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Abstract

Despite a steady decrease in the cardiovascular disease (CVD) burden in Central and Eastern

Europe (CEE) following the disintegration of the Soviet bloc in 1989 and accession in the

European Union (EU), the East-West disparities are still significant, with mortality rates

being about three times higher. CVDs are responsible for nearly one-third of all deaths across

CEE,1 making it the region with the highest cardiovascular disease burden worldwide.

Insufficient regulation and investments in multi-sectoral health promotion, alongside low

healthcare expenditure and widespread corruption in healthcare delivery, contributes to

poorer health outcomes and ineffective disease prevention, creating a heavy economic burden

for CEE. In order to unpack the East-West disparity, the paper will first define cardiovascular

disease and discuss the main risk factors associated with it in the broader scholarly literature,

narrowing it down to the CEE region. Secondly, the paper will differentiate between health

promotion and disease prevention in order to better understand their interrelatedness and

complementarity when dealing with CVDs. Then, the paper will discuss the deficiencies of

the CEE CVD strategy, namely gaps in regulation concerning health promotion, low

healthcare spending, and widespread corruption in the health sector, among others. Lastly,

recommendations in line with the identified challenges will be provided.
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1 “Health outcomes and expenditure in Central and Eastern Europe - a review.” PWC, June 2021, accessed
February 27, 2022,
https://www.efpia.eu/media/602945/pwc-strategy-report-increasing-healthcare-investment-in-cee-countries.pdf
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Introduction

Cardiovascular diseases (CVDs) are the leading cause of mortality and morbidity

globally, taking around 17.9 million lives each year, or 32% of all deaths worldwide,

according to the World Health Organisation (WHO), and causing disabilities with a heavy

economic burden.2 Of the CVD deaths, 85% are due to heart attacks and strokes, with one

third of those occurring prematurely at the age under 70.3 In 2010, the United Nations

formally acknowledged noncommunicable diseases, including CVDs, as a primary concern

for global health, drafting an ambitious plan to reduce the effects on all regions.4 Only in

Europe, CVDs result in around 4 million deaths per year, with mortality rates in Central and

Eastern Europe rising to double those in Western Europe, and with Eastern European

populations with lower income, poorer education, or other minority groups being particularly

vulnerable.5

Health-related, behavioural, environmental, socioeconomic, and cultural risk factors

are major drivers of CVD, leading to premature mortality and growing healthcare costs.6

While those factors are known to contribute to CVD mortality and morbidity in Europe as

discussed in the literature review, the paper will explicitly focus on health-related policies as

the CEE region still suffers from wider structural issues, inherited from the socialist past,

which spillover in the healthcare system, such as corruption. In this respect, it is necessary to

go beyond identified socioeconomic and cultural factors and examine how public health

policies contribute to the growing disparity in cardiovascular mortality between Western and

6 Mensah, George A., Gregory A. Roth, and Valentin Fuster. “The global burden of cardiovascular diseases and
risk factors: 2020 and beyond.” Journal of the American College of Cardiology 74, no. 20 (2019): 2529-2532.

5“Deaths due to coronary heart diseases in the EU,” Eurostat, last modified September 28, 2020, accessed
February 27, 2022, https://ec.europa.eu/eurostat/web/products-eurostat-news/-/edn-20200928-1.

4Alwan, Ala. “Global status report on noncommunicable diseases 2010.” Global status report on
noncommunicable diseases 2010. (2011).

3 Ibid.

2“Cardiovascular diseases (CVDs).” World Health Organization, last modified June 11, 2021, accessed February
27, 2022, https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds).
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Eastern Europe. With the aim to explain this prevailing East-West disparity in cardiovascular

diseases prevention and care, this research paper will explore the main challenges and

inadequacies of Central and Eastern European (CEE) health systems, unpacking an

alternative angle on what makes the region with the highest cardiovascular disease burden

worldwide.

Before discussing the major risk factors associated with cardiovascular diseases, it is

necessary to define the term. CVD refers to any disease of the heart and its associated blood

vessels, including coronary heart disease (CHD), cerebrovascular disease (or widely known

as a stroke), peripheral vascular disease (most known symptom being hypertension),

rheumatic heart disease, deep vein thrombosis, and pulmonary embolism.7 The term

circulatory disease is used to encompass all of these as most CVDs are related to inadequate

blood flow.

Cardiovascular disease Risk factors: Literature review

Cardiovascular disease risk factors refer to characteristics, both modifiable and

nonmodifiable, which increase the risk of developing such disease.8 The concept of risk

factors originated from the 1960s Framingham Heart Study, which identified the traditional

CVD factors, including age, sex, diabetes, high blood pressure, blood lipids, tobacco use and

harmful use of alcohol, and family history of coronary disease along with primordial risk

factors like physical inactivity and unhealthy diet.

8 Mark J. Sarnak, and Daniel E. Weiner. “Cardiovascular Disease in Chronic Kidney Disease.” In Chronic
Kidney Disease, Dialysis, and Transplantation (Fourth Edition), (2019): 176-193.

7 Karlsson, H. L., M. S. Toprak, and B. Fadeel. “Handbook on the Toxicology of Metals.” (2015): 75-112.
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The CVD risk factors were later expanded to include several underlying behavioural,

socioeconomic, psychosocial but also environmental determinants, also known as “the causes

of the causes.”9 Such factors include stress, depression, limited social support, and air

pollution, among others. Furthermore, a large and compelling body of cross-country studies

accumulated over the past two decades revealed the critical role of social determinants in

shaping health.101112 Thus, CVD death rates or poor health status have been attributed to

socioeconomic inequities between and within countries.13 This suggests that heightened

cardiovascular reactivity is more likely to be experienced among people with lower

socioeconomic status or income levels.

Comparative cross-country evidence focusing on the CEE countries suggests that the

high prevalence of mortality in the region, as compared to Western Europe, is mainly due to

higher exposure to modifiable risk factors, such as heavy alcohol consumption or binge

drinking,141516 higher rates of male tobacco use and exposure to second-hand smoke,17 lower

physical activity,18 and lower fruit and vegetable intake,19 among other classic determinants.

19 Stefler, Denes, and Martin Bobak. “Does the consumption of fruits and vegetables differ between Eastern and
Western European populations? Systematic review of cross-national studies.” Archives of Public Health 73, no.
1 (2015): 1-12.

18 Ibid.,

17 Movsisyan, Narine K., et al. “Cardiovascular diseases in Central and Eastern Europe: A call for more
surveillance and evidence-based health promotion.” Annals of global health 86, no. 1 (2020).

16 Bobak, Martin, et al. “Alcohol, drinking pattern and all-cause, cardiovascular and alcohol-related mortality in
Eastern Europe.” European journal of epidemiology 31, no. 1 (2016): 21-30.

15 Popova, S., Rehm, J., Patra, J., & Zatonski, W. “Comparing alcohol consumption in central and eastern
Europe to other European countries.” Alcohol & alcoholism 42, no. 5, (2007): 465-473.

14 Britton, Annie, and Martin McKee. “The relation between alcohol and cardiovascular disease in Eastern
Europe: explaining the paradox.” Journal of epidemiology & community health 54, no.5 (2000): 328-332.

13 Kreatsoulas, Catherine, and Sonia S. Anand. “The impact of social determinants on cardiovascular disease.”
Canadian Journal of Cardiology 26, (2010): 8-13.

12 Rose, Geoffrey, and Michael G. Marmot. “Social class and coronary heart disease.” Heart 45, no.1 (1981):
13-19.

11 Lynch, John W., et al. “Does low socioeconomic status potentiate the effects of heightened cardiovascular
responses to stress on the progression of carotid atherosclerosis?.” American journal of public health 88, no. 3
(1998): 389-394.

10 Adler, Nancy E., and Judith Stewart. “Preface to the biology of disadvantage: socioeconomic status and
health.” Annals of the New York Academy of Sciences 1186, no. 1 (2010): 1-4.

9Cobb, Frederick R., et al. “Assessing risk for coronary heart disease: beyond Framingham.” American Heart
Journal 146, no. 4 (2003): 572-580.
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Yet, excessive alcohol consumption or high male smoking rates alone could not explain the

extreme CVD burden among CEE countries.

Pająk and Kozela argue that economic and psychosocial risk factors explain the high

CVD mortality rates in the region more adequately.20 They note that rapid increases in

mortality appear to coincide with major economic instability.21 Stuckler et al. (2009), in their

comparative study on the post-communist countries, emphasised the significance of mass

privatisation in Russia, which resulted in unemployment and job instability, exacerbated by

the 1992 Rouble crisis followed by the collapse of the pension system and the spread of

poverty.22 Although the CVD mortality trend in Belarus paralleled Russian until 1990, it

avoided the steep increase in the following years. Similar to Russia, mass privatisation

occurred in other CEE countries, such as Poland, Hungary, and the Czech Republic, yet these

countries experienced the opposite trend - a dynamic decrease in CVD mortality.23 Pająk and

Kozela explain these divergence trends by the public acceptance of political transformation

and shift towards a market economy in the CEE countries, as opposed to former Soviet Union

countries, excluding the Baltic states.24 Those regional differences indicate that it is not the

political reforms, economic transformation and economic instability that are important, but

rather their perception by society.

At an individual level, economic instability increases the perceptions of threats that

are beyond individual control, endangering one’s social status, respect, acceptance in the

group, and self-worth — all causes of psychosocial stress. Graham et al. (2007) first

24 Pająk, Andrzej, and Magdalena Kozela. “Cardiovascular disease in central and east Europe.” Public Health
Reviews 33, no. 2 (2011): 416-435.

23 World Health Organization Regional Office for Europe. European Health for All Database (HFA-DB). WHO
Europe; 2011.

22   Stuckler, David, Lawrence King, and Martin McKee. “Mass privatisation and the post-communist mortality
crisis: a cross-national analysis.” The lancet 373, no. 9661 (2009): 399-407.

21 Ibid.

20 Pająk, Andrzej, and Magdalena Kozela. “Cardiovascular disease in central and east Europe.” Public Health
Reviews 33, no. 2 (2011): 416-435.
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discussed the relationship between chronic psychological stress and CVD mortality, revealing

the importance of traits such as depression, anxiety, low control over one’s own life and

health, poor job conditions (effort-reward imbalance, job strain), and low social position.25

Accumulated evidence from all CEE countries suggests a relationship between education

level and CVD mortality, as well as between unfavourable working conditions and depression

and poor health.262728 Those relationships appear to support the tendency that CVD risk is

higher among disadvantaged groups, as it is in Western Europe.29 Although CVD mortality

and morbidity has declined in most CEE states after the disintegration of the Soviet bloc in

1989, and with their integration into the European Union (EU), CEE countries similar to

post-Soviet ones still experience significant CVD burden, with mortality rates of about three

times that of Western European states, such as France, Germany, Italy, the UK, and Spain.30

Thus, the accession to the EU was insufficient to narrow the East-West gap. So why does it

persist?

Why does the East-West CVD gap persist?

30 “Health outcomes and expenditure in Central and Eastern Europe - a review.” PWC, June 2021, accessed
February 27, 2022,
https://www.efpia.eu/media/602945/pwc-strategy-report-increasing-healthcare-investment-in-cee-countries.pdf

29 Mackenbach, Johan P., et al. “Widening socioeconomic inequalities in mortality in six Western European
countries.” International journal of epidemiology 32, no. 5 (2003): 830-837.

28 Leinsalu, Mall, Denny Vågerö, and Anton E. Kunst. “Estonia 1989–2000: enormous increase in mortality
differences by education.” International journal of epidemiology 32, no. 6 (2003): 1081-1087.

27 Shkolnikov, Vladimir M., et al. “Educational level and adult mortality in Russia: an analysis of routine data
1979 to 1994.” Social science & medicine 47, no. 3 (1998): 357-369.

26 Stuckler, David, Sanjay Basu, and Martin McKee. “Public health in Europe: power, politics, and where
next?.” Public Health Reviews 32, no. 1 (2010): 213-242.

25 Graham, Ian, et al. “Fourth Joint Task Force of the European Society of Cardiology and other Societies on
Cardiovascular Disease Prevention in Clinical Practice (constituted by representatives of nine societies and by
invited experts).” European Journal of Cardiovascular Prevention & Rehabilitation 14, no. 2 (2007):1-40.
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Thirty years following the political and economic transition of the CEE region, which

formerly had a centralised healthcare system, the countries still experience the same issues as

before, albeit to different extents, in administering cardiovascular care in particular. Life

expectancy in the region, even in relatively wealthier countries such as Poland, is lower by up

to five years, compared to Western EU counterparts.31 Therefore, as expected, the current

level of health promotion and prevention efforts in the CEE region appear to be insufficient to

tackle the CVD challenge and narrow the East-West CVD burden gap. The above-discussed

risk factors (modifiable, economic and psychological), while valid, explain the CVD burden

in CEE countries only to a limited extent, especially for those that are also in the EU, as they

fail to include the deficiencies in health strategies. While macroeconomic and psychological

factors are important secondary sources of higher CVD rates, they can only partially explain

the East-West disparity, as those explanations do not include the very crucial component of

clinical prevention.

Major explanations for this existing gap include poor adherence to medical precepts

regarding healthy diets, smoking and alcohol, healthcare corruption and staff shortages, as

well as limited access to innovative treatment. Although technologically-advanced

treatments are available in Western member states, and CEE patients can exercise their free

movement rights and benefit from them, this often makes it more costly and therefore hardly

affordable and inaccessible, especially for the disadvantaged groups. As CVD vulnerabilities

of the region increase the economic burden on healthcare and social welfare, improved

domestic funding should be allocated to CVD health promotion and disease prevention to

boost economic performance and improve fiscal sustainability. Otherwise, the risk of

31 “Better Life Index.” OECD, accessed February 27, 2022, https://www.oecdbetterlifeindex.org/#/11111111111.
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perpetuating the poverty-health vicious cycle remains.32 Thus, investing more in healthcare

means losing less long-term.

To find explanations for the East-West disparity, the paper will explicitly focus on

CEE countries that have accessed the Union in 2004/2007. In the following sections, the

paper attempts to address the gaps of public health policy in CEE countries in decreasing the

high levels of cardiovascular-related mortality and morbidity. More specifically, it will look

at two interrelated aspects of healthcare delivery. First, the difference between health

promotion and disease prevention is explained. Secondly, it will examine to what extent the

absence of sufficient government funding for health promotion perpetuates low health

education in the region. Thirdly, the paper focuses on the gaps in CVD prevention, namely

the widespread corruption in healthcare delivery, staff shortages, and insufficient healthcare

expenditure, which destabilise the efficiency and effectiveness of healthcare services,

contributing to lower trust in healthcare and reluctance to get regular check-ups. Finally,

recommendations are provided on how to overcome those gaps and decrease the CVD

burden.

What is the di�erence between health promotion and disease prevention?

Labarthe et al. (2012) distinguish between CV health promotion and CVD prevention

by contrasting their strategies regarding their end goal.33 CVD health promotion focuses on

good cardiovascular health, with interventions to foster and maintain low cardiovascular risk,

whereas CVD prevention is tasked with reducing rates of CVD risk factors to prevent CVD

across several levels of clinical prevention.34 Those clinical levels include primary care,

34 Ibid.

33 Labarthe, Darwin R., and Sandra B. Dunbar. “Global cardiovascular health promotion and disease prevention:
2011 and beyond.” Circulation 125, no. 21 (2012): 2667-2676.

32Wagstaff, Adam. “Poverty and health sector inequalities.” Bulletin of the world health organization 80 (2002):
97-105.
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which tackles risk factors in groups at particularly high risk, the secondary is tasked with

deterring the disease recurrence, and the tertiary deals with preventing disability and death

prevention. Thus, the former strategy is associated with interventions at a population-wide

level, whereas the latter is at an individual level. Despite their different objectives, it is

essential to understand how both are interrelated. Health promotion strategies are developed

in governing institutions outside the health sector, as they include aspects, such as education,

income, and individual living conditions, among others.35 The multidimensional character of

health promotion strategy suggests that coordination with other sectors is the key to achieving

better health outcomes sustainably. CVD prevention, on the other hand, refers to public

policies undertaken to reduce the exposure of populations to behavioural risk factors, such as

unhealthy diet, physical inactivity, tobacco use and harmful use of alcohol, and includes

preventative measures such as early detection and treatment of individuals already at high

cardiovascular risk.36 Accordingly, to decrease the CVD burden sustainably, it is essential to

strengthen health promotion through specific multi-sector institutionalised policies, including

education, economic and social governmental structures to develop quality healthcare

systems.

CEE health promotion strategies: problems and prospectives.

The states that joined the EU had the opportunity to narrow the East-West gap by

bringing their health policies closer to the Union’s regulations and requirements,37 advancing

healthcare research and practices through EU funding, and being exposed to health awareness

37 Greer, Scott L., et al. “Health law and policy in the European Union.” The Lancet 381, no. 9872 (2013):
1135-1144.

36 Mendis, Shanthi. “Global progress in prevention of cardiovascular disease.” Cardiovascular diagnosis and
therapy 7, no. 1 (2017): 32-38.

35 “Promoting health through good governance,” WHO, accessed February 27, 2022,
https://www.who.int/activities/promoting-health-through-good-governance.
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campaigns. Nevertheless, CEE health systems remained underfunded and deficient.38

Initiatives such as the Open Society Foundation and the Association of School of Public

Health in the European Region39 introduced the concept of evidence-based public health

policy in the region, striving to build capacities and technical assistance. Yet despite those

efforts, CEE countries’ health promotion remains largely underdeveloped.40 The absence of

health legislation and regulation, which is determined on a country-level, alongside the

insufficient emphasis on prevention, perpetuates the low health culture in the region. Some

research suggests this may also be due to factors on the EU-level, however. According to

Movsisyan et al. (2020), there is a regional bias across the EU, with more research funding

being allocated to Western countries, whereas the CVD vulnerability of CEE countries

remains epidemiologically understudied.41 Thus, more EU funding is necessary to scrutinise

the local contexts, idiosyncrasy, traditions, social factors, and equity implications to attain

better cardiovascular health in the region.42

Despite the lack of substantial epidemiological studies on the region, there are

effective government health promotion strategies, which can target both the whole population

and particular settings, such as high-risk workplaces or schools.43 These strategies recognise

the importance of societal and socioeconomic determinants of health, hence involving sectors

beyond healthcare.44 Such health-promoting strategies consist of regulations, including fiscal

measures (including higher taxation on unhealthy food products, tobacco, and alcohol),

44 Mackenbach, Johan P., Marina Karanikolos, and Martin McKee. “The unequal health of Europeans: successes
and failures of policies.” The Lancet 381, no. 9872 (2013): 1125-1134.

43 Corcoran, Nova, ed. Communicating health: strategies for health promotion. Sage, 2013.

42 Labarthe, Darwin R., and Sandra B. Dunbar. “Global cardiovascular health promotion and disease prevention:
2011 and beyond.” Circulation 125, no. 21 (2012): 2667-2676.

41 Movsisyan, Narine K., et al. “Cardiovascular diseases in Central and Eastern Europe: A call for more
surveillance and evidence-based health promotion.” Annals of global health 86, no. 1 (2020): 1-10.

40 Ádany, Róza, et al. “Public health education in Central and Eastern Europe, and Central Asia.” Public Health
Reviews 33, no. 1 (2011): 105-133.

39 Müller-Nordhorn, Jacqueline, et al. “Fifty years of serving public health: the Association of Schools of Public
Health in the European Region moving forward to the next half-century.” International Journal of Public Health
61, no. 6 (2016): 631-632.

38 Rechel, Bernd, and Martin McKee. “Health reform in central and eastern Europe and the former Soviet
Union.” The Lancet 374, no. 9696 (2009): 1186-1195.
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marketing bans, smoke-free policies, infrastructure policies facilitating healthier lifestyles,

such as cycling paths and commuting infrastructure, among others. In order to be

implemented effectively, these measures should be promoted via a multi-faceted public health

communication strategy targeting all age groups. Thus, sector-wide policies, consisting of

educational, social, economic and financial regulations, as well as lifelong awareness

campaigns could improve health culture and education, which, in turn, would help

populations understand and consciously change lifestyle factors, such as poor diets, physical

inactivity, tobacco use, and alcohol consumption. However, it should be recognised that, in

reality, societies do not adhere to any ideal model, as individual choices are often influenced

by social and environmental factors, among others; therefore, a health promotion strategy

requires to be complemented by an effective and efficient health system and CVD prevention

strategy. In this respect, reducing the demand for CVD care by health promotion and

improving CVD treatment by addressing existing healthcare system inadequacies should be

done simultaneously due to their complementarity.

Inadequacies of CEE healthcare systems

Alongside underdeveloped health promotion strategies, the CEE region suffers from

three highly interrelated problems within the health systems. By deterring efficient CVD

prevention, these issues perpetuate poor health outcomes. Firstly, healthcare expenditure

remains low. Although between 2010 and 2019 government healthcare spending, in absolute

numbers, increased in all CEE countries, spending on healthcare, as a percentage of GDP,

remained approximately three percentage points lower than the EU average of 8 percent.

Romania spends the least (4 percent), while Slovenia and the Czech Republic spend the most

(5.9 percent) within the region. Notably, spending on overall disease prevention is less than

13



half the EU average.45 This lack of investment is linked to higher mortality, as primary care

and prevention are weak and lack resources. Furthermore, the funding that is available is not

allocated to treatment of cardiovascular diseases as would be required. Instead, it flows

towards other pressing issues, such as maternal and child health and communicable diseases

in some countries. At times, national health priorities might be shaped by donor

organisations, which influence healthcare decisions of recipient countries (and might even

overshadow their healthcare priorities) through their ability to control indirect financial and

political incentives as well as direct control of financial resources.46

Secondly, healthcare services in CEE suffer from brain drain. Professionals, both

trained and untrained, specialists (such as anesthetists and paediatricians), as well as general

practitioners and nurses emigrate to higher-income countries, attracted by better pay and

working conditions. Thus, most CEE countries suffer from below-average numbers of

doctors and nurses per 1000 people, making effective treatment difficult due to staff

shortages. Romania offers a striking example as between 2009 and 2015, half of its medical

doctors emigrated47. These staff shortages, coupled with an ageing population, lead to higher

wait times for appointments and thereby harm detection of preventable and treatable diseases.

Finally, healthcare systems in CEE suffer from widespread corruption, both

patient-to-doctor and within medical institutions. Patient-to-doctor corruption usually occurs

in the form of informal payments, including gratitude gifts and bribery. Due to this, groups

with greater resources receive better quality of care, and preferential treatment, whereas

access to quality healthcare for the most vulnerable population groups, is restricted as they

47 “State of Health in the EU: Romania Country Health Profile 2019.” European Commission, accessed February
27, 2022,
https://www.euro.who.int/__data/assets/pdf_file/0009/419472/Country-Health-Profile-2019-Romania.pdf

46 Movsisyan, Narine K., et al. “Cardiovascular diseases in Central and Eastern Europe: A call for more
surveillance and evidence-based health promotion.” Annals of global health 86, no. 1 (2020): 1-10.

45 “Health outcomes and expenditure in Central and Eastern Europe - a review.” PWC, June 2021, accessed
February 27, 2022,
https://www.efpia.eu/media/602945/pwc-strategy-report-increasing-healthcare-investment-in-cee-countries.pdf
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are often unable to pay bribes.4849 Within institutions, a prevalent corrupt activity is the

manipulation of data. Here, goods or services are being billed that have actually not been

provided, and “phantom” patients are created to claim additional payments in systems where

individual healthcare providers or facilities get compensated for the number of people treated.

Sometimes reimbursement for treatments that are more expensive than those actually

delivered is sought.50 Such data manipulations and other corrupt activities are covered up by

hospital managers who are appointed by state officials, which, in their turn, benefit from

corruption in the healthcare sector (e.g., misappropriation of EU funds). Thus,

politically-appointed hospital managers personally enrich themselves from corrupt activities,

which disincentivises them from holding medical staff accountable for such malpractices.

Thus, it appears that corruption in healthcare systems is a symptom of a weak judiciary and

rule of law.51 For the broader population, these corrupt practices result in punitively high

out-of-pocket expenditure.52 In Poland, for instance, these account for more than 20% of the

overall health spending on a national scale by patients.53

Overall, staff shortages, inadequately trained medical staff, lack of investment in

hospital and health system modernisation lead to both distrust and higher mortality rates from

both preventable and treatable causes. The resulting reluctance of utilising healthcare services

leads to low health culture, as patients and risk groups do not get regular check-ups and avoid

hospitals due to their poor reputation.

53“Health spending.”OECD Data, accessed February 27, 2022, https://data.oecd.org/healthres/health-spending.ht
m.

52 Tambor, Marzena, Jacek Klich, and Alicja Domagała. “Financing healthcare in Central and Eastern European
countries: How far are we from universal health coverage?.” International journal of environmental research
and public health 18, no. 4 (2021): 1382.

51 Gaal, Peter, and Martin McKee. “Fee-for-service or donation? Hungarian perspectives on informal payment
for health care.” Social Science & Medicine 60, no. 7 (2005): 1445-1457.

50 Bruckner, Till. “The ignored pandemic: how corruption in healthcare service delivery threatens Universal
Health Coverage.” (2019).

49 Gupta, Sanjeev, Hamid Davoodi, and Erwin Tiongson. Corruption and the provision of health care and
education services. Routledge, 2001.

48 Colombini, Manuela, Bernd Rechel, and Susannah H. Mayhew. “Access of Roma to sexual and reproductive
health services: qualitative findings from Albania, Bulgaria and Macedonia.” Global public health 7, no. 5
(2012): 522-534.
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Recommendations

To narrow the East-West CVD mortality gap and decrease the disease burden in the CEE

region, the countries should:

Firstly, promote CVD health through specific regulations and awareness campaigns

targeting all age groups, from infancy to the elderly. Although some progress has been made,

public education should be further improved regarding the importance of lifestyle and other

modifiable risk factors. Public policies need to aim at making healthy choices affordable and

available, criteria that are essential for motivating people to adopt and sustain healthy

behaviour. Policies can be aimed at discouraging consumption, such as via legislation (e.g.

tobacco control policies), and taxes (such as foods high in fat, sugar, and salt, as well as

tobacco and alcohol products). One of the most cost-effective tobacco control measure is

increased taxation (e.g, the most recent case being Columbia decreasing cigarette

consumption by 34%),54 which increases the tobacco prices by 10% can decrease

consumption by 8% in low- and middle- income countries.55 Moreover, observational data

suggests that lower consumption of unhealthy foods and alcohol can be achieved by raising

the prices of these consumables by taxation5657(e.g., France and the UK introduced a tax on

soft drinks including drinks with added sugars and artificial sweeteners).58 Although raised

taxation might contribute to smuggling problems (e.g., emerging contraband markets), the

58 “Cardiovascular Disease and Diabetes: Policies for Better Health and Quality of Care.” OECD, June 2015,
accessed March 21, 2022 https://www.oecd.org/france/Cardiovascular-Disease-and-Diabetes-Policies-for-Bet
ter-Health-and-Quality-of-Care-France.pdf.

57 Nelson, Jon P., and Amy D. McNall. “What happens to drinking when alcohol policy changes? A review of
five natural experiments for alcohol taxes, prices, and availability.” The European Journal of Health Economics
18, no. 4 (2017): 417-434.

56 Colchero, M. Arantxa, Barry M. Popkin, Juan A. Rivera, and Shu Wen Ng. “Beverage purchases from stores
in Mexico under the excise tax on sugar sweetened beverages: observational study.,” Bmj. (2016).

55 “2014: Raise taxes on tobacco”, WTO, accessed March 21, 2022 https://www.euro.who.int/en/health-topics/
disease-prevention/tobacco/world-no-tobacco-day/2014-raise-taxes-on-tobacco#:~:text=A%20tax%20increase%
20that%20increases,cost%2Deffective%20tobacco%20control%20measure.

54 “Countries share examples of how tobacco tax policies create win-wins for development, health and
revenues”, WTO, April 2021, accessed March 21, 2022 https://www.who.int/news-room/feature-stories/detail/c
ountries-share-examples-of-how-tobacco-tax-policies-create-win-wins-for-development-health-and-revenues.
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long-term wins are more than risks, such as decreasing overall adult cigarette consumption

and disincentiving young individuals from starting to smoke. At the same time, increased

taxation can provide substantial revenues for funding CVD health promotion strategies, as

well as prevention programmes. In parallel, fiscal expenditures should focus on counteracting

unhealthy behaviours, for example by building infrastructure (e.g. building walking and

cycleways, installing outdoor gyms) or improving public services (e.g. providing healthy

school meals to children). Those institutionalised measures must be closely monitored and

proportionately fined if not respected.

Secondly, healthcare expenditure needs to be increased to attain the EU average of 8%

of GDP, while being spent more effectively to comply with prevention and treatment needs.

Increased funding should be used to address both CVD equipment needs, which would

modernise the outdated hospitals, as well as human capital needs (increasing medical staff

salaries to avoid staff shortages, counteract demotivation and absenteeism), which may also

have the effect of decreasing incentives to engage in corrupt activities. As challenges vary

from country to country, local health care authorities should develop targeted policies

together with CVD specialists by gathering and evaluating relevant CVD data, which can be

funded through increased taxation on unhealthy foods and alcohol and tobacco products.

Thirdly, continuous professional education in the field should be supported and

funded by the government, for instance, CVD scientific society programs and research grants

(e.g., the SCA Research Grants, as well as funding offered by the British Heart Foundation

and the American Heart Association), should be allocated to increase the quality of healthcare

services.

Lastly, trust in the public medical systems can be increased through the development

of an auditing and accountability system that exposes and punishes corrupt practices. To this

17



end, anti-corruption laws and regulations need to be strengthened and perceptions of

corruption closely monitored and publicised. Such an anti-corruption system would facilitate

the registration and the investigation of complaints, simplify judicial procedures, and reduce

costs.
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