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Intemational Lessons

The Health Promotion - Disease Prevention Continuum

Health for All comprises a
health care strategy which is
health-oriented instead of
serpice oriented, with
emphasis on equity, health
promotion, disense prevention
and the reorigntation of
health services - in pgrticular,
the development of primary
health care.

“/he shift from a curative to a preventive and promotive approach to

health represents a major step in the history of health care. But change
is never easy. And it is an even greater challenge for preventive health
services to become an integral part of a coordinated health system.!

Many countries are now at a crossroads and are engaging in major
health care reform. Rapid changes are occurring in political systems in
Eastern and Central Europe with health care reform quick to follow.
At the other end of the political spectrum, partisan changes in
government have put health care reform on top of the agenda. Many
industrialized nations are experiencing “"crises” in health care due to
escalating costs. As countries struggle with issues of providing medical
care to all their inhabitants, and of converting "health care systems” to
true "health systems,” we need to learn as much as possible from
international experiences.

_/Jealth for All {(HFA), as promulgated by the WHO, comprises a health

care strategy which is health-oriented instead of service oriented, with
emphasis on equity, health promotion, disease prevention and the
reorientation of health services - in particular, the development of
primary health care.® To achieve Health for All, emphasis is placed
on long-term policy, intersectoral coordination and community
participation.* '

Why the sudden shift in orientation of health systems? Much of the

) change is based on the realization that "the meortality of the past is not

the mortality of today.” Three out of every four deaths in Europe and,
north America are attributable to four noncommrmunicable diseases.
One of the first documents to describe this new mortality and the
changes which would by required in the health system to meet its
challenges was the Lalonde Report A New Perspective on the Health
of Canadians. The Lalonde Report specifically outlined an expanded
role for disease prevention and health promotion, including that within
the clinical setting.

" he challenges of preventive medicine and health promotion are broad

and include reducing morbidity and mortality associated with diseases

1



Strengthening Preventive Services

Increasingly in the 19905 the
emphasis is on coalition
building and intersectoral
collaboration - using a broad
based systems approach,

n

Disease prevention comprises
attempts to prevent specific
diseases through
interventions such as
immunization end risk factor
reduction.

{communicable disease, chronic disease, mental illness, trauma, dental
disease); creating healthy environments {physical, family, and
community environments); and encouraging healthy behaviours {in
relation to tobacco, alcohol, drugs, nutrition, physical activity, sexual
behaviour, driving, and violence).

Vlaried strategies have been proposed and used to meet these

challenges.*® Some examples are health education directed at school
children, health professionals, the workplace, or specifically targeted
groups; community-oriented health promotion using mass media,
community groups, group development, community events, social
marketing, and mass screening; primary, secondary, and tertiary
prevention services delivered by medical and allied health professionals
in a number of office, home, and community locations, and support
services that enable people to continue living in the community,
including primary health care, home care, and personal and family
support services; protective services such as engineering, technology,
product modifications and substitutions, environmental hygiene, and
inspection; and healthy public policy involving legal, regulatory, and
economic approaches. But more and more in the 1990s the emphasis
is on coualition building and Intersectoral colleaboration - using a broad
based systems approach which combines many of these strategies, but
which, through an integrated approach, results in a whole which is
greater than the sum of its parts.

Sluch coalition building involves many groups of players: governments,
health care providers, teachers, community groups, public health

" agencies, voluntary agencies, the scientific community, industry and

others. The integrated approaches adopted by such groups often blurs
the lines between disease prevention, which "comprises attempts to
prevent specific diseases through interventions such as immunization
and risk factor reduction” and health promotion, which "attempts to
enhance the overall level of health, both enhancing well-being and
increasing resistance to disease.™’

In many countries the first attempt at such an integrated approach

was in the area of Heart Health. Because of its multifactorial nature,
the prevention of heart disease invites a multitude of strategies, using
a broad-based systematic integrated approach. Heart Health initatives
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Primary care and disease
prevention may be seen as the
links in a chain that unites
medical specialists and
curative systems on one end
to the large variety of non-
medical personnel involved in
promoting health at the other.
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in several countries have led to the forging of links and networks
among hundreds of organizations, working together in an
interdisciplinary fashion. Such initiatives epitomize the "new public
health approach”, which stresses the importance of broadly based
coalitions and calls for a balance between clinical prevention activities
and community-based health promotion efforts.

_Alnother major collaborative initiative in the area of noncommunicable

disease prevention is CINDI. Under the auspices of the World Health
Organization, many European countries, along with Canada and Israel,
in 1982 embarked on a joint initiative entitled Countrywide Integrated
Noncommunicable Disease Intervention (CINDI). Among CINDI's
objectives are the reduction of the burden of noncommunicable diseases
through comprehensive public education; interdisciplinary approaches
to prevention and management of chronic disease; and fostering
improved linkages between the public health and the primary care
sectors and the community. The CINDI program provides member
countries with a policy framework to apply existing scientific knowledge
about prevention through demonstration programs, while emphasizing
a systematic approach to planning, intervention and evaluation.® I
specifically addresses prevention and control of risk factors common to
a number of chronic noncommunicable diseases and the socio-
environmental determinants of these risk factors.

..9 n order for coalitions such as CINDI and the Heart Health initiatives

to emerge, the infrastructure from which they can be assembled must
be in place. Many countries are still struggling with the basic structure
of their health care systerns and where to fit preventive services into the
system,

-—

Thus the present report attempts to draw on international experience

in examining preventive services for noncommunicable dieseases. The
focus on noncommunicable disease relates to its current major
importance as a source of morbidity and montality. The report also
focuses on preventive services, while recognizing their tight relationship
with health promotion on the one hand and health care systems on the
other. Primary care and disease prevention may be seen as the links
in a chain that unites medical specialists and curative systems on one
end to the large variety of non-medical personnel involved in prometing
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Strengthening Preventive Services

health at the other. Preventive services may be thought of as a
functional intersectoral structure providing support for action to prevent
diseases, with the leadership of health professionals being assumed in
the action.

9t is difficult to discuss the role of preventive services within health

care systems without considering the structure of the health care
systems. Of particular relevance are the characteristics of health
systems related to primary care. In attempting to integrate clinical
prevention into the system, other issues arise as well - the education
and preparedness of health professionals for the task, the role of health
information systems and the role of of the consumers.

his report is only a beginning. There are numerous issues for which

it would be valuable to share international experiences. Just within
cardiovascular disease one could examine control of high blood
pressure, cholesterol, smoking and various nutrition issues. Cancer
prevention is another broad area, encompassing diseases whose risk
factors are well known so that we can work on prevention, {lung
cancer), diseases where screening may be effective in reducing mortality
(cancer of the cervix) and other diseases of largely unknown etiology
(breast cancer). We have chosen to examine two issues - the control of
tobacco as an example of intersectoral coordination and cancer of the
cervix as an example of the effectiveness of screening services.

In another sense too this document marks only a beginning. In

_ attempting to gather information on preventive services in Europe and
North America, one clear lesson emerges: very little information about
preventive services is readily available on an international basis. While
published literature contains many analyses of financing of health care
systems internationally, preventive services almost seem like dirty
words. Even recent publications of major works on the health care
systems of a variey of countries contain no information on preventive
services,” "1 Organizations such as the WHO and collaborative efforts
such as CINDI are vital in providing international exchanges of ideas on
areas such as disease prevention.

Ihis document is divided into three sections and an appendix. The

first section examines two examples of how prevention is tackled on
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an international level. The second section examines primary care and
the health system characteristics related to it. The third section
examines other issues related to increasing the role of preventive
services. The appendix examines the health care systems and
preventive services of seven countries in greater detail.




Strengthening Preventive Services

Health Promotion - Disease Prevention: International Examples

The interrelationship of
health education and
regulation is shown in several
countries by the fact that an
informed public now demands
regulations which would have
been impossible to enact a few
decades ago,

Finland was one of the first
countries to start a
comprehensive health-oriented
tobacco policy using
legislation.

jnferdeclora/ Gmrc[inaﬁon - 306:1&:0 Cmfm/

.7 obacco control not only illustrates the multitude of_ prevention

strategies - health education, health promotion, primary care,
protective services and healthy public policy (including legislation,
regulation, pricing) - but demonstrates the vital interaction among
them. It also constitutes an area where "international exchange of
experience is essential to counteract a multinational industry."'? The
interrelationship of health education and regulation is shown in several
countries by the fact that an informed public now demands regulations
which would have been impossible to enact a few decades ago. The
prohibition of smoking in public places, in workplaces and on all airline
flights, and the prohibition of all advertising for tobacco are examples
of such regulations.'?

In 1990, about 1.2 million Europeans, 390,000 Americans and

35,000 Canadians died of the effects of tobacco; about half of them
were under the age of 65. There is wide variation in smoking habits in
European countries. Some countries {(such as the UK) have
experienced several decades of high smoking levels which are now
declining; others are seeing a rapid rise in consumption. Between
1975 and 1985, 12 countries in Europe showed a steady decline in
cigarette consumption and are predicting further declines; however 13
countries show either no declining trend, or trends toward increasing
consumption.”  The greatest diversity exists in the prevalence of
smoking by women.

[

Jlthough health oriented tobacco policy is increasing in prevalence,

the approaches have differed among countries. Two examples of
countries with different approaches are Finland and Canada. Finland
was one of the first countries to start a comprehensive health-oriented
tobacco policy using legislation. At the time that the Finnish Tobacco
Act was passed in 1976 (modeled on the Norwegian legislation of the

. previous year), consumption of tobacco in Finland was among the

lowest in Western European countries {men 33%, women 20%).8
Comprehensive legislation was passed restricting marketing, banning




In Canada, since 1985, there
has been coordinated joint
action by all levels of
government, major voluntary
health agencies and
professional associations on
the developmentt of a national
"Break Free" progrant,
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tobacco advertising and allocating resources for research and
development into the control of smoking. It was believed that this
would solve the smoking problem. However, although there was some
decline in consumption {(approximately 10%) while the legislation was
being debated, subsequent rates have remained stable, and recent
increases have been noted among teenagers. Rimpela®® suggests
several reasons for this. No pricing changes accompanied the
legislation. Unless taxes keep pace with inflation and increased
income, the real price of tobacco falls and consumption increases. The
act did not include restrictions in workplaces or restaurants, measures
which may have helped to change societal norms. The implementation
of the advertising ban was uneven, leading to massive sales promotion
and sponsoring activity by the tobacco companies. Money that was set
aside for anti-smoking activities was appropriated and rechannelled into
general health education. Although there were several acts targeted at
youth, smoking at schools has been increasing. The Advisory
Committee on Health Education of the Finnish National Board of
Health concluded that the greatest decreases in total tobacco
consumption should come about when "health education is supported
by a price policy consistent with health education objectives,"*

In Canada, since 1985, there has been coordinated joint action by all

levels of government, major voluntary health agencies and professional
associations on the development of a national "Break Free" program.
This includes legislative action, access to information, availability of
programs and services, message promotion, support for citizen action,
intersectoral policy coordination and research and knowledge

. development. Legislation includes banning tobacco advertising and

promotion and restricting smoking in all workplace and transportation
carriers under federal jurisdiction, as well as stringent requirements for
the labelling of packages of tobacco products with health warning
messages and levels of toxic constituents. In addition, many
municipalities have enacted further legislation restricting smoking the
workplace and in public places. Other program elements include
substantial tax increases, increased enforcement of legislation
prohibiting the sale of tobacco products to minors, and health
promotion and education campaigns. Advocacy by a coalition of

-voluntary health agencies and professional associations was

instrumental in the passage of anti-smoking legislation,
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Jobacco taxation has played a major role in Canada's program. Clear

relationships have been shown in Canada over a 40-year period
between the effective tobacco index'” and the consumption of
cigarettes.’® The effective tobacco price index, which accounts for
changes in income, fell for the three decades from 1950 to 1980, so
. that by 1980 it was just over 30% of what it was in 1950, Since 1981
there have been substantial increases in the tobacco price index,
accompanied by decreases In cigarette consumption. However, even
with all the tax increases, by 1991 the effective tobacco price index
was only 78% of what it was in 1950.* The prevalence of smoking
has declined from 49.5% in 1965 to 31% in 1991.%

91 the United States, the price elasticity of demand for cigarettes has

been calculated at -0.4 and for teenagers -1.4: in other words, a2 10%
increase in the price of cigarettes should produce an overall 4%
reduction in the quantity of cigarettes consumed, and a 14% reduction
among teenagers.?® Most of this decrease comes from a decreased
prevalence of smokers rather than a reduction in the amount consumed
by individuals. In Canada, since 1980 the average price elasticity of
demand has been -0.56. Price elasticity varies somewhat from country
to country but two conclusions seem to emerge. First, price sensitivity
exists, making taxation an effective prevention strategy, Second,
because the price elasticity is generally less than 1.0, tax revenues will
generally increase as prices increase.

Consumer price sensitivity has led the tobacco companies in Canada

to launch a major public campaign against the tax increases. However,
the major threat to the present pricing policies lies in smuggling.
Increases in the smuggling of cigarettes from the United States has not
only lessened the potential impact of the tax increases, but may delay
additional increases. Smuggling poses a tremendous threat to the
pocket books of government. Proposals of the European Economic
Community for minimum pricing of tobacco recognize this factor.
Similar international collaboration is needed in North America,

Ohe argument often heard against tax increases is that tobacco taxes

are regressive because they impact most heavily on the poor,
Smoking, in fact, does impact most on the poor in terms of its toll on




Legislation, taxation and
education should all be
combined.

Passive smoking widens the
definition of smoking beyond
the realm of being merely a

personal habit, and gives it

legitimacy as a social problem
and public health issue,

1
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health. Partly, this is because the poor are most vulnerable to the
effects of advertising which "serves not so much to sell a particular
product but to promote the overall idea that happiness and well-being
are associated with product ownership."*! Advertising causes tobacco
to be seen as the answer to personal problems, making the poor and
the young the most vulnerable. This again shows the necessity for a
comprehensive set of strategies in the fight against tobacco. Raising
prices without banning advertising can be seen as victim blaming.
Raising prices without providing access to cessation programming
raises ethical problems for many.? Legislation, taxation and education
should all be combined,

he European Community has been debating cigarette taxation for

several decades, with the tobacco industry present at all levels of the
decision-making process. Health organizations have kept a relatively
low profile. Canada's experience shows the necessity for coalition
building and broad intersectoral collaboration in order to achieve
legislative action.

Of all the strategies used against the tobacco companies, the tobacco

industry has identified passive smoking as the issue with the greatest
potential to cut its profits.?? Passive smoking widens the definition of
smoking beyond the realm of being merely a personal habit, and gives
it legitimacy as a social problem and public health issue. It legitimizes
the control by nonsmokers of the smoking of others. It shattérs the
attitude "If they want to kill themselves smoking, it’s their business.” It
is the legitimacy of smoking as a public health issue that has enabled

" countries such as Canada and Australia to restrict smoking in the

workplace and in public places. This leads to reduced consumption,
especially among moderate and heavy smokers®, and it may also
trigger and support atternpts at quitting, Since workplace peer pressure
is a source of initiation of smoking, workplace bans may also ultimately
decrease smoking uptake.'® Whereas the tobacco industry’s strategy is
to promote cigarette consumption extensively and increase the number
of smokers until the custom is widespread enough to become a self-
perpetuating norm, restrictions on tobacco in public and workplaces
interrupt such self-perpetuation.®
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In North America over the .

past 25 years, sustained
involvement of the media,
both broadcast and print, has
contributed significantly to
increasing public awareness
of the adverse health
consequences of tobacco,

Although all countries in the

European Region have now.

taken some steps to curb
tobacco use, there is
tremendous variation in the
scope, implementation and
effectiveness of the measures.

_9 North America over the past 25 years, sustained involvement of the
media, both broadcast and print, has contributed significantly to
increasing public awareness of the adverse health consequences of
tobacco. The use of mass media through advertising, public service
announcements, public interest stories and entertainment has been a

- key strategy in controlling tobacco. Although media messages alone
are not sufficient to motivate smokers to quit smoking, the media can
increase knowledge about the health effects of smoking and the benefits
of quitting, reinforce attitudes, maintain interest and set a social
agenda. Media messages have facilitated many of the legislative
controls on tobacco. Future roles of the public health community
include identifying how the media influence the public so as to better
inform the public about health issues such as smoking.?

S ince 1987, European countries have established a policy - Action

Plan on Tobacco - for prometing nonsmoking as the norm in Europe.
Detailed guidelines for developing policies and programs have been
published by WHO, and concern legislation, tax and price policies,
controlling tobacco advertising and promotion, helping people to quit
smoking, and education about tobacce and health.

Jd]though all countries in the European Region have now taken some

steps to curb tobacco use, there is tremendous variation in the scope,
implementation and effectiveness of the measures. Some control over
advertising and promotion is present in each of the countries, with one
third having introduced a total ban. Rotating health warnings on

. cigarette packages were first introduced in Sweden and were refined in

Iceland with the introduction of graphic health warnings.?® Labelling
with health warnings is now widespread throughout Europe.
Regulations for smoke-free public places were included in the Icelandic
Tobacco Act in 1985, in the French Tobacco Control Act in 1990,%
and are in operation in approximately two thirds of the European
countries. Smoke-free workplaces are gradually being introduced. In
1990, the Finnish Product Safety Act, which includes tobacco products,
was passed making it possible to demand the withdrawal of products
from the market in order to prevent injury to persons and goods. This
is in keeping with the trend to make producers and importers fully
responsible for any harm caused by their products. Despite all these
actions, a comprehensive, well-enforced, coordinated wide range of

10




A new Action Plan for a
Tobacco-free Europe will
focus on alliance buiding, on
developing multisectoral
tobaceo policies, on
legislating and promoting
smoke-free environments, on
preventing smoking in the
young, on supporting
smuokers who wish to stop
smoking, and on
strengthening the capacity for
policy implementation.

Intemnational Lessons

measures involving both the public and private sectors is still elusive in
many countries of Europe,?

E tective antismoking policy has often included the establishement of

a national organization for policy development and coordination. In
Norway, the Norwegian Council on Smoking and Health has been a
central force in promoting action to reduce smoking and in monitoring
the impact of such activities. In Sweden, this role is played by the
National Smoking and Health Association which is a private
organization supported by government funds. In Iceland, a Committee
for Tobacco Use Prevention has broad powers in advising government
on legislation, pricing and antismoking campaigns and in intersectoral
collaboration. In Denmark, an independent Council on Tobacco-
induced Damage to Health is an interdisciplinary body responsible for
limiting the harmful effects of smoking., Such institutions promote
intersectoral coordination, involving ministries of health, agriculture,
labour, commerce and finance.?®

._gn the immediate future, the WHO Regional Office for Europe is

promoting stronger Europe-wide action through a new Action Plan for
a Tobacco-free Europe for the years 1992-6. This will focus on
alliance building, on developing multisectoral tobacco policies, on
legislating and promoting smoke-free environments, on preventing
smoking in the young, on supporting smokers who wish to stop
smoking, and on strengthening the capacity for policy
implementation.?®

& urope is also moving toward unified price increases and minimum

prices. Provisions for minimum rates throughout Europe (but not
rmaximums), for ensuring the decrease in affordability of all tobacco
products, with annual adjustments greater than the rate of inflation, and
removal of tobacco from the list of products used to calculate the
consumer price index are all being negotiated.’® The ten strategies for
a smoke-free Furope promulgated by the WHO in 1990 are given in
Appendix 3.
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There is no other cancer for
which screening reduces the
incidence of invasive disease
as dramatically and
predictably as cervical cancer.

.S::mening .S)eruiced - C:zucer 0/ f/&e C;eruix

_Although secondary prevention usually cannot compare in

effectiveness with primary prevention, cancer of the cervix is a major
exception. There is no other cancer for which screening reduces the

_incidence of invasive disease as dramatically and predictably as cervical

cancer. Historical comparison studies in Iceland,?**3! Canada,*
Finland,** and the United States {Louisville, Kentucky,® Olmstead
County, Minnesota® and Toledo, Ohio?) have shown reductions in
incidence™ and mortality rates® of cervical cancer after the introduction

of screening.®

Asa preventive manoeuvre, cervical cytology is widespread throughout

Europe and North America. However, marked differences exist in the
organization of the programs and in who performs the service. Most
of the Nordic countries have organized nationwide screening programs
for cervical cancer. These define the ages and frequencies of screening
and use personal invitations with times and places for screening. The
results, whether positive or negative, are fed back to the individual.

_Jeeland and Finland are the countries with the largest reduction in the

incidence of cervical cancer due to screening, with over 60% reduction
in Finland and Iceland*®#!. The Finnish program, in which screening
begins at age 30 and is repeated every five years has also been
accomplished with relatively few resources. Norway is an exception
among the Nordic countries with only 5% of the population covered by

. an organized program.*® Instead, smears are taken by private

physicians, with the result that they are taken more frequently than in
the organized programs. ‘

IQ eductions in incidence of cervical cancer have also been seen in

Denmark, Sweden, parts of Canada, Germany, Scotland and the United
States. In general, cross sectional studies comparing countries or
regions with and without screening programs, or areas with organized

screening programs to those with spontaneous screening, such as those
done in the Nordic countries,**444% Canada, 47 Scotland,*® Britain,**
the United States,>® and case control studies such as in Florence, Italy®




Since the grentest potential
for further reductions in
mortality from cervical cancer
lies in increasing the
proportion of wonten

screened, accomplishing this
goal is the primary challenge
of the 1990s.
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have shown that the reduction in risk of cervical cancer correlates with
the degree of organization of the program.¥

M akama has outlined the essential elements of an organized program.

These include: a system for identifying women in the target
population; measures available to guarantee high coverage and
attendance (such as a personal letter of invitation); adequate field
facilities for taking smears and adequate laboratory facilities for
examining them; an organized quality control program; adequate
facilities for diagnosis and appropriate treatment of confirmed
neoplastic lesions; a carefully designed referral system for management
of abnormalities found and for providing information about normal
screening tests; and evaluation and monitoring of the total program.®

The greatest successes in reducing the incidence of invasive cervical

cancer have been in national or regional programmes that are well
managed and cover a large proportion of the female population.
Although there is greater physician compliance with Pap smears than
with most other preventive manoeuvres,5>** the proportion of the
population screened still remains low where organized programs are
not in place. Since the greatest potential for further reductions in
mortality from cervical cancer lie$ in increasing the proportion of
women screened, accomplishing this goal is the primary challenge of
the 1990s. In Scandinavia, where national registries exist, the use of
computerized systems for patient recall has contributed substantially to
programme success. Computerized information systems should, at a
minimum, be able to identify women in the target population, enable
the sending of reminder letters to" atfend screening at appropriate
times, monitor if action has been taken following discovery of a
cytological abnormality, provide follow-up for treated patients and
provide a screening history when a woman changes physicians. Such
information systems can thus address many of the identified "failures"
in the system.

M owever, what works in one country may not always be transferable

to another country with a different infrastructure. The case of cervical
cancer screening in the Netherlands illustrates this peint. In 1975,
organized screening for cervical cancer, initially conducted as a research
project in three cities, was expanded to cover all of the Netherlands.

13
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Funding came from government, municipalities, and the individual
women. Although initial participation was good, it rapidly dropped,
with many women going to their family doctors or gynecologists for
smears, where it was an insured benefit. Screening was stopped and
a new systemn tried, Qualified women received notices from the health
service to obtain cervical smears by their family doctor. Test results
‘went both to the doctor and the health service. However, since there
was no reimbursement scheme in place for performance of preventive
manoeuvres, physicians were not participating. Cervical cytology in the
Netherlands is now back to "spontaneous” use on "medical grounds,”
with physicians having to designate medical reasons for doing smears,
which they readily do.

his one example highlights the many issues surrounding disease

prevention in terms of the organization and financing of health care,
reimbursement and incentives to physicians and the type of primary
health care. These will be discussed in greater detail in the next
section.

The role of both education and "free" Pap smears is shown in a study

in Newark, New Jersey, USA. For a period of four years, Newark was
blanketed with information on cervical cancer and the benefits of
screening. At the same time, free Pap tests were offered. The ratio of
in-situ to invasive carcinoma rose dramatically during that period, but
fell almost to previous levels after the program was terminated due to
lack of funds.®

he Scandinavian experience with cervical cytology has been related

to the low proportion of GPs in those countries, making it difficult to
have them perform smears. However, an organized program can
function using primary care physicians as well. In Manitoba, Canada,
a computerized register based on data from the Manitoba Health
Insurance Commission and from cytology registries has been set up.
British Columbia, Canada, has a Cervical Cytology Screening
Programme which maintains a computerized personal cervical eytology
screening history for all women in the province who have received a
Pap smear after a specific date. In British Columbia, 85% of women
comply® with Canadian screening recommendations that all women at
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age 18 or after first sexual intercourse, and below age 69, be screened

at least once every three years.”’

Lritish experience further exemplifies the Duich experience of the
effect of physician reimbursement on cervical eytology rates, combined
with computerized registries. The number of cervical smears taken in
Britain has been steadily increasing in the last two decades while GPs
were paid on a fee-per-item for smears; since the introduction of target
payments, the numbers have soared.® To qualify for base payment,
GPs must deliver services to 50% of the eligible population of their
practices; if they provide services to 80% of this population, they get
paid at three times the base rate. The Perth and Kinross Unit had
completed a computerized cervical sereening call program in July 1989,
just prior to the introduction of the new contract. With registry recalls,
the percentage of women aged 20-60 who had had cervical smears
increased from 71%1to 78% over 5.5 years. The introduction of target
payments further increased this percentage to 85%, with most of the
other women in fact ineligible (hysterectomy, virginity, illness).>*

) hus, in cervical cancer we see trends towards organized programs or

registries, greatly facilitated by the use of computers, When health care
professionals are expected to perform Pap smears, incentive payments
increase the rate at which smears are taken. Organized programs are
more effective not only by increasing population coverage but also by
consuming fewer resources by decreasing the frequency of testing in
women who are regularly screened.
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Primary Care

For primary medical care to
be broadened to primary
health care the focus needs to
change from illness to health
and from cure to preventtion
and care.

Responsibility must shift
from the health sector to
intersectoral collaboration,
from professional dominance
to community participation,
and from passive reception to
- self-responsibility.

/he WHO has identified prirary health care as a vehicle for achieving

Health for All. The concept of primary health care includes universal
coverage of the population and provision of care according to needs
{equity in health care); services that are health-promotive, preventive,
curative and rehabilitative; services that are effective, culturally
acceptable, affordable and manageable; community involvement in the
development of services, so as to promote self-reliance and reduce
dependence; approaches to health that also involve other sectors. For
primary medical care to be broadened to primary health care the focus
needs to change from illness to health and from cure to prevention and
care. The scope should shift from treatment to health promotion, from
episodic care of specific problems to continuous and comprehensive
care. Organizationally, it means moving from specialists to GPs, from
physicians to other personnel groups and from single-handed practice
to teams. Responsibility must shift from the health sector to
intersectoral collaboration, from professional dominance to community
participation, and from passive reception to self-responsibility.%°

“Ihe GP is considered the gatekeeper of the primary health care

system, partly to reduce costs, but more importantly because the GP
considers the overall health of the patient. However, primary health
care is not merely the services of front-line physicians, although the
term is frequently used in that context. Qther health personnel,
population health education and community involvement are
fundamental to the primary health care concept. The concept also
includes systematic identification of persons at high risk, the
appropriate use of health technology, including quality assurance, and
monitering and evaluation through organized information systems.

The differences between individual and community expectations of

primary health care have been described by Jaksic. Individual users
expect great technical ability, human concern and privacy, free access
and easy communication, continuity of care, a comprehensive approach
and comfort. The broader community, however, expects effective care
for prevalent needs, reasonable costs, prevention of major health
problems, and diminishing social consequences of illness,®
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F oermer cites two anecdotal examples of the benefits of primary health

care, one from California, the other from Cuba.* When the California
Medicaid program introduced small co-payments, the co-pay population
showed a prompt reduction in ambulatory visits. This was
accompanied by a reduction in prescriptions and diagnostic tests.
However, several months later, the hospital admission rate rose
significantly. To improve access to primary health care in Cuba in the
late 1980s, the small teamns of a family doctor and a nurse were
established around the previously established polyclinics. Each team
served 600 to 800 people and offered health education, tests for case-
detection, prenatal care, immunizations, nutritional advice and general
health promotion. The gradual introduction of the family doctor
program enabled comparisons of served and unserved populations.
Populations served by the family doctor program had fewer hospital
admissions, less use of hospital emergency rooms and improved
detection rates of hypertension, diabetes and asthma. Family doctors
acquired a position of community leadership.

more systematic studies using international comparisons have shown

similar results. Starfield combined 11 indicators to give a primary care
rating to 10 countries. The UK ranked the highest followed by the
Netherlands, Denmark and Finland (all similar), Canada and Sweden,
Australia, Belgium, West Germany, with the United States being the
lowest, She also calculated a satisfaction-expense index and 12 health
indicators such as life expectancy, potential years of life lost and infant
mortality and low birth weight. There was a general tendency for the
primary care score, the satisfaction-expense index and the health
~ indicators to relate to each other, with one exception: the United
Kingdom. The UK had the highest primary care score but a low
satisfaction-expense index, no health indicators in the top third of the
distribution and 8 of the 12 in the bottom third of the distribution.%®
UK not only has the lowest per capita spending on health of the 10
countries studied, but UK and US are the lowest in the percentage of
central government expenditures for housing, social security and
welfare and for education. This emphasizes the importance of the
total concept of primary health care as envisioned in the Alma Ata
declaration.
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Physicians will be more likely
to practice preventive
medicine if they judge it
important, if they perceive
themselves to be effective, if
they consider it their role,
and have a feel for the degree
of health education needed by
their patients.

The organization of the health
care system itself serves to
emphasize certain types of

care over others.

e Royal College of General Practitioners®® sees several settings for

preventive activities by general practitioners. The first is the most
commonly used to date - the provision of preventive services in the
office setting. Other possibilities are meetings of at-risk groups,
assisting other professionals in local community initiatives and lobbying
" decision-makers and advocating for healthy public policy. Although
health promotion activities in many countries have evolved quite
separate from the medical care system, the primary care physician is
in a critical linkage role. The patient both expects advice and perceives
the physician as credible and trustworthy.® Moreover, the primary care
physician is often the one to whom the patient turns for specifics when
trying to modify behaviour or follow up the results of screening.

physicians’ attitudes play an important role in the rendering of

preventive care. Physicians will be more likely to practice preventive
medicine if they judge it important, if they perceive themselves to be
effective, if they consider it their rele, and have a feel for the degree of
health education needed by their patients.®® However many of these
attitudes can be shaped during training, and by developing the specific
skills needed for preventive medicine. It should not be assumed that
physicians currently in practice have the necessary skills to adopt anew
range of activities.

_)(:[ea,/llt Sydfém C/taracl‘eridfic:i /ee/afezl to
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The organization of the health care system often determines the typ;z

of care, and the orientation towards preventive or curative medicine.
In a comparison of the health care systems of Germany, Canada and
the United States, Grogan analyzes that "Germany's relatively high
utilization and funding of inpatient, ambulatory, and pharmaceutical
care, combined with its relatively low funding of services such as
community-based care, suggest a strong emphasis on curative services.
Britain's lower use rates and proportionately higher allocations to
community-based services suggest a greater emphasis on preventive
services. Canada, on the other hand, tends to emphasize traditional,




Intemational Lessons

physician-related services; this is indicated by its lack of coverage for
pharmaceutical, chiropractic, optometric, and dental services. There
are no public policies in these countries which explicitly state particular
health service priorities: the organization of the health care system
itself serves to emphasize certain types of care over others,™’

_gn assessing preventive services, it is therefore necessary to assess the

organization of the health care systems, with particular reference to
those characteristics that are related to primary care. Starfield assesses
the following health system characteristics in developing primary care
indicators: the type of system, the type of primary care practitioner,
financial access to care, the percentage of active physicians who are
specialists, and the salary of primary care physicians relative to
specialists. These will be discussed together with reimbursement of
physicians, which also has an impact on preventive services.

The interaction of these various mechanisms is well demonstrated by

the situation in Japan. In this context there is a total reversal of the
usual primary care to specialist relationship, with primary care
physicians earning almost double the rate of hospital specialists.
Phuysicians who wish to earn high incomes must go into private practice
in clinics and focus on primary care, even if they are specialists. Since
clinic-based physicians have no patient admitting privileges, they find
that their practices tend toward primary care, even if they are highly
trained specialists. Although this system, as in Germany, leads to
inefficient use of potential manpower and duplication of resources, it
also give physicians in clinics incentives to defer hospitalization because
once hospitalized, patients may prefer to be followed in hospital
outpatient departments. The result is a system that strongly
emphasizes ambulatory care, thus containing costs to a greater degree
than countries in Europe and North America. However, the fee-for-
service system combined with controlled fees, provides an incentive for
providers to maximize earnings by seeing more patients. The fee
schedule does not adequately reimburse cognitive services, so these
tend not to be provided. Since there are no incentives to maintain
quality, the public, perceiving that quality is low in the ambulatory care
system, is increasingly turning toward the teaching hospitals for "higher
quality care.” Since this results in long waits, a black market has arisen
for those who can afford it. %
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Equity in health care is one of -

the pillars of Health for All.
The dramatic difference
between the pluralist systems
of Europe and that of the
United States is that the
European systems ensure
health care for 90% of the
population, allowing the
wealthiest 10% to purchase
private insurance on an
individual basis, The
American system, on the
other hand, leaves 15-20% of
its poorest population
uninsured.

Financial Access to Care

E quity in health care is one of the pillars of Health for All. Universal

government-sponsored national health insurance or a national health
entitlernent is the most conducive form of equitable financial access to
primary care services. National health insurance sponsored by

‘nongovernmental agencies are an intermediate alternative. Public

financing of health care generally takes place through two main
mechanisms: taxation, or premiums paid by individuals, employers and
public funds. Funding for health care from general taxation is
considered the most progressive because individuals pay according to
their ability rather than according to their risk. This is the dominant
mode of financing for countries operating under a national health
insurance model {discussed further below). Many European countries
(see Appendix II, Table A2) have a pluralist system, whereby health
care is financed through multiple insurers. However, legislation
requires statutory insurance for the bulk of the population, with
premiums deducted from pay, and not based on individual risk. The
dramatic difference between the pluralist systems of Europe and that of
the United States is that the European systems ensure health care for
90% of the population, allowing the wealthiest 10% to purchase private
insurance on an individual basis. The American system, on the other
hand, leaves 15-20% of its poorest population uninsured.

J1umerous studies have shown that co-payment presents a barrier to

services. As illustrated above, even minor co-payments may represent
significant barriers to care among the poor. While utilization drops
with co-payment there is a differential effect on those who can least
afford it. Virtually every country requires some out-of-pocket
expenditure for health. Coverage of services varies, with most
countries insuring hospital and ambulatory care. However, large
variations exist in coverage of dental care, prescription drugs and
medical devices. For hospital care, 98%-100% of the population is
eligible for public health insurance in most of Western Europe and
Canada. Germany has slightly less coverage, at 92% {the wealthlest 8%
use private insurance), the Netherlands significantly less at 77% and the
United States at 40%. For ambulatory care, the US again stands out
with public coverage for only 25% of the population, but Ireland also
stands out with coverage for only 37%. While public insurance pays
the bulk of the bill for hospital care (»90% in most countries) and
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Equity in health will not
come about without
addressing the broader issues
of prevention and health
promotion.

The type of reimbursement
physicians receive for their
services relates to cost

containment, incentives for .

preventive versus curative
care, cognitive versus
procedural practices, and

many aspects of quality of
care,

International Lessons

ambulatory care (generally in the range of 60-90%), public expenditure
for medical goods is considerably less. It is high in Switzerland (90%)
and the United Kingdom (93%), intermediate (60-89%) in Finland,
Greece, Italy, Luxembourg, Portugal, Spain and Switzerland, and low
{<60%) in Austria, Belgium, Denmark, France, Germany, Ireland, and
the Netherlands. In Central and Eastern Europe, although universal
health care coverage has often been guaranteed in the constitution, in
practice, the black market in health care has meant significant barriers
fo care.

ﬂlthough financial access to care may have the most impact on

utilization of services of any of the factors discussed, equity in access to
health care does not necessarily lead to equity in health. In countries
such as Britain and Canada with no financial barriers to access to
medical care, social class differences in morbidity and mortality remain.
Equity in health will not come about without addressing the broader
issues of prevention and health promotion.

Effect of Reimbursement on Care

Fhe type of reimbursement physicians receive for their services is often

discussed because it relates to cost containment, incentives for
preventive versus curative care, cognitive versus procedural practices,
and many aspects of quality of care.

“Ihere are three common types of remuneration: fee-for-service,

capitation and salary. These are not mutually exclusive; in the UK,

. physicians receive a portion of monies through each method.

However, each method of payment is typically used within a particular
type of health care system. Fee-for-service is common where
physicians are self-employed and the physician-patient relationship is
one of free choice. Capitation payment is usually used for physicians
who provide primary care and act as the gatekeepers of the health care
system. Salaries are paid to physicians who work in establishments
which supply them with staff and equipment.

ANl of the payment options involve some type of incentive to the

physician and all have theoretical risks for the patient.®® Fee-for-service
encourages doctors to medicalize patients’ problems. There is an
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The method of payment of
physicians influences
consumption much less than
whether the patients have to
bear part of the cost of the
visit,

incentive to treat with medical remedies that require repeat visits.
Within the Health Maintenance QOrganization (HMQ) system in the
United States, it has been shown that capitated or salaried doctors
hospitalize patients less often than HMO doctors paid by fee-for-
service.® Salaried physicians may have incentives to provide better
counselling, fewer prescription drugs, fewer procedures, and less

" surgery. On the other hand, capitation payment is more likely to lead

to referral to a specialist. The number of services provided per capita
by general practitioners (GPs) tends to be lower in countries where the
capitation system predominates, such as Britain.

ﬂlthough conventional wisdom dictates that fee-for-service payment is

more conducive to overconsumption than the capitation system,
Sandier asserts that the data do not support this assertion.”® In
community health centres {described below), the centre may receive
funding on a eapitation or global budget basis, while physicians are on
salary. In this setting, there may be increased time available for
consultation and greater possibilities for delegation of services.
However, when physicians themselves are directly paid on a capitation
basis, the incentives are the opposite: to increase the number of
patients in the practice and thus decrease the time spent with each
patient (usually reflected in less prevention-oriented manoeuvres).
Ranking countries on the basis of the average time spent with a
physician, (number of contacts x duration), the consumption of
physicians’ time is. substantially higher when they are paid fee-for-
service than when paid on a capitation basis. In France the average
time spent with a general practitioner in the course of a year is 67

* minutes and in Germany 57 minutes, whereas in the Netherlands it is

only 18 minutes, and in the United Kingdom 33 minutes.**

It could be argued that the lesser time spent is due to less frequent

contact, less motivation for over-utilization, and better health.
However, examining only the average length of a GP visit shows the
same pattern: five minutes in the Netherlands, nine minutes in
Germany and 14 minutes in the United States. And while the number
of contacts would be expected to be lower in countries where capitation
predominates, analysis in countries where capitation and fee-for-
services co-exist (Denmark, the Netherlands) shows that the method of
payment of physicians influences consumption much less than whether
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the patients have to bear part of the cost of the visit. In general,
incentives embodied in the various payment methods are often offset
by other factors, such as scale of charges, patient out-of-pocket
payments and patient access or physician activity restrictions. Payment
method also seems to have a weaker impact on utilization of services
than factors such as population morbidity, national health insurance,

~ professional ethics and medical technology.%®

S imilarly, the early literature on HMOs found expenditure reductions

of 10% to 40% compared to fee-for-service arrangements.”*7%7?

However, the primary source of these savings was reduced
hospitalizations per enrollee rather than reduced ambulatory care or
shortened length of stay once hospitalized. The finding of lower costs
by HMOs, however, may also reflect selectivity biases. These may be
on the patient side whereby patients who are less frequent users of
medical care may be more likely to enrol in HMOs or on the physician
side wherein providers who limit services when they feel cost exceeds
benefit prefer practising in HMOs, while providers advocating all care
with any expected positive marginal benefit may prefer fee-for-service
arrangements,”

How are the perceived better orientations of HMOs translated into

improved prevention practices? Physicians in publicly funded health
centres are more likely to adopt preventive service recommendations
than physicians in the fee-for-service setting. HMOs on the other hand
often don't have any better provision of preventive services than fee-
for-service practices, because time restrictions are very important, with
the structure of the medical encounter still very problem-oriented and
time-limited. Thus the overall nature of the reimbursement scherhe
alone does not increase prévention-oriented activities.

here is however, reason to believe that there is a role for specific

incentives for preventive services. Medical practice can be influenced
by change in tariffs. The number of home visits in Canada closely
relates the uprating or downrating of the fees paid for this service. We
have seen the effect of payments for cervical smears in the
Netherlands. Further evidence comes from Great Britain. Recent
reforms have changed cervical cytology from a fee-for-service item to
an item reimbursed only when a specified proportion of the population
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An informal surpey of CINDI
countries showed that most
respondents felt that if

prevention were distinctly

remunerated, physicians
would be more likely to
engage in such activities.

Regulated primary care
centres are considered the

highest commitment to
primary care.

is screened. Whereas no dramatic increase in screening rates was
noted when fee-for-service payments were added to GPs salaries,
payment only upon reaching specified targets has had a dramatic
effect.”® This may relate to the opinion of HMO managers in the
United States who felt that there would be little noticeable effect on the
ordering behaviour of physicians if their level of risk sustained from

‘withheld funds was below 5%.7 In other words, incentives may need

to be substantial to work. In general, though, incentives have been
found to have a less immediate impact on physicians than have rules.”
Nevertheless, an informal survey of CINDI countries showed that most
respondents felt that if prevention were distinctly remunerated,
physicians would be more likely to engage in such activities.

R eimbursement methods are also important in the overall allocation of

health services. The budget allocation process implicity shapes the
health priorities of many countries. The distribution of funds among
hospitals, physicians and technology determines the relative priorities
of preventive care, and of secondary and tertiary services.®? Per diem
hospital reimbursement, as seen in Germany, will tend to encourage
long inpatient stays whereas the capitation method for reimbursing
hospitals, as seen in Canada, will tend to reduce emphasis on inpatient
care.®

Type of System

Requlated primary care centres are considered the highest commitment
to primary care. Community health centres have a number of
advantages over solo practitioners. They generally provide more
health-maintenance and preventive services and can improve the quality
of care by bringing general physicians, specialists, and other health
professionals together.

C;Ommunity health centres (CHCs) are multidisciplinary,

multifunctional, community-oriented ambulatory care centres which
offer a broad range of services. Compared to s