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физиологическими особенностиями человеческого 
организма, когда наиболее активны все процессы. Доноры 
приходят на сдачу крови в своей одежде и обуви. На 
обувь предоставляются бахилы. Непосредственно перед 
кроводачей безвозмездным донорам предоставляется 
горячий сладкий чай. Прием доноров проводится на 
основании паспорта. 

Заполнение карты учета донора резерва проводится 
медицинским регистратором, проверяется в единой 
компьютерной донорской базе. Донор на этом этапе 
заполняет типовую анкету, которая вклеивается в карту 
донора [3].

Медицинское освидетельствование доноров 
проводится врачом-трансфузиологом в соответствии с 
«Правилами медицинского обследования донора крови и 
ее компонентов». Проводится осмотр доноров, заполняется 
учетная документация, определяется пригодность 
к донорству, количество изымаемой крови. Донору, 
отведенному от донорства по медицинским или иным 
показаниям, даются рекомендации.

Перед кроводачей у донора определяется содержание 
гемоглобина и групповая принадлежность, что заносится в 
учетную документацию.

Забор крови проводится в стерильные одноразовые 
пластиковые мешки для забора крови (типа гемакон 
450/350). Стандартный объем забираемой крови 450мл 
+10%, без учета взятия крови для лабораторных исследо-
ваний (20мл).

После сдачи крови донор получает у медицинского 
регистратора на основании карты донора справку-
освобождение от работы по форме 402/у [4].

Заготовленная кровь доставляется в центра крови 
выездной бригадой.

Заготовка крови в выездных условиях – фактор 
успешной реализации одной из основных задач развития 
Службы крови – возрождение массового, коллектиного 
донорства. При этом значительная роль отводится работе 
по привлечению новых, активных доноров при проведении 
регулярных Дней донора на предприятиях, учреждениях 
города с помощью выездных бригад.
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Түйін
Мақалада жылжымалы бригаданың негізгі мақсат-

міндеттері, Донор күнін ұйымдастыру және өткізу 
тәртібі, көшпелі жағдайдағы қан алу процессіне 
қойылатын талаптарды орындау ережелері, донорлық 
кадрларды жинақтау ережелері, жылжымалы бригаданың 
құжаттамасын кезең-кезеңімен ресімдеу тәртібі 
қарастырылған.

Summary
The article highlights the main problems exit team, the or-

ganization and conducts of the Day donor regulations compli-
ance requirements in the preparation of blood sampling in the 
exit conditions, the rules of acquisition of donor staff, order a 
landmark paperwork exit team.
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1. Relevance of the Italian experience with corporatization 
in healthcare.

Corporatization in healthcare has been an important trend 
worldwide over the last quarter of a century, as part of the 
broader “New Public Management” (NPM) movement (WHO 
1996).

The overall rationale behind the NPM movement is the 
assumption that the performance of public sector institutions 
can be improved by granting more autonomy to top managers, 
provided adequate accountability mechanisms are in place (...). 
This shift to increased autonomy had different features in dif-
ferent countries and in different industries, and took different 
names, including “autonomization” and also “privatization”, 
but the hallmark of this approach is that ownership remains in 
the hands of governmental entities: what changes is the legal 
status, usually together with a revised regulatory framework 
and new funding patterns meant to reward “results” (Pollitt & 
Bouckaert 2000).

The debate about the overall effectiveness of the NPM 
movement is still ongoing, because the reforms it inspired – as 
every policy change – brought some achievements while gener-

ating drawbacks as well, and there is no way to draw an objec-
tive balance between the “pluses” and the “minuses”: this can 
only be done in political terms (Lynn 1998; Noordhoek & Saner 
2005). Researchers, though, can study these results to under-
stand what triggered the achievements and the drawbacks, so as 
to replicate the former and avoid, if possible, the latter.

The healthcare sector has been a prime candidate for corpo-
ratization, partly because the delivery patterns in some parts of 
the sector most visible to the general public (e.g., hospitals and 
polyclinics) do not differ much from those of industrial firms: 
actually, private health service providers have existed under 
the legal status of corporations for decades, especially in the 
countries where the pooling of financial resources for health 
is ensured by health insurance companies rather than the State 
(Saltman et al. 2011).

The United Kingdom and New Zealand are early examples 
of countries with a “Beveridgean” healthcare system (i.e., with 
health services providers primarily owned by governmental 
entities and funded through general taxation) that introduced 
corporatization in healthcare (Brusati 1998; Fattore 1999). 
The Italian National Health Service (NHS) has cumulated by 
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now twenty years’ experience with corporatization, which was 
mandated by presidential decrees issued in the early Nineties. 
For at least three important reasons, the Italian experience of-
fers particularly interesting insights for Kazakhstan, as well 
as other countries of the former Soviet Union that inherited a 
“Semashko”-style healthcare system. First, as highlighted by 
Ongaro and Valotti (2008), public management reforms in con-
tinental Europe feature distinctive traits compared to similar 
reforms in Anglo-Saxon countries, largely because of the dif-
ferent administrative traditions derived from reliance on civil 
law instead of common law. Secondly, up until the 1991-1993 
reforms most Italian health service providers were directly con-
trolled and funded by a large number of small local-level enti-
ties, as in Kazakhstan. Last but not least, as a consequence of 
the second point, local-level politics had a significant influence 
on decision-making, a feature that cannot be detected on the 
same scale in the more centralized National Health Services 
of countries such as the United Kingdom or New Zealand. As 
a matter of fairness, differences must be also pointed out: in 
particular, Italy has a population density which is much higher 
than that of Kazakhstan, and this feature must be taken into ac-
count when assessing the lessons to be drawn from the Italian 
experience.

2. The Italian National Health Service up to 1991.
The Italian NHS was established in 1978, as a consequence 

of the financial collapse of the professional-based health in-
surance companies that, following the so-called “Bismarck” 
model, had funded health service providers owned primarily by 
municipalities. The Italian NHS was explicitly designed along 
the lines of the British NHS: funds were no longer pooled by 
health insurance companies, but levied through general taxa-
tion. Every year the state budget earmarked a given amount to 
the so-called National Healthcare Fund; the money was distrib-
uted to the Regions, which in turn allocated it to the so-called 
Local Health Units (LHUs).

From the legal point of view, LHUs were entities compara-
ble to Soviet “raizdrav”. The entire country was divided in 625 
areas, each entrusted to a LHU, which consequently served a 
population smaller, on average, than 100,000 inhabitants. LHUs 
had neither legal personality nor, as a consequence, direct con-
trol on their assets and finances. In larger municipalities LHUs 
were units (“strukturnye podrazdeleniya”) of the municipality 
itself, but normally they were consortia acting on behalf of the 
municipalities they represented. The top-level decision-making 
body of LHUs was the Managing Committee, made up of poli-
ticians appointed by the municipality(ies). LHUs were directly 
responsible for the management of the entire spectrum of pre-
ventative and curative services in their territory, including hos-
pitals, polyclinics, general practitioners, as well as veterinary 
services and sanitary-epidemiological services; only research 
and teaching hospitals were not part of LHUs, and functioned 
as spin-offs of the Italian Ministry of Health. Following the es-
tablishment of the NHS, the staffs of all these services were 
transferred to the LHUs.1  Coordinating LHUs was the respon-
sibility of Regional Healthcare Departments, which regulated 
staffing levels and bed numbers not only at facility level, but 
also for each unit. In order to improve the effectiveness of the 
interface between health and social care, many regions entrust-
ed social services provision to LHUs as well, establishing the 
so-called “Local Health and Social Units”.

In a way, the 1978 reform was the Italian answer to the ideas 
and values of the Alma-Ata Conference. The establishment of 
an NHS did allow important breakthroughs, as compared to the 

1. Formally general practitioners are independent entrepreneurs contracted 
by the NHS, but the monopsonistic nature of the market and the fact that 
contracts are negotiated at national level mean that, for practical purposes, their 
relationship with the NHS is similar to that of specialized doctors

fragmented healthcare system it replaced: most importantly, it 
did foster a “holistic” view of health, and a corresponding em-
phasis on health promotion and disease prevention.

On the other hand, three factors limited the effectiveness 
of the set-up. First, health services providers were working in 
a highly bureaucratic environment that ensured the homogene-
ity of supply (at least on paper) across a very inhomogeneous 
country, but did very little to reward productivity, quality, in-
novation or entrepreneurship. Secondly, direct control of LHUs 
by local political elites meant that decisions had to serve the 
agenda of the ruling coalition, i.e. to satisfy as many constituen-
cies as possible: even more in the unstable political landscape 
of Italy in the Eighties, “short-termism” led to significant dupli-
cations, and more generally to wasteful investments, which in-
creased expenditure with little or no benefits in terms of health 
outcomes. Thirdly, to make things worse, this corporate gover-
nance model did not promote cooperation across LHUs, which 
(notwithstanding their limited size) were trying to serve needs 
locally, even when different LHUs had been established within 
the same city: a solution clearly at odds with ongoing trends 
in terms of patients’ mobility, specialization of health services 
provision and growing healthcare costs.

3. “New Public Management” in action: the 1991-1993 
healthcare reforms.

As in 1978, also the large-scale healthcare reforms of the 
early Nineties were precipitated by external factors, i.e. the 
combined need to rationalize budgetary expenditure following 
the crisis of confidence which hit the Italian lira on international 
financial markets in 1992, coupled with the whiplash against 
traditional party politics and the unravelling of the political or-
der of what came to be known as the “First Republic”, follow-
ing the discovery of large-scale embezzlement cases (“Clean 
Hands” scandal).

The NPM movement offered a ready-made solution that fit-
ted well the prevailing Zeitgeist, or “social weather” (Tenney 
1912): to improve the efficiency and effectiveness of any gov-
ernmental body it is necessary to disenfranchise managers and 
set politicians aside, together with the bureaucratic constraints 
they superimposed on managers. In a nutshell, “let the manag-
ers manage”!

The reforms that introduced corporatization in healthcare 
were enacted with three Presidential Decrees issues in short 
sequence in 1991, 1992 and 1993. If the establishment of the 
NHS in 1978 could be seen as the Italian answer to the “spirit of 
Alma-Ata”, the new wave of reforms coincided, not by chance, 
with the appearance of the World Bank report (Rondo Brovetto 
1993), which strongly advocated “marketization” in healthcare. 
LHUs were turned into “Local Health Authorities” (LHAs – 
Territorial’nye Medicinskie Obedeneniya), i.e. public law bod-
ies with autonomous legal status and direct control of their staff, 
assets and finances; “corporatized” hospitals got the same sta-
tus. Importantly, both LHAs and “corporatized” hospitals were 
established as regional-level entities (obedineniya oblastnogo 
podchineniya): influence by municipalities was thus excluded, 
with a merely consultative Mayors’ Council representing the 
municipalities served by the LHA set up as a forum where to 
ensure their voices could be heard.

In Italy as elsewhere, corporatization was coupled with 
changes in funding mechanisms designed to pay for outputs 
rather than just cover the cost of inputs. This step is a hallmark 
of NPM reforms: “quasi-markets” (Ferlie 1992), i.e. the es-
tablishment of contractual relationships between government-
owned “purchasers” and “providers”, were singled out as the 
solution to keep public control while alleviating the productiv-
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ity gap often inherent in collective ownership. As in Kazakhstan 
and in many other countries worldwide, a ready-made solution 
to “marketize” hospital services provision was offered by the 
adoption of Diagnosis-Related Groups (DRGs), i.e. the reim-
bursement mechanism introduced in the United States in the 
early Eighties for Medicare patients (Busse 2012). The purchas-
ers, i.e. LHAs, kept a funding mechanism centred around capi-
tation; capitation was also maintained as the main mechanism 
to pay general practitioners, although fee for service is also 
used to a limited degree to incentivize the provision of a small 
number of high-priority services.

In the new scenario outlined by the 1991-1993 reforms, Re-
gional Healthcare Departments had to take two important deci-
sions:

• mergers: since LHUs had proven unable to cooperate ef-
fectively and too small to ensure cost-effective health services 
provision, most regions reduced their numbers, by merging 
more LHUs into a single LHA; this process has been ongoing 
ever since. Lombardy, for instance, used to be divided into 80 
LHUs up to 1992; by the mid-Nineties it had 44 LHAs, and 
their number in now down to 15. Friuli Venezia Giulia had 6 
LHUs and just turned them into LHAs, but plans are under way 
to merge them into a single LHA. In most Regions the guiding 
principle has been to make sure that the borders of LHAs cor-
respond to the borders of Provinces (although the latter have no 
competencies as far as health is concerned);

• purchaser / provider split: regions had to decide whether 
and to what extent “corporatize” hospitals, i.e. separate them 
from LHAs, with the goal to ensure competition in service pro-
vision. Different regions used this opportunity to different de-
grees: some granted autonomy only to tertiary-care facilities, 
which often double up as teaching hospitals as well and really 
serve the population of the entire region, whereas others pro-
moted the purchaser / provider split also at LHA level (research 
hospitals were also corporatized, but kept their direct subordi-
nation to the national-level Ministry of Health).

As an example, the following picture depicts the current 
situation of Friuli Venezia Giulia, a region with a population of 
about 1,2 million inhabitants, divided into four very different 
Provinces:

• Gorizia Province, corresponding to LHA 2;
• Pordenone Province, corresponding to LHA 6;
• Trieste Province, corresponding to LHA 1;
• Udine Province, corresponding to LHAs 3, 4 and 5.

4. A closer look at the corporatization process.
In order to understand the impact of the 1991-1993 reforms, 

and draw insights for countries that are now introducing simi-
lar changes in their healthcare systems, it is important to grasp 

what “corporatization” meant not only in terms of legal status, 
but of organizational-level innovations as well.

A major innovation in this respect was a radical change in 
the top-level decision-making body. Managing Committees 
were abolished, and overall managerial responsibility, both in 
LHAs and “corporatized” hospitals, was entrusted to a General 
Director appointed by the Regional Healthcare Department on 
the basis of a private law, fixed-term, performance-based con-
tract.2  The only requirement for General Directors is to have a 
university degree and five years’ prior managerial responsibil-
ity, not necessarily in the health sector. The General Director 
has the right to choose a Clinical Director (usually a medical 
doctor with a public health specialization) and an Administra-
tive Director (usually a law graduate), who are also appointed 
on the basis of private law, performance-based contracts, with 
the same rules in terms of duration as for the General Director’s 
contract. The three managers are labelled collectively as the 
Directors’ Council, or more informally – borrowing a Russian 
word into Italian – “la troika”. Their responsibility is to run the 
LHA or the “corporatized” hospital in keeping with the frame-
work regulations laid down by the Ministry of Health, but most 
importantly to contribute to the implementation of the regional 
health plan, i.e. the mid-term development trajectories outlined 
by the Regional Healthcare Department.

5. The outcomes of the corporatization process: lessons for 
Kazakhstan.

A systematic assessment of the consequences of corporatiza-
tion in the Italian NHS has never been performed: nevertheless, 
the regions that granted more autonomy to providers (within 
the tight margins allowed from central regulations) seem to be 
performing better, in terms of expenditure control, waiting lists 
and customer satisfaction. If this is the case, then Kazakhstan 
seems to have taken the right step with the introduction of cor-
poratization in its own health care system.

The Italian experience highlights that corporatization in it-
self does not work wonders: to deliver results, it must be bal-
anced with an effective accountability framework. Purchasers 
play a critical role in this respect: it is primarily up to them to 
avoid fragmentation and limit opportunism by providers, which 
are possible negative outcomes of corporatization. For this pur-
pose, purchasers are required in particular to fine-tune funding 
mechanisms over time (including, in particular, controls on the 
appropriateness of the health services actually delivered), so as 
to modify the payoffs associated to more or less co-operative 
behaviours.

Резюме
В статье представлен материал о применении «Нового 

государственного менеджмента» в здравоохранении Ита-
лии. 

Түйін
Мақалада Италия Денсаулық сақтау саласында 

«Жаңа мемлекеттік менеджментті» жүзеге асыру туралы 
мәліметтер келтірілген.

Summary
In the article the material on the application of the «New 

Public Management» in Health Care in Italy
2. Contracts are signed for the entire duration of the legislature, i.e. up until 

the following regional-level elections (five years); the Regional Healthcare 
Department holds the right to repeal the contract, though. Actual tenure has 
been shorter: a country-wide longitudinal analysis performed by Del Vecchio 
over the first ten years since corporatization calculated it at three years and five 
months, but with wide differences among regions (Del Vecchio 2004).


