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Introduction

In 1978, the WHO Member States adopted the principles of primary
health care as the key to health systems development.? Seventeen
years later, in 1995, the WHO European Region has experienced far-
reaching political, social and economic change. Nevertheless, primary
health care (PHC), both as a concept and as a component of a health
care system, continues to be of critical importance in current health
care reforms. The emphasis has been shifting, however, from general
principles, PHC resources (inputs) and organizational structures
towards PHC outcomes, critical performance functions and their
managerial requirements. The Regional Office for Europe has
actively supported this transition as an expression of the regional
policy for health for all. Approaches for describing and targeting the
development of PHC are being established for this purpose.

Organizational thinking is thus readdressed by looking at how
different health services and settings in the community can better
contribute to the performance of the functions that are critical for
better health care systems. This allows a clearer understanding of the
effects of different health care policies, including financing strategies,
on health and health care, the role of different health care providers
and the basic requirements for intersectoral cooperation and
teamwork. This is particularly relevant to the central and eastern
countries of the Region, whose health care systems are undergoing
significant change.

Systems in Transition and the PHC Challenge

In the 1990s, most countries in the Region are introducing some sort
of reform in their health care systems. Their motives vary widely,
however. Most western countries are primarily concerned with the
ever increasing share of the gross domestic product spent on health
care, without a proven improvement in health outcomes.

Not all the western countries of the Region had the same starting
point for reform. Nevertheless, the problems created by the increasing
proportion of elderly people in their populations, with a new

3 Alma-Ata 1978. Primary health care. Geneva, World Health Organization, 1978
("Health for All" Series, No. 1).



perspective on the mixed social and health care services that they
need and deserve at home and in the community, would be enough to
justify the concern about the growing costs of care. Another factor is
the impact of new medical technology, which expands the range of
available interventions, increasing survival and citizens' expectations.
In such a context, concerns about how to ensure the more efficient use
of resources and to improve effectiveness and quality, without losing
achievements made in equity during the last four decades, govern the
reforms initiated in this group of countries. PHC is seen as a possible
means of providing first-contact care to most people at lower cost:
care that is flexible and delivered close to where people live and
work. One surprising result of this situation is that some countries are
introducing certain changes at the very moment when others are
removing them after some years of experience.

Meanwhile, the central and eastern countries of the Region are
even more concerned with change, using it to get away from
institutions and practices that are now unwanted. These changes
include the introduction of market economy mechanisms in health
care. Other important factors may include a larger role of population
health needs in guiding health care systems, and the possibility of
taking account of social aspects of human health that were rarely
addressed in the past. These are stimulating challenges for health care
reform. General practice is taking a leading role in PHC, and the
philosophy underlying the organization of health care flees from any
collective  considerations. This allows physicians increased
independence and the citizens the freedom to choose their medical
care providers and ask for certain items of care. Providers in their turn
legitimately search for increases in their income. The risk that these
conditions will result in a drastic reduction in equitable access to
health care in relation to need and an increasing demand according to
purchasing capacity cannot be overlooked.

Health care reforms thus face common problems all over the
Region: to control health care expenditure, contain increases and/or
obtain extra resources, to assure the quality of care in the widest sense
of the cost-effectiveness approach, and to ensure equitable
accessibility.



Readdressing PHC: a New Framework for
Analysis

It has been repeatedly voiced in the Region that the principles of the
Declaration of Alma-Ata and the health care structures built on them
have not resulted in the expected achievements in health and health
services organization. Does this imply that those principles are
obsolete? At WHO we believe, on the contrary, that the current
changing environment requires a different perspective on PHC, an
approach that takes account of the main elements that give shape to
the PHC system and lead to concrete gains in health. This approach
should include closer attention to the policies through which PHC
services are organized and provided, the functions carried out by its
various providers, the settings where these functions are performed
and services delivered, and the goals and outcomes of the health care
system as a whole.

Fig. 1 shows the main components of a PHC system: its
functions, settings and providers. In addition, each system has basic
goals, articulated through policy that defines its functions and/or
scope or through the actual services offered. These goals may be to
improve the health of the population, to stress disease prevention and
health promotion and to care appropriately for the sick and disabled.
Care providers carry out these functions in various settings. An
evaluation of PHC services' impact on health, equitable availability
and appropriateness, measured at both the individual and community
levels, is the basis for improvement of the health system as a whole.



Fig. 1. Main components of a reference model of a PHC system

Health care outcomes

Settings Providers
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To assist the development of organizational models for health
care in European countries, the model briefly presented here is a tool
to describe the interrelationships of the main components of the PHC
system, both as it is and as it is desired to be. After further refinement,
this model is expected to provide a framework for analysis and
discussion of the various alternatives for the future development of
PHC in the European Region. Topics for review include the nature
and scope of primary care policies, settings, functions and providers,
outcome indicators for monitoring and targets for health gain.

In addition, general practitioners and other health professionals
can use the reference model to describe their relationship to the main
components of the PHC system. Health system designers can use it to
understand the basis of general practice, regardless of their particular
purpose: technological, organizational, economic, etc.

Policies

Several factors are shaping the agenda for health care policy in the
Region; many of these are particularly relevant to PHC. Many
countries, including several central and eastern countries, are moving
towards a less hierarchical, more normative, and more integrated
organization for health services. This transition is also occurring at
varying levels in western and southern countries.



It is important to recognize that each country's current status is
unique. Some countries are working to develop a health care system
that provides more choice for patients and autonomy for providers,
and introduces market mechanisms within both the public sector and
privatisation efforts. The separation of the financing and the provision
of care needs special emphasis as reforms are being implemented. The
change in the social value of health services, from a public good to an
economic good, has helped to improve awareness of the true costs and
importance of public health services, including both PHC and basic
public services, such as the provision of clean water.

In countries with pluralistic health care systems, the tendency
towards fragmentation and a subsequent lack of continuity of care are
matters of concern, particularly as these shortcomings affect special
groups, such as elderly or indigent people. The escalation of costs and
the often unsuccessful efforts to contain increases point to another
area of concern.

Current trends in policy in the Region include the central
financing of health care, with some sort of decentralization. The
former is intended to ensure access to health care for the whole
population. The source of funding — whether general tax revenue or
health insurance premiums — seems to matter less than ensuring that
people who are not working are entitled to health care through
appropriate arrangements. Indeed, in many countries, young, retired
and unemployed people comprise a larger proportion of the
population than working people.

The definition of decentralization is another of the relevant
issues. Far too often it means no more than deconcentration,
amounting to a shifting of workload from centrally located offices to
agencies in the field that have no authority to make decisions or to
exercise discretion. The definitions range further, through delegation -
implying the concession of broad authority to plan and implement
decisions on particular activities — and devolution — implying the
relinquishment of certain functions to local units that become
autonomous or independent — to effective transferral — the handing
over of assets by the central government to a nongovernmental
institution to operate and manage. There are more examples of trials
than of effective accomplishments. Much clarification is needed if the
real influence that communities and people may have on decision-
making on health services is to be understood.

Another of the trends in most Member States is an increase of the
proportion of out-of-pocket participation by patients. This is not



always consistent with the health goals stated, and can be an effective
barrier to equal access to services.

The introduction of mechanisms for market competition by
providers is intended to increase operating efficiency, with greater
facilities for cost-containment and improved resource allocation.
Other expected outcomes of this trend in newer health care policies
are the enhancement of consumer influence and satisfaction and an
increase in the quality of care. No consistent proof has been found,
however, that these results occur. The opposite outcomes — increased
production of unneeded services and the reinforcement of more
powerful providers of redundant services — have been identified in
some countries of the Region and elsewhere. Indeed, an increase in
underused high-technology units contributes to a noticeable loss in
the quality of the services that they delivered.

Beyond what is described above, other factors in the policy
development process include demographic and epidemiological
factors, human resources for health, and technical and technological
development. The WHO policy for health for all specifically supports
the following view of PHC: PHC focuses on the long term and on
health, not merely health services, and emphasizes health promotion
and disease prevention. It calls for community participation and
involvement, and relies on intersectoral action and international
cooperation. It gives priority to equity. Mechanisms should be in
place to realize this view in a country's PHC system, taking account of
the needs of traditionally marginalized or other special groups.

Demographic and epidemiological factors

Demographic and epidemiological factors, such as aging, population
mobility, migration (both within the Region and from others), and
significant changes in disease prevalence, such as those related to
AIDS, will influence the policy environment in the 1990s. The use of
clinical epidemiology to identify priorities for disease prevention and
health promotion activities is one way to translate policy into action.

Health care financing and reimbursement

A major element of the current policy environment of PHC is change
in the financing of health care. The practical relationships between
providers and organizers of care at the national, regional or local
levels include new mechanisms, such as the contracting of functions
previously within the national health system, "purchasing health" or
the health maintenance concept, giving PHC its own budget or making
it a global budget holder (as a gatekeeper for further services), and
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preferred provider arrangements in specific geographic or other
settings. These arrangements have clear implications for the work and
interrelationships of health care providers.

Management strategies and managed care

Changing the management and organization of health care delivery is
a major part of the reform process. In some countries, the new
initiatives, either private or public, were intended to improve the
efficiency of the health care system and have resulted in a new
partnership between health authorities and providers. Management
strategies in assessing needs, improving accountability, facilitating the
analysis and flow of information and meeting patient expectations and
regional health targets are more likely to be accepted if they are based
on the current political and social culture. The desired level of
planning and integration in the entire health care system and in the
primary health care subsystem, as well as the actors responsible for
this coordination, should be clear.

Human resources for health

The development or absence of human resources policies is crucial.
Such policies should include the effective use of appropriately trained
people as well as the continuous critical review of accepted norms.
For example, the ratios between closely complementary professionals,
such as physicians and nurses, is currently under examination in many
countries in the Region.

Technical and technological development

The rationalization of health services ~ to increase their efficiency and
ability to improve health — must balance the desire to provide high-
technology but relatively limited services with the need for low-
technology and widely available services. The evaluation mechanism
and planning function of the health services should routinely make
cost-benefit analyses and measure the opportunity costs of investing
in high technology equipment.

In particular, PHC providers should have access to the
appropriate tools (such as, training, technology and communication
methods) that strengthen their abilities to promote health, to prevent,
diagnose and treat disease, to give care and to rehabilitate from ill
health. Hence, the introduction or continued use of technology,
including equipment, should be based on its appropriateness, the
health needs of the population and the resources available in the
country.



QOutcomes

The expected result of using health care services should be an
improvement in the health of individuals, families and communities.
This too obvious statement is not often reflected in the changing
policies implemented in many countries. All too often, social,
political or economic needs are the sole basis of health care reforms.
The consequences of these reforms on health are, willingly or not, put
aside or simply not considered.

The use of current measures of health outcome, as well as the
development of new indicators that specifically address health gains
attributable to PHC services, is one of the most needed steps to
improve the knowledge of the real impact of PHC on people's health.
Further, relating health outcomes to particular health service policies
could considerably improve decision-making ability and prevent the
waste of energy and hope on unreasonable expectations.

The transition to a new focus for health services, from the
process to the impact of health care, is steadily winning acceptance.
Explicitly formulated targets, measurable and subject to statutory
evaluation, offer several advantages. First, targets are concentrated
pieces of knowledge and intelligence; they point to tasks that are
important and seem to be reasonably feasible. Second, collectively
and individually they attract the attention of different groups in
society and, in doing so, prepare the application of health policy to the
situation of these groups. Third, indicators to use in measuring
progress towards the achievement of targets provide a basis for and
ensure comparisons.

The target approach to formulating health policy includes the
systematic monitoring and evaluation of progress using valid and
appropriate indicators. The data collected should be analysed,
compared on the national and regional levels, and then fed back to the
organizers, providers, and receivers of care.

In many countries in the Region, the leading actor in PHC is the
general practitioner (GP). Because GPs are crucial to achieving the
goals of a health system based on PHC, they require support that
includes appropriate training, incentives, technology and evaluation
mechanisms. To benefit the individual patient and practitioner, quality
assurance or audit protocols for general practice are being integrated
within selected PHC systems. International and national networks of
practice-based outcome research have been formed.



Functions and settings

Caring for the diseased is the most traditional function of PHC
services, as much for acute conditions as for chronic and incurable
ones. It is, however, only one of the wider set of functions related to
the desired health outcomes. To inform patients and citizens about the
provision of care and to help them avoid the dangers of either too
little or too much treatment comprise another important function that
can only be appropriately developed at the first-contact level of care.
Others include health promotion, disease and injury prevention,
rehabilitation and the provision of palliative care. These are all
functions related to the ill health of individuals and groups.
Irrespective of the precise mechanisms that link the activities of PHC
professionals with the actual care of the community as a whole, the
gathering of essential, valid, reliable information on the health
problems and needs of its members is one of the functions that PHC
should perform. This would permit health surveillance,
epidemiological and clinical research and quality assurance. In
addition, training is needed for undergraduates and to update the
knowledge and skills of practising professionals.

To begin to understand the role of the PHC providers and all
other participants in health care process, it is necessary to delineate
the more important settings for PHC; this should include not only the
intended accessibility and impact of care for the majority of the
population but also care delivery points intended for special groups.

The setting in which PHC is given influences its development
and its organizational, managerial and financial characteristics. Major
care delivery points include such settings as GPs' offices and health
centres, the pharmacy, the family and home, the school, the
workplace, the city and special settings.

Organizational settings

Throughout the Region, PHC providers work either in groups (in
health centres, group practices or outpatient clinics) or in solo
practices. Different organizational settings can influence the way
providers work. Working in a group creates an environment that
facilitates but does not ensure effective teamwork. Solo practices can
be part of a functionally integrated health care system, if the system is
so designed.



Pharmacy

The pharmacy, beyond its more traditional activities, can play an
increasingly important role in the exchange of health care information
and in health education and health promotion.

Family and home

The family and home comprise a setting with a particularly important
role in the health care of children, the physically handicapped, people
with mental disorders, the aged and the terminally ill. GPs, nurses and
social workers are expected to play an essential role in family and
home care.

Relatively little information exists across the Region on the types
and quality of family and home care. Providing an acceptable degree
of continuity between home care, outpatient and institutional care is
one of the challenges ahead. Appropriate technology for home care,
including information and telecommunication support for particular
health care episodes, also deserves special attention.

School

From a PHC perspective, the school setting is the meeting point of
children and adolescents, teachers, parents and PHC providers. It can
become a very supportive environment for psychosocial development
and healthier lifestyles, if intended and designed for this purpose.
Powerful insight can be gained into the current physical and mental
health of the people involved, as well as likely future developments. It
is a privileged space for health advocacy and action, and a good
starting point for teamwork.

Workplace

Most of the adults in the Region spend a considerable proportion of
their lives at work. A number of environmental conditions in the
workplace can affect health, working conditions, and work styles;
these can generate different degrees of injury, disfunction and stress.
In addition, the workplace is a setting where the adult population in
particular has access to a large variety of information on health, and is
exposed to health-related beliefs, attitudes and behaviour. High-
quality PHC requires a good understanding of the working
environment and the capacity to operate through it appropriately.

10



Cities

The urban setting is home for the large majority of people in the
Region. Healthier cities in which to work, play and live should be able
to provide all segments of their diverse populations with timely,
accessible, affordable and high-quality health care. The idea of a
healthy city allows a comprehensive understanding of the largely
interrelated factors that influence and facilitate health, and therefore
the stimulation of the intersectoral networks capable of addressing
them.

Special settings

Special populations such as refugees, prisoners, the homeless and
people living in isolated areas, may not have access to typical health
care settings. Care for them is given in special settings.

Contribution to Nursing and General Practice

Nursing

Nurses and midwifes are key members of PHC teams. They are the
largest group of health workers in the Region, about 5 million, and are
a major force for good in the delivery of first level care.

NursesP are trained and organized in various ways according to
the health systems in the different countries of Europe but in every
country they give care to individuals, families and groups. Nurses
work with people of all ages giving holistic care, in the context of the
family and including social, psychological and physical aspects, to
people in hospital and ambulatory settings, the latter include:
community hospitals, health centres, health clinics, dispensaries, first
aid posts, schools and workplaces.

Midwifery 1is a separate profession in many countries,
independent of nursing. Midwives give preconceptual advice,
including family planning, look after antenatal women, conduct
normal deliveries, in hospital and the community, care for the mother
and baby postnatally, encourage the establishment of breastfeeding, or
formular feeding if this is the considered wish of the mother, and

b Nursing has been used as a general term to describe the caring professions.
In the CCEE and NIS terminology and definitions vary and the term should
be understood to include all health workers doing nursing work, including
nurses, midwives and feldshers. For brevity nurses and midwives are referred
to as 'nurses’ and their activities as 'nursing'.

11



advise on care of the infant. Women who are expecting a baby or
caring for an infant are susceptible to advice and the midwife is able
to take the chance that this offers and use her influence to raise the
health status of the mother and her family. Midwives use the
opportunity to promote the health of the mother, infant and the wider
family by discussing, among other things, such matters as: nutrition,
child development, disease prevention, accident prevention, smoking,
alcohol and drug misuse.

In all the countries of the Region registered nurses deliver basic
nursing care in the community. In many countries nurses undertake
further education to enhance their skills and extend their practice.
Examples include the following.

Felsdshers are registered nurses who have a longer training that
enables them to practice independently. In countries where there are
not enough doctors, particularly in rural areas, the feldsher may be the
health professional responsible for delivering PHC in the community.

Health visitors are registered nurses with additional training that
places emphasis on health. Their duties include profiling their client
population, searching for health needs, identifying gaps in health
services in their locality, promoting health, preventing disease and
health education. Health visitors visit mothers and babies in their
homes to support the mother giving advice on such matters as infant
and child nutrition, child development, behaviour problems, disease
prevention, in particular encouraging mothers to complete their
children's immunization programme. Health visitors are in a good
position to detect and protect vulnerable family members from abuse,
especially children, people with disabilities and the elderly abuse.
Health visitor is often the key worker for the family coordinating
social and health services to the family. Public health nurses and
social nurses have similar roles in PHC.

The division between primary and secondary care is not always
clear cut, in some countries there are specialist community psychiatric
nurses and paediatric community nurses whose role is to make
possible the early discharge of patients into the community and to
give such children continuing secondary care in their own homes.

School children and workers are cohorts of people to whom the
accessibility of first level health care at school or in the wokplace is
both practical and socially acceptable. Health promotion, in the
school or workplace, conducted by nurses with peer groups of
children or workers is particularly effective in influencing changes in
health behaviour to achieve health gains.

12



Other groups to whom nurses give PHC include members of the
armed forces, prisoners in civil prisons and people in refugee camps.
In the many situations that nurses care for people they act as
advocates for their clients and patients helping them to access health
services and to use them effectively and encouraging them to have a
voice as consumers of health services.

The influence of nurses is increasingly acknowledged by
Member States; all agree that the role of the nurse needs
strengthening, especially in the NIS and CCEE. The entire nursing
infrastructure in these countries: leadership, education, practice
development and institutions needs to be improved if nurses are to
become effective participants in PHC teams fulfilling their role in
health promotion, health maintenance and the prevention of disease as
well as traditional care.

The vision, policies and conceptual framework that nurses
devised at the WHO European Conference on Nursing in Vienna in
1988 were the springboard for the WHO 'Nursing in Action Project' to
tackle this problem. Nurse leaders met and set clear priorities for
nursing development that link closely with countries' overall national
health policies. The plans embrace the reform of basic nurse
education, management and leadership development and models of
good practice. Urgent requests for high quality education materials
for nurses led to the development of a new project, LEMON; the
production of LEarning Materials On Nursing. Clinical nurse leaders
have been trained in project management, and guidelines have been
produced. Successful programmes, those that lead to a measurable
improvement in health outcomes, are being studied in order to
develop models of good practice. In response to the need for
information a Country Profile on Nursing and Midwifery for each of
the Member States has been produced. Further, WHO has distributed
its documents on the nurses' roles and functions, reorientation of
nursing to PHC and other topics throughout the Region, and these
have been translated into the vernacular languages of a number of
countries.

General practice

Family medicine or general practice is the other main component of
PHC services. Medical practitioners devoted to PHC are agents for
health, dedicating their energy and professional skills to care for the
human being, irrespective of age or gender, from conception to death,
at home, in the community and in hospital. Exactly how the

13



practitioner does this depends mainly on the precise organizational
arrangements made in each country. Medical practitioners for PHC
consider, in their relationship to the people for whom they care, not
only the physical components of health, but the psychological and
social ones, too. They therefore address the family as the first and
most important group to which all human beings belong. Caring for
the whole family is a definite aim of the training and practice in some
Member States. More important, however, is an awareness that the
family moulds how people present and express health and disease,
and the understanding of interactions in the family system that
condition such behaviour.

Usually general practitioners are most concerned with meeting
the demand for the provision of personal care. This is, however, a
limited view of the role they can play to improve people's health but
also a traditional one. Readdressing general practice, so that
practitioners widen their contribution to the achievement of health for
all, is the main challenge not only for the profession but also for the
whole community in all Member States. WHO is willing to support
this change through all possible means, and is acting as a catalyst in
the development of a Charter for General Practice in Europe with
national and European bodies representing professional practice,
research and academic teaching and training. Based on research on
the current situation and knowledge of general practice capabilities in
the Region, the Charter shall deal with the characteristics and
principles of general practice and indicate the broader scope and
purpose that general practice needs to make its contribution to the
achievement of health for all. The Charter should outline the areas
where skills and knowledge are needed, including the practitioner's
involvement in the fields of personal and community health related to
lifestyles, environmental factors and the health care services. It should
constitute a basis for changes in the policies related to general
practice, as well as training and research, of future general
practitioners throughout the Region.

In most countries medical graduates can no longer enter general
practice without previously following a qualification process of
formal education and training leading to official recognition as
specialists in the field. EU Directive 93/16/EEC requires two years of
full-time training in general medical practice as from 1 January 1995
in all member countries. although specialization was already
mandatory since 1960 in some WHO Member States in the Region.
University departments of general practice, professional and scientific
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associations of GPs, academic bodies and scientific journals have all
multiplied. The 25 years old European Society of General Medicine
(SIMG, Societas Internationalis Medicinae Generalis) and the more
recent European branch of WONCA (World Organization of National
Colleges, Academies and Academic Institutions of General
Practice/Family Medicine) engaged in a merging process that resulted
in the inauguration of the European Society of General
Practice/Family Medicine in October 1995, a new body that publishes
its own scientific journal. Other European bodies deal specifically
with research (EGPRW), education and training (EURACT) and
quality assurance (EQuiP) in general practice and have well
established national representations and regular working meetings.
Meanwhile, the political association European Union of General
Practitioners (UEMO) has been influential on the definition of a
professional role and the specific training needs during the last 25
years.

The WHO Regional Office for Europe has backed the
development of PHC through general practice by organizing working
groups on the contribution of general practitioners to health for all
and on needs assessment in local areas and its consequences for
health care provision. In 1991, it sponsored studies conducted by well
known experts on the role of general practitioners in the provision of
comprehensive PHC, economic and social support for intersectoral
collaboration for health development, indicators of community
involvement in health, general practice in five European countries
(Finland, Ireland, the Netherlands, Spain and the United Kingdom)
and the organization of health care for disadvantaged groups. Finally,
the Regional Office sponsored a newsletter on work towards health
for all.

Four WHO meetings have followed the development of PHC in
the southern countries of the Region since 1986. In February 1993,
the Fifth Forum on Primary Health Care Development in Southern
Europe was extended to cover its relevance to the central and eastern
countries of the Region. Eleven experts from Greece, Italy, Portugal,
Spain, Turkey and Andorra, along with six from Croatia, Poland,
Romania, the Russian Federation and Slovenia, met in Andorra la
Vella to exchange their experiences with PHC reforms, trying to
indicate the efforts that had led to desired results and those that had
failed. Annex 1 comprises the report on this Forum and outlines the
decisions that led to the birth of this book. Chapter | deals with the
problems and challenges faced by countries when engaging in health
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care reform with particular attention to the PHC sector. Chapter 2
describes the most recent developments in PHC reform in four
southern Member States of the Region. The authors have tended to
apply the framework for analysis discussed above.

The WHO Regional Office for Europe supports the development
of PHC in the central and eastern countries of the Region. Its recent
activities include:

— two meetings of an Expert Network on Family Practice
Development Strategies in 1995;

— a meeting on general practice/family medicine development
in the CCEE in 1993;

— a working group on the development of general practice in
these countries in 1992;
— a study on the main entry points for this development in 1992;
— assessments by experts of the development of PHC in the
former USSR in 1990, Bulgaria in 1991 and Poland in 1991,
— seminars to analyse changes in PHC in Hungary in 1990 and
1991;

— workshops on PHC development in Czechoslovakia in 1991
and Poland in 1992; and

— a workshop on the development of a curriculum for
postgraduate training in general practice in 1990.

The substantial financial contributions of the World Bank and the
European Union’s PHARE programme to PHC development in the
central and eastern countries, and the constitution of various
international consortia to carry out the changes, particularly in
Romania and Poland, show that PHC development is a field of great
interest to development agencies not primarily concerned with health.
This confirms that WHO should continue to take the lead in PHC
reforms in this area of the Region. Chapter 3 deals with some of the
most recent developments in Poland, Romania and Slovenia, with an
approach similar to the one adopted in Chapter 2.

Chapter 4 deals with some future perspectives for the
development of PHC in the Region during the 1990s. Health and
health care have much to do with development and human behaviour.
At the turn of the century that has seen the appearance of high
technology in health care, the challenges posed by the health for all
strategy remain valid. Health care providers, decision-makers and the
populations they serve should adapt their views and behaviour to
create healthier PHC services.
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Health care reform in Europe:
the case of primary health care

J. Gérvas

Introduction

The 1974 Lalonde report on the health of Canadians (/) was the first
government report to acknowledge that a biomedical health care
system is not the only option for the improvement of health. The
report claimed that the major potential for disease prevention and
health promotion is rooted not in the organization of health care but in
the three other elements of health: human biology, environment and
lifestyle. The WHO health for all initiative established six main
principles that were contained in the Lalonde approach:

equity in health

health promotion
participation by the people
multisectoral cooperation
local health care
international cooperation.

The WHO Regional Office for Europe has pursued its policy for
health for all by devising 38 targets related to the outcome, process
and structure of health care (2). In addition, the Member States were
invited to ensure that legislative, environmental, administrative and
economic mechanisms provide support and resources for the
promotion of health for all.

Many Member States have established national policies
following that for health for all. The extent to which the six main
principles have been applied, however, is not proven. The goal of
translating these principles from rhetoric into working practices
should be pursued.
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In recent years, WHO has undertaken many activities at both the
European and national levels to support the development of primary
health care (PHC), a critical issue within the health for all initiative.
How far do the data indicate a switch of priorities towards PHC, in
line with the principles of health for all? In the 1980s, financial
resources were clearly transferred from hospitals to PHC in Denmark,
France, the Federal Republic of Germany, Italy, the Netherlands and
the United Kingdom. This may also be the pattern in Belgium, Ireland
and Luxembourg. The opposite trend, however, prevails in Portugal
and Spain (3).

Dissatisfaction with the incentives under the present method of
organizing and paying for health services is leading the countries of
the WHO European Region to plan and implement health care
reforms. None appears satisfied that it has found the answer to issues
such as ensuring efficiency and attaining equity in the health care
system, and many are implementing health care reforms. Some of the
difficulties, such as demographic trends, lie outside the control of
government, and some can be controlled by changes in the design of
financing, payment and regulation systems for health care. For
example, changes could be made in the way that pharmaceutical
prescriptions are made and reimbursed.

The countries of the Region face difficulties in financing and
delivering their health services (4). The problems include: remaining
gaps in access to services, rapid increases in health expenditure and
concerns about inefficiency and poor performance. Are the countries
implementing the policy for health for all to solve these problems?
Economic recession increased the pressure on countries to use
resources appropriately. During the 1980s and early 1990s, the
containment of public expenditure, including the total amount for
health spending, became a critical aim. In some way, implementing
the policy for health for all might be a response to cost containment,
as a means to link improvements to priority areas and needs.

Characteristics of Health Systems

Health care systems in the European Region vary greatly. Each
country's system is rooted in its history and reflects its political and
cultural philosophies and beliefs (5). The strongest influence on
health care systems, however, is national wealth.
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In comparisons of European countries, the types of health system
can be classified in various ways, but probably the most practical one
is to relate them in terms of economics and levels of health of the
population. Economic terms include both reimbursement and
financing methods: how hospitals, professional practices, physicians,
nurses, pharmacists and others are paid for services, the types of
service, and the sources and distribution of funds.

Universal health insurance is the rule in the Region. Health care
expenses are covered through a public plan that both finances and
regulates services. Such systems can work in different ways; for
example, care providers such as general practitioners may work in
their own premises and be independent professionals. This 1s the case
in Austria, Belgium, Denmark, France, Germany, Ireland, Italy, the
Netherlands, Switzerland and the United Kingdom. In contrast,
general practitioners are salaried public employees in Finland,
Portugal, Spain, Sweden and, at least until recently, in the central and
eastern countries. Despite such differences, the health systems in
European countries share some common characteristics (6):
comprehensiveness, regionalization and an emphasis on preventive
activities.

Coverage

Compulsory health insurance covers 100% of the population in the
central and eastern countries of the European Region and more than
90% of the population in western countries, with a few exceptions
(Table 1.1). The people not covered are mainly the more affluent,
who may choose not to participate in the public plans but in private,
voluntary insurance schemes. Although coverage is compulsory for
only about 37% in Ireland (for ambulatory care) and 75% in the
Netherlands (for hospital and ambulatory care), voluntary health
insurance fills virtually all the gaps left by statutory insurance; the
entire population in both countries is covered for major risk.

The money for health care flows from consumers or patients to a
single or multiple third-party payer and/or from patients to providers
(Fig. 1.1). The third-party payer acts as intermediary between the
receivers, providers and sometimes the financers of care, and
shoulders the financial risks of illness the patient would otherwise
face, in exchange for a transfer of money. In the European Region, the
transfer takes the form of taxes or premiums that are based strictly on
the insured person's ability to pay. This method arose from the belief
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Table 1.1. Percentage of the population eligible for public health
insurance, 1987

Population covered for:

Country
Hospital care  Ambulatory care

(%) (%)
Austria 99 99
Belgium 98 93
Denmark 100 100
Finland 100 100
France 99 98
Germany, Federal Republic of 92 92
Greece 100 100
Ireland 100 37
Italy 100 100
Netherlands 77 72
Norway 100 100
Portugal 100 100
Spain 98 97
Sweden 100 100
Switzerland 98 98
United Kingdom 100 100
United States 40 25

Source: Jénsson, B. (6).

Fig 1.1. Economic relationships in the delivery of health care

Consumers/
patients Money

-

Providers

>

Health services
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that individual contributions to health insurance should be based on
the ability to pay, not previous health status. The third-party payers
(the insurers) in the Region pay the provider for services to insured
people, except in Andorra, Belgium, France, Luxembourg and
Monaco, where the insurers reimburse to patients part of the cost of
some services, on the basis of receipts or bills submitted to them.

The public share of total health spending is very high in the
European Region (Table 1.2) (7), ranging from 62% in Portugal to
95% in Norway in 1990. Private health expenditure covers copayment
and private health services, including over-the-counter medication,
non-benefit services and private physicians.

Table 1.2. Public health expenditure as a percentage of total health
expenditure

Country Public expenditure (%)
1980 1990
Austria 69 67
Belgium 83 83
Denmark 85 83
Finland 79 81
France 79 74
Germany, Federal Republic of 75 73
Greece 82 76
Ireland 82 75
ltaly 81 76
Netherlands 75 71
Norway 98 95
Portugal 72 62
Spain 80 78
Sweden 93 90
Switzerland 68 68
United Kingdom 90 84
United States 42 42

Source: Schieber, G.J. (7).

A higher coverage rate and a greater share of public financing in
Europe may be thought to imply significantly higher total
expenditure. A comparison of European countries to other developed
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nations, however, shows that this is not the case. The United States
has very low public health coverage of the population and public
share of total health spending but very high total health expenditure
(Table 1.3). In the USSR, the percentage of gross domestic product
devoted to health expenditure was only 2.4% in Georgia in 1987 and
2.7% in the Ukraine and 3.0% in the RSFSR in 1990. The higher
share of public financing in the European Region does not result in
higher expenditure; the opposite is true.

Table 1.3. Total health expenditure as a percentage of gross domestic
product

Total expenditure (%)

Country Compound
growth rate
1980 1990 (%)
Austria 7.9 8.4 0.6
Belgium 6.7 7.5 1.2
Bulgaria 7.22 -
Czechoslovakia 5.52 -
Denmark 6.8 6.3 -0.8
Finland 6.5 7.8 1.9
France 7.6 8.8 1.6
Germany, Federal Republic of 8.4 8.1 -0.4
Greece 4.3 5.5 2.4
Hungary - 5.58 -
Ireland 9.2 7.0 -3.6
ltaly 6.9 7.7 1.2
Netherlands 8.0 8.2 0.2
Norway 6.6 7.4 1.1
Poland - 5.50 -
Portugal 5.9 6.7 1.2
Slovenia - 7.0 -
Spain 5.6 6.6 1.7
Sweden 94 8.6 -0.9
Switzerland 7.3 7.7 0.5
United Kingdom 5.8 6.2 0.7
United States 9.2 12.1 2.7

a Figure from 1989.

b Figure from 1988.

Source: Schieber, G.J. (7) and the health for all statistical indicator database, WHO
Regional Office for Europe.
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Regionalization

Regions, rather than the country as a whole, are usually the basis for
allocation of health resources in the FEuropean Region (6).
Regionalization is strong in health systems in which the money comes
to public insurers through taxes, as in Denmark, Finland, Norway,
Spain and Sweden, and in systems in which the money comes to
public insurers through premiums paid by workers, as in Germany,
the Netherlands and Switzerland. Financing from public budgets does
not necessarily lead to regions owning the services or to all health
service professionals in a region being on public salaries. This model
is found in Finland, Spain and Sweden but not in Denmark or
Norway.

A region is both a purchaser and a provider of care in a few
countries, such as Finland and Spain. In Germany, however, the
public insurers finance the capital costs, but do not themselves
provide any services. In Denmark, Sweden and the United Kingdom,
the separation of regions' roles as both purchaser and provider is
being discussed and tested. This is also the case in Catalonia, a
Spanish region.

In most regionalized systems, the region maintains a global
budget for health services and health care is the main responsibility.
In practice as well as in law, Sweden has not 1 but 26 independent
publicly operated health systems: the 23 county councils and 3
municipal health providers, Gothenburg, Malmd and Gotland. The
regionalization process is on the way to implementation in Spain
(with Andalusia, the Basque Country, Catalonia, Galicia, Navarra and
the Valencian Community as the leading regions) and is starting in
Portugal and the central and eastern countries.

Regionalization is a way of controlling health expenditure while
guaranteeing everyone access to basic and effective health services
through more decentralized management. Regionalization gives an
opportunity for consumer participation; in fact, its major advantage is
that it provides a forum for discussing priorities in health care and
value for money for different services (6). This is the case in Sweden
and Spain, and will be so in Poland and the Russian Federation.

Emphasis on preventive activities

The lack of information on the final product or outcome of health
services (how health services affect health itself) is the main obstacle
to the reform of health care systems (4). Health is both difficult to
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measure and largely determined by factors outside the control of the
health systems. In any case, prevention and promotion should support
national policies, according to the health for all initiative. Prevention
is sometimes narrowly perceived as clinical services rendered by
health care providers, such as immunization, but social interventions
also link prevention with health. In the European Region, for
example, extensive participation in forms of social support such as
paid maternity leaves, birthing bonuses and children's allowances may
be just as important for infant survival as routine perinatal care.

Finland, Ireland, Spain and some other countries have developed
their own national programmes for health for all following WHO
guidelines. European countries do not, however, publish complete and
separate figures for expenditure on health promotion. It is therefore
impossible to demonstrate whether the WHO policy for health for all
has led to greater expenditure on disease prevention.

The truly remarkable aspect of preventive health services in the
Region is the nearly complete coverage of children. In general,
immunization completion rates in children are above 90%, suggesting
that nearly all receive essential elements of preventive and well-child
care (Table 1.4). The economic dislocation in the central and eastern
countries, however, is changing the situation for the worse.

Many European countries rely on public clinics to provide
routine preventive services to children. In these countries, all children
are linked to two sources of care: a public clinic for routine
preventive and well-child visits, and a practising physician, paid by a
public insurer, for consultation and sickness care. The municipal
health authorities are notified of all births and offer mother and child
health care through a visiting public health nurse. Comprehensive and
continuous care is achieved, but without expecting that all appropriate
services are rendered by one provider or at one location. In addition,
home visiting is extensively practised, usually by specially trained
nurses. They provide counselling on child care and environmental
protection; in some countries, they perform immunizations, -make
physical examinations and test developmental progress. Each child is
visited several times during its first year, depending on the needs of
the child or family.

Many countries in the Region show remarkable commitment to
primary health care and disease prevention. Perhaps resources are

24



Table 1.4. Immunization completion rates for preschool children, 1994

Immunization completion (%)

Country
DPT  Measles Poliomyelitis

Belgium2 94 66 99
BulgariaP 98 87 97
Czech Republic 98 97 98
Denmark 100 88 100
Franceb 95 78 95
Germany 90 75 90
Hungary 99 99 99
NetherlandsP 97 95 97
NorwayP 94 93 92
Poland® 95 95 95
Romania 98 9N 94
Spain 88 90 88
Switzerland?@ 95 83 95
United Kingdom (England & Wales) 94 92 94
United States® 64.9 60.8 55.3
21991, b 1993. € 1987.

Source: Health for all statistical indicator database, WHO Regional Office for
Europe and Williams, B.C. & Miller, C.A. (8).

more easily allocated to preventive programmes such as prenatal care
and vaccination for children in a comprehensive public health care
system.

One area in which health care can make a directly measurable
difference is the reduction of perinatal mortality through curative and
preventive services. In 1990, perinatal mortality ranged from 1.46%
in Portugal and Poland to 0.62% in Finland (Table 1.5).

Trends in Health Care Systems

Many countries in the European Region are reforming their health
care systems. Support is growing for the view that the reform of
health care systems is necessary and has become politically feasible.
The objectives are to obtain acceptable levels of: cost, product quality
and access to the system. The need to contain costs has forced
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Table 1.5. Perinatal mortality, 1980 and 1993

Country Mortality (%)
1980 1993
Austria 1.41 0.61
Belgium 1.41 0.912
Bulgaria 1.52 1.11b
Czech Republic 1.62 0.78
Denmark 0.90 0.74
Finland 0.84 0.51
France 1.29 0.82¢
Germany 1.16 0.56°
Greece 2.03 1.09
Hungary 2.31 1.16¢
Ireland 1.48 0.99d
Italy 1.75 0.94¢
Netherlands 1.11 0.91
Norway 1.10 0.68
Poland 1.69 1.468
Portugal 2.39 1.01
Romania 2.39 1.26¢
Spain 1.44 0.72d
Sweden 0.87 0.59
Switzerland 0.95 0.68
United Kingdom 1.34 0.77¢
United States 1.33 0.87d
2 Figure from 1989. 2 Figure from 1990.
Figure from 1992. Figure from 1991.

Source: Schieber, G.J. (7) and health for all statistical indicator database,
WHO Regional Office for Europe.

systems to find different ways to restrict total expenditure on health
care. Many western countries have experienced success through
government regulation of supply rather than demand; even when
insurers are numerous, government regulation forces them to act
together. In doing so, many countries show common trends in their
reforms: a shift from macro- to microeconomic efficiency and
increased use of contracts.
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From macro- to microeconomic efficiency

In the 1980s, countries’ success in cost containment greatly increased
macroeconomic efficiency. Most countries in the Region tend to
emphasize macro-management in the control of their health systems.
They seek to guide their health systems directly through laws and
regulatory interventions. Many kept the growth of the share of the
gross domestic product spent on health well below the rates of the
previous decade; four countries — Denmark, the Federal Republic of
Germany, Ireland and Sweden — actually showed a decline between
1980 and 1990 (Table 1.3). According to OECD (4), the most
common mechanisms to obtain macroeconomic efficiency were:
global budgeting for physicians, capitation payments for general
practitioners (representing, for example, 70% of a general
practitioner's total earnings in the Netherlands, 60% in the United
Kingdom and 50% in Slovenia), and global budgets for hospitals.

Although costs were contained in the face of uncertainty about
both the optimum level of health expenditure and the capacity of
systems to improve their productivity, Denmark, the Federal Republic
of Germany, Ireland and Sweden decreased health expenditure
without a documented decrease in at least one health outcome:
perinatal mortality (Table 1.5). This experience suggests a place for
health care reform remains even after a policy of cost containment
succeeds.

The 1990s have seen a shift from macro- to microeconomic
efficiency, in individual institutions and care providers, in European
health care system reforms. The objective of microeconomic
efficiency in health care includes the idea of getting more value for
money, where the value to be maximized is some combination of the
health status of the population and satisfaction with the process of
care. People's satisfaction with the health care system is a
microeconomic objective, as is the decrease of medically avoidable
mortality and disability.

Satisfaction varies between countries; it has been higher in the
Netherlands, France and Germany, three countries with insurance-
based systems, (Table 1.6) (9,/0). Standardized mortality ratios for
medically avoidable mortality are above 110 for 8 of 13 causes in
Portugal and for 7 causes in Italy and Northern Ireland (Table 1.7)
(11). In contrast, mortality ratios are higher than average for only one
cause in the Netherlands.
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Table 1.6. Proportion of the public satisfied with the health care system

Country Satisfied people (%)
France 41
Germany, Federal Republic of 41
Italy 12
Netherlands 47
Spain 21
Sweden 32
United Kingdom 27
United States 10

Source: Blendom, R.J. et al. (9) & Blendom, R.J. et al. (10)

Table 1.7. Number of causes of medically avoidable deaths (out of a
total of 13) with a standard mortality ratio above 110, 1980-1984

Country Number of causes

Belgium

Luxembourg

Germany, Federal Republic of

Denmark

France

Greece

italy

ireland

Netherlands

Portugal

Spain

United Kingdom
England & Wales
Scotland
Northern Ireland

WO~ N~NNDWNMDORDN

N oA

Source: Holland, W. ed. (11).

According to OECD (4), the most common mechanisms of
obtaining microeconomic efficiency are: a switch from an integrated
model to social insurance contract model, and managed competition
between physicians, pharmaceutical products, hospitals and insurers
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or fund holders. A combination of social insurance and managed care,
however, might encourage employers to adopt insurance programmes
that restrict consumer choice. In addition, managed competition
between physicians might decrease clinical freedom. Insurers and
physicians' associations need to monitor claims and to use "physician
profiles” to identify those who make higher claims and in what areas.
This point is often overlooked, particularly in central and eastern
European countries, where physicians are advocating fee-for-service
payments.

Some of the changes in reimbursement and contracts have been
inspired by experience with health maintenance organizations
(HMOs) in the United States, although Europe had thousands of
similar organizations in the nineteenth and early twentieth centuries
(12). In the 1990s, organizations such as individual practice
associations (IPA) and prepaid group practices remain common in the
private sector in Spain. The essential idea is that no agency should act
as insurer or purchaser and as provider; rather, each provider should
compete for contracts according to the price and quality of the
services offered.

In Sweden, microeconomic efficiency is pursued by
decentralizing responsibilities but not providing more money. This
forces municipalities to improve their use of resources. This is also
the case in Denmark. There are indications that such financial
restraints have triggered a successful drive to improve productivity
and efficiency in the health care sector.

Further, microeconomic efficiency might be obtained by
increasing the use of copayments by care seekers, with the objective
of reducing the use of services that are of marginal medical interest.
Copayments, however, may affect the wrong people: the poor, the
illiterate and so on. France has more patient cost sharing than any
other country in the Region, but it does not have a substantially lower
service utilization rate or costs. In fact, increased cost sharing had
little effect in restraining the growth of health expenditure in France
(Table 1.3). Exclusion from health insurance coverage can be viewed
as a system of total cost sharing, and is common in the provision of
pharmaceutical drugs and appliances. In many European countries,
the public health system covers only a restricted list of medications.

A few countries have eliminated copayments. The Netherlands
has done so for drugs and specialists' visits, and Portugal has
abolished fees for all types of visits to physicians and for inpatient
care (3). The idea is that cost containment succeeds, not by increases
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in cost sharing, but through direct action on the supply side.
Following this philosophy, public health policy in Canada opposes
copayments.

Increased use of contracts

In searching for better microeconomic efficiency, the countries of the
Region are improving consumers' freedom to choose and providers'
autonomy; the process is starting in the central and eastern countries
and is well developed in western countries. The main features of the
contract model are that third-party payers are public, and they have
contractual relations with the providers. This results in a separation
between the funding bodies and the care providers. This model,
however, does not usually permit freedom of choice for insurers,
except in the Netherlands, where insurers offer not only a basic or
standard package of health services to consumers but also a
complementary services package. Even so, the basic insurance
package covers about 90-95% of total health care expenditure (4).

The contract model offers considerable potential for achieving
microeconomic efficiency through a combination of consumer-led
competition for quality, and the integration of suitable incentives and
regulations in the contracts. Providers may be paid mainly by
capitation and/or fees for services. This model is the dominant one for
general practitioners in Austria, Belgium, Denmark, France,
Germany, Ireland, Italy, the Netherlands, Switzerland and the United
Kingdom. In Catalonia, Spain, and the central and eastern countries, a
transition from a salary to a contract model has begun. In the salary
model, money does not follow patients and the incentives for general
practitioners are perverse, in the sense that efficient physicians are
rewarded with more work, but not increased resources and/or
payment.

Such a change of model usually implies that general practitioners
abandon health centres or polyclinics and move to private premises.
This move is not unavoidable, however, as one could imagine them
renting public premises. Factors such as getting more independence
from public contractors or feeling freer to manage their practice may
influence such moves.

Physicians move to solo or group practices, with or without
nurses. Neither of these settings assures community involvement; this
seems more closely related to payment mechanisms for physicians
and nurses. Group practice allows for teamwork without ensuring it,
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as teamwork depends more on the orientation of the practice and on
explicit willingness than on working together in the same place.
Continuity of care is better attained by capitation systems with patient
registration, than by salary or fees for services, although the latter two
systems do not make it impossible. Ireland moved from a fee-for-
service to a capitation system for public patients of general
practitioners. Spain moved from capitation to salary for reimbursing
primary care physicians from 1984 to 1992, but is now reintroducing
capitation.

The public contract model combines more desirable features to
induce macro- and microefficiency than the reimbursement or salary
models (4). The reimbursement model, in which patients pay
physicians directly and the insurers reimburse patients for a part of
the cost, lacks adequate mechanisms for cost containment, putting
aside unacceptable levels of cost sharing. The salary model lacks
incentives for microeconomic efficiency. The contract model offers
considerable potential for achieving:

— macroeconomic efficiency through governmental control,;

— microeconomic efficiency through economic incentives for
providers;

— self-regulation of providers through competition; and

— consumer choice through the fact that the money follows the
patients.

Reforms of PHC

The reform of PHC in the European Region comprises different
responses to common dilemmas. The process of reform is a
continuous cycle of making, implementing, reviewing and, where
necessary and politically feasible, modifying policy. Health care
reforms are not experiments, but could function as such if
mechanisms to update appropriate and valid health indicators exist.
Valid indicators specific to PHC need further development to
accomplish this task.

Central and eastern countries

The health systems in the central and eastern countries of the Region
were rigid, strictly delineated, public systems financed by general
budgets. This pattern is changing as countries discuss and implement
reforms ranging from the direct payment of providers by global
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budgets and salaries in a vertically integrated system, in which the
providers are public employees, to the direct payment of providers by
contracts based on capitation or fees for services in a social insurance
system, in which providers are independent professionals. The pace of
change varies between countries. The most sudden and dramatic
reform was the wholesale conversion of the state health care system
of the former German Democratic Republic to a social insurance
contract system in 1991, after the unification of Germany. The former
system had centralized public financing, and provided all health
services, emphasizing multispecialist health centres or polyclinics.
Although patients could choose their physicians, the physicians were
paid by salary. With the reform of the system, general practitioners in
the former German Democratic Republic are able to choose between
continuing salaried service or accepting fee-for-service payment, as
do their colleagues elsewhere in Germany. As a result, many
polyclinics have closed and general practitioners work in solo
practices. This is a clear result of physicians' fear that their jobs in
polyclinics were in jeopardy. Only about 15% of the polyclinics in
Berlin, for example, remain open in 1993 (/3). Setting up
independent practices is risky, however; renting and equipping
suitable premises are costly. During this transition period in the
former German Democratic Republic many physicians are
unemployed or in debt.

As reforms are debated, many of the central and eastern countries
of the Region report resentment of the absence of a free choice of care
providers. In addition, the staff in government-owned health service
units have low morale. Care providers deplored the virtually complete
absence of service incentives under the previous or existing salary
system (/4). The main defects of the former health systems can be
summarized as: an excessive centralization of finance and
management, the absence of choice for the population, the
predominance of state ownership, particularly in primary care and
irrational formulae for reimbursement for care (/5). The main points
of health care reform address each of these problems.

In all central and eastern countries, including Bulgaria, the Czech
Republic, Hungary, Poland, the Russian Federation, Slovakia and
Slovenia, preparations are under way for a transition to the classic
structure of a social security system, with third-party financing of
health services and care delivered by general practitioners under
contract to social insurance schemes. The principal delivery units in
primary care will be general practitioners in private practice in the
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Czech Republic, Hungary, Poland, the Russian Federation, Slovakia
and Slovenia (/4). As to payment, the money will follow the patient,
mainly through a fee-for-service (Czech Republic) or a capitation
system (Slovenia). The new model is hoped to restructure the whole
system by reaching a balance between public and private services,
and providing physicians and medical institutions with economic
incentives that encourage efficiency. An additional aim is to make the
system more responsive to individuals' needs.

Implementing the reforms implies considerable overlap in the
decision-making roles of central government, regional authorities,
physicians' associations and insurers; trust, confidence, understanding
and good sense are required to overcome the conflicting relationships
of the past. Bureaucratic notions of order and control should give way
to professional relationships and the common goals of cost
containment, improved health and better patient care.
Multidisciplinary participation and a balanced view of hospital care
and PHC must be established and accepted. Otherwise, previous
patterns of power and compliance are likely to prevail.

Western countries

The following are the most notable changes taking place in the
western countries of the Region:

-~ the decentralization and devolution of accountability for
health care to the lowest level compatible with the provision
of effective care to defined local communities, with the aim
of creating more opportunities for community involvement
and making rational decisions about allocation of resources
based on knowledge of local health needs;

- greater choice for and responsiveness to consumers with an
emphasis on lifestyle and people's freedom to choose their
general practitioners and specialists;

— convergence on the public contract model and reform of the
model itself, including the introduction of managed
competition between care providers, informed purchasing and
mixed forms of payment of providers;

— the use of the budget as a system of control through ceilings
on expenditure;

— the separation of the funding and provision of services, to
enable the purchasers of care to take a more strategic look at
the health needs of their local communities; and
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— making quality an integral component of contracts or service
agreements.

Guidelines, protocols and audit activities are often used to ensure the
quality of general practice, although, as mentioned, adequate
measures of health outcome are lacking.

In the United Kingdom, larger partnerships of general
practitioners, with over 9000 patients on their combined lists have
received budgets on a broad capitation basis, from which the
physicians purchase the main services that their patients require. Any
profit can be retained to improve the practice. After the first year
under this system, general practitioners thought that the greatest
change had occurred in their relationship with specialists and the least
change in their relationship with patients (/6). Fund-holders are
uncertain, however, about their ability to make savings year after
year, particularly in an environment with increasing stress on cost
containment. It is not clear whether the new fund-holding system will
actually limit competition, since each practice will operate in a
discrete catchment area; some practices may actually merge rather
than compete, to become better or more powerful purchasing agents
for their patients (/7).

In Sweden and Finland, most general practitioners are public
employees, with offices in public health centres and serving
geographically defined populations. They are reimbursed by salary
only, although Finnish general practitioners commonly maintain a
supplemental private practice. In both countries, health system reform
is only beginning to be implemented. In Sweden, various counties are
developing new organizational models. The two most outstanding are
the Stockholm/Malméhus approach, a public market in which patients
will be the driving force in both primary and hospital care, and the
Dalamodel, a public market in primary care in which the driving force
will be the administrators and politicians who negotiate the
contracts (18).

In Finland, the personal physician programme considerably
improved the quality of primary care within the health centre. In
addition, salaried physicians produced at least the same overall value
as their privately employed counterparts (/9). The personal physician
programme might not influence the final implementation of Finnish
reform, however, as some questions have recently been raised about
the limits of its success.

In Germany, payments to office-based, ambulatory care
physicians (general practitioners and specialists) are calculated

34



according to a national relative value scale, on a fee-for-service basis.
The current reforms affect the entry of physicians to statutory health
insurance practice by. stipulating 1 general practitioner per 2000
population and mandatory general practice vocational training, and
prescriptions by capping the total budgets and setting "reference"
prices for medications.

In Italy and Portugal, reforms are still being implemented. This 1s
also the case in Spain, even though some regions (the autonomous
regions of Catalonia and the Basque Country) are deep in the process,
tending towards the contract model. In Italy, general practitioners will
maintain their current relationship as independent professionals with
patients and defined regions. Even so, planned levels of expenditure
are to be introduced to make them accountable for the cost of patient
treatment. In Greece, the new health law entitles patients to visit any
physician or hospital, public or private, with health insurance
organizations covering the costs. Under this scheme, patients will be
entitled to four visits per year to private physicians and an unlimited
number of visits to public providers (20).

Conclusions

In most of the countries of the European Region, cost containment is
seen as a problem of public expenditure, one acceptable solution to
which is shifting expenditure from the public to the private sector.
Health care reforms that give greater emphasis to social insurance (as
in the central and eastern countries) or out-of-pocket payments (as in
OECD member countries), however, are likely to make health care
financing less progressive and to decrease equity. Reforms may thus
increase inequity and worsen the health of the poor and other
vulnerable populations, particularly in the central and eastern
countries, which are suffering from overall economic dislocation and
disintegrating social safety nets. As a result, the reforms under way
may increase the gap between the middle and lower classes of society.

The main problem is the lack of adequate information about the
impact of reforms on health outcomes. For example, it is difficult to
evaluate the achievement of WHO regional target 27, which calls for
health service systems that are managed cost-effectively, with
resources distributed according to need (2). The western countries of
the Region have seen a notable reduction in the rate of increase of
health expenditure, with no apparent damage in health outcomes such
as perinatal mortality. The central and eastern countries are changing
to health systems based on social insurance with many looking
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towards Germany as an example. This approach might merely transfer
German problems to these countries. Disappointing experience with
the transition and reforms in the Czech Republic and Hungary already
shows that countries should develop their own models, rather than
merely duplicating any existing model. Countries should look more
critically at other countries before adopting their reforms.
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Primary health care in
southern European countries:
an analysis of cross-national
experiences
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B. Mercuris, B. Paccagnella, A. Pangratis and
V. Ramos

Introduction

During the last decade Greece, Italy, Portugal and Spain have
reformed their health services on the basis of the principles of the
Declaration of Alma-Ata. This provided an excellent opportunity to
test the feasibility of the Alma-Ata model for providing primary
health care (PHC) in developed countries. Unfortunately, few
objective data exist to assess the outcomes of this new way of
providing first-contact care. One reason was the lack of consensus on
the definition of the PHC "product”. In addition, no comprehensive or
definitive studies analyse the specific impact of PHC on health
outcomes; only a few authors have developed some tools for
assessing the outcomes of general practice on the basis of patients'
subjective health level, or, for a few valid outcomes, such as clinical
control indicators (/-8). This chapter reviews the data available on
the changes made to develop PHC in each of the four countries
examined.
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Policies

In each of the four countries, PHC reforms are intended to extend the
scope of health services. The aim was to enable services not only to
respond better to people's general demands but also to offer solutions
to the health needs of target populations. Another main policy was to
improve the equity of health services by trying to ensure equal access
for every citizen. While each country established a national health
service (NHS), the implementation of organizational changes varied
greatly between countries.

Italy followed the traditional model of separating community and
curative services. Using the territorial structure of the country, it
introduced powerful community teams at the regional and district
levels to focus on the main health problems of each area. Independent
general practitioners (GPs), contracted by the Italian NHS, were
hardly involved in these changes. The contracts dealt only with the
traditional medical care approach to individual patients, not
community interventions.

In contrast, Portugal and Spain introduced changes to integrate
personal care and a community approach. The two countries, using
the health centre philosophy, established PHC teams that are
responsible for addressing the health problems of people living in a
delineated geographic area. In both countries, reform came with the
introduction of democracy, which contributed to important changes in
the culture of health professionals.

Greece initiated the process later, following a path similar to that
of Portugal and Spain. Nevertheless, Greece faced greater obstacles.
While Portugal and Spain enjoyed a countrywide publicly funded
health service (structural organization), Greece had to transform a
system comprising different private health insurance providers to one
with public health service providers.

Cultural, legislative and organizational changes transformed
teaching activities. Greece, Portugal and Spain require three years of
compulsory vocational training for GPs, and an effort is under way to
retrain practising GPs who are without any specific training.
Universities are revising and reorienting curricula. In Portugal,
university departments for general practice are emerging. Italy is
developing a two-year course of vocational training for GPs; in 1987,
it introduced the discipline of community medicine with a
postgraduate specialization in the topic.
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Life expectancy in years

The context of reform

Greece is the only one of the four countries that does not have
western countries as neighbours, a Latin language and a Roman
Catholic religion. It is a Balkan country with a non-Slav population.
All four belong to the European Community, although Spain, Greece
and Portugal are included in the group of the four less affluent
countries.

The population is aging and the proportion of people over
65 years ranges from 13.7% in Spain to 15.1% in Italy. Life
expectancy at birth has risen and standardized mortality for all causes
is lower in the southern Mediterranean countries than the average for
the European Region (Fig. 2.1 and 2.2). Spain has the lowest infant
mortality while Italy and Greece are close to the regional average
(Fig. 2.3). Portugal began with the worst figures on all three measures
but made the greatest improvement, having reached the regional
average. The main causes of mortality and morbidity are similar to
those in other developed countries: cardiovascular diseases, cancer
and accidents. Nevertheless, infections and parasitic diseases remain
important in some areas and social groups. Portugal has the highest
mortality from infectious diseases in the European Community.

Fig. 2.1. Life expectancy at birth in selected southern countries of the
WHO European Region
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Deaths per 100 000 population

Fig. 2.2. SDR mortality, all causes and all ages, in selected southern

countries of the WHO European Region
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Again, the most important political influence on health services
reform was the emergence of democracy. Greece, Portugal and Spain
became democratic countries within the last 20 years.

Health service structure

Each of the four countries analysed developed an NHS structure
during the last 15 years (Table 2.1). As expected, funding primarily
comes from the state. Greece, however, covers a greater proportion of
health expenditure through the national health insurance funds; and in
Spain, about one third of the health system continues to be financed
as it was under the former national health insurance: by employer and
employee payments (9). Both examples show the feasibility of having
an NHS financed as a national health insurance system. Nevertheless,
this situation can only be understood against the background of each
country's history. This way to finance a universal public service is
clearly not the most equitable, as it does not follow the general rule
that the amount of payment should be related to personal income.

Table 2.1. The NHS structure in four southern countries

Count Establishment of Financin Sectors
Y structure S providing PHC
Greece 1983 Public Private (70%)
58% from social and publica
security and 42%
from taxes
ltaly 1978 Public Public

(preventive) and
private (curative)

Portugal 1979 Public Public
90% from taxes
and 10% from
other sources

Spain 1986 Public Public
30% from social
security and 70%
from taxes

2 1n 1989.
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In all four countries, PHC providers are mainly in the public
sector. In Italy, however, independent GPs offer primary medical care
through contractual agreements with the NHS. Even though Greece
has a strong tradition of basic medical care offered by social
insurance organizations, the NHS is gradually absorbing these
institutions through the development of health centres, particularly in
rural areas.

All four countries have copayments for drugs, except essential
drugs and those required by pensioners. In addition, Italy recently
introduced copayments for GP consultations while inpatient and
outpatient hospital services still remain free of charge.

A two-pronged approach to improve efficiency is being
developed in Spain. It includes introducing market policies and
separating the financiers and providers of health services. Catalonia,
with a long tradition of private hospitals working for the NHS, is the
first region in which the NHS purchases services from health centres
belonging to nongovernmental organizations. These centres have to
cover well delineated geographic areas and have the same
responsibilities as public health centres. Italy is trying the same
approach, as its hospitals and district units (Unitd Sanitaria Locale)
are being transformed into independent public enterprises.

As a result, a new method of purchasing PHC services from
Spanish health centres, called contrato programa (contract for health
programmes), is being developed. The government will issue
contracts for essential services, such as the treatment of common
diseases and follow-up of chronic health problems. In addition, it will
provide extra payments for particular programme packages of, for
example, women's health services and home care for people with
chronic conditions. Health administrators may choose to purchase
programmes from public health centres or private service providers,
and can deny payment if the quality of services is not satisfactory. In
theory, introducing choice has added competition to the process of
selecting the providers of services. In addition, Italy contracts GPs
and other health professionals to give home care to chronic patients
called "integrated home care".

Health service financing

Each of the four countries has increased the proportion of gross
domestic product (GDP) allocated to health services during the last
decade (Table 2.2). Despite the strong, logical correlation between the
proportion of health expenditure and the total GDP, it is important to
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Table 2.2. Proportion of GDP spent on health services and the
proportion of health expenditure allocated to PHC, pharmaceuticals
and inpatient care

Country and type of expenditure Year
1970 1975 1980 1985 1990 1993
Greece
GDP on health (%) 40 41 43 49 53 57
Public funds (%) 22 25 36 39 45 43
Health expenditure (%) allocated to:
PHC 38.7 420 454 - - -
Pharmaceuticals 433 414 348 289 241 235
Inpatient care 46.4 447 489 527 575 59.2°
Italy
GDP on health (%) 52 61 69 7.0 841 8.5
Public funds (%) 45 52 56 54 63 6.2
Health expenditure (%) allocated to: ‘
PHC 36.2 33.8 29.5 278 30.0 306
Pharmaceuticals 155 141 139 179 184 18.0
Inpatient care 476 513 544 516 489 49.0
Portugal
GDP on health (%) 28 56 58 63 66 7.3
Public funds (%) 16 33 37 35 36 41
Health expenditure (%) allocated to:
PHC - - 16.3 17.0 - -
Pharmaceuticals - - 199 176 153 17.0¢
Inpatient care - - 28.7 26.4 293 324
Spain
GDP on health (%) 37 49 57 57 69 73
Public funds (%) 24 38 45 46 53 57
Health expenditure (%) allocated to:
PHC - - 126 11.7 10.8 -
Pharmaceuticals - - 21.0 203 17.8 18.2°
Inpatient care - 344 541 557 441 455°

$1992

Note: The proportion of resources allocated to PHC is less accurately
calculated than those for hospitals and pharmaceuticals. In addition,
countries have difficulties distinguishing private expenditure in these three

categories.
Source: OECD Health Data, 1995.
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point out that only part of the health expenditure within each country
came from public funds: the remainder comes from direct out-of-
pocket contributions by consumers. In 1990 these accounted for
24.1% of the total health expenditure in Greece, 22.2% in ltaly,
38.8% in Portugal and 20.9% in Spain. In Portugal, half of this out-of-
pocket contribution goes to cover pharmaceutical expenses.

Table 2.2 shows that PHC expenditure comprises a small part of
the whole health budget. Only in Italy does more than a quarter of
total expenditure on health go to PHC, more than is spent on
pharmaceuticals. Nevertheless, while Italy diminished the costs of
inpatient care, the other countries experienced a rapid growth in
hospital expenditure.

The proportion of the public health expenditure allocated to PHC
in Portugal has fallen since 1988. According to the recent data
available from the Portuguese Ministry of Health, expenditure on
PHC in 1990 accounted for 46.6% of health expenditure, and included
pharmaceuticals and all clinical tests ordered by GPs (/0). It is well
known that GPs order many of these diagnostic tests, mainly
performed in private centres, on the advice of specialists. Specialists
do not order tests directly in hospitals to avoid increasing expenses.
This trend is expected to continue because public investment in PHC
is decreasing.

The financial resources allocated to PHC in Spain have
diminished at least since 1980 (Table 2.3). In addition, Spain
continues to invest in health centres and health personnel, following
the PHC service reforms initiated in 1984, Currently, reformed PHC
services cover 60% of the population; the remaining 40% continue to
obtain care from pre-reform PHC services.

Human resources for PHC

Trends in the number of hospital beds available to the populatien, as
well as the distribution of health professionals within each country
can be used as indirect indicators of resource allocation and financing
policies. Each of the four countries is reducing the number of beds
available, owing in part to the increasing costs of hospital care and
improvements in the effectiveness of medical procedures (Table 2.4).
Italy, with the highest expenditure on health care, has the highest
number of beds per 100 000 inhabitants and the highest proportion of
health personnel working in hospitals: 75% of the 450 548 health
personnel. The countries show surprising differences in the
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Table 2.3. Proportion of health expenditure allocated to PHC,
19801993

Country Allocation to PHC (%)

1980 1981 1982 1983 1985 1986 1988 1990 1991 1992 1993

Greece 454 43.6 440 - - - - - - - -
italy 205 272 279 27.6 27.8 279 30.2 30.0 30.0 29.8 30.6
Portugal 16.3 16.5 17.0 19.2 17.0 182 178 - - - -
Spain 126 120 116 11.2 11.7 120 11.3 108 114 - -

Source: OECD Health Data, 1995

Table 2.4. Changes in the number of hospital beds per 100 000
inhabitants between 1985 and 1992

Country Beds Change (%)
1985 1992

Greece 548 500 -9

Italy 850 690 -19

Portugal 450 450 0

Spain 504 420° -17

*1991
Source: WHO Health for all database and OECD Health Data, 1995.

percentage of nurses working in primary care settings. The ratio is
1 nurse per 10 000 inhabitants in Italy, but 15 per 10 000 in Spain
(Table 2.5). Countries that have implemented large-scale reforms of
PHC services, through the development of PHC teams, appear to have
a much larger proportion of nurses working outside hospitals. Based
on this observation, Greece and Italy seem basically to offer only
medical care for some health problems, and it is difficult to assume
that either has really developed a service based on PHC.
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