwych do uniknigcia w latach 2002-2019, w celu zbadania réznic w jakosci opieki w
poszczegbdlnych wojewddztwach 1 trendow w czasie we wskazanym okresie. Przeprowadzona
analiza wykazala, ze choroba niedokrwienna serca (ChNS), rak, udar mozgu i choroby uktadu
oddechowego byly odpowiedzialne za wigkszo$¢ zgonéw mozliwych do uniknigcia dzigki
interwencji medycznej. Podczas gdy umieralno$¢ z trzech pierwszych wskazanych powyzej
przyczyn wykazywata korzystne trendy (tj. spadek, cho¢ tempo tego spadku ulegto
spowolnieniu w przypadku ChNS 1 udaru), umieralno$¢ z powodu schorzen uktadu
oddechowego wykazywata trend wzrostowy. Stwierdzono, ze poczatkowo obserwowany
spadek wspotczynnika zgondw mozliwych do uniknigcia dzigki interwencji medycznej w
Polsce ulegt stagnacji migdzy 2014 a 2019 rokiem i jest to wyraznie odmienny trend w
poréwnaniu z innymi krajami Europy. Glownym czynnikiem przyczyniajacym si¢ do tego
trendu byla zmiana umieralno$ci z powodu choroby niedokrwiennej serca (ChNS).
Stwierdzilismy jednak rowniez, ze w Polsce wystepuje systematyczne niedorejestrowanie
ChNS jako przyczyny zgonu na korzy$¢ niewydolno$ci serca, co sprawia, ze analiza
wydajnos$ci systemu opieki zdrowotnej z wykorzystaniem wskaznika zgondw mozliwych do
uniknigcia dzigki interwencji medycznej jest mniej wiarygodna. Polska wyr6znia si¢ w Europie
pod wzgledem bardzo duzej liczby ,.kodéw $mieciowych”, tj. kodow, ktore nie sg przydatne z
punktu widzenia okreslania trendow zdrowia publicznego w zakresie wynikoéw umieralnosci 1
ktore moga utrudnia¢ porownania mi¢dzynarodowe, wsrdd ktorych szczegdlnie duzy udziat
byl kodowany jako niewydolno$¢ serca oraz uogdlniona i nieokreslona miazdzyca
(odpowiednio 150 i 170.9 w klasyfikacji ICD-10). Rejestrowanie niewydolnosci serca zamiast
ChNS potencjalnie skutkuje wigkszym finansowaniem w ramach mechanizmu Jednorodnych

Grup Pacjentow (JGP), a to z kolei moze motywowac do zanizania raportowania ChNS przez
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szpitale, ktore zmagaja si¢ z rownowazeniem swoich budzetéw. Analiza ukazata réwniez
istotne réznice geograficzne w poziomach i trendach wspdtczynnikoéw zgonow mozliwych do
uniknigcia dzigki interwencji medycznej w calej Polsce, ktore wahaty si¢ od -3,3% do +8,1%
w poszczegbdlnych wojewddztwach w latach 2014-2019. Sa one znacznie wigksze niz réznice
w trendach umieralnos$ci catkowitej, wahajace si¢ od -1,5% do -0,2% w tym samym okresie,
co sugeruje, ze jako$¢ opieki w poszczegdlnych wojewodztwach znacznie si¢ r6zni 1 ze lokalne
populacje mogtyby skorzysta¢ z bardziej dostosowanych do ich potrzeb interwencji
zdrowotnych. Ogoélnie rzecz biorgc, interpretacja wskaznikow wydajnosci systemu opieki
zdrowotnej w Polsce nie jest prosta 1 moze utrudni¢ wdrozenie reform, ktore sg wiasciwie

prognozowane i adresowane na rzecz poprawy zdrowia populacji.

W drugim artykule (A2) podsumowali$my rézne inicjatywy, prowadzone przez szereg
podmiotdéw, w ciggu ostatnich dwoch dekad w celu podniesienia rangi geriatrii w Polsce.
Opieka geriatryczna oferuje holistyczne podej$cie do wielu problemow zdrowotnych wieku
starszego, uwzgledniajacych takie zagrozenia jak niekorzystne konsekwencje polifarmacii,
stabo$ci (ang. frailty) 1 ograniczenia ruchowego. Pomimo dowodow na korzysci plynace z
opieki geriatrycznej i prognozowanego wzrostu udziatu osob starszych w polskiej populacji,
geriatria zostata pominigta w mapach potrzeb zdrowotnych, w duzej mierze nie ma jej w sieci
szpitali (z wyjatkiem trzeciego poziomu zabezpieczenia szpitalnego), a pokrycie kosztow
zespotow geriatrycznych ze $rodkow publicznych pozostaje na minimalnym poziomie. W
rezultacie pacjenci geriatryczni zwykle szukaja opieki medycznej u lekarzy POZ, ktorzy sa
rekompensowani wyzszymi stawkami kapitacyjnymi za leczenie starszych pacjentow.
Propozycja reformy w omawianym zakresie przedstawiona w 2019 roku przez ekspertéw Rady
ds. Opieki Zdrowotnej przy Prezydencie RP, zaproponowala utworzenie sieci Centrow
Zdrowia 75+ w powiatach — w szpitalach powiatowych lub wigkszych praktykach POZ — w
celu zapewnienia ambulatoryjnej opieki geriatrycznej w srodowisku, wspierajac osoby starsze
w osigganiu 1 utrzymywaniu samodzielno$ci najdtuzej jak to mozliwe. Na podstawie
przeprowadzonej analizy stwierdzono, ze kluczowe obawy dotyczace mozliwosci realizacji tej
propozycji obejmuja dotkliwe braki zasobow ludzkich, infrastrukturalnych i finansowych.
Jednoczes$nie rosngca rola 0sob starszych, widoczna — na przykitad — w rosnacej liczbie Rad
Seniorow 1 podobnych inicjatyw, moze wywiera¢ presj¢ na lokalnych politykow, by tratniej
diagnozowano i odpowiadano na ich potrzeby. Przyktad wojewddztwa §laskiego, ktore wedtug

prognoz stanie si¢ do 2030 roku najstarszym wojewddztwem w Polsce 1 w ktorym geriatria
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zostala uznana za obszar priorytetowy, pokazuje, ze poprawa swiadczenia opieki geriatrycznej

jest mozliwa tam, gdzie istnieje wola polityczna.

W trzecim artykule (A3) podsumowano rozne inicjatywy na rzecz poprawy koordynacji
opieki w Polsce realizowane w ciggu ostatnich dwoéch dekad. Uznano, ze dzialania te
koncentrowaly si¢ zazwyczaj na okreslonych grupach pacjentow lub schorzeniach, zwykle
obejmujac rézne rodzaje opieki specjalistycznej, a tylko nieliczne inicjatywy obejmowaty
szerszy zakres ushug zdrowotnych lub sektorow, takich jak sektor pomocy spoleczne;.
Wysitkom tym nie sprzyjato rozdrobnienie odpowiedzialno$ci w ochronie zdrowia pomig¢dzy
poszczegbdlnymi szczeblami samorzadu terytorialnego, bedacymi podmiotami tworzacymi dla
roznych typow swiadczeniodawcoéw publicznych. Glownym celem artykutu byta prezentacja 1
analiza stosunkowo nowej inicjatywy eksperckiej zgloszonej w ramach zainicjowanej przez
Ministerstwo Zdrowia Debaty ,,Wspo6lnie dla zdrowia” w 2019 roku, w ktorej zaproponowano
utworzenie Powiatowych Centrow Zdrowia w celu poprawy integracji podstawowej opieki
zdrowotnej ze specjalistyczng opieka ambulatoryjna, opieka stacjonarng w szpitalach
powiatowych (szpitalach I poziomu referencyjnego) oraz z innymi $wiadczeniami na poziomie
powiatu. Stanowilyby one tzw. ,podstawowy system zabezpieczenia zdrowotnego” i
wspieralyby reorientacje ustug zdrowotnych w kierunku POZ i spotecznos$ci lokalnej, a tym
samym z dala od szpitali specjalistycznych. Proponowany ,,podstawowy system
zabezpieczenia zdrowotnego” w Powiatowych Centrach Zdrowia przypomina model Zespolow
Opieki Zdrowotnej (ZOZ), ktore istniaty w czasach Polskiej Rzeczypospolitej Ludowej (PRL),
ale w przeciwienstwie do nich ma by¢ obdarzony jasnymi mechanizmami koordynacji. ZOZ-y
obstugiwatly populacje od 50 000 do 250 000 mieszkancow i sktadaty si¢ z réznych dostawcow
ustug zdrowotnych i spotecznych. Zostaly utworzone w celu poprawy zarzadzania i
koordynacji ustlug zdrowotnych i spotecznych, jednak brakowato im realnych mechanizmow
koordynacji, przez co nie dziataty zgodnie z zalozonymi celami i byty stopniowo likwidowane.
Dzieki skupieniu si¢ na promocji zdrowia i zapobieganiu chorobom oraz dostosowaniu
$wiadczen do potrzeb lokalnych spoteczno$ci, proponowany model przypomina réwniez
przyktady modeli zdrowia populacyjnego wprowadzone w kilku innych krajach i daje szans¢
na poprawe¢ alokacji zasobow oraz zmniejszenie utrzymujgcych si¢ réznic w stanie zdrowia w

catym kraju, co potwierdza artykut (Al).

W czwartym artykule (A4) opisano dwie duze zmiany organizacyjne wprowadzone w
ostatnich latach w celu poprawy opieki nad chorymi na nowotwory w Polsce. W 2015 roku

wdrozono dedykowang ,,szybka $ciezke” diagnostyki i leczenia dla pacjentow z podejrzeniem
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nowotworu lub chorych na raka, jednak dostepne dowody wskazuja na liczne niedociggni¢cia
1 trudno jednoznacznie wskaza¢, czy reforma przyczynita si¢ do skrocenia czasu oczekiwania
na diagnostyke i leczenie onkologiczne. W 2019 roku rozpoczeto w czterech wojewddztwach
(dolnos$laskim, $wigtokrzyskim pomorskim 1 mazowieckim) pilotaz Krajowej Sieci
Onkologicznej (KSO), dedykowanej pacjentom chorym na nowotwory pluca, jelita grubego,
piersi, prostaty i jajnika. Pilotaz KSO mial stwarza¢ mozliwo$¢ przetestowania nowych
rozwigzan np. w zakresie wystandaryzowania §ciezek pacjenta, zasad sporzadzania protokotow
1 dokumentacji oraz kompleksowego monitorowania jakosci udzielanych $wiadczen. Jednak
pozytywne oceny pilotazu wydaja si¢ pochodzi¢ tylko z jednego z wojewo6dztw, gdzie opieka
onkologiczna byta juz przed wprowadzeniem KSO bardzo dobrej jakosci, tymczasem
wdrozenie KSO w innych cze¢sciach Polski moze by¢ znacznie trudniejsze. Niestety zadna z
dwoch reform nie zostata poddana kompleksowej ewaluacji, co zreszta jest trudne, poniewaz
nie przyjeto wskaznikéw pomiaru na poczatku wdrazanych zmian, a zatem ich ocena moze by¢
wytacznie subiektywna i bazowa¢ na lokalnym rozpoznaniu wdrazajacych zmiane osrodkow.
Podczas gdy inicjatywa z 2019 roku byla co najmniej poprzedzona pilotazem, jej wdrozenie w
calym kraju zostato ogloszone zanim pilotaz si¢ zakonczyt i pomimo tego, ze w trakcie jego
trwania pojawity si¢ obawy dotyczace niektorych aspektow testowanego modelu. To 1 inne
doswiadczenia z pilotazami w polskim systemie ochrony zdrowia pokazuja, ze wymagajg one
wigkszego dopracowania, zarowno w fazie projektowania, jak i w zakresie wyciggania z nich

wnioskow przed rozpoczeciem ogdlnokrajowego wdrozenia.

W piatym artykule (A5) przeanalizowano wprowadzenie pilotazu skoordynowane;j
opieki psychiatrycznej, koncentrujgcej si¢ na opiece srodowiskowej w Centrach Zdrowia
Psychicznego, co wspiera mozliwo$¢ przejscia z modelu szpitalnego do $rodowiskowego
$wiadczenia ustug. W wyniku przeprowadzonej analizy, uznano, ze $§wiadczenie ustug w
zakresie zdrowia psychicznego w Polsce zmaga si¢ z niedostatecznymi zasobami, z niskim
finansowaniem 1 brakami kadrowymi, oraz ze opieralo si¢ przede wszystkim na opiece
zamknigtej, co moglo utrudnia¢ dostep do $wiadczen i przyczyni¢ si¢ do stygmatyzacji 0sob z
zaburzeniami psychicznymi. Centra Zdrowia Psychicznego, pilotowane od 2018 roku, daja
mozliwos¢ przesuni¢cia §wiadczenia ustug w zakresie zdrowia psychicznego do srodowiska
spotecznosci lokalnej oraz zapewnienia tatwiejszej dostepnosci do kompleksowego zakresu
ustug, we wspotpracy z POZ i stuzbami pomocy spotecznej. Zgromadzony materiat pozwala
na wyciagni¢gcie wnioskéw, iz nowy model prowadzi do poprawy dostgpu do opieki

niestacjonarnej, a takze niewielkiego spadku hospitalizacji, zwtaszcza w Centrach dziatajagcych
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przy oddziatach psychiatrycznych szpitali ogoélnych, w porownaniu z Centrami dziatajgcymi
przy szpitalach psychiatrycznych. Istotng przeszkoda w rozpowszechnieniu programu
pilotazowego na skale krajowa sa powazne braki kadrowe w zakresie zdrowia psychicznego,
dlatego wazna jest taka organizacja pracy w osrodkach, ktéra pozwala na zatrudnianie w nich
specjalistow w zakresie zdrowia psychicznego innych niz psychiatrzy, w tym asystentow ds.
zdrowienia, rekrutowanych sposrod bytych pacjentow, co powinno przetozyc¢ si¢ na czesciowe

ztagodzenie niektorych z tych problemow.

W széstym artykule (A6) zaprezentowano nowy model kompleksowej opieki nad
pacjentami po ostrym zawale serca (KOS-Zawat), jego zalozenia, wdrozenie oraz wyniki.
Polska poczynita znaczace inwestycje w opieke kardiologiczng 1 jest obecnie uwazana za
jednego z liderow w inwazyjnym leczeniu ostrych zespotow wiencowych w Europie.
Brakowalo jednak efektywnej prewencji pierwotnej i wtdrnej, a zwlaszcza rehabilitacji
kardiologicznej. Nowy model opieki KOS-Zawat obejmuje leczenie inwazyjne, rehabilitacje
kardiologiczng i1 planowe ambulatoryjne badania kontrolne, a takze profilaktyke wtorng i
monitorowanie pacjentéw przez 12 miesiecy od wypisu ze szpitala. Jego celem jest poprawa
jakosci opieki i1 prewencji po zawale mig$nia sercowego, a dzigki temu polepszenie
dhugoterminowych wynikow zdrowotnych u pacjentow. Model wdraza wszystkie kluczowe
aspekty opieki po zawale serca zalecane przez Europejskie Towarzystwo Kardiologiczne
(European Society of Cardiology, ESC), reprezentujac pierwszy ogolnokrajowy model
zorganizowanej 1 kompleksowej opieki nad pacjentami po zawale serca, ktory Scisle
odpowiada wytycznym ESC. Dostgpne wyniki programu wydaja si¢ obiecujace i wykazuja
wysoki standard zalecanych zasad rehabilitacji, nizsze ryzyko powaznych zdarzen
kardiologicznych i nizszg 12-miesigczng $Smiertelnos¢. Chociaz te osiggniecia sg obiecujace,
wiele wymogow formalnych 1 kilka innych niedociagnie¢ sprawito, ze udzial
$wiadczeniodawcoéw w programie byl stosunkowo niski, w zwigzku z czym program objat
zaledwie okoto jedng piata pacjentow po przebytym zawale. Dalsze udoskonalanie programu
wymagatoby zwrdcenia wigkszej uwagi na pierwotng profilaktyke kardiologiczng i promocje
zdrowia, tj. obszary czgsto zaniedbywane w polskim systemie ochrony zdrowia, ktory w

przewazajacej mierze koncentruje si¢ na opiece lecznicze;.

W siodmym artykule (A7) przeanalizowany zostat nowy model organizacji POZ,
podlegajacy pilotazowi w latach 2018-2021. POZ w Polsce tradycyjnie cierpi na kilka
kluczowych stabosci, w tym niewystarczajagce $wiadczenie ushug profilaktycznych,

ograniczony budzet na diagnostyke i1 braki kadrowe, szczegélnie specjalistow medycyny
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rodzinnej, a takze pielggniarek. Pilotaz POZ PLUS wzmocnil $wiadczenie ustug
profilaktycznych, diagnostyke i1 integracj¢ POZ z lekarzami specjalistami (AOS), oraz
koordynacje opieki nad pacjentami. Model ktadl znacznie wigkszy nacisk na zapobieganie
chorobom i promocj¢ zdrowia w ramach POZ, m.in. poprzez Indywidualne Plany Opieki
Medycznej (IPOM) oferowane kwalifikujacym si¢ pacjentom, ktore miaty by¢ w duzej mierze
prowadzone przez pielggniarki i skupia¢ si¢ na edukacji pacjentow na temat behawioralnych
czynnikow ryzyka. Model miat rowniez na celu przeniesienie zarzadzania powszechnymi
schorzeniami przewleklymi do wielodyscyplinarnych zespolow POZ, przy zwigkszonych
kompetencjach lekarzy POZ w zakresie zlecania badan diagnostycznych i konsultacji ze
specjalistami w ramach POZ, zamiast kierowania ich do opieki specjalistycznej. W ramach
pilotazu oferowano programy zarzadzania chorobami (DMP) dla 11 najczgstszych
niezakaznych chordb przewleklych (cukrzyca typu II, samoistne nadcis$nienie t¢tnicze,
przewlekta choroba wiencowa, przewlekta niewydolno$¢ serca, utrwalone migotanie
przedsionkow, astma oskrzelowa, POChP, niedoczynno$¢ tarczycy, choroba migzszowa lub
guzkowa, choroba zwyrodnieniowa stawow obwodowych, zespoly bolowe kregostupa) oraz
IPOM (tj. zarzadzanie przypadkiem) dostosowane do schorzen pacjentoéw. Model ten miat
potencjat wzmocnienia roli POZ w systemie zdrowotnym i1 zmniejszenia liczby skierowan do
szpitala. Niestety jedynie niewiele ponad 40 praktyk POZ spethito kryteria wigczenia do
programu pilotazowego. Mate praktyki POZ, ktore dominuja w Polsce, nie byly wystarczajaco
w nim reprezentowane. Braki kadrowe, zwlaszcza na obszarach wiejskich, rozrost
obowigzkow biurokratycznych zwigzanych z realizacjg 1 rozliczaniem pilotazu, oraz jego
wysoki koszt 1 ograniczenia budzetowe stanowily najwazniejsze przeszkody podczas jego

realizacji.

W 6smym artykule (A8) przedstawione zostaly inicjatywy zintegrowanej opieki w
Polsce, Czechach, na Wegrzech 1 Stowacji w zestawieniu do Trojkata Kaiser. Stwierdzono, ze
pilotaz Systemu Koordynacji Opieki (Care Coordination System, CCS) na Wegrzech oraz
pilotaz POZ PLUS w Polsce (opisany w artykule (A7)) stanowiag modele najblizsze
populacyjnemu podejéciu do integracji opieki, oferujac ustugi pacjentom z problemami
zdrowotnymi o roznych poziomach ztozonosci, jak rowniez skupiajac si¢ na promocji zdrowia
i zapobieganiu chorobom. Zaden z tych modeli nie zostal jednak w petni zaimplementowany,
czy to ze wzgledu na polityke (Wegry) czy brak srodkéw i prawdopodobnie zbyt wysokie
ambicje w porownaniu z krajowymi realiami (Polska). Jednak we wszystkich czterech krajach

wydaje si¢ istnie¢ strategiczne zaangazowanie w koordynacje opieki, a polityczne deklaracje
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na rzecz odbudowy silniejszych systemow opieki zdrowotnej po pandemii COVID-19,

stwarzajg okazje do oceny przesztych i biezacych doswiadczen w tej dziedzinie oraz do dgzenia

do wigkszego postepu.

Tabela 4 zawiera podsumowanie kluczowych implikacji politycznych i badawczych

wynikajacych z artykutow zawartych w rozprawie doktorskie;j.
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Tabela 4. Podsumowanie kluczowych implikacji wynikajacych z poszczegélnych artykulow

Implikacje polityczne:

Implikacje naukowo-badawcze:

(A1) The Devil Is in the Data: Can Regional Variation in Amenable Mortality Help to Understand Changes in Health System Performance in
Poland?

Decydenci powinni skupi¢ si¢ na poprawie jakosci danych
dotyczacych zgondéw mozliwych do unikniecia dzigki interwencji
medycznej, przede wszystkim poprzez prawidtowg identyfikacje
czynnikow powodujacych nieprecyzyjne rejestrowanie zgonow, w
tym korekte kalkulacji wyceny JGP, ale takze retrospektywnie,
poprzez zapewnienie harmonizacji danych historycznych w
poszczegbdlnych regionach 1 latach. Poprawi to wiarygodnos¢
wskaznikow dziatania systemu ochrony zdrowia i bedzie wspiera¢
wdrazanie odpowiedniej polityki zdrowotne;.

Decydenci powinni zwrdci¢ uwage na roznice i tendencje w
zgonach mozliwych do uniknigcia dzigki interwencji medycznej w
poszczegbdlnych wojewddztwach, zrozumiec€ ich przyczyny i
rozwazy¢ dostosowanie dziatan politycznych do lokalnych
potrzeb.

Decydenci powinni zwroci¢ wieksza uwage na staly wzrost
umieralno$ci z powodu choréb uktadu oddechowego, ktory jest
odmienny od tendencji obserwowanych w innych krajach Europy
1 ktory do tej pory cieszyl si¢ znacznie mniejszym
zainteresowaniem politycznym w porownaniu z chorobami uktadu
krazenia, nowotworami i udarami.

Przyszte prace badawcze moglyby skupi¢ si¢ na ustaleniu
znaczacych zwigzkow statystycznych miedzy potencjalnymi
czynnikami wplywajacymi na réznice w zgonach mozliwych do
unikniecia dzigki interwencji medycznej w poszczegodlnych
wojewddztwach, w celu wsparcia wysitkow zmierzajacych do
poprawy dostepu do i jakoS$ci interwencji, ktére moga przyczynié
si¢ do obnizenia wskaznika tychze zgonow oraz szerszej poprawy
wydajnosci systemu opieki zdrowotne;j.

Mozna to uzupetic o aktualne badania dotyczace zgonow
mozliwych do uniknigcia dzigki profilaktyce, tj. przede wszystkim
dzieki interwencjom w zakresie zdrowia publicznego i
profilaktyki pierwotnej, ktérych jest wigcej niz w wiekszosci
krajow w Europie.

(A2) Health Centres 75+ as a New Model to Improve Care for Older People in Poland.

Decydenci polityczni powinni zwréci¢ wigkszg uwage na rosnaca
liczbe (i role polityczng) oséb starszych oraz usprawni¢ proces

W przysztych pracach badawczych moznaby bada¢ efekty
zwiekszonego swiadczenia opieki geriatrycznej w wojewodztwie
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integracji opieki spotecznej i zdrowotnej w kierunku efektywnego
zaspokajania potrzeb osob starszych.

Tworzenie Osrodkéw Zdrowia 75+ moze by¢ trudne do
wykonania ze wzgledu na ograniczone zasoby geriatryczne, w
tym niedobor geriatrow. Przyktad wojewoddztwa §laskiego
pokazuje jednak, ze tam, gdzie jest wola polityczna, wzmocnienie
zasobOw geriatrycznych jest mozliwe.

Wzmocnienie roli POZ w zapewnianiu opieki geriatryczne;j
mogloby stanowi¢ pomost wspierajacy osoby starsze w okresie
przejsciowym lub — przy zapewnieniu lekarzom POZ
odpowiedniego szkolenia w zakresie opieki geriatrycznej — takze
w dhuzszej perspektywie.

slaskim 1 wykorzystac je do ksztattowania polityki w innych
wojewddztwach.

Przyszte prace badawcze mogtyby rowniez skupi¢ si¢ na zbadaniu
organizacji opieki geriatrycznej w innych krajach, w tym roli
lekarzy POZ w jej zapewnianiu.

Jesli Osrodki Zdrowia 75+ zostang ostatecznie wprowadzone w
zycie 1 pilotazowane, przyszte badania moglyby skupi¢ si¢ na
analizie zmian w wynikach zdrowotnych w objetej nimi populacji
1 innych miarach skuteczno$ci (np. dostep, rownos$¢, efektywnos¢)
W poroéwnaniu z populacja poza pilotazem.

(A3) A4 reform proposal from 2019 aims to improve coordination of health services in Poland by strengthening the role of the counties.

Biorac pod uwage znaczne 1 utrzymujace si¢ roznice geograficzne
w osigganych wynikach zdrowotnych (co zostalo opisane w
artykule (A1)), poprzez skupienie si¢ na profilaktyce zdrowotnej i
promocji choréb oraz dostosowanie $wiadczen zdrowotnych do
potrzeb spotecznosci lokalnych, proponowane Powiatowe Centra
Zdrowia mogtyby da¢ szans¢ na bardziej efektywne
wykorzystanie zasobow 1 przyczyni¢ si¢ do zmniejszenia tych
réznic; ich wdrozenie powinno zatem by¢ odpowiednio
rozwazone.

Propozycja wprowadzenia Powiatowych Centrow Zdrowia
stwarza mozliwo$¢ wzmocnienia POZ i realnego odwrdcenia
piramidy $wiadczen przy jednoczesnym wykorzystaniu
istniejagcych matych szpitali powiatowych (szpitali I stopnia
zabezpieczenia szpitalnego) jako bazy diagnostycznej 1
specjalistycznej dla POZ. Biorac pod uwage duzg baze szpitalng

Przyszte prace badawcze moglyby skupi¢ si¢ na badaniu
organizacji modeli zdrowia populacyjnego wdrazanych w innych
krajach, zwlaszcza tych implementowanych na poziomie
powiatow (patrz np. ramka 5), co mogloby stanowi¢ wazne zrdédto
informacji dla rozwoju takiego podejscia w Polsce.

W przypadku pilotazu tego modelu badania powinny skupic si¢ na
analizie zmian w osigganych wynikach zdrowotnych 1 innych
miarach skutecznosci (np. dostep, rownos¢, efektywnos¢) w
ramach pilotazu i poza nim.
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w Polsce 1 niepewng sytuacj¢ finansowa szpitali powiatowych,
opcja ta moze by¢ atrakcyjna politycznie.

(A4) Assessing Recent Efforts to Improve Organization of Cancer Care in Poland: What Does the Evidence Tell Us?

Decydenci powinni by¢ §wiadomi, ze planowanie, wdrazanie i
ocena szybkiej $ciezki onkologicznej byty wadliwe 1
doprowadzity do nieoptymalnych wynikow. Nie jest pewne, czy
tzw. pakiet onkologiczny doprowadzit do skrdcenia czasu
oczekiwania na diagnostyke i leczenie chorob nowotworowych.
Nadal niestety wykrywalno$¢ nowotworéw na poziomie POZ
pozostaje niska. Nie byto takze dodatkowych szkolen ani
finansowania dla lekarzy POZ w celu poprawy wykrywania
NOWOtworow.

Pilotaz Krajowej Sieci Onkologicznej jest krokiem we wlasciwym
kierunku, ale zabrakto fundamentalnego elementu, jakim jest
pomiar stanu na wejsciu, a oceny nieprzejrzyste i skoncentrowane
na zglaszaniu danych administracyjnych. Decydenci powinni
zapewni¢ poddanie pilotazu kompleksowej 1 bezstronnej ocenie,
jej upublicznienie i w razie potrzeby dostosowanie nowych
regulacji do jej wynikow.

Pilotaz (i projekt ustawy wdrazajacej go na poziomie krajowym)
skupia si¢ na opiece szpitalnej, zaniedbujac dziatania
profilaktyczne i wczesne wykrywanie nowotwordw. Biorge pod
uwagg, ze wiele nowotworow jest wykrywanych w Polsce zbyt
p6zno, aby mozna je byto skutecznie leczy¢, decydenci powinni
zapewni¢ potozenie wigkszego nacisku na profilaktyke
srodowiskowa 1 wczesne wykrywanie nowotworow.

Przyszte badania moglyby skupi¢ si¢ na wszechstronnej 1
przejrzystej ocenie nowego programu pilotazowego we
wszystkich miejscach pilotazowych, zanim zostanie on
wprowadzony na skal¢ krajowa.

Przyszte badania mogtyby rowniez skupi¢ si¢ na szerszym
badaniu projektowania, wdrazania i ewaluacji pilotazy w systemie
ochrony zdrowia w Polsce.

(AS) Implementation of Mental Health Centres Pilots in Poland since 2018: A Chance to Move towards Community-Based Mental Health
Services.
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Deinstytucjonalizacja ustug w zakresie zdrowia psychicznego
przebiega w Polsce bardzo powoli, aczkolwiek Centra Zdrowia
Psychicznego dajg szanse¢ na przyspieszenie tego procesu.
Jednakze Centra usytuowane w szpitalach psychiatrycznych
osiggaja nie tylko gorsze wyniki, ale prawdopodobnie w
mniejszym stopniu sprzyjaja zmniejszeniu spolecznej
stygmatyzacji pacjentow z chorobami psychicznymi. Aby
osiggnac prawdziwg zmiang, decydenci powinni zapewnic, ze
Centra bedg rzeczywiscie usytuowane w srodowisku lokalnym.

Inny projekt koncentrujacy si¢ na deinstytucjonalizacji opieki nad
zdrowiem psychicznym, ktory dziata od 2015 roku, réwniez
osiggnal pozytywne wyniki i mogiby by¢ ewentualnie efektywnie
potaczony z pilotazem Centrow Zdrowia Psychicznego.
Decydenci powinni rozwazy¢ poszukiwanie synergii mi¢dzy
istniejgcymi projektami, aby unikna¢ powielania wysitkow.

Ograniczone zasoby ludzkie, infrastrukturalne i finansowe
utrudnity realizacj¢ projektu pilotazowego. Warto przeanalizowaé
takie rozwigzania, jak badanie synergii z innymi projektami
(punkt wyzej) oraz innowacje w zakresie
wspotdzielenia/efektywnej alokacji kompetenciji, takie jak
rekrutacja asystentow zdrowienia, nowe uprawnienia terapeutow
zajeciowych, itp.

Przyszte badania mogtyby skupi¢ si¢ na dalszej ewaluacji
Centrow Zdrowia Psychicznego, zwlaszcza gdy do programu
dotacza nowi $wiadczeniodawcy, aby ocenié, czy pozytywne
wyniki utrzymujg si¢ w szerszym gronie §wiadczeniodawcow i
czy ewentualnie potrzebne sg jakiekolwiek adaptacje lub glebsze
zmiany.

(A6) Improved coordination of care after acute myocardial infarction in Poland since 2017: Promising early results.

Dedykowane inwestycje w opieke kardiologiczng przyniosty
korzysci, ale prewencji pierwotnej poswigcono jak dotad mniej
uwagi. Decydenci powinni rozwazy¢ wzmocnienie profilaktyki
kardiologicznej, m.in. na poziomie POZ.

Biorac pod uwage niski stopien wdrozenia programu KOS-Zawat
wsrod swiadczeniodawcow, wiecej uwagi mozna by poswigcic
projektowaniu programoéw w celu zapewnienia ich szerszego

Nowy program powinien by¢ w dalszym ciggu monitorowany i
oceniany, zwtaszcza gdy do programu dotacza nowi ustugodawcy,
aby oceni¢, czy pozytywne wyniki utrzymujg si¢ w szerszym
gronie ustugodawcow i czy potrzebne sg dodatkowe modyfikacje.
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wdrozenia. Zaangazowanie kluczowych interesariuszy, np.
samych swiadczeniodawcow, mogloby by¢ pomocne w tym
kierunku.

(A7) Testing the 2017 PHC reform through pilots: Strengthening prevention and chronic care coordination.

Pilotaz POZ PLUS byt ambitny pod wzgledem zakresu i e Fragmentaryczne i czgsciowo dobrowolne wdrazanie niektorych
wymagan stawianych chcacym z niego skorzystaé rozwigzan testowanych w pilotazu POZ PLUS, takich jak
swiadczeniodawcom POZ. Decydenci powinni zapewnic, aby wprowadzenie koordynatoréw opieki we wszystkich podmiotach
przyszte pilotaze byty bardziej dostosowane do realidéw polskiego POZ oraz zwigkszenie kompetencji diagnostycznych lekarzy
systemu opieki zdrowotne;. POZ, powinno by¢ kompleksowo monitorowane i oceniane.
Biorac pod uwagge znaczenie POZ w koordynacji opieki, nalezy e Konieczne jest state promowanie modelu opieki koordynowanej w
kontynuowa¢ dziatania polityczne majace na celu wzmocnienie celu jej upowszechnienia w placowkach POZ.

roli tego poziomu opieki w systemie.

(A8) What is being done to respond to the rise of chronic diseases and multi-morbidity in Czechia, Hungary, Poland, and Slovakia?

Polska i Wegry sa bardziej zaawansowane niz inne kraje Grupy e Potrzeba wigcej badan (w tym poréwnawczych), aby zrozumiec
Wyszehradzkiej we wdrazaniu inicjatyw integracji opieki, jednak inicjatywy zintegrowanej opieki w stabiej zbadanych krajach
tych bardziej ambitnych (przypominajacych populacyjne regionu Europy Srodkowo-Wschodnie;.

podejscie do integracji opieki), jak dotad nie zaimplementowano
w petlni w obu krajach. Decydenci powinni korzysta¢ z tych
doswiadczen, aby zrozumie¢, co jest wykonalne w polskim
kontekscie 1 jakie sg potencjalne przeszkody.
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4.3. Wnioski
4.3.1. Whiysilki reformatorskie w zakresie opieki koordynowanej i ich kontekst?

Niektore zmiany towarzyszgce przejsciu od komunizmu do spolecznego ubezpieczenia

zdrowotnego nie zostaly dobrze przemyslane

Chociaz wysitki na rzecz poprawy koordynacji opieki s3 w Polsce stosunkowo nowe
(patrz tabela 5 ponizej), to wazne inicjatywy w tym zakresie istnialy juz w czasach
komunistycznych. Po II wojnie $wiatowe]j Polska znalazta si¢ wérdd krajow, ktore przyjety
centralistyczny system panstwowej opieki zdrowotnej w stylu sowieckim, finansowany z
podatkow powszechnych. W modelu sowieckim opieka zdrowotna byta zazwyczaj Swiadczona
przez lekarzy o waskich specjalizacjach, a $wiadczenia byly zdominowane przez szpitale.
Publiczne polikliniki (w Polsce tzw. ZOZ-y) byty podstawa opieki zdrowotnej w srodowisku,
taczac podstawowe i ambulatoryjne ustugi specjalistyczne w jednym miejscu i obslugujac
okreslone obszary geograficzne (gtownie miejskie). Zaleta tego uktadu byl natychmiastowy
dostep do specjalistow dla pacjentéw 1 mozliwosci blizszej wspotpracy migdzy lekarzami
podstawowej 1 specjalistycznej opieki zdrowotnej. Jednak $wiadczeniu ustug w jednym
miejscu nie towarzyszyly odpowiednie mechanizmy koordynacyjne, a to w potaczeniu z
przestarzalymi obiektami 1 sprzetem oraz niskim wynagrodzeniem powodowato, ze opieka
swiadczona w poliklinikach byta niskiej jakosci. Pomimo poczatkowych korzysci
zdrowotnych, wynikajacych gtownie z eliminacji chordb epidemicznych, dzigki stuzbie
sanitarno-epidemiologicznej, system okazal si¢ niezdolny do sprostania nowym wyzwaniom,
w tym wzrostowi chorob niezakaznych zwigzanych ze zmiang stylu zycia.

Tworzenie systemu spotecznego ubezpieczenia zdrowotnego po 1989 roku bylo w
duzej mierze motywowane polityka i ideologia, a towarzyszyty mu szeroko zakrojone dziatania
reformatorskie w sektorze zdrowia, w tym wprowadzenie medycyny rodzinnej i praktyki
ogolnej. Szybkie odejscie od modelu radzieckiego oznaczalo, ze to, co nastgpito pozniej, nie
zawsze bylo dobrze przemys$lane, a niektore aspekty starego systemu, ktére by¢ moze mozna
bylo wykorzysta¢ i1 ulepszy¢, zostaly catkowicie porzucone. Na przykltad, rozwigzanie
centralnie zarzadzanych poliklinik 1 prywatyzacja podstawowej opieki zdrowotnej
doprowadzity do powstania wielu niezaleznych, indywidualnych praktyk, co byto sprzeczne z

tendencjami obserwowanymi w tym czasie w duzej czesci Europy Zachodniej, gdzie zaczgto

3 Napodstawie Sagan i in. (2023); Sagan i in. (2022); Sowada, Kowalska-Bobko i Sagan (2020); OECD/European
Observatory on Health Systems and Policies (2019, 2021); Sowada i in. (2019).
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dazy¢ do tworzenia praktyk grupowych w celu poprawy koordynacji migdzy podstawowymi,
specjalistycznymi, dlugoterminowymi ustlugami opieki i publicznymi ustugami zdrowotnymi.
Do dzi$ opieka podstawowa pozostaje stosunkowo staba w wielu krajach Europy Srodkowo-
Wschodniej, w tym w Polsce, z waskim zakresem kompetencyjnym pracujacych w POZ kadr
(np. ograniczone wykorzystanie drobnej chirurgii 1 diagnostyki poprzez lekarzy POZ) i
znacznie mniejszym prestizem zawodowym w poroOwnaniu z opiekg specjalistyczng, co w
pofaczeniu z ograniczonym gatekeepingiem oznacza, Ze jest ona cz¢sto omijana w praktyce
przez pacjentéw. Jednoczesnie wprowadzenie optaty kapitacyjnej jako gléwnego sposobu
ptatnosci za POZ zostato uznane za mechanizm przyczyniajacy si¢ do niedostatecznego
$wiadczenia uslug podstawowej opieki zdrowotnej, w tym profilaktyki, i do wzrostu skierowan
do opieki specjalistycznej, podczas gdy wprowadzenie Jednorodnych Grup Pacjentéw (JGP)
w opiece szpitalnej bylo krytykowane za utrudnianie koordynacji. Na poczatku lat 90. systemy
ochrony zdrowia w Europie Srodkowo-Wschodniej opieraty si¢ w duzej mierze na ostrym,
epizodycznym modelu opieki skoncentrowanej na szpitalach 1 byly Zle przygotowane do
radzenia sobie z chorobami przewlektymi i wielochorobowoscia, a reformy wprowadzone od
tamtego czasu w niewielkim stopniu poprawily te sytuacj¢. Nie oznacza to jednak, ze problem
nie byt dostrzegany, a Polska nalezy do bardziej aktywnych krajéw w regionie Europy
Srodkowo-Wschodniej pod wzgledem podejmowania inicjatyw majacych na celu poprawe

koordynacji opieki nad pacjentami przewlektymi.

W ostatnich latach podjeto wiele inicjatyw majqgcych na celu poprawe koordynacji opieki,

ale byly one rozproszone i nie mialy holistycznego kierunku strategicznego

Potrzeby pacjentow przewlekle chorych byly w Polsce coraz bardziej dostrzegane od
poczatku XXI wieku, co zainspirowato powstanie réznych programow opieki kompleksowej
(tabela 5). Byly one ukierunkowane na konkretne schorzenia, takie jak cukrzyca, oraz grupy
populacyjne, w szczegdlnosci osoby z podejrzeniem lub rozpoznaniem choroby
nowotworowej, ale w wigkszosci skupiaty si¢ na opiece specjalistycznej. Nieliczne programy
obejmuja zapobieganie chorobom i promocj¢ zdrowia lub inne sektory, takie jak pomoc
spoteczna. Kilka z tych programoéw zostalo wdrozonych na matg skale (jako pilotaze), a
niektore nadal stanowig propozycje, zgtaszane przez srodowiska eksperckie czy polityczne 1
nie zostaly jeszcze zastosowane w praktyce (np. Osrodki Zdrowia 75+ czy ,,podstawowe
zabezpieczenie zdrowotne” w Powiatowych Osrodkach Zdrowia). Poniewaz nie istniata ogdlna
strategia poprawy integracji opieki, inicjatywy te byty rozwijane i ewoluowaty niezaleznie od

siebie.
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Tabela 5. Istniejace inicjatywy ukierunkowane na poprawe dostepu do opieki kompleksowej dla populacji dorostych* w Polsce, stan na

grudzien 2021 roku

Inicjatywa Docelowa(e) grupa(y) Pokrycie kosztow ushug Pokrycie Koordynator Zasieg geograficzny

pacjentow / stan(y) zdrowotnych innych opieki

chorobowe ustug
2008: Kompleksowa Pacjenci z rozpoznang Specjalistyczna opieka Nie Nie Wprowadzone w 9
opieka specjalistyczna  cukrzycg typu 1 lub typu 2 ambulatoryjna i diagnostyka wojewddztwach
dla pacjentow z
cukrzycg (KAOS-
cukrzyca)
2014 (oraz aktualizacja  Pacjenci z ranami Specjalistyczna opieka Nie Nie Wprowadzone w 4
w 2021): Kompleksowe przewleklymi, np. ambulatoryjna i stacjonarna nad wojewodztwach
leczenie ran owrzodzeniami zylnymi lub rang i chorobg podstawowg
przewleklych (KLRP-1, niedokrwiennymi,
KLRP-2) przewlektymi ranami

oparzeniowymi i zespotem

stopy cukrzycowe;j
2015: Szybka Sciezka ~ Osoby z podejrzeniem lub Podstawowa opieka Nie Tak Wprowadzone na
onkologiczna (A4) rozpoznaniem choroby zdrowotna, specjalistyczna skale ogélnopolska

nowotworowej opieka ambulatoryjna i

stacjonarna opieka nad
pacjentami onkologicznymi

2016: Dzienne Domy Pacjenci po wypisie ze Dzienna opieka medyczna (w Nie Nie Wprowadzone w 15

Opieki Medyczne;j
(DDOM)

szpitala z 40-65 punktami
w skali Barthel
wymagajacy dalszej opieki

tym specjalistyczna opieka
geriatryczna i specjalistyczna
rehabilitacja); opieka
pielegniarska; fizjoterapia;
opieka psychologiczna;

wojewodztwach (53
Dzienne Domy
Opieki Medycznej)
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logopedia; porady dietetyczne;
opieka farmakologiczna

2017: Kompleksowa
opieka po ostrym
zawale serca (KOS-
Zawal) (A6)

Pacjenci po ostrym zawale

serca wypisani ze szpitala

Specjalistyczna Nie Tak
ambulatoryjna i stacjonarna

opieka kardiologiczna oraz

ambulatoryjna, stacjonarna

lub telerehabilitacja

Wprowadzony w
okotlo 70 szpitalach
w calej Polsce (50%
szpitali
zakontraktowanych
przez NFZ do
leczenia pacjentow
po ostrym zawale
serca)

2017: Opieka
koordynowana na
poziomie podstawowej
opieki zdrowotnej

Osoby w wieku 20-65 lat;
indywidualne programy

zarzadzania chorobg dla
pacjentow z 11

Podstawowa opieka Nie Tak
zdrowotna, z naciskiem na

ustugi profilaktyczne;

ambulatoryjna i stacjonarna

Pilotaz w 42 z ok.

6 000 jednostek
POZ w calej Polsce;
pilotaz zakonczyl si¢

(POZ PLUS) (A7) najbardziej opieka specjalistyczna we wrzesniu 2021
powszechnymi roku; obecnie trwa
niezakaznymi chorobami wdrazanie
przewleklymi**; pilotazowanych
indywidualne plany rozwiazan w sposob
zdrowotne dla stopniowy i
kwalifikujacych sie czesciowo
pacjentow dobrowolny

2018: Centra Zdrowia Pacjenci z zaburzeniami Uslugi w zakresie zdrowia Pomoc Tak Pilotaz w 33

Psychicznego (AS) zdrowia psychicznego psychicznego wszelkiego spoleczna oSrodkach we

rodzaju (opieka wszystkich
ambulatoryjna i stacjonarna, wojewddztwach,
opieka dzienna, opieka obejmujacy okolo

srodowiskowa, opieka w
naglych wypadkach)

12% doroslej
populacji; pilotaz
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ma potrwac do
konca 2023 roku

2018: Opieka
koordynowana nad
pacjentami z
niewydolno$cig serca
(KONS)

Pacjenci z wysokim
ryzykiem wystgpienia
niewydolnosci serca, tj.
pacjenci z rozpoznang
stabilng niewydolnoscia
serca lub pacjenci po
hospitalizacji z powodu
zaostrzenia niewydolnosci
serca

Podstawowa opieka zdrowotna ~ Nie Nie
(rozszerzona diagnostyka

kardiologiczna); specjalistyczna

opieka ambulatoryjna 1

stacjonarna, rehabilitacja

Etap propozycji;
wprowadzenie 1
szczegbly nie zostaty
ustalone

2019: Krajowa Siec¢ Pacjenci z rozpoznang Specjalistyczna Nie Tak Pilotaz w 4
Onkologiczna (KSO) chorobg nowotworowa ambulatoryjna i stacjonarna wojewodztwach dla
(A4) opieka i diagnostyka 5 najczestszych
onkologiczna nowotworow;
pilotaz zakonczyl si¢
na koniec 2022 roku
2019: Powiatowe Wszystkie osoby Podstawowa opieka N/A N/A Etap propozycji;
Centra Zdrowia (A3) mieszkajgce w powiecie zdrowotna; opieka wprowadzenie i
specjalistyczna szczegoly nie zostaly

(ambulatoryjna i stacjonarna,
dzienna); rehabilitacja;
opieka dlugoterminowa;
srodowiskowa opieka
psychiatryczna

ustalone

2019: Opieka
koordynowana nad
pacjentami ze
stwardnieniem
rozsianym (KOSM)

Pacjenci z rozpoznanym
stwardnieniem rozsianym

Specjalistyczna opieka i Nie Nie
diagnostyka ambulatoryjna 1

stacjonarna; rozne formy

rehabilitacji; opieka

psychologiczna

Pilotaz w dwoch

placowkach do konca
sierpnia 2022 roku; w
zmienionej formie od
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wrzesnia 2022 do
konca 2023 roku

2020: Centra Zdrowia Osoby w wieku 75+ Specjalistyczna opieka Pomoc Tak Etap propozycji;

75+ (A2) geriatryczna (ambulatoryjnai spoleczna wprowadzenie i
stacjonarna), podstawowa szczegoly nie zostaly
opieka zdrowotna, opieka ustalone
dhlugoterminowa

2021: Kompleksowa Pacjenci z BMI> 40 kg/m2, Specjalistyczna ambulatoryjnai Nie Tak Pilotaz w 14

opieka specjalistyczna  a w niektorych przypadkach stacjonarna opieka chirurgiczna; szpitalach w 8

dla pacjentow z BMI 25-40 kg/m2 rehabilitacja dzienna lub wojewddztwach

chorobliwie otylych stacjonarna; fizjoterapia

(KOS-BAR) ambulatoryjna

2021: Krajowa Sie¢ Pacjenci z niewydolnoscia ~ Diagnostyka i leczenie Nie Tak Pilotowany w jednym

Kardiologiczna (KSK)  serca, nadcisnieniem koncentrujace si¢ na wojewodztwie

tetniczym, zaburzeniami

rytmu serca, wadami
zastawkowymi

podstawowej opiece zdrowotnej
1 specjalistycznej opiece
ambulatoryjnej

Uwagi: Programy analizowane w artykutach doktorskich wyrdzniono pogrubiong czcionka. * Niektore inicjatywy koncentrowaty si¢ réwniez na

poprawie koordynacji opieki nad kobietami w cigzy i nad dzie¢mi, ale nie zostaty uwzglednione w tej tabeli. ** 1. cukrzyca typu I, 2. samoistne

nadci$nienie te¢tnicze, 3. przewlekla choroba wiencowa, 4. przewlekla niewydolno$¢ serca, 5. utrwalone migotanie przedsionkéw, 6. astma

oskrzelowa, 7. POChP, 8. niedoczynnos¢ tarczycy, 9. choroba migzszowa lub guzkowa, 10. choroba zwyrodnieniowa stawéw obwodowych, 11.

zespoly bolowe kregostupa.

Zrédto: Na podstawie Sagan, Kowalska-Bobko i in. (2022).
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Oprocz wysitkéw wymienionych w tabeli 5, kolejng inicjatywa — majacg na celu
poprawe koordynacji opieki — byto wprowadzenie w 2017 roku sieci szpitali. Inicjatywa ta
skupia si¢ na poprawie koordynacji specjalistycznej opieki ambulatoryjnej i specjalistycznej
opieki stacjonarnej. Szpitale wiaczone do sieci, w sktad ktérej wchodzi wiekszos¢ szpitali
publicznych, otrzymujg ryczatt, ktory ma pokry¢ zaréwno opieke stacjonarng, jak i opieke
poszpitalng w  specjalistycznych  oddziatach  ambulatoryjnych lub u innych
$wiadczeniodawcow zajmujacych si¢ ambulatoryjng opieka specjalistyczng. Niedawny raport
Najwyzszej Izby Kontroli wykazal, ze poprawa koordynacji zostata w praktyce osiagnigta
tylko czgsciowo, przy czym nie wigcej niz 66% pacjentdw ma zorganizowane $wiadczenia
poszpitalne przez szpital, w ktorym byli hospitalizowani. Z kolei wdrozenie narzedzi e-
zdrowia, takich jak elektroniczna dokumentacja medyczna (w 2019 roku), e-recepty (w 2020
roku), e-skierowania (w 2021 roku), moze dodatkowo wspiera¢ koordynacje ustug

zdrowotnych migdzy swiadczeniodawcami 1 poziomami opieki.

Nadal brakuje cato§ciowego strategicznego kierunku poprawy koordynacji opieki nad
pacjentami przewlekle chorymi. Jednak tacznie wszystkie reformy i inicjatywy podejmowane
dotychczas stanowig wazne wysitki w kierunku poprawy koordynacji opieki w Polsce, w tym

poprzez podsycanie ciggtego dialogu i debat politycznych na ten temat.

Podziatl obowigzkow i budietow w zakresie ochrony zdrowia miedzy szczeblem centralnym i

lokalnym jest jednym 7 czynnikow utrudniajgcych koordynacje

Roéznorodne wysitki na rzecz poprawy koordynacji opieki zdrowotnej nalezy
rozpatrywa¢ w konteks$cie reform decentralizacyjnych prowadzonych w Polsce od upadku
komunizmu, ktdére przeniosty opieke zdrowotng 1 inne obowigzki ze szczebla centralnego na
rézne poziomy samorzadu terytorialnego. Jak juz wspomniano, przed rokiem 1989 polski
system ochrony zdrowia byt wysoce scentralizowany i oparty na radzieckim modelu opieki
zdrowotnej (model Siemaszki). Skoncentrowana byta rowniez cata administracja publiczna —
nie istnialy zadne samorzady terytorialne (gminy, powiaty 1 wigksze wojewodztwa zostaly
zniesione) ani inne, np. zawodowe. W wyniku reform ustrojowych w latach 90. XX wieku
wiele zadan administracji publicznej zostato zdecentralizowanych, a na szczeblach gminnych,
powiatowych 1 regionalnych wprowadzono samorzad terytorialny, ktory otrzymat
odpowiedzialno$¢ za niektore ustugi publiczne, w tym za ochrong zdrowia. Na poczatku lat 90.
proébowano przekaza¢ podmioty lecznicze gminie, co jednak si¢ zasadniczo nie powiodlto, poza
nielicznymi  wyjatkami. Natomiast w 1999 roku oddzielono od siebie funkcje

$wiadczeniodawcy i ptatnika, przenoszac odpowiedzialnos¢ za wlasnos¢ szpitali na wszystkie
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jednostki samorzadu terytorialnego 1 tworzgc nowg instytucje odpowiedzialng za finansowanie
swiadczen zdrowotnych — Kasy Chorych. Od 1999 roku polski samorzad terytorialny

podzielony jest na trzy poziomy: 16 wojewodztw, 380 powiatéw i 2478 gmin.

Samorzady wojewodztw sg wlascicielami na ogot wigkszych szpitali wojewodzkich,
podczas gdy powiaty sg wilascicielami mniejszych szpitali powiatowych. Gminy s3
wlascicielami niektorych gabinetow podstawowej opieki zdrowotnej, cho¢ wigkszos¢ z nich
jest prywatna. Gminy sg rowniez odpowiedzialne za pewne zadania z zakresu zdrowia
publicznego, ale ich budzety na ochrong zdrowia sg bardzo ograniczone. Kluczowe zadania
samorzadow w ochronie zdrowia (tabela 6) sg albo przypisane im jednoznacznie jako ,,zadania
wlasne” 1 finansowane z budzetow witasnych, albo sg im ,,zlecone” i finansowane przez inne
organy, np. przez wtadze centralne i finansowane z dotacji centralnych lub darowizn. Od 2016
roku samorzady majg takze prawo do zakupu gwarantowanych §wiadczen zdrowotnych, ktére
— cho¢ w praktyce mato wykorzystywane ze wzgledu na ograniczone srodki — mogg uzupetniaé
centralne kontraktowanie przez Narodowy Fundusz Zdrowia (NFZ). Ponadto wojewodowie,
ktérzy reprezentuja administracj¢ centralng w regionie, odpowiadaja roéwniez za okre§lone
zadania z zakresu ochrony zdrowia, w tym za bezpieczefistwo zdrowotne i zarzadzanie
kryzysowe, ratownictwo medyczne, koordynacje 1 finansowanie inwestycji w infrastrukturg
zdrowotng, nadzor nad szkoleniem specjalizacyjnym, opracowywanie regionalnej strategii dla
sektora zdrowia na podstawie krajowych dokumentow strategicznych oraz oceng¢ realizacji
zadan z zakresu administracji rzadowej przez samorzady. Nie ma regulacji, ktéra nakladataby

na te trzy szczeble samorzadu obowigzek koordynowania dziatan migdzy soba.

Tabela 6. Kluczowe kompetencje gmin, powiatow i wojewodztw w zakresie ochrony

zdrowia
Gminy (2477) Powiaty (314%%) Wojewodztwa (16)

Zadania e Sg organami e Sg organami e Sg organami

zlecone zatozycielskimi dla zatozycielskimi dla zatozycielskimi
publicznych publicznych publicznych
Swiadczeniodawcow Swiadczeniodawcow Swiadczeniodawcow
opieki zdrowotne;j opieki zdrowotne;j opieki zdrowotne;j
(gtéwnie POZ*; (gtéwnie szpitali (gtéwnie szpitali
duze gminy moga powiatowych), regionalnych),
by¢ rowniez odpowiedzialnymi odpowiedzialnymi
organami za ich wyniki za ich wyniki
zatozycielskimi dla finansowe, w tym finansowe, w tym
szpitali pokrycie strat pokrycie strat
publicznych),
odpowiedzialnymi
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za ich wyniki
finansowe, w tym
pokrycie strat

Zadania e Monitorowanie Monitorowanie Monitorowanie
wlasne lokalnych potrzeb lokalnych potrzeb potrzeb
zdrowotnych i zdrowotnych i zdrowotnych
$wiadczenia ustug swiadczenia ustug wojewddztwa 1
zdrowotnych zdrowotnych $wiadczenia ushug
.. . . - . . zdrowotnych
e Inicjowanie lokalnej Inicjowanie lokalnej y
polityki zdrowotnej polityki zdrowotne;j Dhugoterminowe
. . strategiczne
e Planowanie, Planowanie, glezt
. D S planowanie
realizowanie 1 wdrazanie i .. )
. ) . . swiadczenia ustug
monitorowanie monitorowanie
lokalnych lokalnych Planowanie,
programow i dziatan programow i dziatan wdrazanie i
w zakresie zdrowia w zakresie zdrowia monitorowanie
publicznego, w publicznego, w wojewodzkich
szczegolnosci w szczegolnosci w programéw zdrowia
zakresie zakresie ochrony publicznego
przeciwdziatania zdrowia . .
. . . . Finansowanie ustug
alkoholizmowi i psychicznego i
. . . . zdrowotnych
narkomanii uzywania tytoniu .
zgodnie z
¢ Finansowanie ustug Finansowanie ustug potrzebami
zdrowotnych zdrowotnych wojewodztwa
zgodnie z lokalnymi zgodnie z lokalnymi
potrzebami potrzebami

Uwaga * Gminy sg organami zatozycielskimi jedynie dla okoto 2% $wiadczeniodawcow POZ,
a zdecydowang wigkszos¢ stanowig podmioty prywatne (Sowada i in. 2019). ** Istnieje
rowniez 66 miast o statusie powiatu. Zrodto: Opracowanie na podstawie Kowalska-Bobko
(2017).

To rozdrobnienie odpowiedzialno$§ci w obszarze ochrony zdrowia oraz brak
skutecznych mechanizméw koordynacji i jasnych kompetencji utrudniaty niektére dziatania

reformatorskie, takie jak te majgce na celu zmniejszenie liczby 16zek szpitalnych, wzmocnienie

roli POZ w systemie i poprawe koordynacji na réznych poziomach opieki.

Nalezy rowniez zauwazy¢, ze zakres, w jakim samorzady lokalne mogg realizowaé
swoje zadania w obszarze ochrony zdrowia, jest powaznie ograniczony przez ich
niewystarczajace budzety. Dzieje si¢ tak dlatego, ze decentralizacji roznych kompetencji 1
obowigzkow ze szczebla centralnego na lokalny nie towarzyszyt odpowiedni transfer sSrodkow
finansowych lub uprawnien do pozyskiwania dochodow, tak jak np. w Szwecji. Wigkszo$¢
wydatkow na zdrowie publiczne pochodzi z poziomu centralnego, przy czym 82% pochodzi z

NFZ110% z budzetu panstwa, a tylko 4% z budzetow samorzaddw terytorialnych (dane z 2019
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roku). Polowa wszystkich wydatkéw na zdrowie ponoszonych przez samorzady terytorialne
pochodzi z powiatow 1 miast na prawach powiatu. Wigkszos¢ budzetow samorzadow
przeznaczana jest m.in. na edukacj¢, wspieranie rodziny, transport i facznos¢ oraz gospodarke
komunalng i ochrong §rodowiska. Pomoc spoteczna stanowi okoto jedna dziesiata wszystkich
wydatkéw powiatow. Przyktadowo powiaty odpowiadaja za organizacje 1 zapewnienie
odpowiedniego standardu ustug w domach pomocy spotecznej. W 2019 roku wojewoddztwa

wydaty na zdrowie tylko 8% wszystkich swoich wydatkéow, powiaty — 4%, a gminy — 0,5%.

Reasumujac, decentralizacja w ochronie zdrowia ma charakter fasadowy. Samorzad
terytorialny jest na przegranej pozycji i nie ma wplywu na ustalanie regul gry, czesto jest
wyltacznie wykonawcag pozbawionym niezbednych do realizacji wielu zadan s$rodkow
finansowych. Koordynacja w ochronie zdrowia moglaby by¢ wzmocniona, na przyktad gdyby
samorzad wojewddztwa przejat regionalng infrastrukturg szpitalng, poza matymi szpitalami
powiatowymi, i uzyskal prawo do zbierania regionalnej sktadki na ubezpieczenie zdrowotne,
a samorzad powiatowy mogt integrowa¢ POZ 1 AOS w ramach podstawowego zabezpieczenia
zdrowotnego. Wowczas uzyskano by wptyw na koordynacje w ochronie zdrowia na poziomie

makro, mezo i mikro.

Rosngce znaczenie o0sob starszych w lokalnych elektoratach moze uczynié polityke
koordynaciji opieki bardziej atrakcyjng politycznie

Biorac pod uwagg rosnacy udziat oséb starszych w populacji, organy takie jak rady
seniorOw mogg sta¢ si¢ w przysztosci waznym narz¢dziem wplywu na lokalng polityke i

rzecznictwa potrzeb starszych obywateli (ramka 6).

Ramka 6. Rola Rad Seniorow w Polsce

Rady Senioréw sa cialami doradczymi i konsultacyjnymi, ktoére wspieraja lokalne
procesy decyzyjne w zakresie polityki dotyczacej osob starszych. Jako takie moga
przyczyniac¢ si¢ do planowania i realizacji lokalnej polityki zdrowotnej. Ich znaczenie bedzie
prawdopodobnie rosto, biorgc pod uwage wzrost udzialu 0sob starszych w populacji, a tym
samym rosngce znaczenie starszych obywateli w elektoracie, zwtaszcza dla lokalnych

lideréw politycznych.

Rady Senioréw dzialajg w nastepujacych obszarach, przy czym wszystkie dziatania
skierowane sg w szczegolnosci do osob starszych: mieszkalnictwo; profilaktyka i promocja

zdrowia; sport, rekreacja, wypoczynek, edukacja i kultura, warunki pracy; zapobieganie 1
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ograniczanie marginalizacji senioréw, zapobieganie ryzyku zawodowemu starszych
pracownikow; wspieranie aktywnego stylu zycia, przetamywanie stereotypow dotyczacych
0sOb starszych i starosci. Zakres dziatan realizowanych przez Rady Seniorow (tabela 7)

potwierdza wazng role, jakag Rady odgrywaja w spotecznosciach lokalnych, m.in. poprzez

ksztattowanie lokalnej polityki zdrowotne;.

Tabela 7. Przyklady dzialan realizowanych przez Rady Seniorow

Obszar Przyklady dzialan

Aktywne .
obywatelstwo

seniorow .

Prowadzenie kampanii informacyjnych promujacych aktywne
obywatelstwo seniorow

Prowadzenie i wspieranie dziatah majacych na celu aktywizacje
starszych obywateli

Tworzenie baz danych zawierajacych informacje o organizacjach
dziatajacych na rzecz seniorow i ich ofercie

Konsultowanie programéw szkolen promujacych ksztatcenie
pracownikow socjalnych specjalizujacych si¢ w aktywizacji
srodowisk senioralnych

Promowanie aktywnosci §rodowisk senioralnych wsréd réznych
grup pokoleniowych oraz wspieranie wolontariatu
miedzypokoleniowego

Wykorzystanie potencjatu seniordw (ich dos§wiadczenia
zawodowego), np. do tworzenia regionalnych szlakéw dziedzictwa

kulturowego

Ustugi °
zdrowotne 1

spoleczne o

Lobbing na rzecz zwigkszenia liczby geriatrow poprzez
podwyzszenie limitow w specjalistycznym szkoleniu medycznym
Wsparcie dla tworzenia lokalnych centrow ustug spotecznych,
zwlaszcza takich, ktore taczg ustugi spoteczne i zdrowotne
Tworzenie warunkow dla wspolnych inicjatyw sektorow ustug
spotecznych i medycznych

Programy promocyjne dotyczace promocji zdrowia seniorow (np.
pielegniarki srodowiskowe edukujace osoby starsze w ich domach)
Konkurs Aktywna Gmina — promocja inicjatyw aktywizujacych

mieszkancow gmin
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e Podejmowanie dziatan promujacych zdrowy styl zycia
e Mobilne punkty opieki zdrowotnej — udzielanie $wiadczen

zdrowotnych 1 opieki profilaktycznej w miejscu zamieszkania

Srebrna e  Wzrost liczby podmiotow ekonomii spotecznej dziatajacych na
gospodarka rzecz zaspokajania potrzeb senioréw

(ang. silver e Diagnozowanie potrzeb i dostarczanie rekomendacji, takze dla
economy) przedsigbiorstw, w konteks$cie tworzenia i identyfikowania rynku

towarow 1 ustug skierowanych do senioréw

Polityka e Uwzglednienie problematyki zwigzanej ze staro$cig w dokumentach
publiczna strategicznych
e Rozpoczecie kampanii medialnych na temat staros$ci oraz kreowanie
pozytywnego wizerunku staro$ci i jej problemow
e Promowanie idei tworzenia osrodkow doskonalenia nauczycieli i/lub
osrodkéw metodyki nauczania oraz wykorzystanie ich struktur w
celu wiaczenia do edukacji szkolnej problematyki zwigzanej ze
staroscig jako czescig cyklu zycia cztowieka
e Podejmowanie inicjatyw majacych na celu zwickszenie
bezpieczenstwa osob starszych, w tym szkolenie kompetentnych
stuzb w zakresie przeciwdzialania naduzyciom wobec senioréw

Zrodto: Na podstawie Fraczkiewicz-Wronka i in. (2019).

Aktywizacja osob starszych stanowi¢ moze jeden z podstawowych czynnikow
przemian rynkowych i spotecznych. Mimo ze w Polsce nadal stosunkowo niewielu seniorow
angazuje si¢ np. w wolontariat, to daje on szans¢ wykorzystania umiej¢tnosci i do§wiadczen
0sob starszych, sprzyja rozwojowi ich zainteresowan oraz nabywaniu nowych umiejetnosci.
Zgodnie z zasadg subsydiarnosci, dgzenie do wspolnego dobra we wspolnotach obywatelskich,
identyfikacja waznych celow, gwarantuje jednostkom 1 spoteczenstwu podmiotowos$¢, nie
wykluczajac przy tym wsparcia ze strony panstwa. Waznym polem aktywnosci senior6w moze
by¢ rozwdj tzw. srebrnej gospodarki, uznawanej za jedno z najistotniejszych zrodet nowe;j fali
wzrostu gospodarczego. Aktywne starzenie zwigzane jest bowiem z uczestnictwem w rynku
pracy senioréw lub dzigki nim ich dzieci (np. zaangazowanie seniorow w opieke nad wnukami
wzmacnia aktywizacj¢ zawodowa ich dzieci). Powinno ono jednak wynika¢ z akceptacji, a nie
przymusu. Jednostki samorzadu terytorialnego powinny wykorzystywac¢ koncepcje srebrnej

gospodarki na rzecz tworzenia instytucjonalnego 1 infrastrukturalnego wsparcia seniorow.
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4.3.2. Potencjal wykreowania systemu opieki populacyjnej w Polsce?

Poprawa koordynacji opieki jest obecnie celem strategicznym, ale nadal nie ma calosciowej

wizji i sprecyzowanych zasad osiggniecia tego celu

Dopiero w 2021 roku poprawa koordynacji opieki zostata uznana za cel strategiczny
polskiego systemu ochrony zdrowia. Zostat on ujety w ramowym dokumencie strategicznym
»Zdrowa przysztos¢. Strategiczne ramy rozwoju systemu ochrony zdrowia na lata 2021-2027
z perspektywa do 2030 roku” oraz ,,Krajowym planie transformacji 2022-2026”, ktory jest
dokumentem wykonawczym wdrazajacym te ramy. Poprawie koordynacji ma stuzy¢ tworzenie
nowych modeli opieki koordynowanej, w tym dla oséb starszych i dla 0s6b z zaburzeniami
psychicznymi, oraz struktur, takich jak Krajowa Sie¢ Onkologiczna 1 Krajowa Siec
Kardiologiczna (tabela 5). Rownoczesnie wymieniono wprowadzenie koordynatoréw opieki w
ramach POZ, co bylo cze¢scig pilotazu POZ PLUS. Chociaz rozwo6j opieki koordynowane;j jest
obecnie celem strategicznym, nie ma cato$ciowej wizji tego, jak r6zne nowe modele opieki
koordynowanej majg si¢ do siebie odnosi¢, ani jakie cele (i w jaki sposob) majg zostac

osiggnigte.

Trwajqgce fragmentaryczne i czesciowo dobrowolne podejscie do wzmocnienia podstawowej
opieki zdrowotnej moZe by¢ bardziej skuteczne nii zbyt ambitne podejscie testowane w

ramach pilotaiu POZ PLUS

Istniejace programy opieki kompleksowej i/lub koordynowanej, takie jak dla pacjentow
z chorobami nowotworowymi, kardiologicznymi 1 psychicznymi, oferuja obiecujace
rozwigzania dla pacjentéw z jednym lub dominujgcym schorzeniem ztozonym i powinny by¢
dalej badane, a w razie potrzeby ulepszane. Jak wyjasniono w sekcji 1.2, pozostajg one istotne
dla duzej liczby pacjentow. Nie zaspokajaja one jednak potrzeb pacjentow z
wielochorobowoscig. Bioragc pod uwage obecne tendencje demograficzne, z rosnaca liczba
starszych pacjentow ze zlozonymi potrzebami zdrowotnymi, konieczne jest podjecie dziatan

w celu rozwigzania tych probleméw.

Wsrod roznych programéw i inicjatyw realizowanych w Polsce na szczeg6lng uwage
zastuguje pilotaz POZ PLUS (2018-2021). Byta to zdecydowanie najbardziej kompleksowa

proba poprawy koordynacji opieki w Polsce (patrz sekcja 4.2) i wydaje si¢, ze obejmowata

4 Na podstawie Badora-Musial, Sagan i in. (2021); Sagan, Kowalska-Bobko i in. (2023); Sagan, Galazka-Sobotka
iin. (2022); Sagan, Kowalska-Bobko i in. (2022); Sagan, Karanikolos i in. (2022).
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wszystkie elementy populacyjnego modelu Kaiser Permanente, zaspokajajac zréoznicowane
potrzeby pacjentow przewlekle chorych, z indywidualnymi planami leczenia dla najbardziej
wymagajacych pacjentow 1 programami zarzadzania chorobami dla pacjentow z
powszechnymi schorzeniami przewlektymi, a takze kladac silny nacisk na populacyjne

zapobieganie chorobom i promocj¢ zdrowia (rysunek 2).

Indywidualne Plany Opieki Medycznej
Zarzadzanie

przypadkiem

Programy Zarzgdzania Choroba

Earzataiicichoroby dla 11 choréb przewlektych

Wzmocniona baza diagnostyczna i dostep
Wsparcie w zarzadzaniu wtasnym zdrowiem ~— do konsultacji specjalistycznych w ramach
POz

Nacisk na zapobieganie chorobom i
promocje zdrowia, np. poprzez
bilanse zdrowia i Indywidualne Plany
Postepowania Zdrowotnego

Zapobieganie chorobom i promocja zdrowia dla ogétu populacji

Rysunek 2. Porownanie modelu POZ PLUS z Trojkatem Kaiser Permanente

Zrédto: Opracowanie wlasne na podstawie Badora-Musial, Sagan i in. (2021); Sagan,

Kowalska-Bobko 1 in. (2023).

Po zakonczeniu pilotazu we wrzesniu 2021 roku nie dazono do ogolnokrajowego
wdrozenia testowanego rozwigzania. Wynikato to gtéwnie z wysokich kosztéw pilotazu, ale
takze z faktu, ze wiele praktyk POZ w Polsce to mate praktyki, nie posiadajgce mozliwosci
wdrozenia proponowanych rozwigzan. Ostatecznie wybrano stopniowa implementacj¢ tych
rozwigzan, przy czym cze$¢ z nich jest wdrazana na zasadzie dobrowolno$ci. Pozwala to mniej
gotowym praktykom na dostosowanie si¢ 1 wyciggniecie wnioskéw z doswiadczen pierwszych
wdrazajacych opieke koordynowang praktyk POZ (ramka 7) i moze by¢ bardziej wykonalne
niz ogdlnokrajowe wdrozenie pilotazu POZ PLUS, w ktorym wszystkie jego rozwigzania

zostatyby obowigzkowo narzucone wszystkim podmiotom.
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Ramka 7. Fragmentaryczne wdrazanie rozwigzan testowanych w ramach pilotazu POZ

PLUS

rozwigzan testowanych w ramach pilotazu zostato wdrozonych, na zasadach obligatoryjnych

lub fakultatywnych:

Od pazdziernika 2021 roku wszystkie praktyki POZ zostaly zobowigzane do
zatrudnienia koordynatorow opieki.

Od lipca 2022 roku kompetencje lekarzy POZ zostaty rozszerzone o mozliwos¢ zlecania
wickszego zakresu badan diagnostycznych, m.in. ferrytyny, witaminy B12, kwasu
foliowego, anty-CCP, CRP — szybkie badanie ilosciowe (populacja do 6 roku zycia),
przeciwcial anty-HCV, antygenu H. pylori w kale — badanie kasetowe, antygenu H.
pvlori w kale — badanie laboratoryjne oraz testu Strep.

Od pazdziernika 2022 roku na zasadzie dobrowolno$ci wprowadzono koordynacje

opieki w POZ:

chorob przewlektych oraz utatwi¢ kompleksowa opieke nad pacjentem w ramach POZ.

Zrédto: Sagan i Kowalska-Bobko (2022).

Cho¢ nie doszto do ogoélnokrajowego upowszechnienia pilotazu POZ PLUS, kilka

Koordynacja opieki obejmuje cztery obszary chorobowe, ktére sg najczesciej
diagnozowane w ramach POZ: (1) diagnostyka i leczenie nadci$nienia t¢tniczego,
niewydolnosci serca, przewleklej choroby niedokrwiennej serca i migotania
przedsionkow; (2) diagnostyka i leczenie cukrzycy; (3) diagnostyka i leczenie
astmy oskrzelowej i przewlektej obturacyjnej choroby ptuc oraz (4) diagnostyka i
leczenie niedoczynnosci tarczycy oraz diagnostyka guzkow tarczycy.

Lekarze POZ, ktérzy zdecyduja si¢ na wdrazanie modelu opieki koordynowanej,
moga kierowac pacjentow na kompleksowe (gldwnie laboratoryjne) badania
diagnostyczne zwigzane z czterema powyzszymi obszarami chorobowymi oraz
konsultowac¢ si¢ z kardiologami, diabetologami, pulmonologami, alergologami i
endokrynologami, w ramach POZ, bez koniecznos$ci kierowania pacjentéw do tych
specjalistow.

Pielegniarki POZ beda zaangazowane w edukacj¢ pacjentow, a pacjenci bedg mogli

rowniez skorzysta¢ z konsultacji z dietetykiem.

Wszystkie te zmiany majg poprawi¢ wykrywanie i diagnozowanie najczg¢stszych
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Dziatania, ktore majg na celu wzmocnienie POZ, to bardzo obiecujaca zmiana, biorac
pod uwage, ze POZ odgrywa kluczowa role w wigkszosci modeli opieki nad pacjentami z
wielochorobowos$cig zidentyfikowanych w Europie (Rijken i in. 2018). Ale nawet przed
wdrozeniem pilotazu POZ PLUS lekarze POZ byli juz zachgcani, poprzez wyzsze stawki
kapitacyjne, do zajmowania si¢ bardziej ztozonymi przypadkami. Stawka kapitacyjna jest
bowiem 2,7 razy wyzsza za $wiadczeniobiorcoOw w wieku 66-75 lat 1 3,1 razy wyzsza za osoby
powyzej 75 roku zycia. Wyzsze stawki kapitacyjne stosowane sg rowniez w odniesieniu do
mieszkancow doméw pomocy spotecznej (DPS) (3,1 razy wyzsze) oraz pacjentow ze
schorzeniami przewlektymi, takimi jak cukrzyca, choroby uktadu krazenia, choroby tarczycy
(3,2 razy wyzsze). Formalne wprowadzenie koordynacji opieki w POZ od pazdziernika 2022
roku (ramka 7) daje lekarzom POZ mozliwo$¢ skuteczniejszej niz dotychczas opieki nad tymi

pacjentami.

Inne istniejace inicjatywy opieki koordynowanej, takie jak dla pacjentow
onkologicznych, kardiologicznych i1 innych (tabela 5) moglyby by¢ ponownie przeanalizowane
réwnolegle z wdrazaniem reformy POZ. Nie ma powodu, aby zaniecha¢ kontynuacji tych
inicjatyw, poniewaz zaspokajaja one wazne potrzeby zdrowotne i wpisujg si¢ w zalozenia
metodyczne trojkata Kaiser Permanente. Wazne jest jednak, aby ich wdrazanie bylo Scisle

powigzane z reformami wzmacniajagcymi POZ.

Niektore 7 ostatnich pomystow politycznych moglyby zostaé poddane ponownej ocenie w celu

zbadania moZzliwosci poprawy powigzan na rzect integracji ustug zdrowotnych i spolecznych

Dwie inicjatywy zwigzane z tworzeniem realnych nowych mozliwosci integracji opieki
zdrowotnej 1 socjalnej zaslugujg na uwage. Pierwsza inicjatywa to propozycja z 2020 roku
wprowadzenia Centrow Zdrowia 75+ (Sagan, Galazka-Sobotka i in. 2022), skierowanych do
pacjentéw geriatrycznych, a druga to propozycja z 2019 roku stworzenia tzw. podstawowego
systemu zabezpieczenia zdrowotnego w Powiatowych Centrach Zdrowia (Sagan, Kowalska-
Bobko i1n. 2022), ktore bylyby zorganizowane na poziomie powiatow i zaspokoityby potrzeby

catych ich populacji (tabela 8).

Obie propozycje pozostaja na etapie koncepcji i jak dotad nie byly dalej rozwijane.
Koncentrujg si¢ one na poprawie koordynacji poza POZ, co jest wazne, poniewaz rzeczywiscie
koordynacja ustug zdrowotnych i opiekunczych oraz wymiana informacji miedzy ré6znymi
elementami systemu opieki zdrowotnej i spotecznej zostaly dostrzezone jako jedne z

najwigkszych problemow, z jakimi borykaja si¢ lekarze POZ.
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Obie inicjatywy zaktadaty, ze proponowane centra moglyby by¢ zorganizowane albo
w ramach szpitali powiatowych, albo w wiekszych praktykach POZ i koordynowa¢ dostgp nie
tylko do uslug zdrowotnych, ale takze do opieki dtugoterminowej lub pomocy spotecznej,
dostosowujac swiadczenia do lokalnych potrzeb. Spotecznosci lokalne uzyskatyby dostep do
szeregu ustug zdrowotnych i1 opiekunczych w spotecznosciach, w ktorych mieszkajg. Biorac
pod uwage duze rozbieznos$ci geograficzne w zakresie umieralnosci (jak podkreslono w Sagan,

Karanikolos 1 in. 2022), wydaje si¢ to rozsagdnym rozwigzaniem.

W szpitalach publicznych integracja opieki zdrowotnej juz nawet teraz czgsto
wystepuje w ramach tego samego dostawcy ustug zdrowotnych. Na przykitad w strukturach
organizacyjnych szpitala moze znajdowaé si¢ przychodnia lekarska, specjalistyczna
przychodnia ambulatoryjna, laboratorium diagnostyczne 1 klinika rehabilitacyjna.
Umiejscowienie proponowanych centrow w szpitalach powiatowych wykorzystuje silng baze
szpitalng w Polsce i daje szpitalom powiatowym, z ktorych wiele jest obecnie mocno
zadhuzonych, szanse¢ na uzyskanie lub wzmocnienie rentownos$ci. Biorgc pod uwagg trudnosci
w ograniczaniu liczby to6zek szpitalnych (Sowada i1 in. 2020), wykorzystanie szpitali
powiatowych jako bazy dla Centrow Zdrowia 75+ lub Powiatowych Centrow Zdrowia i
wzmocnienie ich roli jako bazy diagnostycznej i1 specjalistycznej dla POZ, jak to zostalo
opisane w propozycji utworzenia podstawowego zabezpieczenia zdrowotnego z 2019 roku
(ktora jest rowniez zbiezna z opisang powyzej reformg wzmacniajaca POZ) — zamiast ich
zamykania — mogloby by¢ réwniez bardziej wykonalne politycznie. Ta ostatnia propozycja
przypomina model polikliniki z czasow sowieckich, ale z zaleta posiadania réwniez
mechanizmow koordynacyjnych w celu wsparcia koordynacji funkcjonalnej (chociaz
propozycje nie podaja wielu szczeg6téw na ten temat). Istniejg juz inicjatywy oddolne, ktére
pokazuja, ze niektore z proponowanych rozwigzan sg rzeczywiscie wykonalne. Na przyktad
wspolpraca szpitala powiatowego w Opatowie z placéwkami POZ oraz rozbudowa zakresu
ushug opieki zdrowotnej o szeroki zakres ustug opieki dtugoterminowej. Jednak wigkszos¢

istniejacych praktyk koncentruje si¢ na koordynacji opartej na dobrowolnej wspotpracy.

Sposréd proponowanych rozwigzan model Powiatowych Centrow Zdrowia jest
bardziej kompleksowy pod wzgledem zasiegu populacyjnego, poniewaz jest skierowany do
catych populacji powiatéw, a nie tylko do osob starszych. Cho¢ szczegolty nie zostaty
dopracowane, model ten mogltby by¢ potencjalnie potaczony z modelem POZ PLUS i razem

rozwijany zgodnie z rozszerzong wersja trojkata Kaiser Permanente zaproponowana przez
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King's Fund, ktéra obejmuje zaréwno ustugi zdrowotne, jak i spoteczne (patrz szary prostokat

na rysunku 1 w rozdziale 1.2).

Z powodu wybuchu pandemii COVID-19 prace nad tymi propozycjami zostaly
zawieszone. Jednak ostatnie dokumenty strategiczne, cho¢ nie wspominajg o tym wprost,
wydaja si¢ by¢ zasadniczo zgodne z ideami stojacymi za Powiatowymi Centrami Zdrowia
(Sagan, Kowalska-Bobko 1 in. 2022). Przy obawach zwigzanych z COVID-19, ktére obecnie
juz schodza z centrum uwagi, dyskusja na temat polityki zdrowotnej powinna uwzglednia¢
wszystkie istniejgce programy i propozycje oraz odpowiednie rozwigzania przyj¢te w krajach
sasiednich lub innych, w celu wypracowania cato§ciowej strategii poprawy koordynacji opieki

1 zaspokojenia potrzeb réznych grup ludnosci.
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Tabela 8. Porownanie najbardziej kompleksowych modeli opieki koordynowanej wdrozonych lub proponowanych w Polsce

Pilotaz POZ PLUS (realizowany w
latach 2018-2021)

Osrodki zdrowia 75+ - wniosek
dotyczacy polityki (2020)

Whiosek dotyczacy polityki w
zakresie powiatowych osrodkow
zdrowia (2019)

Odbiorca ustug

Catla populacja w obszarze zasiggu
POZ

Starsza populacja (75+) w obszarze
zasiggu powiatu lub POZ

Cata populacja w obszarze zasiggu

powiatu

Miejsce realizacji

Wigksze praktyki POZ
(zaadaptowana wersja byla rowniez

pilotowana w mniejszych praktykach
POZ)

Szpitale powiatowe lub wigksze
praktyki POZ

Szpitale powiatowe lub wigksze

praktyki POZ

Stratyfikacja
populacji na grupy
ryzyka

Tak, pilotaz oferowatl Indywidualne
Plany Opieki Medycznej
dostosowane do konkretnych
schorzen pacjentow; programy
zarzadzania choroba dla 11
najczesciej wystepujacych schorzen
przewlektych; wsparcie w
zarzadzaniu wlasnym zdrowiem
(wielodyscyplinarne zespoty opieki
zdrowotnej 1 dostep do konsultacji
specjalistycznych za posrednictwem
lekarza POZ); oraz dostosowang do
potrzeb profilaktyke chorob i
promocj¢ zdrowia w Indywidualnych
Planach Postgpowania Zdrowotnego
dla kwalifikujacych si¢ pacjentow z
szerszej populacji

Nie okreslono tego wprost, ale ocena
geriatryczna w ramach POZ ma na
celu dopasowanie pacjentow do
odpowiednich ustug opieki
zdrowotnej i spotecznej, w zaleznos$ci
od ich potrzeb

Nie okreslono tego wprost, ale
wniosek zaklada wzmocnienie roli

POZ i to wiasnie tam pacjenci
mogliby by¢ potencjalnie
dopasowywani do odpowiednich

ushug, w zaleznosci od ich potrzeb

Zakres ustug

e POZ, w tym zapobieganie
chorobom 1 profilaktyka chorob

e POZ, w tym ocena geriatryczna

e POZ, w tym zapobieganie
chorobom 1 profilaktyka chorob
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e Dostep do konsultacji
specjalistycznych w ramach POZ

Specjalistyczna opieka
ambulatoryjna

Specjalistyczna opieka
stacjonarna w geriatrycznych
oddziatach szpitalnych

Domy opieki medycznej dla osob
przewlekle chorych 1 zaktady
opiekunczo-lecznicze

Specjalistyczna opieka
ambulatoryjna

Jednodniowa i stacjonarna opieka
specjalistyczna w szpitalach
powiatowych

Pomoc w naglych wypadkach
medycznych

Opieka spoteczna (o$rodki
pomocy spotecznej, domy
dziennego pobytu, domy pomocy
spolecznej itp.)

Srodowiskowa opieka nad
zdrowiem psychicznym

Rehabilitacja

Opieka dtugoterminowa

Wielodyscyplinarnos¢  Tak, pacjenci sg pod opieka

opieki wielodyscyplinarnych zespotow POZ
(m.in. lekarz, pielggniarka, potozna,
ale takze fizjoterapauta, dietetyk,
psycholog, itd.)

Tak, pacjentami opiekuje si¢ zespot
interdyscyplinarny, w sktad ktorego
wchodza: geriatra, psychiatra,
fizjoterapeuta

Nie okreslono w obecnym wniosku

Koordynator opieki Tak, pacjentom przydzielany jest

dedykowany koordynator

Tak, pacjentom przydzielany jest
dedykowany koordynator

Nie okreslono w obecnym wniosku

Zrodto: Na podstawie Badora-Musiat, Sagan i in. (2021); Sagan, Gatazka-Sobotka i in. (2022); Sagan, Kowalska-Bobko i in. (2022).
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5. Podsumowanie

Inicjatywy opieki koordynowanej realizowane w Polsce koncentrowaty si¢ dotychczas
na opiece specjalistycznej, w duzej mierze zaniedbujagc POZ, w tym profilaktyke chorob i
promocj¢ zdrowia na poziomie POZ, pomimo jej kluczowej roli w zapewnieniu opieki
koordynowanej w wigkszos$ci krajoéw o bardziej rozwinigtych programach dla pacjentow z
chorobami przewlektymi 1 wielochorobowoscig. Nawet w przypadku reform, ktére w
wigkszym stopniu opieraly si¢ na zaangazowaniu lekarzy POZ, takich jak szybka $ciezka
onkologiczna, gdzie od lekarzy POZ oczekiwano poprawy wczesnego wykrywania
nowotworow, zauwazy¢ mozna, ze nie byli oni w duzym stopniu zaangazowani w planowanie
reformy ani nie zapewniono im szkolen lub dodatkowych zasoboéw wspierajacych ich w jej

realizacji.

Inwestowanie we wzmocnienie opieki zdrowotne] powinno by¢ najwyzszym
priorytetem we wszelkich wysitkach na rzecz koordynacji opieki w przysztosci, poniewaz
opieka zdrowotna ma do odegrania wazng rol¢ w $wiadczeniu ustug zaspokajajacych wszystkie
potrzeby zdrowotne, od zapobiegania chorobom i promocji zdrowia, poprzez wspieranie
pacjentéw w zarzadzaniu ich zdrowiem, po zarzadzanie chorobami o r6znej ztozonos$ci. Dzigki
silnej POZ mozna osiggna¢ najwigksze korzysci zdrowotne w systemie nadmiernie
skoncentrowanym na (kosztownej) specjalistycznej opiece zdrowotnej, przy stosunkowo stabej
profilaktyce i poéznym wykrywaniu chorob, jak ma to miejsce w Polsce. Chociaz
mi¢dzynarodowe do$wiadczenia z koordynacja opieki nad pacjentami z wielochorobowoscia
sg stosunkowo nowe 1 nie zostaly wdrozone na duzg skale, istniejg dobre praktyki, ktére mozna

zastosowac po odpowiedniej modyfikacji do warunkéw wewnetrznych istniejagcych w Polsce.

Wzmocnienie roli POZ powinno by¢ rozwazane w polaczeniu z innymi propozycjami
dotyczacymi poprawy koordynacji opieki, wykraczajacymi poza POZ w celu poprawy
koordynacji z innymi ustlugami zdrowotnymi oraz z witaczeniem innych sektorow, takich jak
sektor opieki spotecznej. Proponowane modele Osrodkow Zdrowia 75+ 1 Powiatowych
Osrodkéw Zdrowia oferuja pomysty, jak to osiggnaé i jeszcze bardziej poprawic
doswiadczenie pacjentoéw. Modele te powinny by¢ ponownie rozwazone w $wietle reform
wzmacniajacych POZ, a takze w S$wietle istniejacych programéw  opieki
koordynowanej/kompleksowej, aby zobaczy¢, na ile sg kompatybilne i1 jak to dopasowanie
mozna poprawic¢, aby jak najlepiej zaspokoi¢ obecne i przyszte potrzeby w zakresie zdrowia i

opieki. W Polsce pilnie potrzebna jest holistyczna wizja opieki koordynowanej, z
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wyrazniejszymi celami i sSrodkami ich realizacji, tak aby rézne istniejace i nowe modele opieki

koordynowanej oraz reformy wzmacniajagce POZ mogty lepiej do siebie pasowac.

Pilotaze reform zdrowotnych daja mozliwo$¢ przetestowania nowych rozwigzan i ich
dopracowania, nawet jesli miaty oczywiste niedociaggni¢cia. Decydenci polityczni powinni
potraktowac projekty pilotazowe jako uzyteczne narzedzia do poprawy polityki. Powinno to
obejmowac staranne monitorowanie i oceng¢ wynikow, wykraczajace poza sprawozdawczo$¢

administracyjng oraz proces ciggtego doskonalenia.

Proponowane rozwigzania mogg by¢ bardziej odpowiednie w niektérych miejscach niz
w innych i konieczne mogg okaza¢ si¢ lokalne adaptacje. Istniejg duze 1 trwale roznice we
wskaznikach umieralnosci i trendach w polskich wojewodztwach, co oznacza ze dostosowanie
$wiadczenia ustug do potrzeb lokalnych populacji, jak sugeruje model podstawowego
zabezpieczenia zdrowotnego w Powiatowych Osrodkach Zdrowia, moze prowadzi¢ do

rzeczywistej poprawy wynikoéw zdrowotnych.

Wreszcie, ograniczone zasoby finansowe, ludzkie 1 inne stanowity gtowne przeszkody
we wdrazaniu wielu inicjatyw koordynacyjnych realizowanych w Polsce, i decydenci powinni
nadaé priorytet zwigkszeniu tych zasobow, aby osiagnaé znaczaca poprawe. Inwestycje w
opieke kardiologiczng i przyktad regionu slaskiego, gdzie dokonano znaczacych naktadow w
zasoby geriatryczne, wyraznie pokazaly, ze jest to mozliwe, jesli istnieje ku temu wola
polityczna. Zobowigzanie do odbudowy efektywniejszego systemu ochrony zdrowia po
pandemii COVID-19 oferuje zarowno motywacjg, jak i realng mozliwo$¢ inwestowania w

system ochrony zdrowia, ktory jest dostosowany do potrzeb przysztosci.
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Abstract: The contribution of health systems to health is commonly assessed using levels of amenable
mortality. Few such studies exist for Poland, with analyses of within-the-country patterns being
particularly scarce. The aim of this paper is to analyse differences in amenable mortality levels and
trends across Poland’s regions using the most recent data and to gain a more nuanced understanding
of these differences and possible reasons behind them. This can inform future health policy decisions,
particularly when it comes to efforts to improve health system performance. We used national and
regional mortality data to construct amenable mortality rates between 2002 and 2019. We found that
the initially observed decline in amenable mortality stagnated between 2014 and 2019, something not
seen elsewhere in Europe. The main driver behind this trend is the change in ischemic heart disease
(IHD) mortality. However, we also found that there is a systematic underreporting of IHD as a cause of
death in Poland in favour of heart failure, which makes analysis of health system performance using
amenable mortality as an indicator less reliable. We also found substantial geographical differences
in amenable mortality levels and trends across Poland, which ranged from —3.3% to +8.1% across
the regions in 2014-2019. These are much bigger than variations in total mortality trends, ranging
from —1.5% to —0.2% in the same period, which suggests that quality of care across regions varies
substantially, although some of this effect is also a coding artefact. This means that interpretation of
health system performance indicators is not straightforward and may prevent implementation of
policies that are needed to improve population health.

Keywords: amenable mortality; health system; healthcare; public health; Poland

1. Introduction

As with its neighbours in Eastern Europe, life expectancy (LE) in Poland increased
rapidly in the 1990s and 2000s [1,2]. Yet this was not enough to close the gap with the
pre-2004 European Union (EU) countries; by 2019, life expectancy at birth (both sexes)
was still more than three years lower, with no sign of narrowing [1,3]. The reasons for
the initial improvement have been studied extensively. The early work focused on the
link between social and economic changes post-transition and a rapid decline in deaths
from cardio-vascular disease (although interrupted by a brief increase in deaths from
external causes) [4-6], soon complemented by research on the contribution of a reformed
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health system [7]. This more recent body of work mostly looked at Poland as a whole,
typically comparing it with its neighbours, [8,9], with a few studies of patterns within the
country [7,10]. The latter use data that are at least a decade old and do not capture the
most recent trends and/or focus on more granular geographical variations in amenable
mortality, which may be more reflective of primary healthcare (PHC) provision.

The contribution of health systems to health is commonly assessed using levels of
amenable mortality, as in the studies cited above. The measure captures deaths that should
not occur in the presence of timely and effective care [11,12] and is incorporated in the
Global Burden of Disease (GBD) Health Access and Quality Index, and the Universal
Health Coverage Index of effective health services, with the latter showing that, in 2019,
Poland lagged behind many EU countries in quality of care [13,14]. An earlier study that
analysed the decline in amenable mortality in Organisation for Economic Co-operation and
Development (OECD) countries between 2000 and 2014 found that the pace of improvement
in Poland was similar to that in other countries of eastern Europe, which in the early 2000s
started off at a similar level (e.g., the Czech Republic) [15], but stagnated during the five
years pre-dating the COVID-19 pandemic (2014-2019), something not seen elsewhere in
the EU [16].

This situation has arisen despite the efforts, over more than two decades, by succes-
sive Polish governments to reform the health system. Consistent elements have included
measures to tackle the high burden of non-communicable diseases (NCDs), mainly cardio-
vascular diseases and cancers, strengthening primary care by transferring responsibilities
from the very large hospital sector inherited from the Communist period, and taking mea-
sures to improve quality, accessibility, and continuity [17-19]. Yet despite having ambitious
goals for reform, in 2019 spending on health remained well below that in other EU countries,
at USD 2207 (adjusted for purchasing power) per capita [20]. For comparison, the figures
for Germany and France were USD 6739 and USD 5493, respectively.

The earlier finding of large geographical inequalities in several measures of quality
of care within Poland, including amenable mortality [10], and the recent arrest in the
previous improvements, point to the need to understand the situation at a sub-national
level. The aim of this paper is to analyse the recent lack of improvement in amenable
mortality in Poland’s regions and to gain a more nuanced understanding of the trends to
inform health policy decisions, particularly when it comes to the efforts to improve health
system performance. By focusing on regional variations, we can gain insight into timeliness
and effectiveness of not only primary healthcare (PHC), but also other healthcare services,
and into broader national and regional policies aimed at addressing amenable mortality.

2. Materials and Methods

We extracted data on mortality by region and cause of death according to the Interna-
tional Classification of Diseases, Tenth Revision (ICD-10) from the demographic database
of the Chief Statistical Office in Poland [21], and population size from the Local Data Bank
of the Chief Statistical Office in Poland [22] complemented with demographic data from
Eurostat [16]. We constructed age-standardised mortality rates from 2002 to 2019 (years
with complete available data at the time of the analysis as of August 2021). These were
standardised to European Standard Population 2013 [23], which reflects the most recent EU
population standard.

Amenable mortality is defined as deaths that should not occur in the presence of
timely and effective healthcare [12]. We used the list of amenable causes of death compiled
by Nolte and McKee [12] (see Table S1 in the Supplementary Materials), which considers
only 50% of deaths from ischemic heart disease as amenable. The upper age cut-off for both
amenable and total mortality in this study was set at 75 years of age. The year 2014 was
identified as when the slowdown in both total and amenable mortality became noticeable
nationally. We estimated the average annual percentage change (AAPC) in mortality for
the periods before and after this year (2002-2014 and 2014-2019) using Microsoft Excel.
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We supplemented the analysis of change in amenable mortality by disaggregating cardio-
vascular diseases into more specific causes to understand the key drivers behind the trends.

3. Results

Figure 1 shows how, between 2002 and 2019, mortality from all causes in people aged
under 75 in Poland decreased from 679 to 528 per 100,000 (AAPC = —1.44%). In the same
period, amenable mortality decreased faster, from 239 to 152 per 100,000 (AAPC = —2.58%).
However, although between 2002 and 2014 the contribution of amenable mortality to total
deaths decreased between 2002 and 2014 from 35% of the total for this age group to 28%, it
had slightly grown (to 29%) by 2019.
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Figure 1. Trends in mortality in Poland, 2002-2019, age-standardised rate per 100,000 population.

When we look at the two periods we can see how, between 2002 and 2014, mortality
from all causes in those under the age of 75 in Poland had been decreasing annually on
average by 2.0%, while the pace of decrease in amenable mortality was twice as fast, at
3.9%. However, between 2014 and 2019, the pace of decline in total and amenable deaths
slowed to 0.8% and 0.9% respectively, meaning the relative progress in amenable mortality
was almost four times slower than in the preceding years.

We now turn to the regional picture within Poland. Figure 2 shows the distribution
of amenable mortality rates in Polish regions in 2002 and 2019, revealing an improvement
everywhere but with the highest rates in some of the southern regions in both periods.

Figure 3a looks at the changes in more detail. Looking first at amenable mortal-
ity, in 2002-2014 the pace of decrease varied from AAPC = —5.7% in Swietokrzyskie to
AAPC = —1.9% in Malopolskie (the region that contains Warsaw). However, in 2014-2019
the pace of change slowed and even reversed in some regions, ranging from AAPC = —3.3%
in Mazowieckie, to an increase in AAPC of 8.1% in Opolskie, Poland’s smallest and least
populated region. Mazowieckie also stands out as the only region where the pace of re-
duction in amenable mortality was not only maintained, but also improved in 2014-2019.
Notably, in addition to the Opolskie region, there were five more regions where amenable
mortality increased between 2014 and 2019, and a further two where it stagnated, with
AAPC less than —0.2%. Overall, between 2002 and 2019, amenable mortality fell by over
40% in eight regions (Swietokrzyskie, Lubelskie, Wielkopolskie, Kujawsko-Pomorskie,
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Podkarpackie, Lodzkie, Zachodniopomorskie, and Mazowieckie) (Figure 3b). These re-
gions recorded the lowest rates of amenable mortality in 2019, which ranged from 110 per
100,000 population in Lubelskie to 196 in Pomorskie, a difference of almost 80%.

Figure 2. Distribution of amenable mortality rates in Polish regions in 2002 (a) and 2019 (b).

There was much less variation in the pace of change in overall mortality across regions
in both periods (from AAPC = —2.5% in Podkarpackie to AAPC = —1.2% in Lodzkie
in 2002-2014, and from AAPC = —1.5% in Lodzkie to AAPC = —0.2% in Dolnoslaskie)
(Figure 2a). In contrast to amenable mortality, no region saw a reversal in the decline in
total mortality in 2014-2019 (Figure 3b). Despite the reductions in amenable mortality,
Lodzkie still had the highest total mortality rate in 2019 (589 per 100,000) and total mortality
rates in some of the other regions that observed high reductions in amenable mortality
(Zachodniopomorskie, Kujawsko-Pomorskie, and Swietokrzyskie) were also among the
highest in Poland (Figure 3b). At 447 deaths per 100,000 population, Podkarpackie had the
lowest total mortality rate in Poland in 2019.

Table S2 in the Supplementary Materials shows AAPC in amenable mortality in all
of Poland and in each region for the two periods by major cause of amenable mortality
(ischemic heart disease (IHD), cancer, stroke, respiratory disease, and aggregated group of
other (remaining) amenable causes). In Poland overall, the rate of decline in IHD slowed
markedly (from AAPC = —5.29% in 2002-2014 to AAPC = —0.25% in 2014-2019). The
change in IHD (where 50% deaths are considered amenable) was the main driver of the
trend in amenable mortality, accounting for 32% of all amenable causes in 2019. Cancer was
the second major contributor and accounted for 23% of all amenable deaths. This was the
only category of amenable deaths that saw an accelerating decline—from AAPC = —0.80%
in 2002-2014 to AAPC = —0.97% in 2014-2019. Stroke was the third major contributor
in 2019, accounting for 19% of amenable deaths. As with IHD, the pace of improve-
ment in mortality from stroke has slowed in more recent years—from AAPC = —5.05% to
AAPC = —2.95%. Respiratory conditions were responsible for 12% of amenable deaths and,
unlike with other causes, the trend here has been upwards throughout the period, with
an AAPC increase of 3.55% in 2002-2014, doubling to AAPC 8.87%. In absolute terms,
standardised mortality rate from amenable respiratory conditions increased from 8 to
18 per 100,000 population. Other amenable causes (aggregated group containing condi-
tions such as infectious diseases, digestive disorders, perinatal and congenital conditions,
diabetes, and others) accounted for the remaining 15%. This group experienced a decline
of AAPC = —4.91% in 2002-2014, and an increase of AAPC = 4.96% in 2014-2019.
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Figure 3. Total and amenable mortality, 2002-2019: (a) change in total and amenable mortality (AAPC,
both sexes) by region in 2002-2014 and 2014-2019 (data labels only shown for amenable mortality for
reasons of space); (b) total and amenable mortality (standardised rates per 100,000, both sexes) by
region in 2002 and 2019.

Turning to the 16 Polish regions, there was much more geographical variation with
amenable causes in the second period, in both levels and rate of change. For example,
while in the Opolskie region the reduction in amenable IHD deaths was initially very
rapid, at AAPC = —8.32%, the reversal in 2014-2019 amounted to a striking increase of
AAPC = 22.99%. Changes in IHD in other regions were less drastic, but notable reversals
of earlier progress were seen in Dolnoslaskie, Lubuskie, Slaskie, Swietokrzyskie, and
Warminsko-Mazurskie. Interestingly, in the Mazowieckie region, amenable IHD deaths
continued to decline even more rapidly—from AAPC = —3.86% to AAPC = —9.65% in
2002-2014 and 2014-2019, respectively. Trends in stroke showed similar patterns, although
with fewer reversals and, where they occurred, on a much smaller scale. The Opolskie
region still stood out in terms of experiencing one of the fastest initial improvements
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that turned into a reversal with one of the greatest magnitudes. Not all regions saw a
decline in the AAPC for amenable cancer deaths in 2002-2014. For example, in Lubuskie
and Opolskie, amenable mortality from cancer was increasing. In both regions, however,
it started declining in 2014-2019. In contrast, in Dalnoslaskie, Lodzkie, Lubelskie and
Warminsko-Mazurskie, the initial decline was reversed in the later period. All regions
showed a sustained increase in amenable respiratory deaths, which was usually faster in
the latter period.

Given the increasing differences among regions, we analysed mortality from cardiovas-
cular diseases in more detail. This reveals an important issue with coding causes of death.
In the majority (10/16) of Polish regions (Dolnoslaskie, Kujawsko-Pomorskie, Lodzkie,
Lubelskie, Lubuskie, Mazowieckie, Podkarpackie, Swietokrzyskie, Wielkopolskie, and
Zachodniopomorskie), the fall in the numbers of registered IHD deaths corresponds to
the rise in recorded deaths from heart failure (a non-amenable cause). In contrast, Mal-
opolskie, Podlaskie, Pomorskie, Slaskie, and Warminsko-Mazurskie regions recorded a
very different pattern for most of the period, with low numbers of heart failure deaths
and the numbers of IHD deaths remaining consistently high and/or increasing in more
recent years. The Opolskie region stands out in terms of irregularity of recording of both
IHD and heart failure deaths, with a drop in IHD from 918 to 192 cases between 2000 and
2016 followed by sharp rise to 857 deaths in 2019. The latter rise drives the increase in
the amenable mortality indicator since 2014 shown in Figure 3a. Overall, these regional
patterns of transfers between causes of death create a picture of lack of progress in reducing
IHD deaths and amenable mortality since 2014 (Figure S1 in the upplementary Materials).
There is a systematic under-reporting of IHD as a cause of death in Poland (Figure S2 in
the Supplementary Materials), which, by implication, makes analysis of health system
performance using amenable mortality as an indicator less reliable. The lack of accurate
information may affect health policies and result in de-prioritisation of action on prevention
and treatment of IHD.

4. Discussion

Amenable mortality kept falling in Poland between 2002 and 2019, continuing the
trend observed in earlier studies [24,25]. Broadly, and almost universally, amenable mor-
tality declined more slowly since 2014, but in some regions it even reversed. This was
driven, at least in part, by changes in recording cause of death. Below we discuss some
possible explanations.

First, there was a slowdown in progress in terms of reducing deaths from IHD and
stroke, with amenable deaths from these causes seeing much smaller reductions after 2014.
Previous studies attributed the positive trends in cardiovascular diseases in 2000-2014 to
social and economic changes that led to positive lifestyle changes, in addition to improve-
ments in the health system, including implementation of advanced treatment methods [26].
Bandosz and colleagues (2012), who looked at mortality trends in coronary heart disease
between 1991 and 2005, found that about 37% of the decrease observed over this period
was attributable to increased uptake of evidence-based treatments, including treatments for
hypercholesterolaemia, hypertension, coronary heart disease, and heart failure, in addition
to coronary bypass surgery, coronary angioplasty, and stenting, with 54% of the trend
explained by changes in risk factors, mainly resulting from improved diets and physical
activity [27]. Investment in cardiac care, including dedicated national preventive and
curative programmes, increased by more than three-fold between 2004 and 2014 [28]. As
a result, both access to acute cardiological care (e.g., increasing centres offering invasive
cardiology) and outcomes (e.g., the 30-day mortality rate after hospital admission for acute
myocardial infarction (AMI) fell to 4.4 per 100 admissions compared to the OECD average
of 7.5) improved, and this means that Poland is now regarded as one of European leaders in
invasive treatment of acute coronary syndromes (ACS) [29]. The reason for the slower pace
in the decrease in amenable mortality from IHD observed in recent years may be because
some of the potential improvements in cardiac care may have already been realised and it
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is now harder to achieve further gains. However, there remain deficiencies in the provision
of primary and specialist outpatient cardiac care, particularly cardiac rehabilitation, in ad-
dition to primary and secondary prevention. Less than a quarter of Polish patients undergo
rehabilitation after myocardial infarction, compared to 30-50% in Western Europe [29]. If
these deficiencies were addressed, further reductions in amenable mortality may possibly
be achieved. The introduction, in 2017, of a complex care programme for patients after
myocardial infarction that focuses on rehabilitation has the potential to further improve
patient outcomes and has already shown positive early results [29]. Furthermore, more
recent trends in IHD mortality are less reliable, due to coding practices [30].

Another major cause of amenable deaths in Poland is stroke. In 2005, 30-day hospital
fatality among patients treated for cerebral haemorrhage, at 36.9%, was one of the highest
in the OECD [31]. Despite the creation of a network of stroke units within the National
Health Programme 2007-2015, which achieved lower morality rates than in general wards,
and the increasing share of stroke patients hospitalised in these centres, fatality rates
remain high. This can be linked to poor access to these units (with between 53% and 84%
of patients with ischemic stroke being admitted in different regions), treatment such as
thrombolytic treatment (which was provided to only 13% of hospitalised stroke patients) or
transurethral mechanical thrombectomy of intracerebral or intracranial vessels (which was
only introduced in December 2018 via a pilot programme), and rehabilitation (only 24% of
stroke ward patients and 15% of other stroke patients received rehabilitation within 14 days
from discharge) [32]. Hospital fatality with haemorrhagic stroke deteriorated in 2008-2013
and then again from 2017 (back to the 2012 level), with a brief period of improvement since
2014. The hospital fatality rate for ischemic stroke decreased very slowly—by 3% between
2004 and 2018. Fatality for unspecified stroke fell to 14.3% in 2018 from 23.7% in 2004. The
reasons for the slowdown in the decline in the amenable mortality from stroke may reflect
rising incidence rates, improved diagnosis and detection, and low rates of post-stroke
rehabilitation. In 2017, only about one-fifth of patients started rehabilitation within 14 days
of hospital discharge [32].

Third, there was a small but sustained improvement in outcomes for treatable cancers
in 2014-2019. This occurred at the same time as the so-called ‘fast oncology pathway’ was
introduced in January 2015, one element of which involved abolishing financing limits for
all services provided within this programme. As a result, total spending on cancer care
increased by over 35% between 2014 and 2019 [33]. The reason why this improvement
has been small may be due to the programme not being homogeneously implemented
at all levels of care. For example, cancer screening rates remain low, and cancers are
detected at a relatively advanced stage [34] with, for example, 40% of newly diagnosed
cases of cervical cancer being diagnosed too late for successful treatment [35]. Moreover,
only 35% of referrals to the ‘fast pathway” were from primary providers between 2018
and 2020 [36]. Improvements in waiting times for diagnostics and treatment for patients
within the pathway have also been negligible (and appear to have worsened for patients
not included in the pathway) [37]. Further, the implementation of the pathway has led to
increased fragmentation in the provision of cancer care, which combined with the lack of
reference levels and standardised guidelines for diagnostics and treatment, can result in
unequal quality of care [37]. The introduction, in 2019, of the National Oncology Network,
currently being piloted in four regions, has the potential to address these shortcomings and
improve patient outcomes in the years to come.

Fourth, there was a continuous rise in amenable mortality from respiratory condi-
tions, especially pneumonia, in 2014-2019. This is contrary to the trend observed in the
majority of countries in Europe [38]. High levels of air pollution in Poland—which are
the highest in the EU [31]—have been linked to increased respiratory diseases, including
bronchitis, asthma, rhinitis, and lung cancer [39]. In addition to air pollution control and
other preventive measures, such as smoking cessation campaigns or pneumococcal and
influenza vaccination strategies, health care interventions such as more appropriate use of
antibiotics and improved medical care can lead to a decrease in pneumonia mortality [38].
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In Poland, as in other countries in Central and Eastern Europe, mortality in patients hospi-
talised due to community-acquired pneumonia is twice as high as in Western Europe [40].
This has been linked to the specific use of antibiotics such as aminopenicillins and con-
cerns about antimicrobial resistance (Poland has one of the highest rates of antibiotics
consumption in Europe [41]), in addition to lower standards of diagnostics and care [40,42].
Deficiencies in the treatment of other respiratory diseases, such as asthma, have also been
documented [43-45].

Finally, there was a reversal in the aggregate ‘other amenable causes’” group during
2014-2019, with amenable mortality increasing in this period. However, the absolute rates
for individual conditions in the group remain small, particularly for the population aged
under 75, and may be subject to random fluctuations.

It is beyond the scope of this paper to determine the reasons for the regional variation
in amenable mortality. However, we can point to some likely factors. For example, the
numbers of physicians, nurses, and items of advanced medical equipment are the highest in
Mazowieckie region, containing Warsaw, while they are among the lowest in Opolskie [46].
Uptake of complex care programmes such as the one for patients after AMI (introduced in
2017) [47] or the one focusing on strengthening PHC [48] also varies among the regions,
as does the number of stroke wards [32]. Lodzkie requires specific attention, as the life
expectancy of men living in this region has been consistently and markedly lower than
that in the other regions, and at 72.5 years in 2019 was 2.9 years shorter than that in
Podlaskie, where male life expectancy was the highest [31]. These worse outcomes have
been attributed to unhealthy lifestyles [26,49,50].

The study is subject to several limitations. In addition to the well-described limita-
tions of using amenable mortality as an indicator of health system performance (focus on
mortality as an outcome, restricted age, and selection of causes considered amenable), the
indicator is heavily reliant on accurate recording of deaths. Poland stands out among other
countries in Europe in terms of the very high number of ‘garbage codes’ (codes that are not
useful in terms of determining public health trends in mortality outcomes, and that may
hinder international comparisons), among which a particularly large share is coded to heart
failure and generalised and unspecified atherosclerosis (150 and 170.9 respectively in the
ICD—10 classification). Fihel and Muszynska-Spielauer [30] find that, in Poland, more than
one-fifth (22%) of total deaths in 2013 were initially assigned to one of the ‘garbage codes’
and, after re-classification using original death records and coarsened exact matching, the
age-standardised death rate for IHD increased by 43%, and the rate for stroke by 22%.
The use of garbage codes increases sharply with age; therefore, the age cut-off at 75 years
partially mitigates this problem. However, as demonstrated in Figure S2 in Supplementary
Materials, patterns of recording of IHD and heart failure in those aged under 75 make a
big impact on trends and scale for amenable mortality as a whole, suggesting that some of
the observed patterns are a coding artefact. While an in-depth investigation of reasons for
the observed patterns of recording cause of death is beyond the scope of this paper, the
quality of hospital coding has often been raised [51]. With many hospitals struggling to
balance their budgets [52,53], recording heart failure potentially attracts larger payments in
the Polish diagnosis-related group (DRG) system and distorts coding of deaths.

5. Conclusions

National or cross-country analyses of mortality can mask marked within-country
differences that are important for policy. In line with previous studies linking amenable
mortality to healthcare, this paper reveals substantial geographical differences in amenable
mortality levels and trends across Poland. These are much bigger than variations in total
mortality, which suggest that quality of care across regions varies substantially. However,
some of the observed patterns are due to poor recording of deaths and distortion of patterns
of amenable mortality by underestimating the burden of IHD. This, in turn, can hinder
interpretation of health system performance indicators and prevent implementation of
policies to improve population health. Policy makers in Poland should thus focus on
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improving the quality of amenable mortality data both going forwards, which includes
addressing the drivers of poor recording of deaths, such as adjusting the costing of DRGs,
but also retrospectively, by ensuring harmonisation of past data across the regions and years.
Future research work can then focus on establishing meaningful statistical associations
between potential drivers of the variations in amenable mortality across the region. Such
analyses and more accurate data on amenable mortality would support efforts to improve
access and quality of care for conditions that are amenable to healthcare, in addition to the
health system performance more broadly.
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Supplementary Materials:

Table S1. Causes of death considered amenable to health care

Name of group Age ICD-10
1 Intestinal infections 0-14 A00-A09
2  Tuberculosis 0-74 A15-A19, B90
3 Otherinfectious (Diphtheria, Tetanus, Poliomyelitis) 0-74 A36, A35, A80
4  Whooping cough 0-14 A37
5 Septicaemia 0-74 A40-A41
6 Measles 1-14 BO5
7  Malignant neoplasm of colon and rectum 0-74 C18-C21
8 Malignant neoplasm of skin 0-74 C44
9  Malignant neoplasm of breast 0-74 C50
10 Malignant neoplasm of cervix uteri 0-74 C53
11 Malignant neoplasm of cervix uteri and body of the uterus 0-44 C54, C55
12 Malignant neoplasm of testis 0-74 C62
13 Hodgkin's disease 0-74 cs1
14 Leukaemia 0-44 C91-C95
15 Diseases of the thyroid 0-74 E00-E07
16 Diabetes mellitus 0-49 E10-E14
17 Epilepsy 0-74 G40-G41
18 Chronic rheumatic heart disease 0-74 105-109
19 Hypertensive disease 0-74 110-113, 115
20 Ischaemic heart disease 0-74 120-125
21 Cerebrovascular disease 0-74 160-169
22 All respiratory diseases (excl. pneumonia/influenza) 1-14 J00-J09, J20-J99
23 Influenza 0-74 J10-J11
24 Pneumonia 0-74 J12-)18
25 Peptic ulcer 0-74 K25-K27
26 Appendicitis 0-74 K35-K38
27 Abdominal hernia 0-74 K40-K46
28 Cholelithiasis & cholecystitis 0-74 K80-K81
29 Nephritis and nephrosis 0-74 NOO-NO7, N17-N19
N25-N27
30 Benign prostatic hyperplasia 0-74 N40
31 Maternal deaths All 000-099
32 Congenital cardiovascular anomalies 0-74 Q20-Q28
33 Perinatal deaths, all causes excluding stillbirths All P0O0-P96, A33, A34
34 Misadventures to patients during surgical and medical care All Y60-Y69, Y83-Y84

Source: [12]



Table S2. Change in amenable mortality by major cause of death, 2002-2019

IHO

STROKE

CANCER

RESFIRATORY DISEASES

OTHER DISEASES

AAPC 2002-2014

AAPC 2014-2019

AAPC 2002-2014

AAPC 2014-2019

AAPC 2002-2014

AAPC 2014-2019

AAPC 2002-2014

AAPC 2014-2019

AAPC 2002-2014

AAPC 2014-2019

Dolnoslaskie -1.41% 2.58% -3.08% -0.52% -0.27% 0.26% 10.30% 372% -0.83%
Kujawsko-pomaorskie -791% -1 .06% -5.39% -1.50% -0 98% -1.03% 257% -9 62% 30.80%
Lodzkie -6.09% -4.19% -4 00% -5.03% -0.54% 1.03% 3.55% -4 96% 6.33%
Lubelskie -5.60% -4.69% 0.20% 0.37% 4.12% -4 6E% -0.36%
Lubuskie 4.47% B.74% 0.88% -1.95% 8.62% 24.61%
Malopolskie -0.37% 1.38% -6.05% -0.84% -2 .56% 2.14% 1.12%
Mazowieckie -3.86% -9 65% -5 19% 8% -0.71% 550% 4 60%
Opolskie -8.32% 25 99% -7 .08% 0.50% -0.7 292% 8.43%
Podkarpackie -7.13% 1.68% -5.09% 0.75% -0.50% 34.99%
Podlaskie -0.47% -0.54% -3.62% -1.12% -0.99% 4.79%
Pomorskie 1.15% 3.75% -4 .35% 0.67% -1.96% 7.88%
slaskie -6.45% 2.39% -4.76% 0.38% -1.58% 9.71%
Swietokrzyskie -8 41% 1.73% -6.12% 0.22% -2 90% 18.73%
Warminsko-mazurskie -7.16% 972% -5.75% % -1.23% 2 54% 5.08%
Wielkopolskie -6.85% -5 73% -1 B0% 109 -1 .08% -0.46% -2 81%
Zachodniopomorskie -7.13% -3.88% -5.31% 7% 0.08% -1.73% -0.23%
POLAND -5.20% -0.25% -5.05% -2.95% -0.80% -0.97% 4.06%




Figure S1. Number of deaths due to ischemic heart disease and heart failure in Poland, 2000-2019
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Figure S2. Number of deaths due to ischemic heart disease and heart failure in Polish regions,
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Abstract: According to a recent national audit, the cost of treating patients in geriatric wards is
20-30% less compared to those treated in internal medicine wards. Yet, geriatric care remains largely
underdeveloped in Poland, with few human, material, and financial resources. Despite numerous
attempts to raise the profile of geriatrics over the years, little progress has been achieved. In 2019,
experts under the President of Poland proposed the creation of a network of Health Centres 75+ as
the first pillar of geriatric care. These are meant to provide ambulatory services for older people and
coordinate provision of other health and social care services at the county level. The goal is to create
a community model of care, whereby older people would receive needed services close to their place
of residence, allowing them to live independently for as long as possible. Although the proposal has
been welcomed by the geriatric community and the patients, the acute shortages of human, physical,
and financial resources raise concerns about its feasibility. However, the new strategic plans for the
health system propose solutions that appear to be supportive of the new proposal, and the Office
of the President is discussing joining forces with the Ministry of Health to improve its chances of
implementation. Given the increasing pace of population ageing and underdeveloped provision of
geriatric services, these efforts are very much needed.

Keywords: geriatric care; healthcare; coordination; integrated care; Poland

1. Introduction

Poland is still a relatively young country compared to other countries in the European
Union (EU). Its per capita gross domestic product (GDP) amounts to less than 80% of the
average GDP in the EU. In 2019, the share of people aged 65+ in Poland accounted for 18.2%
of total population, which is slightly below the EU average of 20.6% [1]. However, this
share has been increasing faster in Poland than in other countries (a 4.6 percentage point
increase between 2010 and 2020 compared to a 3 percentage point rise in the EU [2]); and is
forecast to reach 30% by 2050, surpassing the projected EU average of 29.6% [3]. People
aged 75+ accounted for 7% of the total population in Poland in 2020, compared to 9% in the
EU, and these shares are forecast to increase to 51% and 57%, respectively, by 2050 [4]. Since
older people often suffer from multiple comorbidities, frailty, and functional limitations to
daily living tasks, they require more and substantially different health and care services
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than younger people [5-7]. Geriatric patients in Poland suffer from the following problems,
comprising both age-related chronic diseases and geriatric syndromes that are common
clinical presentations, such as falls and incontinence, that do not fit into specific disease
categories but have substantial implications for functionality and life satisfaction [8]: hyper-
tension (60% of geriatric patients), depression (52%), urinary incontinence (48%), falls (41%),
dementia (35%), diabetes (31%), heart failure (27%), peptic ulcer disease (22%), protein and
energy malnutrition (20%), delirium (19%), iatrogenic syndromes (17%), chronic kidney
disease (17%), Parkinson’s disease (16%), and cancer (95) [9]. Older Poles declare having
poor health more often compared to their peers in other countries in Europe—in 2019,
30.8% of Poles aged 65+ reported having bad or very bad health compared to 17.8% in the
EU on average [10]. This share increases to 41.8% in people over 75 years of age, compared
to 23.8% in the EU. The burden of chronic diseases and multimorbidity is also high among
older Poles. According to the data collected within the PolSenior survey, up to 80% of
people aged 65+ suffer from more than one condition [11] and people over 70 years old
suffer from at least three chronic diseases [12]. In terms of performing activities of daily
living, 34.1% of Poles aged 65+ report some or severe limitations compared to 26.1% in
the EU (2014 data) [13]. These shares increase to, respectively, 36.6% and 28.8% for people
aged 75+. All these factors increase the likelihood of the need for medical services among
older people, including nursing and social care services.

Geriatric care offers a holistic approach to multiple health problems of older age that
accounts for risks such as adverse consequences of polypharmacy, frailty, and mobility
limitations [14,15]. Assessment by specialist geriatric teams, coupled with post-discharge
interventions at home, has been linked to shorter hospitals stays, fewer readmissions, and
fewer nursing home placements, and there is now considerable evidence that social care
interventions, including early transfer to nursing homes or own homes with support from
community-based health and social care services, can reduce hospital admission and length
of stay [16].

The purpose of this Perspective piece is to describe the latest key policy proposal to
improve provision of geriatric care in Poland put forward in 2019, before the outbreak of
the COVID-19 pandemic, which focuses on the introduction of a network of ambulatory
centres for people aged 75+ as the main pillar of geriatric care. Section 2 provides the
policy background and describes earlier efforts to improve care for older people in Poland.
Section 3 describes the content of the new policy proposal in more detail. Section 4
discusses factors that may affect its implementation, including by assessing the positions
of key stakeholders towards the proposal, should the works on the proposal be resumed
if the pandemic is able to be better controlled. Finally, Section 5 concludes and offers
policy recommendations.

2. Policy Background

Since the early 2000s, numerous calls have been made to develop provision of geriatric
care in Poland, with health policy analysts noting the large gap between geriatric resources
in Poland compared to some countries in Europe, including the neighbouring Czechia
and Slovakia (Figure Al in Appendix A). Experts from the Polish Society of Gerontology
have argued that development of geriatric care is desirable not only for social and ethical,
but also for economic reasons, as it can extend the number of years lived in good health
and improve functional mobility, thus reducing the need for health and care services [17].
A report by the Supreme Audit Office from 2015 found that the cost of treatment of patients
in geriatric wards was 20-30% less than that of patients treated in internal medicine wards,
and the annual cost of their pharmaceutical care was 10% lower [18]. Cost-effectiveness
of simple geriatric interventions, such as comprehensive geriatric assessment (CGA) or
preventive home visits are also well established (e.g., [19,20]).

Yet, geriatric resources have seen little improvement. According to the Supreme
Chamber of Physicians and Dentists, in 2019, Poland had 502 physicians with a geriatric
specialisation, of whom 488 (or approx. 0.7 per 10,000 people aged 65+) were professionally
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active [21] (the Ministry of Health provides a slightly lower number—462; [22]). However,
it must be noted that only about half of physicians with a specialisation in geriatrics work
as geriatricians [23] and that geriatrics is typically the second specialisation chosen by
internal medicine or family medicine physicians, whose numbers have been falling over the
years [22]. According to the National Consultant in Geriatrics, the recommended number
of geriatricians should be 7.8 per 100,000 inhabitants, compared to the current number of
1.2 per 100,000 [22]. The number of nurses specialising in geriatrics in 2019 amounted to
2552 (or approx. 3.7 per 10,000 people aged 65+) [21].

Since 2015, there has been at least one geriatric care ward in all regions except one
(Warminisko-mazurskie in the north-east). Most of them are located in the Silesian region
(southern Poland), which is forecast to become one of the oldest regions in Poland by 2030
and where geriatrics has been declared a regional priority (Figure A2 in Appendix A) [24].
The Mazowieckie region, where Poland’s capital (Warsaw) is located, had the second
highest number of geriatric wards in 2019. Despite these improvements, resources remain
insufficient [25]. For example, geriatric clinics can be found in only 41 of 374 counties, with
the highest numbers located in Cracow (8) and Warsaw (9) [26].

Numerous efforts have been made over the past two decades to raise the profile of
geriatrics in Poland, starting with the recognition of geriatrics as a priority area for specialist
medical training (Table 1). These attempts have been led by various actors, including the
community of geriatric specialists, the Ministry of Health, the Civil Rights Ombudsman,
and the President of Poland, and should be seen in the contexts of the provision of long-
term care (LTC) and social care services, which are also seen as largely underdeveloped
in Poland [27,28]. The need to strengthen provision of geriatric care has been recognised
in numerous conferences, seminars, and reports. For example, a report published in 2015
by the National Audit Office drew attention to the deficits of geriatric services in Poland
and the urgent need to build an effective system of care for older people, complete with a
support system for their next of kin [18]. These calls were reiterated in another National
Audit Office report published in 2021 [9].

Table 1. Key policy changes in geriatric care and related areas, 2000-2021.

Year Area Policy Content
Since 2003, geriatrics has been recognised as a priority medical specialisation,
2003 Geriatrics which means that providers offering residency places in geriatrics are eligible for
a monthly financial supplement
A working group was established by the Ministry of Health to prepare geriatric
2007 Geriatrics standards and proposals for system-level changes in geriatric care; these have
been developed but not implemented
2007 Long-term care The .profess.mn of medical caregiver was introduced to provide nursing and care
services to ill and dependent persons
2008 Geriatrics f['he Ministry of Health hosted a conference on the development of geriatrics
in Poland
A proposal to create a system of mandatory LTC insurance was considered by
2009 Long-term care the Senate (the upper house of the Polish Parliament); the proposal was
abandoned due to financial concerns
2010 Geriatrics The Ministry of Health prepared a draft ordinance on the standards of conduct in
the provision of health services in the field of geriatrics; the draft was not signed
A proposal to establish nursing vouchers for LTC was considered by the Senate;
2011 Long-term care . .
the proposal was abandoned due to financial concerns
2012 Monitoring/needs assessment PubhcaFlon of the first edition of PolSenior study, analysing the situation of older
people in Poland
. N Start of the Government Programme for the Social Activation of Older People
2012 Social activation of older people (ASOS) for 2012-2013
2012 Social activation of older people Adopt%on of the ‘Pact for Seniors’ by the National Congress of the Universities of
the Third Age
2013 Social activation of older people Amendment of the act on the municipal government regulates establishment of

municipal Seniors Councils
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Table 1. Cont.

Year

Area

Policy Content

2013

Social policy/Social activation of
older people

Adoption of the ‘Foundations for the Long-term Seniors Policy’ for 2014-2020;
Adoption of ‘Generational Solidarity—Increasing Economic Activity for People
aged 50+” programme; Start of the Government Programme for the Social
Activation of Older People (ASOS) for 20142020

2013

Geriatrics

Polish Geriatric Society developed standards of practice in geriatric care;
standards were not implemented

2013

Social policy

Establishment of the Senior Policy Council as a consultative and advisory body
for the Ministry of the Family and Social Policy

2014

Social policy

Establishment of the Parliamentary Commission on Senior Policy focusing on
the monitoring of the living conditions and social services for older people

2015

Geriatrics

A report on the medical care for older people was published by the National
Audit Office

2015

Geriatrics

A fast-track specialisation training in geriatrics was established

2015

Geriatrics

Establishment of the National Institute of Geriatrics, Rheumatology,
and Rehabilitation

2015

Social policy

Inauguration of the Civic Seniors’ Parliament during a plenary session of the
lower house of the Polish Parliament

2015

Monitoring/needs assessment

Health needs maps were introduced as a planning tool to improve contracting of
services in the regions (which were tasked with their preparation); geriatrics was
not included in these maps

2015

Social activation of older people

Programme ‘Senior+” for 2015-2020 was introduced by the Ministry of the
Family and Social Policy, offering financial support for the local
self-governments to support investments in promoting active social life by
expanding local support centres such as day homes and clubs for people aged
60+ (the programme has been extended for the 2021-2025 period; see below)

2015

Monitoring/needs assessment

The Act on Older Persons prepared by the Parliamentary Commission on Senior
Policy defined the scope of monitoring of the situation of older people in Poland

2016

Geriatrics

The Civil Rights Ombudsman hosted a seminar on the condition of geriatrics
in Poland

2016

Long-term care

Public financing for long-term day care services in day medical care homes
(known as DDOM in Polish) was introduced

2017

Hospital care

Hospital network was introduced to rationalise provision of hospital services;
geriatrics was not included in hospitals qualified for the 1st and 2nd level of
hospital provision (i.e., mostly county and some city hospitals)

2017

Access to medicines

People aged 75+ were granted free access to a broad range of medicines

2017

Care coordination

The Ministry of Health in cooperation with the World Bank developed several
models to improve coordination of care, including one focusing on PHC (see
below) and one on improving integration between health care and social care
services for older people; the latter was not implemented

2017

Primary health care

A new model of PHC provision developed jointly with the World Bank (called
PHC PLUS) was piloted between 2017 and 2021 targeting population 20-65
years old; it introduced multidisciplinary care teams, care coordinators and
individual disease management plans for patients with 11 most prevalent
non-communicable conditions

2018

Geriatrics

The Civil Rights Ombudsman hosted another seminar on the condition of
geriatrics in Poland and appointed the Expert Commission on Older People to
assess the situation of older people in Poland

2018

Social services

Programme ‘Opieka 75+ (Care 75+) introduced by the Ministry of the Family
and Social Policy offers subsidies to the municipalities to support investments
targeted at improving access to care services for people aged 75+ (the
programme has so far been renewed in 2019, 2020, and 2021)

2018

Geriatrics

The National Development Council under the President of Poland
recommended thar the Ministry of Health takes action to stop the decline of
geriatrics in Poland

2019

Disability support

The State Fund for Rehabilitation of Persons with Disabilities (PFRON)
introduced two new programmes: Care services for people with disabilities
(Ustugi opiekuricze dla os6b niepelnosprawnych) and Respite care

(Opieka wytchnieniowa)
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Table 1. Cont.

Year

Policy Content

2019

Disability support

The Ministry of Family and Social Policy introduced two new programmes:
‘Care and residential centres’ (centra opiekuniczo-mieszkalne), which supports
establishment of centres providing services to adults with moderate or
significant disabilities, and ‘Personal assistant of a disabled person’ (asystent
osobisty osoby niepelnosprawnej), which focuses on providing assistance with
activities of daily living, including cultural and other social activities, to
disabled persons

2019

Disability support

The Social Insurance Institution (ZUS) introduced monthly supplementary
benefit (PLN 500) for disabled people who are incapable of living independently

2019

Experts associated with the National Development Council and the Ministry of
Health put forward a policy proposal to introduce Health Centres 75+

2019

Social services

The Act on the Provision of Social Services by a Social Services Centre, which
supports coordination and integration of social services provision at the local
level by allowing the municipalities to voluntarily establish Social Services
Centres, was signed into law

2020

The Expert Commission on Older People under the Civil Rights Ombudsman
published its final report ‘Situation of older persons in Poland—challenges and
recommendations’

2020

Social activation of older people

Establishment of a multiannual programme for older people “The Active+”
2021-2025, as a continuation of the ASOS programme

2020

Social activation of older people Programme ‘Senior+” was extended for the period 2021-2025

2021

Another report on the medical care for older people was published by the
National Audit Office

2021

Long-term care

The duration of training for medical caregivers was extended from 1 to 1.5 years
and training is now offered solely as full time (rather than evening or
weekend) studies

2021

The National Transformation Plan for 2022-2026 was published by the Ministry

Investment planning of Health outlining proposals for targeted investments in the health sector,

including geriatrics and LTC, with co-financing from the EU

2021

Primary health care

Introduction of care coordinators became mandatory in all PHC practices; to
date, no other elements of the PHC PLUS pilot (see above) have
been implemented

2021

Monitoring/needs assessment

Publication of the second edition of PolSenior study, analysing the situation of
older people in Poland

2021

Social services

The strategy for the development of social services, public policy for the years
2021-2035, supporting the development of local social services for
disadvantaged people, including for older people, was published by the
Ministry of the Family and Social Policy

Despite these efforts and calls, little actual progress has been made in strengthening
the role of geriatrics in the health system. On the contrary, its position has been recently
weakened. For example, geriatrics has been omitted from the health need maps developed
since 2015, which is a planning tool that is meant to improve contracting of health services
by the public payer (the National Health Fund, NHF). Geriatrics is also largely missing
from the hospital network introduced in 2017, on the basis of which the NHF contracts
hospital services, where geriatrics was constrained to the 3rd level of hospital provision
(i.e., mainly regional hospitals). Geriatric wards operating in the 1st and 2nd reference
level hospitals (i.e., mainly in county hospitals) are not included in the network, which
means they do not benefit from lump-sum contracting that is awarded to hospitals included
within the network [29]. Public coverage of geriatric syndromes remains minimal and the
few services that are included are underpriced, despite the recognised potential savings
that provision of such services could bring [18]. For example, CGA, which is an important
element of geriatric care, is not financed at the level of primary and outpatient specialist
care, and geriatric rehabilitation is not financed by the NHF (it can be provided at medical
nursing homes (Zaktad Opiekuriczo-Leczniczy, ZOL) and is financed from the state or paid
for privately by the patients).
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Given the existing shortages of dedicated geriatric services, older patients usually seek
medical care from primary health care (PHC) doctors, constituting the key users of primary
care services [18]. Since this patient group often suffers from complex health problems,
PHC doctors are compensated with higher capitation rates for older patients on their
lists—2.7 times higher for people aged 66-75 and 3.1 times higher for people over 75 years
of age. Higher capitation rates are also applied for residents of social welfare homes (Dom
pomocy spotecznej, DPS) (3.1 times higher) and patients with chronic conditions such as
diabetes, cardiovascular diseases, and thyroid diseases (3.2 times higher) [30]. Coordination
of health and care services for older patients, and exchange of information between the
various elements of the health and social care systems, are perceived to be among the
biggest problems faced by the PHC doctors [11].

3. Policy Content

In 2019, a team of experts associated with the National Development Council under
the President of Poland and the Ministry of Health put forward a new proposal to improve
geriatrics and care for older people more generally [31]. Its central idea is the creation of a
network of Health Centres 75+—one in each county, i.e., one per about 100,000 inhabitants—
providing ambulatory services for older people as the first pillar of geriatric care in Poland.
These Centres could operate either out of county hospitals or larger PHC practices. The
role of these Centres is to coordinate, in cooperation with family physicians and social
assistance institutions, care for older people at the county level (Figure 1). This is meant
to include not only geriatric diagnostic and treatment services, but also social care and
rehabilitation services, and relevant services provided by the local self-governments and
nongovernmental organisations. Older people attending these Centres would be looked
after by an interdisciplinary team, which should include, among others, a geriatrician,
a psychiatrist, and a physiotherapist, and would be assigned a treatment coordinator.
The new Centres will comprise day medical care homes providing medical services for
older people requiring rehabilitation services after hospital discharge and home care teams
supporting patients at their homes. The model also foresees that the Health Centres 75+
would employ health educators to provide family and other informal carers with basic
information on care and medical procedures. The goal is to create a community model of
care, whereby medical and social services for older people are provided close to their place
of residence, in order to support them in living independently for as long as possible, and
to reduce the number of hospitalisations.

Geriatric hospital wards are meant to constitute the second pillar of the new model.
The proposal assumes increasing the number of geriatric wards to 100-120, i.e., approxi-
mately one ward per 300,000-350,000 inhabitants. This is not meant to lead to an increase
in the number of hospital beds; instead, the proposal suggests transformation of some of
the existing hospital beds into geriatric care beds. Every geriatric ward is meant to serve
3—4 Health Centres 75+. These wards would take over geriatric patients from other hospital
wards, and serve geriatric patients referred to by the Health Centres 75+. After discharge,
patient files would be passed to the Centres with recommendations for any follow-up
medical care.

The model further assumes that every person aged 75+ would undergo a basic geriatric
assessment at the PHC level to detect any significant health problems and determine the
degree of independence so that they can start treatment and be connected with other (social
care) services they need as early as possible. Patients identified as geriatric patients would
undergo a CGA by a geriatric medical team at the Centre led by a treatment coordinator.
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Figure 1. Proposed organisation of care for older people organised around Health Centres 75+.
Source: Authors based on [31]. Notes: CUS = Centrum Ustug Spolecznych (social assistance centre);
DPS = dom pomocy spolecznej (soccial assistance home); ZPO = zaktad pielegnacyjno-opiekuriczy
(nursing home).

4. Discussion

The draft law on Health Centres 75+ was expected to be referred to the parliament in
the first half of 2020, but this was postponed due to the outbreak of the COVID-19 pandemic.
This prevented a broader public debate over the proposal. Nevertheless, positions of the
key stakeholders can be discerned from various reports, press articles, and expert opinions.

The Office of the President has clearly been the driving force behind the policy pro-
posal, but needs support from other stakeholders, particularly from the Ministry of Health,
to pass the proposal into the law. The proposal has been welcomed by geriatric physicians
and patients (as represented, for example, by Patients” Rights Ombudsman and the Coali-
tion “To help the dependent’), but these and other stakeholders share much scepticism
about its feasibility [11]. The key reasons for concern are the acute shortages of human
and physical resources (geriatricians, geriatric nurses, and geriatric wards) and the very
low level of financing of both geriatrics, and long-term (and social) care and rehabilitation
services, which are all in in dire need of investment [12]. There is also a lack of clarity about
patient pathways at the intersection of the new model with PHC, outpatient specialist care,
and social care services; for example, many residents of social welfare homes are currently
not registered with a family doctor [32,33].

The position of the PHC physicians and the counties has so far been ambivalent since
there is no detailed information about the patient pathways within the new model or about
its funding. PHC doctors may see the Centres as an opportunity to relieve them of some of
their duties, while at the same time ensuring better care for geriatric patients and improving
coordination of services [11,34]. However, since they also receive high capitation rates for
treating older patients (see above), they may be reluctant to lose this stream of income. The
counties, who are meant to be the founders of the new Centres, may not be inclined to take
on more responsibilities without receiving additional funding, as their health budgets are
currently very limited [35,36]. At the same time, they may be under pressure to respond
to the demands of their local populations, which are increasingly older and progressively
better organised, such as in the Senior Councils, which have increased in numbers in recent
years, and which can exert influence over social and health policies [37,38].
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The Ministry of Health, the stakeholder with the most influence in the system, has
so far not shown much support for the project. In addition to the reasons outlined above,
other reasons for this may include poor cooperation between the Ministry and the social
care sector, and the lack of clarity about the division of costs between health and social care
in the proposed model. There is also a concern that the introduction of a dedicated solution
for geriatric patients may lead to demands for similar solutions from other population
groups. Finally, the Ministry may not feel much ownership over the project since it was
driven by the Office of the President.

The National Reconstruction Plan, which at the time of writing (May 2022) was yet
to be approved by the European Commission, will—if approved—trigger a release of
funds from the EU’s Reconstruction Fund that can be used for implementing health sector
and other reforms. These are set out in the National Transformation Plan for 2022-2026
published in late 2021, which is an executive act and has been guided by the framework
document for the health sector—Healthy future. Strategic framework for the development
of the health care system for the years 2021-2027, with a perspective until 2030". Although
the Plan does not directly support the creation of Health Centres 75+, it makes a series
of recommendations in the area of geriatrics and long-term care that are compatible with
this policy idea. With respect to geriatrics, the Plan focuses on improving quality of and
access to hospital care, calling for a transformation of at least 850 hospital beds in wards
with low occupancy rates into geriatric beds. With respect to long-term care, the Plan
foresees several actions including: (1) transformation of some of existing hospital beds into
long-term care beds providing residential nursing and care services; (2) development of
community long-term care in Day Medical Care Homes (Dzienny Dom Opieki Medycznej,
DDOM) and inclusion of services provided in these homes in the basket of guaranteed
services; (3) inclusion of long-term care services provided by medical caregivers (Table 1)
in the basket of guaranteed services; and (4) development of a training programme and a
psychological support programme for informal carers who look after older people with
limitations in daily living activities. All these measures can be seen as supportive from the
perspective of the proposed Health Centres 75+ model.

The Plan also foresees a range of measures to strengthen PHC, including by improving
coordination of care, home care, and health promotion. These activities will be informed by
learning from the pilot of the PHC PLUS model, which ended in late 2021 (Table 1). This
can also be regarded as a positive development, given that the originators of the Health
Centre 75+ proposal see PHC as a bridge that that can support development of the Centres
before they become fully functional [11]: since family doctors play the role of gatekeepers in
the Polish health care system, directing patients to the needed specialist curative and other
services, they can, in a similar fashion, direct older patients (e.g., with the use of special
screening tests) to services provided at the Health Centres 75+. This could be supported by
appropriate adaptations of the specialisation training in family medicine and is seen as a
potential means to counter the existing shortages of geriatric staff [11].

The pilot of the Mental Health Centres, which has been implemented since mid-2018 [39],
can be seen as an inspiration for the implementation of Health Centres 75+: both geriatric
and mental health care suffer from similar problems (relatively low numbers of health
professionals, low financing) and require much investment; both Health Centres 75+ and
Mental Health Centres involve cooperation with PHC, specialist health services, and social
care—the former could thus learn from the experiences of the latter.

Although the initial lack of support from the Ministry of Health has brought the policy
proposal to an impasse, the Office of the President and the Ministry of Health are now
considering joining forces to overcome it and to rework the policy idea into a joint proposal.
This may give it a real chance of being implemented and provide a major opportunity for
the development of comprehensive care for older people in Poland.
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5. Conclusions

Geriatric care in Poland has found itself in a vicious circle for many years: it has
suffered from chronic shortages of geriatric beds and specialists but, at the same time, the
numbers of training places and job vacancies have been very low, discouraging medical
students from entering the profession and not motivating further investment in geriatric
infrastructure. Although the outbreak of the COVID-19 pandemic meant that work on the
draft law on Health Centres 75+ was suspended, the pandemic has drawn more attention
to the health and social needs of older people in Poland, offering a window of opportunity
to resume the debate about improving provision of services for this population group. The
proposed draft seeks to create a community model of care for older people to allow them
to live independently for as long as possible and receive the comprehensive, coordinated
services they need. Although the proposal has some drawbacks, population ageing and the
current lack of geriatric resources make it an important initiative that is worth putting back
on the policy agenda and giving it a prominent place in the post-pandemic recovery plans.
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Figure Al. Geriatric healthcare resources in selected European countries, 2009. (a) Geriatric specialists
per 10,000 people aged 65+. (b) Geriatric beds per 10,000 people aged 65+. Source: [40].
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specialists shows professionally active geriatricians at the end of 2017 [23]. Source: [41].
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ARTICLE INFO ABSTRACT

Keywords: Numerous attempts have been undertaken over the past two decades to improve the coordination of health
Healthcare services in Poland. These have usually focused on specific groups of patients or conditions, usually encompassing
Coordination various types of specialist care, with only a few initiatives including a wider range of health services or sectors.
gggfgted care These efforts have not been helped by the fragmentation of responsibilities between the various levels of terri-

torial self-government, which are the founding bodies for different types of public providers. In 2019, a new
policy initiative of the Ministry of Health proposed the establishment of County Health Centres that would
improve integration of primary health care with specialist outpatient care, inpatient care in the county hospitals
(hospitals of the 1st reference level), and other services at the level of the county. This would constitute the so-
called “core system of health security” and support reorientation of health services towards PHC and the com-
munity and away from specialist hospitals. With its focus on health promotion and disease prevention and
tailoring provision to the needs of the local populations, the proposal resembles examples of population health
models introduced in several other countries, and offers a chance to improve the allocation of resources and to
reduce the persisting health disparities across the country.

1. Introduction and found that most of the identified integrated care programmes tar-

geted the level of primary care and that there were not many initiatives

Population ageing and the increasing incidence of chronic diseases
means that health systems in Europe and beyond must cater to growing
numbers of people with complex health care needs who live with more
than one chronic disease (multimorbidity) [1]. This requires coordina-
tion of care across many providers and for different levels of care.
However, how this can be effectively done in practice remains poorly
understood and coordinated care models for multimorbidity are in early
phases of development [1,2]. The Innovating care for people with
multiple chronic conditions in Europe (ICARE4EU) project is a recent
attempt to map the development of integrated care programmes for
people with multiple diseases across 31 European countries [1]. It
identified 101 integrated care programmes with a multimorbidity focus

focusing on improving collaboration between primary and outpatient
specialist care, other sectors (e.g. social care) or informal carers. While
the focus on multimorbidity is relatively new, many countries have
longstanding integrated care programmes focusing on single diseases or
single medical specialties and usually targeting conditions such as type 2
diabetes, asthma / chronic obstructive pulmonary disease (COPD),
cardiovascular diseases, cancer, and mental health problems [3]. Some
of these programmes can offer ideas on how to improve coordination or
tailor care for multimorbidity and overcome fragmentation.

The purpose of this article is to describe a new policy idea that has
been debated in Poland since 2018 that centres around improving co-
ordination of health and social care services at the level of the counties,
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Table 1

Existing initiatives targeted at improving access to complex care for the adult* population in Poland, as of December 2021.

Health policy 126 (2022) 837-843

Initiative Targeted patient group(s) / condition Coverage of health services Coverage of  Care Geographical coverage
(s) other coordinator
services

2008: Complex Patients with diagnosed type-1 or Specialist outpatient care and No No Introduced in 9 regions
specialist care for type-2 diabetes diagnostics
patients with
diabetes (KAOS-
cukrzyca)

2014 (updated in Patients with chronic wounds, e.g., Specialist outpatient and inpatient care ~ No No Introduced in 4 regions
2021): venous or ischemic ulcers, chronic of the wound and the underlying
Complex treatment burn wounds and diabetic foot disease
of chronic wounds syndrome
(KLRP-1, KLRP-2)

2015: Fast oncology Persons with suspected or diagnosed Primary health care, specialist No Yes Countrywide
pathway (szybka cancer outpatient and inpatient cancer care
Sciezka onkologiczna)

2016: Day Medical Patients after hospital discharge with Day medical care (incl. specialist No No Introduced in 15 regions (53 Day
Care Homes (DDOM) 40-65 points on the Barthel scale geriatric care and specialist Medical Care Homes)

requiring further care rehabilitation); nursing care;
physiotherapy; psychological care;
speech therapy; dietary advice;
pharmacological care

2017: Complex care Patients after AMI discharged from Specialist outpatient and inpatient No Yes Introduced in about 70 hospitals
after acute hospital cardiological care and ambulatory-, across Poland (50% of hospitals
myocardial inpatient- or tele-rehabilitation contracted by the National Health
infarction (AMI) Fund (NHF) to treat patients after
(KOS-Zawat) AMI)

2017: Coordinated care ~ Persons aged 20-65; individual Primary care, with focus on No Yes Piloted in 42 out of approx. 6000
at the level of Disease Management Programmes for preventative services; outpatient and PHC units across Poland; the pilot
primary care (POZ patients with 11 most prevalent non- inpatient specialist care ended in September 2021 with
PLUS) communicable chronic conditions**; most of the piloted solutions not

individual health plans for qualifying implemented due to high cost
patients

2018: Mental Health Patients with mental health disorders Mental health services across all Social Yes Piloted in 33 centres across all
Centres (Centra settings (outpatient and inpatient care, assistance regions, covering about 12% of the
Zdrowia day care, community care, emergency adult population; the pilot will run
Psychicznego) care) until the end of 2022

2018: Coordinated care  Patients at high risk of heart failure, i. = Primary health care (extended No No Policy proposal stage; introduction
for patients with a e., patients with diagnosed stable cardiological diagnostics); specialist and details yet to be decided
heart failure (KONS) heart failure or patients after outpatient and inpatient care,

hospitalisation due to heart failure rehabilitation
exacerbation

2019: National Patients with diagnosed cancer Specialist outpatient and inpatient No Yes Piloted in 4 regions for 5 most
Oncology Network cancer care and diagnostics common cancers
(Krajowa Sie¢
Onkologiczna, KSO)

2019: Coordinated care ~ Patients with diagnosed multiple Specialist outpatient and inpatient care ~ No No Piloted in two health care facilities
for patients with sclerosis and diagnostics; various forms of until mid-2022
multiple sclerosis rehabilitation; psychological care
(KOSM)

2020: Health Centres Persons aged 75+ Specialist geriatric care (outpatient and  Social Yes Policy proposal stage; introduction
75+ (Centra Zdrowia inpatient), primary health care, LTC assistance and details yet to be decided
75+)

2021: Complex Patients with BMI> 40kg/m2 and in Specialist outpatient and inpatient No Yes Piloted in 14 hospitals across 8
specialist care for some cases with BMI 25-40 kg/m2 surgical care; day or inpatient regions
morbidly obese rehabilitation; outpatient
patients (KOS-BAR) physiotherapy

2021: National Patients with heart failure, Diagnostics and treatment focusing on No Yes Piloted in one region

Cardiology Network
(Krajowa Sie¢
Kardiologiczna, KSK)

hypertension, heart rhythm
disturbances, and valvular defects

primary health care and specialist
outpatient care

Source: Authors.
Notes:

" Some initiatives have also focused on improving coordination of care for pregnant women and for children.
" 1. Type II diabetes, 2. Spontaneous hypertension, 3. Chronic coronary heart disease, 4. Chronic heart failure, 5. Persistent atrial fibrillation, 6. Bronchial asthma, 7.

COPD,8. Hypothyroidism, 9. Parenchymal or nodular, 10. Osteoarthritis of the peripheral joints, and 11. Spinal pain syndromes.

catering to their entire populations and putting much more emphasis on
health promotion and disease prevention. This is different compared to
the previous attempts to improve coordination of care in Poland, which
have so far focused on single diseases and on curative interventions, and
resembles examples of population health models found in countries such

remarks.

as Sweden, Germany, and the USA [4]. In the next section we describe
the background of the policy idea, including earlier efforts to improve
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coordination of care in Poland, before moving on to outlining the con-
tent of the proposal (Section 3) and how it has been reflected in the
national strategic documents (Section 4). In the final section we look at
similar initiatives implemented in other countries and offer concluding
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Table 2

Key competencies of the municipalities, counties, and regions in health

protection.

Municipalities
(2477)

Counties (314*%)

Regions (16)

Delegated .
tasks

Own tasks .

Are founding
bodies for public
health providers
(mainly PHC*;
large
municipalities can
also be the
founding bodies
for public
hospitals) with
responsibility for
their financial
results, incl.
covering losses
Monitor local
health needs and
provision of health
services

Initiate local
health policies
Plan, implement
and monitor local
public health
programmes and
activities,
especially in the
areas of alcohol
and drug addiction
Financing of
health services
according to local

Are founding
bodies for public
health providers
(mainly county
hospitals) with
responsibility for
their financial
results, incl.
covering losses

Monitor local
health needs and
provision of
health services
Initiate local
health policies
Plan, implement
and monitor local
public health
programmes and
activities,
especially in the
areas of mental
health protection
and tobacco use
Financing of
health services

Are founding
bodies for public
health providers
(mainly regional
hospitals) with
responsibility for
their financial
results, incl.
covering losses

Monitor regional
health needs and
provision of
health services
Are responsible
for long term
strategic planning
of service
provision

Plan, implement
and monitor
regional public
health
programmes
Financing of
health services
according to

needs according to local

needs

regional needs

Note

" The municipalities are the founding bodies for only about 2% of PHC pro-
viders, with private entities constituting the vast majority of PHC providers [5].
** There are also 66 cities with a county status. Source: Authors based on [10].

2. Background
2.1. Initiatives to improve coordination of care

Over the years, numerous attempts have been made to improve co-
ordination of health services for patients with complex health care needs
in Poland [5]. These have usually focused on specific groups of patients
or conditions, typically centring on specialist care, with few initiatives
also encompassing other services, such as primary health care (PHC),
rehabilitation or long-term care (LTC), or other sectors, such as the so-
cial assistance sector (Table 1). The PHC pilot “POZ PLUS” that run
between 2017 and 2021 was unique in that it targeted the entire pop-
ulation aged 20-65 in the catchment areas of the PHC practices involved
in it, rather than a specific group of patients, and it had a very strong
emphasis on health promotion and disease prevention. Participants were
offered either Individual Health Plans, with individually tailored edu-
cation on risk factors and psychological or dietary advice, or individual
Disease Management Programmes if they have been diagnosed with one
of the 11 chronic diseases covered within the pilot [6]. The Mental
Health Centres (piloted since 2018) [7] and the Health Centres 75+ (a
new policy idea proposed in 2020) are also unique in that they
encompass both health, focusing on mental health care and geriatric
services, respectively, as well as social care services for the specific
populations they cover, attempting to reorient services more towards
community provision. However, after the PHC pilot ran to its end in
2021, there has been no initiative that would holistically target all
health needs of the entire population in a given geographical area. The
remaining programmes target specific groups of patients and many of
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them have been implemented at a small scale (as pilots), have not yet
been implemented (e.g., Coordinated care for patients with a heart
failure, Health Centres 75+), or have unclear benefits (e.g., the fast
oncology pathway). Yet, together, they constitute important efforts to-
wards improving coordination of care in Poland, including by fuelling a
continued dialogue and policy debates on this topic.

Another initiative to improve the coordination of care — focusing on
coordination between specialist outpatient and specialist inpatient care -
was the introduction of the hospital network in 2017. Hospitals included
in the network, which comprises the majority of public hospitals, receive
lump-sum payments that are meant to cover both inpatient care and
post-hospital care at specialist outpatient departments or other outpa-
tient specialist providers. A recent report by the Supreme Audit Office
showed that improved coordination has been only partially achieved in
practice, with no more than 66% of patients having their post-
hospitalization services arranged by the hospital in which they were
hospitalized [8]. Recent implementation of e-health tools, such as
electronic health records (implemented in 2019), e-prescriptions
(2020), e-referrals (2021) [9] can further support coordination of health
services across providers and levels of care.

2.2. Fragmentation of responsibilities across the administrative levels

The efforts to improve coordination of care described above should
be seen in the context of decentralization reforms pursued in Poland
since the fall of Communism, which have shifted health care and other
responsibilities from the central level to various levels of territorial self-
government. Before 1989, the Polish health care system was highly
centralized and based on the Soviet (Semashko) model of health care.
The entire public administration was also concentrated — there were no
territorial (municipalities, counties and larger regions were all abol-
ished) or other, such as professional, self-governments [5,10]. As a result
of the political reforms in the 1990s, many public administration tasks
were decentralized and territorial self-governments were introduced at
municipal, county, and regional levels and received responsibility over
certain public services, including health protection. Thus, the adminis-
tration of health care services and the ownership of public health care
facilities were largely transferred from the Ministry of Health to mu-
nicipalities, which were introduced in 1990, and later also to the
counties and the regions (to the regional Marshals), which were,
respectively, re-established and created in 1999.

The key responsibilities of the local self-governments in health pro-
tection (Table 2) are either uniquely assigned to them as their ‘own
tasks’ and are financed from their own budgets or are ‘delegated’ to
them and financed by other authorities, e.g., by the central authorities
and funded from central subsidies or donations. There is no rule that
requires the three levels of self-government to coordinate activities
among each other [10]. Since 2016, local self-governments have also
been permitted to purchase guaranteed health services [11], which —
although not used much in practice due to limited funds — can supple-
ment central contracting by the National Health Fund (NHF). In addi-
tion, regional voivodes, who represent the central administration in the
region, are also responsible for specific health tasks, including for health
safety and crisis management; medical emergency services; coordina-
tion and financing of health infrastructure investments; overseeing
specialization training; developing regional strategy for the health
sector on the basis of national strategic documents; and evaluating the
implementation of government administration tasks by the local
self-governments [12] (Fig. 1A in the Online Appendix).

This fragmentation of responsibilities in the area of health protection
and the lack of effective coordination mechanisms and clear compe-
tencies have obstructed certain reform efforts, such as those aimed at
reducing the number of hospital beds, strengthening the role of PHC in
the system and improving coordination across various levels of care [5,
10].

It should also be noted that the extent to which local self-
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(1) Primary
health care,
incl. health
promotion
and disease

(7)
Community
mental health
care

(6) Long-term
care

(5)
Rehabilitation

County Health
Centre

prevention

(2) Specialist
outpatient
care

(3) Inpatient
and one-day
care in county
hospitals

(4) Medical
emergency
assistance

Fig. 1. Proposed scope of services provided within the “core system of health security” at the county level.

Source: Authors based on [16].

governments can implement their health tasks is severely constrained by
their limited budgets. This is because the decentralization of the various
competencies and responsibilities from the central to the local levels has
not been matched with an adequate transfer of financial resources or
revenue raising powers. Most public health spending comes from the
central level, with 82% coming from the NHF and 10% from the state
budget, with only 4% from the budgets of the territorial self-
governments (2019 data) [13]. Half of all health spending by the terri-
torial self-governments comes from the counties and cities with a county
status. The bulk of self-governments’ budgets is spent on education,
family support, transport and communication, and communal manage-
ment and environmental protection, among others. Social assistance
accounts for about a tenth of all spending in the counties. For example,
the counties are responsible for organizing and ensuring appropriate
standard of services in social assistance homes [14]. In 2019, regions
spent only 8% of their total spending on health, counties - 4% and
municipalities — 0.5% (Table 1A in the Online Appendix).

3. Content of the policy idea

In early 2018, the Minister of Health initiated a series of nationwide
expert debates under the motto “Together for Health” to work out a
consensus, supported by all key stakeholders in the health sector and the
main political factions, on the direction of changes in the Polish health
care sector. This work was concluded with a summary report titled
“Strategic directions for the development of the health system in
Poland”, which was published in September 2019 [15] and which rec-
ognised that the health system was too hospital centric and lacked
organizational and financial solutions to assure continuity of patient
care and cooperation between providers at different levels of care.

The report postulated the creation of County Health Centres in the
counties to assure coordinated provision of the following services for
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their local populations (Fig. 1): (1) PHC services, including health pro-
motion and disease prevention services, including educational and
behavioural intervention programmes focusing on promoting healthy
lifestyles, especially in people who are obese, have low physical activity,
or are addicted to stimulants, as well as screening and other disease
prevention programmes, especially for the most common cancers, dia-
betes and its complications, obesity, chronic respiratory diseases, hy-
pertension and coronary heart disease; (2) Outpatient specialist services,
including diagnostics services for acute and chronic diseases; (3) Inpa-
tient and one-day care provided in hospitals of the 1st reference level
(comprising surgery, internal diseases, gynaecology and obstetrics, and
paediatrics), which mainly comprise small county hospitals, taking into
account specific health needs of the region; (4) 24 h medical emergency
assistance; (5) Various forms of rehabilitation (inpatient, day, outpa-
tient, home); (6) Long-term care; (7) Outpatient mental health services
based on the Mental Health Centres model piloted since 2018 (see
Table 1) [7]. All these services will form the foundation of the health
services pyramid, or the so-called “core system of health security”
(Podstawowe Zabezpieczenie Zdrowotne, PZZ), addressing the majority of
health needs in the population and reducing the proportion of health
services delivered in hospitals of the 2nd and 3rd reference levels. The
role of PHC will be strengthened, with much emphasis given to health
promotion and disease prevention, and the outpatient specialist services
and specialist services provided at county level hospitals will form the
local diagnostic and curative base for PHC.

The report further recommended the establishment of clear princi-
ples of cooperation between the County Health Centres and specialist
hospitals (hospitals of the 2nd and 3rd reference levels), including rules
for specialist supervision and support, rules for managing the flow of
health information within the region. Another postulate was the intro-
duction of dedicated teams, also within the structures of the County
Health Centres, comprising public health specialists, statisticians,
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sociologists, healthcare managers (and others, such as units of county
sanitary inspections, depending on the regional needs) to monitor and
analyse the effects of care coordination within the region.

4. Next steps

The outbreak of the COVID-19 pandemic has slowed down further
work on these proposals, but they were reflected in the strategic docu-
ment published in 2021 “Healthy Future. A Strategic Framework for the
Development of the Health Care System for 2021-2027, with a
perspective until 2030” (henceforth “Framework™) [16] and the “Na-
tional Transformation plan 2022-2026” (“Plan”) [17], which is an ex-
ecutive document that implements the Framework. Both documents
include strengthening the role of PHC and outpatient specialist care
vis-a-vis hospital care (Goal 2.5 in the Framework; Action 2.5.3 in the
Plan), with the Plan additionally proposing development of cooperation
mechanisms between primary care and diagnostic and curative
specialist outpatient services and definition of core regions of health
security, and the Framework postulating the abolishment of financing
limits for specialist outpatient services, which was already implemented
in mid-2021 [18]. Both documents also support deinstitutionalization of
care, including through the development of community mental health
services in the counties and community geriatric care (Annexes I and II
to the Framework; Actions 2.7.1, 2.9.1-4 in the Plan). Although this is
not stated explicitly, these plans are aligned with the development of the
core system of health security put forward in the 2019 report mentioned
above.

Both documents also support restructuring of hospitals, proposing a
dedicated mechanism, such as a restructuring agency, to turn around the
most indebted hospitals (Goal 4.2 in the Framework; Action 2.6.1 in the
Plan). Restructuring plans include transformation of some hospital beds
into geriatric, LTC, palliative and hospice beds (Annex I to the Frame-
work; Actions 2.6.4, 2.6.5, 2.9.5 in the Plan), and transformation of
emergency care, through (as specified in Goal 2.5 in the Framework) by
dividing it into three levels, with teleconsultations constituting the first
level of emergency care; 24/7 outpatients clinics in the counties
constituting the second level; and with the third level — in hospital
emergency departments — reserved for life-threatening conditions.
While the idea of moving the ownership of hospitals to the regions was
later dropped after a strong backlash from the counties, introduction of a
central supervision of indebted hospitals is still being considered by the
Ministry of Health [19]. These plans are aligned with the postulates to
reduce the role of specialist hospitals in health services provision, in
favour of developing other forms of care in the community.

In response to the proposed restructuring of hospitals, the Associa-
tion of the Polish Counties put forward an alternative solution which
involves maintaining the management of the county hospitals at the
level of the counties. This solution also postulates an increased role of
the counties in health protection, in line with what was proposed in the
2019 “Together for Health” report and later in the Framework Strategy
and the Transformation Plan. In particular, the Association proposed to
expand the tasks performed by the counties (see Table 2) to include:
health prophylaxis and health promotion; provision of core health se-
curity (comprising PHC and some outpatient specialist care); provision
of community mental health care; provision of inpatient care in county
hospitals and of LTC services. According to the proposal, these tasks
should be financed with subsidies (for delegated tasks) or increased own
financing (for own tasks). In both cases, the counties would have at their
disposal a pool of public funds to meet the health needs of their pop-
ulations, with a dedicated county public health coordinator responsible
for ensuring funds are allocated effectively [20,21]. The clear alignment
of this proposal with the policy idea described in this article is prom-
ising. However, counties differ significantly in their capacity to organise
health services [22] and their willingness to create County Health
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Centres may thus also vary. In countries where this capacity or will-
ingness is lacking, it could perhaps be found in some of the larger PHC
practices. Indeed, the PHC pilot described earlier has led to the creation
of strong PHC networks in some counties, and these could potentially
step up and contribute to the efforts to create the core system of health
security in their respective areas. Given the diverse nature of both the
counties and the PHC practices, securing a unified stance towards the
proposed reform may not be straightforward, but between the two there
is definitively scope to implement the reform at the local level.

5. Conclusions

The policy idea described in this article resembles a model of health
care provision introduced in Poland in 1972, during the Communist era,
whereby Integrated Health Care Management Units were established to
improve the management and coordination of health and social services.
These Units served populations of between 50,000 and 250,000 in-
habitants and comprised providers of health and social services,
including hospitals of the 1st reference level, ambulatory clinics and
diagnostic centres, emergency stations, community nurses, and social
assistance units. This was meant to increase efficiency by concentrating
administration of services in one place and reducing their duplication,
ensure a ‘smooth’ flow of patients and enable coordination between
various levels of care as well as between health and social care services.
However, since this structural consolidation was not accompanied by
corresponding coordination mechanisms, these Units did not operate as
intended and were progressively dismantled [23]. The advantage of the
new proposal compared to the Communist model is its strong focus on
establishing clear principles of cooperation and monitoring their actual
effects, which may help them achieve better results than their pre-
decessors. At the same time, the proposal takes advantage of the existing
strong hospital base in the counties. These can provide low complexity
services (1st reference level) close to patient homes as well as a range of
diagnostic services to support PHC practices which is currently rela-
tively weak and where a diagnostic base is often lacking.

The policy idea also resembles population health models that seek to
move beyond integrating care for service users and devote more re-
sources to keeping populations they cover in better health [4]. Examples
of such an approach include the Kaiser Permanente in the USA, the Nuka
System of Care in Alaska, USA, Gesundes Kinzigtal in Germany, Counties
Manukau Health (CMH) in New Zealand, and the Jonkoping County
Council in Sweden, all of which are associated with improved health
outcomes for the populations they serve [4]. Contrary to the typical
approaches to integrated care, which focus primarily on high-user
groups of health and care services, these systems aim to improve peo-
ple’s health for the entire populations they cover while seeking to tailor
provision of services to the specific needs of these populations. Their
features include risk stratification of the population and targeting stra-
tegies at different population segments, including older people and those
with the most complex needs. Given the significant and persistent
geographical differences in health in Poland [24,25], by focusing on
health prevention and disease promotion and tailoring provision of
services to the needs of their local populations, the proposed County
Health Centres offer a chance to use resources more effectively and
contribute to reducing these disparities. The debate on their establish-
ment is one that is worth continuing.
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The municipalities perform all local public tasks, incl.
enacting local laws, that are not reserved for other entities.

Fig. 1A. Relationship between central administration and local self-government in Poland.

Source: Authors based on [26].

Table Al
Spending on health by the local self-governments, 2019.
Municipalities Counties Cities with a county status Regions

Total budget (in ‘000s PLN) 135,316,857 29,630,698 96,885,456 18,375,964
Health care (% total) 0.5% 3.6% 1.2% 8.4%
- General Hospitals (% health care) 6.0% 49.3% 34.7% 62.5%
- Medical care homes and nursing homes 1.2% 0.6% 3.4% 0.0%
- Psychiatric care 0.0% 0.2% 0.0% 7.2%
- Ambulatory care 3.2% 0.8% 4.8% 0.3%
- Emergency medical services 0.3% 1.1% 0.4% 2.5%
- Occupational medicine - - - 6.3%
- Health policy programmes 2.6% 1.0% 5.8% 0.8%
- Combatting drug addiction 3.6% 0.0% 1.7% 0.4%
- Counteracting alcohol addiction 60.9% 0.0% 25.7% 2.3%
- Health insurance contributions and benefits for exempt persons 0.0% 43.2% 11.6% 0.0%
- Sobering chambers 0.6% 0.1% 4.4% -
Education (% total) 29.3% 29.3% 28.6% 5.0%
Family support 24.9% 5.7% 16.0% -
Social support 4.90% 10.30% 5.60% 1.20%
Transport and communication 7.8% 16.6% 16.6% 47.6%
Communal management and environmental protection 9.3% - 7.3% -
Public administration 8.3% 10.9% 5.9% 10.7%

Sources: Authors based on [12,27].
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Abstract: Poland has implemented two major organizational changes in recent years to improve
cancer care. In 2015, a dedicated ‘fast pathway’ to diagnostics and treatment was implemented for
patients suspected of having cancer. In 2019, the National Oncology Network began pilots in four
regions of care pathways for cancer at five sites. Neither has been evaluated—no baseline information
was collected, and what assessments were undertaken were limited to process measures. While the
2019 initiative was at least piloted, a national rollout has been announced even while the pilot is
still ongoing and when concerns about certain aspects of the model have been raised. Given that
cancer is the second largest cause of death in Poland and that cancer outcomes are worse compared
to Western European averages, there is a particular need to ensure that models of care are informed
by the evidence and adapted to the realities of the Polish healthcare system.

Keywords: cancer care; healthcare; coordination; integrated care; Poland

1. Introduction

After cardiovascular disease, cancers are the second largest cause of death in Poland,
accounting for 23% of all deaths in 2018 [1]. The most common cancer causes of death in
2020 were lung, breast, and colorectal cancers for women and lung, colorectal, and prostate
cancers for men (https:/ /ecis.jrc.ec.europa.eu/, accessed on 26 July 2022). Although the
incidence of all these cancers is below the European Union (EU) average, death rates are
higher (both age standardized) [1].

The explanations are, however, unclear, as cancer registration covers only about 10%
of the population, and most published data on survival are now quite old [2]. However, the
best available figures reveal lower 5-year survival rates, at 14% vs. 15% for the EU average
for lung cancer, 77% vs. 82% for breast cancer, 53% vs. 60% for colon cancer, and 78%
vs. 87% for prostate cancer [3]. There are national screening programs for breast, cervical,
and colorectal cancers, introduced as part of the National Programme for Cancer Diseases
Control for 20062015 [4] (later renewed for 2016-24 [5]), but a recent audit reported low
participation (16%, 20%, and 40% of the respective target groups), with large geographical
differences [6].

Historically, management of solid tumors in adults has been largely centralised on the
Institute of Oncology in Warsaw and its two regional branches (in Gliwice and Krakow, both
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in southern Poland), but in reality, provision has been fragmented [6-8]. There are oncology
centers in most of the 16 regions, which function either as autonomous stand-alone facilities
or are part of general hospitals. Few, however, can provide comprehensive care. There
are also non-academic cancer care centers, where medical students are trained, smaller
satellite centers, and some oncology departments in other hospitals. Certain preventive,
diagnostic, and therapeutic services, such as outpatient imaging diagnostics, inpatient
clinical oncology, and radiotherapy, are also provided by private facilities [7].

Since the mid-2000s, several attempts have been made to improve health outcomes for
cancer patients, including the adoption of the two National Programmes for Cancer Dis-
eases Control mentioned above. However, as these programs made the implicit assumption
that the organization of cancer care in Poland was largely appropriate, their focus was on
strengthening preventative measures, including increasing participation in cancer screening
programs and improving access to diagnostics and treatment, rather than on improving the
organization of care. The closest that Polish policy has come to addressing this issue were
the introduction, in January 2015, of a dedicated ‘fast pathway’ for patients with suspected
cancer to enable them faster access to comprehensive diagnostics and treatment [9,10] and
the piloting, from 2019, of the National Oncology Network, which is one of the pillars of
the National Cancer Strategy 2020-30 [7].

In this perspective piece, we describe these two measures and assess whether they
have contributed to improving cancer care in Poland. We begin by describing both policies
in detail, including their implementation, followed by the problems they encountered
before concluding with recommendations for moving forward.

2. Key Recent Reforms Aimed at Improving Cancer Care in Poland
2.1. Fast Pathway for Cancer Patients (2015)

A fast pathway for patients suspected of having cancer was introduced in 2015 as
part of a package of measures to reduce waiting times for diagnostic investigations and
specialist consultations [11]. The pathway covered all cancer sites. It involved, among
others, expanding the roles of primary healthcare (PHC) physicians who were enabled to
refer, within guidelines, to this fast track, introducing maximum waiting times for diagnosis
and treatment, and abolishing financing limits on coverage of services provided within
the pathway. The latter led to a substantial increase in the total spending on cancer care,
including on innovative pharmaceuticals, from PLN 7.6 billion (€1.6 billion) in 2014 to PLN
10.4 billion (€2.2 billion) in 2019—an increase of over 35% over 5 years [12].

The pathway starts with a visit to a primary care or outpatient specialist doctor who
assesses the patient and—if a cancer diagnosis is suspected—issues the patient with a
Diagnostics and Oncology Treatment (DiLO) card. This card entitles the patient to fast-track
access to necessary diagnostics and then to treatment within guaranteed maximum waiting
times: 28 days from the visit to the primary care doctor to basic diagnostics, 21 days from
the specialist consultation to in-depth diagnostics, and 14 days from the multidisciplinary
Concilium (Box 1) to the start of treatment. The targeted maximum waiting times for basic
and in-depth diagnostics were not to have exceeded 9 weeks in 2015, 8 weeks in 2016, and
7 weeks from 2017. If the DiLO card is not issued, the patient enters—next to all other
patients—general waiting lists for diagnostic tests and treatment.

Even before it was enacted by Parliament, this ‘oncology package’ faced criticism from
healthcare providers and those commenting on health policy [11]. They were concerned
that it was to be implemented across the entire country without being piloted, and without
involvement of primary care doctors, who despite their critical role in the implementation
of the pathway were simply presented with new contractual obligations as a fait accompli
and faced termination of contracts if they rejected them [13].

Once the implementation had started, operational shortcomings quickly became
apparent, although some were addressed in subsequent legal amendments [14]. For
example, since many oncological diagnostic tests, ranging from blood tests to endoscopies,
had previously been available only to ambulatory specialists, primary care doctors required
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training in the indications for ordering them, and the interpretation of results and their
competencies had to be expanded to allow them to order such tests. Furthermore, initially,
only primary care doctors could issue the DiLO cards, so patients with cancers diagnosed
by specialists still had to see their primary care doctors to access the new pathway, with
the inevitable delay in starting treatment. The remaining shortcomings are summarized in

Table 1.

Table 1. Key measures introduced in the fast oncology pathway and their main shortcomings.

Measures

Key Shortcomings

Fast access to diagnostics and treatment

PHC doctors were tasked with issuing
DiLO cards for patients with suspected
cancer, which give them fast access to
diagnostics and—if the cancer suspicion has
been confirmed—to treatment

PHC doctors did not receive any additional training (or funding to
finance such training) in cancer detection

No additional financing was provided to cover the costs of basic
diagnostics (these had to be covered within the existing capitation rates)
Advanced diagnostics, such as CT or MRI scans, which are needed to
detect some cancers, can only be ordered by specialist doctors [15]

Maximum waiting times for basic and
in-depth diagnostics and treatment were
introduced, with financial incentives for
providers to observe them (penalties up to
30% of the value of contracted services)

There are no maximum waiting times for the entire pathway

There are no standardized guidelines for diagnostics and treatment
No single provider is responsible for the entire pathway

There is no comprehensive, standardized evaluation of the quality of
cancer care and health effects of applied treatments [9]

Comprehensiveness of diagnostics and treatment

Introduction of a multidisciplinary
concilium charged with planning the course
of treatment

Fragmentation of care means that providers face practical problems in
gathering together the conciliums

Participation of a radiologist in the concilium has been made optional
since 2017 [16]

Introduction of a treatment coordinator
charged with supporting the patient on .
their treatment pathway

No coordination support is available during the diagnostic phase
There are no uniform guidelines regarding the role and tasks performed
by the coordinators (and no uniform training)

Abolishment of the financing limits for
services covered within the pathway

Valuation (prices) of some of the services contracted within the pathway
was reduced [17]
The pathway does not cover all cancers ?, all types of patients °, settings

where patients may be diagnosed ¢, and services de 18]
o  The pathway does not include post-treatment follow-up and prophylaxis [18]

Notes: ? e.g., cancers that are not diagnosed with a histopathological examination, including testicular, kidney
and adrenal cancers; skin cancers (except for melanoma) and sarcomas in adults. ° e.g., patients with two cancers
and patients with a relapse. © e.g., patients diagnosed in emergency departments. ¢ e.g., Positron Emission
Tomography (PET) scans, psychological support, palliative care services, enteral and parenteral nutrition, and
blood transfusions. © Access to the latest therapies is limited in Poland; for example, only 53% of modern
oncological drugs authorized for use in Europe are available [16]. DiLO card = Diagnostics and Oncology
Treatment card; CT = computerized tomography; MRI = magnetic resonance imaging. Source: Authors.

Box 1. The multidisciplinary concilium.

The concept of a multidisciplinary concilium was created as a means to provide integrated
high-quality cancer care appropriate to the patient’s needs. It comprises a clinical oncologist,
radiotherapy specialist, oncological surgeon, and (for blood cancers) a hematologist. It meets once
the initial diagnostic phase has been completed. Other specialists may also be included, depending
on the type of cancer, and further support may be provided by other health professionals, such as
nurses, psychologists, physiotherapists, and clinical geneticists. It also includes a care coordinator
who supports the patient when making appointments, ensures the flow of information among the
various healthcare providers and with the patient, manages their medical records and their DiLO
card, and liaises with their primary care or specialist outpatient provider on discharge.

Source: Based on [1].

It Is difficult to say whether the reform led to any improvement in terms of waiting
times or enabled earlier diagnosis. For example, only 17.4% of basic diagnostics and 7.9%
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of in-depth diagnostics were completed within the maximum waiting limits in 2016 [6],
although these shares appear to have increased to about three-quarters between 2018
and 2020 [19]. The total waiting times for patients included in the pathway seem to
have shortened during the first 1.5 years compared to patients whose cancers fell outside
it [6], with some evidence that it may even have lengthened for the latter group [6,20].
However, it is difficult to be certain about what has happened, as providers can easily
‘play the system’ by registering patients only after they have been admitted for diagnostics
or treatment rather than when the cancer was first suspected. In addition, there was no
reliable information about waiting times before the fast pathway was introduced, and thus
no baseline against which the new pathway could be assessed.

There are also difficulties in assessing progress toward a greater role for PHC, as
opposed to specialist ambulatory care. Only about a third of referrals to the fast pathway
came from PHC in 2015 [6], a figure unchanged by 2018-2020 when the number of referrals
was much higher [19], as there was a corresponding increase in referrals from ambulatory
specialists [20]. 48% of patients who were referred to the pathway were found to have
cancer, and this has been interpreted as indicating a high threshold for referral, with patients
whose symptoms were less specific not being referred [6]. It has also been noted that
referral rates differ enormously geographically (up to 280%) in ways that do not correlate
with cancer incidence [6]. Several reasons have been suggested, including insufficient
training of PHC doctors in cancer detection, in part reflecting the lack of financing for
such training or for diagnostic tests (see Table 1), but also fears of financial sanctions if
the share of confirmed cases in patients with cancer suspicion is lower than a certain
threshold. Interestingly, during the COVID-19 pandemic, PHC saw the smallest decrease
in the number of issued referrals, which was ascribed to the higher use of teleconsultations
and increased oncological vigilance [21].

An unintended consequence of the introduction of maximum waiting times was the
increased fragmentation of cancer care [6,17]. This was already a problem in 2012, when
806 hospitals provided oncology services [22]. By 2017, two years after the reform, 2600
providers were contracted to provide services within the oncology pathway, but only
about 18 of them (less than 1%) provided over 50% of the contracted services [17]. In
2015, only 28% of hospitals and 2% of specialist ambulatory providers participating in the
oncological package could provide laboratory tests, CT and MRI scans, and endoscopy
examinations, and fewer than half of audited providers could undertake intraoperative
pathology necessary to assess margins of some tumor excisions [6]. This last problem
has been commented on in a recent report by the National Audit Office [23]. There have
also been concerns about the lack of standardized diagnostic and treatment pathways in
cancer care and the quality of cancer provided in some facilities, especially those with low
volumes of care [9,16,24]. In 2020, only 18 providers reached recommended thresholds
for the number of treated patients with lung cancer: 38 for colorectal cancer, 11 for breast
cancer, and 21 for prostate cancer [25].

These concerns have been around for some time. A national audit covering the period
from January 2015 to May 2016 reported wide variations in the quality of cancer care among
providers [6,22]. For example, some hospitals lacked access to modern immunohistochemi-
cal and molecular diagnostics. Many providers participating in the fast oncology pathway,
especially smaller single-specialty centers with fewer specialists, faced practical problems
in convening the multidisciplinary conciliums prescribed in the pathway, and as noted in
the 2017 national audit, had to collect specialists from larger multispecialty centers by bus
(a phenomenon that even had a name, a ‘bus concilium’) [6]. Anecdotal evidence suggests
that, in some cases, only signatures were collected, and the conciliums did not actually take
place [26].

2.2. Pilot of the National Oncology Network (2019-2022)

The shortcomings described above resulted in new proposals for improving cancer
care and culminated in the adoption of the National Cancer Strategy 2020-30 [7], which
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replaced the National Programme for Cancer Diseases Control for 2016-2024. This is
aligned with Europe’s Beating Cancer Plan [27]. The strategy supports the introduction
of the National Oncological Network as a way to improve organization of the cancer
care system while at the same time strengthening investment in primary and secondary
prevention (including within the Network), in human resources, science, and innovation.

The concept of this Network draws on experiences from other countries in Europe, in
particular Norway, France, and the United Kingdom [17]. It seeks to improve primary and
secondary prevention, early diagnosis, and quality of treatment for all patients, irrespective
of their place of residence. It envisages standardization of care pathways, concentration of
expertise in highly specialized procedures, and quality monitoring. The Network groups
existing public and private providers of cancer care into three reference levels, each with
specified competencies and principles for cooperation. These providers are meant to
provide comprehensive and coordinated cancer services, covering primary and secondary
prevention, diagnostics, ambulatory and hospital treatment, post-treatment monitoring,
rehabilitation, palliative care, and hospice care. The new structure is expected to ensure
that none of these elements are missed, and that each is carried out according to strictly
defined standards.

The activities of the Network are to be coordinated and managed by the National
Oncology Council (Figure 1). The Council will be responsible for setting standards and
accrediting providers included in the Network, as well as for monitoring the overall func-
tioning of the system. Three National Coordinating Centres, in adult oncology, adult
hematology, and pediatric hematology will be responsible for developing and updating
diagnostic and therapeutic guidelines, for professional training, initiating research (in col-
laboration with university centers), as well as for health promotion and cancer prevention
activities, in their respective areas of expertise.

National Oncology

Council

National Coordinating Centres

Adult Adult Paediatric
oncology haematology haematology

Regional Coordinating Centres University
(3" reference level) Centres
Cooperating Cooperating |
Centre (1% — Centre (2 —  COmpetence Exgellfnce
reference level) reference level) @i enure

Figure 1. Proposed organization of the National Oncology Network, developed in 2018. Source: Au-
thors based on [17] (p. 38).

Allocation to one of the three levels is based on resources and volume of activity and,
for the two lower levels, the demonstration of formal cooperation mechanisms with higher
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levels. Those at the 3rd reference level will function as the Regional Coordinating Centres,
responsible for deciding where each patient will receive treatment, depending on their site
and stage of cancer. Providers with expertise in a particular area can qualify as competence
or excellence centers (e.g., a breast cancer unit). In addition, local cooperating or satellite
centers (local hospital departments or ambulatory clinics) will provide services such as
day-case chemotherapy, post-treatment monitoring and care, and rehabilitation. This is
to enable care to be provided close to patients” homes, consistent with developments in
countries such as Norway and the UK [28]. These providers will cooperate with PHC
teams, offering the first contact point for specialist consultations as before, but with closer
coordination. The Network will provide training and support for patient pathways [17].
Providers outside the Network will no longer receive public financing for cancer services.

Since early 2019, this model has been piloted in two regions (Dolnoslaskie in the
southwest and Swietokrzyskie in south-central Poland), with one more region joining in
October that year (Podlaskie in the northeast) and a further one in April 2020 (Pomorskie
in the north) [29]. The aim of the pilot was to test the new model, create a data collection
system to monitor treatment results, adverse events, and complications, and analyze them
by area of care, region, and at the level of individual providers [17]. This was preceded
by the development of patient pathways, with diagnostic and therapeutic guidelines
established for the five most common cancers (lung, colorectum, breast, prostate, and ovary)
and the selection of metrics and indicators. The pilot was expected to show improvements
in the quality and safety of cancer treatment, patient satisfaction, and cost-effectiveness [17].

Providers participating in the pilot implemented standardized patient pathways for
these five cancers, with standardized protocols and documentation. Standardized docu-
mentation was also introduced for pathology and radiological findings, with standardized
templates for patient data to be used in multidisciplinary conciliums, which for the first
time in Poland includes information about the stage of cancer. Quality monitoring covers
the timeliness of diagnostic tests and treatment, completeness of diagnostics, and 35 quality
indicators [30] (see Table Al in Appendix A), which can be compared with other centers
participating in the pilot and with international data.

Care coordinators, previously used only during the treatment phase, were brought in
from the start of the patient’s journey. Their responsibilities were formalized, with defined
responsibilities and procedures for working with medical staff, including standardized
checklists to ensure that all the necessary data were gathered before the concilium, and
access to IT support in monitoring patient progress along the pathway. Dedicated call
centers were introduced to provide information about cancer care. Patient satisfaction
was monitored with a survey that asked about timeliness, complexity, ease of access, and
general experience of care.

The pilot was originally meant to run for 1.5 years until the end of 2020. This was
extended until the end of 2022 due to the COVID-19 pandemic but also due to problems
interpreting the results. Official data published at the end of 2021 show mixed results
across the four regions (see Table A2 in Appendix A), with positive appraisals of the pilot
mainly from the Lower Silesia (Dolnoslaskie) Oncology Centre [31,32]. This is likely related
to what was already high quality of care provided by the Centre, which independently of
the pilot was the first cancer center in Poland to be awarded the International Innovative
Partnership for Action Against Cancer (iPAAC) certificate. Even there, the evaluations
focus on organizational changes, such as implementation of standards, and basic process
measures, such as numbers of patients included and calls to the Infoline) rather than on
indicators of quality, access, and patient outcomes. This is partly because it is too early to
see improvements in patient outcomes after such a short time, but also because similar
information is not collected with respect to patients not participating in the pilot or lack of
baseline indicators. Assessment has been further complicated by the COVID-19 pandemic,
which has affected the provision of cancer screening, diagnostics, and curative services [21].
Thus, at this point, an objective assessment of the pilots is difficult, if not impossible.
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3. Discussion

On 4 February 2021, on World Cancer Day, the Polish government announced that it
would prepare a draft law on the National Oncology Network by the end of March that year
to be implemented on 1 January 2022, effectively rolling out pilots across the whole country.
Indeed, despite the lack of any final assessment of the pilot, the draft was published and
submitted for public consultation. This was based on a preliminary assessment of the pilot
prepared by the Polish Cancer Society, but that report has so far not been published for
public scrutiny. While many of the changes tested in the pilot are welcome and have the
potential to significantly improve the quality of cancer care in Poland, the draft law has
also attracted criticism.

One source of concern is that the pilot, and now the draft law, focuses mainly on
hospital care, neglecting preventive activities and the early detection of cancers, despite
concerns that many cancers are detected too late to be treatable. While the new cancer
units are meant to provide preventive services alongside diagnostics and treatment, this
is no substitute for community prevention and is unlikely to have a wide-enough reach.
Cancer prevention could be more effective if it were provided within PHC, but the Regional
Coordinating Centres lack any means to influence the provision of services at the PHC level.
It is also unclear if this would have made any difference, as PHC providers in Poland are
generally not very effective in providing preventive services, and recent plans to strengthen
preventive services at the PHC level [33] have been recently scrapped. Other services, such
as oncological rehabilitation, palliative care, and hospice care, are also largely neglected in
the draft, however, they are crucial elements of comprehensive cancer care.

Other commentators are concerned that the new model may be too difficult to imple-
ment in the Polish context. For example, some analysts argue that the uneven geographical
distribution of human and infrastructure resources makes it impossible to establish refer-
ence facilities in all regions. For example, surgery for lung cancer is only provided in a
few centers. The exclusion of providers not meeting the quality criteria for the Network
may reduce fragmentation of care and improve quality, but creates problems for patients
currently served by these providers, who may face longer journeys. A certain degree of flex-
ibility may thus be needed to adapt the model to the current circumstances, at least initially.
While the draft law gives providers 2 years to implement the new quality requirements,
this may not be long enough to establish reference facilities in all regions.

The 2015 reform that introduced the fast cancer pathway also failed to adequately
consider the realities of the Polish healthcare system. One example is the intention to
increase the role of primary care in cancer diagnosis, which faces the challenge of an already
high burden falling on PHC doctors and associated financial and staff shortages [13,33]. The
organizational problems that emerged after the reform was implemented, without a proper
pilot, and the unforeseen negative effects of the reform, such as the increased fragmentation
of cancer care provision described above, provide a warning that ill-designed reforms may
not only be hard to implement but also create new problems.

The piloting of the National Oncology Network offers the opportunity to introduce
necessary fixes before the Network is implemented across the whole country. Rushing in
with the legislation while the pilot is still underway, without a thorough assessment or
addressing concerns that have already surfaced, defeats the aim of having a pilot in the
first place and risks introducing mistakes on a larger scale.

However, as mentioned earlier, a thorough assessment of the pilot may be difficult.
There were no baseline data and little comparative data outside of the pilot. This highlights
the broader problem of the lack of data to underpin decision making in the Polish healthcare
system. Reliable and sufficiently granular data on the incidence, stage of cancer progression,
treatments, and waiting times for various services are largely missing. Some information is
collected in the National Cancer Registry, but as noted above, coverage is limited and often
delayed. Providers focus instead on reporting process information on services necessary
for financial settlements with the public payer—the National Health Fund (NHF). Such
data are then used to construct the maps of health needs (which were introduced in 2016
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as a decision support tool), including cancer care. This creates a bias toward the existing
structure of service provision and distribution of resources, such as the focus on hospitals,
diverting attention from the relatively less well-developed but much-needed outpatient
services and prevention [27,34]. Since the draft law focuses on hospital care, it may further
entrench this imbalance in the provision of cancer services. The inertia is reinforced by the
NHE. For example, although the maps suggested improving the concentration of invasive
treatment by cutting the number of contracts in general oncological surgery from 332 in
2015 to 260 in 2018, as many as 327 contracts were still issued by the NHF in 2018—a
meager fall of 1.5% instead of the desired 22% [28].

Metrics and indicators collected within the National Oncology Network represent the
beginnings of the first system of quality assessment of cancer care in Poland that can support
evaluations at the national, regional, and provider levels. This is a welcome development,
and it may help drive real change and a gradual departure from the status quo.

Despite all their shortcomings, the testing of reforms via pilots, such as through the
National Oncology Network pilot, is a welcome development in Polish health policy. It was
only in 2017 that a legal amendment [35] introduced pilot programs in the health system
as a means of testing new ideas before introducing them at the system level [36]. This is
certainly a positive change, but experience shows that it requires much finer tuning, both in
designing the pilots and learning from them before initiating country-wide rollouts. Pilots
would likely benefit from increased stakeholder engagement to ensure that proposals can
be implemented in practice. This is, to some extent, achieved through public consultations
on draft legislation, to which all legal acts are mandatorily subject, but these are not
always carried out appropriately. For example, public consultations that preceded the
implementation of the fast cancer pathway were too short to allow for the meaningful
involvement of all stakeholders [6]. Opaque decision making can further erode trust in
the reform and undermine implementation. The fact that the draft law on the National
Oncology Network was based on a report that only a handful of people at the Health
Ministry had access to has raised many questions about the results of the pilot—these
doubts could have been cleared and possibly addressed if the report was made public.

4. Conclusions

Cancer is a major health problem afflicting the Polish population. Improving cancer
outcomes by better prevention, detection, treatment, and post-treatment services are of
paramount importance. Given the various problems with the provision of cancer services
in Poland, reforms are much needed. The measures assessed in the National Oncology Net-
work pilot, such as the introduction of reference levels, strengthening of care coordination,
introduction of standard patient pathways for diagnostics and treatment, comprehensive
monitoring of quality indicators, and many others, hold promise. However, they must
be carefully designed, adapted to the needs and reality of the Polish healthcare system,
and carefully and transparently evaluated. For example, focusing attention on hospital
treatment and neglecting prevention will not lead to improved health outcomes if cancers
continue to be detected too late for treatment to be effective. Additionally, basing decisions
on one pilot site, which is already known to deliver high-quality cancer care even before the
introduction of the pilot, dismisses the realities in the rest of the country, where resources
and quality of care are worse and where the piloted solutions may not be implementable.
A lack of transparency about the results makes it difficult to optimize proposed solutions
and risks introducing mistakes that will have real consequences for the patients.

As in other countries, politics exerts considerable pressure on Polish health policy.
There is thus pressure to keep the promises made on 2021 World Cancer Day before
definitive evidence on the effects of the pilot becomes available. This should be avoided.
Doing something just for the sake of it may waste already scarce resources without bringing
much value to cancer patients. All indicators collected in the pilots should be published
and subjected to public debate, allowing experts, patients, and other stakeholders to
work out joint solutions—either in the form of revisions to the proposed draft law on
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the National Oncology Network or otherwise—that can be effectively implemented in
all regions. These should focus not only on hospital treatments but encompass the entire
patient pathway, as well as health promotion and disease prevention activities, and not
only the current configuration of resources but also how to improve them going forward.
The new National Cancer Strategy addresses many of these concerns, and policymakers
should focus on implementing all its elements, not only the National Oncology Network,
while fine-tuning the latter. After little progress has been made in improving detection and
treatment pathways over the past few years, Polish patients deserve better.
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Appendix A

Table Al. Quality indicators monitored in the National Oncology Network pilots, 2019-2022.

Indicator

IO U WN -

14

15
16

17

18
19

20
21
22
23

Percentage of deaths within one year from the diagnosis of malignant neoplasm, broken down by cancer stage
Percentage of deaths within 30 days from the date of surgery, broken down by cancer stage

Percentage of deaths within 30 days from the end of chemotherapy, broken down by cancer stage

Percentage of deaths within 30 days from the end of palliative radiotherapy, broken down by stage cancer

Percentage of patients requiring hospitalization due to complications after surgical treatment

Percentage of patients requiring hospitalization due to complications after radiotherapy

Percentage of patients requiring hospitalization due to complications after systemic treatment

Percentage of patients who received chemotherapy as inpatients

Percentage of patients with stage III and IV of cancer

Assessment of the completeness of pathological examination

Percentage of patients who were tested for genetic and molecular predictors

Percentage of surgical procedures performed with minimally invasive methods

Median time that has elapsed from the date the patient was issued a referral for a diagnostic (imaging or
pathomorphological) examination to the date of obtaining the result of this examination

Percentage of diagnostic tests repeated within 6 weeks (computed tomography, endoscopy, biopsy, pathomorphological
assessment, molecular assessment), by provider, type of tumour and type of examination

Percentage of repeated treatments in diagnoses other than breast cancer

Percentage of patients with rectal cancer who received preoperative radiotherapy

Percentage of postoperative histopathological examinations in patients with colorectal cancer in which the number of
assessed lymph nodes was at least 12

Percentage of patients with colon and rectal cancer with anastomotic leakage

Assessment of the number of lymph nodes removed during prostatectomy

Percentage of pelvic lymphadenectomy performed with the division of histopathological material according to anatomical
ranges

Number of positive postoperative margins after prostatectomy

Percentage of patients with suspected lung cancer consulted by a pulmonologist within 14 working days from the date of
registration of the referral with the service provider

Percentage of patients with mediastinal lymphadenopathy greater than 10 mm, who underwent EBUS-TBNA
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Table Al. Cont.

Indicator

24
25

26

27
28

29

30

31
32
33
34
35

Percentage of patients with suspected lung cancer and pleural effusion, with diagnosed fluid aetiology

Percentage of patients with stage III non-small cell lung cancer who received simultaneous chemoradiotherapy

Percentage of patients with ovarian cancer treated with primary optimal or suboptimal cytoreduction (leaving no residual
mass or <1 cm)

Percentage of patients with ovarian cancer who received neoadjuvant chemotherapy (NACT)

Percentage of patients with ovarian cancer who underwent exploratory laparotomy

Percentage of patients with non-infiltrating neoplasm with a diameter of less than 2 cm (after excluding patients with BRCA1
and BRCA2 mutations) undergoing breast-sparing treatment

Percentage of patients with infiltrating neoplasm with a diameter not exceeding 3 cm (total size, including DCIS component;
after excluding patients with BRCA1 and BRCA2 mutations) undergoing breast-sparing treatment

Percentage of patients with non-infiltrating neoplasm with a diameter of not more than 2 cm (after excluding patients with
BRCA1 and BRCA2 mutations) undergoing breast-sparing treatment

Percentage of DCIS patients who have not had the contents of the armpit removed

Percentage of patients with infiltrating cancer without lymph node metastases (pN0), in whom the lymphatic system of the
armpit was not removed

Percentage of patients with hormone-sensitive infiltrating cancer who received hormonal treatment

Percentage of patients with inflammatory neoplasm or locally advanced, unresectable ER-expressing breast cancer who
underwent induction chemotherapy

Source: [30].

Table A2. Selected results of the National Oncology Network pilots in the four regions, change
between June 2020 and June 2021.

Region (Number of Included
Patients *)

Percentage of Patients Who
Percentage of Patients with Needed to Be Hospitalised
Genetic and Molecular Tests  Du to Post-Surgery

Complications

Median Time from
Registration for Diagnostic
to Obtaining Results

Dolnoslaskie
(11,688)

1 Decrease from 19 to 13 days ~ — Unchanged at 95% 1 from 3% to 2%

Podlaskie

(1827)

T Increase from 6 to 8 days 1 Increase from 75% to 97% J from 3% to 2%

Pomorskie
(3025)

| Decrease from 18 to 11 days  n.a. J from 10% to 7%

Swietokrzyskie
(3984)

| Decrease from 13 to 12 days | Decrease from 100% to 92% | from 3% to 2%

Note: * Number of patients included in the pilots as of 30 June 2021. Source: Authors based on [29].
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Abstract: Provision of mental health care in Poland has long been characterised by an overreliance
on psychiatric hospitals and the underdevelopment of community care. The introduction of the first
National Mental Health Protection Programme for 20112015, with the explicit goal to base provision
of mental care on the community mental health centres, failed to achieve any tangible results. The
ensuing critique led to the launch of the second National Mental Health Protection Programme for
2017-2022 and the establishment, from mid-2018 onwards, of 41 (33 in operation) mental health
centres across Poland. These will be piloted until the end of 2022 but have already shown positive
results in terms of access to non-stationary care and a small fall in hospitalisations. They have also
performed well during the COVID-19 pandemic, allowing for a quick reorganization of care and
continued provision of mental health services. Some of the key innovations of the new model include
the introduction of recovery assistants (a new profession) and mental health coordinators (a new
role); liaison with social assistance services; and a shift to budget financing. The key obstacles to the
national rollout of mental health centres are the low financing of mental health care in Poland, which
is among the lowest in Europe, and acute workforce shortages.

Keywords: mental health; healthcare; coordination; integrated care; Poland

1. Introduction

About 12% of the population in the WHO European Region suffers from mental
disorders at any given time [1]. Inclusion of substance use disorders increases this share
to 15%, while the inclusion of neurological disorders such as dementia raises it to 50%.
According to the WHO, by 2030, depression will be the greatest contributor to the global
burden of disease [2]. While there are no systematic epidemiological studies of mental
disorders in the general population in Poland [3], a representative survey conducted in
2012 found that about 23% of the Polish population aged 18-64 suffered from mental
disorders [4]. Of these, the most common were alcohol abuse (11.90%), specific phobias
(4.3%) and depression (3.0%). The number of patients diagnosed with these disorders
and receiving treatment increased steadily between 2014 and 2016 [3]. Death by suicide,
which is one of the leading symptoms of mental health problems, remains much higher in
Polish men (21 per 100,000 in 2018) compared to the EU average (17 per 100,000 in 2016) [5].
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Mental and behavioural disorders account for the largest share (over 17%) of the benefits
paid out by the Social Insurance Institution to persons with short- and long-term incapacity
to work [6].

In much of Europe, mental health had long been one of the most neglected areas of
public health, with systemic, organisational, legal, and social barriers contributing to the
exclusion of people with mental health problems [7]. The need to develop community-
based mental health care as an alternative to institutional care in mental health asylums
has been widely recognized (e.g., [7,8]). Over the past two decades, many countries in
Europe have managed to significantly reduce the number of psychiatric hospital beds,
with the largest reductions observed in Cyprus and Ireland (over 70%), followed by Italy,
Malta, Netherlands, Finland, Iceland, Norway, and the United Kingdom (over 40%) [9]. In
comparison, the number of psychiatric hospital beds in Poland fell by only about 10% in
this period.

The purpose of this perspective piece was to describe the introduction of a pilot of
coordinated mental health care in mental health centres as a primary means for achieving a
shift from asylum-based to community-based mental health provision in Poland. Section 2
describes the policy background, including earlier efforts to improve provision of mental
health services. Section 3 summarises the content of the new policy and its early results.
Finally, Section 4 offers conclusions and policy recommendations.

2. Policy Background

The first National Mental Health Protection Programme introduced in Poland was
adopted in 2010 and was in place between 2011-2015 [10]. The goal of this programme, in
line with the developments in other countries in Europe, was to shift provision of mental
care from hospitals to the community by introducing a network of mental health centres
as the core element of mental health service provision. These were first to be piloted at
a smaller scale and the Minister of Health was charged with working out details of the
pilot and ensuring its financing and implementation. The National Health Fund (NHF), the
sole payer in the public health care system, was mandated with developing an appropriate
financing model for the centres. Unfortunately, the Ministry did not fulfil its tasks and did
not establish the principles for creating and financing the centres, precluding other actors,
including the NHF, from implementing theirs. The inaction on the part of the Ministry
was ascribed to the lack of financial resources to implement the programme but also to
the lack of agreement among the key stakeholders about the details of the pilots and the
overall model of psychiatric care that should be pursued in Poland [11]. Given the problems
mentioned above, the assessment of the programme conducted by the National Audit Office
in 2016 was unsurprisingly scathing [11]. According to the report, the number of fatal
suicide attempts—one of the key indicators available for monitoring the implementation of
the programme—increased by over 60% between 2011 and 2015.

Financing of mental care services remains extremely low, with psychiatric care and
addiction treatment accounting for just over 3% of the NHF’s expenditure [12], which is
among the lowest shares in Europe [13]. About 70% of these funds are allocated to residen-
tial care, mostly to dedicated psychiatric hospitals, where 11,000 or two-thirds of psychiatric
beds are located (only 5450 beds are in general hospitals) [14], and which may contribute to
social stigmatisation of psychiatric patients [15]. Only about 30% of public funds are allo-
cated to non-residential care. Further, the majority of service providers (about two-thirds)
are contracted to provide only one form of care (i.e., either outpatient, community, day,
or emergency (hospital) care), which combined with poor cooperation among the various
providers means that most patients do not have access to comprehensive and coordinated
psychiatric care [16]. Many patients diagnosed with mental health disorders thus turn to
primary health care (PHC) to seek help (about 875,000 out of 1.5 million patients in 2019)
and many do not receive specialist care [17].

Although the number of psychiatric wards decreased slightly (by 4%) between 2010
and 2016 and the number of community care units increased, the percentage of patients
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with mental disorders using these community forms of treatment remained small—only
1.9% of patients used community mental care and 1.6% used day mental care [18]. Access
to community care remains highly unequal, with only a third of the counties having a
community (home) treatment team and a similar share having a day ward [13,16]. For
example, in 2018, over 95% if patients with schizophrenia were treated in hospital settings
and only 5% had access to a comprehensive care in both hospitals and other settings,
including day and community care [19].

Analysis of treatment pathways between 2010 and 2016 further revealed that emer-
gency wards were most often used by those patients who were also treated at outpatient
mental health clinics and hospitalised in 24 h care wards. This may be a further indicator
that the availability of outpatient services is not sufficient, and that the emergency wards
were used to access needed care [18]. At the same time, better access to day care seems to
prevent round-the-clock hospitalisation and visits to emergency wards. The lowest rates
of hospitalisations in general psychiatric departments could be found in the counties in
which all forms of mental health care were available [18].

It was not until after the scathing report by the National Audit Office was pub-
lished [11] that the Minister of Health appointed (in April 2016) a dedicated team of experts
charged with designing the details of the pilot of community mental health centres. In
March 2017, the second National Mental Health Protection Programme for 2017-2022 [20]
was introduced offering a new chance to accelerate transformation of mental health ser-
vice provision. The programme defined a set of actions aimed at providing people with
mental disorders with comprehensive, multifaceted, and universally accessible health and
other care and support services to enable them to function in their familial and social
environments—as before, this was to be achieved by implementing a network of mental
health centres, with the structure of the centres remaining similar to the one proposed in the
previous programme and in line with the general approach to organising community men-
tal health services in Europe [21]. These goals were supported in the consecutive editions
of the National Health Programme—for 2016-2020 [22] and for 2021-2025 [23]—which is
one of the key strategic planning documents in public health in Poland.

3. Policy Content and Early Results

The piloting of mental health centres started in July 2018 [24]. The centres are meant
to provide adult populations living in their catchment areas with tailored and compre-
hensive psychiatric assistance close to their place of residence. All centres should provide
the following types of services: active long-term treatment and support for people with
chronic mental health disorders; short-term assistance for people with episodic or recurrent
disorders; ad hoc assistance for people with urgent problems; as well as consultations for
other people requiring diagnostic services or advice [20]. Their catchment areas should
cover between 50,000 and 200,000—and ideally 100,000-120,000—adult inhabitants and
may comprise an area of a larger county or several smaller counties, a smaller city, or a
district of a larger city, depending on the population density. The centres receive lump-sum
financing (a form of global budgets), allowing them flexibility in spending and to tailor
provision of services to local needs. The financing is calculated as a product of the number
of inhabitants and a capitation rate, which is the same for all centres and is indexed annually
to account for changes in prices.

In terms of their organizational structure, the centres should comprise at least the
following units (Figure 1): an outpatient unit or clinic providing medical and psychological
advice, individual and group psychotherapeutic assistance, nursing services, and social
interventions; a mobile community unit providing home visits, individual and group (incl.
family) therapy, skills training, rehabilitation services, and general assistance to patients in
building a social support network; a day unit providing day psychiatric hospitalisation to
support provision of diagnostic, therapeutic or rehabilitation interventions; and a hospital
unit, ideally located within a local general hospital rather than a specialist psychiatric hos-
pital, providing round-the-clock hospital care for patients suffering from or at risk of severe
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disorders [20]. The centres may also sign agreements with providers of addiction treatment
services. Depending on local needs, the centres may comprise additional specialized teams
catering to the needs of selected groups of patients (e.g., psychogeriatric teams) or provide
special services and other support mechanisms, such as crisis assistance, crisis housing,
etc. To ensure ease of access, all these forms of assistance should be accessible within
a single institution—the local mental health centre—and located within the designated
catchment areas.

Each centre should have a registration and coordination point (approx. one point per
80,000 inhabitants) and be accessible for at least 10 h a day (8:00 a.m.-6:00 p.m.), Monday
to Friday, that ensures quick (referral-free) access to a wide range of services and support
from trained staff, including community therapists, psychiatric nurses, and psychologists.

A new healthcare profession—recovery assistant—has been introduced through the
pilots, emulating similar solutions implemented in countries such as Germany, Switzerland,
Great Britain, Sweden, Norway, and the Netherlands [25]. Recovery assistants are people
who have experienced a mental problem themselves, and after appropriate training, provide
peer support to people who are currently experiencing such problems. They work with
therapeutic teams, providing a link between people seeking medical help and medical
staff. A new role—mental care coordinator (case manager)—has also been introduced.
Care coordinators are appointed by the head of the mental health centre from those among
non-medical staff who have completed community therapy training. They ensure that a
treatment and recovery plan is in place and is implemented and support patients and their
relatives not only in the treatment process, but also in other areas, e.g., pertaining to their
social life. So far, the education of existing health care professionals has not been adapted
in line with the shift towards community mental care but the inclusion of a compulsory
internship in community care in psychiatric specialist training is being considered.

Mental health centres should also cooperate with PHC, such as with primary care
doctors consulting with the centres, as needed, to manage mild cases or for referring
patients to the centres. The centres can also consult PHC doctors on specific cases [26].
They should also cooperate closely with the entities providing social support, social and
professional activation, and other social assistance services. These close links with PHC
and social services are meant to improve access to the centres and reduce stigmatisation of
people with mental health problems [27].

The centres meet regularly (once a month) to exchange their experiences and learn
from each other.
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Figure 1. Organization of the mental health centre model of community mental care. Source: authors
based on [28].

At the end of 2021, there were 41 mental health centres across the 16 regions of Poland,
out of which 33 were in operation, covering 3.8 million people or 12% of the adult (18+)
population (Figure 2) [29]. This reflects slow progress given that the reform assumed that
250-300 centres would be created by the end of 2027. This can be partly explained by
the rigid inclusion criteria, precluding some of the interested entities from participation.
Further, not all elements of the new model have been implemented. For example, in about
half of the centres, lump-sum financing accounted for less than 50% of contracts, and care
coordination and recovery plans were also only partially implemented [13].

At the end of 2020, the Ministry of Health and the Piloting Office of the National
Mental Health Protection Programme published an assessment of the pilot in 27 centres
between 2018 and 2019 [13]. The report compared two types of centres: in 17 centres, lump-
sum financing constituted over 50% of the value of the contracts (or the total value of the
contracts was less than PLN 10 million)—these centres usually operated out of psychiatric
wards of general hospitals (Group 1); in the remaining 10 centres, lump-sum financing
accounted for less than 50% of the contracts and they typically operated out of psychiatric
hospitals (Group 2). The control group comprised all adult populations not covered by the
pilot. Despite its slow and partial implementation, positive effects of the pilot have been
determined, particularly in the centres belonging to Group 1 (see Table 1).
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Figure 2. Number and location of mental health centres at the end of December 2021. Source: authors
based on [30]. Notes: grey areas = regions; blue areas = catchment areas of mental health centres (this
could be an area of one or more counties, or of a municipality or a smaller city, depending on the
population density). The numbers represent the number of mental health centres in each region.

Table 1. Changes in access to mental health services within and outside of the pilot, % age change

between 2018 and 2019.
Group 1 Group 2 .
(Hospital Wards); (Psychiatric Hospitals); 28 5?60 ;\l/g;)lli:r;\r(lj’zgl le
1.45 Million People 1.43 Million People ) P
2 omsilatons sesions, and vist per 6 7% 00% 2%
4 4 (o V3 O/ 3% O/ 3%
100,000 inhabitants) (11.6% *) (+0.1% *) (+2.0% *)
Psychological counselling and psychotherapy *
(I}umber of consu.ltatlons, psyc}}otherapy. +25.6% +8.8% +9.9%
sessions, group sessions, community therapist
visits per 100,000 inhabitants)
Number of patients receiving community care o ko o
per 100,000 inhabitants ¥26.9% 0.5% 6%
Hospitalisations (number of bed-days per _339, _1.8% 0.5%

100,000 inhabitants)

* Including services in the registration and coordination points. Source: authors based on [13].

Between 2018 and 2019, access to mental health services in counties participating in
the pilot improved while differences in access between these counties became smaller. For
example, the difference between the number of treated patients between the countries with
the highest and lowest numbers of treated patients per 100,000 inhabitants decreased by
10.5% and the difference in the number of patients receiving ambulatory and community
care between the counties with the highest and lowest rates of access to such care decreased
by 11.2%, while at the same, the average and median values for these two indicators
increased across the participating countries [13]. Improved access to care could be linked
to the increased spending in the centres which rose by 125% per patient between 2018 and
2019 [31]. The centres are also thought to have contributed to reducing access barriers
and improving coordination of care. This was ascribed to provision of services in the
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registration and coordination points and the introduction of care coordination mechanisms,
such as the new role of care coordinator, but care coordination and quality have not
been comprehensively studied. Further, there were essentially no queues and almost
no complaints to the Patient Rights Ombudsman at the centres compared to the control
group [13]. In contrast, access to psychologists and psychotherapists outside of the pilots is
only available upon a referral (although psychiatrists can be seen without a referral) and
waiting times for consultations can be long—about 50 days on average according to 2019
data [32].

In terms of differences between different centres, centres in Group 1 noted an increase
in the shares of their populations receiving mental health care: there was a significant
increase in the provision of non-stationary care, with the number of outpatient and com-
munity services increasing by almost 7%; the number of psychological counselling and
therapy services by 26%; and the number of inhabitants covered by community care by
27%. At the same time, hospitalisations have fallen slightly by just over 3% in the centres in
Group 1. Centres in Group 2 have seen much smaller improvements, often smaller than in
the control group. This has been attributed to the “institutional culture’ dominating in large
psychiatric facilities where Group 2 centres are located; a smaller share of lump-sum financ-
ing compared to Group 1; as well as the lack of organisational and financial separation of
the centres from the structures of the hospital and, related to that, the weak position of the
centres’ managers, among other factors [13].

The new model also seems to have performed well during the COVID-19 pandemic [28,33].
While many psychiatric treatment wards were closed in the initial stages of the pandemic,
mental health centres—thanks to their organisational and financial flexibility—managed to
quickly adapt their operations and switch to remote provision.

4. Discussion

Early results of mental health centre pilots appear to be promising and they have been
perceived positively by the regional medical consultants [16]. More information, including
on care coordination and quality of care as mentioned above and on health outcomes,
are needed to provide a more comprehensive assessment of the new model and inform
any adaptations.

What is worrying is that many centres that have been created so far operate out of
psychiatric hospitals with strong “institutional culture’. Progress towards community care
may be slower in such centres and their location may not be conducive to reducing the
social stigmatisation of mental health patients. The report of the Piloting Office recom-
mended to extend the pilot to other entities, such as those participating in the EU-funded
project “Deinstitutionalization of services provided to people with mental disorders and
diseases” [28]. This project, in operation since 2015, comprises many entities that do not
provide hospital services, including private entities and other non-governmental organisa-
tions, and has also been assessed positively in terms of improving access to mental health
services in the community [34,35]. Inclusion of these entities in the pilot can offer potential
for learning and for transfer of best practices to the centres and can help reinforce shifting
mental care to the community. From 2022, entities without their own psychiatric ward
have been permitted to apply for inclusion in the pilot—this should also help move mental
care to the community and increase take up of the new model across Poland [36]. Based
on the new applications from early 2022, the number of centres included in the pilot is
expected to increase to about 80 in the first half of the year, reaching about 30% of the adult
population [37].

Yet, there are many threats that can undermine the national rollout of the pilot. The
key problem is the extremely limited public financing of mental health services. While the
EU funds may provide the needed financial means to support the deinstitutionalisation
of mental care, the level of national public financing is likely too low to ensure adequate
provision in the long term. However, increasing public spending in this area may be
difficult to achieve given other competing priorities and the relatively low interest of both



Int. |. Environ. Res. Public Health 2022, 19, 5774 8of 11

central and local public authorities in addressing mental health problems (although this
may also be explained by the limited local budgets) [16]. Ambivalent attitudes towards the
reform are particularly notable in regions that are homes to large psychiatric hospitals.

Acute shortages of health workers constitute another major threat. In 2019, there
were 10.2 psychiatrists per 100,000 inhabitants in Poland—much lower than the number
recommended by the National Consultant in Psychiatrics (20 per 100,000; [17]), which
is in line with the EU/EEA average [38]. However, mental health centres’ more flexible
organisational structures which allow them to employ other mental care professionals other
than psychiatrists may to some extent help mitigate the problem of staff shortages.

Initial plans assumed that the piloting phase would last three years, but due to the
outbreak of the COVID-19 pandemic, this was extended until the end of 2022. In mid-
2021, when the pilot was originally meant to end, the team of experts charged with the
implementation of the pilot of community mental health centres also ceased to work and
their operation was not extended. Instead, the Ministry of Health established a new team
charged with the continuation of the reform and development of a new Mental Health
Strategy for 2022-2027. Some health analysts have been concerned by the fact than none
of the original experts were involved, especially since the results of the pilot have been
generally perceived as promising. At the same time, the key strategic documents in the
health sector, the National Transformation Plan for 2022-2026 published in late 2021 [39]
and the framework document “Healthy future. Strategic framework for the development
of the health care system for the years 2021-2027, with a perspective until 2030” [14] along
with the Transformation Plan, postulate the development of community mental health care,
including investments in human resources and infrastructure, and explicitly foresee further
development of mental health centres over 2022-2027. While it remains unclear whether
any additional entities will be included in the pilot in 2022, these strategic postulates seem
to bode well for its national rollout when it comes to an end at the end of 2022.

5. Conclusions

Mental health centres offer a breakthrough in achieving a shift to community-based
mental care in Poland. They provide local populations with an easily accessible entry
point to comprehensive and coordinated mental and related services close to their place of
residence and without a referral. The pilot covers 12% of the adult population and its early
results have been promising: it has led to improved access to non-stationary care as well as
a small fall in hospitalisations. However, its further implementation may be undermined
by the acute health workforce shortages and low financing of mental health services in
Poland and there is some uncertainty about the future direction of the reform. Given the
increasing burden of mental health problems, intensified by the COVID-19 pandemic, it is
now a good time to push for more investment and improving mental health services.
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A new model of complex patient care after acute myocardial infarction (AMI) has been in operation in
Poland since late 2017, comprising invasive treatment, cardiac rehabilitation and scheduled outpatient
follow-up. Its stated objectives are to improve secondary prevention measures, quality of care and long-
term health outcomes in AMI-patients. The model implements all key aspects of post-MI care recom-
mended by the European Society of Cardiology (ESC), representing the first nation-wide model of struc-
tured and comprehensive post-MI care that closely follows ESC guidelines. The aim of this paper is to de-
scribe the background of this reform, its content and implementation as well as to assess its results. Early
outcomes seem promising, with significantly lower mortality rate and lower risk of serious cardiological
events in patients participating in the new model of care compared to patients who were not included.
A comprehensive assessment of the reform will require further clinical data, covering a larger population
and a longer period of time, as well as a holistic analysis of the programme in its wider context, tak-
ing into account potential benefits and cost-effectiveness of improved primary prevention implemented
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outside of this model.
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1. Introduction and policy background

Cardiovascular diseases (CVDs) are the main cause of deaths in
the European Union (EU), accounting for 36% of all deaths in 2016
[1]. Although CVD mortality has been falling in most EU countries,
it remains higher in countries in the central and eastern part of
the EU compared to those in the West [2-5]. Like other countries
in Europe, Poland has also seen declining trends in CVD mortality,
yet the figures remain worse compared to the EU average: in 2016,
CVDs accounted for 45% of all deaths in Poland and standard death
rate from CVDs was 553 per 100,000 people compared to 358 in
the EU on average [6].

Part of the improvement in mortality trends in Poland can be
attributed to investments in cardiac care, including through ded-
icated national preventive and curative programmes, with total
spending on cardiological care increasing over three-fold between
2004 and 2014 [7]. Access to acute cardiological care improved
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Policy and The European Observatory on Health Systems and Policies.

* Corresponding author at: Department of Health Policy and Management, Insti-
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over this period (see for example [8, 9]) as did health outcomes.
For example, the 30-day mortality rate after hospital admission for
acute myocardial infarction (AMI) fell from 14.9 per 100 patients
in 2004 to 7.7 in 2017 and Poland is now regarded as one of lead-
ers in Europe in the field of invasive treatment of acute coronary
syndromes (ACS) [10-11].

Yet, there remain deficiencies in the provision of primary and
specialist outpatient cardiac care, particularly cardiac rehabilita-
tion (CR) as well as primary and secondary prevention. For exam-
ple, according to an official report from 2015, less than a quarter
of Polish patients after myocardial infarction underwent CR, com-
pared to 30-50% in Western Europe [11]. Indeed, national clinical
experts emphasise that deficiencies in prevention and CR are be-
hind the high mortality rates in patients after ACS and some other
unfavourable statistics [11-13]. For example, preventable mortality
from ischemic heart disease in Poland is 25% higher than the EU
average and the rate of avoidable hospital admissions for conges-
tive heart failure is the highest in the EU [14-15]. According to na-
tional statistics, about 10.1% of patients after ACS die within 12
months of hospital discharge [11], which is in the higher end of
the range observed in Europe, where it varies from 4% to 12% [16-
17]. A recent study assessed that more than 1 in 4 Polish patients
discharged home after hospitalization for AMI die within 5 years
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Fig. 1. The optimal model of cardiological rehabilitation and secondary prevention in patients after myocardial infarction in the KOS-Zawat programme. Notes: * Comprises
patient education. ** Telerehabilitation (can be ambulatory-based or inpatient-based). Source: Authors based on [11].

of discharge, highlighting the urgent need to improve CR and sec-
ondary prevention [18].

National experts and key organizations have thus been call-
ing for the introduction of a comprehensive model of cardiac care
and the call has been echoed by the Ministry of Health, the Pol-
ish Agency for Health Technology Assessment and Tariffs (AOTMiT)
and the Polish Society of Cardiology [11, 19-21]. The Society and
the AOTMIT both recommended, in accordance with the guidelines
of the European Society of Cardiology (ESC) [22-23], that the care
pathway for patients after myocardial infarction should not end at
the point of hospital discharge and that they should be followed
up within a comprehensive and coordinated programme of care.

In line with these recommendations, a new model of coordi-
nated comprehensive care for patients after myocardial infarction
(Program Kompleksowej Opieki nad Pacjentem po Zawale Serca, KOS-
Zawat), was laid out in an executive regulation of the president of
the National Health Fund (NHF) of the 19t May 2017 and imple-
mented from the 15 of October of the same year [24]. KOS-Zawat
is believed to be the first structured and nation-wide programme
of comprehensive post-MI care in Europe that closely follows the
ESC guidelines [25]. The Polish experience may thus be of interest
to all countries seeking to improve in-hospital and post-discharge
care for AMI patients, particularly those where the ESC guidelines
are only partially implemented. The aim of this paper is to describe
the objectives, content and implementation of this new model of
care. We also attempt to assess the preliminary results and discuss
the strengths and possible limitations of this model.

2. Policy content

The regulation implementing the KOS-Zawat programme drew
extensively on the documents published by the Polish Society of
Cardiology and the AOTMIT [11, 21]. Its official objectives were to:
improve quality of cardiological care; improve survival rates and
prognosis for patients after ACS; and, more specifically, decrease
the 12-months mortality rate in MI-patients.

The new programme introduced comprehensive, individualised
CR and secondary prevention for MI-patients over 12 months af-
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ter hospital discharge (see Fig. 1). It consists of the following key
elements [26]:

Treatment:

Electrotherapy;

Establishment of an individual care plan by a cardiologist in co-
operation with a medical rehabilitation specialist.
Rehabilitation:

Inpatient or inpatient-based hybrid CR; or

Ambulatory or ambulatory-based hybrid CR.

Monitoring and secondary prevention:

A coordinating (control) visit;

At least three specialist cardiological visits over 12 months
post-AMI in accordance with the individual care plan;

A specialist consultation at the end of the programme.

Individual care plans are designed for patients consenting to
participate in the programme (participation is voluntary) before
they are discharged and the first cardiological consultation should
take place no later than 6 weeks after discharge. Consultations
conducted within the programme comprise educational sessions
on lifestyle modification and coronary risk factor control. Psycho-
logical counselling is also offered. The entire pathway is organised
and supervised by a dedicated coordinator, who is also responsible
for ensuring that medical services are provided in accordance with
the principles of good medical practice and appropriate standards.
The pathway ends with a final specialist assessment, including a
diagnostic test, that provides a summary of the patient’s clinical
status [26-28].

To assure continuity of care, the regulation specifies that only
cardiology centres, i.e., cardiology hospitals or cardiology hospital
wards, that can provide all four elements of care may be con-
tracted to implement this model. To incentivise take-up among
health care providers, the NHF increased the values of contracts for
participating providers: by 15% for cardiology hospitals and by 5%
for university clinical centres and institutes [29]. Further, and more
importantly, the cost of certain treatments offered within the pro-
gramme (second stage Percutaneous Coronary Intervention (PCI)
procedures to achieve complete revascularization; implantation of
Implantable Cardioverter Defibrillators (ICDs) or pacemakers) is re-
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funded without any limitations by the NHF. Finally, providers par-
ticipating in the KOS-Zawat programme receive a bonus payment
for each patient who is able to return to work within 4 months of
hospital discharge.

3. Policy implementation and preliminary outcomes

By the end of 2019, the new programme was implemented in
all but two districts (Swietokrzyskie and Warmifisko-mazurskie).
Yet, participation among health care providers was relatively low
and only about 19 600 patients were covered by the programme
in 2019, i.e., about a fifth of the MI cases in that year [30]. Ac-
cording to the NHF data, out of a total of 139 health care units
contracted by the NHF to treat patients after myocardial infarction,
only 30 participated in the KOS-Zawat programme in 2017, 43 in
2018 and 60 (i.e., 43% of the total) at the end of 2019. There were
several reasons for this low participation rate [31-32]. First, con-
tracted providers have to meet many formal requirements in or-
der to qualify for the programme, for example, they must have a
CR centre within their organizational structures or a signed agree-
ment with a supplier of CR services, which is prohibitive for many
of providers. Second, financial incentives for participation in the
programme offered by the NHF to university clinical centres and
institutes, which treat the most difficult cases, were less generous
than those offered to the cardiology hospitals and may have dis-
couraged some of them from participating. Finally, since October
1, 2017, only health care units that were included in the ‘hospital
network’ could provide services contracted by the NHF [33]. Some
of the private catheterization laboratories were not included in this
network and thus could not participate in the programme [34].

A year after its implementation the pathway was evaluated. A
number of organizational shortcomings were identified by the car-
diologists implementing the programme and other health care ex-
perts and these were subsequently addressed in a new executive
regulation of the president of the NHF issued in February 2019
[24, 26-27, 35]. For example, financial incentives for the university
clinical centres and institutes were increased to the level offered
to cardiology hospitals, leading to higher participation in the pro-
gramme among the former.

On the whole, the programme appears to be viewed positively
by the participating patients. A study of 150 participants from one
university hospital in Opole (in the Opole district), 60% considered
the quality of care within the programme to be better compared to
what was available previously and believed that the components of
the programme were necessary and rated them well or very well
[36].

In terms of clinical outcomes, these have so far been very
promising. In a study of one high-volume tertiary cardiology care
centre in Katowice (in the Silesian district) covering a period of
one year, the 12-month probability of serious cardiovascular and
cerebrovascular events was found to be 40% lower in KOS-Zawat
patients compared to the control group [25, 37]. The study fur-
ther showed that patients participating in the programme showed
much higher adherence to CR: 98% in participating patients vs. 14%
in the control group. A country-wide analysis of the programme
conducted by the AOTMIT covering the first year since its im-
plementation has also been very encouraging. According to these
early results, about 67% of patients included in the KOS-Zawat pro-
gramme received CR compared to 27% among non-participating
patients. Further, participating patients started CR within 11 days
(median) from their hospital discharge while non-participating pa-
tients waited 32 days. These figures point to a significantly bet-
ter access to CR within the programme. Finally, and most impor-
tantly, the 12-month mortality rate in participating patients was
31% lower compared to non-participating patients (4.3% vs. 6.2%;
Fig. 2(a) shows differences in mortality rates in various age groups)
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and the 12-month probability of serious cardiovascular events was
25% lower among participating patients [38]. However, Fig. 2(b)
shows that differences in the 12-month mortality rates between
participating and non-participating patients vary across the dis-
tricts. For example, in the Lubelskie voivodeship, where 40% of the
eligible patients participated in the programme, this difference was
only 1.1%. The differences in reported mortality rates across the
districts have been attributed to the lack of standardised reporting
among health care providers [39].

To reduce selection bias when comparing participants and non-
participants, both studies reported above used propensity score
matching (PSM) using pre-defined demographic criteria and clin-
ical variables. Unfortunately, since both studies are retrospective,
not much is known about patients who refused to participate in
the new programme. Moreover, some interesting information, such
as on medication follow up or duration of CR, has not been col-
lected [25, 37]. However, authors of the single-centre study above
sheds some light about patients who were not covered by the new
programme [16]. They report that patients who declined to par-
ticipate constituted a relatively distinct group compared to those
consented. While almost all patients qualified for in-hospital CR
agreed to participate, patients qualified for out-patient CR reported
more obstacles (e.g., long distance and/or travel difficulties) to par-
ticipating in the programme. They also reported that patients with
milder symptoms were, despite intensive education, more difficult
to convince about the benefits of CR and more reluctant to partic-
ipate in the programme. Another group of patients who often did
not agree to participate were older and fragile patients who were
either unable or unwilling to participate.

4. Discussion

Data on the organization and availability of CR in the EU Mem-
ber States are not easy to obtain. Results collected in the 2009 Eu-
ropean Cardiac Rehabilitation Inventory Survey indicate that some
form of longer-term CR, called phase 3 CR, is available in most
Member States, but its duration varies widely, from 3-12 weeks
(in 6 out of 25 respondent countries) up to life-long (4 countries).
Participation rates also vary (from 4% to 58%) as do patient co-
payment rates (with patient paying the full cost in 13 countries).
In most countries (21), a cardiologist, often in cooperation with an
internist and/or physiotherapist, is responsible for phase 3 CR [11].
It is unclear how this phase is coordinated with phase 1 (hospital
CR) and phase 2 (CR after hospital discharge, usually from 2 to 16
weeks after discharge).

The KOS-Zawatl programme in Poland represents a comprehen-
sive programme of cardiological care post-MI, comprising coordi-
nated acute treatment, complete revascularization, CR (all three
phases of CR distinguished in the European Cardiac Rehabilita-
tion Survey) and monitoring over the course of 12 months post-
discharge. It offers faster access to care, particularly to CR, but also
to treatment given the unlimited financing offered by the NHF for
treatments included in the programme, and improved continuity of
care. While non-participating patients are essentially left to them-
selves to organize their post-discharge care, patients who partic-
ipate in the KOS-Zawal programme are looked after within a co-
ordinated care plan for 12 months post-discharge. The novelty of
the programme lies in how it is organised: it combines all pre-
viously existing but uncoordinated elements of post-MI care into
a single programme. Further, KOS-Zawat is deemed to be the first
nation-wide model of structured and comprehensive post-MI care
that closely follows the ESC guidelines [25]. While the ESC guide-
lines are widely accepted, they are not accurately followed in most
countries [25]. As the early data shows, the results of the pro-
gramme have been very promising. One could therefore posit that
all Polish MI-patients should be included in the programme and
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Fig. 2. Differences* in the 12-month mortality rates in patients included and not included in the KOS-Zawat programme, October 2017-December 2018. Notes: * Calculated
using Propensity Score Matching (PSM); ** %-age of patients included in the KOS-Zawat programme is shown in brackets. Only districts with more than 100 patients

participating in the programme are shown. Source: Authors based on [38].

efforts should be undertaken to increase participation rate both
among health care providers and among patients. Countries where
the ESC guidelines are only partially implemented could also bene-
fit from learning about the Polish experiences with the new model
of care.

Yet, any recommendations to extend the programme in Poland
(or beyond) should be based on a robust analysis of clinical data,
going beyond the first year of programme’s implementation and
involving a larger population of patients. Reporting should be stan-
dardised to ensure that results are comparable across the providers
and districts. This analysis should also examine the effectiveness
of educational interventions provided within the programme in
terms of their actual effects on lifestyle modification and coronary
risk factor control and, if necessary, modifications should be intro-
duced. Recent studies of coronary patients in the EU have shown
that a large majority of these patients have unhealthy lifestyles in
terms of smoking, diet and sedentary behaviour, which adversely
impacts major cardiovascular risk factors [40-41].

So far, not much has been achieved in terms of primary cardio-
logical prevention in Poland. The Cardiovascular Disease Prevention
Program (ChUK) introduced by the NHF in 2008 at the level of pri-
mary health care faced numerous financial and organizational lim-
itations and proved largely ineffective [42]. National audits of pri-
mary health care conducted by the National Audit Office (NIK) in
the early 2000s have pointed out that illness prevention and health
promotion have so far been largely neglected at this level of care
and most recent audits (2017 and 2018) showed little improvement
[39]. However, the new model of primary care organization piloted
since late 2017 under the name PHC PLUS puts renewed emphasis
on health promotion and disease prevention within primary health
care [43]. The goal of the Primary Health Care Act of 2017, which
introduced PHC PLUS, is to gradually reorient health care provi-
sion from inpatient care to outpatient care, and especially to pri-
mary health care and with much more focus on disease preven-
tion and health promotion services as an integral part of primary
health care services. Under this new model, the scope of primary
care services is extended to include comprehensive periodic health
check-ups as well as dedicated disease management programmes
for 11 most prevalent non-communicable conditions in Poland, in-
cluding spontaneous hypertension, chronic coronary heart disease,
and chronic heart failure. It remains to be seen how effective the
pilot is in achieving its ambitious goals and what this means for
the Polish cardiology.
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5. Conclusions and policy recommendations

While the KOS-Zawat programme has increased focus on sec-
ondary cardiac prevention, little is still being done in terms of
primary prevention. Mortality from preventable causes, including
from ischaemic heart diseases, continues to be higher than in
most EU member states. More emphasis on public health and pri-
mary prevention interventions could thus potentially lead to fur-
ther health gains and any comprehensive assessment of the KOS-
Zawat programme should therefore take a holistic approach and
also account for potential benefits (and cost effectiveness) of pri-
mary prevention.

Further, the KOS-Zawat programme is one of the many coordi-
nated care programmes introduced in Poland since 2015 as part of
a wider trend of improving coordination of care in Poland. Exist-
ing coordinated care programmes cover various groups of patients
(e.g., cancer patients, pregnant women) and conditions (e.g., dia-
betes, mental health problems) [33]. Any assessments of the KOS-
Zawat programme should thus take into account its potential inter-
action with other coordinated care programmes and their implica-
tions for patients suffering from comorbidities.

Finally, in 2020 the KOS-Zawat programme has been signif-
icantly impacted by the SARS-COV-2 pandemic and the non-
medical measures, such as self-isolation requirements, that have
been introduced in order to reduce the spread of the virus in the
population. Almost all secondary prevention measures, including
those provided within the KOS-Zawat programme, were halted for
several months and the health effects of this interruption on pa-
tients suffering from cardiovascular diseases are not yet known.
One positive effect of the pandemic may be an increased use of
hybrid CR (i.e., telerehabilitation), which has not been widely used
before, and potentially also a higher adherence to CR regimens in
patients unwilling to undergo CR in inpatient and ambulatory set-
tings.
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Numerous official reports have highlighted insufficient provision of preventive services within primary
health care (PHC) in Poland. Other identified weaknesses include inappropriate referrals to ambulatory
care that contribute to long waiting times for specialist consultations. Since mid-2018, a new model of PHC
organization has been piloted and can be seen as an attempt to address some of these weaknesses. It draws
on the Primary Health Care Act of 2017 and puts much more emphasis on disease prevention and health
promotion within PHC as well as shifts management of common chronic conditions to multidisciplinary
PHC teams. The implementation of this model has been supported by a range of financial and non-
financial measures, including a special grant that helps PHC practices to adapt their IT systems to the
requirements of the pilot. Yet, the overall requirements were prohibitive to most PHC practices and
only 42 were eventually included in the pilot. In this paper, we describe the content of this model, the
difficulties in its implementation and how they were addressed and discuss its possible effects on PHC
and the health system more broadly.
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1. Introduction and reform background

Poland, like many other former eastern bloc countries, inher-
ited a poorly arranged primary health care (PHC) system, with
dominance of narrow specialties and with PHC not being held in
high regard among medical students and practitioners as well as
patients [1]. The concept of family medicine did not exist until the
early 1990s and PHC physicians were mainly specialists in inter-
nal medicine, obstetrics-gynaecology or paediatrics. They provided
care in polyclinics and often lacked diagnostic equipment. Patients
were thus frequently referred on to specialists for conditions which
in western Europe were normally treated within PHC.

Since the collapse of the communist regime, alongside many
other central and eastern European countries, Poland has made
efforts to improve the role and quality of PHC [2]. The scope of com-
petencies of family doctors were drawn in 1991 [3] and became the
basis for developing dedicated training programmes. The first pro-
fessional organization for family doctors — the College of Family
Physicians — was established and specialization in family medicine

* Open Access for this article is made possible by a collaboration between Health
Policy and The European Observatory on Health Systems and Policies
* Corresponding author.
E-mail address: kasia.badora@uj.edu.pl (K. Badora-Musiat).
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was introduced in 1994 [4-6]. In the same year, the government
presented the ‘Strategy for the development of primary health care’,
strongly promoting a widespread introduction of the family physi-
cian model [7,8]. This model was organized around individual or
group physician practices and remains in place today [9,10].

With privatization of PHC practices since the early 1990s, the
standard of PHC care has improved and practices have become
better equipped [9]. The 1997 Act on Universal Health Insurance,
which allowed physicians to contract directly with the sickness
funds (and later with the National Health Fund (NHF)), incentivized
physicians to improve the range and quality of provided services.
The NHF's demands towards PHC physicians have progressively
increased, leading to the formation of a federation of PHC employ-
ers (Zielonogoérskie Agreement) to represent PHC physicians in the
negotiations with the fund [11]. The scope of PHC services was spec-
ified in the 2005 Executive Regulation of the Minister of Health and
includes a range of preventive services, such as indication and diag-
nosis of health risk, health education, advice on healthy lifestyles,
education in hygienic nursing of neonates, education in prevention
of gynaecological diseases. National preventive programmes are
also implemented within PHC, including prevention of cardiovas-
cular diseases, prophylaxis of tuberculosis, prevention of cervical
cancer, prevention of tobacco-related diseases [10].

Yet, analysis work conducted by the Polish Supreme Audit Office
(NIK) has repeatedly pointed to continued weakness of PHC, in par-
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ticular to the insufficient provision of preventive services within
PHC and highlighted little improvement in this area over the years
[12-16]. Other identified sources of PHC weakness include short-
ages of family medicine specialists and PHC doctors in general
(physician density is low compared to other countries in Europe
- 2.4 per 1000 people compared to 3.6 in the EU and only about 9 %
of all physicians work as general practitioners in Poland compared
to 23 % in the EU [10];), shortages of nurses and midwives, and lim-
ited use of modern IT tools [10]. Further, since the capitation fee
is expected to cover also the cost of diagnostics, PHC physicians
sometimes limit the number of provided diagnostic services. This
is regarded as another key weakness as it can lead to inappropri-
ate referrals to (more costly) ambulatory care, contributing to long
waiting times for specialist consultations [17].

In 2015, a dedicated pathway for cancer patients (the so-called
‘oncology package’) and a set of measures to reduce waiting times
(‘waiting times package’) were introduced. These two packages
contained a number of financial and other measures aimed at
strengthening PHC and shifting patients from specialist to primary
care, including: introduction of a ‘prescription visit’ so that patients
who previously had to see a specialist to get a new prescription
could get it from the PHC physician; introduction of PHC gate-
keeping to ophthalmologists and dermatologists, who previously
could be accessed directly; extension of the list of diagnostic tests
that can be provided within PHC; granting nurses the authority
to prescribe certain medicines and diagnostic procedures, issue
referrals to specific diagnostic tests and providing them with addi-
tional remuneration for performing prophylactic services [18]. At
the same time, financial rewards were introduced for specialists
who are quick to diagnose, treat and transfer the patient back to
PHC and financial incentives to encourage day surgery and shorter
hospitalization times [19].

The oncology and waiting times packages have been followed
by the introduction of other coordinated care programmes, which
were part of broader efforts to reduce waiting times [19,20]. Also,
as part of these efforts, in October 2015 the Ministry of Health and
the NHF agreed to test various models of care coordination within
PHC. Three models were developed in collaboration with the World
Bank, focusing on different PHC services and populations [21-23]:
Model 1 involves extending the scope of PHC services to include
selected ambulatory specialist care services in order to improve
coordination of care at the PHC level and to significantly strengthen
provision of preventive services; Model 2 focuses on improving
integration between outpatient and inpatient care; and Model 3
focuses on improving coordination of care for people after hospi-
talization and older people aged 65 +. It was decided that Model 1
will be implemented first and the other models remain so far at the
conceptual stage. The model, called PHC PLUS, was implemented
through a pilot co-financed from the EU funds, in cooperation with
the NHF and the World Bank under the Operational Progamme
Knowledge Education Development 2014-2020.

The Act on Primary Health Care adopted in October 2017, which
came into force on the 15t of December 2017, provides a legal
framework for testing solutions such as those proposed under the
PHC PLUS model. It sets out broad goals and organization of PHC.
According to this Act, PHC teams consisting of a PHC doctor, nurse
and midwife are responsible for delivering PHC services to per-
sons who chose them as their PHC providers. These teams are
also responsible for coordinating patient’s care within the health
system, including prophylaxis, health promotion and education as
well as diagnostics and specialist consultations. The Act encour-
ages the use of electronic and ICT solutions to support coordination
within PHC and between PHC and other providers and allows for
new modes of financing to be introduced to complement capita-
tion payments and support the achievement of the proposed goals,
including lump sum budgets for ensuring coordination of care and
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incentive payments linked to health outcomes and quality of care
[24,25].

The PHC PLUS model tests certain new solutions that are meant
to achieve the goals set out in the Primary Care Act of 2017. In this
paper, we describe the content of this model, its implementation
and discuss its possible effects on PHC and the health system more
broadly.

2. Policy content

The new model of PHC organization was developed with
involvement of many stakeholders, including the Ministry of Health
and the NHF, taking into account current levels of service utiliza-
tion and provider capacity [26], and was broadly supported by PHC
physicians, especially those working in larger PHC entities, and
by patients. It was decided that the model will be piloted in PHC
practices across the country before being rolled out nationwide.

Within this model, PHC is provided by a PHC team consisting of a
doctor and a nurse, and also including health educators, dieticians
and physiotherapists [27]. These new PHC teams are responsible
for coordinating patients’ care pathways, including coordinating
post-hospital treatment and rehabilitation. In addition, entities
participating in the pilot are required to employ special coordina-
tors, who support the patient and the PHC team by ensuring good
information flow between the patient and the PHC team as well
as between the PHC team and any other providers involved in the
care process. Their tasks include assisting patients in setting up
an individual account in a dedicated patient portal, managing an
electronic calendar and sending reminders (via text messages or
emails) about upcoming visits [28]. This role can be fulfilled by a
member of the PHC team, e.g. a nurse, or by a specially trained staff.

An important element of the new model are periodic health
check-ups to which qualifying patients, recruited actively or oppor-
tunistically (Fig. 1), will be invited every five years [29]. The purpose
of these health check-ups is to stratify the population into those
with no identified disease risk factors and those with a suspected
or diagnosed chronic condition. Patients consenting to a check-
up first attend a pre-check-up visit, usually conducted by a nurse,
where basic examinations are conducted, and medical history is
taken. To that end, the pilot introduced a dedicated nursing con-
sultation, giving nurses a greater role in the care process. Based on
this initial check-up, patients are directed to either a basic check-
up, or, if a chronic condition is suspected, to an extended check-up.
PHC doctors will be able to order extensive diagnostic and labora-
tory tests and, if needed, consult (incl. via teleconsultation) with a
range of cooperating specialists. Their competencies have thus also
increased. This was meant to improve access to diagnostic tests
within PHC, improve access to specialist care to patients in the rural
areas, where access to specialists is generally more difficult, and
reduce unnecessary referrals [30].

Patient education on identified risk factors constitutes an inte-
gral part of the check-up visits [21]. Age and gender specific
prevention and educational packages have been developed to that
end. Qualifying patients will be offered Individual Health Plans,
which are largely led by the nurses and focus on educating patients
about behavioural risk factors but may also include psychological
and dietary support.

The scope of PHC services will be extended to include disease
management programmes (DMPs) for 11 most prevalent non-
communicable conditions in Poland (see Fig. 1), which affect about
30 % of outpatients [31]. Consenting patients will follow Individ-
ual Medical Care Plans that are tailored to their health condition(s)
and are established jointly by the PHC team and the patient. Patient
education will constitute an integral part of DMPs.
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Patient recruitment

Pre-check-up visit (physical
and anthropometric
examination, medical history)

Basic check-up (ESR,
morphology, urine,
glucose, lipidogram),
evaluation and advice

Possibility for a PHC doctor to consult a specialist***

-’
I advice
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Extended check-up
(additional di i

tests), evaluation and

T
=

+ Patient s healthy

Patient does not participate in the PHC PLUS pilot; this could be because:

« Patient refuses to participate in the PHC PLUS pilot
+ Patient has a condition for which there is a dedicated care pathway, e.g. cancer care
pathway, or a condition which requires specialist care

/

Fig. 1. Patient pathways in the PHC PLUS pilot.

Note: *1. Type Il diabetes, 2. spontaneous hypertension, 3. chronic coronary heart disease, 4. chronic heart failure, 5. persistent atrial fibrillation, 6. bronchial asthma, 7. COPD,
8. hypothyroidism, 9. parenchymal or nodular, 10. osteoarthritis of the peripheral joints, and 11. spinal pain syndromes
** All patients can qualify, except for those who are healthy; those who do not wish to participate; those covered by a DMP or by a dedicated care pathway, such as the cancer

care pathway.

*** Specialists in the area of diabetes, endocrinology, cardiology, neurology, pulmonology, rehabilitation and physiotherapy.

ESR = erythrocyte sedimentation rate
Source: Authors based on [29].

2.1. Policy implementation

Implementation of the PHC PLUS pilot started on July 1, 2018
and was initially planned to last until December 31, 2019 but this
deadline was later extended until mid-2021 [28]. Initially, 874
PHC entities from among around 6000 PHC units contracted by
the NHF declared their willingness to participate in the pilot [26].
However, this number has fallen drastically after details about the
requirements that PHC entities had to meet in order to partici-
pate in the pilot were published. For example, participating entities
were required to have between 2500 and 10,000 patients on their
active patient list; provide electronic registration of services and an
electronic calendar of consultations; as well as ensure access (for-
mally documented) to specialists in diabetology, endocrinology,
cardiology, neurology, pulmonology and orthopedics, and to reha-
bilitation. These requirements were prohibitive to many, especially
smaller PHC entities.

Some of these requirements, e.g. regarding the number of
patients on the list, were subsequently relaxed to allow a larger
number of PHC entities to apply [32]. Ultimately, only 42 mostly
medium-sized PHC entities entered the pilot [33] (Fig. 2).

A range of financial and non-financial measures have been
introduced to support the implementation of the pilot. The finan-
cial measures include: a special budget for providing coordinated
care for chronic patients, including diagnostic tests and special-
ist consultations; an activity-based budget for providing disease

prevention and health promotion services; incentive payments
for encouraging participation in the check-ups in the catch-
ment population and for issuing e-prescriptions and setting up
patient e-accounts; and a dedicated budget to pay the coordi-
nators [31,34,35]. Quality will also be rewarded: PHC entities
with accreditation certificates will receive higher capitation pay-
ments. In addition, the NHF has introduced a number of health
promotion activities and products to increase public awareness
about the importance of prophylaxis, such as leaflets, dedi-
cated campaigns and portals (e.g. diety.nfz.gov.pl) [35]. Finally,
it is worth mentioning that PHC entities participating in the
pilot can benefit from a technological grant, which covers the
costs of adapting their IT systems to the requirements of the
pilot [36].

Soon after the implementation of the pilot started, it was rec-
ognized that small PHC units, especially rural ones, with poor
infrastructure and poor links to specialist services had difficulties
meeting the requirements of the pilot and did not qualify (or even
apply) [37]. Since the majority of PHC entities in Poland are small,
this was seen as a major drawback. In response, in early 2019, the
Polish Integrated Care Foundation, the Zielonogdrskie Agreement
Federation, the College of Family Physicians and the Polish Society
of Family Medicine developed an adaptation of the PHC PLUS model,
called ‘PHC OK’, which is more suited to the realities of smaller PHC
units and which will be implanted in parallel to PHC PLUS [38,39].
One of the key differences is that PHC OK covers patients diagnosed
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Fig. 2. PHC entities participating in the PHC PLUS pilot and their characteristics, 315t January 2019.

Sources: Authors based on [31,33].

with only five most common chronic conditions compared to 11
conditions covered under PHC PLUS.

It was further acknowledged that severe shortages of health pro-
fessionals working in PHC, particularly in rural areas, constitute
a major threat to the implementation of the pilot. In response to
this, in August 2019, the president of the NHF introduced certain
measures aimed at attracting young physicians to PHC: physi-
cians who have passed the State Medical Examination have been
permitted to practice in PHC units without having completed or
even commenced their specialization and physicians undertaking
employment in rural areas have been granted a monthly lump sum
of PLN 5000 in addition to their regular pay [34,40].

The NHF monitors implementation of the pilot by collecting
selected statistics, including on health professionals involved in
the pilot (type, number), patients (sex, age, total number, num-
ber of patients with chronic conditions(s), number of patients
participating in DMPs by type of condition, number of patients
receiving physiotherapy); provision of services (number of pro-
vided check-ups, including extended check-ups and types of
provided diagnostic tests, number of educational visits, number
of specialist consultations). Other information, such as who per-
forms the function of care ‘coordinator’ within the pilot is not
currently known and will only be investigated in future surveys.
Quality of care, including patient satisfaction, will also be evalu-
ated in future surveys, with an overall assessment of the pilot (with
the involvement of the World Bank) planned for mid-2021. The
results of this assessment will inform plans for the national rollout
[41].

In terms of the results so far, by the end of May 2020, about
35,000 people out of the 176,000 who were eligible (out of a total
population of about 280,000 people covered by the PHC entities
participating in the pilot), received a check-up, which is close to 90
% of the target number set in the contracts by the NHF [30]. This
number is satisfactory given the time remaining to the end of the
pilot, even if its implementation has been largely halted due to the
outbreak of the novel coronavirus in early 2020 [42]. About 44 % of
people who underwent a check-up were diagnosed with a chronic
condition. A total of about 29,000 patients were covered by a DMP
[43].

In 2020, the implementation of the model was indirectly
supported by the NHF making available additional funding for
‘informatization’ of PHC practices. This financing can be used for
purchasing IT devices and software to support implementation of
electronic medical records and for processing and storage of such
documentation [44].

3. Discussion

[lIness prevention and health promotion have so far been largely
neglected within PHC in Poland, which has been highlighted in
numerous official reports. The new model of care piloted since
mid-2018 is expected to gradually reorient health care provision
from specialist care to PHC and put much more emphasis on dis-
ease prevention and health promotion services as an integral part of
PHC services. To that end, the model introduced a complex assess-
ment of the patient at the PHC level and shifts provision of certain
diagnostic tests and specialist services and management of certain
chronic conditions to PHC, including, through extending the com-
petences of both PHC doctors and nurses. This is supported by a
range of financial and non-financial incentives.

Within two years, about 29,000 patients were covered by
DMPs within PHC. This is regarded as a positive outcome, as the
same patients could have otherwise been treated within the more
expensive specialist ambulatory care [45]. Initial skepticism about
healthy patients being reluctant to attend the check-ups and var-
ious visits appears to not have materialized [46]. However, taking
medical histories and filling out extensive check-up forms does
require a lot of time and has been seen as a burden that is sometimes
superfluous and there have been calls to downscale it [47].

Going forward, the assessment of the pilot should go beyond the
basic statistics above and carefully evaluate health benefits of the
periodic check-ups, which funnel initially asymptomatic people to
DMPs. This should be done in the light of the extensive literature on
the effectiveness of such health checks that finds little evidence on
their benefits and much evidence of harm and overuse of diagnos-
tic and therapeutic interventions [48]. Likewise, educational visits
provided within the pilot are hoped to lead to positive behavioral
changes in the population - it should be evaluated if these changes
actually materialize and, if needed, adaptations should be made.

Yet, it must be underlined that the implementation of the PHC
pilot and its subsequent adaptations constitute a major innova-
tion in implementing health care reforms in Poland. It is one of
the few instances where a reform is being preceded by a testing
phase and because efforts are being taken to ensure that the pilot
is representative and suitable to the Polish context.

4. Conclusions

Whether the ambitious goals of the PHC reform will be met will
not be easy to assess on the basis of the PHC PLUS pilot, given that
small PHC entities, which dominate PHC provision in Poland, are
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severely underrepresented in the pilot, and after only two years of
its implementation (the pilot is due to end in mid-2021). Further,
with only 42 entities participating, it will be difficult to draw any
conclusions that could be generalized on the national scale.

Yet, countries such as the USA, UK, Canada, New Zealand,
Australia, France and China, where similar models of care are
in place, have expressed interest (probably partly thanks to the
involvement of the World Bank) in studying certain aspects the
Polish pilot, such as its effects on improving coordination between
health care providers and on disease prevention [49]. Across the
OECD countries, a number of promising, mostly local or small scale,
innovations in PHC are currently taking place, of which the most
promising appear to be the creation of new configurations of care,
with multiple professionals, supported by IT, working in teams to
enable seamless coordination of care and pro-actively engaging in
preventive care [50]. The Polish experience with the PHC PLUS pilot
can thus also provide some lessons for these countries.

More broadly, learning about the Polish experience can be of
interest to other countries who seek to strengthen the role of PHC.
Interest in strengthening PHC is shared among countries and is
in line with the increased recognition of the importance of PHC
in Europe and globally [51,52]. This importance was first under-
lined in the Declaration of Alma-Ata from 1978 and later revitalized
in Astana in 2018 [53], which repositioned PHC as the most cost
effective, inclusive means of delivering health services to achieve
sustainable development goals (SDGs). Most recently, the impor-
tance of strong PHC came to the fore in the global response to the
COVID-19 pandemic, where PHC took up much of the provision of
essential services to non—COVID-19 patients [54].
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Although countries in central and eastern Europe (CEE) have relatively younger
populations compared to the West, their populations are often affected by
higher prevalence of chronic conditions and multi-morbidity and this burden
will likely increase as their populations age. Relatively little is known about how
these countries cater to the needs of complex patients. This Perspective piece
identifies key initiatives to improve coordination of care in Czechia, Hungary,
Poland, and Slovakia, including some pioneering and far-reaching approaches.
Unfortunately, some of them have failed to be implemented, but a recent
strategic commitment to care coordination in some of these countries and the
dedication to rebuilding stronger health systems after the COVID-19 pandemic
offer an opportunity to take stock of these past and ongoing experiences and
push for more progress in this area.

KEYWORDS

chronic disease, multi-morbidity, care coordination, integrated care, Czechia,
Hungary, Poland, Slovakia

Introduction

More than one out of three adults in the European Union (EU) report having
a long-standing (chronic) illness or health problem, and an increasing proportion of
the chronically ill people suffer from multi-morbidity, having two or more chronic
conditions (1, 2). Multi-morbidity is most common among older people, with reported
prevalence of up to 65% in people aged 65+ and up to 85% in people aged 85+ (2, 3).
Increasing life expectancy means that the number of people afflicted with multiple health
problems is likely to increase too.

Due to a variety of socio-economic, technological, demographic, and epidemiological
factors, these problems have been more pronounced in Western Europe, leading to
the emergence of various strategies and approaches to improve care for people with
chronic conditions (2). So far these have been focused on specific diseases and medical
specialties, including type 2 diabetes, asthma/chronic obstructive pulmonary disease
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(COPD), cardiovascular diseases, cancer, and mental health
problems, and hardly any have targeted multi-morbidity (2, 4).
However, a variety of approaches has emerged to improve the
organization and coordination of care for patients with complex
chronic health needs, often involving primary care practices and
focusing on multi-professional cooperation to better manage
individual cases (2).

Countries in central and eastern Europe (CEE) have
relatively younger populations compared to the West, but their
populations often report higher prevalence rates of chronic
conditions, such as diabetes, asthma, COPD, hypertension,
and depressive disorders, and of multiple conditions (2), and
population aging means this burden may further increase.
Relatively little is known about how (and even if) these
countries are responding to the changing disease patterns and
the increasing burden of chronic diseases and multi-morbidity.
In this context, this Perspective piece seeks to review the key
efforts undertaken in Czechia, Hungary, Poland, and Slovakia
in response to the rising prevalence of chronic conditions in
their populations.

The hasty return to social health
insurance after 1989

Health systems of Czechia, Hungary, Poland, and Slovakia
followed similar historical trajectories. All four established
Bismarckian-style social health insurance systems in the second
half of the 19t century (5-8). After the Second World War,
all four adopted the Soviet-style centralist system of state
health care financed from general taxation, only to return to
the Bismarckian model as quickly as possible after the fall of
Communism. However, the 45 years spent under the Semashko
system have left a legacy that is still visible to this day, including
the relatively large numbers of hospital beds and the relative
weakness of primary health care (PHC).

Under the Soviet model, health care was usually delivered
by physicians with narrow specializations and provision was
dominated by hospitals (9). Public polyclinics were the
cornerstone of health care provision in the community, uniting
primary and outpatient specialist services in one location and
serving specified geographical (mostly urban) areas (10). The
advantage of this set up was immediate access to specialists for
the patients and opportunities for closer cooperation between
primary and secondary care physicians. However, co-location of
services was not accompanied by corresponding coordination
mechanisms and this, together with the outdated facilities
and equipment and low salaries, meant that care provided
in polyclinics was of poor quality (10). Despite some initial
health gains, mainly driven by the eradication of epidemic
diseases thanks to the laboratory-based SANEPID (sanitary-
epidemiological) service, the system proved unfit to cope with
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new challenges, including the rise of lifestyle-related non-
communicable diseases (11).

The hasty return to social health insurance after 1989 was
largely motivated by politics and ideology (9, 11, 12). It was
accompanied by wide-ranging reform efforts, which included
decentralization of health care administration, reducing the size
of the hospital sector, expansion of private provision, especially
in PHC, development of family medicine and general practice,
changes in provider payment (with introduction of capitation
payment in PHC and diagnosis-related groups (DRGs) in
hospital care, counting among the key changes), strengthening
of public health and improving quality of care (9). The speedy
departure from the Soviet model meant that what came next
was not always well thought through and some aspects of
the old system, which perhaps could have been capitalized
on and improved, were outright abandoned. For example,
the dissolution of the centrally managed polyclinics resulted
in many independent solo practices and ran counter to the
trend to establish group practice and improve coordination
between primary, specialist, long-term care and public health
services that was emerging in much of western Europe (9).
To this day, primary care remains relatively weak in many
CEE countries, with narrow roles (e.g., limited use of minor
surgery and diagnostics) and less prestige compared to specialist
care, which, combined with limited gatekeeping, means that
it is often bypassed in practice [see e.g., (5-8, 13)]. At the
same time, the introduction of capitation fee as the main mode
of payment for PHC has been blamed for under-provision of
primary care services, and a rise in referrals to specialist care,
while the introduction of DRGs in hospital care was criticized
for obstructing coordination (9). At the start of 1990s, the health
systems in CEE were largely based on an acute, episodic model
of care concentrated in hospitals and were ill-equipped to deal
with chronic diseases and multi-morbidity (9), and the reforms
of the early the 1990s did little to rectify this situation. This does
not mean, however, that the problem was not recognized, and
all four countries have made attempts to optimize care pathways
for patients with multiple chronic conditions.

A pioneering but failed care
coordination initiative in Hungary

Hungary’s Care Coordination System (CCS), introduced
in 1998, was a truly pioneering initiative in the area of care
coordination, not only in Hungary but also at the European
level. The idea behind the CCS was to provide financial
incentives to health care providers to coordinate their activities
across levels of care for a population living in a geographically
defined area (initially up to 200,000 people) (4, 14, 15). Hospitals,
independent polyclinics, or groups of family doctors could
become care coordinators and manage a virtual budget, based
on weighted capitation, set by the National Health Insurance
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Fund Administration (NHIFA). If, at the end of the year, the
total cost of provided care was lower than this virtual budget,
the coordinator would receive the difference and could use it
for investments or other purposes (e.g., to increase salaries). To
achieve maximum efficiency improvements and cost savings, all
types of care coordinators had to collaborate with other health
care providers in their region (social care providers were not part
of the initiative but involving them was not prohibited either) to
optimize patient pathways, for example by ensuring provision
of appropriate outpatient care to reduce avoidable hospital
admissions. Patients retained the right to choose providers
outside of the CCS, but all payments made to these providers
would be deducted from the virtual budgets. This limited
incentives for the CCS to achieve savings by undertreating
patients and meant that coordinators had financial responsibility
for care received by all patients in their area, including care
received outside of the CCS.

Various case management models were developed within
the CCS to achieve savings. Both hospitals and independent
polyclinics reported their activity data to the NHIFA for
reimbursement purposes and care coordinators, using patients’
social insurance identification numbers, could retrospectively

10.3389/fpubh.2022.1082164

reconstruct and optimize care pathways at the level of individual
patients. At the same time, existing disease management
programmes (DMPs) were also embedded into the CCS.
These were originally developed with the support from the
pharmaceutical or medical devices industries and were provided
either within specialist outpatient units (e.g., diabetes care)
or in dispensaries (e.g., in pulmonary dispensaries for asthma
care). Coordinators would identify high risk individuals and
include them in DMPs. Self-management was also encouraged
within the CCS, with patient education and 24/7 consultation
services provided by highly qualified nurses, including within
the specific DMPs. As such, the CCS model was very
comprehensive, catering to population groups of varying
degrees of need, from supporting disease prevention in the
general population to supporting individuals with highly
complex needs, akin to the Kaiser Permanente approach
in the USA and other population-based initiatives (16, 17)
(Box 1).

The model was gradually rolled out to cover over 2.2 million
inhabitants (over 20% of the population) by 2005. However,
reform priorities soon changed and the new government (2006
2010) focused on introducing managed competition in the

layer).

management
(highly complex
patients)

Disease management
(high-risk patients)

Supported self-care
(70-80% of people with chronic conditions)

Population-wide prevention

BOX 1 Coordinated care initiatives in Czechia, Hungary, Poland, and Slovakia according to the risk profiles of the populations they serve.

Kaiser Permanente is a US non-profit health maintenance organization with a long track record in improving integration of health services (16). This is supported by
tailoring provision to the needs and risk profiles of different groups of patients, as depicted in figure below (the so-called “Kaiser Triangle” or “Kaiser Pyramid”). There
is thus a strong emphasis on disease prevention for the entire population (bottom layer of the triangle) and self-management (second layer); disease management
and care pathways are available for patients with common conditions (third layer), and case management is offered to patients with the most complex needs (top

Comparison of care coordination initiatives is not easy, including because similar programmes can use different nomenclatures in different countries. The Kaiser
Triangle described above offers a simple framework for comparing these initiatives, by focusing on the different populations they serve that correspond to the
different layers of the triangle. Some of the key care coordination initiatives pursued in Czechia, Hungary, Poland, and Slovakia, are shown in the figure below.

Key coordinated care initiatives in Czechia, Hungary, Poland, and Slovakia mapped onto the Kaiser Triangle. Source: Authors based on (17).

DMPsin

Hungary; Approach followed by Kaiser
'COmplex’care L_ Permanentein the USA: CCS pilot
programmes’ in Hungary (1998-2008); PHC

in Poland PLUS pilot in Poland (2018-2021)
Initiatives to
strengthen
primary carein
all four
countries (with
potential to

also cover
disease
management) _ |
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public health insurance system by replacing the NHIFA with
multiple, partially private health insurers that were expected to
compete for enrollees on the quality of services (6). This did
not preclude the continuation of the CCS model, per se, but
the government preferred to give the responsibility for care
coordination to the private health insurance companies who
could then implement coordination tools of their own choice.
Political attention shifted to this new model, and despite the
fact that the introduction of managed competition was turned
down in a national referendum and eventually abandoned, the
CCS was no longer pursued either and discontinued by 2008.
Although the existing 16 CCS care coordinators (6 hospitals, 5
polyclinics, and 5 GP groups) supported the continuation of the
model, both the government and the opposition were against the
CCS which allowed care coordinators to retain achieved savings
that were coming from an already tight health care budget.

Similar ideas were later pursued under the term “health
coordination” (to make it distinct from the original “care
coordination” and thus politically acceptable) within a European
Union (EU) funded project implemented in 2014-2015. A
conceptual framework for reintroducing care coordination was
developed, complemented with health coordination guidelines
and protocols. Health coordination offices were to be established
at the level of micro regions, each covering approximately 50,000
inhabitants. These offices were meant to be initially separate,
but the plan was to eventually locate them within health care
providers (like in the CCS model) once the implementation
of the model was approved. Unfortunately, another change in
government meant that the proposals were again shelved. Some
of these ideas were picked up in the primary care reform, which
started in 2013 (see below), but these were much less far reaching
compared to the “care coordination” and “health coordination”
models described above.

Efforts to strengthen primary care

In all four countries, reforms aimed at strengthening
PHC have been high on the policy agenda since the fall of
Communism (9). Internationals agencies, such as the World
Bank, the World Health Organization (WHO), and to a lesser
extent the European Commission (EC) and bilateral donors,
supported several initiatives designed to strengthen PHC in the
region. Reforms of PHC continue, recently focusing more - at
least in some countries — on shifting away from the solo practices
and toward larger, multidisciplinary practices, which to some
extent resembles the polyclinics model from the Soviet era (18).

The cornerstone of the primary care reform in Hungary,
which was piloted between 2013-2017 with funding from the
Swiss Contribution, was the horizontal integration of solo GP
practices (usually composed of a doctor and a nurse) into group
practices, comprising six or more single practices and with the
additional involvement of other health professionals, such as
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dieticians, physiotherapists, public health experts and health
mediators (19, 20). The integrated group practices retained
their financial and organizational independence, but received
extra funding to employ additional health professionals and
provide more preventive services. The initiative was continued
after the pilot ended in 2017, and in 2021 a national rollout
started, also supported with additional funding. Pediatricians
and dentists are now also allowed to join the group practices
and higher funding is available for practices that opt for closer
cooperation. The latter involves preparing a competency map
and developing a plan for improving skills, equipment, and
infrastructure in the practice, and providing additional surgery
hours dedicated to prevention, and extra services, such as
diagnostic tests, screening, and telemedicine. Case management
and complex disease management programmes are not yet part
of this initiative.

In Slovakia, a complex primary care reform plan was
introduced in 2014 with the goal of overhauling the organization
of primary care by 2030 (8). The plan was based on a proposal
by the EC’s Expert Panel that recommended to establish larger
PHC teams or networks, resembling smaller polyclinics. These
were referred to as Integrated Care Centers (ICCs) and were
meant to integrate providers of outpatient care services by
physically bringing them under one roof. This included PHC
physicians, dentists, and gynecologists, at the minimum, and
could also include other specialists and providers of social and
public health services, depending on local needs. The Centers
thus have the potential to become a one-stop shop for primary
care services including basic diagnostic, preventive and social
care services, providing continuous care for chronic patients and
easing the burden on acute care hospitals (8). So far, progress
has been slow, not least because practical implementation
details have not been worked out. Eventually, in 2022, the
Ministry of Heath developed a concept document for primary
care, outlining the roles, processes (including coordination of
tasks), competencies, and education of PHC doctors and nurses,
financing and payment mechanisms, to provide the basis for
strengthening of PHC in Slovakia. Once this document has been
formally approved, implementation details will be progressively
specified in dedicated guidelines.

An ambitious model of PHC reorganization was piloted
in Poland between 2018 and 2021. The pilot, partly funded
by the World Bank, sought to support development of
multidisciplinary PHC teams, that besides a doctor and a
nurse were to also include health educators, dieticians, and
physiotherapists. While integration of solo GP practices into
group practices (like in Hungary and Slovakia) was not explicitly
encouraged, the pilot was more suited to larger practices, e.g.,
in terms of having established collaborations with specialist
and in terms of ICT infrastructure, and few smaller practices,
which dominate the Polish PHC landscape, met the formal
requirements to join the pilot. The new model put much
emphasis on health promotion and disease prevention, not only
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by including health educators and dieticians in PHC teams, but
also by introducing periodic check-ups for qualifying registered
patients (21). It also sought to increase the role of GPs in
the management of chronic conditions by introducing DMPs
for 11 most prevalent conditions in five areas (cardiology,
diabetology, pulmonology, endocrinology, and rheumatology
and neurology), including for diseases such as type 2 diabetes,
chronic coronary heart disease, asthma, and COPD. It aimed
to reduce referrals to specialists by allowing GPs to order
extensive diagnostic and laboratory tests. If needed, GPs could
consult with a range of cooperating specialists, while retaining
the responsibility over the patient. Consenting patients would
follow Individual Medical Care Plans that are tailored to their
health condition(s) and are established jointly by the PHC team
and the patient - the programme thus included elements of
case management too (the top the Kaiser Pyramid; see Box 1).
PHC teams were made responsible for coordinating patients’
care pathways, including post-hospital treatment, with a new
role of care coordinator introduced to that end. After the pilot
was concluded, a national rollout was not pursued but the
tested solutions are instead being implemented gradually and
on a partly voluntary basis. Thus, in December 2021, all PHC
practices were mandated to hire care coordinators, and in July
2022 the competencies of PHC doctors were extended to allow
them to order a larger range of diagnostic tests. In October 2022,
voluntary care coordination was introduced in four areas (as
above but without rheumatology and neurology), with improved
access to diagnostics and specialist consultations in these
areas. This is in line with the World Bank’s recommendations
and is hoped to allow less-ready practices to learn from
early implementers.

Poland also has various complex care programmes aimed at
improving coordination of care for various diseases or groups of
patients, which have been implemented over the past 15 years
[see Table 1 in (22)]. However, some of these programmes are
quite narrow, focusing mainly on diagnostics and specialist care,
with only a few encompassing prevention and primary care
services, or social care. The National Oncology Network, piloted
since 2019, and the National Cardiology Network, piloted since
2021, have the ambition to offer a comprehensive range of
services, from primary prevention to care for the most complex
patients in their respective clinical areas, and to concentrate
provision of highly specialist services in order to improve their
quality. However, the role of PHC in the Oncology Network pilot
has so far been minimal, even though many cancer patients in
Poland are diagnosed too late to be successfully treated (23).

In the 2000, an initiative that was similar to the Hungarian
CCS model emerged in Czechia, but on a much lower scale
than in Hungary, and showing more resemblance to UK’s
GP fundholding. Some regionally based health insurers gave
their contracted GPs financial responsibility for selected, mainly
outpatient health services consumed by their patients. The GPs
were given virtual budgets to manage and could retain part
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of the savings if their average cost per patient was lower than
the insurer’s risk-adjusted average cost per member. These so-
called “managed care projects” were administered by private
parties contracted by the health insurers, and as part of the
managed care support, GPs received regular feedback on their
patients’ care consumption and their own prescribing behavior,
including how they compared to other GPs. The project had
no central support and since it was not easy to achieve savings
(the risk-adjustment formula on which the GP budgets were
based was not well developed, and since there is not gatekeeping
in the Czech system, patients could opt to see a specialist
other than the one they were referred to by their GP) most
participating health insurance funds have abandoned it by late
2000s. Nevertheless, some insurers still use benchmarking to
compare their contracted GPs.

More recently, the Czech Ministry of Health has
prioritized promoting primary care services by broadening
the competencies of the GPs. Thus the remit of primary care
has been progressively expanded, and since 2019 Czech GPs
have been made responsible for patients with stabilized type
2 diabetes and patients who have recovered from cancer, and
since 2020 for pre-diabetes care and early dementia detection.
Provision of prevention, including vaccinations, and screening
are also being incentivised with fee for service (FFS) payments,
which now account for close to 40% of GPs’ incomes (24), while
the capitation rate has been progressively increased since the
late 1990s.

Similarly to Poland, Czechia has also sought to concentrate
provision of highly specialized care. Between 2008 and 2011,
dedicated care networks for cancer, stroke, and cardiovascular
disease patients were established, mainly covering specialist
inpatient care (24, 25), and these have been further improved
over the past decade. For example, Regional Oncology Groups
were set up in 2017 to improve provision of cancer care, and
the previously established Comprehensive Oncology Centers
were charged with coordinating the full spectrum of cancer care
within their regional group, including palliative care and home
care services. Since 2019 the GPs have been included in these
regional networks, after gaining responsibility for recovered
cancer patients (see above) (24).

Care coordination as a strategic
objective

Improving coordination of care is a relatively new objective
in the strategic health system documents in the four countries.
In Poland, it was only recognized as a strategic goal in 2021.
The strategic framework document titled “Healthy Future.
A Strategic Framework for the Development of the Health
Care System for 2021-2027, with a perspective until 2030
(26) postulates establishing new models of coordinated care,
including for older people and for people with mental health
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conditions, and structures, such as the National Oncology
Network and the National Cardiology Network. Introduction of
care coordinators within PHC, was also explicitly mentioned and
it was already implemented at the end of 2021.

In Czechia, improved care coordination is one of the
strategic goals of the Strategic Framework for the Health Care
Development titled “Health 20307, which was first adopted by
the Czech government in 2019 and later updated in 2020 in
response to the COVID-19 pandemic (27). The Framework has
seven priority areas, including continuation of the ongoing PHC
reforms described above, implementation of coordinated care
models, integration of health and social care, and development
of community mental care.

In Slovakia and Hungary, care coordination was prioritized
some years earlier - in 2013 in Slovakia and in 2011
in Hungary. Like now in Czechia, the main priority in
Slovakia was to strengthen the role of PHC (28). The
current government manifesto, approved in 2020, also supports
improving coordination of care, including between health and
social care sectors (29). In Hungary, the Semmelweis Plan from
2011 (30) was the first comprehensive strategic health policy
document that addressed the question of the management of
patient pathways across service providers. Interestingly, the
earlier CCS reform has been a “stealth” reform, initiated by a
wealthy businessman from a small town near Budapest, and
later taken up by the Ministry of Health (31). However, with
the exception of the PHC reform piloted in 2013-2017, which is
currently being rolled out at the national scale, efforts to improve
care coordination have been largely abandoned after 2014.

Discussion and conclusions

The concept of health systems resilience and how to improve
it in practice have recently received increased attention both
among health systems analysts and policy makers. This is mainly
due to the occurrence of sudden and acute system shocks,
such as the financial crisis and the COVID-19 pandemic, but
more gradual strains and stresses, such as the rise of multiple
chronic conditions, will also affect health systems resilience over
time. Nevertheless, adapting to the changing disease patterns
is by no means straightforward for several reasons. First, the
fast pace of technological development demands increased
specialization, while patients with multiple chronic conditions
require integrated service provision across types and levels of
care and sectors, such as health and social care. Second, care
coordination is an elusive concept, with multiplicity of (often
overlapping) terms, and its analysis is often overcomplicated
with very broad frameworks, such as the one developed by
the SELFIE (Sustainable integrated chronic care modeLs for
multi-morbidity: delivery, FInancing and performancE) project
(https://www.selfie2020.eu). Much simpler frameworks, such as
the Kaiser Triangle used in this Perspective, can help map the
various reforms by focusing on which population groups and
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health needs these initiatives attempt to cover. Third, long-term
changes such as care coordination require long-term planning,
and this is often obstructed by election cycles and politics.
Fourth, fiscal decision makers often focus on achieving short-
term cost savings; however, improving care coordination, while
potentially decreasing costs by eliminating unnecessary services
and reducing avoidable hospitalisations, can also increase health
care costs by uncovering and addressing previously unmet
needs. Focusing more on primary prevention, as the Kaiser
model and some of the more comprehensive care coordination
programmes do, can decrease the costs, albeit only in the (very)
long term. Fifth, health care is a very complex and politically
sensitive area from the perspective of high-level decision makers,
and there seems to be a reluctance among the CEE politicians to
experiment with new ideas, which have not been tried in other,
more affluent countries in the West.

These are only some of the factors behind the mixed
picture that we have found while analyzing coordinated care
initiatives in Czechia, Hungary, Poland, and Slovakia. The
former communist countries of Central and Eastern Europe
are often considered to be lagging behind Western Europe in
terms of health reforms, but the efforts we have identified here
show that it is not the lack of innovative ideas that set health
systems in the East and West apart, but rather the political
and technical feasibility of the pursued policies. While Hungary
and Poland have pursued more far-reaching coordinated care
initiatives compared to Czechia and Slovakia, these efforts have
so far failed. This was because of politics and changed priorities,
or because the reform was too ambitious for the realities on the
ground, such as the PHC PLUS reform in Poland, which was
unsuited for small PHC practices that dominate in the country.
Perhaps consulting with the Polish PHC doctors on the details of
the reform would have helped achieve a more realistic pilot. In
Czechia for example, the successful implementation of increased
GP competencies has been ascribed to the efforts by the Ministry
of Health to secure support from the professional association
and medical societies affected by the reform.

Financial reasons have likely also played a role: health
spending in all four countries is comparatively low among
the EU countries (both in per capita terms and as %-age
of GDP), and relatively little is spent on PHC, with the
latter partly a reflection of the dominance of specialist
care but also of the low numbers of PHC physicians.
However, positive developments have been noted, both
in terms of increasing the overall health spending and
the remuneration and financial incentives for primary
care doctors.

All four countries continue to pursue incremental reforms
to strengthen PHC, and although these may be less far reaching,
they nevertheless have potential to make a big difference
to the lives of patients suffering from chronic diseases and
prepare the ground for more ambitious reforms. Efforts to
concentrate provision of specialist care in dedicated networks
pursed in Czechia and Poland also have the potential to
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involve PHC providers and further bolster PHC in these
countries. Strengthening care coordination has been recognized
as a strategic priority in all four countries and the Recovery
and Resilience Facility that was set up to aid EU Member
States in the recovery from the COVID-19 pandemic, can
now be used to support the realization of this goal. It is
now a good time for Czechia, Hungary, Poland, and Slovakia
to take stock of what has been tried so far, including
revisiting the failed initiatives and reforms pursued in other
countries, and use it as an opportunity to better prepare
to meet the changing health needs of their populations.
Paying more attention to the technical and political feasibility
of innovative ideas could be the game changer for future
health reforms.
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