HEALTH CARE PLANNING IN SLOVENIA
Robert G. Dyck

I. INTRODUCTION

Two of the most important current dimensions of health
planning and administration in the Republic of Slovenia
are the regionalization of its health services and the
recent amalgamation of its health insurance programs for
workers and farmers. Slovenian health services and
health insurance programs first were organized in the
post-war government on a regional basis in 1951. Sep-
arate health insurance programs for workers and farmers
existed, however, until the referendum of 1972 which
led to the first combined health insurance system in
Yugoslavia, initiated in 1973.

Although Slovenia's population of 1.8 million is
relatively small in comparison with larger republics
such as Croatia and Serbia, Slovenia is the most socio-
economically advanced of all the Yugoslav republics. It
often plays a pivotal role in the development of new pol-
icy approaches elsewhere in Yugoslavia, in health as in
other fields. Thus the Slovenian developments considered
in this article are important not only in their own
right but also in terms of their implications for health
policy in other parts of Yugoslavia.

For example, the Autonomous Region of Vojvodina also
has adopted a regional approach for its Institute of
Health Protection, located in Novi Sad. Regional and lo-
cal health services are integrated on a regional basis
with the activities of the Imnstitute of Health Protection
and also with the social insurance program.1 The Insti-
tute of Health Protection for the Banja Luka (northern
Bosnia) area operates in much the same way as the Slo-
venian institutes of health protection, although insur-
ance for workers and farmers is not combined.? The Re-
publics of Croatia and Serbia have been interested in the
regional approach developed in Slovenia and also in com-
bined health insurance, but neither yet has been able to
develop analogous approaches, although Croatia is divided
into several large but essentially independent regions
for health purposes. Both republics have sent political
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and professional representatives to review Slovene prac-
tices, but both have farming populations too large to
switch easily to a combined insurance system.®

The purpose of this article is to examine the impli-
cations of regionalization and combined health insurance
in Slovenia with reference to likely future developments
in Yugoslavia, as well as its applicability to other
countries. Particular attention is given to implications
for preventive health programming, which is historically
important in Yugoslavia because of the revolutionary or-
ganizational work of Andrija Stampar. Attention also is
given to implications for the functional integration of
health, environmental protection and regional development
programs, and to the evolution of a more generally feder-
alistic approach to government in Yugoslavia.

IT. GENERAL BACKGROUND

Since the major Federal constitutional changes of
1971, each of the six Republics and two Autonomous Re-
gions of Yugoslavia have had their own individualized
health services and health insurance programs. Prior to
this time, it was possible to speak of Yugoslav health
services, as in an article by C. Vukmanovié, Director of
the Federal Institute of Public Health." During the
1971-1973 period the Republics increasingly became auton-
omous and individualistic in the organization and admin-
istration of all their internal affairs.

It is necessary to understand two fundamental dimen-
sions of all current social organization in Yugoslavia in
order to grasp the significance of regionalism in Slo-
venia. One is that the principle of '"workers self-man-
agement,'" first inaugurated in industry in 1951, is oper-
ative in all social organization. This means that work-
ers in all types of organizations freely determine organ-
izational objectives, methods of carrying them out, and
dimensions of cooperation or competition with other self-
managing organizations. Federal and Republic Constitu-
tions set only general standards, even for local govern-
ment (communes). There is no hierarchical vertical in-
tegration among enterprises nor among levels of govern-
ment. Each unit essentially is autonomous.

The other principle is "self-financing,'" which means

that the level of income for an organization is deter-
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mined by the amount and quality of work of individual
workers in the organization. This principle also was
first applied to production enterprises. As applied to
social services organizations, it means that they con-
tract for services on the basis of work to be performed,
based usually on prior performance. Direct budgetary al-
locations from any given level of government to its line
agencies thus are reduced substantially in favor of
transfers contracted among organizations which buy and
sell services to one another.

When establishing prices for services, health in-
stitutions act in accordance with general regulations
and agreements among all concerned parties at various
levels, who determine criteria, guidelines, and the
starting points for specific social agreements or con-
tracts.

Historically, the work of the Yugoslav health leader
Andrija §tampar had a tremendous impact on the organiza-
tion of public health services in Yugoslavia, in Europe,
and throughout the world. §tampar became head of the
Department of Hygiene and Social Medicine at the Yugoslav
Ministry of Health in 1919, when the new Kingdom of
Serbs, Croats and Slovenes still was suffering the rav-
ages of World War I. The new nation had infectious di-
sease and other health problems of almost unimaginable
magnitude.

Stampar's work from 1919 to 1931 in the Ministry of
Health was revolutionary in at least six major areas, as
follows:

1. Regionalization. Public health planning, pro-
gramming, and administration was organized
through nine Banovinal (provincial) Institutes
of Hygiene, each with its own regional sub-
units which included infectious disease con-
trol dispensaries, infant and maternity care
dispensaries, sanitary engineering services,
etc. The Central Institute of Hygiene in Bel-
grade served as the teclmical and methodologi-
cal center.

2. Federalization. Although the health system was
nationalized and hierarchical to a degree, it
was essentially uncentralized. §tampar con-—
sciously developed a federalist framework



108

Dyck: Health Care Planning

allowing each unit in the system to adjust its
activities to local needs.

Citizen Involvement and Education. Health cen—
ters, wells, waterworks, privies, and other
sanitary facilities were provided with public
funds at first, but later often were accom-
plished by voluntary labor, while the government
provided only materials. Health became the
work of all the people. The main initial pur-
pose of the School of Public Health, established
in Zagreb in 1927, was to provide health educa-
tion to the Yugoslav peasantry.

Program Integration. Outpatient health care
and environmental health functions were admin-
istered jointly. In addition, moreover, the
health institutions deliberately tended to link
their work with the promotion of agriculture,
veterinary medicine, education, and the general
welfare.

Preventive Care. Prevention of disease and dis-
ability was the hallmark of the §tampar program.
This was evident not only in the infectious di-
sease control and sanitary engineering pro-
grams, but also in the institutional innovation
of the Zdravstveni Dom (Slovene) or Dom Narodnog
Zdravlja (Serbo-Croat). Translated literally as
"Home of the Population's Health" or "Health
Home," this new institution provided free out-
patient medical care, with emphasis on preven-
tive care. Thus a dual medical care system was
established, since outpatient and resident pa-
tient services continued to be offered privately.
The health homes were attached administratively
to the Banovinal Institutes of Hygiene.

Integration of Planning and Implementation. The
organizational arrangements mentioned above
facilitated the integration of research, analy-
sis, and planning with programs of direct imple-
mentation. On the one hand, outpatient care was
provided to serve the objective needs of the
population; on the other, sanitary facilities
were also provided on the basis of community and
regional analysis and plans.5
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§tampar s approach was too advanced for Yugoslavia's
medical societies and King Alexander, who dismissed
Stampar for alleged incompetence in 1931. Nevertheless,
Stampar s basic organization plan continued in effect
until World War II. After 1945, the health services were
reorganized by the new government but §tampar continued
to have influence at the federal level through his affil-
iation with the School of Public Health at the University
of Zagreb and through his seminal role in the World
Health Organization, which he helped found in the years
immediately after World War II.

In 1973, §tampar's ideas enjoyed their strongest
support in Slovenia, Croatia, Vojvodina, and Belgrade.
In Slovenia, the Director of the Republic Institute of
Health Protection was a strong advocate of Stampar s
ideas, especially those concerning "positive health.'®
Regional integration of health services had been estab-
lished in Slovenia in 1951, the Zdravstveni Domovi still
existed, and public education played an increasingly im-
portant role in the programs of the Institute of Health
Protection SRS and its affiliated units. A federalist
approach to health organization still was present in
health services and health insurance, though probably it
was more decentralized than in Stampar s time. Almost all
health services were socialized. 1In citizen involvement
(particularly in the rural areas), integration of health
care and environmental health programs, and in integra-
tion of planning and implementation programs, however,
Slovene health practices as of 1973 did not appear to
reach the levels advocated by §tampar's original model.

Of course, health conditions had changed markedly in
the intervening years. Whereas acute infectious diseases
such as tuberculosis, malaria, endemic syphilis, typhus,
and trachoma were critical during the early §tampar
years, the critical problems in 1973 were respiratory
diseases, injuries, gastrointestinal diseases, diseases
of the central nervous system and sensory organs, etc.

At least the first three reflect environmental condi-
tions. The most frequent causes of death were chronic
diseases, among which the most important are cardiovas-
cular diseases, neoplasms, diseases of the central ner-
vous system, and respiratory diseases. Accidents and
suicides ranked next in importance. Disability also in-
creasingly was a serious problem.7
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Standard indicators of health show that substantial
improvements have been made in recent years. Infant
mortality, 25.3 per 1,000 live born in 1969, is decreas-
ing. It decreased from 80.6 per 1,000 in 1950, for ex-
ample.® Life expectancy for females is increasing
slightly and was 67.0 years during the 1960s. Life ex-
pectancy for males, in contrast, has begun to show the
first signs of decrease, and was approximately 60 years
during the corresponding period. Overall, life expect-
ancy did not increase in the 1961-1969 period, and the
report from which the above data is obtained concluded
that the health situation in Slovenia was not improving
and that the need for health protection expenditures
was growing.9

The fact remains, however, that expenditures for
health protection increased faster in Yugoslavia than did-
gross national product during the period 1956-1969.
Health expenditures increased at an average of 23.4 per-
cent, while GNP grew at an 18 percent average per year.
Whereas health protection outlays were 6.05 percent of
GNP in 1969, they had been only 3.35 percent in 1956,'°

In 1961, there were approximately 1,500 physicians
in Slovenia, or one for every 1,074 persons. In 1972,
there were 2,350 physicians, or one for every 735 per-
sons. Numbers of nursing, dental and other medical and
paramedical personnel also showed impressive growth dur-
ing the period. 1

Hospital beds increased only slightly from 7.4 per
1,000 population in 1961 to 7.42 in 1972 calculated on
the basis of actual beds (only 6.46 on the basis of
standard beds), just barely keeping up with population
increases. A fine new central hospital was constructed
in Ljubljana, however, and was designed to serve as a
model for all of central Europe. Substantial centrali-
zation both of hospitals and health homes occurred dur-
ing this period, reflecting the efficiencies that could
be achieved on a regional basis. While previously there
were 32 hospitals, only 24 remained in 1972; the number
of health homes decreased from 170 to 19 in the same
period. Yet the range of services provided at these
facilities grew impressively, just as did the numbers of
personnel staffing them. !
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ITI. REGIONAL HEALTH SERVICES IN SLOVENIA?3

Slovenia is unique among all the Republics in that
it has adopted a regional administration format for all
of its health services. Following the approach develop-
ed originally by §tampar, health care and environmental
health and preventive health institutions in several
designated regions in Slovenia began in 1951 to cooper-
ate with one another through the formation of regional
councils whose membership was representative of all
health institutions in the region except health insur-
ance organs. The member institutions included hospitals,
health homes, and regional hygiene institutes whose func-
tions encompassed a broad range of environmental plan-
ning and action programs as well as the other social
medicine, health planning, and epidemiological activi-
ties which present-day Institutes of Health Protection
perform. The regional approach was appropriate especi-
ally in Slovenia because of the dispersed distribution of
its population, its long-standing experience with social
insurance (well over 100 years), and recognition of ef-
ficiencies in the use of social insurance which could be
realized through consolidation of health services.

A serious problem developed in connection with this
original regional council approach, however. Since dis-
tribution of regional health insurance monies was being
made on the recommendation of the regional council,
which had a large preponderance of its representation
from hospital and health home personnel (approximately
70 and 25 percent, respectively), most of the available
support for regional health activities was captured by
the hospitals. The regional health homes and regional
hygiene programs got even less than their proportionate
share.

Subsequently, in 1962, regional health functions
were reorganized in Slovenia. The regional health coun-
cils were reestablished on the basis of the new Federal
legislation mentioned above, and new budgeting procedures
were introduced to assure that allocations from health
insurance were based on evaluation of program plans sub-
mitted to a given regional health insurance organ by
each regional health service institution. Health insur-
ance organs thus became the most powerful members of the
regional health councils. The regional hygiene insti-
tutes were renamed "Institutes of Health Protection' and
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most of their original environmental protection functions
were delegated to communal "Sanitary Inspection" organs,
evidently because of the general decentralist tendencies
of that time and related concerns that too much power was
otherwise allocated to one institution.

Currently, each regional health institution operates
on the basis of self-management and self-financing prin-
ciples, with about 75 percent of the budgets of all
health care institutions coming from social insurance,
and about 90 percent of the budgets of the regional In-
stitutes of Health Protection coming directly from health
insurance.?!® Only one and one-half percent of the total
Slovene health insurance budget is labelled '"preventive,"
but it is stated by certain authorities in Yugoslavia
that 30 to 35 percent of all health expenditures through-
out the country are spent for preventive purposes.16

The health insurance program is organized on a fed-
eralist basis involving a more-or-less '"theoretical"
Federal government role, with strong basic policy guide-
line powers exercised by the Union of Health Insurance
Associations of SR Slovenia, specific policymaking powers
exercised within those guidelines by regional health in-
surance assoclations and health working organizations,
and administration by local health insurance associa-
tions.!” The Republic and regional level health insur-
ance associations provide coordination of health plans
and programs through their financial control.

In 1962 there were nine health regions in use, em-
bracing the entire territory of Slovenia. 1In 1973 the
60Slovenian communes, which are units of local govern-
ment similar to counties in the United States, still were
organized into the same nine regional configurations for
health purposes. Health was the only social function
thus organized.

The region is not a level of government in Slovenia,
although there is some current interest in establishing
such a level. In Ljubljana there is, however, a quasi-
metropolitan "Central Committee" with representative mem-
bers from each of the five communes which comprise
Ljubljana.

Each health region in SR Slovenia has its own re-
gional Institute of Health Protection, although two were
as yet unstaffed in 1973. The Institute of Health Pro-
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tection SR Slovenia coordinates their work on a Republic-
wide basis, although of course each Institute operates
under the same self-management and self-financing princi-
ples which apply to all working organizations.

The regional Institutes conduct programs in health
statistics, health planning, social medicine, hygiene
(including community hygiene) and epidemiology, and lab-
oratory analysis that are similar to and related to
those of the '"parent" body. Some of the regional Insti-
tutes are better staffed and carry out more complete
programs than the others, depending on local needs,
financing capabilities, and urbanization factors.

The preventive health battle against infectious di-
seases, initiated during the §tampar period and continued
after World War II, has been largely won. Currently the
public health services are faced with chronic disease
problems related to the impact of industrialization and
urbanization, together with related problems of environ-
mental health and environmental protection.

As pointed out above, many of the former functions
of the Republic and regional level health institutions
in the environmental area have been delegated to local
government. Partly as a consequence of local inability
to cope adequately with these problems, a number of en-
vironmentally oriented research and political action
groups have sprung up in Slovenia in recent years. Their
outlook tends to be Republic-level or regional, and their
approach is multidisciplinary. The health professions
are not excluded, but all the groups seem to recognize
the necessity for a more functionally integrated approach
to solving environmental problems than the health pro-
fessions have yet been able to mount.

One such group is the voluntary Skupnost za Varstvo
Okolga Slovenije (Community for Protection of the Envir-
onment of Slovenia). After two years of existence, it
had six chapters in Slovenia. It also has initiated
similar organizations in all other Republics, the two
Autonomous Regions, and at the Federal level. It is a
political action group with evident influence, particu-
larly at the level of the SR Slovenia Assembly. In 1973
it was pressing for a Republic Secretariat for the En-
vironment as well as substantially reorganized local
Sanitary Inspection organs.
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Partly through its efforts, a 15 member SRS Commis-
sion for Protection of the Environment has been estab-
lished in the SRS Assembly. The legislative review and
advisory Commission is heavily burdened by a very large
workload of sensitive Republic and regional environment-
al protection issues ranging from river pollution control
to the scenic impact of new highways. Many of the re-
gional issues could be handled more appropriately at the
regional level if relevant regional authority existed.
The problems simply are too major to be handled well by
local communes, yet too minor to be resolved efficiently
or effectively by Republic bodies. These factors, plus
the inevitable political liabilities incurred by the
Assembly members working on these issues, suggest that
the Assembly will find a way to delegate some of its
authority to the regional level.

Dissatisfaction with the limits of a solely biolog-
ical approach to solving the problems of the environment
led to the formation of a new Commission for Protection
of the Environment in the Slovenian Research Council in
1972, This scientific research body now has a strongly
multidisciplinary approach to problems of the environment,
including some health professionals among its broadly
ranging research affiliations.

Slovenia's Institute for Regional Spatial Planning
was established in 1968, and was the first such body in
Yugoslavia. It is related somewhat indirectly to the
SRS Institute for Socio-Economic Planning. It has a
mandate to develop Republic-wide urban development plans
and has certain environmental protection responsibilities
in this connection.

At the Federal level, a potentially far-reaching
"white paper" embracing the need for functionally inte-
grated, intergovernmental, long-term urban development
polic¥ plans was adopted by the Federal Assembly in
1971.°°

All of the above-mentioned new organizations main-
tain ties with existing health organizations and profes-
sionals. Yet their very existence is evidence of the
institutional and professional lags in existing organi-
zations which make the new organizations necessary, this
despite the best intentions and the often close personal
relationships that exist between counterpart profession-
als in, for example, public health and urban planning
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organizations.

Of course, it is difficult to switch rapidly to a
functionally integrated regional approach to urban-en-
vironmental-health problems, especially in the context
of governmental decentralization which prevails through-
out Yugoslavia. It is clear, however, that the region-
alization of preventive health, including environmental
protection, is not yet as well developed in Slovenia as
it is for health care. Now that environmental problems
are perceived to exist in the regional context, it
should not be too difficult to federalize planning and
implementation of environmental protection programs up-
wards during the course of the next several years. The
health care programs provide a prototype.19

IV. UNIFIED REGIONAL HEALTH INSURANCE IN SLOVENIA

Slovenia has a long tradition of experience with
health insurance, going back to 1858 when it was intro-
duced both as an inducement to working people to remain
in Slovenia and to prolong the working years of those
who did remain. At the time there was a large outmi-
gration to the United States and other countries. Be-
cause of this long tradition, the idea that health in-
surance is a basic right belonging to everyone is well
established. This undoubtedly contributed in an impor-
tant way to the outcome of the 1972 referendum in which
it was decided by 90 percent of the voters that there
should be a single, unitary insurance system for both
farmers and workers in Slovenia. Up to that time there
were separate systems for both, based largely on the
distinction that farmers were self—emplozed and had rel-
atively lower cash incomes than workers. 2°

Slovenia has a dispersed population settlement pat-
tern, but some 60 percent of the farmers live in vil-
lages. Workers and their families also show a strong
preference for living in villages and smaller towns. As
a consequence, the classic antagonism between rural and
urban populations 1s not as strong in Slovenia as else-
where in Europe. This also eased the way for the suc-
cess of the referendum.

In addition, the life style preferences of Slovenes
mean that health services, like other public services,
are highly dispersed and accordingly more expensive.
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Consolidation of health services and supportive insur-
ance programs on a regional basis has been one way of
realizing efficiencies and reducing costs inherent in
such a system.

As a consequence of the 1972 referendum, workers and
farmers now have the same rights, except that farmers do
not yet have compensation for income loss due to illness
or disability. This deficiency is due to end by 1980.2!
Only 12 percent of all the inhabitants of Slovenia are
farmers. However, many are over 50 years of age and are
not able to finance their own health insurance. At the
present time workers contribute 25 percent of the total
resources required for their insurance. 1In other areas
of Yugoslavia, where the proportion of farmers is higher,
it is not yet feasible to distribute the additional
costs of unified insurance in such a manner.

In fact, probably it would not have been possible to
integrate health services and health insurance organiza-
tions on a regional basis, as was done in Slovenia in
1962, except for the fact that the regional health insur-
ance organizations of the workers already insured the
bulk of the population. If the regional health insurance
organizations for the workers and the farmers had had
more equal numbers of insurees, it would have been diffi-
cult for either of them to arbitrate the budgetary re-
quests of a single set of health care institutions. It
was the amalgamation of the two insurance plans which
simplified the allocation problem in both political and
professional terms, thereby providing more equal protec-
tion for all members of society.

The regions utilized for health insurance programs,
beginning in 1962, were the same as those already in use
by the Institute of Health Protection and the various
health care institutions. Their centers are at Celje,
Gorica, Koper, Kranj, Ljubljana, Maribor, Murska Sobota,
Novo Mesto, and Ravne. These regions continue in being.

In 1966, the Zveza Skupnosti Zdravstvenega Zavaro-
vanga SRS (Union of Health Insurance Associations) played
a major role in reducing the total number of regional
health institutions. Working through an order issued by
the Republic Secretary of Health and Welfare, it was able
to reduce the number of Health Homes from 80 to 20. One
hundred fifty separate ambulatory dispensaries and 50
separate dental care units were also collapsed into the
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20 remaining Health Homes. The number of hospitals was
reduced from about 30 to 24. These changes had to be
accomplished quickly because of the distastefulness of
such a move in a nation priding itself on decentraliza-
tion. But the changes were necessary from the point of
view of efficiency.

Generally, the Union of Health Insurance Associ-
ations does not operate in such an apparently hierarchi-
cal manner. It is comprised of four delegates from each
of the nine regional health insurance associations. Each
year it prepares, negotiates, and enters into a so-
called "Social Agreement' dealing only with the starting
points for financing and execution of regional health
services for that year. It provides the basis for re-
gional contracts worked out by the regional health in-
surance associations, regional insured workers associa-
tions, and regional health services institutions. In
practice, however, the principal negotiators are the re-
gional health insurance and health services organs only.

Thus, basic social agreements are developed at the
Republic level while more specific social agreements are
negotiated at the regional level. Each regional health
insurance association is further subdivided into local
health insurance associations, but the latter are admin-
istrative rather than decision-making bodies. This pat-
tern stands in sharp contrast to the larger decision-
making and implementation powers delegated to local gov-
ernment in almost every other sphere of governmental
activity. The reader is reminded, for example, of the
contrast with respect to land use control and environ-
mental protection powers described above. It seems
likely that the social agreement format may in a few
years find similar usage in these functional areas, in
order to bridge the intergovernmental gaps between
policymaking and actual implementation that exist in
those areas.

Health insurance, because of its powerful financial
influence, is in a strong theoretical position to affect
the distribution of funds between curative and preven-
tive health programs. Although the total amount dis-
tributed to preventive care may approach 30 to 35 percent
less than one and one-half percent actually is earmarked
for preventive work at the present time. These monies
provide nearly all the support for the regional insti-
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tutes of health protection.22 It will be interesting to
observe how quickly Slovenia is able to increase alloca-
tions to the preventive health sector, since it is a
relatively wealthy nation and the Union of Health Insur-
ance Associations is in a good strategic position to re-
search and implement worthwhile tradeoffs vis-a-vis ex-—
penditures in the health care area. If this was to oc-
cur, there would be a major new force directing the
functional integration of health with other environmental
protection activities and urban and regional development
policy.

V. ANALYSIS AND CONCLUSIONS

Based on the measures of effectiveness mentioned
earlier in this article, it appears that there has been
considerable progress in health conditions in Slovenia
during the last twenty years or so, despite the dis-
claimer issued by the ZZVSRS in 1966 (fn. 9). While it
1s true that life expectancy was levelling off at that
time, socioeconomic conditions in Yugoslavia have been
improving steadily and it is hard to imagine that the
general level of 1life quality has not improved during
the last twenty year period. We need more accurate in-
dicators of positive health to make a more definitive
statement, however.

It is not possible to judge with certainty whether
or how much the regional framework adopted in 1951 has
contributed to the effectiveness of the overall health
program, based on the material reviewed here. But there
seems to be no evidence to suggest that the regional ap-
proach has harmed program effectiveness or that it has
had negative side effects on other programs. The range
of health service available has increased.

As far as efficiency is concerned, we have only pre-
sumptive evidence that the regional approach is more ef-
ficient in the use of limited resources than an alterna-
tive course. Health costs were indicated to be rising
more rapidly than GNP. But we do not know that health
costs would not have risen even more sharply in the ab-
sence of a regional approach. It appears, in fact, that
regional management has made possible a number of econo-
mies with respect to the distribution of health facili-
ties.
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Nevertheless, we need to look elsewhere fully to
appreciate the apparent general satisfaction with the
regional approach in Slovenia. Its potential to ac-
commodate to future needs is, ultimately, a more criti-
cal consideration. It is entirely consistent with fu-
ture anticipated urban growth patterns, for example.
Regional growth will be managed in a polycentric pattern
resulting in population dispersion, with urban centers
linked in the most efficient time-distance relation-
ships. The regional approach in health provides inter-
governmental flexibility to accommodate to the health
services needs of such a population distribution. In
addition, the regional approach is better adapted to en-
vironmental protection requirements than local govern-
ment, since many of the problem-sheds are regional in
scope.

Add to these considerations the fact that the re-
gional approach is the only way to satisfy the needs of
workers and farmers simultaneously. It provides at the
same time a vehicle for greater equity in provision of
services, political workability, and simplicity in admin-
istration.

Similar observations can be made concerning the
integrated health insurance program recently adopted.
It is not possible to be certain that such a program
necessarily is more effective or efficient than an al-
ternative, including the possibility of no health insur-
ance at all, since there is no basis for comparison.
However, it is clear that more people will have better
insurance coverage than under the dual system which ex-
isted until 1973. It also stands to reason that there
will be administrative efficiencies in operating one
rather than two separate insurance systems. Again, con-
siderations of equity, political workability, and sim-
plicity in administration are equally or even more im-
portant. In addition, the administrative separation of
financial support of health services from actual provi-
sion of health services provides an opportunity for an
objective evaluation of whether monies are best spent in
curative health care or in other categories of expendi-
ture contributing more effectively or efficiently to
overall levels of health. In other words, there is the
opportunity to consider tradeoffs between curative and
preventive expenditures. Ultimately, a higher level of
support for environmental protection activities from
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health insurance might be expected. This could help
finance a more functionally integrated approach to life
quality.

For these various reasons, then, it can be antici-
pated that regional organization of health services in
Yugoslavia will spread from Slovenia into other parts of
the country, as in Vojvodina and northern Bosnia. Re-
gionalization is a natural solution to the accommodation
of both general and specialized health services. It also
lends itself to the accommodation of environmmental pro-
tection and urban development strategies. Perhaps most
importantly, it provides a vehicle for resolution of in-
tergovernmental problems in a federalist manner, balanc-
ing extreme forms of decentralization without abrogating
local self-management principles. For the latter reason,
it may be expected that the popularity of the regional
approach will also increase as related to social func-
tions in addition to health.

Development of regional planning and administrative
mechanisms for health also can be expected to lead to
regional health insurance, and initially in the more in-
dustrialized areas with relatively small farming popula-
tions, to integrated health insurance for farmers and
workers. There are too many advantages in terms of
equity, political workability, and administrative sim-
plicity for the outcome to be otherwise.

Finally, social agreements developed at Republic and
regional levels in Yugoslavia for the planning and bud-
geting of combined health care and environmental health
programs, provide a model potentially useful in other
countries for general regional services administration.
The social agreement format provides appropriate deci-
sion-making and allocation responsibilities to each in-
volved level of government, and obliges intergovernmental
cooperation through mutually negotiated terms under the
force of law. It is a very useful vehicle for functional
integration of services, and for this reason it also
points the way towards realization of §tampar's elusive
concept of positive health.

Virginia Polytechnic Institute and
State University, Blacksburg
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