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EXECUTIVE SUMMARY

1. since independence Ukraine has been in the midst of an unprecedented demographic decline 
combined with a health crisis. imbalanced economic growth, political turbulence, and a greatly weakened 
health care system have led to declining health and significant inequalities in health status across the 
population. in addition, Ukraine has the fastest rate of depopulation in europe. driven largely by low 
fertility rates, this is rapidly changing the age structure of the population with higher proportions in the 
mid- and older age groups. As is expected, non communicable diseases mortality and morbidity are 
now a large share of Ukraine’s disease burden and more importantly so among the working age male 
population with significant economic and social consequences. such a change in the composition of the 
burden of disease requires a multi-sectoral approach to disease prevention and management.

2. recognizing this, this report reviews the current health situation in Ukraine and how it has changed 
in the past two decades, combining major health indicators, risk factors, and the state of the health 
care system. Ukraine is compared with its neighbors, the Czech republic, poland, Hungary, slovenia 
and russia and also with other european countries where appropriate. in particular, it focuses on 
the following questions: “What is the picture of health in Ukraine today, how has it progressed since 
independence, and how does its trajectory differ from those of Central European countries? What 
lessons can be drawn from policies enacted in other countries to help stem the increase in pre-mature 
mortality and morbidity among the adult population?”

3. This report shows Ukraine’s divergence in mortality and morbidity trends from Central europe and 
reviews policies and reforms in Central european countries that could explain in part the differing trends. 
it shows that excess deaths especially among working age males, are due to modifiable behavioral 
risk-factors such as hypertension, alcohol and smoking. despite the amenable nature of deaths and 
evidence of cost-effective targeted interventions that could work, the Ukrainian health system still 
designed for acute care episodic disease management is not equipped to deal with this mortality crisis. 
Though several reforms have been proposed and some have even been legislated, most have not been 
implemented. What is evident is that while a focus on primary care and multi-sectoral targeted cost 
effective interventions to prevent and control non-communicable diseases is essential; this would be 
difficult and less effective in the absence of substantial reform in the health system.

Ukraine has the highest population decline in 
Europe

4. From independence, Ukraine’s population decreased 
by 12 percent: from 52 million to 46.2 million in December 
2007. if current trends continue, by 2050, the population 
is projected to decline by around 40 percent to 36.2 
million. This will be accompanied by a change in the 
age structure of the population and a sharp rise in the 
proportion of older age groups. 

5. Life expectancy in Ukraine is much below that of the 
rest of Europe with greatest relative life expectancy loss 
at the working ages especially among males. The pattern 
of life expectancy was fairly similar in eastern europe until 
the late 1980’s after which a divergence was observed: 
declining le in Ukraine and russia while other formerly 
socialist countries such as the Czech republic, Hungary, 
slovenia and poland made big strides. Currently le in 
Ukraine appears to have stagnated.

6. Relative to other European countries, Ukrainians are not only dying younger but also have fewer 
years lived in full health. Ukrainians spend almost 13 percent of their lives in states less than perfect 
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health whereas poles spend about 8 percent of their total lifespan in states less than perfect health, 
slovenians and Czechs 9 percent and only Hungarians, at 11 percent, are close to Ukraine’s level. 

 Life expectancy at birth in Ukraine and selected European countries, males, 1970-2006

7. Female-male differentials in life expectancies are also much higher than that in high income countries 
and the EU. The average gap in life expectancy between women and men in Ukraine increased 
considerably, from 9 years in 1989 to almost 12 years in 2005, while the female-male difference in life 
expectancy in the eU decreased by one year and was equal to 6.2 years in 2005. Whereas Ukrainian 
life expectancy is 8.2 years lower than the corresponding eU average for females, it is 14 years lower 
for males. 

One third of Ukrainians die prematurely before the age of 65 years, a rate that is much higher 
than in European countries

8. High mortality rates are largely driven by mortality among working age males, with adult male 
mortality levels being as high as those in low income countries. The probability of surviving to old 
age in Ukraine is low compared with Central european countries especially among Ukrainian males, 
with adult male deaths being at levels similar to that in countries with less than one-fifth the gnp per 
capita of Ukraine. 

Male adult mortality rate and GNP per capita, Ukraine and selected countries

Countries GNP per capita Male Adult Mortality Rates

benin 1250 349

Togo 770 371

guinea 1130 380

Haiti 1070 329

ghana 1240 350

Ukraine 6110 384

9. Non-communicable diseases (NCD) and chronic conditions comprise the bulk of mortality in 
Ukraine, especially among working age males. ischemic heart disease is responsible for almost 40 
percent of all deaths in 2005, approximately double the level observed in the Czech republic and in 
Hungary (20–25 percent) and four times higher than in slovenia. The risk of dying from circulatory 
system diseases (Csd) and cancer is much higher in Ukraine than the eU-average.

10. In addition, Ukraine has the highest mortality rate from infectious diseases in the entire WHO 
European Region, followed by Russia and Eastern European countries. Hiv/Aids and tuberculosis 
account for 90 percent of all deaths from communicable diseases in Ukraine. Hiv/Aids accounts for 
2.19 percent and 3.62 percent and Tb accounts for 1.04 percent and 1.48 percent of deaths and 
dAlys in Ukraine respectively.
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Age-specific mortality by diseases in Ukraine in comparison with EU (EU=100) 2005

About half of deaths before the age of 75 in Ukraine could be avoided through adequate 
prevention and treatment 

11. many of the causes of premature-death and disease in Ukraine are linked to risk-factors which are 
largely modifiable and preventable. risk factors related to lifestyle such as smoking, alcohol and diet, 
as well as environmental conditions play key roles in many diseases, including poisonings, injuries and 
the biggest killer in Ukraine, circulatory system diseases such as ischemic heart disease and stroke.

12. more importantly:

 94 percent of mortality due to three major risk factors tobacco smoking, alcohol consumption • 
and risks related to road safety, together comprising 17 percent of all deaths in 2004, could 
have been avoided with adequate prevention.

 25 percent of all pre-mature deaths in Ukraine in 2004 could have been avoided with effective • 
treatment. 

 80 percent of deaths among working age males and about 30 percent of working age females • 
could have been treated adequately at the primary care level. 

13. Tobacco consumption is the highest in the WHO European region with the percent of regular 
daily smokers in the population above age 15 in Ukraine being 62 percent, followed by russia (61.3 
percent) and Albania (60 percent). over 40 percent of all deaths among men aged 35-69 years in 
Ukraine in the early 1990s were attributable to tobacco.

14. Alcohol abuse is high and increasing. While official statistics indicate alcohol consumption in 
Ukraine to be low relative to other countries, this is not backed by findings from sociological and 
expert estimations which indicate high level of alcoholism in Ukraine. Alcohol causes 12.3 percent of 
all the dAlys in Ukraine, higher than in all comparison countries except Hungary. The mortality rate 
from related causes continues to increase in Ukraine while Central european countries are making 
substantial progress in reducing alcohol-attributable mortality. 

15. interventions ongoing in other european countries show success in reducing pre-mature mortality 
and morbidity through cost-effective interventions targeted to reducing risk-factor prevalence; 
many potential life years and health life years can be gained by implementing any or some of these 
interventions in Ukraine. An integrated nCd control and prevention strategy can help foster multi-
sectoral collaboration.

Ukraine’s health system is not geared to tackle the mortality crisis

16. Ukraine’s health system is complex, inefficient, highly inequitable and of low quality. since 2004 
few substantial changes to health policy have been implemented in Ukraine. While there have been 
important legislative and policy initiatives for reforming the health system, lack of political will and 
misaligned incentives has meant little progress in achieving major goals. Health care delivery in 
Ukraine has changed very little since independence and key features include: 
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 Highly inefficient spending with lion’s share of Ukraine’s budget allocation going to hospitals • 
and specialized facilities (86 percent). preventive and primary health care remains largely 
neglected.

 rigid norms drive budgeting and allocation of resources at the local level, hampering the • 
ability of local governments to base expenditures on local needs or to develop outcome-
based measures to improve quality. 

 High share of out-of-pocket payments (oop) creates financial barriers in accessing health • 
care, especially for lower income groups. oop are more regressive in Ukraine than in the eU 
and comparison countries and can cause catastrophic expenditures pushing people below 
the poverty line.

 Considerable overcapacity in the hospital sector, with significant efficiency gains to be made • 
from preventive medicine and the adoption of modern ambulatory care based treatment 
modes. The number of hospital beds per 100,000 population is 33 percent over the eU-10 
average and the average length of stay in Ukrainian hospitals is one of the highest in the 
region. 

 lack of an established and accountable physician gate-keeping mechanism. patients often • 
directly seek care from specialists with no need of a formal referral by their physician. 60 
percent of patients go directly to specialists and over half those visits are to inappropriate 
providers.

 Utilization rates remain high, but quality of services received has declined dramatically. self-• 
reported satisfaction with waiting times and services received is consistently among the lowest 
in Ukraine compared with other european countries. 

17. To addresses the health needs of the population which is becoming more chronic disease 
focused; Ukraine’s health system needs to be reoriented from an acute care, input-based model to 
a comprehensive disease management model more appropriate for nCd prevention and control. 
integrated approaches to health reform while mobilizing and communicating with several other sectors 
of the government to improve chronic disease prevention and management, adopted by several Central 
european countries, offer rich lessons. experience from Central european health reforms suggest 
that removing rigidities in resource allocation, emphasizing primary care, introducing a referral care 
system, rationalizing excess capacity at secondary and tertiary levels as well as performance-based 
payment for providers should be the key focus of health system reforms in Ukraine.

Ukraine needs to reform its health system with key focus on cost-effective prevention  
and primary care

18. The health crisis in Ukraine is increasingly being driven by increased mortality, especially among 
working age males. This increase can be attributed to both patterns of risk-factors and inadequacies 
of the health care system to prevent, control and treat the underlying causes of pre-mature death. 
emphasis should therefore be placed on preventing the causes of death and disease and treating 
them effectively. extend life-spans and increasing the number of healthy years lived by Ukrainians, will 
require focus on two fronts:

 in the short term, there is a need to identify and implement priority cost-effective interventions • 
(both within and outside the health system) that target the major risk factors. key interventions 
targeting major risk factors can result in large gains at small cost. These include interventions 
and policy options that target the major risk factors, addressing alcohol and tobacco, road 
safety, and diet/physical activity within an integrated strategy for nCd prevention.

 in the medium to long term, the health system needs to be re-orientated to meet the complex • 
challenges of nCd prevention and control.

19. This requires the development of integrated management structures that bring together representatives 
from all areas of the health system and beyond to ensure coordinated action for nCd prevention and 
control. This process should involve not only governments but also donors and ngos – both of which 
have a substantial role in nCd prevention and control efforts.
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CHAPTER 1

INTRODUCTION

MAIN POINTS

 Ukraine has experienced an unprecedented demographic decline since independence – below • 
replacement fertility rates combined with high mortality rates especially among working age 
population – has resulted in a reduction in overall population by about 5.8 million people.

 Ukrainians are not only dying younger but also have fewer years lived in full health relative to • 
their European counterparts.

 High mortality among working age males as well as the changing age and gender structure of • 
the population has significant social and economic consequences.

UKRAINE’S DEMOGRAPHIC DECLINE

1. Since independence, Ukraine has experienced an unprecedented decline in population. 
At the time of independence in 1991, Ukraine’s population was roughly 52 million. since then the 
population has decreased by 6 million (12 percent) and was 46.2 million in december 2007. if current 
trends continue, by 2050, the population is projected to decline by around 40 percent to 36.2 million 
(figure 1). A variety of key factors have influenced the decline: increasing emigration rates, declining 
fertility rates and rapidly increasing mortality rates particularly among working age males due to non-
communicable chronic diseases.

Figure 1: Ukraine’s population forecast based on current trends, 2006 -2050

source: state statistical Committee of Ukraine.

2. Twenty percent of the recent decline in population is due to emigration (figure 2). However, 
it is projected that emigration rates will slow down into the future and will not be a leading explanatory 
factor to population decline.
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3. Fertility rate is below 
replacement levels – the total 
fertility rate (TFR) declined from 
1.9 per 1000 live births in 1982 
to 1.2 in 2008. several theories 
have been proposed to explain 
this decline in fertility. one theory is 
a second demographic transition 
similar to that experienced in the 
developed West, and another 
is the transitional crisis with its 
political, moral and economic 
consequences (frantsuz 2008). 
The most likely factor largely 
contributing to a rapid decline in 
fertility and to a swift increase in 

mortality is the socioeconomic consequences of the transitional crisis. This in turn exacerbated the 
depopulation trends that have been occurring in Ukrainian villages since the late 1970s. The trends 
will most likely continue as women become more educated, move towards having children at an older 
age, and have increased access to contraception and other family planning information.

4. With fertility rate remaining 
below replacement levels for 
several decades, deaths outpace 
births leading to a negative natural 
population growth rate. in 1991, for 
the first time in Ukraine, the number 
of deaths exceeded the number of 
births by 39,000 (steshenko 2001). in 
2007, Ukraine had a negative natural 
population growth of -6.1 per 1,000, 
the highest in the european region. 
in 2007, there were 10.2 births per 
1,000 Ukrainians compared with 
16.4 deaths per 1,000 (figure 3). 
in the long run for population to 
stabilize, the fertility rate would need 
to increase to replacement levels.

Box 1: Definitional Issues in Calculating Infant Mortality

Under the WHA definition, an infant is considered live-born (regardless of gestational stage) if, after exiting 
its mother’s body, it “breaths or shows any other evidence of life such as beating of the heart, pulsation of 
the umbilical cord, or definite movement of voluntary muscles”. In Ukraine however, an infant had to be at 
least 35 centimetres long and to weight at least 1000 grams at birth to be counted as living, according to the 
definition that remained unchanged since Soviet era. This excluded many of the most vulnerable infants 
from Ukraine’s infant mortality measure. After applying the new criterion and changes in the Civil Code of 
Ukraine to bring them in compliance with the WHO and EU requirements starting from 2005, an increase in 
new-born mortality is expected.

5. While infant mortality rates are still high compared with Central European countries, this is no 
longer the driving factor of high mortality rates in Ukraine. A high priority has been given to maternal 
and child health that has led to a decline in infant mortality rate (imr) of 56 percent since 1993 in Ukraine, 
although this is still less than the average decline in europe (66 percent). This decline is partly a result of high 
immunization rates – immunisation coverage 
of children less than one year of age against 
tuberculosis, diphtheria, poliomyelitis, tetanus, 
pertussis, measles, rubella, hepatitis b in 
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Figure 3: Indicators of natural rate of growth in Ukraine’s population
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Ukraine was above 95 percent in 2005. The chances 
of a child being born healthy and surviving the first year 
of its life in Ukraine are still much lower than in Central 
european countries and the eU average. moreover, 
the current level is still double the eU average, three 
times higher than in the Czech republic and far 
above the levels observed in slovenia, Hungary and 
poland. in addition, the definition of “live birth” used 
in Ukraine until very recently was very different from 
that recommended by the World Health Assembly 
(box 1) making historical comparisons problematic. 
in 2005, according to official statistics, the infant 
mortality rate in Ukraine was equal to 10 deaths 
per 100,000 live births, 0.4 less than the 2007 mdg 
(10.4) but exceeding the final indicator for 2015 (9.3) 
(figure 4). 

6. High mortality rates are largely driven by mortality among working age males, with adult 
male mortality levels being as high as those in low income countries. The probability of surviving 
to old age in Ukraine is low compared with Central european countries (Table 1). The probability 
of dying between ages of 15 and 60 years 
is especially high for Ukrainian males, with 
adult male deaths in Ukraine being at levels 
similar to that in low-income countries.

Table 1: Adult mortality rate (probability of dying between 15 to 60 years per 1000 population)

Countries Both Females Males
Czech republic 108 67 148

Hungary 177 104 249
poland 145 79 209
russia 300 158 432

slovenia 104 56 148
Ukraine 264 142 384

source: World Health survey.

Table 2: Male adult mortality rate and GNP per capita, Ukraine and selected countries

Countries GNP per capita Male Adult Mortality Rates
benin 1250 349
Togo 770 371

guinea 1130 380
Haiti 1070 329

ghana 1240 350
Ukraine 6110 384

source: World Health survey.

UKRAINE’S HEALTH DEFICIT AND ITS CONSEQUENCES

7. Life expectancy is low due to high adult mortality but has remained stagnant in recent years. in 
2006, the average le at birth in Ukraine was 68 years (62.3 for males and 73.8 for females). between 1989 
and 1995, male le at birth fell by 4.9 years while le among women fell by 2.7 years (figure 5 and figure 6). 
After the initial shock of the transition to a market economy in the 1990s, le in Ukraine began rising again 
mid-decade. Until very recently, it was impossible to determine whether this was a moderate recovery after 
a very sharp decline, or perhaps the first stage of a more fundamental improvement in health status1. in 
1998 mortality rates increased slightly but have since stagnated. box 2 discusses historical mortality trends 
in Ukraine and europe. Ukraine failed to achieve the target le of 70 years by 2005, set by the program 
of Action adopted by the international Conference for population development (moH & UnfpA 2003); 
considerable effort will be required to achieve the next target of 75 years by 2015.

1 The mortality improvement may be the result of a selection effect: those with the worst health died during the crisis and, as a result, the remaining 
population is on average healthier than the pre-transition population (foight n. 2002).

Adult Mortality Rate is the probability of dying between 
the ages of 15 and 60 per 1,000 population.
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Box 2: Historical Patterns of Life Expectancy in Ukraine and Europe

Historical patterns of LE in Ukraine exhibit the accelerated model of the epidemiological transition. After 
World War II, health improved dramatically across Europe due in part to the spread of antibiotics and 
large-scale immunization programs (Meslé 2004). Health levels in the USSR, as well as in Central European 
countries, which had lagged far behind the most advanced northern and western countries, began to narrow 
the gap rapidly in late 1940s and by the early 1960s LE in the former Soviet Union was nearly equal to that 
observed in the United States (Marquez 2005). 

In the mid-60s, the gains made in LE in Europe began to stagnate due to the advent of man-made and 
degenerative diseases. In the West however, this period of stagnation was brief, and LE again began to 
increase in the early 1970s, mainly due to declines in man-made diseases and circulatory diseases. However 
the same reversal was not seen in central and Eastern Europe during the same period LE in eastern European 
countries began to plateau or even decrease, especially for males (Meslé 2004).

 In the mid-1980s, a sharp distinction emerged between Ukraine and Russia on one side, and central 
European counties on the other. The mortality deterioration in Ukraine and Russia accelerated sharply 
in the 1990s with profound socioeconomic changes triggering dramatic changes in LE. During this period 
republics of the former USSR were entering a severe economic crisis brought on by the transition to 
market-based economies. During the transition period health status of Ukraine’s population decreased 
catastrophically and became the most important component and feature of the current demographic 
crisis (Meslé, 2004).

8. The large gap in life expectancy between Ukraine and the rest of Europe is a fairly 
recent phenomenon. in 2005, Ukraine’s le was eight years less than poland’s, nine years less 
than the Czech republic’s, 10 years less than slovenia’s, and 11 years less than the european 
Union’s average le. Until the late 1980’s, the pattern of life expectancy was fairly similar in all 
five comparison countries2 after which a divergence was observed: declining life expectancy in 
Ukraine and russia while other formerly socialist countries such as the Czech republic, Hungary, 
slovenia and poland made big strides. in 1986, life expectancy in Ukraine was the highest among 
Czech republic, poland and Hungary, and merely three years less than the eU average. However, 
in the years that followed, a large gap rapidly emerged between Ukraine’s life expectancy and 
that observed in central europe and in the eU. As early as 1988 in the Czech republic followed 
by poland in 1992, Hungary in 1993, and slovenia in 1997 experienced rapid positive trends in le 
while the Ukraine remained stagnant.

Figure 5: Life expectancy at birth in Ukraine and selected countries, males, 1970-2006 

source: HfA database, 2008

2 in Ukraine and russia the slight rise in life expectancy during 1985-1986 has been attributed the gorbachev anti-alcohol campaign. following 
economic liberalisation in 1991 alcohol became more widely available, cheaper than before 1985, and its consumption may have played a 
significant role in the future increase in mortality (libanova, levchuk et.al 2007).
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Figure 6: Life expectancy at birth in Ukraine and selected countries, females, 1970-2006

source: HfA database, 2008

9. The gap between female and male life expectancies is growing. The average gap in life expectancy 
between females and males in Ukraine increased considerably from nine years in 1989 to almost 12 
years in 2005. Conversely, female-male difference in le in the eU decreased by one year from 1989 to 
2005 and was equal to 6.2 years by 2005. The average le for women is now around 80 years across 
comparison countries, while in Ukraine it is still less than 75 years. Whereas Ukrainian life expectancy is 
8.2 years lower than the corresponding eU average for females, it is 14 years lower for males. After the 
age of 60, the difference in le between Ukrainian males and females reduces to 3.4 years, though this 
may be due to a survivorship effect whereby the males that survive are the healthy ones.

10. The greatest relative life expectancy loss is among working age Ukrainians. The difference 
in le between Ukraine and comparison countries was greatest at age 15 in 2005 (Table 3). There was 
over a 10-year gap between the Ukraine and the eU average and as much as a five-year gap with 
Hungary, the country with the next lowest le. The gap in le decreased at the older ages possibly due 
to a survivorship effect such that the healthy ones survive. The low le at working age is directly related 
to a high mortality rate among this section of the population.

Table 3: Life expectancy at different ages in Ukraine and selected European countries, 2005

Countries LE at birth LE at age 1 LE at age 15 LE at age 45 LE at age 65
Czech republic 76.2 75.4 61.6 32.8 16.4

Hungary 73.0 72.5 58.7 30.3 15.6
poland 75.1 74.6 60.8 32.4 16.8

slovenia 77.6 76.9 63.1 34.4 17.6
Ukraine 67.3 67.0 53.4 27.2 13.8

eU 78.5 77.9 64.1 35.3 18.4

source: HfA database, 2008 

11. Ukrainians are not only dying 
younger but also have fewer years lived 
in full health relative to other European 
countries. Health Adjusted life expectancy 
at birth was 59.2 years in Ukraine, 8.7 years 
lower than total life expectancy at birth in 
2002 (figure 7). lithuania had the same 
gap between le and HAle, and poland is 
the only other country with a slightly bigger 
gap of 8.9 years. Ukraine along with russia, 
were the only countries with HAle less than 
60 years (figure 8). HAle for Ukrainian 
males remained lower than for Ukrainian 
females by 8.7 years.
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Health Adjusted Life Expectancy is a summary measure 
combining both mortality and morbidity. It is defined as 
the average equivalent number of years of full health that 
a newborn could expect to live, if he or she were to pass 
through life subject to the age-specific death rates and ill-
health rates of a given period. It is used to assess the goal 
of improving average levels of population health. While 
a lower LE is associated with a lower HALE, there are large 
variations of HALE for any given level of LE. These differences 
partially reflect the disease profile within a country as 
well as variations in the impact of health promotion and 
prevention policies, as well as the levels of performance of 
the health system in general (WHO 2002). 
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12. Ukrainians spend almost thirteen percent of their lives in states less than perfect health. This 
is in contrast to the compression of morbidity observed in developed countries where increasing life 
expectancy is accompanied by fewer years lived with disability. only Hungarians were close to Ukraine’s 
level of total lifespan spent in less than perfect health (11 percent versus 13 percent), while slovenians 
and Czechs were at 9 percent and poles were at 8 percent (box 3). Ukrainian females spend both more 
years and a greater proportion of their lives in states less than perfect health; males spent an average of 
11.7 percent of their lives in states less than perfect while females spent 13.7 percent. 

13. High adult morbidity and mortality especially among the working age population has 
significant economic consequences. The Ukrainian labor pool is shrinking both due to emigration 
and high mortality among working age population. population projections indicate that Ukrainian males 
and females working age (age 15 to 59) population as a share of total population has already begun 
to and will continue to decline far into the future taking into account the current population growth 
rate, fertility rate, and mortality rates (figure 9). pre-mature deaths among wage-earners and skilled 
workers can affect not only household incomes but the country’s economy as well. 

Figure 9: Projected proportion of working age men and women relative to total population 2002-2052

source: institute of demography, 2007
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The decline in the share of working age adults due to high mortality and the increasing proportion of 
elderly people could adversely impact the economy unless new mechanisms are developed to attract 
and retain older workers, especially knowledge workers. A decline in health leads to declines in labor 
productivity due to absenteeism and declining worker capacity. Conversely, better health can also spur 
economic performance. As people live longer lives and plan for retirement it can increases savings. 
Healthy workers attract foreign direct investments as investors often shun environments where the 
labor force suffers a heavy disease burden. A longer life span also makes investments in education 
more attractive. for example, bloom et al (2004) found that one extra year of life expectancy raises the 
steady state gdp per capita by about 4 percent. not all countries benefit from this link – better heath 
matters more in countries with good economic policies and god governance. 

14. The changing age and gender structure of the population has significant social 
consequences. if current trends persist, in the long run, not only will the elderly make up a larger 
proportion of the population, but the absolute number of those over 60 will be greater than today. The 
gender gap in le has already led to a high proportion of single women and widows in the northern 
regions of Ukraine. Cultural, linguistic and religious differences already exist in Ukraine between the 
eastern and the western parts. differentials in fertility, mortality, population growth, and le in different 
regions and among social and ethnic groups could also further exacerbate existing disparities. in the 
short term, the decline in Ukraine’s population may imply lower overall health expenditure. However, 
in the long run, with ageing, these will be offset by a rise in demand for health services.

15. meeting the health challenge of reducing premature mortality and morbidity is important and 
will require multi-sectoral coordination and a targeted approach. recent experience – in the region 
however, has shown that poor adult health outcomes are not immutable. yet, achieving sustainable 
improvements requires multi-sectoral policy coordination, a deeper understanding of health seeking 
behavior and regional differences in health outcomes and underlying factors that explain risky 
behavior and improving the capacity of health services to detect, treat and monitor chronic illnesses 
at the appropriate level. recognizing this, this study is the first in a series of analytical work aimed at 
understanding the various factors that affect the health status of the Ukrainian population (especially 
the adult population) and therefore could impact the demographic situation in Ukraine.

STUDY FRAMEWORK AND OUTLINE

16. Conducted as a desk review, this study provides a diagnosis of health challenges in Ukraine and 
relates these challenges to experience and evidence from other countries. it demonstrates the impact 
of non-communicable diseases and related risk factors on pre-mature mortality and unnecessary 
morbidity and disability among the Ukrainian population, especially working age males. it provides 
examples of multi-sectoral and targeted intervention programs that have resulted in reductions in non-
communicable disease mortality, morbidity and disability in select european countries and highlights the 
importance of a functioning health system in increasing longevity and improving health expectancies. 
Ukraine is compared to benchmarks from the Czech republic, Hungary, poland, slovenia, russia and 
other european countries where appropriate. These countries are neighbors and, like Ukraine, are 
undergoing a transition from centrally planned to a market based economy.

17. This first chapter describes briefly the demographic situation and the health crisis currently being 
experienced in Ukraine including its social and economic consequences. Chapter 2 discusses the 
distribution of disease mortality, morbidity and disability that underlie the health crisis. Chapter 3 links 
the underlying risk factors to mortality, morbidity and disability in Ukraine. recognizing that most 
pre-mature mortality and morbidity are amenable to properly targeted interventions and treatments, 
Chapter 4 turns the focus to programs that can effectively target nCd and their risk factors and offers 
examples from selected countries. given the complex needs associated with nCd prevention and 
control, Chapter 5 highlights the importance of a functioning health system to help effectively reduce 
pre-mature morbidity and mortality. The final chapter summarizes the report’s findings.
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CHAPTER 2

DISTRIBUTION OF MORTALITY, 
MORBIDITY AND DISABILITY

MAIN POINTS

 Ukraine faces a triple-burden of disease: high rates of death and disease from chronic conditions, • 
especially among the working-age population; high rates of deaths linked to alcoholism; and 
re-emerging infectious diseases, especially HIV/AIDs and tuberculosis (TB).

 While mortality indicators are higher at almost all age levels, the biggest gap between Ukraine • 
and EU is in the working age interval.

LEADING CAUSES OF DEATH AND DISABILITY

18. The patterns of life expectancy and levels of health in Ukraine and comparison countries can in 
part be explained by patterns of profile and prevalence of disease and external causes of death. 

19. NCD account for the bulk of death (82 percent) in Ukraine out of the about 1 million age-
standardized deaths in 2002. (figure 10) This is followed by external causes (12 percent) and 
communicable, maternal, perinatal and nutritional conditions (6 percent). nCd are characterized by 
a long time-lag between exposure and manifestation, and usually require life-long observation and 
treatment. 

20. Ten leading conditions are responsible for almost 72 percent of deaths in Ukraine. (Table 4) 
Comparatively, the ten conditions account for 65 percent of deaths in russia, 54 percent in Hungary, 
53 percent in Czech republic, 48 percent in poland, and 46 percent in slovenia. ischemic heart 
disease (iHd) and stroke together contribute to over half of the disease burden in Ukraine, the 
highest proportion of the comparison countries, although the two conditions also dominate in the 
other five countries.

Figure 10: Deaths by cause in Ukraine, 2002

source: WHo global burden of disease (gbd) estimates, 2002
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Table 4: Shares of 10 leading conditions in the age-standardized deaths  
in Ukraine and selected European countries (% of the total) 

Top Ten Causes of Death Czech 
Republic Hungary Poland Russia Slovenia Ukraine

1 ischemic heart disease 23.85 22.38 20.99 27.58 14.68 38.42

2 Cerebrovascular disease (stroke) 14.14 12.61 11.59 20.17 10.39 14.57

3 Copd 1.64 2.16 1.57 1.30 3.05 2.90

4 self-inflicted injuries 2.08 2.90 2.26 2.89 3.94 2.80

5 poisonings 0.41 0.09 0.55 3.19 0.26 2.72

6 other unintentional injuries 1.69 0.82 1.14 3.39 1.22 2.66

7 Trachea, bronchus, lung cancers 5.63 6.37 6.51 2.34 5.34 2.33

8 Hiv/Aids 0.00 0.01 0.05 0.76 0.06 2.19

9 Cirrhosis of the liver 1.96 5.37 1.71 1.65 4.73 1.82

10 stomach cancer 1.41 1.59 1.96 1.75 2.09 1.55

source: WHo global burden of disease (gbd) estimates, 2002

21. The biggest gap in mortality indicators between Ukrainian and EU is in the working age interval. 
(figure 11 and figure 12) After reaching its highest point, the curve sharply declines in older age ranges. 
This is evidence of high premature mortality and of a large number of “excess” deaths, circulatory system 
disease mortality consistently higher than the eU average at all age ranges; most notably four to six times 
higher for males from age 15 to 74, and about 4 times higher for Ukrainian females from age 30 to 74.

22. Notwithstanding high shares in mortality rates, 
NCD also account for the bulk of disability (68 percent) 
in Ukraine of the 20 million disability-adjusted life-
years in 2002. (figure 13) disease does not only affect 
lifespan but also quality of life that can be measured in 
disability-adjusted life-years (dAlys). The order of impact that nCd, external causes, and communicable, 
maternal, perinatal and nutritional conditions has on dAlys follows the same trend as for mortality.

23. Ten leading conditions are responsible for almost half of total DALYs in Ukraine. (Table 5) 
ischemic heart disease is not only the biggest contributor to death, but also to disability in Ukraine. 
Ukraine has the lowest dAly burden from unipolar depressive disorders at 5.2 percent while in other 
countries it ranges from 7 to 11 percent. on the other hand, while populations in Hungary, poland, 
slovenia and the Czech republic lost significant years of healthy life due to different types of cancer, 
Hiv/Aids (3.6 percent), poisoning (3.0 percent), violence (2.5 percent), and nutritional deficiencies (2.8 
percent) contribute more significantly to health gaps in Ukraine.
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Figure 12: Main causes of mortality by age group in 
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source: mdb database, 2008

Disability-Adjusted Life-Years (DALY) is a 
health-gap measure summarising the number 
of years lost due to death and disease.
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Figure 13: DALYs by cause in Ukraine, 2002

Table 5: Shares of 10 leading conditions in DALYs in Ukraine and selected European countries (% of the total) 

Top Ten Causes of DALYs Czech 
Republic Hungary Poland Russia Slovenia Ukraine

1 ischemic heart disease 8.26 7.75 7.27 10.91 4.73 12.65

2 Cerebrovascular disease 5.50 4.98 4.58 7.25 4.49 6.02

3 Unipolar depressive disorders 8.68 7.03 8.91 4.30 11.34 5.18

4 other unintentional injuries 4.10 1.96 4.40 5.62 3.09 4.81

5 Hiv/Aids 0.16 0.12 0.10 1.50 0.08 3.62

6 self-inflicted injuries 2.52 3.04 2.55 3.55 4.08 3.28

7 poisonings 0.53 0.13 0.59 3.33 0.30 3.02

8 Congenital anomalies 1.26 2.04 1.93 2.09 2.00 2.94

9 nutritional deficiencies 0.69 1.16 0.84 2.16 0.71 2.82

10 violence 0.39 1.11 0.55 4.07 0.38 2.48

source: WHo global burden of disease (gbd) estimates, 2002

NON-COMMUNICABLE DISEASES (NCD)

24. Circulatory system diseases (CSD) mortality is one of the main causes of the decrease in LE 
in Ukraine. Csd includes iHd and stroke. in Ukraine mortality from circulatory system diseases began 
to increase at precisely the same point in time when le began to shorten. from 1990 to 1995 there 
was a sharp increase in Csd prevalence followed by a slower increase from 1995 to present (figure 
14). Ukraine’s sdr is over 2.5 times higher than the eU average with notable gap for 30-44 year olds: 
Ukrainian male sdr is about 6 times higher than the eU and Ukrainian females about 4.5 times higher.

Figure 14: SDR for circulatory system disease in Ukraine and selected European countries, 1990–2005

source: mdb database, 2008
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source: mdb database, 2008 

25. Ischemic heart disease is the single biggest killer in Ukraine with rates much higher than 
neighboring countries even Russia. (Table 2) iHd is responsible for almost 40 percent of all deaths 
in 2005. This is approximately double the level observed in the Czech republic, poland, and Hungary, 
and over 2.5 times more than slovenia. from 1990 to 2005 the age-standardized death rate (sdr) 
for iHd has been rapidly increasing in Ukraine while sdr has remained relatively stable in most other 
european countries (figure 15).

26. Deaths from stroke have declined slightly but remain at high levels. (figure 16) from 1990-
1995 mortality from cerebrovascular diseases (also known as stroke) was increasing in Ukraine, while 
sharply declining in other countries. The decline in stroke in slovenia was associated with female 
mortality decline, while in Hungary it was mostly due to death rate reduction among working age 
population. beginning from 1995, mortality rates from stroke in Ukraine began to decrease, but are still 
two to three times higher than in other eastern european countries.

source: mdb database, 2008
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Figure 15: SDR for ischemic heart disease  
in Ukraine and selected European countries, 1990–2005

Figure 16: SDR for cerebrovascular diseases  
in Ukraine and selected European countries, 1990–2005
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27. Mortality from mental disorders in Ukraine increased sharply between 1990 and 1996, reaching 
14 deaths per 100,000 males and 4 deaths per 100,000 females. (figure 17and figure 18) This increase 
was followed by a downward trend to 1999, after which sdr began rising again. A similar pattern was 
observed in Hungary, slovenia and poland. in recent years, sdr from mental disorders began also to 
increase in the Czech republic. These trends affect mostly elderly people, with greater impact on men. 

28. Mental health disorders are associated with decrease in LE over the past decade, the 
same period of economic and social changes. in particular, there is strong relationship between 
socioeconomic status and the prevalence of depression. during rapid socioeconomic changes the 
disadvantaged continuously rate their own situation negatively, feel helpless, and a loss of control. This 
experience becomes widespread when society becomes rapidly polarized and social cohesion, trust, 
reciprocity and social support decrease dramatically (kopp et. al. 2007).

Figure 19: SDR for cancers in Ukraine and selected European countries, 1990–2005

29. Cancer in Ukraine is characterized by extremely high lethality, especially at younger ages. 
The sdr from cancer in people aged 0–64 years was 104 deaths per 100,000 population in Ukraine, 
101 in poland, 93 in the Czech republic and 79 in eU in 2005. in Hungary, the rate was the highest: 
135 deaths per 100,000 population (figure 19). in contrast to death rates for the young, those aged 
65 and over in Ukraine have the lowest death rate for cancer; the age-specific mortality curve shows 
a clear downward trend, the risk of deaths from cancer in Ukraine is declining with age. This is an 
abnormal situation as cancer is typically viewed as a disease of the elderly, and in most counties the 
risk of death from cancer is increasing with age rather than decreasing. There are several explanations 
of this paradox. one is the limitation of the data; there is often some doubt about the completeness 
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Figure 21: SDR for breast cancer, females, Ukraine  
and selected European countries, 1990–2005
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of the recording of deaths. Another is the difficulty to accurately diagnose a cause, given the lack 
of modern screening equipment. most importantly, le in Ukraine is so short that the pool of elderly 
persons exposed to the risk of cancer is somewhat reduced and circulatory system diseases and 
external causes account for the vast proportion of deaths resulting in high premature mortality. 

30. Men in Ukraine die from cancer at twice the rate of women. Among cancers, the most cause 
of disease burden is lung cancer for males (figure 20) and breast cancer for females (figure 21). for 
males, mortality from cancer of the trachea, bronchus and lung has been declining since the early 
1990, a trend also observed in europe as a whole. mortality rate from breast cancer remained low in 
Ukraine compared to most other european countries from 1990 to 2005, but nevertheless showed a 
significant increase during last 15 years. While mortality due to breast cancer is decreasing in other 
countries, the rate is increasing for Ukrainian females. 

31. A growing problem: the number of people living with diabetes mellitus is rapidly increasing 
in Ukraine. more than 1 million people or 2.25 percent of population are affected with diabetes, and 
the prevalence rate continues to rise steadily. every year, another 100,000 cases are detected. it 
has changed from an “old people’s disease” to a disease afflicting people in the first half of their life. 
generally, those who suffer from diabetes have three to four times higher risk of dying prematurely 
from cardiovascular disease than the rest of the population. Also, diabetes is an important cause 
of blindness in people of working age, kidney failure, amputations of the leg, and excess perinatal 
mortality (WHo 2002). 

EXTERNAL CAUSES

32. The second most important cause of death is due to external causes. external causes include 
unintentional injuries, suicides, and homicides. Actions related to poisoning, drowning, falls or fires are 
examples of external causes. locations include on the road, at work or at home. Ukrainian males have 
more than a four times higher risk of death from external causes compared to eU average risk (figure 
24). The risk is about twice as high for Ukrainian females versus the eU average (figure 25). The largest 
excess mortality occurs in people 45-59 years old, who have mortality rates 6 times higher than the eU 
average for males and about 4.5 times higher for females. both boys and girls below 15 years of age in 
Ukraine have about 4 times the mortality rate from external causes of their peers in the eU.

33. The most important external cause of death, in both males and females, is unintentional 
poisoning. Unintentional poisonings are common in Ukrainian males, especially of working age. 
The problem is particularly acute and rapidly growing in rural areas. in Ukrainian males, death by 
unintentional poisoning did not surpass the suicide rate until 2001. in 2005, the mortality rate for 
unintentional poisoning in Ukraine for each sex was the second highest behind russia. Unintentional 

Figure 22: SDR for external causes, males, Ukraine and 
selected European countries, 1990–2005

Figure 23: SDR for external causes, females, Ukraine and 
selected European countries, 1990–2005
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poisoning for females is 56 percent higher than the next highest country, Hungary. for Ukrainian males 
the mortality rate is more than twice as high as the next highest country, poland. 

34. The downward trend in mortality that occurred between 1996 and 1998 was followed by 
an increase in 1999. (figure 22 and figure 23) The main causes for the rise in deaths from external 
causes in Ukraine are evidently a deterioration of the economic situation, growing psychological stress, 
relaxation of previous occupational safety and a return to drinking patterns seen before the 1985–1986 
anti-alcohol campaign. 

35. Mortality from alcohol abuse (including alcohol psychosis) in 2004 in Ukraine was second 
highest across the entire WHO European Region, following estonia. The sdr from alcohol 
abuse in the eU was half of Ukraine’s level. This situation was mostly driven by male mortality, while 
females had the 4th highest death rate (after estonia, germany and slovenia). A sub-category of 
unintentional poisonings, death by alcohol abuse can occur when a healthy adult male of average 
weight consumes a half liter or more of a strong beverage (40 percent alcohol) without food in less 
than one hour (marquez 2005). 

36. Suicides and intentional self-harm substantially increased in Ukraine from independence 
continuing through 1997. The rate was 29 per 100,000 population in 1997, more than double the 
eU average. After 1998, the rate began to decline, and in 2005 it was 20.8 per 100,000 population. 
in 2005, the sdr from suicides in Ukraine was lower than in slovenia and Hungary. Hungary had the 
highest suicide rate in the WHo european region in the 1970s, but it has declined by more than one-
third since the mid-1980s. The suicide rate for slovenia is also slowly diminishing.

37. Homicide and assault contributed to 6.4 percent of mortality from external causes in 2005. 
The sdr was nine per 100,000 population. This is eight times higher than the eU average and much 
higher than in the other european countries in this study. A big proportion of crimes are committed by 
men and women while intoxicated. in a majority of cases, victims of homicide are also intoxicated at 
the time of the crime (marquez, 2005).

38. Ukraine had the lowest mortality rate due to transport accidents in 1999, and merely two 
years later it had the highest. mortality due to road traffic accidents began a decline in 1992, but 
in 1999 it started to rise again. After another 4 years it rose to double the eU average. in 2005, 
transport accidents caused 20 deaths per 100,000 population (compared to 13 per 100,000 in 1999), 
representing 14 percent of all external causes of death. This rate is even more remarkable considering 
that there are fewer automobiles per capita in Ukraine than in Western europe (marquez 2005). in 
addition, Ukraine has the highest mortality from events of undetermined intent, for both sexes, in 
entire european region, potentially indicating inadequate coding of external causes of death and 
underreporting of some specific causes.

source: HfA database, 2008

Figure 24: Persons injured due to work-related accidents 
in Ukraine and selected European countries, 1990–2006

Figure 25: Deaths due to work-related accidents in 
Ukraine and selected European countries, 1990–2006
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39. The number of deaths due to work-related accidents is high. (figure 25). However, the number 
of reported injuries at the workplace per 100,000 in Ukraine is relatively low which could imply under-
reporting or that most injuries are fatal (figure 24).

40. In 2002, the incidence of occupational diseases in Ukraine was 21.6 per 100,000 workers, 
nearly doubling from 2001 rates. The largest category is diseases of the respiratory system, and 
especially pneumoconiosis (30.6 percent) and chronic bronchitis (19.1 percent). 

COMMUNICABLE DISEASES

41. Notwithstanding that communicable disease burden is around 6 percent of all mortality, 
Ukraine has the highest mortality rate from infectious diseases in the entire WHO European 
Region. sharp increases in the incidence of both syphilis and diphtheria in the early 1990s were largely 
under control by the end of the decade. reported cases of measles have fluctuated over the past three 
decades with the Ukrainian health system unable to maintain the high routine immunization coverage 
with the first dose of the measles vaccine and ensure that there is the opportunity for a second dose. 

42. HIV/AIDS and tuberculosis account for 90 percent of all deaths from communicable diseases 
in Ukraine. Hiv/Aids accounts for 2.19 percent and Tb accounts for 1.04 percent of total deaths in 
Ukraine (box 3). in regards to total dAlys, Hiv/Aids accounts for 3.62 percent and Tb accounts for 
1.48 percent. The sdr for Tb has more than doubled from 1990 to 2005 with the highest sdr among 
the european countries by 2005 (figure 26). The sdr for Hiv/Aids has exponentially increased over 
this same time period, while the eU has seen a sharp decline and other eastern european countries 
have remained constant (figure 27). 

source: mdb database, 2008

Box 3: HIV/AIDS and TB in Ukraine

There has been a very swift spread of the HIV infection in Ukraine. Until 1994 Ukraine was a country with a low 
prevalence of HIV infection, but the number of clinically diagnosed cases of AIDS began to rise sharply starting in 
1995. While in 1998, the incidence of AIDS in Ukraine was the highest of all the commonwealth of independent states 
(CIS), but still lower than in the EU, today Ukraine is the epicenter of HIV infection in Europe (though the situation is 
still classified a “concentrated” rather than a “generalized” epidemic (MOH Ukraine 2008). Between 1987 and 2007 
there were 122,314 cases of officially reported HIV-infection in Ukraine, including 22,424 AIDS cases and 12,490 
AIDS related deaths. There is no single region without a case of HIV infection in Ukraine, though there is considerable 
diversity, with the South-Eastern region showing the highest rates of HIV prevalence. From 2005 to 2006, the number 
of new cases of HIV increased by 16.8 percent, and by 10 percent from 2006 to 2007. In 2007, over 48 persons were 
diagnosed with HIV-infection, over 12 people were diagnosed with AIDS, and over 6 people died from AIDS every 
day. The figure illustrates the pattern of new AIDS cases and AIDS deaths from 1991 to 2007.
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Reported AIDS cases and deaths in Ukraine, 1991-2007

source: UngAss 2007

Until now, the HIV epidemic in Ukraine was concentrated in sub-populations, mainly injecting drug users (IDUs) 
with a prevalence rate among pregnant women in urban areas below 1 percent. During the span of a decade, 
the epidemic shifted from high risk-groups to the general population through heterosexual transmission. The 
share of infections caused by intravenous drug use decreased from 84 percent in 1997 to 40 percent in 2007, while 
the percentage of heterosexually transmitted infections grew from 11.3 percent to 38 percent. In 1998, Ukraine 
abolished mandatory HIV testing and introduced a voluntary nationwide testing and counseling service, which 
may have contributed to the decrease in reported HIV infections among IDUs (World Bank 2006a). 

In 2007, children born with HIV constituted 19 percent of HIV transmissions. In 2006, 95 percent of all pregnant 
women were tested for HIV. The high take-up is due to a combination of factors: the integration of government 
programs for preventing HIV infection in infants, a universal opt-out strategy for voluntary counseling and 
testing during pregnancy, and the provision of antiretroviral prophylaxis. In all, 91 percent of the 2575 HIV-
positive women who delivered in 2006 received antiretroviral prophylaxis to prevent vertical transmission during 
pregnancy and delivery. The number of officially reported cases underestimates the actual size of the epidemic 
and the actual number of people living with HIV in Ukraine is agreed to be considerably higher. According to the 
latest estimates, there were 440,000 people infected with HIV at the end of 2007. This is equal to an estimated HIV 
prevalence of 1.63 percent of the adult population of Ukraine (age 15-49), indicating that Ukraine has the most 
severe HIV/AIDS epidemic of any country in Europe or the Commonwealth of Independent States (MOH Ukraine 
2008). The AIDS epidemic in Ukraine impacts an already bleak demographic outlook, especially regarding the 
size of the working age population and economic consequences. The figure below shows the projected impact of 
the AIDS epidemic on the working age population size in Ukraine under three scenarios. 

Size of working age population under three AIDS scenarios

source: World bank, socioeconomic impact of Hiv/Aids in Ukraine 2006

Alongside the HIV epidemic, a TB epidemic has been observed since 1995. Almost 40,000 people each year 
are infected with tuberculosis in Ukraine, 30 people die per day, amounting to more than 10,000 deaths 
every year (Levitt 2006). Co-infection with HIV is a growing problem with over 60 percent of HIV/AIDS deaths 
attributed to tuberculosis.

Those at greatest risk for TB tend to be the most vulnerable populations: intravenous drug–users, the 
alcoholics, those with immune system deficiencies and the poor. The major factors behind the epidemic are 
poverty, multidrug-resistant tuberculosis (MDR–TB), HIV co-infection and the spread of tuberculosis in prison 
populations. According to WHO, an estimated 10 to 15 percent of new TB patients have MDR–TB. In Ukraine 
almost each one out of ten of the country’s 170,000 prisoners has TB, and with up to 100 sharing a single prison 
cell, it is easy for airborne transmission is greatly facilitated. The prisons screen all new inmates on arrival and 
at six-month intervals, with outdated X–ray equipment, and treat those found to be infected with ‘standard’ TB 
(i.e. non–MDR). Those being treated are isolated and those who are cured are also isolated (Levitt 2006). 
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CHAPTER 3

MAJOR RISK FACTORS 
AFFECTING DISEASE PATTERNS

MAIN POINTS

 The high proportion of NCD related death and disease in Ukraine is driven by a rise in unhealthy • 
lifestyles such as smoking, alcohol abuse, poor diet and physical inactivity, particularly among 
the young and working age population.

 One-third of Ukrainians suffer from elevated blood pressure, most of who are unaware of their • 
hypertensive status.

 Tobacco consumption is among the highest in the WHO European region while alcohol abuse • 
in high and increasing.

 Poor diet and low inactivity result in one-fifth of the population being obese.• 

OVERALL RISK FACTORS

43. The high proportion of nCd related death and disease in Ukraine is driven by a rise in risky behaviors 
such as smoking and alcohol abuse, particularly among the young. smoking and alcohol consumption 
are examples of risk factors; risk factors increase the chance of developing disease. risk factors are 
associated with multiple diseases and, conversely, a single disease may be associated with multiple 
risk factors. Additionally, diseases may also be risk factors to other diseases. Understanding these 
relationships offer important opportunities to improve the population’s health; policies and interventions 
tackling key risk factors facilitate positive health outcomes in the population (WHo 2005f).

44. Ten risk factors are related to the bulk (84.4 percent) of the total DALYs in Ukraine. five major 
risk factors account for about half of the dAlys in Ukraine and all other comparison countries (Table 6). 
High blood pressure is the most important risk factor in Ukraine accounting for 16.6 percent of total 
dAlys while tobacco consumption is the most important in the other european countries. Tobacco 

Table 6: Shares of leading risk factors in the DALYs burden in Ukraine  
and selected European countries 2002 (% of the total)

Risk factors Czech 
Republic Hungary Poland Russia Slovenia Ukraine

1 High blood pressure 12.8 12.2 10.4 9.8 8.2 16.6

2 High cholesterol 9.8 8.9 6.9 6.4 6.3 14.4

3 Tobacco 15.5 20.9 16.6 11.0 13.7 12.8

4 Alcohol 6.2 15.5 9.2 4.7 11.4 12.3

5 High bmi 8.4 7.8 7.1 6.8 6.8 9.0

6 low fruit and vegetable intake 3.0 5.7 3.3 2.2 2.1 8.0

7 physical inactivity 4.1 3.9 3.1 2.9 2.8 5.6

8 illicit drug use 0.9 1.2 0.4 1.1 3.0

9 Unsafe sex 1.2 1.0 1.3 1.0 0.8 1.6

10 indoor smoke from solid fuel use 1.1

Combined 61.9 75.9 59.1 45.2 53.2 84.4

source: data from The european health report 2005 – public health action for healthier children and populations
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and alcohol use place the greatest burden of disease on the Ukrainian male population, and hypertension 
and high cholesterol place the greatest burden of disease on Ukrainian females. A similar situation is 
observed in other countries. Tobacco consumption places the greatest burden on Hungarian, Czech, 
polish and slovenian male population and high blood pressure is a leading factor for Czech, polish and 
slovenian women. in Hungary, tobacco use is the most important risk factor for both sexes. in Ukraine, 
physical inactivity and low fruit and vegetable intake account for more dAlys than in comparison 
countries. other risk factors having a bigger impact in Ukraine relative to comparison countries are 
unsafe sex, illicit drug use as well as indoor smoke from solid fuel usage.

HYPERTENSION

45. Almost a third of Ukrainians suffer from elevated blood pressure. According to the Ukrainian 
demographic Health survey conducted in 2007 (as reported in UdHs, 2008) 25 percent of women 
15-49 and 32 percent of men 15-49 are hypertensive3. people with elevated blood pressure have a 
considerable higher risk of stroke, ischemic heart disease, other cardiac diseases and renal failure. 
This risk in turn is related to unhealthy diets, especially high salt intake, insufficient physical exercise, 
excess body weight and risky alcohol use. men who smoke have slightly higher rates of hypertension (35 
percent) compared to those who do not (29 percent). Hypertensive rates also rise with increasing age.

46. Many Ukrainians are unaware that they are hypertensive. Comparing self-reported data with 
blood pressure test results, UdHs 2008 found that 77 percent of Ukrainian men and 49 percent of 
Ukrainian women are not aware that they are hypertensive. Among those surveyed, 8 percent of 
women and 10 percent of men had moderately or severely elevated blood pressure. given that a large 
number of Ukrainians do not know their hypertensive status and hence are not taking medication, the 
probability of death and disability due to hypertension increases.

47. High blood pressure accounted for the most of the burden of disease in Ukraine. (Table 4) in 
comparison, high blood pressure is the second leading risk factor in disease burden in Czech republic, 
Hungary, poland, and russia, and third in slovenia.

TOBACCO CONSUMPTION

48. More than half of tobacco users in Ukraine will die of a tobacco-related diseases. According 
to HfA database in Ukraine, 56.8 percent of all causes of deaths are attributable to tobacco-related 
causes in 2005 (56.3 percent, 59.9 percent among males and females correspondingly). in the early 
1990s, over 40 percent of all deaths among Ukrainian males aged 35-69 years were attributable to 
tobacco (WHo 2005e). in 2000, of the 100,000 deaths that were attributable to smoking, 67 percent 
were among men aged 35–69 (peto et. al. 2003). Tob acco is an important cause of a wide range of 
cancers and may furthermore act synergistically with other causes of cancer, such as exposure to 
asbestos and, in the case of cervical cancer, human papilloma virus. smoking is a known risk factor 
for cardiovascular disease, causes lung and other forms of cancer, and contributes to the severity 
of pneumonia, emphysema, and chronic bronchitis. lung cancer rates closely follow smoking rates 
with a time lag of some five to 15 years before positive (or negative) lifestyle changes begin to induce 
changes in disease prevalence.

49. Ukraine has the highest death rates from smoking-related causes among both males and 
females, and their levels have not changed significantly in last decade (figure 28 and figure 29). 

50. Almost two-thirds of Ukrainian males above age 15 are regular daily smokers, the highest 
among countries in WHO’s European Region. (Table 7) only russia follows closely behind at 61.3 
percent. most other european countries have a third or less of their male population as regular daily 
smokers. Cigarette smoking among women in Ukraine is lower than in comparison countries (Table 7) 
but high compared with 7 percent of women in moldova and 2 percent in Armenia (UdHs 2008). A 
much higher per of working-age Ukrainians ages 15 to 59 years are current daily smokers compared 
with any other age group (figure 30). 

51. Survey data obtained as part of the EUROHIS project show that 14.8 percent of men and 0.8 
percent of women in Ukraine smoke more than 20 cigarettes per day (WHo 2000). data of the 

3 The UdHs 2007 tested adult Ukrainians’ blood pressure levels.
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World Health survey identified that on question “do you currently smoke any tobacco products such 
as cigarettes, cigars, or pipes?” 24.4 percent of Ukraine’s population answered “yes, daily”, which 
is higher than in slovenia and russia, but lower than in the Czech republic and baltic states; and 
another 5.8 percent answered “yes, but not daily”, that is about the average in the region, but higher 
than in the Czech republic and slovenia. 

52. Smoking is a growing problem among disadvantaged socioeconomic groups, youth, and 
women. smoking rates among rural Ukrainian women have increased by over 17 fold over the last 25 
years (Cindi Ukraine 2001) young women are increasingly likely to smoke compared to older women 
(moH 2008). fashion, aggressive marketing, the emancipation of women and low tobacco prices have 
resulted in increases in Ukrainian female smoking rates. A recent study on health behavior among 
school youth shows that as many as 39 percent of boys and 18 percent of girls, ages 11 to 12 years, 
have experimented with smoking (Uiss, 2007).4 

4 Health and behavior of school youth in Ukraine. booklet 5. smoking, alcohol and drugs. kiev, Ukrainian institute of social research, 2007.

Figure 28: Share of All Causes SDR from smoking related 
causes in Ukraine and selected European countries, 

males 1990–2005

Figure 29: Share of All Causes SDR from smoking related 
causes in Ukraine and selected European countries, 

females 1990–2005
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Table 7: Percent of regular daily smokers age 15+ in 
Ukraine and selected European countries

Countries Male Female

Czech republic (2004) 31.1 20.1

Hungary (2003) 36.9 24.6

poland (2006) 37.0 23.0

slovenia (2005) 24.0 22.0

Ukraine (2005) 62.0 17.0

russia (2004) 61.3 15.0

source: HfA database, 2008

Figure 30: Smoking and average daily tobacco 
consumption by age-groups in Ukraine, 2002

source: WHs Ukraine Country report
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ALCOHOL CONSUMPTION

53. Alcohol-related mortality in Ukraine is high and is increasing. nearly 13.6 percent of deaths 
in Ukraine in 2004 were due to alcohol related causes (16.5 percent among males and 7.8 percent 
among females). The mortality rate from alcohol- related causes continues to increase:

source: HfA database, 2008

140 deaths per 100,000 population in 1991, 193 in 1995, 175 in 2000, and 185 cases per 100,000 in 
2004. during the same period Central european countries were making substantial progress in reducing 
alcohol-attributable mortality. The lowest sdr from causes involving alcohol is now observed in slovenia, 
while Hungary has almost halved mortality from alcohol-related causes over the last 15 years.

54. According to the HfA database, Ukraine has a low average level of consumption relative to 
other countries (Table 8). given other indicators, data on alcohol consumption in Ukraine is likely 
largely underestimated; sociological and expert estimations indicate high level of alcoholism in 
Ukraine. further, indicators presented in HfA database were estimated using official statistics on local 
production, sales, import and export of alcohol and it appears that the presence of an unregulated, 
illegal alcohol market in Ukraine which has significant market share could be a factor in high mortality 
from alcohol poisoning. The consumption of alcoholic beverages is estimated to be responsible for 
number of diseases, increased risk of liver cirrhosis, high blood pressure, heart disease, cancers, and 
plays an important role in family problems, accidents, inadvertent injuries, violence, homicide, suicide, 
and road traffic injuries. in eastern european countries, alcohol abuse and its related problems is 
estimated to lead to one to three percent loss in annual gross national product (WHo 2001).

Table 8: Pure alcohol consumption in Ukraine and selected European countries last available year,  
liters per capita per year5 

 Pure alcohol 
consumption

Pure alcohol 
consumed age 15+

Spirits consumed 
in pure alcohol

Wine consumed 
in pure alcohol

Beer consumed in 
pure alcohol

Czech republic (2003) 13.7 16.2 3.8 2.02 7.85

Hungary (2003) 11.6 13.8 3.5 4.49 3.61

poland (2003) 6.7 8.2 1.3 1.43 3.95

slovenia (2005) 8.8 10.3 0.9 4.39 4.23

russia (2003) 8.9 10.5 6.2 1.03 1.64

Ukraine (2003) 5.2 6.1 2.9 0.6 1.65

eU (2003) 9.1 11.0 1.8 3.51 3.81

source: HfA database, 2008

5 estimated amount of pure ethanol in spirits, wine, beer and other alcoholic drinks consumed per capita in the country during the calendar year, 
as calculated from official statistics on local production, sales, import and export, taking into account stocks and home production, whenever 
possible. Conversion factors used to estimate amount of pure alcohol in beer is 4.5 percent and in wine is 14 percent alcohol. data are collected 
and calculations made by the Alcohol and drugs unit of the WHo regional office for europe.

Figure 31: Share of All Causes SDR from alcohol-related 
causes in Ukraine and selected European countries, 

males, 1990–2005

Figure 32: Share of All Causes SDR from alcohol-related 
causes in Ukraine and selected European countries, 

females, 1990–2005
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OBESITY, POOR DIET AND PHYSICAL INACTIVITY

55. Almost one-fifth (17.7 percent) of the Ukrainian population is obese (WHO 2000). more women 
than men are obese (19.4 percent versus 14.1 percent). These results are from survey data however and 
self-reported data are likely to be underestimated, especially for females. Adults who are overweight or 
obese (bmi6 > 30) are at risk for hypertension, diabetes, cardiovascular disease, psychosocial problems 
and certain types of cancer. The risks increase progressively with body mass index, with amplified 
relative risks in younger age groups and clear evidence of substantial reversibility on weight loss. The 
risk of diabetes increases up to 100-fold for the obese, and 80 percent of diabetes prevalence can be 
attributed to obesity and overweight. obesity presents serious complications, is difficult and expensive 
to treat and reduces le by 8 –10 years (WHo 2002). 

56. High body weight, high cholesterol, low fruit and vegetable intake, and physical inactivity together 
account for 37 percent of total DALYs in Ukraine. Corresponding dAly losses in european countries were 
18 percent in slovenia and russia, 20 percent in poland, 25 percent in the Czech republic and 26 percent 
in Hungary. obesity and high cholesterol (in addition to hypertension) are largely determined by poor diet 
and by insufficient physical activity. poor diet is low intake of vegetables, fruits, and good (vegetable and fruit) 
oils combined with high intake of saturated fat (animal fat, hydrogenated vegetable fats) and salt. poor diet 
contributes to cancer of gastrointestinal tract and breast, ischemic heart disease and stroke (WHo 2005).

57. Consumption of fruits and vegetables is much lower in Ukraine than in the EU. (Table 9) The 
consumption of meat, fish, eggs, fresh vegetables and fruit fell in Ukraine in the period 1994–1997, 
which led to shortfalls in the intake of trace elements, protein and energy. recently, the consumption 
of fruits and vegetables has increased by about 20 kg per person per year to 152 kg. during the same 
period, bread consumption rose above pre-transition levels and much of the Ukrainian population now 
subsists on a diet consisting almost exclusively of carbohydrates. poor diet and nutritional insufficiency 
are possibly contributing to the alarming rise in tuberculosis incidence and iron-deficiency anemia in 
pregnant women and new mothers, which can threaten the health of the next generation.

Table 9: Average amount of consumption of cereals, fruits and vegetables in Ukraine and selected European countries, 2003
Ukraine EU

Average amount of cereal consumed per person per year (in kg) 158.4 128.7

Average amount of fruits and vegetables consumed per person per year (in kg) 152.4 232.5

% of total energy available from protein 11.1 12.3

% of total energy available from fat 24.1 36.3

source: HfA database, 2008

58. The average daily calorie consumption per head in Ukraine was relatively low in 1990, 
but increased up to 3054 kCal in 2003. This is somewhat higher than in other republics of former 
soviet Union. However, the daily calorie consumption in the Ukraine was lower than in many european 
countries as well as russia (figure 33).

Figure 33: Average number of calories available per person per day (kcal) in Ukraine and selected European countries, 2003

source: HfA database, 2008
6 body mass index – body weight in kilograms divided by the square of the height in meters.
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59. Young Ukrainian males (18 to 29 years old) have some of the highest inactivity rates (7.1 
percent) compared to all other Ukrainians and males in other Central European countries 
(except Hungary).7 Ukrainian males are on the whole more inactive (5.4 percent) than women (3.9 
percent). The World Health survey found that only about 6 percent of population in Ukraine exercise8 
(5.4 percent and 5.8 percent among man and women respectively). 

ILLICIT DRUG USE AND RISKY SEXUAL BEHAVIOR

60. Illicit drug use causes 3.0 percent of total DALYs lost in Ukraine (3 times higher than in other 
European countries). over the past 10 years, illegal drug use has increased in Ukraine. The incidence 
of first admissions to drug treatment centers has been steadily increasing as shown in (figure 34). The 
majority of registered drug users in Ukraine are multi-drug users. There is also widespread use of 
home-produced morphine derivates, whereas cocaine is used by less than 1 percent of registered 
drug addicts (WHo 2002).

Figure 34: First admissions to drug treatment centers in Ukraine and selected European countries,  
per 100,000 population, 1990-2006

source: HfA database, 2008

61. Injecting drug users are estimated to have 20 times higher risk of death than the general 
population. A survey, conducted among school-aged children in all regions of Ukraine revealed 
that more than 10 percent of boys and almost 5 percent of girls in eighth grade had taken drugs at 
least once. some 35 percent of boys and 15 percent of girls in the first-year of vocational college 
and 25 percent and 15 percent respectively of first-year students at university had used drugs 
(UniCef 2008).

62. Unsafe sex accounts for 1.6 percent of total DALYs in Ukraine. Among those who had 
sexual intercourse in the past 12 months, 43 percent of men and 22 percent of women report 
having had higher-risk intercourse. Among women and men who had sexual intercourse with more 
than one partner in the past 12 months, only 48 percent of women and 46 percent of men reported 
using a condom the last time they had sex (dHs 2008). Among students at vocational schools 
aged 15–16 about 45 percent already had a sexual experience as well as 10 percent of 13-14 
year olds. Among them, 20 percent of those aged 15-16 and 25 percent of those aged 13-14 did 
not use a condom when they last had sex, and almost one in three consumed alcohol or took 
drugs (UniCef 2008). sex with a non-marital, non-cohabiting partner is very common in Ukraine. 
Unprotected sexual activity contributes to increase in rates of sexually transmitted diseases (sTds) 
and Hiv/Aids, early pregnancies and through viral infection, contributes to cancers of cervix 
(WHo 2005f).

63. injecting drug use is the driving force behind the Hiv/Aids epidemic in Ukraine. As a consequence 
of drug abuse the proportion of sexually transmitted Hiv cases is an alarming increasing (from 11 
percent in 1997 to 28 percent in 2002) with transmission from injecting drug users to their sexual 
partners taking the leading role.

7 inactivity is defined as having <150 mins spent walking/moderate/vigorous activity per week.
8 <150 mins spent walking/moderate/vigorous activity per week.
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ENVIRONMENTAL FACTORS, OCCUPATIONAL HEALTH AND SAFETY

Figure 35: Surplus dioxide emission in Ukraine and selected European countries, 1990-2000

source: HfA database, 2008

64. Approximately one third of the population of Ukraine lives in conditions of intensive air 
pollution (WHo 2000). The sulfur dioxide emission per capita in Ukraine in 2000 consisted 46.9 kg per 
year compared with 20.6 kg in the eU (figure 35). it was also higher than in other european countries, 
with the exception of Hungary. Carbon dioxide emission patterns are paralleled by emission of other air 
pollutants, causing a broad range of health problems including asthma, respiratory infections, reduced 
lung function and premature death. in Ukraine, environmental exposure is suspected of being the 
major cause of increased mortality and morbidity in populations affected by the Chernobyl disaster 
(box 4). As a result of the downturn in industrial production in Ukraine there has however been a fall in 
the amount of pollutants discharged into the atmosphere in recent years.

Box 4. Chernobyl 

The accident at the Chernobyl nuclear power plant in 1986 was the worst nuclear disaster in history, causing 
a massive release of radionuclides over large areas of Belarus, Ukraine and the Russian Federation. 

Three main population categories were affected:

 Emergency (about 1000) and recovery operation (more than 600,000) workers who worked at the •	
Chernobyl power plant and in the exclusion zone after the accident. 

 Inhabitants evacuated from contaminated areas; and•	

 Inhabitants of contaminated areas who were not evacuated.•	

Among the roughly 600,000 persons receiving the most significant exposures, cancer mortality may have 
increased by a few percent. Among the 5 million persons residing in other ‘contaminated’ areas, the doses 
were much lower and the effect on cancer mortality is estimated at less than 1%.

Childhood thyroid cancer caused by radioactive iodine fallout is one of the main health impacts of the 
accident. By 2002, more than 4,000 thyroid cancer cases had been diagnosed in children drinking milk with 
high levels of radioactive iodine.

It is impossible to assess reliably, with any precision, the number of fatal cancers caused by radiation 
exposure due to the Chernobyl accident — or indeed the impact of the stress and anxiety induced by the 
accident and the response to it. Small differences in the assumptions concerning radiation risks can lead to 
large differences in the predicted health consequences, which are therefore highly uncertain. 

Since 1986, radiation levels in the affected environments have declined several hundred-fold because of 
natural processes and countermeasures. Therefore, the majority of the ‘contaminated’ territories are now 
safe for settlement and economic activity. However, in the Chernobyl Exclusion Zone and in certain limited 
areas some restrictions on land-use will need to be retained for decades to come. 

Source: Chernobyl’s Legacy: Health, Environmental and Socio-economic Impacts and Recommendations to the Governments of Belarus, the Russian 

Federation and Ukraine. – The Chernobyl Forum: 2003–2005. Second revised version – International Atomic Energy Agency. – Austria, 2006.
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65. The level of occupational morbidity is substantially lower in Ukraine than in other European 
countries, but this may be likely due to insufficient identification of cases. occupational 
diseases include dermatosis, silicosis, asthma, cancer, infections, poisonings and other diseases due 
to vibration, excessive load, noise etc. at the workplace. There are instances of significant delay in 
diagnosing chronic heavy metal poisoning, occupational dermatoses and lung diseases (asbestosis, 
fibrosis) (WHo 2000).

66. Most cases (76.8 percent) of occupation related-deaths were recorded in mines (WHO 
2000). The state of equipment used in national industry production is poor and safety procedures 
insufficient; when accidents occur, they most often lead to fatalities.
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CHAPTER 4

TARGETED INTERVENTIONS TO 
PREVENT PRE-MATURE MORTALITY

MAIN POINTS

 Reduction of pre-mature mortality and morbidity in Ukraine would require significant behavioural • 
changes which while difficult to achieve are nevertheless amenable to prevention and treatment. 
Impact of behavioural risk factors especially for non-communicable diseases could be reduced 
through targeted primary and secondary interventions.

 Cost-effective interventions that effectively target NCD risk factors exist.• 

 Interventions ongoing in other European countries show success in reducing pre-mature • 
mortality and morbidity; many potential life years and health life years can be gained by 
implementing any or some of the interventions at a small cost.

 Ukraine has implemented many of these interventions, but often not in a comprehensive • 
manner, thus not get the full impact of the benefit.

 An integrated NCD control and prevention strategy can help foster multi-sectoral • 
collaboration.

AMENABLE MORTALITY

67. This chapter examines the degree to which excess mortality in Ukraine was due to amenable causes, 
that is preventable or treatable if all the relevant medical knowledge, services and resources of the health 
system and society were optimally applied. it should be noted however that there are many factors that 
shape the health of populations such as genetic and biological factors, individual lifestyles and conditions 
in the living and working environments. However, targeted interventions and health policies that tackle 
key risk factors could help facilitate positive health outcomes in the population (WHo 2005).

68. Amenable mortality is the concept that pre-mature mortality could be avoided through a 
health system that effectively treats morbidities and that targets interventions to prevent risk 
factors from manifesting into morbidities. Amenable (or avoidable) mortality9 can occur in three 
key ways: (i) reducing incidence of disease through primary prevention by modifying behavioral and 
lifestyle risk factors, occupational and environmental risk factors, and other risk factors through public 
health and legislative interventions; (ii) reducing mortality through secondary prevention such as with 
early case detection, screening, treatment after disease onset through health system factors; and (iii) 
reducing mortality through tertiary prevention with improved treatment and medical care after disease 
onset also through health system factors.

69. This methodology suffers some shortcomings. Causes of death are selected based on earlier 
work (mackenback 1998, Holland 1997) and refined through key-informant interviews for applicability 
to russia (nolte et al, 2002). Amenable (preventable and treatable) mortality is calculate by the 
contribution of selected causes to age-specific death rates. for most causes, deaths under the age 
of 75 are considered amenable, with several exceptions noted on Table 10. While the list of amenable 
conditions is designed for the russian context, epidemiological and health system similarities between 

9 The concept of avoidable mortality was originally developed by rutstein et. al. and designates deaths from particular conditions, at certain ages, 
as ones that should not occur in the presence of timely and effective health care. This does not mean that health care can prevent the occurrence 
of these diseases, rather that it can prevent death. This concept was further refined to differentiating between deaths amenable to health care, 
such as appendicitis, from those preventable by broader health policy measures, such as traffic injuries and lung cancer. it must be recognized 
that with advances in treatment a growing percentage of many deaths categorized as non-amenable to either inter-sectoral health policies or 
health care may be avoidable, such as many common cancers.
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Ukraine and russia mean that it is largely applicable. The choice of items is still, tosome extent, 
subjective and based on a judgment abou the relative effectiveness of interventions in preventing 
death. further, many deaths categorized here as non-amenable to either inter-sectoral health policies 
or health care may be increasingly avoidable, such as many common cancers.

70. In Ukraine in 2004, just under 50 percent of deaths before the age of 75 were avoidable. 
fourteen percent were preventable and 17 percent treatable in addition to 17 percent of iHd deaths 
which were avoidable (through a combination of both prevention and treatment).

Figure 36: Amenable mortality in Ukraine in 2004

source: Authors’ calculations using data of the state statistics Committee of Ukraine 

71. in 2004, 98 percent of pre-mature mortality due to three major risk factors tobacco smoking, alcohol 
consumption and risks related to road safety could have been avoided with adequate prevention. 
preventable pre-mature mortality depends largely on changing behavioral and environmental risk 
factors. smoking-related deaths, for example, are 100 percent preventable. lung cancer mortality is 
highly attributable to tobacco consumption and reducing the number of those who smoke, promoting 
healthy life style will facilitate mortality reduction. similarly, alcohol-related causes are responsible 
for a bulk of deaths at age younger than 75. Table 10 shows preventable deaths in Ukraine for three 
major risk factors, tobacco smoking, alcohol consumption and risks related to road safety which are 
responsible for 17 percent of total avoidable pre-mature mortality. 

Table 10: Total and preventable pre-mature mortality for three major risk factors in Ukraine, 2004 

Total deaths  
(all age groups) Preventable mortality % of preventable 

mortality in total
Preventable mortality 

per 100,000 population

lung cancer  
(smoking-related)* 16,345 15,068 92.19 31.88

Alcohol-related causes 20,284 20,284 100.00 42.92

- alcohol psychosis 1,052 1,052 100.00 2.23

- chronic alcoholism 1,169 1,169 100.00 2.47

- alcohol cirrhosis of liver 3,709 3,709 100.00 7.85

- accidental alcohol 
poisoning 14,354 14,354 100.00 30.37

motor vehicle injuries 9,427 9,427 100.00 19.95

source: Authors’ calculations using state statistics Committee of Ukraine data & classification system by nolte and mckee (2004). 
Total population in 2004 estimated at 47,318,000. preventable mortality defined as total number  

of deaths of specified risk factor prior to age 75.  
* preventable age 0-75

72. Around a quarter of all pre-mature mortality in Ukraine in 2004 could have been avoided 
with effective treatment.10 if the root cause of disease manifestation is not prevented, then identifying 
and then treating the disease becomes important. Table 11 shows major causes of mortality in Ukraine 
in 2004 and the proportion of these deaths that could have been avoided with effective treatment. An 
example of effective treatment at the secondary prevention level is to provide timely screening and 
early diagnosis for diseases that have a high chance of survival if caught early including congenital 
cardiovascular anomalies, cancer-attributable deaths (breast, cervix, uteri, skin and testis cancers), 
and maternal and perinatal diseases. This coupled with proper care if diagnosis comes to fruition 
which not only includes providing quality medical treatment but also removing external factors such as 
financial barriers to care, waiting lists, and reluctance to seek care.

10 effective care refers to treatments that have been shown in the literature to have value such that the risks of the care do not outweigh benefits and 
thus all patients with the condition should receive the treatment.
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Table 11: Total and treatable pre-mature mortality in Ukraine, 2004

 Total deaths 
 (all age groups)

Treatable pre-mature 
mortality (before 75 

years of age)

% of treatable pre-
mature mortality in 

total

Treatable pre-mature 
mortality per 100,000 

population

1. infectious diseases* 15,136 10,915 72.11 23.1

 – tuberculosis 10,787 10,597 98.24 22.4

2. malignant neoplasms** 91,319 13,353 14.62 28.2

 – skin 1,481 1,122 75.76 2.4

 – breast 7,891 6,442 81.64 13.6

 – cervix uteri 2,297 1,890 82.28 4.0

 – testis 2,917 1,949 66.82 4.1

3. endocrine, nutritional  
and metabolic diseases: 3,143 717 22.81 1.5

 – diseases of thyroid 122 116 95.08 0.2

 – diabetes mellitus*** 2,725 601 22.06 1.3

4. Circulatory diseases: 473,746 127,151 26.84 269.0

 – hypertensive disease 623 495 79.45 1.0

 – cerebrovascular disease 10,3735 49,418 47.64 104.5

5. respiratory diseases*** 28,486 5,870 20.61 12.4

 – pneumonia 6,135 5,847 95.31 12.4

6. diseases of digestive 
system: 28,083 3,386 12.06 7.2

7. genitourinary diseases: 3,823 1,219 31.89 2.6

8. maternal deaths 56 56 100.00 0.1

9. Congenital  
cardiovascular anomalies 762 762 100.00 1.6

10. perinatal death 1,568 1,568 100.00 3.3

11. ischemic heart 
disease**** 311,101 75,330 24.21 159.4

TOTAL (# 1-10) 957,223 240,327 25.11 50.8

source: calculated using data of the state statistics Committee of Ukraine. Total population in 2004 estimated at 47,318,000.

disease classification system developed by ellen nolte and mckee (2004). Treatable pre-mature mortality defined as total number of 
deaths of specified disease prior to age 75.

*some causes treatable only at age 0-14 or 1-14, **leukemia is treatable only at age 0-14, ***treatable only at age 0-49,  
**** 50 percent of mortality is considered to be treatable.

73. Ischemic Heart Disease (IHD) is the single biggest killer in Ukraine. 50 percent of iHd is 
considered amenable, through a combination of both prevention and treatment. iHd is treated as 
a separate category because the precise contribution of medical care to reduction of deaths is 
unresolved (Tunstall-pedoe et. al. 2000) and the large number of deaths involved is likely to conceal 
the impact of medical care on diseases other than iHd (nolte et. al. 2004). 

74. For the biggest gains in saved lives, interventions and effective treatments should target 
morbidities with high preventable and treatable pre-mature mortality rates. for example, timely 
screening and adequate treatment for breast cancer would save 14 Ukrainian women per 100,000 
population. At the primary prevention level, WHo estimates that that improved diet could lower cancer 
cases by about 30-40 percent. data from european Health report 2005 suggests that 53 lives per 
100,000 population could be saved each year from mortality due to circulatory system diseases if 
primary prevention were properly applied to treat hypertension.

75. A large share of pre-mature death and disease can be treated or prevented at the primary 
care level. The age-group 25-64 suffers the “lion share” of amenable mortality in Ukraine: 80 percent 
of deaths of working age males and about 30 percent of death of working age females are amenable 
to primary health care. (figure 37) Treatment alone impacts principally at younger ages; the working 
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age population continues to die untimely because of inadequate prevention and treatment (nolte and 
mckee 2004). for example, according to the UdHs 2008, 25 percent of women 15-49 are hypertensive 
with only 3 percent percent with hypertension controlled by medication and similarly 32 percent of men 
15-49 are hypertensive with less than 1 percent with their hypertension controlled by medication. 

Figure 37: Death rates from treatable mortality for 25-64 year olds in Ukraine

(source: libanove e.m. et.al., 2007)

TARGETED INTERVENTIONS FOR RISK-FACTOR PREVENTION AND CONTROL

76. Any cause of death is the end result of a complex chain of events and may be analyzed by the 
health field concept (lalonde 1974) where health (and mortality) outcomes are measured by four inputs: 
genetics, environment, behavior, and health services. nCd are not a result of a dysfunctional health 
care system. nCd need both public health and inter-sectoral initiatives to modify environment and 
behavior, and health services to treat incident disease, which are found lacking in Ukraine. Therefore 
emphasis should be placed on (i) preventing the causes of death and disease and (ii) treating them 
which to be effective would require high quality health services combined with a successful multi-
sectoral public health program. However, in order to administer preventive interventions and achieve 
multi-sector collaborations, a strong, working health system is necessary in order to extend life-spans 
and increase the number of healthy years lived by Ukrainians. This and the next chapter identify two 
fronts which should be of key focus of policy makers in Ukraine:

 identifying and implementing priority interventions (both within and outside the health system) • 
that target the causes of death and disease.

 re-orientation of the health system to meet the complex challenges of nCd prevention and • 
control.

77. Key interventions targeting major risk factors can result in large health gains at a small cost. 
This next section reviews a collection of key interventions and policy options that target the major risk factor 
to prevent unnecessary morbidity and disability and pre-mature mortality. The focus is on population-
based interventions to address major risk factors – alcohol and tobacco consumption, road safety, and 
diet/physical activity – that are either currently in place in Ukraine but could use further development or 
are not in place in Ukraine but have seen success in other Central and eastern european countries. 

Tobacco control

78. Ukraine lags behind Central European countries that have coordinating mechanisms to 
implement national action plans for tobacco control. (Table 12) Ukraine became a signatory of the 
WHo framework convention on tobacco control (fCTC) in 2004 (AdiC – Ukraine), but implementation 
has been partial with many aspects lacking enforcement. lack of political will in implementing 
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fCTC guidelines and difficulties in enforcing existing laws along with a lack of national coordination 
mechanisms with resources and authority to fulfil international obligations hampers implementation 
progress. existing legislative measures in Ukraine must be enforced and further tobacco control 
regulation is needed if greater impact is to be achieved. 

Table 12: General policy on tobacco 

Czech 
Republic Hungary Poland Slovenia Ukraine

national tobacco action plan exists? no yes yes yes Yes

specific targets on tobacco in government policy? yes yes yes yes Yes

interventions to prevent initiation of tobacco use yes yes yes yes Yes

interventions to protect non-smokers yes yes yes yes Yes

source: WHo tobacco control database

79. International experience suggests that policy and administrative measures are the most 
effective tools in controlling tobacco consumption (WHo 2007). reducing tobacco-related mortality 
involves reducing tobacco consumption, preventing initial tobacco consumption and second-hand 
effects. interventions require a multi-pronged approach of promoting healthy lifestyles and changes in 
behaviours through education, changing the environment through laws and regulations, and providing 
treatment alternatives through a public health system. broadly, cost-effective policy and administrative 
approaches to address tobacco consumption include: 

 educational efforts, including anti-smoking campaigns, information shocks, and health • 
warnings on tobacco packaging;

 environmental regulatory efforts to prevent tobacco advertising and sponsorship, prohibit the • 
sale of tobacco products to children, and ban smoking in public or workplaces;

 revenue regulatory efforts, primarily by increasing tobacco taxes to deter consumption and • 
raise additional revenues;

 treatment efforts to help smokers to quit, for example through deregulation of nicotine • 
replacement therapy, training health workers to provide advice on quitting, or providing of 
cessation clinics and counselors.

80. Anti-smoking campaigns aimed at youth combined with incentives are cost-effective means to 
encourage young people to never start or to quit smoking. in the Czech republic, the Quit and Win 
program co-funded by the eU public Health programme is a cost-effective anti-smoking campaign 
targeted at young people around the age of 14 to 25 years. The campaign includes educational 
material about the consequences of smoking, tips on quitting or not starting, and also provides 
monetary incentives to young people through first a national competition to meet goals to quit or 
remain non-smokers and later an inter-country competition covering several eU countries. fifteen to 
25 percent of the participants were found to remain tobacco-free after 1 year (WHo 2002). in Ukraine, 
aside from occasional billboards funded by tobacco companies and nongovernment agency efforts 
to provide educational material, there are no organized national anti-smoking campaigns.

81. Health warnings on tobacco packaging work – the bigger the warnings, the higher likelihood of 
quitting smoking. A recent study showed that 14.5 percent of Canadians with exposure to tobacco 
packages with 50 percent of the front and also the back with pictures and text warnings stopped 
smoking as a result of the warnings followed closely by 10.3 percent of Uk smokers who have 
packages with 30 percent front and 40 percent back covered with 16 text warnings. Almost 50 percent 
of Canadian smokers thought about quitting because of the warnings compared to 37.8 percent in 
the Uk (Hammond et. al. 2007). The pictorial warning used by Canada is a recent example of an 
“informational shock” that has been found to be effective in reducing demand. As of 2007, the Ukraine 
requires health warning labels to contain general and health warnings covering a minimum of 30 
percent of the cigarette packet’s surface area and information on nicotine and tar content covering 
a minimum of 15 percent of the surface area. Ukrainian’s support the need for large sized warning 
labels according to a national survey on tobacco control (moH 2008). slovenia and Hungary require 
a general warning covering 30 percent of the front surface area of packet and an additional warning 
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not less than 40 percent of the pack’s back surface area with additional regulation of the contents – 
nicotine, tar, additives and carbon mono-oxide.

82. Comprehensive advertising bans are necessary to achieve reductions in tobacco consumption. 
A study of 22 industrialized countries show a 6.3 percent reduction in smoking with comprehensive 
bans; while limited advertising bans led to substitution to non-banned media (saffer and Chaloupka 
2000). Ukraine does not have a comprehensive ban on tobacco advertising. Here, advertising 
in local magazines and newspapers is allowed on all but the first and last page of printed media, 
magazine covers and in publications intended for persons under 18 years of age. Also, sponsored 
events in Ukraine using tobacco brand names are prohibited since 2003. in comparison, in all Central 
european countries included in this study, all tobacco advertising is banned. in poland a special law 
“on protection of public Health against the effects of tobacco use” passed in 1995 and amended in 
1999 bans all tobacco advertisements. similarly in the Czech republic an act regulating tobacco 
advertisements on Tv and radio went into effect in 1995. subsequently, the act was amended to 
ban tobacco advertisements entirely across all advertising mediums. direct advertising of tobacco 
products on national Tv, cable Tv and national radio are prohibited in Hungary and slovenia. 

83. Prohibiting tobacco sales to minors with strict enforcement can reduce smoking among youth. 
The most effective strategy in reducing illegal tobacco purchases is uniform and regular enforcement 
with checks four to six times a year with penalty fines (and eventually loss of license if compliance 
is not met) combined with education of retailers and mobilization of community support (stead and 
lancaster 2000). in Ukraine, the minimum age for buying tobacco products is 18 years, similar to 
that in european countries. However, high rates of youth smoking indicate poor enforcement of sales 
regulations on selling to minors and selling without a license. in comparison, the minimum age in 
slovenia and Czech republic is 15 years. 

84. A properly enforced complete ban on smoking in public or workplaces (versus allowing smoking 
in some places) could reduce smoking consumption by 4 to 10 percent (World bank 1999). in 1998, 
Ukraine passed the law “on regulation of production and turnover of ethyl alcohol, cognac and fruit 
spirits, alcoholic drinks and tobacco products.” An important provision of this law is a requirement 
that health care facilities, education facilities, government facilities, theatres, cinemas and transport 
vehicles restrict smoking to special designated smoking areas. in 2006, Ukraine passed law  
no. 2899-iv “on measures for prevention and reduction of tobacco products consumption” which 
restricts smoking to designated areas in restaurants, pubs, bars, indoor workplaces and offices 
(Table 13). However, a recent study by the international Center for policy studies found that  
53 percent of Ukrainian population are exposed to second-hand smoke (ACid-Ukraine), suggesting 
that the law establishing smoking areas are not enforced. The same study found one-third of work 
places have no smoking restrictions. 

Table 13: Smoke-free areas

Czech Republic Hungary Poland Slovenia Ukraine

Health and 
educational facilities ban ban ban ban Ban

government facilities partial restriction ban ban partial restriction Ban

restaurants partial restriction partial restriction partial restriction partial restriction Partial Restriction

pubs and bars partial restriction partial restriction partial restriction no restriction Partial Restriction

indoor workplaces partial restriction ban ban partial restriction Partial Restriction

Theatre and cinemas ban partial restriction partial restriction ban Ban

source: WHo tobacco control database

85. Raising tobacco taxes can help raise revenues while effectively reducing consumption and uptake, 
especially among children and youth. A recent World bank study estimated that the average price 
elasticity of demand for cigarettes was around –0.8 for most middle and low income countries. in other 
words, a 10 percent increase in taxes will result in an 8 percent decrease in consumption. raising 
tobacco taxes can also generate additional revenue for the government. given an elasticity of –0.8, a 
10 percent increase in tobacco taxes will increase tax revenues from tobacco by 10 percent less the 
corresponding amount of reduction in demand: in this case, 8 percent. The balance represents the 
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gain in tobacco tax revenues from a 10 percent tax increase – two percent. in preparation for joining 
the eU, Hungary increased tax by 35 percent in 2004, which decreased daily smoking rates in the next 
two years by at least a few percentage points for both genders and in all age categories except 40-49 
year olds (szilagyi 2007). Until recently, tobacco taxation policy has not been stable in Ukraine with 
the current excise tax on tobacco products being low and increasing annually at a much lower rate 
than inflation. between september 2008 and may 2009, tobacco taxes were increased three times, 
resulting in an increase in excise tax incidence from 29 percent to 42 percent.

86. Smoking cessation programs such as quit lines are cost-effective mechanisms to help people quit 
smoking. A study on the impact of quit lines in europe showed that 21 percent of the study population 
had sustained smoking abstinence a year after calling the quit line – even with only a single phone 
call (miquez and becona 2008). Ukraine has a nongovernmental supported quit line. Czech republic 
introduced a smoking-cessation telephone line in 2005 with consultants available between 12:00 and 
20:00 each working day. This was supported by Czech ministry of Health, WHo, and managed by 
the Czech Coalition against Tobacco. in 2004, Hungary started a quit line, a reduced toll line which 
could be called at the cost of a local call. The number is printed on all cigarette packages. in addition, 
nicotine rehabilitation therapy is available in pharmacies in all countries under study but this is an 
expensive option relative to cost-effective methods such as quit-lines.

Alcohol control

87. Ukraine has not adopted specific targets for the reduction of per capita alcohol consumption. 
(Table 14) in contrast, slovenia has adopted a national plan for the reduction of alcohol consumption. 
slovenia also provides education on brief interventions, cooperation with insurance companies, 
research protocols for epidemiological surveys, and engagement of mass media for prevention. 
Hungary focuses its policy attention on development of primary prevention, development of early 
interventions and education among youth.

Table 14: Alcohol policy

Czech Republic Hungary Poland Slovenia Ukraine

national action plan on alcohol no yes yes no No

national coordinating body no yes yes yes Yes

regular reports on consumption, 
harm or policies yes yes yes yes No

regular national surveys  
on alcohol consumption yes yes yes yes No

Alcohol taxation policy aims  
to reduce total alcohol consumption no no no No

source: WHo alcohol control database

88. Actions for controlling excessive alcohol consumption should target both supply and 
demand. reducing alcohol-related mortality involves reducing excess alcohol consumption, preventing 
illegal drinking whether due to underage drinkers or by drivers, and preventing secondary effects of 
drinking such as crime, injuries, and poisoning. supply side approaches to reduce alcohol-related 
mortality includes regulation of production, quality assurance, distribution, prices, access (particularly 
for minors), and advertising. demand side approaches could be through education and information 
about the consequences of excessive drinking, particularly among youth and among heavy drinkers, 
and increasing awareness of the adverse consequences of alcohol abuse (marquez 2005). key cost-
effective interventions to curb alcohol consumption include:

 • educational efforts, including anti-drinking campaigns, information shocks, and health warnings 
on alcohol packaging;

 • environmental regulatory efforts to prevent alcohol advertising and sponsorship, restrict sale 
to limited licensed retail outlets, establish alcohol-free environments, and establish minimum 
age for alcohol consumption;
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 • revenue regulatory efforts, primarily by increasing alcohol taxes to deter consumption and 
raise additional revenues;

 • treatment efforts to help alcoholics to quit, for example through individual counseling, 
therapeutic support communities and family therapy.

89. Social marketing and anti-drinking campaigns on targeted audiences can have impact. Anti-
drinking campaigns in most countries usually focus on drinking and driving along with other dangers 
associated with binge drinking especially among youth. evaluation of the effectiveness of binge 
drinking messages has primarily been on college students one study estimated that a targeted social 
marketing campaign resulted in a 30 percent decrease in binge drinking rates over a three-year period 
(gilder et. al. 2001). one long run information campaign in europe educated the public on sensible 
drinking limits and found evidence of increased awareness with high levels of awareness among the 
more educated, though with limited evidence on limiting consumption (gronbaek et. al. 2001). Ukraine 
does not have informational campaigns aimed at curbing drinking.

90. Health warnings on bottles have had less impact to globally. internationally, the effectiveness of 
health warnings on beverage containers/bottles have shown limited evidence on its ability to change 
behaviours (WHo 2004c). Wording and label design could make a difference (stockley 2001; Toomey 
and Wagenaar 1999). in Ukraine, health warnings are required on containers/bottles of alcoholic 
beverages. This however, does not appear to have a big impact on behaviour, possibly due to the 
large number of alcohol advertisements on Tv, radio and billboards.

91. A comprehensive ban on advertising and promotion with sanctions and independent grievance 
panels can delay onset of alcohol consumption among youth. A comprehensive ban on media sources 
is important to prevent drinking among adolescents given that alcohol ads target heavily towards 
youth; several studies have found strong associations between adolescents increased exposure to all 
media source types and early onset of drinking. The key to the effectiveness of advertising bans is the 
enforcement with sanctions on advertisers and independent grievance panels or consumer boards 
(WHo 2004c). Ukraine has partial bans on most forms of advertisement with only complete restrictions 
in cinemas (Table 15). The strictest policy control for promotion of spirits is in poland and slovenia. in 
Hungary, advertising must be prepared in line with the norms of “social responsibilities.” 

Table 15: Promotion of spirits

Czech Republic Hungary Poland Slovenia Ukraine

National TV no restriction Complete restriction Complete restriction Partial restriction

Cable TV no restriction Complete restriction no restriction Partial restriction

Satellite TV no restriction no restriction Complete restriction no restriction Partial restriction

National Radio no restriction Complete restriction Complete restriction Complete restriction Partial restriction

Printed 
Newspapers/
Magazines

no restriction voluntary agreement Complete restriction Complete restriction Partial restriction

Billboards no restriction Complete restriction Complete restriction Partial restriction

Points of sale no restriction Complete restriction Complete restriction No restriction

Cinema no restriction voluntary agreement Complete restriction Complete restriction Complete restriction

source: WHo alcohol control database

92. Restriction of sales by time and location works – licensing too has been shown to curb alcohol 
consumption. more hours of available alcohol are associated with increased consumption (WHo 
2004d). Ukraine had a policy restricting the hours during which alcohol was sold policy in the 1980s 
that appeared to be effective at reducing alcohol consumption and improving population health, but 
it has since been repealed (Table 16). slovenia is now the only country under study with a restriction 
on alcohol sale by hours. in addition, in Ukraine, retailers do not require any license to sell beer even 
though all countries under study have licensing requirements for sale of alcoholic beverages.
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Table 16: Restriction of sales by time and location

Czech Republic Hungary Poland Slovenia Ukraine

Time beer no no no yes No

Time wine no no no yes No

Time spirits no no no yes No

Location beer no yes yes no No

Location wine no yes yes no Yes

Location spirits no yes yes no Yes

source: WHo alcohol control database

93. Restricting alcohol consumption in public places is associated with a decrease in crime and 
violence. Ukraine bans alcohol consumption in health care establishments, educational buildings, 
and workplaces; but only partial bans exist for government offices, public transport, parks and streets, 
and sporting events. Among all selected countries, poland has the strictest policy regarding alcohol 
consumption with complete bans in all aforementioned locations and with leisure events as the only 
place with a voluntary ban. There is also partial restriction of alcohol consumption in restaurants and 
on international flights in poland. 

94. A higher minimum drinking age is associated with lower alcohol consumption, fewer traffic 
accidents, and fewer alcohol-related problems (Wagenaar and Toomey 2002). early onset of drinking 
age is associated with an increased probability of life-long alcohol related problems. The key to 
keeping minors from drinking early is strong enforcement such that underage drinkers believe there is 
a real consequence to their drinking in addition to establishments being penalized if they sell alcohol 
to minors. Ukraine’s minimum age to purchase alcoholic beverages is 18 years which is similar to that 
of other countries studied here.

95. Raising alcohol prices through taxes has social benefits and helps raise government revenues. 
increased alcohol prices results in a decrease in consumption, violence, risky sexual behaviours, traffic 
accidents and alcohol related deaths among youth (Jernigan 2001). Tax on alcohol raises alcohol prices 
and can increase government revenues. in 2002, poland decreased the tax on alcoholic beverages by 
30 percent; the result was an increase in consumption by about 25 percent for spirits and 15 percent 
for other alcohol beverages in 2003. in response to this increase, poland increased penalties for 
drunk-drivers, restricted “crypto-advertising” regulations, and decentralized the wholesale licensing 
from the ministry of economy to regional councils. Ukraine has the highest price index (among the 
countries studied) for beer and wine, but a relatively low price index for spirits. However, in absolute 
terms, all alcohol beverages (particularly spirits) are much cheaper in Ukraine than in Central european 
countries. Ukraine has higher excise tax on wine and spirits than in the selected countries under study, 
but lower excise tax on beer and lower sales tax on alcohol in general than poland and Hungary.

96. Alcohol use interventions are uncommon in Eastern European countries but can have impact. in 
the eastern european countries under study, a concerted effort to intervene and treat alcohol use and 
abuse does not exist. A large targeted intervention program would have the best chance of having an 
impact on overall alcohol related problems (WHo 2004c). A pilot intervention program is underway 
in russia that involves a health check and four intervention sessions by trained practitioners using 
motivational interviewing methods (Tomkins et. al. 2008).

Road safety

97. Traffic-related mortality requires a multi-sector approach. Alcohol abuse combined with driving 
is a major cause of traffic accidents. The economic toll of traffic accidents is very high, yet some effective 
control measures are not very expensive. experience from other countries shows that improving 
road safety requires a consistent, 20- to 30-year effort to develop and implement comprehensive, 
integrated safety programs, including enhancement of road safety, auditing processes, and funding 
of interventions in priority high-risk road corridors. 

98. In 2006, Ukraine established a multi-sectoral coordinating body to develop a national 
program on road safety (2006-2012). Ukraine recognizes the full significance of the problem of 
mortality and morbidity due to traffic accidents. Ukraine has adopted the european casualty reduction 
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target of 50 percent by 2012 and under the Technical Aid to the Commonwealth of independent 
states (TACis) grant financing program implemented by the european Commission has several 
programs focusing on road safety. important as part of the efforts to reduce traffic-related mortality is 
enforcement of current laws includes all police activities relating to the observation of traffic violations 
and the police actions to be taken, such as warning, reporting, summonsing, and arresting. slovenia 
achieved a substantial decrease in road-traffic accidents by enforcing traffic law.

99. A number of cost-effective interventions are shown to greatly decrease the mortality rate due to 
traffic accidents: These include:

 • educational efforts include safe driving education, increase public awareness of road safety 
issues;

 • environmental regulatory efforts such as enforcing drunk-driving laws, requiring motor-vehicle 
occupants to wear seat belts, and road and transportation improvement.

100. Safe driving education especially for youth and violators of drunk driving laws can reduce traffic 
accidents. The legal driving age for most countries under study is 18 years with the exception of 
poland and Hungary which is 17 years. no country including Ukraine reviewed in this study has a 
mandatory driver education program. poland introduced a “degree driver disco program” using disco 
dJs to raise awareness on drunk-driving. However, in addition to education the public, those who 
have violated drunk driving laws and others who may be influenced by their example should also be 
followed up with education, so that such unlawful and unsafe driving will not be repeated. 

101. Setting clear blood alcohol limits for drivers accompanied with random testing can help reduce 
traffic-related deaths. limiting blood alcohol concentration (bAC) at 50 mg can reduce between  
5 – 40 percent of traffic-related deaths (european Transport safety Council 1997). random breath 
testing has been found to be twice more effective than having selective checkpoints (Henstridge et. 
al. 1997). in Ukraine, the maximum bAC level is not clearly defined in legislation. poland has alcohol 
limits of 20 mg percent and slovenia 50 mg percent of legal bAC. All countries under study including 
Ukraine allow breath analysis including the Ukraine.

102. Seat belt laws when strictly enforced save lives. seat belt laws are not well enforced in Ukraine 
even though wearing a seat belt can reduce 45 to 55 percent of the traffic related injuries (WHo 
2004e). programs such as “seat belt Campaign” in Hungary, “buckle up your kid!” in poland raised 
awareness about safe transport of children in vehicles. in the eU, seat belt use in mandatory and with 
the introduction of seat belt law, the use of seat belt increased from 37 percent to 95 percent and in a 
short period resulting in a 35 percent reduction in hospital admissions for traffic injuries. 

103. Road and transportation improvements and conspicuous traffic signs indicating “black spots” help 
reduce traffic-related injuries. road and transportation improvements include enforcing and reducing 
speed limits, improve road conditions, and providing alternate forms of transportation. reductions in 
speed limits by 10 km/h on rural roads could lead to 6 percent reduction in traffic-related deaths up 
to 21 percent reduction with about a 14 km/h speed limit reduction on motorways (racioppi 2004). 
The “multi-country transport program” (mCTp) is eU’s initiatives to develop more safer and efficient 
transport system in Central europe. The success of eU countries in reducing the toll from road traffic 
injuries reconfirms that political commitment and comprehensive measures are key (UsAid 2006). To 
prevent crashes and loss of life due to “black spots”, poland introduced conspicuous traffic signs to 
alert drivers. Crashes reduced at these sights by 35 percent accompanied by a 23 percent reduction 
in mortality and 28 percent fewer injuries (UsAid 2006).

Nutrition and Physical Activity

104. The “Health of the Nation” (2002–2011), adopted by the Cabinet of Ministers in 2002, 
incorporates the promotion of healthy lifestyles as an essential activity to advance population 
health in Ukraine, but implementation has been slow and fragmented. Ukraine is committed to 
supporting the global efforts reiterated at the United nations general Assembly special session on 
Children in 2002. in 1998 the “physical education – Health of The nation” and in 1999 the “national program 
on patriotic education of the population, encouraging Healthy lifestyle, development of spirituality and 
strengthening of moral principles of society” were developed. in addition, Ukraine has been involved in 
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WHo programs (Table 17) such as Healthy Cities, Health promoting schools and Countrywide integrated 
non-communicable disease intervention program (Cindi) but the level of engagement has been low 
(lekhan et. al., 2004). The policy document developed under the Ukraine-Cindi program “Concept of a 
national nutrition policy” was adopted in 2004. The goals include prevention of micronutrient malnutrition 
and elimination of iodine deficiency. The Cindi program also monitors behavioral cardiovascular risk 
factors including overweight and obesity, unhealthy nutrition and physical inactivity. 

Table 17: Participation in WHO Networks

Czech Republic Hungary Poland Slovenia Ukraine
Healthy cities yes yes yes yes Yes

regions for health networks yes yes yes no No

Health promoting hospitals no yes yes no No

Health promoting schools yes yes yes yes Yes

Countrywide integrated 
non-communicable disease 
intervention programme (Cindi)

yes yes yes yes Yes

european forum of medical 
Associations and WHo yes yes yes yes Yes

european forum of national nursing 
& midwifery Associations and WHo no no no no No

europharm forum yes yes yes yes No

105. Ukraine needs to have a single coordinating body to implement and monitor health promotion 
programs. promotion of healthy lifestyles as defined by “Health of the nation” (2002–2011) adopted 
by the Ukrainian Cabinet of ministers in 2002 has yet to be fully implemented. Ukraine needs an 
administrative structure for developing and implementing alcohol and tobacco consumption, nutrition 
and physical activity, and road safety interventions. Table 18 identifies the leadership in other countries 
for nutrition. most european countries have implemented long-term programmes for health promotion 
and, in addition, some countries have created specialized institutes that focus on health promotion. The 
approach to nutrition and physical activity promotion in the four countries under study is an example of 
the efforts made to provide comprehensive, long view programs that take into account the interaction 
between risk factors and the variety of age ranges affected by the risk factors (box 5).

106. Nutrition and physical activity involve complex pathways to various diseases and thus 
require a comprehensive approach. poor diet and lack of physical activity lead to obesity which in 
turn leads to mortality due to hypertension, diabetes, cardiovascular disease, psychosocial problems 
and certain types of cancer. interventions are needed to promote healthy eating and to increase 
physical activity in order to prevent unnecessary weight gain or stimulate weight loss.

 educational efforts include healthy eating campaigns, fitness campaigns, labels on packaged • 
foods on risks of added sodium, fat and sugar;

 environmental regulatory efforts such as the development of local food-based dietary guidelines;• 

 revenue regulatory efforts, taxes on harmful dietary inputs (such as sugar, fatty meats and • 
alcohol);

 treatment efforts to help lose weight, the provision of weight-loss clinics.• 

Table 18: Administrative structure for implementation of Nutritional Policies

Country Name of Administrative structure for implementation Name of advisory board

Czech republic ministry of Health, ministry of Agriculture national Council for obesity, scientific Committee 
of national institute of public Health

Hungary ministry of Health, national public Health and 
medical officers service

scientific Committee of the national institute of 
food safety and nutrition

poland ministry of Health no information

slovenia directorate of public Health food and nutrition Council

Ukraine None None

source: WHo nutrition policy database
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Box 5. Comprehensive Nutrition and Physical Activity Policies 

 In Hungary, the National Institute for Health Promotion was established and significant health gains •	
were achieved through the early adaptation of the WHO targets for health for all. Beginning in the early 
1990s, Hungary developed five successive national health documents. Each referred to strategic issues 
to be addressed by the entire country, such as health promotion, public health challenges, health policy 
investments, and the direction of long-term health policy (WHO 2004). Successful implementation of 
these programs within a comprehensive reform framework, help reverse demographic decline resulting 
in an increase in LE by 3 years within a ten year period. In Hungary, specific nutrition-related issues are 
also addressed in the three major national programs launched in 2006: the National Cancer Control 
Program, the National Infant and Child Health Program and the National Program for the Prevention 
and Treatment of Cardiovascular Diseases. 

 In Slovenia, in line with the targets set by WHO, a national health care program entitled “Health for all by •	
2004” (NPZV) was launched. The main objectives of this program were to formulate health promotion 
policy, modify patterns of behaviour harmful to health, promote a high-quality living environment, 
promote development of professionals and improve the quality of health care activities, and to reduce 
inequalities in health care and improve the health of the population (WHO 2008). Also, in Slovenia in 
March 2005, the National Assembly approved a resolution on the National Nutrition Policy Program 
for 2005–2010. The Program covers three basic pillars: food safety, balanced and preventive nutrition, 
and sustainable food supply. One of its main objectives is to reduce the prevalence of obesity in all 
population groups, but especially in children and adolescents (WHO 2006). 

 In 2002, the long-term Program for Improving the Health of the Population of the Czech Republic •	
was accepted by the Government and a Council for Health and the Environment was established in 
the Czech Republic. In addition number of campaigns were launched, such as a campaign entitled 
“Keep it balanced!” begun in 2006, focusing on motivating people to keep their energy in balance 
by promoting a healthy diet and physical activity including a National Cycling Strategy which 
was developed in 2004 (WHO 2006a, 2006b). A school health program “walk with our schools” 
for children and parents were introduced to promote walking and connect people to their local 
environment (WHO2006).

 In Poland, the National Health Program introduced in the 1990s was recently revised for the period •	
2006–2015. A key objective of the Program was promotion of healthy diets and physical activity 
and in line with this objective and based on the WHO Global Strategy on Diet, Physical Activity and 
Health and the EU Green Paper a “National program for the prevention of overweight, obesity and 
NCD through diet and improved physical activity 2007–2016” was developed, whose objectives 
are: reducing the prevalence of overweight and obesity, mainly by improving diet and increasing 
physical activity; reducing the morbidity and mortality caused by chronic NCD; and reducing 
expenditure on preventive measures related to the occurrence of chronic NCD, especially obesity 
and similar complications, as well as diminishing the economic effects of disability and premature 
mortality (WHO 2006).

107. Nutrition programs that promote the consumption of fruits and vegetables among children can 
significantly reduce childhood obesity, lower blood pressure and reduce the probability of adulthood 
obesity (Angelopoulos et. al. 2009). Ukraine does not have any national program promoting healthy 
eating. in Hungary, a successful program was carried out, within the framework of the national nutrition 
policy, among fifth-grade primary school children throughout the country, with the aim of teaching 
them the principles of healthy nutrition. regular distribution of newsletters was one of the ways of 
introducing children to the elements of healthy nutrition (WHo 2006). 

108. Fitness campaigns can help promote healthy lifestyles. slovenia implemented a pilot program, 
“let’s live healthy,” aimed at promoting healthy lifestyles and encouraging individual responsibility 
for health. The program uses a comprehensive approach of promoting physical activity and nutrition 
with multi-sector partners using mass media and public events. With 30,000 participants from 70 
communities involved in the program, 8 out 10 persons claimed to have changed their lifestyles as a 
result of the program.

109. Labeling of foods allows consumers to make informed choices based on the calorie level, fat 
intake, and nutritional value of a food item. A recent eU project, “food labeling to Advance better 
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education for life (flAbel)” monitored the impact of nutrition labels and found that people do look at 
the nutrition labels and are able to understand the basic information, but do not necessarily take the 
information into account during purchase (Cowburn and stockley 2005, grunert and Wills 2007).

110. Dietary guidelines can be tailored to country cultural traditions and are therefore better 
accepted. nutritional guidelines provide information only about nutrients (fat, sugar, salt, calcium, 
iron etc.) consumed while food-based dietary guidelines take into account cultural traditions, 
preparation, processing, and availability. Hungary and poland are currently developing country-
specific food-based dietary guidelines as partners of the european micronutrient recommendations 
Aligned (eUrreCA). 

111. Weight loss programs can help reduce and even reverse diabetes onset. Contact with nutrition 
specialists who promote a low calorie diet has been associated with at least a 5 percent reduction 
of initial weight on year later (Compe et. al. 2003). participation in programs that promote low-energy 
density and high-complex carbohydrate foods have helped participants maintain their reduced weight 
even two years later (greene et. al. 2006).

Disease Screening – Secondary Prevention

112. Primary prevention of risk factors does not necessarily prevent the onset of disease. 
Tobacco control activities and the promotion of better diets and increased physical activity deal directly 
with risk factors and thus prevent the onset of diseases that these risk factors might otherwise cause. 
for some nCd, however, primary prevention alone is not a sufficient approach, either because their 
risk factors are unmodifiable (such as heredity, age or gender) or because their contribution to the 
disease is relatively small. for these conditions, secondary prevention becomes an option: that is, the 
use of interventions to diagnose and treat nCd at an early stage, before the onset of complications 
or death. With early detection of disease, proper treatment or disease management can be provided 
to reduce mortality probability and disease burden. secondary prevention can be instigated at the 
individual level, such as when a doctor diagnoses and provides counseling and treatment for early 
hypertension or performs an opportunistic breast exam for cancer, or at the population level with 
targeted screening programs. secondary prevention can be effective for breast and cervical cancers 
as well as diabetes and hypertension.

113. Given high fatality rates of 80 percent, cervical and breast cancer screening and health promotion 
at primary care levels in Ukraine can make a difference. for breast cancer, timely screening and 
adequate treatment would save 14 Ukrainian women per 100,000 population. in 2002-2003, Hungary 
began nationwide breast cancer screening. in 2006, poland introduced cervical cancer screening 
while as recently as in 2008, slovenia introduced breast cancer screening. screenings have reduced 
cervical cancer by 50 to 60 percent in european countries (WHo 2006).

114. Given low levels of awareness of their hypertensive status among Ukrainians, screening for 
hypertension which is often combined with diabetes screen can reduce cardiovascular disease 
prevalence. This would however require improvements in the quality of health service delivery to 
adequately manage and treat such illnesses if diagnosed.

AN INTEGRATED, MULTI-SECTORAL APPROACH TO NCD PREVENTION AND CONTROL

115. Ukraine should develop an integrated strategy of effective policy measures and risk 
factor interventions, with the principal aim of prevention. Table 19 lists key cost-effective 
interventions for averting future nCds burden in Ukraine. Ukraine has introduced one or more 
of these interventions, but not always in a comprehensive way thus leading to fragmented or 
disconnected programs with low effectiveness. As seen above common strategies are needed 
across different chronic conditions. Therefore, a more effective approach is for Ukraine to develop 
integrated plans for nCds prevention and control, as demonstrated by the successful experience 
of north karelia project of finland (see box 6), in which interventions are jointly prioritized and 
common activities – such as information, education and communication (ieC activities), taxes and 
tariffs, legislative and regulatory reforms, health worker training and the development of clinical 
guidelines, among others – that can be pursued in a coherent way.
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Table 19: Key Cost-effective Interventions for NCD Prevention and Control in Ukraine

INTERVENTIONS

TobACCo 
ConTrol

Comprehensive bans on advertising

increased tobacco taxes

prominent health warning labels with pictures

enforcement of comprehensive smoking bans and sales to minors

school-based health education

AlCoHol 
ConTrol

Counter-advertising

increased alcohol taxes

legislative interventions (mandatory warning labels, banning sales to minors, advertising bans, etc.)

school-based health education

strict enforcement of drunk-driving laws with clearly legislated maximum bAC levels

roAd sAfeTy

mandatory seat belts enforcement 

strict enforcement of drunk-driving laws with clearly legislated maximum bAC levels

enforcement of speed limits

safe driving lessons for youth

dieTAry 
CHAnge

school-based health education

ieC on the dangers of obesity, and the benefits and elements of a healthy diet

involvement of ngos, community groups etc. in activities promoting dietary change

Health worker training – knowledge/skills to encourage dietary improvement

Taxation of harmful dietary inputs – sugar, fatty foods, alcohol etc.

promoTion 
of pHysiCAl 
ACTviTy

school-based health education

ieC on physical activity/exercise

promotion of sporting activities and clubs, especially those targeted at age/gender groups with low 
levels of physical activity

Health worker training – knowledge/skills to promote increased physical activity

sCreening 
CerviCAl 
CAnCer

Consider more extensive screening including

ieC efforts, community/ngo participation

ensure availability of trained/skilled clinical staff for diagnosis (including laboratory) and treatment of 
cases – and their ongoing training

ensure presence of adequate laboratory facilities

sCreening 
breAsT 
CAnCer

screening, either via clinical examination or mammography

ieC efforts, community/ngo participation

ensure availability of trained/skilled clinical staff for diagnosis and treatment of cases – and their 
ongoing training

formation of support groups

sCreening 
diAbeTes And 
HyperTension

Targeted screening of high-risk groups – those with conjoint risk factors (obesity, heart disease, 
hypertension, etc.), or those identified using risk factor questionnaires

ieC activities, public awareness campaigns

periodic national screening campaigns

116. This calls for the development of integrated management structures that bring together 
representatives from all areas of the health system and beyond to ensure coordinated action 
for NCD prevention and control. This process should involve not only governments but also donors 
and ngos – both of which have a substantial role in nCd prevention and control efforts – and should 
integrate not only the government’s own programs but also the funding opportunities and technical 
support provided by various donors and the plans and activities of ngos as well. A key aspect of 
strategy should be that it is tailored to the needs and realities of sub-regions and the local level.
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Box 6. The North Karelia Project in Finland – a best practice example

The North Karelia Project was launched in 1972 to reduce high coronary heart disease mortality rates in this 
region in Finland. The Project was designed to carry out comprehensive intervention through community 
organizations in the area. The Project scope was later enlarged to promote integrated prevention of major 
non-communicable diseases (cancer, diabetes etc.) as well as health promotion in general and prevention of 
risk related lifestyles in childhood and youth. 

Evaluation of the results of the North Karelia Project shows how over the 25 year period major changes 
have taken place. Among men, smoking was greatly reduced and dietary habits have markedly changed. 
In 1972, a little more than half of middle-aged men in North Karelia smoked. By 1997, this had fallen to 
less than a third. In the early 70’s use of vegetables or vegetable oil products was very rare; now it is very 
common. In 1972 about nine out of 10 North Karelians put butter on their bread. By 1995, it was less than 
1 in 10. The dietary changes led to about a 17 percent reduction in the mean serum cholesterol level of the 
population. Elevated blood pressures was brought well under control and leisure time physical activity has 
been increased. Among women, similar changes in dietary habits made important changes in cholesterol 
and blood pressure levels. Because of the Project, North Karelian men and women are living longer. By 1995 
the annual mortality rate of coronary heart disease among men under 65 years old was reduced by about 73 
percent from the pre-program years (1967-71). Among women, the reduction in deaths from cardiovascular 
disease has been of the same magnitude as among men.

Since the 80’s, the favourable changes began to develop also in all Finland. By 1995 the annual CHD mortality 
among men in all Finland has reduced 65 percent. At the same time the lung cancer mortality has also 
reduced, more than 70 percent in North Karelia: and nearly 60 percent in all Finland. With greatly reduced 
cardiovascular and cancer mortality the all cause mortality has reduced about 45 percent, leading also to 
greater life expectancy: approximately seven years for men and six years for women. 

Key factors of success included, appropriate medical/epidemiological framework, working with community 
and involvement of key policy makers, well-planned media and communication messages, an emphasis on 
changing social and physical environments is more conductive to health and healthy lifestyles, well designed 
targets and good monitoring and evaluation,

Source: Puska, 2002 
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CHAPTER 5

THE NEED  
FOR INTEGRATED SYSTEM REFORM 

MAIN POINTS

 Ukraine’s health system is inherently weak and unable to perform even its basic functions. • 
originally developed for episodic care for acute illnesses, the health system is therefore not 
properly oriented for a more proactive approach that involves multi-sectoral participation in 
prevention programs and meeting the needs of patients with chronic conditions. 

 building additional capacity required for multi-sectoral collaboration to prevent and control • 
non-communicable diseases and implementation of identified primary care and cost-effective 
interventions would be difficult and less effective in the absence of substantial reform in the 
health system.

 integrated approaches to health reform while mobilizing and communicating with several other • 
sectors of the government to improve chronic disease prevention and management, adopted 
by several Central european countries, can offer rich lessons.

 removing rigidities in resource allocation, emphasizing primary care, introducing a referral care • 
system, rationalizing excess capacity at secondary and tertiary levels as well as performance-
based payment for providers should be the key elements of Ukraine’s health system reforms.

THE CONTEXT

117. As shown, Ukraine severely underperforms in major health indicators relative to comparison 
countries, a situation that is largely amenable by improving health systems performance. in Ukraine, 
the health system has major problems of efficiency, in the management, financing and delivery of 
health services (World bank, 2006b). This system originally developed for episodic care for acute 
illness is not properly oriented for a more proactive approach that involves multi-sectoral participation 
in prevention programs and meeting the needs of patients with chronic conditions. furthermore, the 
structure and financing of the current system leads to the exacerbation of inequalities. What is evident 
however, is that while a focus on primary care and multi-sectoral targeted cost effective interventions 
as described in the previous chapter is essential to prevent and control non-communicable diseases; 
this would be difficult and less effective in the absence of substantial reform in the health system.

Box 7. Semashko Model in Ukraine

During the Soviet period, the health care system in Ukraine was organized according to the Semashko model, 
with centralized planning and administration. 

The Soviet health system was based on a hierarchy of facilities at rayon (district), oblast (region), and republic 
levels. It included sanitary and epidemiological stations, hospitals, polyclinics and specialized health care 
facilities, each staffed and equipped according to norms based on the local population size rather than 
health needs. Resource allocation was based on capacity (numbers of beds, number of visits). 

118. Health care delivery in Ukraine has changed very little since independence and is still largely 
based on the Semashko model (Box 6), with resource allocation based on capacity (lekhan et. 
al. 2004). The Ukrainian health system has major problems of efficiency in the management, financing, 
and delivery of health services (World bank, 2006). The current health system lacks incentives for 
quality, is overburdened by overuse, has a bloated hospital structure, and needs providers that are 
appropriately paid and trained. The primary health care (pHC) structure is essentially that inherited 
from the soviet era, with a large network of pHC units, comprising polyclinics, polyclinic units in 
hospitals, women’s consultation clinics, rural physicians’ ambulatories and outpatient departments in 
rural hospitals (lekhan et. al. 2004). The system originally developed for episodic care for acute illness 
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is not properly oriented for more proactive approach that involves participation in prevention programs 
and meeting the needs of patients with chronic conditions. 

119. Unlike Ukraine, all Central European countries studied here underwent comprehensive 
reforms in their health system, starting early in the transition process since 1980, despite 
having similar mortality patterns and health status, the health status of Central european populations 
has improved significantly, while the health of Ukraine’s population has lagged far behind. These 
improvements were driven by changes in socioeconomic condition, behavioural factors (diets, physical 
activity, smoking prevalence etc.) but also accompanied by comprehensive reforms of the health 
system. All four Central european countries have now undergone nearly two-decades of reform with 
comparable accomplishments such as longer lives, focus on preventative care, and more efficient use 
of resources. The reforms in these countries are still ongoing, but as health indicators show, the last 
two decades of reforms have generally been in the right direction.

120. in the following sections, the main issues and challenges facing Ukraine’s health system in the key 
health system reform areas: stewardship, financing and service delivery are outlined and the experience 
of the Central european countries studied here, are used as illustrations to help guide reform initiatives.

KEY AREAS FOR HEALTH SYSTEM REFORM

Stewardship, Policy and Regulation

121. Ukraine has had a number of key health care legislative and policy initiatives since 
independence. in 1992 the Ukrainian parliament adopted the principles of legislation on Health Care 
in Ukraine, regulating all aspects of the development and implementation of health policy in Ukraine, 
with the aim of meeting international standards and recommendations in human rights and health 
systems’ development. it dictates principles of health system organization and the procedures for 
financing, state control and supervision of health care, organizing health services and drug supply and 
of ensuring healthy and safe living conditions for the population as well as the general conditions for 
medical interventions and safeguarding patients rights, protection of mother and child health, general 
principles of medical examinations, medical and pharmaceutical activities and professional rights and 
obligations of health personnel (lekhan et. al. 2004). 

122. While some positive steps have been taken and a legal framework towards reform has been 
created, Ukraine’s health care system remains fragmented and inconsistent. grand proposals and 
lofty goals are not followed through and implemented due to lack of political will and resources to 
accomplish stated goals. The health care system suffers problems of inefficiency in financing, planning 
and regulation that cannot be fixed by cash infusion alone. 

123. Ukraine lacks a comprehensive health reform implementation plan. While some attempts 
were made to restructure primary and secondary care in Ukraine, the reforms implemented were 
partial, aimed at some specific feature of the health care system and lacked a comprehensive reform 
plan. especially given the complex pathways of risk factors to nCd mortality and morbidity, a reform 
plan must involve multiple sectors of the economy working together.

124. Political instability, frequent changes of government and of the leadership of the Ministry of 
Health, with eight ministers of health since independence, has led to delays institutional change 
in health care and reorganization of primary health care (lekhan et. al. 2004). The resulting lack of 
political will and misaligned incentives has meant little progress in achieving major goals. Whereas the 
principals of the reform and the strategy on the way out of the inherited soviet system were determined 
as early as 1992, attempts at reform have failed to have a substantial impact. However, several local 
initiatives are introducing new forms of organization and re-imbursement. Clear definitions of responsibility 
and leadership in addition to well-coordinated actions between the various levels of government are 
necessary to ensure equity in health service delivery and efficient resource allocation.

125. Reforms in the Central European were guided by a series of legislations, policies and 
strategic plans which were constantly adapted to changing needs. in all cases, effective 
government stewardship was key to the ensuring the success in implementation of reforms. While in 
the Czech republic the “big bang” approach to reforms were chosen, in other cases, reforms were 
slower and incremental. building broad-based consensus ensures greater success. Health reform 
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strategies were complex and market-based systems unfamiliar in many of these countries; building 
institutional, human and management capacity was therefore crucial to their success. 

126. A key element of the reform was a definition of roles and responsibilities of the various 
players in the health system. In Poland, the reforms focussed on centralization of certain stewardship 
responsibilities for the ministry of Health (national health policy development, quality control, standards 
setting, harmonization of regional health plans and purchasing procedures etc.), while national Health fund 
finances health services and territorial self governments are responsible for defining regional strategies and 
plan based on health needs, managing public health institutions and health promotion. This ensures that 
services that better address public’s health needs. similarly, slovenia, defined roles and responsibilities 
between key players in the system include ministry of Health, Health insurance institute of slovenia (Hiis), 
institute of public Health and medical and pharmaceutical Chamber to ensure better service delivery and 
financing. in Czech republic, the focus was on diversification of diversification of provision – with mainly 
private ambulatory care providers and public-private mix in ownership of hospitals.

Table 20: Central European Health Care Reform Summary

Country Reforms Key Achievements

The Czech Republic
in 1990 and 1991, a dramatic liberalization of previously 
centralized semashko health care system took place. key 
reform interests were efficiency and raising the status of 
providers, leading to fee-for service reimbursements and 
privatization. reforms were based on principles of de-
monopolization, decentralization, and liberalization.

greater longevity, shorter hospitalization stays, decreased 
bed numbers, improved primary health care with a greater 
focus on health prevention and promotion and emphasis on 
quality of care.

Hungary
large scale reform of the health sector started at the end 
of the 1980’s. The state-socialist health care system at 
that time suffered from inefficiency and inequity of service 
provision. key reform trends have been decentralization and 
cost-containment.

greater longevity, reduction in and geographical re-
allocation of inpatient capacity, greater access to a 
comprehensive set of benefits, introduction of new 
prospective and performance-oriented payment methods.

Poland
Health reforms were initiated in 1989, developed in 
parallel with reforms in the national economy. reforms 
focussed on creating integrated health care networks and 
decentralization.

greater longevity, shorter hospitalization stays, improved 
primary health care and a greater focus on health prevention 
and promotion.

Slovenia
reforms in slovenia started with the adoption of a new 
health care legislation in 1992. reform initiatives focused 
on harmonization with eU, improving resource allocation 
methods to increase incentives to deliver cost-effective care, 
improving health information systems, and encouraging 
evidenced-based clinical practice.

greater longevity, shorter hospitalization stays, improved 
primary health care and a greater focus on health prevention 
and promotion.

Financing

127. Resource generation.  At 3.7 percent of GDP in 2006, governmental spending on health care 
in Ukraine is low by regional and European standards and slightly above average internationally 
when normalized by GDP (World bank 2006b) (figure 39). This number includes governmental 
expenditures but not (formal and informal) payments. The exact level of total health expenditure is 
difficult to determine, mainly due to inconsistencies between statistical data from different sources and 
scarcity of data on health care spending in the informal sector. 

128. Private out-of-pocket payments (OOP) constitute a large part of health spending. Conservative 
estimates of oop in Ukraine are on the order of 2-3 percent of gdp (World bank 2008). The majority of 
outpatient care is financed by oop, mostly due to cost of pharmaceuticals which are not covered by 
government funding. further there is increasing reliance on health financing from private sources and 
providers may be extracting oop to compensate for shortages in government funding.

129. The high share of out-of-pocket expenditures (OOP) indicates financial barriers in accessing 
health care, especially for lower income groups (World bank 2006b). oop are more regressive in 
Ukraine than in the eU and comparison countries and can cause catastrophic expenditures11 pushing 
people below the poverty line. in Ukraine, the poorest quintile is the least likely to use outpatient, 
11 Though there is no consensus on the threshold, the WHo defines catastrophic expenditures relatively, as ≥40 percent of a household’s capacity 

to pay (Xu et. al. 2003).
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inpatient, and preventive services and catastrophic health expenditures are concentrated among the 
poorest income quintiles (World bank 2008). 

130. As Central European reforms indicate, developing and sustaining a quality health care 
system, requires generation of a consistent source of funding. in Czech republic, for example,, the 
main sources of financing are public with the compulsory health insurance (through several insurance 
providers contracting mainly private providers) providing 80 percent of total health expenditure and 
general taxes providing 11 percent. Hungary made a successful transition to a social insurance-
based contracting system with purchaser-provider split. Under the reform, Hungary established a 
statutory health insurance fund, where resources were pooled, and which provides 85 percent of 
health expenditures. The fund affirmed its new role as purchaser of health care services and set up 
the administration necessary to manage it. slovenia replaced the system of direct funding of health 
services by the ministry of Health from general revenues to a payroll-tax based financing operated by 
a new health insurance agency. Under the reform, slovenia allows for public tender for contracts with 
providers and encouraged privatization of part of the public health care network.

131. Resource Allocation and Provider Payment. Current health spending in Ukraine is highly 
inefficient and plagued with structural constraints. With government expenditures still based on 
input-based (supply-side) norms, imposed by the ministry of Health (moH) there are constraints on how 
available resources are allocated and budgeted at the local level. The 2000 reform, which integrated 
objective criteria for financial allocation based on local incomes and demographics had started to be 
implemented; however in 2004 health expenditure allocations again began to be dispensed on the 
basis of input, as opposed to output-based norms (World bank 2006b). in recent years, the attempt to 
reform the input-based financing of the health care system has stagnated. it is not possible under the 
current system to base expenditures on local needs or on outcome-based measures to improve quality 
of the health care system. As such, additional financing would not allow Ukraine to remedy its health 
system problems until the shortcomings of the present system are resolved and that further funding 
may actually “further exacerbate inefficiencies of the total fiscal envelope” (World bank 2008). 

132. The, lion’s share of Ukraine’s health budget allocation is to hospitals, sanatoriums and 
specialized health facilities; preventive and primary health care remain largely neglected. 
Around 70 percent of expenditure is to hospitals (figure 38). out of the hospital allocation, 80-90 
percent is to staff salaries and utilities. key areas such as supplies, equipment, maintenance, and 
repairs to deteriorated infrastructure are neglected.

source: World bank 2006b.

133. To ensure equitable access to services for its population, all Central European countries 
studied here, guarantee access to a defined package of health care services to its insured 
population, which are sometimes subject to copayments. While Ukrainian constitution guarantees 
all health care free of charge to its population and is unable to provide this, in Czech republic, insured 
people are entitled only to a national health care package which is financed through the general Health 
insurance fund. Hungary too introduced a comprehensive benefits package. in poland, people have 

Figure 38: Public expenditures for health trends and 
composition in Ukraine (as % of GDP)

Figure 39: Public expenditures for health in Ukraine and 
Selected Countries (as % of GDP)
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universal coverage for a defined benefits package with a limited list of exclusions. in slovenia, the 
compulsory health insurance, entitles insured persons to a defined benefit package covering a full 
range of primary, secondary and tertiary care services, some of which are subject to copayments, as 
well as cash benefits as compensation for salary during absence from work.

134. In addition, Central European countries have aligned payments to providers with incentives 
for quality care. each country under study adopted some form of output-based payment to promote 
health. Czech republic has developed a payment system for gps based on capitation (70 percent of 
income) with fee-for-service for preventive and services related to health promotion. Hungary moved 
to prospective and performance oriented payment systems; hospitals use a diagnosis related group 
(drg) based reimbursement and family doctors use an adjusted capitation fee. poland established 
the national Health fund as the primary payer with primary care physicians paid on the basis of 
capitation and hospitals paid on per-case basis but is moving towards drgs. slovenia has a case-
based payment for secondary and tertiary care and capitation and fee-for-service for primary care.

Service Delivery

135. Decentralization and management. Current approaches to capacity planning in the Ukrainian 
health care sector do not reflect the health care needs of the population or account for regional 
characteristics. overall, the current system lacks a coherent approach to ensuring appropriate levels of 
health care workers. Health norms enforced by the moH give strict guidelines for the number of doctors, 
nurses, and other staff based on hospital beds and other network parameters at freestanding ambulatory 
and polyclinic facilities as well as outpatient units. This causes a situation where facilities are overstaffed 
and local administrators have no way of allocating resources based on demand (World bank 2008). 
Also, there is shortage of health personnel at the prevention and primary care level and in rural areas. 
primary care physicians comprise only about a quarter of all active doctors, while general practitioners 
make up less than 2 percent of all physicians.12 Ukraine’s large health care workforce fell substantially in 
1995 to a physician/population ratio of about 300 per 100,000 in 2004, lower than the eU average. The 
supply of nurses appears to be in continuous decline, due to low pay and lack of career prospects. Also, 
replacement is increasingly difficult due to falling numbers of graduating nurses.

136. The system is decentralized, with local government funding and local facility ownership, 
however, extensive regulation by the center gives regions very little flexibility in administration 
of services and facilities. Ukraine’s legal framework is characterized by fragmentation and complexity, 
with overlapping and ambiguous lines of accountability. Health Article 49 of the Ukrainian constitution 
states that “the state creates conditions for effective medical services accessible to all citizens”. However, 
the same article also prohibits any closure of heath care facilities at any level of government, causing 
inefficient facility networks that are unresponsive to demand. While the majority of public spending goes 
through local governments, ministry of Health (moH) regulations mean that they have little discretionary 
control over expenditure allocations. reforms in 2001 and 2002 undertaken to change how resources are 
allocated were only partially implemented and local spending continues to be based on supply-side norms 
established by the moH. The ministry of Health norms detail the number of doctors, nurses and other staff 
that are required based on population size, bed numbers, and other indicators (World bank, 2008).

137. Central European reform experience suggests that well-organized service delivery 
requires decentralization and autonomy in management. Hungary transferred ownership of 
most primary and secondary care facilities from the central government to the local governments. 
poland decentralized to local government authorities the responsibilities for budgeting, planning, 
organization and supervision of primary care units, while keeping centralized certain stewardship 
responsibilities (quality control, standards setting, harmonization of regional health plans and 
purchasing procedures etc.). Czech republic transferred the ownership of district hospitals from the 
state to self-administrating regions while primary care and outpatient services are privately owned.

138. Rationalization of excess capacity. The Ukrainian health care system in hospital centered 
resulting in considerable overcapacity in the hospital sector. The number of hospital beds per 100,000 
population is 33 percent over the eU-10 average and the average length of stay in Ukrainian hospitals 
at 13.9 days is one of the highest in the region (World bank 2008). (Table 21) in comparison, in 
slovenia and poland it is eight days, in Hungary 8.7 days and in Czech republic 11.5 days.
12 Joint report (2007).
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139. Table 21: Health Care Resources and Their Utilization in Ukraine and EU, 2004

Ukraine EU

Hospitals per 100,000 5.6 3.1

Hospital beds per 100,000 872.9 585.5

in-patient care admissions per 100 population 21.1 18.0

Average length of hospital stay, days 13.9 9.3

outpatient contacts per person, per year 10.5 6.8

physicians per 100,000 301.3 320.0

source: HfA database, 2008

140. Rationalization efforts aimed at reducing overcapacity in an environment where hospitals 
are paid based on bed capacity in Ukraine has not led to efficiency gains. in an attempt to reform 
the hospital sector, the government has focused on reducing the number of hospital beds, which was 
among the highest in europe in the early 1990s, along with streamlining services by, for example, 
substituting other forms of care for inpatient care, such as day care, hospital-at-home care and day 
surgery. The impact of substitution on utilization has, however, been low, mainly because of a lack of 
incentives for hospitals to reduce the number of admissions, as financing is still based on bed capacity 
(lekhan et. al. 2004). significant efficiency gains could be made from preventive medicine and the 
adoption of modern ambulatory care based treatment modes.

141. In comparison, Central European countries have adaptive policies to address excess bed 
capacity and provider shortages. Hungary reduced the number of acute hospital beds using a 
combination of changing their payment system to realign incentives, defining a formula to calculate 
the health needs of the population with discussion with county offices about which provider had to 
reduce their number of beds, reducing hospital management structure, and introducing quality control 
measures. excess bed capacity in slovenia hospitals are filled using arrangements with patients 
with voluntary insurance for example. similarly, poland transferred beds for chronic disease care, 
rehabilitation, long-term care, palliative care, hospices, and psychiatric care. With regard to health 
care workforce, slovenia projected a shortage of physicians and increased the admission to medical 
school by 15 percent. Czech republic in contrast faces a surplus of specialists and plans to re-train 
specialists to be general practitioners.

142. Focus on primary care. While the concept of family medicine has been developed in Ukraine, 
its introduction has been far from universal. in 2000, the Concept of the development of Health 
Care in Ukraine was introduced by presidential decree, which sets out further goals in health systems 
reform and rights to access as well as the introduction of family medicine. Also in 2000, the “decree 
of the government on Comprehensive measures for integrating family medicine into the Health Care 
system” attempted to remodel primary care on the principles of family medicine. family ambulatories 
have been established rapidly in some areas; however, lack of economic incentives due to continued 
health systems financing on capacity and not performance has hampered further reform. Without an 
organized system of care, continuity of care and coordinated care for nCd cannot be assured.

143. Ukraine lacks an established and accountable physician gate-keeping mechanism. patients 
may directly seek care from specialists with no need of a formal referral by their physician. patients 
therefore visit specialists directly for primary health care needs. According to a recent survey, 60 percent 
of first visits are to specialists.13 moreover, more than half of all direct specialist visits are to inappropriate 
providers. Accordingly, almost two-thirds of all visits result in improper care for the patient’s condition

144. While utilization rates remain high, the quality of services has declined dramatically. The 
average number of visits per person had fallen to 9.2 in 1997 but rose again to 10.4 in 2004, which is 
lower than the figures in the neighboring countries such as belarus and Hungary but higher than the 
averages for the Cis and WHo’s european region as a whole. in contrast, the reduction of hospital 
beds by more than one third since independence has led to a fall in hospital admissions to 20.5 per 
100 population in 2003 compared with 24.4 in 1990. nonetheless, the WHs 2002-2003 found that just 
under 80 percent of those surveyed had sought health care in the 12 months prior to the survey, high 
among comparator countries, and over 30 percent had spent a night at the hospital in the 12 months 
prior to the survey, the highest among comparator countries.
13 Joint report (2007).
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145. Among countries surveyed, among respondents asked how often they received medical care “as 
soon as they wanted it,” Ukraine had the lowest proportion of respondents saying “always” and the 
highest proportion saying “never” among all comparison countries (figure 40). When asked regarding 
how long respondents had to wait for laboratory examinations only latvia has a lower proportion able 
to get results on the same day, though Ukraine compared well, with almost 55 percent of respondents 
receiving lab examinations within one-two days (figure 41). furthermore, when asked to rate the 
quality of the facility during hospitalization, only 30 percent of Ukrainians said it was good or very good, 
a rate higher than only latvia and kyrgyzstan (figure 42). 

source: WHs Analysis

146. In comparison, Central European health reforms 
focused on promoting primary care with significant 
attention on general practitioners and promotion of family 
practice. gate-keeping mechanisms were introduced to ensure 
appropriate use of care and quality of care was given great 
emphasis. services were oriented towards chronic disease 
patients with significant emphasis on prevention in addition 
to self-management support, delivery systems with multi-
disciplinary teams that work across settings and providers, with 
health professionals providing evidence-based care and use of 
clinical information systems. for instance, in the Czech republic, 
primary care is predominantly privately owned and patients can 
choose and register with their own general practitioners (gps). 
poland introduced the concept of family medicine (general 
practice) with the requirement of gp referrals for outpatient 
services in specialized health centers and hospitals services.14 
slovenia shifted from a provider-oriented to a patient-oriented 
system where the patient has a choice of physicians who then 

serve a gate-keeping function. Hungary’s municipalities designate primary care districts to family 
doctor services who then provide referrals for specialized care.

147. As evidenced by sound policy and implementation in other Central European countries, 
a comprehensive reform aimed at addressing the current inefficiencies and rigidities in the 
health sector in Ukraine can play an important role in positively impacting the current crisis. 
However Ukraine’s legal framework is characterized by fragmentation and complexity, with overlapping 
and ambiguous lines of accountability. The major strategy for restructuring the health system will be 
improving the management of the existing system. removing rigidities, emphasizing primary care, 
introducing a referral care system and performance-based payment for providers should be the key 
focus of these reforms.

14 for some specialists, gynecologists, psychiatrists and ophthalmologists, referrals are not necessary.

Figure 40: Proportion receiving care as soon as they wanted Figure 41: Duration of wait for lab examinations

Figure 42: Quality of Surroundings during 
overnight hospital stay

source: WHs Analysis.
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CHAPTER 6

CONCLUSION

148. Ukraine is in the midst of an unprecedented demographic decline compounded by a 
health crisis. The rapid population decline in Ukraine is a combination of declining fertility rates, 
increasing emigration rates, and increasing mortality rates. The decline is especially noticeable among 
working age Ukrainians, especially males. The increasing mortality rates are a large contributor to the 
stagnating life expectancy when analyzing historical trends. The increasing mortality rates are not due 
high infant mortality rates as it might have once been in Ukraine during its earlier development period. 
life expectancy and healthy life expectancy has plummeted due in large part to increase in disease 
and injuries among the adult population. Ukraine, suffers from a triple-burden of disease: infectious 
diseases, especially Hiv/Aids and Tb are resurgent while chronic conditions such as ischemic heart 
disease and stroke are on the rise. in addition, the scourge of early deaths and disability from injuries 
takes a terrible toll. people are not only living shorter but the years lived are in worse states of health. 
This crisis, while affecting the entire population, is concentrated among the working-age population, 
especially males.

149. Much of the decline is fuelled by the rise in unhealthy lifestyles. risk factors related to 
lifestyle such as smoking, alcohol and poor diet, as well as environmental conditions play key roles 
in many diseases, including poisonings, injuries and circulatory system diseases. The biggest killer in 
Ukraine, ischemic heart disease, is linked to poor nutrition and physical inactivity as well as smoking. 
physical inactivity and bad diets play a large role in the rise of chronic conditions such as diabetes. 
Tobacco use in Ukraine is the highest in the european region, poorly regulated and contributes to 
approximately 50 percent of all deaths. deaths from alcohol-related causes have also risen since 
independence, with alcohol use contributing significantly to injuries from accidents, violence, and 
road-traffic accidents as well as increasing the strain on mental and social welfare.

150. The social and economic consequences of high adult mortality are high. if current trends 
persist, in the long run, not only will the elderly make up a larger proportion of the population, but the 
absolute number of those over 60 will be greater than today. The size of the Ukrainian labor pool will 
shrink. This decline in the share of working age adults due to high mortality and the increasing proportion 
of elderly people could adversely impact the economy unless new mechanisms are developed to 
attract and retain older workers, especially knowledge workers. The gender gap in le has already 
led to a high proportion of single women and widows in the northern regions. Cultural, linguistic and 
religious differences already exist in Ukraine between the eastern and the western parts. differentials 
in fertility, mortality, population growth, and le in different regions and among social and ethnic groups 
could also further exacerbate existing disparities. in the short-term, the decline in Ukraine’s population 
may imply lower overall health expenditure. However, in the long run, with ageing, these will be offset 
by a rise in demand for health services.

151. The silver lining in this situation is that much of the disease burden in Ukraine is amenable 
and will require significant changes in behavior; but with proper intervention and a well 
functioning preventative and curative health system, the crisis could be brought under control. 
These interventions require essential policies that are feasible within the Ukrainian context. As the 
Ukrainian economy improves and the transitional crisis eases, there are real opportunities to improve 
the health system and health of the population through a long-term strategic vision. furthermore, 
the epidemiological picture in Ukraine is constantly changing, with a rapidly ageing population 
meaning that the role of chronic conditions in the future will be even greater. To safeguard the health 
of the population and prepare itself for the health challenges of the next half-century, the Ukrainian 
government needs to undertake drastic measures. Ukraine’s economy has much to gain by addressing 
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the health challenges particularly among working age males which could lead to increasing labor 
supply, increasing productivity, and as a result, a growing economy.

152. Ukraine should develop an integrated strategy of effective policy measures and risk factor 
interventions, with the principal aim of prevention. The interventions presented here provide 
cost-effective options for averting future nCd burden. Ukraine has introduced one or more of these 
interventions, leading to fragmented or disconnected programs of nCd control. As seen above common 
strategies are needed across different chronic conditions. Therefore, a more effective approach is for 
Ukraine to develop integrated plans for nCd prevention and control in which interventions are jointly 
prioritized and common activities – such as information, education and communication (ieC activities), 
taxes and tariffs, legislative and regulatory reforms, health worker training and the development of 
clinical guidelines, among others – can be pursued in a coherent way.

153. This calls for the development of integrated management structures that bring together 
representatives from all areas of the health system and beyond to ensure coordinated action for nCd 
prevention and control. This process should involve not only governments but also donors and ngos 
– both of which have a substantial role in nCd prevention and control efforts – and should integrate 
not only the government’s own programs but also the funding opportunities and technical support 
provided by various donors and the plans and activities of ngos as well. A key aspect of strategy 
should be that it is tailored to the needs and realities of sub-regions and the local level.

154. Given the inherent weaknesses in the health system, this would be difficult to achieve 
and less effective if key reforms in the health care system are not implemented. Ukraine has 
not been effective in implementing key reforms of its health care system. While some positive steps 
have been taken and a legal framework towards reform has been created, it is still fragmented and 
inconsistent. despite grand proposals and lofty goals, implementation has been lacking as well as the 
resources to accomplish stated goals. lack of experience with this type of long term planning has 
been a major problem and an area where international actors can play an important role. Whereas 
the opportunity to improve the financial basis of health care is there, the health care system suffers 
problems of inefficiency in financing, planning and regulation that cannot be fixed by cash infusion 
alone. Currently the health system lacks quality, is overburdened by overuse, inefficiencies, rigidities, 
a bloated hospital structure and doctors who earn the lowest salary in all sectors in Ukraine.



r e f e r e n C e s

59

REFERENCES

Alcohol and Drug Information Centre (ADIC – Ukraine). http://adic.org.ua/adic/. (Accessed 23 June 2008)

Andel M., Grezeszczak W., Michaelek M., Norkus A., Rasa I., Niewada M., Kaminski B., Kraml P., Madacsy L., DEPAC Group. 
(2008). A Multinational, Multi-Centre, Observational, Cross-Sectional Survey Assessing Diabetes Secondary Care in Central 
and Eastern Europe (DEPAC Survey). Diabetes Medicine, Vol. 25, No. 10: 1195-1203

Andreev EM, Nolte E, Shkolnikov VM, Varavikova E, McKee M. (2003) The evolving pattern of avoidable mortality in Russia. 
Int J Epidemiol, 32: 437–446

Angelopoulos P., Milionis H., Grammatikaki E., Moschonis G., Manios Y. (2009). Changes in BMI and Blood Pressure After 
a School Based Intervention: The CHILDREN Study. The European Journal of Public Health, advanced access published 
online February 10, 2009, http://eurpub.oxfordjournals.org/cgi/content/abstract/ckp004v1 

Chernobyl’s Legacy: Health, Environmental and Socio-economic Impacts and Recommendations to the Governments of 
Belarus, the Russian Federation and Ukraine. – The Chernobyl Forum: 2003–2005. Second revised version. – International 
Atomic Energy Agency. – Austria, 2006 – http://www.iaea.org/Publications/Booklets/Chernobyl/chernobyl.pdf

CINDI Ukraine. Guidelines on tobacco-smoking prevention and treatment. Kiev, Institute of Cardiology, 2001 (in Russian)

Compe A., Papoz L., Avignon A. (2003). Outcome of Patients Consulting in an Outpatient Nutrition Clinic for Excessive Body 
Weight. Diabetes and Metabolism, Vol. 29, No. 5: 519-524

Cowburn G., Stockley L. (2005). Consumer Understanding and Use of Nutrition Labelling: A Systemic Review. Public Health 
Nutrition, Vol. 8, No. 1: 21-28

Demographic Crisis in Ukraine: Research Aspects, Causes, Components, Counteraction (2001) / NAS of Ukraine. Institute of 
Economy; edited by V. Steshenko. – Kiev. – 560 p.

Dózsa C. (2002). Health Insurance in Hungary: What the Reforms Bring from the View of Effectiveness, Equity and Security. 
European regional meeting: New and revised approaches to social protection in Europe, 13-15 November 2002, Budapest 
– http://www.issa.int/pdf/budapest02/2dozsa.pdf

Drug Law and Health Police Resource Network (2002). Drug Police and Health in Hungary. http://www.drugpolicy.org/
docUploads/hungary.pdf

European Transport Safety Council (1997). A Strategic Road Safety Plan for the European Union. 

Foigt N. (2002). Life Expectancy at Old Age: Evolution, Current Situation, Perspectives – Kyiv, Institute for Demography and 
Social Studies at the NAN of Ukraine. – 298 p.

Frantsuz Y. (2008). Lowest Low Fertility in Russia: General Trend or a Special Case? Paper presented for the PAA conference 
(April, 2008) http://paa2008.princeton.edu/download.aspx?submissionId=81831

Gilder P., Midyett S., Mills-Novoa B., Johannessen K., Collins C. (2001). Challenging the Collegiate Rite of Passage: A Campus-
Wide Social Marketing Media Campaign to Reduce Binge Drinking. Journal of Drug Education, Vol. 31, No. 2: 207-220

Greene L., Malepede C., Henson C., Hubbert K., Heimburger D., Ard J. (2006). Weight Maintenance 2 Years After Participation 
in a Weight Loss Program Promoting Low-Energy Density Foods. Obesity (Silver Spring), Vol. 14, No. 10: 1795-1801

Gronbaek M., Stroger U., Strunge H., Moller L., Graff V., Iversen L. (2001). Impact of a 10-year Nation-wide Alcohol Campaign 
on Knowledge of Sensible Drinking Limits in Denmark. European Journal of Epidemiology, Vol. 17, No. 5: 423-427

Grunert K., Wills J. (2007). A Review of European Research on Consumer Response to Nutrition Information on Food Labels. 
Journal of Public Helath, Vol. 15, No. 5: 1613-2238

Hammond D., Fong G., Borland R., Cummings K., McNeill A., Driezen P. (2007). Text and Graphic Warnings on Cigarette 
Packages: Findings from the International Tobacco Control Four Country Study. American Journal of Preventive Medicine, 
Vol. 32, No. 3: 202-209

Haup A., Kane T. (2004) Population Reference Bureau’s Population Handbook. – 5th ed. – Washington, DC: Population 
Reference Bureau, 2004. – 70 p. 

Health and behavior of school youth in Ukraine. Booklet 5. Smoking, alcohol and drugs. Kiev, Ukrainian Institute of Social 
Research, 2007 (in Ukrainian)

Henstridge J., Homel R., Mackay P. (1997). The Long-Term Effects of Random Breath Testing in Four Australian States: A Time 
Series Analysis. Canberra, Federal Office of Road Safety



An AvoidAble TrAgedy:  CombAT ing UkrA ine ’s  HeAlTH Cris is .  les sons from eUrope

60

Holland WW (ed.). (1997). European Community Atlas of “Avoidable Death” 1985–89. Oxford: Oxford University Press  
http://www.labouronline.org/wibs/136455/tomlevittspeechesandarticles?PageId=c46645f7-d4fb-8e94-014b-
394cf0117dc4

IUSSP (1982). Multilingual Demographic Dictionary: English Section (1982) / International Union for the Scientific Study of 
Population (IUSSP) adapted by Etienne van de Walle. – 2nd ed. – Belgium, Liege: Ordina Editions, 1982. – 267 p.

Ivady V. (2004). Spending on Health: Burden or Investment. Challenges for middle-income countries to consider health 
sector as a major determinant of their development. Poster presentation, Forum 8, Mexico City, 16-20 November 2004 – 
http://www.globalforumhealth.org/Forum8/Forum8-CDROM/Posters/Ivady%20F8-400.doc

Javornic J., Korošec V. (2005). Human Development Report. Slovenia 2002/2003: Human Development and Health. UNDP 
– http://europeandcis.undp.org/files/uploads/slo_hdr02-03.pdf

Jernigan D. (2001). Global Status report: Alcohol and Young People. WHO Report. http://whqlibdoc.who.int/hq/2001/
WHO_MSD_MSB_01.1.pdf

Ke Xu et. al. (2003). The Impact of Vertical and Horizontal Inequality on the Fairness in Financial Contribution Index. In: 
Murray CJL, Evans DB, eds. Health systems performance assessment: debates, methods and empiricism. Geneva, World 
Health Organization, 2003

Khalangot M., Tronko M. (2007). Primary Care Diabetes in Ukraine. Primary Care Diabetes, Vol. 1, No. 4: 203-205

Kopp M., Skrabski A, Szekely A., Stauder A., Williams R. (2007). Chronic Stress and Social Changes, Socioeconomic 
Determination of Chronic Stress http://www.stress07.com/binx/annals_7d.pdf

Lalonde M.(1974). A New Perspective on the Health of Canadians. Ottawa: Government of Canada.

Lehan V., Rudiy V. (2007). Key Strategies for Further Development of the Health Care Sector in Ukraine (Joint report). Kyiv, 
Rayevsky Scientific Publishers

Lekhan V., Rudiy V., Nolte E. (2004). Health Care Systems in Transition (HiT): Ukraine. Copenhagen, WHO Regional Office for 
Europe on behalf of the European Observatory on Health Systems and Policies, 2004.

Levitt T. (2006). Tuberculosis in Ukraine 

Libanova E. et. al. (2007). Mortality of Working Age Population in Ukraine (collective monograph) (2007) / ed. by E.M. 
Libanova – Kyiv, Institute for Demography and Social Studies at the NAN of Ukraine. – 211p.

Mackenbach J., Looman C., Kunst A, Habbema J., van der Maas P. (1998). Post-1950 Mortality Trends and Medical Care: Gains 
in Life Expectancy due to Declines in Mortality from Conditions Amenable to Medical Intervention in The Netherlands. 
Social Science Medicine, Vol, 27:889–94.

Makara P. Four Variations on one Topic: Changes in Health Policy in Hungary (1980-1994) WHO (2000)/ Exploring health 
policy development in Europe / edited by Anna Ritsatakis ... [et. al.]. WHO Regional Publications, European Series, No. 86 – 
http://www.ncbi.nlm.nih.gov/pubmed/10803092

Marquez V. (2005). Dying Too Young. Addressing Premature Mortality and Ill Health Due to Non–Communicable Diseases 
and Injuries in the Russian Federation. The World Bank. http://web.worldbank.org/WBSITE/EXTERNAL/COUNTRIES/ECAEX
T/0,,contentMDK:20661159~pagePK:146736~piPK:146830~theSitePK:258599,00.html

McMichael A., McKee M., Shkolnikov V., Valkonen T. (2004). Mortality Trends and Setbacks: Global Convergence or 
Divergence? Lancet, Vol. 363, No. 9415: 1155-1159

Merkiel S., Chalcarz W. (2006). Modifying Salt Intake to Prevent Hypertension. New Medicine, Vol. 9, No. 2: 31-34

Meslé F. (2004). Mortality in Central and Eastern Europe: Long-term Trends and Recent Upturns. Demographic research – 
Special collection, Vol. 2: 45-70

Ministry of Economy and European Integration of Ukraine (2003). Millennium Development Goals: Ukraine. Kyiv

Ministry of Health of Ukraine State Statistics Committee of Ukraine United Nations Population Fund (2003). Ukraine at the 
Threshold of the 10th Anniversary of the International Conference on Population and Development. Kyiv http://www.
unfpa.org.ua/en/icpd10/

Ministry of Health of Ukraine. (2008). Tobacco Control Report: The National Report. Unpublished Draft Report. Kiev, 
Ukraine.

Ministry of Health of Ukraine. (2008). Ukraine National Report on Monitoring Progress Towards the UNGASS Declaration of 
commitment on HIV/AIDS. Unpublished Draft Report. Kiev, Ukraine. 

Miquez M. and Becona E. (2008). Evaluating the Effectiveness of a Single Telephone Contact as an Adjunct to a Self-Help 
Intervention for Smoking Cessation in a Randomized Controlled Trial. Nicotine & Tobacco Research, Vol. 10, No. 1: 129-135

Mytton O., Gray A., Rayner M., Rutter H. (2007). Could Targeted Food Taxes Improve Health? Journal of Epidemiology and 
Community Health, Vol. 61: 689-694



r e f e r e n C e s

61

Nolte E. and McKee M. (2004). Does Health Care Save Lives? Avoidable Mortality Revisited. European Observatory. http://
www.euro.who.int/observatory/Studies/20050812_1 

Nolte E., Scholz R., McKee M. (2004). Progress in health care, progress in health? Patterns of amenable mortality in central 
and eastern Europe before and after political transition. Demographic research special collection, Vol. 2, published 16 April 
2004, www.demographic-research.org

Omran A. (1971). The epidemiological transition. A theory of the epidemiology of population change. Milbank Quarterly, 
Vol. 49:509-37

Peto, R., et. al. Mortality from smoking in developed countries 1950–2000. 2nd edition, revised 2006. http://www.ctsu.
ox.ac.uk/~tobacco/SMK_All_PAGES.pdf. (Accessed 11 February 2008)

Progress in Family Medicine in Slovenia. (2004). Middle East Journal of Family Medicine. Vol. 2 No. 2, http://www.mejfm.
com/journal/oct03/Slovenia.pdf 

Puska, P (2002). “Successful prevention of non-communicable diseases: 25 year experiences with North Karelia Project in 
Finland”, Public Health Medicine 2002; 4(1): 5-7.

Racioppi F., Eriksson L., Tingvall C., Villaveces A. (2004). Preventing Road Traffic Injury: A Public Health Perspective for 
Europe. WHO European region report, http://www.euro.who.int/document/e82659.pdf

Rutstein D., Berenberg W., Chalmers T. et. al. (1976). Measuring the quality of medical care: a clinical method. New England 
Journal of Medicine, Vol. 294, 582-588

Saffer H., Chaloupka F. (2000). The Effect of Tobacco Advertising Bans on Tobacco Consumption. Journal of Health 
Economics, Vol. 19, No. 6: 1117-1137.

Saltman R.B., Figueras J. (1997). European Health Care Reform: Analysis of Current Strategies. WHO Regional Publications, 
European Series, No. 72

Shkolnikov V., Nemtsov A. The anti-alcohol campaign and variations in Russian mortality. In: Bobadilla JL, Costello CA,  
Mitchell F., editors. Premature death in the New Independent States. Washington: National Academy Press; 1997. pp. 239–261.

St Leger L. (1999). The opportunities and effectiveness of the health promoting primary school in improving child health – 
a review of the claims and evidence, Health Education Research: Theory and Practice, Vol. 14, No.1: 51-69

Stapleton J. (1986). Disease and compensation debate. Oxford University Press. http://books.google.fr/books?id=lD6x8n8
P7hwC&pg=PA109&lpg=PA109&dq=man-made+disease+Stapleton&source=bl&ots=uTNbnJe3Gd&sig=lExy3rlKMxaEK2
aNftVLtYAzsro&hl=fr&sa=X&oi=book_result&resnum=2&ct=result#PPP1,M1

Stead L., Lancaster T. (2000). A Systematic Review of Interventions for Preventing Tobacco Sales to Minors. Tobacco Control, 
Vol. 9, Summer: 169-176.

Stockley C. (2001). The Effectiveness of Strategies such as Health Warning Labels to Reduce Alcohol-Related Harms – An 
Australian Perspective. International Journal of Drug Policy, Vol. 12, No. 2 : 153-166

Széles G., Volkó Z., Jenei T. et.al. (2005). A preliminary evaluation of a health monitoring programme in Hungary // European 
Journal of Public Health, Vol. 15, No. 1, 26-32

Szilagyi T. (2007). Higher Cigarette Taxes – Healthier People, Wealthier State: The Hungarian Experience. Central European 
Journal of Public Health, Vol. 15, No. 3: 122-126

The World Health Survey 2002-2003. http://www.who.int/healthinfo/survey/en/. 

Tomkins S., Allen E., Savenko O., McCambridge J., Saburova L., Kiryanov N., Oralov A., Gil A., Leon D., McKee M., Elbourne 
D. (2008). The HIM (Health for Izhevsk Men) Trial Protocol. BMC Health Services Research, Vol. 8, No. 69, http://www.
biomedcentral.com/1472-6963/8/69

Toomey T., Wagenaar A. (1999). Policy Options for Prevention: The Case of Alcohol. Journal of Public Health Policy, Vol. 20, 
No. 2: 192-213

UNICEF (2008). School-aged children in Ukraine use alcohol and drugs and begin sexual life at an increasingly young age, 
http://www.unicef.org/ukraine/media_8595.html

USAID (2006). Non-communicable diseases and injuries in Eastern Europe and Eurasia, prepared by John Hopkins 
University Bloomberg School of Public Health.

Wagenaar A, Toomey T. (2002). Effects of Minimum Drinking Age Laws: Review and Analyses of the Literature from 1960 to 
2000. Journal of Studies of Alcohol Supplement, March, No. 14: 206-25

WHO Regional Office for Europe (2000). Highlights on health in Ukraine. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2002). The European health Report 2002. WHO Regional Publications, Copenhagen, 
European Series, No. 97. http://www.euro.who.int/europeanhealthreport

WHO (2002). The Tobacco Atlas. http://www.who.int/tobacco/media/en/title.pdf

WHO Regional Office for Europe (2004a). 10 health questions about the 10: http://www.euro.who.int/document/e82865.pdf



An AvoidAble TrAgedy:  CombAT ing UkrA ine ’s  HeAlTH Cris is .  les sons from eUrope

62

WHO Regional Office for Europe (2004b). Asthma, allergies and environment in schools in Slovenia // Children’s Health and 
Environment Case Studies Summary Book – Actions and Intervention www.euro.who.int/document/che/43SLOweb.pdf

WHO (2004c). Global Status Report: Alcohol Policy. http://www.who.int/substance_abuse/publications/en/Alcohol%20
Policy%20Report.pdf 

WHO (2004d). Global Status Report on Alcohol 2004. http://www.who.int/substance_abuse/publications/global_status_
report_2004_overview.pdf

WHO (2004e). World Report on Road Traffic Injury Prevention. http://whqlibdoc.who.int/publications/2004/9241562609.pdf

WHO Regional Office for Europe (2005a). Highlights on health in Hungary. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2005b). Highlights on health in Poland. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2005c). Highlights on health in Slovenia. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2005d). Highlights on health in the Czech Republic. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2005e). Highlights on health in Ukraine. http://www.euro.who.int/highlights

WHO Regional Office for Europe (2005f ). The European health Report 2005: Public health action for healthier children and 
populations. WHO Regional Publications, Copenhagen http://www.euro.who.int/europeanhealthreport

WHO Regional Office for Europe (2006a). Nutrition, physical inactivity and prevention of obesity: recent policy developments 
in the WHO European Region. ― WHO European Ministerial Conference on Counteracting Obesity http://www.euro.who.
int/Document/NUT/Instanbul_conf_ebd01.pdf

WHO Regional Office for Europe (2006b). Physical activity and health in Europe: Evidence for Action, ed. Cavill, Nick, S. 
Kahlmeier and F. Racioppi, Copenhagen, WHO Regional Office for Europe.

WHO (2006c). Comprehensive Cervical Cancer Control: A Guide to Essential Practice. http://www.who.int/reproductive-
health/publications/cervical_cancer_gep/text.pdf

WHO Regional Office for Europe (2008a). European health for all database (HFA-DB) [online database]. Copenhagen, WHO 
Regional Office for Europe http://www.euro.who.int/hfadb

WHO Regional Office for Europe (2008b). European mortality database (HFA-MDB) [online database]. Copenhagen, WHO 
Regional Office for Europe http://www.euro.who.int/mortdb

WHO Regional Office for Europe (2008c). WHO / Europe (2008) National health care programme of the Republic of Slovenia 
http://www.euro.who.int/observatory/Studies/targets/20050402_8?PrinterFriendly=1&language=Russian

WHO (2009). Screening for Breast Cancer. http://www.who.int/cancer/detection/breastcancer/en/

Willison K.D. (2006) Integrating Self-Care and Chronic Disease Management through a Community Based Research 
Approach http://www.ohpe.ca – Ontario Health Promotion E-Bulletin

World Bank (1994). Averting the Old Age Crisis: Policies to Protect the Old and Promote Growth. World Bank, Oxford 
University Press

World Bank (1999). Curbing the Epidemic: Governments and the Economics of Tobacco Control. Washington DC, World Bank

World Bank (2004). The Millennium Development Goals in Europe and Central Asia. Washington DC, World Bank.

World Bank (2006a) Socio-economic Impact of HIV-AIDS in Ukraine – http://siteresources.worldbank.org/INTUKRAINE/
Resources/328335-1147812406770/ukr_aids_eng.pdf

World Bank (2006b). Poverty Reduction and Economic Management Unit (ECSPE) Europe and Central Asia Region. Ukraine. 
Creating Fiscal Space for Growth: A Public Finance Review. September 14, 2006. Ukraine. Report No. 36671 – UA. 

World Bank (2008). Poverty Reduction and Economic Management Unit (ECSPE) Europe and Central Asia Region. Ukraine. 
Improving Intergovernmental Fiscal Relations and Public Health and Education Expenditure. February 28, 2008. Report 
No. 42450– UA.



A p p e n d i X  i  -  d e f i n i T i o n s

63

APPENDIX I

DEFINITIONS

Total Fertility Rate (TFR) – is the average number of children that would be born to a woman by the 
time she ended childbearing if she were to pass through all her childbearing years conforming to the 
age-specific fertility rates of a given year (Haup A., kane T. 2004).

Life expectancy (LE) The average number of additional years a person could expect to live if 
current mortality trends were to continue for the rest of that person’s life. most commonly cited as life 
expectancy at birth (Haup A., kane T. 2004).

Man-made disease is a medical condition produced by the products and activities of human beings 
range from cancers to deafness, from dermatitis to heart disease, and includes areas of great scientific 
uncertainty such as genetic and foetal damage (stapleton J. 1986)

The Epidemiological Transition, first defined by omran (1971), is distinguished by mortality patterns 
in three major successive stages: 

The first stage of pestilence and famine life expectancy is low and variable and the major 1) 
determinants of death are epidemics, famines and wars; 

The second stages is characterized by receding pandemic; 2) 

The third stage is distinguished by prevalence of chronic non-communicable disease; 3) 

A fourth stage of declining chronic disease was proposed by olshansky (1986). 4) 

The Epidemiological Transition in Ukraine and Europe and USSR, during the first stage life 
longevity in Ukraine as well as in other european countries was about 20 to 40 years. Ukraine is 
considered to exhibit the “accelerated” model of the epidemiological transition (mesle 2004) where the 
change in life expectancy and disease patterns occurred late and very quickly. starting in the 1940s 
the Ussr and other Central european countries entered the second stage, health began to rapidly 
ameliorate, and by the early 1960s life expectancy in the former soviet Union was nearly equal to life 
expectancy observed in the United states (marquez 2005). by the mid-60s, all european countries 
had completed the second stage of epidemiologic transition and had substantially reduced infectious 
mortality, especially among young children and entered the third stage of man-made and degenerative 
diseases and life expectancy began to stagnate. in the West however, this period of stagnation was 
brief and they entered the fourth stage in the early 1970s, and life expectancy again began to increase. 
This was not observed in Central and eastern europe however; during 70s life expectancy in eastern 
european countries began to plateau or even decrease, especially for males (mesle 2004). in the mid-
1980s, a sharp distinction emerged between Ukraine and russia on one side, and central european 
counties on the other, where life expectancy began once again to rise. The mortality deterioration in 
Ukraine and russia accelerated sharply in the 1990s with profound socioeconomic changes triggering 
dramatic changes in life expectancy. Whereas the epidemiological transition had traditional been 
viewed as a unidirectional process, the case of Ukraine and russia (as well as Aids in sub-saharan 
Africa) showed that gains in life expectancy can actually be reversed. 

Health adjusted or healthy life expectancy (HALE) is defined as the average equivalent number of 
years of full health that a newborn could expect to live, if he or she were to pass through life subject 
to the age-specific death rates and ill-health rates of a given period. (WHo 2002) HAle is a summary 
measure combining both mortality and morbidity: the number of years spent in less than perfect 
health, weighted by severity of condition, is subtracted from age-specific life expectancies to achieve 
a summary measure reflecting both the amount of death and amount of disease in a population.

Morbidity – the frequency of disease, illness, injuries, and disabilities in a population (Haup A., 
kane T. 2004).
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Infant Mortality Rate (IMR) – the number of deaths of infants under age 1 per 1,000 live births in a 
given year (Haup A., kane T. 2004).

Disability Adjusted Life Years (DALYs) is a health-gap measure summarising the number of years 
lost due to death and disease. dAlys are statistical estimates of currently unrealized years of healthy 
life, it combines the impact of illness, disability and mortality on population health (WHo 2002). 

dAly serve two purposes: they can be used to estimate the current burden created by causes of 
ill health such as diseases and injuries, and they can be attributed to risk factors, or causes in an 
etiological sense, to estimate the avoidable burden in the future. 

Standardized death rate (SDR) – is a measure to compare mortality of different populations where the 
influence of age is held constant (multilingual demographic dictionary 1982). Here sdr are calculated 
using direct method, i.e. they represent what the crude rate would have been if the population had the 
same age distribution as the european standard population.




