
whom they are responsible and defining models of care that meet
these needs. This paper explores the role of social sickness funds in
this process.
Aim
Research questions are: To what extent does strategic purchasing of
care take place in different social insurance systems? What models
are most effective in supporting strategic purchasing?
Method
Data were collected via:

The published literature, particularly the Health System in
Transition series.
A structured survey (conducted in March–April 2002) of key
informants in Austria, Belgium, France, Germany, the Nether-
lands, and Switzerland.

Results
Strategic purchasing involves:

Assessment of health care needs: Innovative ways of presenting
information on population health needs have been developed in
many countries.
Specifying models of care to meet those needs: Many countries have
seen a growth in health technology assessment. But this has often
focused on individual technologies instead of the overall frame-
work of care within which they are used.

Purchasing health care that conforms to these models: This is
problematic, e.g. because of the many actors involved, the lack of
coherence in the populations covered by the relevant organisa-
tions, or the lack of freedom to contract selectively.
Monitoring the outcomes achieved: These challenges are greatest for
population based interventions.

Examples of how governments (national/regional), sickness funds,
and providers can co-operate to enhance the effectiveness and equity
of care include consultative mechanisms (e.g. Germany) and more
formal structures (e.g. France).
Conclusion
Social insurance countries differ markedly in the degree to which
sickness funds engage in strategic purchasing. Although it is pre-
mature to draw firm conclusions, the 1996 reforms in Switzerland,
giving insurance funds a greater role in population interventions,
have faced problems. In contrast, France provides an example of ‘best
practice’, although the introduction of regional hospital agencies has
required the state to play a leading role in a range of activities
previously undertaken by sickness funds, so creating a model that is
quite distinct from that seen in other social insurance systems.
Note 1: Research abstract of the presentations in the Workshop of the

section Health Services Research: “Population health” in Bismarck systems:

how to shift the focus from a healthy workforce to a healthy population.

Progress and problems of health promotion in central and Eastern Europe
Workshop of the EUPHA section on health promotion

Organisers: Waller, H. *, Trojan, A., Andronache, L.

Healthy Cities in East and West-Germany: a Survey and
Comparison of their Performance

Plümer, K.-D., Trojan, A.
Background
Since 1986 there has been a growth of cities and communities which
affiliated with the WHO Project ‘Healthy Cities’. Though there is
sketchy information on many single projects in the cities there is no
systematic attempt to evaluate their general structures and policies.
Aim
In a situation of change and decreasing resources the German
Network for Healthy Cities is looking for more legitimation of the
general approach of promoting health in cities and to find out ways
of becoming more effective in the organisation of the network. We
thought a general survey the most appropriate way to learn more
about the existing structures and processes. We will report in this
paper only the most relevant differences between cities in East
(n=14) and West-Germany (n=33).
Methods
A written questionnaire was developed in co-operation with some
cities and the German Network Coordinator and sent out to the 52
member cities on the coordinator’s list in March 2002. The
questionnaire contained 78 standardised questions and some (23)
open-ended questions for more specific qualitative information.
Also included were 27 ten-point-rating-scales to evaluate the
coordinators perspective concerning some aspects of their healthy
cites work and to assess its progress. Questions referred to status of
membership, resources of the city project office, focus on issues
addressed, city health profiles, participation of citizens and other
policy departments. Particular attention was given to the so-called
‘9-point-program of minimal standards’ and the Cologne-Declara-
tion ‘Equity for a healthy life’. 47 cities from the list of 52 answered
(90%) until June 2002.
Results
The first impression is that the profile and the identity of the healthy
cities project within the cities and communities is not always clear
to make out. There is a dominance of project-coordinators who are
basically qualified in several social scientists disciplines such as
pedagogic, psychology, sociology, education etc. but they are mostly
working in medical oriented local public health services. In East
35,7% have and in West-Germany only 9,1% have a medical
qualification. Most of the project-coordinators have a great freedom
as to conceptions but it seems to be difficult to transfer them in local
policies strategies. There are many action-oriented activities which
are not always well linked to the healthy cities profile. But there is
a lack of evaluation and indicators to evaluate all the measurements
which are taken in the cities and communities. The focus on child
and adolescent health is on the top (East 71,4% – West 72,7%)
followed by local health conferences 72,7,6% in West-Germany

(East 28,6%) and participation of citizens (East 57,1% – West
54,5%). Most of the coordinators in East and West-Germany claim
to have no sufficient competences to raise money (funding and
sponsoring) because their office budget is low (East 88,9% – West
52,1% less than 5.000 Euro p.a.) or doesn’t exist (East 30,8% – West
15,6%). Well represented are still the ‘holy four’: Nutrition (E 57,1%
– W 51,5%); Smoking (E 57,1% – W 30,3%); Alcohol and Drugs
(E 50,0% – W 45,5%) and physical exercises (E 71,4% – W 36,4%).
In general the Healthy Cities Work is in East-Germany slightly
better assessed than in West.
Conclusion
The Healthy Cities in Germany (East and West) play an important
part in developing local health policies and focussing on health
issues on all policies areas. But in order to gain more public attention
and influence in local politics it is necessary that they can make
clear the evidence of health promotion activities for a healthy
community. The decision to establish so-called regional centres of
competence in the German Healthy Cities Network might help to
make their work more effective in the future. Further results will be
presented in the session of the Health Promotion Section of the
EUPHA-Meeting.

Challenges for health and health promotion in Central and
Eastern Europe

Anderson, R.*
Coordinator, Living Conditions, European Foundation for the Improvement

of Living and Working Conditions, Wyattville Road, Loughlinstown, Dublin

18, Ireland

Background
Health promotion addresses the underlying causes of health and
ill-health, with attention to options for action in public policy, the
workplace and community, as well as well as by individuals and their
families. Formulation of appropriate policies and supportive
measures evidently requires good basic information on the social and
economic, as well as health, situation of citizens.
Aim
To present new data on the work, household and personal situation
of citizens in Central and Eastern Europe with the intention to
identify key challenges for health promotion.
Methods
This presentation will report data from two large surveys in the 13
Candidate Countries for accession to the European Union. A survey
on working conditions was conducted in June 2001, while a survey
of quality of life among adults was carried out in March 2002.
Results
The surveys provide an overview of living and working conditions
in the Candidate Countries as well as documenting views and
experiences of these conditions. General information on health and
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lifestyle will be presented in relation to age, sex and other key
variables, while specific attention will be paid to health problems
associated with work.
Conclusions
Key problems associated with employment, on the one hand, and
social exclusion, on the other, can be identified and help in
establishing priorities for health promotion. However, the methodo-
logy used sets limits to the detail of the analyses, while legal and
cultural differences, as well as different labour market and industrial
structures, prompt caution in interpretation of results and
particularly in making international comparisons.

The Role of the EUHPID Project in developing a Common Set
of European Health Promotion Indicators: moving from
Research to Policy*

Presenter: Kenneth Davies, J. * on behalf of the
Pan-European EUHPID Consortium
EUHPID Project Secretariat, Faculty of Health, University of Brighton, Falmer,

Brighton BN1 9PH, UK

The overall aim of the EUHPID Project, funded by the European
Commission Health Monitoring
Programme, is to improve the effective and efficient promotion of
health through the development and use of a common set of Euro-
pean health promotion indicators.
This presentation will document the work of EUHPID over the
previous 12 months. It will pay particular attention to the Pan-
European EUHPID Consortium’s agreement on definition of health
promotion indicators, their use in policy and practice, the pyramid
approach to indicator systems development and the assessment of
various health promotion models as a basis for selecting and
organising health promotion indicators.
In addition a summary of EUHPID’s literature review and state of
the art analysis will be presented.
The relevance of this work to health promotion and public health
policy in the countries of the EU and at Community level will be
highlighted, together with its potential value to the candidate
countries and new accession states.

Public health management of invasive meningococcal disease
Chair: Pfaff, G. *, Walter, K. *

on behalf of the Bundesverband der Ärzte des öffentlichen Gesundheitsdienstes 
(Federal Association of Public Health Service Physicians)

Baden-Württemberg State Health Office, Postfach 10 29 42, D-70025

Stuttgart, Germany, <pfaff@lga-bw.de>

Invasive infections due to Neisseria meningitidis affect populations
wordwide, with considerable variation in overall incidence,
incidence by substrains, and lethality. Likewise, policies for public
health response vary. The role of antibiotics and vaccines in the
public health management of meningococcal meningitis need to be
reviewed.
In this workshop, an introductory presentation provides a review of
prevention and control policies for meningococcal disease in
Europe, and the available evidence for their effectiveness in prevent-
ing disease among contacts of patients. Subsequent presentations
from public health institutions in three European countries, namely
the Netherlands, Switzerland, and the Czech Republic point out the
respective epidemiological scenarios of meningococcal disease, and
recent actions taken and changes in public health policy of disease
management.
A structured discussion aims at narrowing in timely, up-to-date
evidence and information which may provide guidance for a re-
assessment of regional prevention and control policies for meningo-
coccal disease.

Meningitis group C vaccination campaign in the Netherlands
Timen, A. *, van Steenbergen, J.E.

Correspondence: A. Timen, MD, LCI (National Co-ordination Centre for

Communicable Diseases), PO box 85300, 3508 AH Utrecht, The Netherlands,

e-mail: timen.lci@ggd.nl

Issue/problem
In 2001 The Netherlands experienced an increase in notifications
of group C meningococcal disease. By the end of 2001 serogroup C
caused 38% of all infections, while in previous years about 14–20%
of all meningococci belonged to serogroup C (data from the
Netherlands Reference Laboratory for Bacterial Meningitis). 
Description of the project
In August 2001 a cluster of menC requested immunization of 5000
children with conjugated vaccine. The increase in menC and the
occurrence of clusters prompted the Ministry of Health to ask the
Health Council to advise on universal vaccination with newly
licensed conjugated menC vaccines. In January 2002 the Health
Council advised to start with universal vaccination and to imple-
ment a catch up programme for children aged 18 and under.
Lessons-learned
Meanwhile, the usual increase of meningococcal disease following
the celebration of Carnival presented the Municipal Health Services
in the South of the country with the dilemma of mass vaccination
versus vaccination only in cases of exceptional clustering caused by
proven similar strains. As most of the cases related to Carnival were
due to menC the administration decided to start local vaccination
campaigns in those areas where two or more unrelated cases caused
by the same strain occurred. Later this policy was further adjusted,
based on existing anxiety in the population. With the so provoked

inequalities in preventive health care policy, a further postponing of
a national vaccination campaign was impossible and in March the
MOH issued that all children aged 14 months– 5 years and children
aged 15–18 years were to be vaccinated before summer holidays, to
be followed in September by the remaining birth cohorts. During the
period June–October 3.5 million children and adolescents are ex-
pected to be vaccinated with a conjugate menC vaccine, within a
catch-up programme.
Conclusion
In November preliminary data will be available on the process and
vaccine coverage.

Invasive Meningococcal disease in Switzerland, Trends
1999–2001

Jaccard Ruedin, H.J. *
Division of Epidemiology and Infectious disease, Swiss federal office of public

health, 3003 Bern, Switzerland, tel. +41 31 323 22 71, fax +41 31 323 87 95,

<Helene.Jaccard@bag.admin.ch>

Issue/problem
Switzerland has experienced an increase in the incidence of invasive
meningococcal disease from 1.5/100000 in 1997 to 2.5/100000 in
the beginning of 2001, attributed to an increase in N. meningitidis
serogroup C (NMSC), which relative proportion increased from
30% to 60%. A quarter of all cases affected children below the age
of 5 and another quarter occurred between the age of 15 and 19 years.
The reported case fatality rate has remained stable at around 7–8%
since 1997.
Description of the project
In February 2001 we were confronted with the following situations:

Five Swiss army recruits developed the disease. The relative risk
for developing meningococcal disease became 17 times higher for
recruits than for the civilians of the same age.
3 primary cases of NMSC occurred within 12 weeks in a county of
30000 inhabitants, corresponding to an attack rate of 10/100000
inhabitants. This leads to a campaign aiming at immunising all
persons <20 years in this county.

An immunisation of all children was not recommended for various
reasons. The only recommendations for immunisation concerned
recruits, persons with underlying medical risk factors and workers of
microbiologic laboratories.
Lessons-learned
Management guidelines were revised and the following changes
made:

Immunisation of close contacts and siblings of cases due to NMSC.
Antimicrobial chemoprophylaxis of all members of a classroom,
when a first case occurred in a school. Immunisation following the
occurrence of a second NMSC within 12 weeks.
It was decided that the threshold defined by the CDC, USA (3 or
more primary cases due to NMSC within 12 weeks and corres-
ponding to an attack rate of 10 cases/100000) was also applicable
to Switzerland.
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