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Executive Summary

Introduction

The purpose of this evaluation of the American International Health Alliance’s (AIHA’s) Health
Partnerships program in Central and Eastern Europe (CEE) is to provide USAID’s Europe and Eurasia
(E&E) Bureau with a better understanding of the developmental impact and legacy of the 12 year CEE
Health Partnerships program, including lessons learned and best practices from the partnership approach,
individual partnership programs, and regionwide cross-partnership activities that may be applied in other
countries. RTI International assembled an evaluation team comprised of three health specialists, who
conducted interviews with CEE and U.S. partners, past and present USAID/Washington and Mission
staff, AIHA representatives, and others. From October 2-21, 2005, the team traveled to CEE and met with
representatives of 18 partnership sites and 2 grantees in the Czech Republic, Slovakia, Croatia, Hungary
and Romania. The sample covered over 60% of the 30 partnership sites, 66% of the grantees and 50% of
the 10 countries participating in the CEE partnership program.

The team observed a range of partnerships programs including hospital, health management education,
healthy communities and Women’s Wellness Centers, as well as two types of support programs: the
Nursing Resource Centers (NRCs) and the Learning Resource Centers (LRCs). The assessment focused
on the human and institutional capacity left behind by program activities, especially in the areas of
evidence-based medicine, quality improvements, nursing, health care delivery, community mobilization,
and health management education. Following an evaluation published in February 1997 (Butler et al.) the
program shifted focus from hospitals to reproductive health and primary health care. This evaluation
report is organized to address the shift in focus of pre- and post-1998 partnerships.

Main Findings

The overall development impact of the AIHA partnerships approach can be summarized in one word —
extensive. At the sites visited, the team found impact at four levels: as a tool of foreign assistance, a tool
of foreign policy, as a mechanism for reforming individual institutions and as a vehicle for catalyzing
systemic change. As a tool of foreign assistance, the AIHA partnership approach has proven highly
effective at producing results that have a multiplier effect. As shown in Table 2 in Section V of the report,
the vast majority of programs visited have been sustained and many have been replicated. As a tool of
foreign policy, the partnerships reviewed had served as a bridge between former adversaries of the Cold
War and produced extraordinary good will toward the U.S. among CEE partners, while U.S. partners have
become advocates for foreign assistance. Foreign assistance and foreign policy now have a constituency
on Main Street, USA. Institutional change was the primary objective of the partnerships, and the changes
catalyzed by the partnership have multiplied and endured. For all CEE partnerships evaluated the
experience brought structural change to established CEE institutions. Patient-centered care was
introduced in hospitals, NGOs were founded to divest local governments of social care, health
management education programs were established and advanced degrees in management offered in
medical schools. Finally, success at the institutional level was leveraged to create system-wide impact.
As a result of the partnerships, significant legislative and policy initiatives were undertaken. For instance,
in Slovakia, laws have been passed that designate drug use and domestic violence as crimes (Petrzalka),
and prohibit smoking in public buildings (Martin-Banska Bystrica). Constanta, Romania was successful
in getting a law passed requiring sexually transmitted infections testing for pregnant women. Across
Romania and Slovakia the cultural tolerance for domestic violence has diminished. In Croatia, Split
partners are advocating for a nationwide school-based program to reduce alcohol use.

Overall the team found the partnership approach to have accomplished many impressive achievements.
Some notable strengths of the partnership approach are:
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e Demonstration of American values such as participatory decision-making ,transparency and
use of evidence in decision-making

e Flexible design, allowing the partnership focus to evolve and giving partners control over the
focus of their collaboration.

e Volunteer approach, which contributed to the strong commitment and “ownership” felt by
U.S. partners, and which motivated CEE partners.

e Leveraging USAID funds to attract in-kind contributions, almost doubling the resources
available for the program.

Some weaknesses of the approach were:

e The flexible design is not well-suited to the current performance model utilized by USAID,
which requires that programs work toward pre-set strategic objectives.

e A lack of strong baseline data precluded quantitative demonstration of overall development
impact, and most individual programs did not have sufficiently rigorous evaluation criteria at
the outset of the partnerships.

o Cost data was not tracked in a way that allowed clear demonstration of cost-effectiveness.

However, despite the lack of quantitative performance data the team was able to draw confident
conclusions.

Main Conclusions

USAID’s investment in the partnerships program has produced important results in the CEE that have had
cascading impact in the years since program support ended. The collaborative and participatory approach
of the AIHA model has brought meaningful, lasting changes at the personal, professional, institutional
and policy levels in the CEE. By contributing to USAID Bureau goals and strategic objectives, the
approach also fulfilled foreign policy goals that have accelerated the movement of the local medical
communities, including hospitals, academic institutions and social service organizations, out of isolation
and into the international medical community. Most importantly, it has fostered widespread friendship
and good will among partners.

Main Recommendations

The report provides specific recommendations for all 10 major areas covered by the report. Some of the
most important are as follows:

o USAID should revise its assistance mechanisms to accommodate the unpredictable path of
participatory programs.

e While primary care remains a severely underdeveloped link in the health care system in many
places, attention to hospital operations improvements should not be ignored when deciding
the scope of work for future partnerships.

e Future partnerships should assure that partners have strong monitoring and evaluation skills
so that they can gather and present data illustrating the extent of problems and the success of
interventions at addressing them.

e Assuring access by all partners to Internet-based information technologies and
communications systems, such as e-mail and learning platforms should be a priority in future
programs.
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Key lessons learned and best practices

Partnerships are a vehicle of foreign policy and foreign assistance. The partnership approach resulted
in productive collaboration between citizens of countries that had viewed each other with suspicion
during the Cold War. The CEE partnerships occurred at a fortuitous time when the CEE countries were
transitioning from communism to a new system and eager for contact with the international community.
The partnership model may be equally appropriate for other periods of either geo-political transition (e.g.,
post-conflict) or global health transition. In regions where new program interventions are being
introduced (such as anti-retroviral treatment programs in Africa), the partnership model may be useful in
strengthening outreach and treatment capacity, and accelerating effective implementation.

Bottom-up collaborative approaches generated change from inside. Through the bottom-up
collaborative method, the CEE partners who felt ownership of the solutions were the linchpins to
institutional change. The participatory structure of AIHA’s partnership approach tapped the people closest
to the problems to decide the partnership priorities and implement the program.

The partnership model has cross-sectoral application. The development impact of the healthy
communities partnerships went well beyond the health sector, making an important contribution to civil
society, transparency in local government, and promotion of democratic values. Because the model is
generic and not specific to issues in the health sector, it has potential for a range of development sectors.

Human capacity building leads to institutional capacity building. The partnerships demonstrated that
human capacity is best built by applying new skills and methods in day-to-day work. US partners were
collaborators and mentors as the CEE partners practiced their new skills, and new thinking became the
springboard for institutional change.

The partnership approach produces lasting results. Exchange visits to the U.S. in particular provided
exposure to new technologies, methods and institutions that sparked the imagination of CEE partners. The
opportunity to visit U.S. sites, especially prior to 1998, offered CEE partners the opportunity to observe
for themselves specific technologies, behaviors, relationships, ideas, and activities that were appropriate
to their own settings and could be integrated or initiated in their home institutions.

Modern communications technology catalyzed rapid change. Initiatives to provide CEE partners with
modern communications enabled CEE partners to engage with the global medical community. These
initiatives were especially innovative in the early years of the program when web-based communications
were only recently widely available even in the U.S. Access to these technologies accelerated the use of
evidence-based medicine and quality improvement systems by as much as 10-15 years.

The volunteerism spawned by the CEE partnerships reflects an important culture change. As a
direct result of the example provided in the partnership model, many CEE partners, including Banska
Bystrica, Turcianske Teplice, Vac, Constanta, Petrzalka, and Martin initiated their own volunteer
programs that are attracting young people into unpaid community service roles. This reflects a higher
acceptance of personal social responsibility than existed under the old regime and serves as a measure of
the increased role of civil society organizations in these countries.
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. Background and Objectives

1. Objectives of the Evaluation

The U.S. Agency for International Development (USAID) requested that RTI International conduct an
evaluation of the Health Partnerships program in Central and Eastern Europe (CEE) implemented by
American International Health Alliance’s (AIHA) to provide USAID’s Europe and Eurasia (E&E) Bureau
with a better understanding of the developmental impact (legacy) of the Health Partnerships program. The
evaluation included an examination of the partnership approach, individual partnerships, and regionwide
cross-partnership activities, in order to provide a record of the impact of the Health Partnerships program over
its 12-year history and to provide guidance to USAID on how to improve the effectiveness of ongoing or
future partnerships in other countries and regions. Specific objectives of the assessment were to

e Document the developmental impact of the CEE Health Partnerships program, including the
partnership approach, individual partnerships, and regionwide cross-partnership activities

e Assess the sustainability of the partnership relationships
o Assess the sustainability and replication of models and outcomes

e Identify major “lessons learned” and best practices that USAID can apply in other countries.

The Scope of Work for the evaluation is included as Annex 2 and the evaluation workplan is included as
Annex 3.

2. Evaluation Methodology

The evaluation team focused on determining the developmental impact of the Health Partnerships program on
an overall and individual partnership basis. Special emphasis was place on identifying changes to the health
care delivery system, health status of the community, and the human and institutional capacities the program
left behind, as measured by improvement in skills and services of individuals and institutions. USAID was
particularly interested in knowing the extent to which capacity was developed in the following areas:
evidence-based medicine, quality improvement, nursing, health care delivery, health profession education and
community mobilization. Each of the three evaluators focused on one of the three partnership types (hospital
and health care, health management education, and healthy communities). Evaluators interviewed CEE and
U.S. partners, past and present USAID/Washington and Mission staff, AIHA representatives, and others and
gathered information by telephone, e-mail, and in person, and via site visits to partnerships in Slovakia,
Hungary, Croatia, and Romania, October 2-21, 2005. In consultation with USAID, ATHA selected the sites to
be visited. The CEE Health Partnerships program included 30 partnerships and 3 grantees (a complete list of
partnerships is included in Annex 4), and this evaluation substantively evaluated 18 partnerships and 2
grantees. A detailed discussion of the evaluation methodology is included as Annex 5.

3. Context of the Program

In 1989, the Soviet bloc collapsed, and the countries of the CEE became free to determine their own forms of
government and the role that the central government would play in the lives of the citizens. There was a move
across the region to adopt market-oriented reforms and democratic forms of government. The state
governments began to decentralize functions to regional and local bodies. Citizens were suddenly free to
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access information about developments outside of the Soviet bloc, and travel restrictions were lifted. All
aspects of the social contract between the government and citizens that had existed since World War 11 were
open to negotiation and redefinition.

Financing and provision of health care services were among the most sensitive areas of change. For decades,
the government had provided preventive and curative health services without charge and operating funds to
hospitals and other health care facilities on the basis of outdated information. Huge, inefficient hospitals
dominated the health care system, and primary care was undervalued by both clinicians and citizens. Medical
professionals were isolated; medical education was not grounded in modern science; and medical practice was
decades behind the Western developed world. Health status was declining, and death rates from
noncommunicable disease were among the highest in the world and growing. In addition, health services had
long been underfunded; medical professionals were demoralized by low wages; facilities and equipment were
antiquated; and pharmaceutical supplies were limited. The concept of health management was foreign to the
communist world and there were no academic programs for health management education. Patients endured
poor quality care, non-existent social services, complete lack of privacy and other indignities. Nonetheless,
people still considered health care a birthright, and acceptance of changes in the health care system was seen
as a litmus test for measuring the success of reform. In this period of political, economic, social, and cultural
upheaval, there was no blueprint for the design of new health care systems or precedent for how to approach
implementation of such comprehensive change. Communities, institutions, and individuals were inundated
with unfamiliar demands and were seeking new strategies for survival. It was in this environment that the
Health Partnerships program was initiated.

4, History of AIHA Partnerships Program

The AIHA was formed in 1992 in response to a request by USAID for the development and implementation
of the Newly Independent States (NIS) Medical Partnerships component of the NIS Health Care Improvement
Project. In 1994, USAID funded AIHA to further expand the program to CEE countries. USAID had funded
partnerships in CEE since 1990; however, the original programs were managed through individual grant
awards. Management of multiple grants proved inefficient, so in creating the partnership program for the NIS,
USAID sought a consortium of national health care trade associations to select the partners and manage the
partnerships. This approach was extended to the CEE partnerships when the original grant program
terminated in 1994. Subsequent amendments extended the agreement to March 31, 2006. Funding for 1994—
1998 totaled $58 million for both CEE and NIS programs, and of that amount, the CEE partnership program
received $24.4 million. For 1999-2005, AIHA’s CEE program received approximately $12.6 million
primarily as buy-ins from USAID Missions for specific country activities. From 1994-2005, AIHA
implemented 30 partnerships and 3 grants in CEE.

Prior to 1999, all health programs were subsumed under the Bureau for Europe and New Independent States
(ENI) Strategic Objective 3.2: “Improved Sustainability of Health and Social Benefits and Services.” During
this period, the ENI Bureau also had a mandate from the State Department to integrate foreign policy
considerations into foreign assistance program design. The dual purpose of Bureau programs following the
end of the Cold War was captured by the partnership program design.

The Health Partnerships program was fashioned after the Marshall Plan as a way to provide training and
rebuilding support for improved health and social systems in the CEE and NIS region. It aimed to build
relationships between the people of the former Soviet bloc and the people of the U.S. and, through these
relationships, help improve the quality of life and demonstrate the values and principles of “Open Markets
and Open Societies.” The intention of partnerships was also to help the professionals develop a positive
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attitude toward the U.S., join the international medical community, and contribute to the modernization of
their health care systems. Beyond improving the sustainability of health and social benefits and services, the
State Department wanted to encourage opportunities for international cooperation with former Soviet bloc
countries so that U.S. citizens would begin to view them as allies and become stakeholders in the redirection
of the former Soviet states and the U.S.’s foreign assistance mission.

Not knowing what solutions to health system problems would be feasible and sustainable in the early years of
the transition, USAID saw the partnerships as a development assistance tool that would allow CEE and U.S.
counterparts to identify their priorities and determine how U.S. experience could help. USAID turned to the
American health care system with its vast resources and expertise for help. It encouraged the formation of a
consortium of the leading U.S. health care associations. USAID hoped that their collective generosity and
goodwill would be a bridge between the two worlds. The informal consortium founded the AIHA, and
USAID awarded it a cooperative agreement to provide flexibility in program design and management.

An evaluation published in February 1997 (Butler et al.) found that while the hospital partnerships had
achieved sustainable improvements in care, they were not aligned with the agency’s policy to focus on
preventive and primary health care. It also noted that because the USAID strategic objectives structure
required mission managers to focus resources on approved country objectives, there was tension between the
partnerships program and the USAID missions. From the Butler evaluation a post-1998 “second generation”
of partnerships emerged, reorienting the health care partnership program from hospitals to primary care to
more closely align with USAID policy. Also, following 1998, the AIHA became more involved in initiating
training and cross-partnership activities that could take advantage of economies of scale, bridge gaps in the
individual partnership focus, and contribute to regional capacity building. This evaluation report is organized
to address the shift in focus of pre- and post-1998 partnerships accordingly.

In 1998, a second evaluation was implemented by a Continuing Evaluation Panel (Vanselow et al. 2001). It
provided ongoing oversight and feedback to the AIHA regarding the effectiveness of partnership operations in
CEE and NIS. Over the panel’s 2-year timeframe, improvements were incorporated into the partnership
model and a formal monitoring and evaluation strategy was developed.

In 1999, the Bureau revised its strategic framework and the role of E&E Bureau programs in foreign policy
changed as relations between the U.S. and the former Soviet bloc matured and the foreign assistance needs
came into sharper focus. Health programs fell under Strategic Assistance Area III: Social Transition, which
had the goal to “enhance the ability of all persons to enjoy a better quality of life within market economies

and democratic societies.” Under this goal the strategic objective guiding the health programs was S.O. 3.2
“Increased Health Promotion and Access to Quality Health Care.”

The AIHA partnership program has been closely aligned and fully responsive to Bureau and foreign policy
objectives since the inception of the program. Its program focus has evolved over the life of the project to be
primarily Mission driven, as opposed to USAID/Washington and the State Department. Lessons learned from
early activities and evaluations have been incorporated into operations. The AIHA partnership approach and
overall impact are discussed in Section II A.

5. Summary of Country Programs

Of the five country specific programs evaluated by the team, the Czech Republic and Slovakia programs
funded all of their partnerships before 1998. Hungary and Croatia introduced new partnerships in each of the
two time periods (pre-1998 and 1999-2005). Thus, country programs in Hungary and Croatia reflect the
original USAID partnership guidance in one group and the revised USAID partnership guidance in the other.
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Romania introduced new partnerships continuously through both time periods, so the change in emphasis was

gradually incorporated into the country program. Table 1 below summarizes the country programs by
partnership type.

Table 1. Summary of Country Programs by Partnership Type

Health Mgmt.
Country Hospital Education Healthy Communities Other
Albania Tirana 1994-2000 Tirana 1996—1999 Tirana 1999-2004 (WWC
Tirana 2001-2004 and cervical cancer)
Lezha 2001-2004 (PHC)
Bosnia and Tuzla 1996-1998

Herzegovina

Croatia Zadar 1995-1998 Split 2001-2003 Stampar SPH 2004
Zagreb 1994—1998 HIV Stigma (Grant)
Czech Olomouc 1996—-1998
Republic Bohemia 1996—-1997
Estonia Tallinn 1994-1996
Hungary Vac 1995-1998 Gydr 2002—-2004
Pécs 2002-2004
Vac 1998
Kosovo Gjilan 2001-2004 (PHC)
Gjakova 2004- (RH)
DOW 2003-05 (WWC grant)
Latvia Riga 1995-1998 Riga/Little Rock
(with HC component) 2001-2004 (TB)
Romania Cluj 1995-1997 (OH)  Bucharest 1996-1999  Constanta 1998-2002 lasi 1998—-2000 (WWC)
Bucharest 2001-2004 Breast Health 2003-2006
(grant)
Slovakia Kosice 1995-1999 Slovakia 1996—1999 Petrzalka 1996-1998

Turcianske Teplice 1996-1998
Martin/Banska Bystrica 1997-99

The evaluation team was tasked with evaluating the extent to which the overall partnership model contributed
to specific broad USAID objectives set forth in the cooperative agreement and its modifications. In addition,
the team evaluated the success of the various partnerships models (hospital, health management education and
healthy communities) in contributing to developmental impact. Findings, conclusions and recommendations
for the overall program approach, each of the partnership types, cross-regional initiatives and intraregional
knowledge sharing are set out in section II of the report.

Il. Partnership Approach and Overall Impact

The AIHA model of partnerships includes the following features:

e A partnership connects one or more U.S. and CEE institutions that share common interests and
purposes. Together, the partners decide on the goals and objectives of the collaboration.

e Volunteers provide technical assistance and training to their partners.

e Exchange visits in both directions give partners broad exposure to one another’s health care
institutions and social services.

e Peer-to-peer relationships characterize the professional and institutional interactions. Both sides
of the partnership derive benefits from the relationship.
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e The U.S. partner agrees to donate financial and technological resources to the CEE partner.
e AIHA selects the U.S. "partners and facilitates the development of workplans.
e AIHA manages the logistics of the partnership.

e AIHA sponsors programs that encourage networking between partners and arranges special
initiatives, training, and technical support to address common needs shared by partners across the
region and to build capacity.

The Health Partnership program approach fostered a sense of equality among partners. They worked as a team
in determining the focus for their programs, resulting in a strong sense of ownership that energized and helped
individuals, communities, and institutions adapt to the demands of the transitional period. The combination of
the participatory nature of the partnership, volunteerism, peer-to-peer mentoring, and opportunities to observe
new methods at work promoted the modernization of the health care system and formation of NGOs to
provide a range of social services. The structure of the partnership model, particularly the healthy
communities methodology, can be easily adapted and applied to address problems in communities and
institutions.

Strengths and Weaknesses of the Approach
Some notable strengths of the approach are as follows:

Demonstration of American values such as:

e The approach promoted a self-help mentality.

o The approach opened doors for naturally gifted social entrepreneurs with vision and energy,
empowering them to take action.

e People at all levels of an organization work as a team to implement programs.

o The people closest to the problem were recognized as the best qualified to do needs assessment,
problem solving, and program implementation, (i.e., a bottom-up collaboration).

e Partnerships gave local government leaders their first experience at finding out the opinions of the
population.

e Participatory decision-making underpinned the approach. In this way, partnerships showed how
to be responsive to the needs of the citizens.

e Transparency and use of evidence in decision-making was required.
e CEE partners better understood democracy and democratic thinking after spending weeks at a US

health care institution.

Flexible design

e During a period of rapid change, flexibility allowed the partnership focus to evolve. When
opportunities arose to influence national policy, the partners were free to pursue them. The
program had infinite possibilities, limited only by participants’ imaginations.

e Use of a cooperative agreement funding mechanism allowed flexible planning and allowed
partners to have greater control over the focus of their collaboration.

Volunteer approach

e The voluntary aspect of the program contributed to the strong commitment and “ownership” felt
by U.S. partners. Their motivation to learn and to support change was very high. The
commitment of time and resources motivated CEE partners.
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Co-mingling donor funds and private volunteer time and other in-kind donations maximizes the
value of the government’s investment.

Peer-to-peer relationship

The program was based on peer-to-peer relationships that were designed to be professionally
rewarding. These relationships built the confidence of the CEE partner and energized the
partners. The CEE partners felt respected and trusted by their US partners.

The AIHA selected CEE partners who were leaders in their field or community, either by virtue
of being the only organization working on the issue or because of recognized prominence for past
achievements.

In the selection of the partners, high priority was given to organizations that were genuinely
interested in learning from one other and that were able to involve individuals who were eager to
adapt their thinking and knowledge to meet the needs of a new environment. Prior foreign
assistance experience was not the primary criterion; rather, experience managing similar
problems in a different context took priority.

Seeing and believing

Exchange visits to the U.S. provided exposure to a multitude of community resources and
institutions allowing CEE partners to see a range of options and choices that might be adapted to
meet their needs.

Observation of unfamiliar professional roles and responsibilities and interaction with the partners
over several weeks were critical to changing the thinking about what was possible (e.g.,
nurse/physician relationships) and accelerated uptake of new ideas.

U.S. partners gained exceptional opportunities to test theories accepted in the U.S..

Some weaknesses of the approach were

The partnership approach, based on an inherently flexible design that allowed partners to set
priorities, sometimes change objectives as the activities evolved, is not well-suited to the current
performance measurement system utilized by USAID, which requires that programs work toward
pre-set performance indicators.

The full impact of partnership initiatives cannot be known for many years. With USAID’s short
term results requirements, Missions may underestimate the potential for the approach to sow
seeds of change and may not be willing to support new partnerships.

Several partners found that the approach did not have a sufficiently rigorous orientation to data
collection and analysis And regretted that evaluation criteria had not been established at the
outset. AIHA corrected this issue with later partnerships, however, the opportunity for measuring
impact from the baseline has unfortunately been lost.

The voluntary aspect of the partnership may not be viable in future projects because of cost
reduction pressures on U.S. health care institutions.

Most partnerships relied on informal training conducted through short-term exchanges, which
were not as effective at transferring skills as longer term, intensive training courses.

After USAID support for the partnership ended, institutional relationships were curtailed as
individuals involved moved to other organizations or became involved with other priorities.
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e Since international travel was a substantial perk, sometimes politics and favoritism drove the
selection of exchange participants from the CEE.

Findings

The overall development impact of the AIHA partnerships approach can be summarized in one word —
extensive. The team found impact at four levels: as a tool of foreign assistance, a tool of foreign policy, as a
mechanism for reforming individual institutions and as a vehicle for catalyzing systemic change.

First, as a tool of foreign assistance, the AIHA partnership approach has proven highly effective at producing
results that have a multiplier effect. As shown in Table 2 in Section V, the vast majority of programs to
improve health and social services have been sustained. Many have been replicated. The CEE partners are
providing more and better services and management improvements have penetrated deeply into day-to-day
operations. Many people credit the partnerships with “changing their lives” and indicate that they adopted a
new mindset inspired by visits to the U.S. and acquired professional skills through partner mentoring. They
continue to be motivated and energetic in pursuing improvements. At the systemic level, CEE partners from
Vac, Turcianske Teplice, Banska Bystrica, Constanta and Petrzalka were among the first to establish non-
governmental social service organizations, changing the role of local governments and bringing desperately
needed new services to the population.

Second, as a tool of foreign policy, the partnerships served as a bridge between former adversaries. The
approach produced extraordinary good will toward the U.S. and its health care professionals. Many CEE
partners are eloquent spokesmen about the improved quality of life that has come from working in a more
open and democratic institution. CEE partners from Olomouc, Constanta, Bucharest, Zagreb and others have
been appointed to national leadership roles and have used these platforms to change policies and to bring
democratic principles alive. Within the U.S., the partnerships have given hundreds of Americans first hand
knowledge of transitional economies, and have personalized international policy and budget debates U.S.
partners from Kentucky, North Carolina, Missouri, Rhode Island and New York have become advocates for
foreign assistance, taking their stories to the U.S. Congress. Foreign assistance and foreign policy now have a
constituency on Main Street, USA.

Third, institutional change was the primary objective of the partnerships, and the changes catalyzed by the
partnership have multiplied and endured. For all partnerships evaluated, the experience brought structural
changes to established CEE institutions. Hospital partnership initiatives were complex and included several
medical specialties in clinical training and improved management of patient care. They adopted new roles,
responsibilities and relationships between staff, and integrated continuous improvement methodologies into
their programs. Patient care was greatly improved. Medical schools added programs to train managers and
accepted non-clinicians as students. City governments divested responsibility for social services to newly
formed NGOs. Sections II B and C of this report describe the changes that occurred in each type of
partnership with specific examples. Annex 8 includes detailed descriptions of the impact at the institutional
and community level for individual CEE partners. Examples of the institutional changes observed are as
follows:

e CEE physicians and nurses described the shift in their thinking towards the concept of “patient-
centered care,” a new practice in the CEE region at that time. In Vac and Kosice, while they had
heard the concept, the physicians described the importance of understanding the policies and
practices that support its implementation as a major impact of the partnership. This shift in how
care is delivered influenced the institution at many levels — affecting hospital visitation policies
(i.e., increased family visiting hours), requiring restructuring of some physical facilities (e.g.,
creation of mini-apartments to allow parents to stay near their children in the intensive care units),
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down to the level of patient-provider interaction (e.g., respecting patients’ privacy during
examinations).

The Slovakia health management education partnership has produced university programs in
health management at the undergraduate and post-graduate levels and has an MOU in place to
continue collaboration with their partner at Scranton University over the next five years. Most
recently they have collaborated in the development of a BRIDGE model and are working together
on management improvements through partnerships in Africa, Mexico and Tbilisi, Georgia.

In Petrzalka, the partnership approach uncovered the prevalence of domestic violence, a festering
consequence of the unemployment caused by the economic transition in Slovakia. There was no
center for abused women in Slovakia in 1997 when their work began. The Hope Center was
founded to provide counseling for women and children, help women find safe housing,
employment and legal assistance. And developed a media campaign to inform the community.
They believe that the attitude of the whole society is changing as a result of their efforts.

Fourth, success at the institutional level was leveraged to create system-wide impact. Through the
partnerships, there were legislative and programmatic gains at the regional, national, and/or community

levels.

The status of nurses was identified early as an important area of change that would significantly
impact hospital efficiency and quality of care. At all hospital sites visited, nurses reported
increased authority, self-confidence, and greater involvement in direct patient care and clinical
decision making.

CEE partners were instrumental in establishing some of the earliest NGOs in the region which
serve as models for provision of social services to the population. From five of the eight healthy
communities partnerships, NGOs evolved. Through the partnerships, hidden or unaddressed
problems such as alcoholism, smoking, lifestyle, and violence against women were identified.
These issues are now among WHO’s highest public health priorities in the region and the CEE
partners are leaders in region-wide forums on these topics. The partnerships gave naturally gifted
“social entrepreneurs” a voice that has helped to improve the health status of the population in the
region.

Partners have taken and are taking leadership roles in advocating for changes in laws and policies.
For instance, in Slovakia, their efforts have resulted in passage of laws that designate drug use
and domestic violence as crimes (Petrzalka), prohibit smoking use public buildings (Martin-
Banska Bystrica), and establish foundations as non-governmental organizations that can raise
funds from private entities (Petrzalka). Constanta was successful in getting a law passed making
STI testing a requirement for pregnant women. In Croatia, Split partners are advocating for
implementation of a nationwide program in the schools to curb alcohol use among children and
youth. In Slovakia and the Czech Republic, schools of health management education are lobbying
for creation of a new wage classification for health care managers, currently an unofficial
professional class.

The approach was a catalyst for changing the mindset of the CEE partners, who were leaders in
their institutions, professions and communities. Many CEE partners became intellectual leaders
nationally (Zagreb, Constanta, Petrzalka, Martin, Vac, Olomouc, Split, Bucharest, Slovakia,
Kosice) and in some cases internationally (Martin, Bucharest, Slovakia, Kosice, Petrzalka,
Constanta) as a result of their partnership initiatives. The ripple effect of their leadership role
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helped to accelerate the modernization of medical practice; acceptance of modern management
principles in health care facilities, and the movement to democratic institutions and principles.

Conclusions

USAID’s investment in the partnerships program has produced important results in the CEE that have had
cascading impact in the years since program support ended. There is convincing evidence that the
collaborative and participatory approach of the AIHA partnerships model has brought meaningful, lasting
changes at the personal, professional, institutional and policy levels in the CEE. As such it has established a
track record of success as a tool of foreign assistance. By contributing to the ENI (later the E&E) Bureau
goals and strategic objectives, the approach also fulfilled foreign policy goals that have accelerated the
movement of the local medical communities, including hospitals, academic institutions and medical service
organizations, out of isolation and into the international medical community. Most importantly, it has fostered
immeasurable friendship and good will among partners.

Recommendations

USAID should revise its assistance mechanisms to accommodate the unpredictable path of participatory
programs. For instance, through the SWOT analysis, the community may find, as in the case of Petrzalka, that
there are hidden problems that need immediate attention. If the scope of work for the partnership is too
directive, the partners may not have the latitude to organize around the problem that the community believes
is their highest priority.

1. The Impact of Each Type of Partnership Established before 1998

The evaluation methodology was organized around the three different types of partnerships. A second level of
analysis looked at the partnerships funded before 1998 as compared with those funded after 1998, when the
clinical program objectives shifted from improving hospital care to establishing primary health care programs.
The team’s findings below are based on the sample of programs observed during the field visit and interviews
with CEE and U.S. partners. A detailed list of contacts is included as Annex 7, and summaries of partnership
sites visited are included as Annex 8.

The AIHA partnership model could be adapted for use in resource-poor settings. The model’s flexibility and
its use of peer-to-peer relationships which fostered positive interactions and much good will would be
appropriate in other settings. If applied to a situation such as the roll-out of antiretroviral therapy to address
the HIV/AIDS pandemic in Sub-Saharan Africa, the partnership could provide opportunities for mutual
benefit which could stimulate US participation. The urgency and compelling nature of the situation as well as
the growing cadre of academic institutions involved in international HIV/AIDS care and treatment could
provide a solid pool of potential US partners.

However, differences between resource-poor countries and the US would necessitate adaptation of the model
for application in these settings. For example, the greater resource disparity between partners might lessen the
usefulness of and need for large bi-directional exchange visits. In addition, the urgency of the situation may
require more intensive activities geared at more immediate results. A potential obstacle to implementing the
partnership model in an African context is the health worker shortage which could limit partnering
possibilities. Also, unlike the CEE countries in the early 1990’s, most African countries are not politically
isolated and in fact their academic elite are already strongly established in, and recognized by, the
international community. Furthermore, mobilization of the African-American diaspora could be much more
challenging. Lastly, more complicated travel logistics and increased health risks to the US partners could
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potentially discourage US participation. Many of these challenges could be overcome by careful selection of
US partners who have experience working in the chosen resource-poor countries.

Hospital Partnerships

All nine hospital partnerships in the CEE region were formed before 1998. Of these, five were visited by the
evaluation team: in Slovakia, Kosice/Providence; in Hungary, Vac/Winston-Salem; in Croatia,
Zagreb/Lebanon, Zadar/Franciscan Sisters; and in Romania, Cluj/Philadelphia.

The overarching goal of the hospital partnerships was to modernize clinical practice in the CEE partner
institutions through peer-to-peer technical assistance and training. In general, the individual partnerships
identified the following objectives for achieving this overarching goal:

e Enhancing professional knowledge and skills of medical staff
¢ Introducing and promoting evidence-based medicine

e Instituting continuous quality improvement methodology

e Elevating the status and role of nurses

e Improving hospital management and administration

e Improving hospital infection control practices

e Reducing lengths of hospital stays

e Developing a clinical care team approach

e Establishing both Nursing Resource Centers (NRCs) and Learning Resource Centers (LRCs).

Site-specific activities varied at each partnership depending upon the perceived needs of the CEE institution
and the clinical and institutional areas recognized as having the greatest potential for improving care and
patient management. Thus, the emphasis might have been on orthopedic surgery in one institution (Biograd)
and pediatric and neonatal intensive care in another (Kosice), but all of the above general objectives were
integrated into the focus of the hospital partnerships across sites. See Annex 8 for information on site-specific
objectives and clinical areas addressed by each partnership.

Findings

In all sites visited, clinical care had improved through CEE partnership activities and these changes had had
been sustained due to the success of the partnerships in building human and institutional capacity. In
addition, the hospital partnerships showed evidence of meeting the majority of the site-specific objectives.
The impact of the hospital partnerships on human capacity was most evident in the following areas:
acquisition of professional knowledge and skills that bridged the gap in clinical practice standards, an
increased appreciation for the usefulness of data-driven evaluation to improve clinical and administrative
practices, the reorganization of hospital operations to incorporate modern techniques of health care
management and quality in health care practice, and an expansion of the roles and responsibilities of nurses.
Underlying all of these gains was the shift in mindset that resulted from the CEE partners being able to
envision doing things differently.

CEE hospital partners benefited from trainings designed to increase professional knowledge and skills in
specific clinical areas and procedures, which had immediate benefits for patients. For example, surgeons at
the Orthopedic Hospital of Biograd were trained to perform arthroscopic knee surgery, and
obstetricians/gynecologists in Zagreb were trained in laparoscopic surgical techniques, paving the way for
other laparoscopic procedures throughout the surgery department. Replacing traditional surgical approaches
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with these less invasive techniques is known to significantly reduce the complication risk for surgical patients.
The Croatian partners commented that initial training conducted by the U.S. partners was too basic for them;
however, eventually they found clinical areas where each had something to offer the other. Professional
development also occurred largely through adaptation of the services and practices of the U.S. partner for
CEE institutions. For example, Zagreb implemented continuing medical education for physicians and nurses,
the Cluj and Zagreb partners reported that they improved patient care by organizing clinical care teams and
the Kosice and Zadar partners adopted modern infection-control practices from U.S. partners.

Many CEE hospital partners developed skills in using data to inform policy and practice. For example,
training and implementation of Continuous Quality Improvement (CQI) and evidence based medicine at
many sites enabled CEE institutions to use the most modern techniques to improve clinical practice. The sites
trained in CQI techniques by U.S. partners are still utilizing the technique to ensure quality. For example,
Zagreb partners are using CQI in the Infectious Disease Hospital to evaluate nursing duties and improve
efficiency. In Vac, the CEE partners were among the first to use CQI in Hungary. The introduction of
evidence-based medicine at several CEE institutions opened a new world of resources to clinicians. Soviet
research had been isolated from the global medical community for decades and often did not meet Western
standards of scientific rigor. First trained were LRC staff, who later trained physicians and nurses to perform
medical literature searches via Medline and use of the Cochrane Library. Prior to the establishment of the
LRCs and the introduction of internet search engines, the medical literature available was limited to
publications from within the Soviet bloc.

The elevation of the nursing profession in the region is a clear success story of the hospital partnerships. CEE
partnership nurses stated that through both exchanges to the U.S. and discussions in their own countries, they
learned about the potential of the nursing profession. The example of U.S. nurses instilled a professional pride
in the CEE nurses who observed that U.S. nurses are not subordinate to physicians.

Nurses from nearly all CEE institutions evaluated related stories of how the partnerships empowered them to
seek changes in their roles. Their assertiveness brought increased authority and self-confidence, as well as
greater involvement in direct patient care and clinical decision-making. Some examples as follows: as a result
of partnership training, Vac Hospital nurses provide most of the care to diabetic patients and have influenced
the reorganization of the layout of the wards; in Zagreb, nurses participated with physicians as collaborators
in a study of care of bed sores; in Cluj, as a result of an increase in confidence, the head nurse initiated the
development of an outpatient respiratory diseases unit; and in Zadar, the nurses now prepare discharge
instructions for patients. Both physicians and nurses interviewed commented on the elevated role and
increased professionalism of nurses in their institution.

Many changes in hospital policies and protocols are still in effect today, demonstrating the impact on
institutional capacity made by the pre-1998 hospital partnerships. The main areas in which institutional
capacity was increased were related to the adoption or expansion of infection control practices and policies,
decreased hospital stays for certain diagnoses, development of clinical care teams, institution of various
clinical protocols, use of the strengths, weaknesses, opportunities, and threats (SWOT) analysis in strategy
planning and creation of both NRCs and LRCs.

Clear examples of improved hospital practice include the establishment of a comprehensive emergency
services department at the hospital in Vac, where, the Emergency Department was reorganized with the
combination of previously separate outpatient walk-in clinic and trauma services. Borrowing the design of its
U.S. partner institution, the Vac Hospital built a state-of-the-art emergency department which includes a
triage center and had essential emergency services (e.g., CAT Scan) in close proximity to the patient care
areas. Another example of improved hospital protocols includes the establishment of family-friendly care at
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the hospitals in Kosice and Zagreb, where policies were to allow fathers to be present at the births of their
children. In Kosice, the number of births with the father present nearly tripled from 2000 to 2005.

Several CEE partners commented that although they had an excellent theoretical understanding of infection
control, in many areas they had not implemented the practices necessary to control nosocomial infections. In
Zadar and Zagreb, the partners adapted U.S. partners’ infection control policies and practices for use in their
own facilities since they had not previously had written guidelines. The Kosice partners said the partnership
enabled them to argue persuasively for renovations to both the Pediatric Intensive Care Unit and the Neonatal
Intensive Care Unit (NICU) to improve infection control in these two units; examples include the installation
of a sink at each patient’s bedside with single-use paper towels and liquid-soap dispensers and an isolation
room complete with negative-pressure ventilation to reduce the risk of airborne disease transmission.
Although pre-partnership data are unavailable, the Perinatal Centre of Kosice Hospital documented a 70%
reduction in nosocomial infections (from 29 in 1999 to 8 in 2004) over the past 5 years. Similarly, the
pediatric intensive care unit at this site experienced a 40% reduction in mortality over the same period (from
8.4% in 2000 to 4.9% in 2003).

Several hospital partnership improved patient care while reducing hospital spending. These included
decreasing the length of hospital stay for certain diagnoses and following certain procedures and improved
diagnostic protocols in some settings. In Vac, the average hospital stay for stroke patients decreased from

10 days to 7 days because of the improved clinical pathways. In addition, chemotherapy for cancer is now
delivered on an outpatient basis. In Kosice, better surveillance of infections and new clinic protocols led to
faster identification of infections in the NICU and cost-savings of US $9,000. In Zagreb, an adult day hospital
was opened, reducing inpatient admissions by 30% over two years.

In several partnerships the creation of clinical care teams and clinical protocols resulted in improved care
for patients. The Kosice partners presented favorable trends in neonatal mortality achieved after improved
patient management protocols were instituted. In addition, the partners described better communication
among neonatologists, surgeons, and other specialists, which they had observed in U.S. institutions. For
example in Vac multispecialty oncology teams were formed during the partnership and continue to provide
coordinated care to cancer patients. Similarly, care teams were established in the Critical Care Unit and on the
Renal Service in Zagreb. Furthermore, the adoption of standard protocols for many nursing procedures has
established a standard for quality care.

Some CEE partners discussed the need to establish measurable indicators at the start of the partnership to
allow them to better evaluate their partnership’s success. Although CEE partners do track some indicators—
which can serve as proxy indicators for the partnership activities (e.g., nosocomial infection rates)—no
partnership had a set of indicators that were measured over time to monitor the effectiveness of their
partnership’s interventions (e.g., trainings, exchanges, new policies).

A ““change in mindset” was described at almost every hospital partnership visit. This consequence of the
visits to the U.S. and the collaboration with the U.S. partners clearly enabled—and in some instances
appeared a necessary requirement fo—many of the other partnership goals to be achieved. It played a critical
role in building human capacity. In Kosice, one physician stated that the link to the U.S. partner was crucial
for countering resistance and feelings of “we can’t do that here” because they were able to see firsthand
different approaches in practice at their partner institution. In Zagreb, one physician stated that the “change in
attitude” that came with seeing a different system was the greatest benefit of the partnership to the Zagreb
partners. In Vac and Zagreb, the partners learned about and discussed the importance of shifting to “patient-
centered care” and implemented programs in their hospitals.

12 Evaluation of the Development Impact of AIHA's Health Partnerships Program in Central and Eastern Europe



Conclusions

Hospital partnerships set in motion a series of changes at the human and institutional levels that have had
lasting impact. Dedicated CEE clinicians working with U.S. partners have led their colleagues and institutions
to adopt modern clinical practices guided by the latest published research which has greatly improved the
quality of patient care. Exchanges to U.S. partner institutions were important to allow the CEE partners to see
the organization of health services in practice. The exchanges in both directions contributed to the change in
mindset that allowed adoption and implementation of new approaches and policies. Once the U.S. partners
escorted their CEE partners into the global medical community, the CEE clinicians became active
participants, seeking out collaborations with other institutions and thriving on the depth and breadth of new
knowledge they could access. In the years since USAID/AIHA support ended, the CEE partners’
advancement has been limited only by their imagination and their financial resources. In general, they have
continued to focus on new approaches to health care delivery and the organization of hospital systems to
improve the quality of care. The status of nurses has now been elevated significantly at every hospital
partnership visited.

Recommendations

While primary care remains a severely underdeveloped link in the health care system in many places,
attention to hospital operations improvements should not be ignored. Cost savings and improved quality of
care at this level can have beneficial effects across the health care system. Support for hospital partnerships on
a south-to-south basis should be evaluated by USAID as a foreign assistance model.

Health Management Education

Prior to 1998, five health management education partnerships were implemented. The evaluation team
examined four of these partnerships: three programs from Slovakia and the Czech Republic
(Slovakia/Scranton, Bohemia/Nevada, Olomouc/Richmond) whose participants attended a group discussion
in Bratislava, and one program in Romania (Bucharest/Chicago) whose site the team visited. The fifth
program (Tirana/New York) was not visited, nor were partners interviewed.

Findings

Partnership objectives were developed in a participatory process through discussions between the partners
about their shared interests. As a result, the objectives of the health management education partnerships prior
to 1998 vary somewhat by partnership. Partnership-specific objectives are identified in Annex 8. However,
broad common objectives were to establish health management education programs in CEE countries;
develop curricula and faculty for health management; promote evidence-based medicine; establish LRCs; and
enhance professional skills of medical staff through in-service training.

All four partnerships reviewed were successful in meeting their objectives. Health management courses are
now part of the standard curriculum at Trnava University School of Public Health and Nursing (Slovakia),
Palacky University Faculty of Medicine (Olomouc), Faculty of Management in Jindrichuv Hradec of the
University of Economics (Prague), Faculty of Informatics and Management University of Education (Hradec
Kralove), and Carol Davila University of Medicine and Pharmacy, Department of Public Health and
Management and the Institute of Health Services Management (Bucharest). All four partnerships developed
curricula for health management. The Bucharest curriculum stands out as the most comprehensive and highest
quality, incorporating the broadest range of management issues and modern concepts of what management for
health services encompasses. The least successful curriculum is at the Faculty of Management in Jindrichuv
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Hradec where the focus is too narrowly on health care financial management. All of the partnerships promote
evidence-based medicine and established LRCs to increase access to the evidence base.

In addition, all four partnerships have contributed at some level to the systemic change that has taken place
in their CEE countries since independence, some by influencing legislation and public health school curricula
and some by preparing graduates to attain influential management and policy-making positions, as in
Romania. Many CEE partners have continued to develop and expand their individual programs since the end
of the AIHA partnership programs. For example, the Slovakia/Scranton partnership has developed into a
strong, ongoing partnership that involves student exchanges to facilitate health management knowledge and
learning among master’s degree students from the U.S. and Slovakia and joint third-country activities in
Kenya and Cambodia.

It may be too soon to see the longer-term impact of improved management of health systems because most of
the health management education programs spent the project years setting up management courses,
developing curricula, and training professors. Bucharest has been producing graduates since 1998 and
Bohemia since 2000. Each of these programs has 20 to 30 graduates annually. It will take additional time
before a critical mass of graduates reaches senior management positions and is fully able to have an impact on
health systems. Similarly, it is too soon to see the degree to which these partnerships have affected improved
health status because the impact of improved management in health facilities is yet to be fully realized.

In the health management education partnerships, the partnership exchanges were very important for human
capacity building. CEE partners reported that their visits to the U.S. exposed them to new management
concepts and teaching methodologies. For example, Prague partners reported that they were able to learn new
information technologies and saw computer rooms that enhanced students’ ability to work together. Czech
and Slovak partners reported that specific education techniques were observed during U.S. visits (e.g.,
teaching in small groups, encouraging questions from students, using case studies, conducting role plays, and
playing other managerial games). These techniques were embraced and incorporated into both the improved
teaching approaches and the health management education curricula.

The Bucharest/Chicago partnership undertook more intensive capacity building than the other health
management education partnerships, including a three-month course in management at the University of
Chicago for 12 young Romanian doctors. Their studies included health care management, health economics,
and quantitative applications for public health, sociology, and quality assurance. The breadth and depth of the
training helped establish a cadre of health care management teachers for the University of Medicine &
Pharmacy and the Institute of Health Services Management. They developed the first CEE-specific case
studies based on examples from Romania, a methodology that has since been presented to other ATHA
partners in the region, including a one-week training course in Kazakhstan in 2001 to introduce the Romania
experience. Country-specific case studies have now become the norm for health management education in the
region.

The partnerships helped establish health management education programs in three of the four pre-1998
partnerships (Bucharest had already established a program in partnership with London School of Hygiene and
Tropical Medicine, Montreal, and New York University) with varying degrees of success. Slovak and Czech
partners agreed that before the partnerships were formed, the profession of health management did not exist,
and most health management positions were filled by clinicians. The AIHA partnership was instrumental in
establishing the concept of health management as an essential tool in improving the cost-effectiveness and
efficiency of health service delivery. The partnerships also demonstrated the importance of bringing
nonclinical professionals into the field to improve management of health services.
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When asked if there is a cadre of professional health care managers in the country, partners gave mixed
answers: they noted that hospital directors are still medical doctors, not professional managers. In Slovakia,
there is no specific employment tariff for health managers. This precludes official recognition of the
profession and serves as an obstacle to attracting young professionals to the field.

CEE health management education partners in Slovakia and the Czech Republic were emphatic about the
importance of the partnership programs in changing their mindset and stated that the change in mindset was
essential to adopting the concepts, technologies, and techniques to which they were exposed. Olomouc
partners remarked that the input of the U.S. partners was critical to establishing the health management
program and that interaction with the partners had accelerated progress by as much as 15 years. In contrast,
Bucharest partners did not consider a change of mindset to be a product of the partnership. They had engaged
in previous international training and partnership activities and were well prepared to adopt new technologies
and skills.

Partners on both sides saw English language skills as a critical element of a successful program. Mary Jo
Keshock, former Cleveland partner and former AIHA field staff member, noted that English language
capability was one of the most important aspects of successful partnerships during her tenure. Bucharest
partners recognized this early and prepared their participants with English language training. Other U.S. and
CEE partners noted that English language capability ensured that LRCs were better utilized, as medical
literature is most readily available in English, and that training courses were more effective. Perhaps most
importantly, because U.S. partners were unlikely to speak Eastern European languages, English language
capability by CEE partners allowed individual partners to become friends and close colleagues and permitted
partners to work on sensitive and contentious issues with mutual confidence.

Conclusions

Overall, the health management education partnerships helped to establish and strengthen the curricula for
health management education programs by promoting modern principles and techniques of health care
management education and increasing the availability of information for decision making.

Exchange visits to the U.S. were a critical factor in opening the minds of CEE partners to the realities of U.S.
health care systems and management approaches, allowing them to overcome preconceived views and
observe firsthand approaches and techniques that could be implemented in their own settings. Unlike visits
from external consultants, where the visitor determines what is introduced, these exchanges allowed CEE
partners to select for themselves potentially useful practices.

The most successful individual health management education partnerships were those in which the CEE
partners had good English language skills that facilitated communication and enabled professional and
personal relations to develop between individual partners. Additionally, where CEE partners had already
studied abroad or had participated in professional activities abroad, the partnership activities were able to
build on existing knowledge of what such a partnership might offer, as well as existing aspirations for
obtaining knowledge, skills, and technologies.

Recommendations

Intensive structured training courses of several months duration, such as that implemented through the
Bucharest/Chicago partnership, should be included in future health management education programs (rather
than short-term training) as a means of ensuring human and institutional capacity development.
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Healthy Communities Partnerships

USAID modified the AIHA cooperative agreement in 1995 to add healthy communities partnerships to the
scope of the program. The model for healthy communities originated in U.S. communities struggling to
recover from military base closures or other economic shocks to the area. The concept was to mobilize
community stakeholders around common goals and objectives related to health and social needs. AIHA’s
healthy communities initiatives are often confused with the World Health Organization (WHO) Healthy Cities
program. CEE partner institutions that have participated in both describe Healthy Cities as an urban planning
program in which participants consist of city government officials and a group of designated decision makers
from the community. In contrast, the AIHA healthy communities partnerships use a community-based
planning strategy and programs are implemented through collaboration and mobilization of a cross-section of
community stakeholders. All three pre-1998 healthy communities partnerships were established in Slovakia
(Petrzalka/Kansas City, Turcianske Teplice/Cleveland, and Banska Bystrica-Martin/Cleveland) and had the
same general objectives: to assess community needs, to empower citizens to prioritize program activities, and
to mobilize the community for implementation.

Findings

The three partnerships met all the objectives. Over the 8-9 years following the inception of the program, they
formed financially sustainable NGOs to deliver health and social services to the community. Prior to the
partnership, only one of the CEE partners was familiar with community-based organizations; today the NGOs
are financed by a mix of public and private funding and are providing more extensive and higher quality
services than at the time the USAID/AIHA funding ended.

In Slovakia three of the four partner communities had the same U.S. partner, however the SWOT analysis was
effective in identifying the unique needs of each community. Turcianske Teplice partners focused on lifestyle
issues and established health screening services to prevent disease. Banska Bystrica undertook efforts to
create long-term care and hospice services, and Martin identified tobacco use and hospice services as the
priorities. Petrzalka, which already had an established organization, chose to build on its program to address
drug use by children. As a result of the community assessment, their attention evolved into an initiative to
stop domestic violence. CEE partners’ advocacy efforts have produced systemic impact. Six to seven years
after the partnership ended, Slovak partners have leveraged knowledge, skills, and experience gained through
the partnership into national legislative changes. National laws have been enacted to recognize drug use and
domestic violence as crimes and to protect victims of domestic violence, to require public health warnings on
tobacco products, to prohibit smoking in many public buildings, and to authorize national health insurance
coverage of Hib immunizations. Martin has opened a hospice and Banska Bystrica has secured authorization
from the state to build a 16 bed hospice.

The opening of new integrated health and social servi