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1. INTRODUCTION

1.1. WHY FAMILY MEDICINE-CENTERED PRIMARY HEALTH CARE?

1. Many countries fall short of their performance potential to achieve health system objectives of
equity, efficiency, effectiveness and responsiveness.' Health system performance can be enhanced if a
strong FM-centered primary health care (PHC) level is present.” PHC is seen as an effective vehicle to
“improve health-care access and outcomes while narrowing equity gaps.”® Scaling-up health care
systems based on the principles of PHC is identified as a key priority’ and as the “means by which the
goals of health systems are balanced”, as it deals with single or multiple health problems taking into
account the context in which illness exists.

1.2. DEFINITION OF FAMILY MEDICINE AND PRIMARY HEALTH CARE

2. The definition of primary care varies in terms of concept, level, service content, team
membership and process. In the industrialized countries of Europe and North America, the core PHC
team consists of a family physician, a community nurse, a practice nurse, a social worker, a therapist, a
manager and administrative staff.'® As with the definition of primary care, the definition and the role of
the family physician (FP) vary by country'""* (see Annex 1 for definitions of PHC) whereas ‘specialist
care’ is defined as those services delivered by a narrow specialist — usually in hospital or in ambulatory
setting, referring to services not delivered in primary care.

1.3. ROLE OF FAMILY MEDICINE-CENTERED PHC IN HEALTH SYSTEMS

3. Vuori describes the constituent components of PHC as: (i) a set of activities, (ii) a level of care,

(iii) a strategy for organizing health services, and (iv) a philosophy that should permeate the entire health
13

system.

4. Family physicians manage key processes within health systems, including: (i) first contact care
accessible at the time of need; (ii) ongoing care, which focuses on the long-term health of a person, not on
the short-term duration of the disease; (iii) comprehensive care, providing a range of services appropriate
to common problems in the population; and (iv) coordination, by which the family physician or the PHC
team act to coordinate other specialist services which the patient needs.'*

5. Family medicine is an integral part of PHC, but the terms are not always synonymous. The role
of the family physician (also called a general practitioner, family practitioner or FM specialist) gives an
indication as regards the breadth of PHC services provided in the country. (See Annex 2 for definitions
of family physician.). In industrialized countries, the PHC is staffed by family physicians who are trained
as specialists, and not narrow specialists or doctors who have not specialized in FM. The family
physician is the only clinician who operates in the nine levels of care.'®

Table 1: Role of the Family Physician

Prevention of disease

Pre-symptomatic detection of disease

Early diagnosis of disease

Diagnosis of established disease

Management of disease

Management of the complication of disease
Rehabilitation after active treatment has been completed
Terminal care

Counseling of the bereaved

6. The scope and pattern of practice of FM varies according to health system characteristics
(organizational structure, financing, and payment systems), availability of specialist family physicians,




the extent and quality of the training of the family physicians, availability of primary care team members
and presence of professional associations.

7. In most countries, family physicians play an important gate keeping role, with the family
physician being the first point of contact in the health system, with the exception of some emergencies
when a hospital emergency department or ambulance service may be accessed directly. In countries
where the gate keeping function is well established, a patient cannot access a hospital specialist unless
referred by a family physician. The gate keeping role of family physicians is well established in the UK,
Netherlands, Australia, New Zealand, Finland, Canada, and within the Health Maintenance Organizations
in the US.

8. In OECD and middle-income countries, the primary-secondary care interface is dynamic and
changing, as are the boundaries that define the role of the family physician or hospital specialist. In
OECD countries, the scope of activities undertaken by the family physician is expanding rapidly. Many
hospital and outpatient services traditionally provided by narrow specialists have shifted to PHC setting.
For instance, family physicians provide emergency care for conditions traditionally provided in hospital
accident and emergency departments, manage chronic conditions in shared-care schemes, undertake
hospital-care-at-home, or even manage community hospitals.'”"*

9. In the UK, the roles and responsibilities of the family physicians are clearly defined and
demarcated from the hospital specialists. In contrast, in the US and Canada, there is some overlap with
specialists taking on primary care practitioner roles in outpatient clinics in hospitals, the so-called ‘hidden
primary care, and family practitioners undertaking hospital specialist roles.””*! For instance, in the US
and Canada, family physicians are granted hospital privileges to admit and treat patients in hospitals. In
Britain, Finland, and Australia, family physicians generally do not undertake inpatient care, and refer their
patients to hospital-based consultants for both consultation and admission, but work closely with the
hospital specialist to arrange follow-up of the patient after hospital discharge. In Britain, some family
practitioners manage community hospitals and work in hospitals as associate specialists.

10. In OECD countries, most common acute first contact problems and common chronic illnesses are
managed by family physicians. Typically these include chronic obstructive airways disease, asthma,
hypertension, diabetes, cardiovascular disease, rheumatic disorders, benign prostatic hypertrophy, skin
conditions (eczema, psoriasis) and mental health. This care is made possible by improved training of
family physicians and diagnostic tools enabling near-patient testing.

11. In most systems, the family physicians provide family planning services and antenatal care. In
the US, because of shortages of family physicians, family planning and antenatal services are also
provided by an obstetrician/gynecologist.*

12. In the US and Canada, family physicians are granted rights to manage normal deliveries in
hospital or at home. In the UK and Netherlands, with a strong tradition of midwifery, many deliveries in
hospital are managed by midwives, with hospital specialists overseeing the process in secondary setting.
Family physicians, and sometimes midwives, in these countries undertake home deliveries for low-risk
cases although this is becoming less common.”

13. Family physicians usually manage sexually transmitted illness (STI) and many care for
tuberculosis (TB) and HIV/AIDS patients, especially in the UK or Netherlands. In Japan, the
Government contracts the family physicians to treat TB patients. Post-Soviet countries are exception,
where ‘dispensaries’ staffed with specialists still manage STIs, TB and HIV. Mental illness, which
accounts for 15.4 percent of the total disease burden in developed countries™ and 20 percent of family
physicians’ workload, is effectively managed by family physicians.”

14. Family physicians are increasingly involved in palliative care of patients with cancer, chronic
obstructive airways disease, Alzheimer’s disease, senile dementia and AIDS. A UK study found that
breast cancer patients were more satisfied when returned to their family physicians for follow-up rather




than being followed in an outpatient oncology clinic.”® Family physicians also play an important role in
planning and aftercare of the patients discharged from the hospital, ensuring continuity of care, a hallmark
of FM. ‘Hospital at home’ schemes in some countries such as the UK have made it possible to manage
complications and rehabilitation of many conditions in the community setting.

15. As family physicians manage a diverse range of conditions in most countries, they are able to
prescribe a wide range of drugs. In many countries, especially in rural areas where pharmacies are not
available or not within easy reach, the family physicians also take on a dispensing role. This role is well
established in Britain, Canada, and Japan. However, this practice sometimes has adverse consequences
on patient care and cost. For instance, in Japan where the physicians earn a dispensing fee for each
medication given to the patient, there is an incentive to increase the number of patient visits by dispensing
relatively small quantities of multiple drugs.”’

1.4, ADVANTAGES OF HEALTH SYSTEMS BASED ON FM-CENTERED PRIMARY CARE

16. A review of the empirical evidence, derived from both developing and developed countries,
demonstrates that health systems with strong FM-centered PHC are able to effectively discharge first
contact, comprehensiveness, continuity and coordination functions, and perform well in relation to health
system goals and objectives of improved health outcomes, equity, efficiency, effectiveness and
responsiveness.28

1.4.1. Population health and aggregate health expenditure

17. Strength of a country’s PHC system (where family physicians play a key role) influences
population health outcomes. Health systems with stronger PHC have better health outcomes.” This
relationship is significant, even after controlling for determinants of population health at macro-level
(GDP per capita, total physicians per one thousand population, percent of elderly) and micro-level
(average number of ambulatory care visits, per capita income, alcohol and tobacco consumption). A
higher PHC orientation of a health system is more likely to produce better population health outcomes at
lower cost and with greater user satisfaction.”

18. Absence of PHC is an important factor in determining poor health.*' Health systems dominated
by narrow specialists, such as that in the US, suffer from higher total health care costs and reduced access
to health care by the vulnerable populations.’”*> The high cost is attributed to proportionately low
numbers of family physicians and consequent impairment of the gate keeping function.’®*” Services
delivered by narrow specialists are higher in cost as compared with comparable services delivered by
family physicians — due to curative orientation of narrow specialists who tend to use expensive
technology, which pushes up health care costs without visible health gain at population level **

19. Recent evidence demonstrates that a higher ratio of family physicians to population resuits in
lower overall mortality rates, as well as that for heart disease and cancer. By contrast, a higher ratio of
narrow specialists to population does not improve mortality rates.*

1.4.2. Equity and access

20. Within a developing country context, there is evidence showing that expenditure on PHC is more
pro-poor than that expenditure on hospitals. Expenditure on PHC has a desirable distributive impact,
improving equity and benefiting the poorer segment of the population proportionately more than the
richer segment.***! An orientation toward a health system based on narrow specialists enforces inequity
in access.”? Diminished access to family physicians results in worsening health status of citizens.”™*

1.4.3. Quality and efficiency of care

21, Studies which compare care delivered by family physicians to that delivered by narrow specialists
show that the quality and health outcomes are equal, even when family physicians substitute for
secondary care specialists.*” Family physicians are more likely than specialists to provide continuity and
comprehensiveness, which help improve health outcomes.*® Improved access to family physicians and




the gate keeping function they exercise lead to added benefits such as diminished hospitalization*™*, less
utilization of narrow specialists and emergency centers®”', and reduced risk of being subjected to
inappropriate health interventions.” Evidence from a systematic review suggests that broadening access
to family physicians in PHC can reduce demand for expensive and narrow specialist-led hospital care.*

1.4.4. Cost effectiveness

22. In low-income settings PHC is cost-effective.”® PHC activities, such as infant and child health,
nutrition programs, immunization and oral hydration are ‘good buys’ when compared with hospital care,”
and interventions delivered in PHC setting could avert a large proportion of deaths.”® Even in resource-
poor settings, it is possible to implement and sustain key PHC services.”’

23, Shifting care from narrow specialists to family physicians and from secondary to primary care has
been shown to be cost-effective, without adverse affect on health outcomes.**

1.4.5. Patient satisfaction

24, The ‘Euro barometer’ survey of citizens of 15 EU Member States shows that countries with
strong PHC systems tend to have higher public satisfaction with health care.’ Patient satisfaction with
family physicians is strongly influenced by the mode of care delivery, physician style, availability of out-
of-hours care, having a named physician, continuity of care and provision of routine screening.***

1.5. FACTORS WHICH IMPACT THE QUALITY OF CARE DELIVERED BY FAMILY PHYSICIANS

25. Quality of care delivered by family physicians in PHC settings is influenced by a number of
factors, including: (a) training in FM; (b) organizational arrangements -- management, extent of
teamwork, interface with secondary care, resource availability, gate keeping role, information systems,
provider networks; (c) financing and provider payment systems; (d) physician characteristics -- education
level, age, gender, postgraduate education, CME, approach to care, importance afforded to status, degree
of altruism, value system and beliefs; (¢) doctor-patient relationship -- trust and the degree of asymmetry
of information (Annex 3).

1.5.1. Impact of specialist training in Family Medicine on the quality of care delivered

26. There is good empirical evidence to suggest that vocational training and CME improves the
knowledge, skills, competencies and attitudes of family physicians, which in turn benefits patient care.”
There are limited studies that look at the impact of vocational training on patient outcomes, as most
studies focus on assessment and achievement of trainees and their satisfaction with training.”' Additional
training of general practitioners in patient-centered care resulted in greater attention to the consultation
process with improved communication with patients, greater treatment satisfaction and well-being.”

1.6. WHY FM-CENTERED PHC REFORMS IN ECA REGION?

27. Empirical evidence shows that health systems with strong FM-centered PHC can better achieve
health system objectives of improved equity, efficiency, effectiveness and responsiveness. Further,
having more narrow specialists or higher specialist-to-population ratios to family physicians offer no
advantages in meeting health needs of the population and may lead to unnecessary care with adverse
health consequences. However, despite this evidence, introduction of FM-centered PHC has been
challenging. Even in countries with advanced health systems there is still much variation in extent of
PHC services delivered and the experience of citizens.” In the ECA region, there is much room to
enhance FM-centered PHC to deliver safe, effective, timely and patient-centered care. Many of the
inherent challenges faced by the health systems in transition countries in the ECA region can be addressed
if a strong FM-centered PHC system can be established.




2. METHODS

2.1. OBJECTIVES OF THE STUDY

28. The objectives of the study were to review the experience of FM in Europe and Central Asia,
present best practices, and make recommendations for policy dialogue and future investments.

2.2. THE EVALUATION FRAMEWORK

29. The evaluation used a framework to analyze key changes in health system elements and
intermediate goals in relation to primary health care (See Annex 4.)

Figure 1: A Framework for Analyzing Health Systems
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30. This framework builds on that developed by Hsiao” and identifies four levers, available to the

policy makers and managers in health systems. Management and modification of these levers enables
policy makers to achieve different intermediate objectives and goals. The ‘organizational arrangements’
lever refers to the policy environment, stewardship function, and structural arrangements in relation to
funding agencies, purchasers, providers and market regulators. Financing and resource allocation levers
refer to resource collection, pooling, allocation, and the mechanisms and methods used for paying health
service providers. The ‘provision’ lever refers to the ‘content’ — the services provided by the health sector
rather than the structures within which this ‘content’ is delivered. The intermediate goals identified in the
framework -- equity, technical and allocative efficiency, effectiveness and choice -- are frequently cited
by others as end goals in themselves. However, in this framework efficiency, equity, effectiveness and
choice are taken as means -- contributing to attainment of the health sector’s ultimate goals of health,
financial risk protection and user satisfaction.

31. An important finding of literature search and initial country visits was the lack of systematically
collected data at PHC level; hence, primary research was undertaken to generate original data to
complement secondary research findings.




2.3. PRIMARY RESEARCH

32. Primary research comprised three elements: (i) qualitative research, (ii) primary health care
facility survey, and (iii) physician task profile survey.

2.3.1. Qualitative research

33. Qualitative research involved key informant interviews to explore their understanding of the goals
and objectives of the reforms, changes in structures and processes, key enabling factors and obstacles to
reforms, major achievements and lessons learned, and to ascertain their perceptions of the FM reforms,
critical success factors, barriers and enablers which influenced the introduction and diffusion of FM
reforms.

34, A semi-structured questionnaire was specifically developed for the study for face-to-face in-depth
interviews of key informants. The questionnaire was piloted initially in Estonia, then refined and
iteratively tested in the four countries studied. Purposive sampling was used over two stages.”® An initial
set of key informants was interviewed for the first stage of the study using a semi-structured
questionnaire. The data emerging from the initial set of interviews were analyzed to identify key
emerging themes, which were explored further using a refined and shortened topic guide to allow in-depth
exploration of some of the key themes.”” The second stage also employed ‘purposive sampling’ with
‘snowballing’ to capture a multi-level, multi-stakeholder sample of key informants, representing the key
stakeholders involved in PHC reforms in both policy development and implementation.

35. The analysis informed the detailed case study by capturing key structural and process changes,
issues related to design and implementation of PHC reforms, the drivers and barriers to reform, the factors
influencing the establishment of an enabling environment for change and the lessons learned.

2.3.2. Primary health care facility and physician task profile surveys

36. These two elements of primary research were done concurrently to explore changes in service
delivery and practice of family physicians as a result of the PHC reforms and training of physicians as FM
specialists. It was not possible to do a pre- and post-intervention study as there were no baseline studies
that analyzed service delivery patterns and physician practices before and after the reforms. Two cross-
sectional studies were conducted simultaneously: (i) primary health care facility survey, and (ii) physician
task profile survey. PHC directors were interviewed for the Facility Survey and doctors working in the
PHC facilities for the Task Profile Survey. A two-stage sampling was followed with probability
proportional to size. Regions were selected based on the relative stage of development of FM/PHC
reforms (advanced, intermediate and early/low) and geography (urban/rural). In the second stage of
sampling, a random sample of PHC facilities was used, proportional to the size of the population served
in the region. Around 100 PHC facilities and 200 doctors working within these facilities were surveyed
in each of the four countries.

2.3.3. PHC provider facility survey

37. A facility survey instrument was developed by the research team specifically for the study,
drawing on guidance and methodologies developed by the World Bank and other international agencies.”®
The instrument was refined following discussions with local collaborators to ensure appropriateness to the
local context and field-tested before application in the countries included in the study (Annex 5). The
instrument was coded and a computer program was written in Access® for data entry and analysis. The
researchers performed statistical analysis to test for observed differences.

2.3.4, Survey of task profiles of family physicians

38. The second component of the primary research was a cross-sectional survey of the ‘Task Profiles
of Family Physicians’ aimed to identify the scope and availability of services and skills of doctors
working at PHC level and to explore similarities and differences between FM specialist and non-specialist
GPs. An instrument developed by the NIVEL Group in the Netherlands was used. This was validated in




32 European countries.” The instrument is available in Russian (Annex 6). The instrument was obtained
from the author, Dr W. Boerma, and with his permission used in the study after minor modifications
following field-testing to ensure contextual sensitivity.

2.4, SECONDARY RESEARCH

39. Secondary research comprised: (i) a review of published international and in-country literature to
ascertain key legislative changes related to the reforms and to identify changes in financing, resource
allocation, provider payment systems, organizational changes and regulation, and service provision, and
(ii) where available, analysis of cross-sectional and longitudinal referral and admission data.

2.4.1. Literature review

40. The literature review was supplemented by documentary analysis of published reports, key legal
instruments and policy documents from the four countries, WB publications (including missions’ aide
memoires), Health Systems in Transition (HIT) reports published by the European Observatory on Health
Systems Research, and relevant studies on WB HNP projects in the ECA region.

2.4.2. Quantitative analysis

41. Secondary research involved aggregation and analysis of quantitative data (cross-sectional and,
where available, longitudinal data) from studies undertaken in the country, from the routinely collected
statistics and from Health Insurance Funds. Drawing on internationally validated instruments and
indicators, key outcomes influenced by effective delivery of PHC -- for conditions commonly managed in
PHC, such as acute respiratory illness, anemia, diabetes, ischemic heart disease, hypertension and heart
failure — were analyzed.* (Annex 7.)




3. CASE STUDY OF ARMENIA

42. This chapter summarizes the findings of a detailed case study of FM reforms in the Republic of
Armenia, which is published as a separate volume.*!

3.1. BACKGROUND

43, The Republic of Armenia inherited a health system based on the Soviet Semashko Model
characterized by centralized and hierarchical organization and a large provider network with a curative
focus, dominated by hospitals and with poorly developed PHC level. The system was characterized by
parallel sub-systems for line ministries and large organizations; fragmented delivery model in PHC with a
tripartite polyclinic system staffed by narrow specialists, which provided services separately for adults,
women and children, as well as a large number of vertical programs delivered by narrow specialists.

44, The health system suffered a number of shortcomings, such as: (i) overly specialized and
fragmented care, poor physical condition of health facilities, and lack of modern equipment; (ii) excess
human resources concentrated in cities; (iii) inequitable resource allocation based on historic activities
and inputs which favored large hospitals in urban centers at the expense of rural areas; (iv) line-item
budgeting of provider units and salary-based payment systems, which encouraged inefficiency and
discouraged improved performance; (v) care delivery protocols, which encouraged excessive referral to
secondary care level; and (vi) limited user empowerment, where the citizens were allocated to doctors and
unable to exercise choice of providers.

45. Following independence, economic recession led to a rapid decline in the level of public funding
available for the health system, which felt to around 1 percent of the GDP, thereafter increasing to 1.4
percent in 2004. This resulted in a substantial funding gap between the level of financing needed by the
health system and the available resources. From 1995 onward, the Government sought to introduce
multifaceted health reforms centered on developing a strong PHC system to address organizational
complexity; excess infrastructure and human resources; allocative inefficiency and inequities in
financing; inefficient service provision; limited incentives; and low pay levels for health personnel.

3.2. KEY ACHIEVEMENTS
3.2.1. Organizational and regulatory changes

46. Despite a highly resource-constrained environment, Armenia has been able to introduce the FM-
centered PHC reforms to parts of the country and achieve structural changes with separation of
purchasing and provider functions. Several key laws have been enacted to create an enabling
environment to develop the health system. In 1996, the Government approved the ‘“Program for
development and reform of the healthcare system in the Republic of Armenia”, with a special focus on
financial reforms,® followed by the Medical Care Act.8 The latter act introduced mixed financing of the
health system enabling health providers to mobilize funds from various sources, including local budgets,
external aid, health insurance payments and direct private out-of-pocket payments, which were introduced
in 1997 for the majority of health care services beyond the basic package applicable to all non-vulnerable
and non-targeted groups of the population.

47. Subsequently, all State health care establishments were granted the status of ‘state enterprises'
and transformed into ‘state owned closed joined stock companies’ in 2000. During the same period,
polyclinics were given an autonomous status and were no longer subordinated to hospitals and defined as
the primary care level of the health system.

48, In 1998, the PHC Working Group established under the Bank-financed Health Financing and
Primary Health Care Development Project drafted the provisions on “Family doctors” and “Family
nurses”. The “Family Doctors Provision Guidelines” were approved in 1999 and provisions adopted in




2000.%* In 2003, the Government adopted a decree outlining a new PHC Strategy for the Republic of
Armenia, outlining the Government's vision for developing PHC between 2003 and 2008.

49, Family medicine is recognized as a specialty in Law. The scope and content of FM services have
been articulated in law and defined in detail in the State Guaranteed Basic Benefits Package. In some
regions of the country, the tripartite system of pediatric, women’s and adult polyclinics has been
consolidated into unified PHC centers. Three FM training centers and many PHC centers in the pilot
marzes have been refurbished and now provide unified services for adult men and women and children.

50. New PHC provider organizations have autonomy to manage budgets and contract with the State
Health Agency (SHA), which was created in 1997 to assume a strategic purchasing role. In effect, the
integrated public health system based on the Semashko Model has been replaced by a public-contract
model: with the SHA acting as the purchaser from a network of semi-autonomous provider units
providing a publicly funded ‘basic package’ of services and additional services not covered by this
package, which must be paid through out-of-pocket from private means. The gate keeping function of
PHC has been established with family physicians acting as the first point of contact for patients in reform
areas. In areas where the reforms have not been introduced, users are able to access narrow specialists,
hence fragmenting first contact and gate keeping functions of PHC.

3.2.2. Financing, resource allocation and provider payment systems

51. Health system financing is mixed, but public sector expenditure is low by European and regional
standards. Data from the WHO Health for All Database suggests that, between 1997 and 2001, health
expenditure from private sources accounted for 60 to 65 percent of total expenditures while from the
public sector they ranged from 30 to 40 percent. The Bank estimates the total health expenditures in the
same period to have been between 1.43 and 1.34 percent of GDP while the health public expenditures
relative to the State budget expenditures were 5.6 percent in average for the mentioned period. The target
for 2015 set in the PRSP is 2.5% of GDP for public expenditures and 4.6-5.3% from private sources.

52. Traditionally, the amount of funds allocated to PHC have been low and have represented less than
20 percent of the total public health expenditure. However, in recent years, the Government has increased
public funding for PHC at the expense of hospitals allocations. During the period 2002 to 2004, public
sector expenditure for PHC and polyclinic base ambulatory services increased from 20 to 28 percent of
the total while that for hospitals declined from 57 to 48 percent.

53. The provider payment systems have changed from line-item budgeting to payment for volume of
services for hospitals and to a weighted per capita mechanism augmented by fee-for-service payments for
PHC level. Primary health care providers also receive payments from non-vulnerable populations in the
form of user fees for services outside the BBP and fees for home visits and payments for diagnostic tests.
In addition, there are 'unofficial fees' and in-kind payments, but the extent of these payments are not
quantified. In the areas where the Bank-financed project was implemented and where the PHC services
were provided by family physicians, the extent of informal payments has been shown to be less as
compared with control regions. Project studies showed that the informal payments for medical
examinations were less in project sites as compared with control areas.® Further, following the
introduction of the BBP, the affordability of PHC services increased.

54. The perceived quality of health services provided by PHC centers with family physicians is
higher than those PHC units that do not have family physicians. The shift from line-item-budgets for
hospitals to contracts with a global budget based on volume of services (number of hospital cases treated)
has helped remove perverse incentives created by input-based payment system for hospitals, which
encouraged frequent and lengthy hospitalization of patients. The new payment system has helped the
rationalization of the hospital sector, with the number of beds per 1,000 population declining from 8.4 in
1992 to 4.25 in 2001.




3.2.3. Resource generation

55. There are three public teaching institutions with FM departments: (i) in Yerevan State Medical
University (SMU) where the Faculty of FM was founded in 1997, and the Chair of FM was established
with two full-time and 11 part-time teaching staff with responsibility for both UG and PG teaching in FM;
(ii) the National Institute of Health (NIH), established in 1992 through merger of several research and
continuing medical education institutes. NIH is responsible for postgraduate training of doctors and
nurses. The Chair of FM was created at the NIH in 1997; (iii) Yerevan Basic Medical College (BMC), a
nursing college dedicated to training of family nurses. In addition, both NTH and SMU utilize six other
training centers as training bases for family medicine.

56. In 1995, the Pediatric Faculty at Yerevan State Medical University was closed as part of the
educational reforms, which aimed to create a general medical education program. The role of FM is
defined in law, which recognizes FM as a medical specialty. A Unified Curriculum for Family Medicine,
comprising 33 modules and developed in 2002 by the Armenian Association of Family Physicians with
support from the World Bank and the USAID-funded Social Transition Project (implemented by Abt
Associates), was adopted in July 2003 by the Ministry of Health. (The Ministry of Health of Armenia,
Order No 613, 21st July 2003). The Unified FM Curriculum has been fully adopted by NIH and is also
utilized by the SMU. The curriculum is regularly reviewed by the Armenian Association of Family
Physicians. In addition to the Unified FM Curriculum and respective curricula at SMU and NIH, there is
a clearly articulated 'Procedure for training and assessment of FM physicians’ adopted by the Boards of
Education Methodology in the SMU and NIH.

57. There are now two routes to train as a family physician: (i) an 11-month retraining program for
doctors trained in the Soviet system and currently working in PHC delivered by the SMU and supported
by the Bank-financed Health Project. This was accredited by WONCA to be of internationally acceptable
standard and (ii) a two-year FM residency program for medical graduates who qualified recently. In
addition, the Ministry plans to introduce a system of continuous training for FM physicians..

58. 1t is estimated that around 350 family physicians have already graduated from SMU and NIH. At
present, a further 120 physicians are in training at both institutions. The objective of the Government is to
retrain around 160 family physicians each year to reach the target of around 1200 family physicians in the
next five years. In addition, 150 general nurses have been retrained as family nurses. The number of
family physicians and nurses meets 23 percent of the numbers needed in Armenia (about 1500 FM
physicians is a total need for the country).

3.2.4. Professional associations

59. The Armenian Association of Family Physicians was founded in 1999. It is actively involved in
development of FM and PHC, and plays an important advocacy role, establishing standards and working
with the Government to develop guidelines.

3.2.5. Service provision

60. Primary health care is typically delivered through regional polyclinics or rural ambulatories with
one physician per 1200-2000 population and one pediatrician to 700-800 children. In rural settings with
less than 2,000 population, the Primary Health Care services are provided through health posts/feldsher
stations. There are 37 regional general polyclinics, most of which employ a PHC team that includes a
general physician, an obstetrician/gynecologist and a pediatrician, as well as nurses and midwives. These
polyclinics typically offer: (i) general ambulatory care for the adult and elderly population; (ii) antenatal,
obstetric and prenatal services; (iii) pediatrics, basic investigations, minor surgery; (iv) rehabilitation; (v)
home visits; and (vi) health education. In addition, larger urban areas, in particular Yerevan, also have
specialist polyclinics for children and women with reproductive problems. In 1998, the polyclinics,
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which were previously attached to regional hospitals, were granted autonomous status. Around 500
medical posts, or feldsher stations, typically one in every village, offer a nurse-ted service which includes
basic care of children and adults, antenatal care, developmental checks for infants, prescribing, first aid,
home visits and immunization and health education. Clusters of villages share PHC centers staffed by a
general practitioner or a family physician, which offer a broader range of PHC services as compared with
rural posts.

61. Delivery of PHC services in Armenia is fragmented as it is provided by a number of different
health professionals: (a) family physicians, district therapists and pediatricians providing PHC services in
rural ambulatories or polyclinics in towns and cities; (b) gynecologists and nurses who provide ante-natal
and post-natal care; (c) a large number of narrow specialists who provide 'specialist services' for chronic
conditions; and (d) dispensaries (specialized outpatient facilities) for TB, oncology, mental health,
dermatovenereology, endocrinology and narcology services.

62. A State Guaranteed Basic Benefits Package (BBP) has been introduced for the entire population
and provides free PHC services for all citizens, regardless of their status. An expanded BBP exists for the
vulnerable population. With the reforms, the first contact function of the PHC has been enhanced with
the requirement that patients wishing to see a narrow specialist need to have referral from a PHC
physician. However, despite this change, the old practice of self-referral to narrow specialists, especially
to those in hospital, prevails.

63. There is excellent coverage of immunization. Basic PHC services are provided throughout most
of the country, although access in rural areas remains a problem. Although users now have the freedom
to choose their family physicians, limited number of physicians in rural areas limit this choice. Evidence-
based guidelines for family physicians have been introduced for 127 common conditions encountered in
PHC as well as 56 guidelines for FM nurses. This will enhance quality of PHC services delivered, reduce
unnecessary interventions and diminish referrals to hospitals.

64. The task profile analysis shows clearly that in the polyclinics and rural PHC centers, which have
introduced the FM model, the scope and content of services have significantly expanded. There is
increased health education, disease prevention and promotion services; enhanced gate keeping; more
frequent application of medical techniques and procedures; expanded management of key first contact
and chronic conditions as compared with low reform areas where the FM model has not been introduced.

65. Analysis of the referral data shows a decline in the number of hospital referrals from PHC centers
staffed by family physicians for key acute and chronic conditions typically managed in PHC setting.
These findings demonstrate that FM reforms changes are having the desired benefits of enhanced care
management in PHC setting with reduced referrals to hospital -- with consequent improvement in
efficiency and effectiveness.

3.3. REMAINING CHALLENGES TO BE ADDRESSED

66. In its PHC Strategy for 2003-2008, the Government has identified that key weaknesses of the
existing PHC system to be: (i) inadequate knowledge base and skills of doctors working in ambulatories;
(if) poor infrastructure and equipment; (iii) poor integration of general medical, pediatric and obstetric
services; (iv) inadequate provision of preventive measures, especially for non-communicable conditions;
(v) approach to care, which fails to focus on the family as the unit of intervention; (vi) poor coordination
of key functions; (vii) inefficient use of limited financial resources; and (viii) lack of financial incentives
to further develop services. Further progress in introducing FM based PHC requires important decisions
on the policy level, like open enrollment, clear legal standing for family practices - independent
(autonomous) solo or group practice and performance-based reimbursement schemes.®
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3.3.1. Organization and regulations

67. The contracts between the SHA and providers do not adequately recognize the contribution made
by family physicians or provide incentives for them to expand their services. The contracts, based on per
capita payment mechanisms, need to be augmented to include quality and performance criteria and
commensurate incentives to reward FM teams and PHC centers.

Organizational structure

68. The tripartite provider system at PHC level has not yet been consolidated to give way to new
PHC units that provide unified services by family physicians for all citizens. Polyclinics are still staffed
by pediatricians and general therapists, as well as narrow specialists.

Uncertain regulatory environment and support

69. The evaluation of the Bank-financed project highlighted the difficulties faced by PHC providers
due to deficiencies in the regulatory environment, especially as regards the tax code and social insurance
contributions for the employees, which led to excessive taxation of the providers and requests for social
insurance contributions for employees for amounts that were higher than the employees' salaries.

Limited autonomy

70. At present, FDs do not have a legal standing with a dedicated budget line that recognizes FM as a
distinct specialty. Instead, FDs reclaim reimbursement for services as “other physician”.

Poor infrastructure

71. Except for the centers that have been refurbished during the implementation of the Bank-financed
Health Project, the capital stock in PHC is run down. The majority of polyclinics and rural ambulatories
need to be equipped and renovated.

Excess paperwork

72, As in other post-Soviet countries, PHC level is overburdened by paperwork. There are
approximately 400 forms at PHC that need to be completed to report activity levels as well as public
health parameters. Typically, a PHC physician who sees 25 patients a day spends approximately 2 hours
a day to fill in forms.”’

Monitoring and evaluation

73. There is no monitoring of quality levels in PHC or systematically collected data that can be
analyzed to demonstrate if there have been changes in key reform objectives.

3.3.2. Service provision
Access

74, Although the patients have the right to choose their PHC physician, uneven distribution of human
resources, with staff shortages in rural and mountainous areas, makes it difficult to exercise this choice.
Inequitable access remains a fundamental problem: limited accessibility of services compounded by a
large proportion of the population who are unable to afford out-of-pocket payments for services.
Although, officially, PHC services in polyclinics are free of charge, the providers frequently request
unofficial payments for their services. These out-of-pocket payments deter use of polyclinics as both the
amount of payment and the quality of service are unpredictable.®®

Fragmentation of PHC Services

75. Many PHC services that could be provided by family physicians or generalists are still provided
by narrow specialists. Further, in Yerevan, PHC services are still provided in a tripartite model from
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adult, women consultations and pediatric polyclinics. These structural arrangements fragment key PHC
functions of gate keeping, continuity and comprehensiveness, and reduce efficiency and effectiveness of
the PHC level.

Integration, continuum of care and referral systems

76. There are few incentives to achieve a substantial secondary-to-primary shift and develop
extended primary care to move beyond a gate keeping role.

Difficulties in Practicing Family Medicine

77. Trained family physicians who participated in the evaluation of the Bank-financed project
identified a number of obstacles which prevent them from optimally discharging their duties and
effectively integrating into PHC system. These include: overcrowding of polyclinics with general
physicians, pediatricians and narrow specialists, and consequent competition; insufficient numbers of
patients registered with family physicians; insufficient financing; low salaries; lack of medicines; and
inadequate technical resources.

3.3.3. Resource generation in PHC

78. Although a large number of physicians and nurses have been trained in FM, this represents only
23 percent of what is needed in Armenia and training needs to be scaled up. A further concern relates to
the aging workforce in PHC: 30 percent of rural physicians and nurses and 20 percent of physicians and
nurses in Yerevan are above 50 years of age.

Limited capacity for scale-up of family medicine

79. Limited resources to train family physicians have been identified as a major constraint to PHC
development. Although good capacity exists in the three main training institutions, this is not adequate to
meet the needs of Armenia.

3.3.4. Resource allocation and provider payment systems
Incentives

80. Lack of incentives and poor salary levels of FM specialists are two major problems that need
addressing in immediate term. The current remuneration system does not adequately distinguish between
family physicians and traditional PHC providers (adult physicians and pediatricians) and does not confer
privileges which are given to narrow specialists (such as the possibility of attracting user fees). Hence,
many family physicians question whether additional retraining of 11 months improves their prospects in
the health system. This dampens the enthusiasm of doctors to enter residency programs and of narrow
specialists to retrain in FM.

81. Inclusion of trained family physicians in the PHC system is more difficult in urban than rural
areas as the urban PHC providers have the specialists they need. This problem is compounded by the
provider payment systems for government-subsidized services, as the services of a family physician are
government-subsidized and cannot be rendered for a fee, while specialists are a major source of income
for the polyclinics and receive preference.

Equity and allocative efficiency

82. Major differences in access to services and funding exist. Resource allocation does not reflect
health needs or poverty levels and there are clear differences in the level of resources provided to urban
and rural regions.
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3.3.5. Communicating the reforms
Poor awareness

&3. The benefits of an FM-centered PHC system are not adequately communicated to citizens and
health professionals. There is, hence, a limited understanding of FM and modern PHC among health
professionals, citizens and politicians. In particular, the awareness of health reforms and role of the
family physician among the general population in Armenia is low.¥

Opposition to reforms

84. Narrow specialists, who work in PHC and in hospitals, and managers oppose the introduction of
FM-centered PHC are a key barrier to further development of FM in Armenia. There are misperceptions
of FM among some health professionals who see this as a retrograde step from the ‘advanced’ Soviet
medicine.”

3.4, CONCLUSION

85. The achievements in Armenia are commendable. Although many problems remain, much has
been achieved in a resource constrained environment and platforms have been put in place to further
develop PHC. To date, introduction of FM and PHC reforms in the target regions has been successful.
Platforms are in place to accelerate the pace of reforms through a second phase of development,
particularly to: (i) further broaden the role of family physicians and the scope of services they deliver; (ii)
introduce more flexible contracts with incentives to improve performance, quality, and provide additional
health promotion, prevention and extended PHC services by family physicians; (iii) increase
remuneration for family physicians and nurses; (iv) refine resource allocation mechanisms to reflect need
and enhance equity; (v) place more emphasis on evidence-based medicine; and (vi) change reporting
mechanisms in PHC, which reinforce the old tripartite model and hinder unified service provision. Much
needs to be done to consolidate achievements and expand the reforms. Strong political support and
technical assistance for the next phase of reforms is critical to sustain what has been achieved.
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4. CASE STUDY OF BOSNIA AND HERZEGOVINA

86. This chapter is summary of a detailed study of FM reforms in Bosnia and Herzegovina (BIH)
which is published as a separate volume.”

4.1. BACKGROUND

87. The four-year war between 1992 and 1995 caused widespread physical damage and had a
devastating effect for BIH. Over 10 percent of the population was killed or wounded. Over two million
people, nearly half the pre-war population, were forced from or chose to leave their homes and became
refugees, either abroad or displaced internally within BIH. Two-thirds of homes were damaged, with
one-fifth totally destroyed. An estimated 30 to 40 percent of hospitals and 70 percent of schools were
destroyed or severely damaged and 30 percent of health care professionals and a similar share of teachers
were lost to death or emigration. The economic situation deteriorated rapidly during the war. The
economy collapsed and the per capita GDP fell five-fold from US$2,429 in 1990 to US$456 in 1995.
Economic growth resumed in 1996, and since 2000, GDP growth has been stable at around 5 to 6 percent.

88. Following four years of civil war, under the 1995 Dayton Agreement, different levels of
government were established in the Federation of Bosnia and Herzegovina (FBIH) and in Republika
Sprska (RS): (i) at the highest level, the State of Bosnia and Herzegovina (the State); (ii) at the next level
two constituent political Entities of the FBIH and RS covering 51 percent and 49 percent of the land area
of BIH, respectively; (iii) FBIH was divided into ten cantons, which in turn were divided into
municipalities. In the RS, no cantons were established and the local government was assumed directly by
municipalities. In addition, Brcko, with three municipalities, was designated a separate district. This led
to premature decentralization of the health system with consequent problems which persist to date.

89. The war and subsequent economic crisis led to significant unemployment and poverty levels. In
1997, around one-quarter of the population was classified as poor, and 15 percent were classified as
extremely poor. In the post-war period, the population suffered significant posttraumatic stress due to
ravages of the war, the subsequent socioeconomic crisis, unemployment, migration and displacement.
However, general population indicators such as infant mortality, under five mortality and life expectancy
have remained stable.

90. The former Federal Socialist Republic of Yugoslavia had a well-developed health care system
with a large and high-quality provider network. The population health indicators were comparable to
those of OECD countries. BIH had a well-established network of PHC centers comprising dom zdravljas
(DZ), doctor’s offices for ambulatory PHC services, and first aid and emergency service units. Each
municipality had its health center (a DZ) which coordinated a network of smaller PHC community
facilities (as outposts of the DZ). The DZ was located in the main city or town and the smaller clinics
(ambulates) in smaller communes and villages. There were 109 DZ, each covering a commune of 30,000
to 50,000 inhabitants. These coordinated 900 doctors’ offices (ambulantas), were usually staffed by one
doctor and a few nurses, which provided basic and first-line services to local populations.

91. Within the DZ, PHC was divided into seven distinct functions: (i) general practice, (ii)
occupational medicine, (iii) pre-school pediatrics, (iv) school pediatrics, (v) gynecology/obstetrics, (vi)
laboratory/X-ray, and (vii) Hygiene and epidemiological unit. The PHC system was coordinated by the
Ministry of Health & Social Affairs, and supplemented by additional health clinics that served special
groups — such as the police, military personnel, etc. In addition, almost each large company had
organized its own health services.

92. Following the war, the health system could no longer be sustained because of the destruction of
the infrastructure; a mismatch between health needs and health services; inequitable access to health
services; refugees, internally displaced persons, wounded and disabled people; low income and poor
working conditions for health professionals with consequent low morale; fragmented PHC level with
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multiple providers; poor coordination between care providers; and absence of a sustainable health finance
system with excessive, but ineffective health expenditures.

93, The post-war reconstruction and development programs in both Entities (FBIH and RS),
supported by the Bank-financed Basic Health Project, aimed to develop a Basic Health Program
comprising: (i) a PHC system in demonstration sites based on the FM concept; (ii) a shift from the pre-
war emphasis on large hospitals and polyclinics toward more efficient use of outpatient facilities and
home-based care; and (iii) a greater emphasis on cost-effective public health, disease prevention and
control. Policy and strategy documents were developed to articulate objectives and plans and laws
enacted to create an enabling environment for the FM-centered PHC reforms to progress.

4.2, KEY ACHIEVEMENTS

94. Within a short period, despite a complex post-conflict and resource-constrained environment,
there have been remarkable achievements in FM/PHC reforms in both entities. There is strong high-level
and local support for FM reforms with significant financial contributions by cantons and municipalities —
as counterpart financing — toward refurbishment of FM ambulantas in the demonstration sites.

95. There is a genuine attempt to institutionalize the changes introduced in the demonstration sites
supported by the Bank and other agencies (CIDA, Swiss Cooperation) by developing appropriate legal
frameworks -- creating an enabling environment for the FM-centered PHC model.

4.2.1. Organization and regulation

96. Several laws have been enacted to define health system objectives and strategy, and to support
development of FM. For instance: (i) FM is recognized in Law as a specialty; (ii) team-centered FM
model has been developed and team composition defined; (iii) the scope and content of FM services have
been defined; (iv) FM teams can legally contract ‘directly’ with Health Insurance Institutions or
‘indirectly’ with the DZ to deliver PHC services.

97. Organizational changes have enhanced the gate keeping function of PHC, with the FM team
acting as the first point of contact for patients, improve user-centeredness of services and provide a
greater choice for users. For instance: (i) users now have the freedom to choose their family physician;
(ii) a large number of FM centers have been refurbished in the pilot sites of both entities to create ‘patient
friendly’ and functional PHC units; (iii) appointment systems has been introduced in the PHC that have
adopted the FM model; and (iv) electronic data collection systems are being developed in the
demonstration PHC centers to address serious shortcomings in monitoring and evaluation systems.

98. Agencies for Accreditation and Quality Improvement have been established in both Entities to
accredit health care providers. These agencies have trained assessors, developed appropriate tools and
mechanisms and have already undertaken accreditation of some FM centers. The Law on Medical
Chambers has enabled the establishment of medical chambers that have the responsibility for licensing
and revalidation of all practicing doctors.

4.2.2. Financing

99. The health expenditure is around 12 percent of the GDP, and high by OECD and ECA Region
and for a country at the stage of economic development as that of BIH. Expenditure comes from mixed
revenue sources, predominantly from the health insurance premiums coliected as a salary-tax, budget
transfers from each entity, State transfers, and out-of-pocket payments. The pooling is fragmented, with a
single Health Insurance Fund in RS and 10 Health Insurance Institutes in the FBIH, i.e. one in each
canton.

4.2.3. Resource allocation and provider payment systems

100. The Cantonal Health Insurance Institutions and RS Health Insurance Fund have a target of
allocating 40 percent of the health insurance expenditures to PHC. In 2004, this amounted to 43 percent
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of the CHII expenditure in FBIH and 23 percent of the HIF expenditure in RS -- a high proportion
compared to other countries in the ECA Region and OECD. In addition, as noted earlier, there has been
significant local counterpart investment to refurbish infrastructure for FM Ambulantas.

101.  New provider payment mechanisms, based on simple and weighted per capita models, have been
successfully introduced in the demonstration sites to contract FM teams. It is too early to judge the effect
of new provider payment mechanisms, but qualitative research findings suggest that new models used in
the demonstration areas are perceived to be more meritocratic and transparent. Direct and indirect
contracts between the CHII/HIF and DZ/FM teams have been successfully piloted — one pilot includes
performance related pay element in addition to per capita pay. The contracts specify the scope of services
to be provided by FM teams, and include in RS incentives to provide health prevention and promotion
services and to demonstrate increased quality through accreditation by the AAQL

4.2.4. Service provision

102.  In the demonstration sites that have introduced the FM model, the scope and content of services
have expanded significantly. The task profile survey demonstrates statistically significant difference in
the breadth of preventive, first contact and chronic disease management services provided by FM
specialists as compared with non-specialist GPs. There is strong evidence from the qualitative research
undertaken as part of the study that the new model is welcomed by the users. Many of the key informants
identify benefits of the new system for the users, such as: user-centeredness of the model; holistic
approach to health and the person; emphasis on health education, promotion and prevention; having a
named doctor; user choice; more comprehensive nature of FM model empowerment of FM team to
increase quality; and an increased emphasis on teamwork with enhanced continuity.

Expanded health education, promotion and prevention

103.  Family physicians, as compared with GPs without training in FM, demonstrate a clear shift from
curative biomedical care model to one which emphasizes disease prevention, health promotion and
holistic care. The task profile survey shows statistically significant difference in the level of health
education, promotion and prevention activities delivered by family physicians as compared with GPs.
Qualitative research findings identify the provision of health promotion, education and prevention
activities as key strengths of the FM model and valued by users and FM providers. The emphasis on
health education, promotion and prevention is encouraged through contracts between the HIF/HII and the
FM teams. For instance, in RS, contracts between the HIF and PHC centers stipulate a penalty for failure
to perform specified preventive tasks and include a bonus payment for promotion and prevention
activities.

Management of first-contact conditions

104,  Both FM physicians and GPs ‘usually’ manage many of the common conditions encountered at
PHC setting, but family physicians are more likely to manage several of the first-contact conditions as
compared with GPs with no FM training. This difference is statistically significant. The study
demonstrates that family physicians provide more comprehensive care as compared by GPs and have
adopted more psychosocial approach to care.

Management of chronic conditions

105.  The task profile survey shows a greater involvement of FM specialists, as compared with GPs
with no FM training, in the management of several key chronic conditions. This difference in breadth of
service provision is statistically significant and signals that the FM specialists are applying the knowledge
and skills gained during their training.

Secondary to primary shift

106.  There is, as yet, no evidence to demonstrate a shift from secondary to primary level, a decline in
the number of hospital admissions, and a reduction in the length of hospital stay. The health information
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systems do not capture information on referral patterns. Unfortunately, there has been no base lining or
subsequent monitoring and evaluation to undertake pre- and post-intervention comparison in pilot and
non-pilot sites to ascertain the impact of FM.

Teamwork

107. A FM model based on teamwork has been introduced. This is in contrast to many countries in the
region that have developed FD-centric PHC models. The teamwork approach is highly valued by the
members of the FM team, who identify benefits such as improved productivity and communication,

Evidence-based care guidelines

108.  Evidence-based guidelines have been introduced for 20 common conditions encountered in PHC.
This will enhance quality of care delivered but also reduce unnecessary interventions.

4.2.5. Resource generation

109.  Chairs of Family Medicine have been established and are functioning within the three of the four
Faculties of Medicine in — Banja Luka, Mostar and Tuzla. Curricula for Specialist Training in FM, based
on internationally recognized principles, were jointly developed in 1999 by the Faculties of Medicine in
BIH, and adopted by both the FBIH and RS. The details of the curricula are published in both entities in
the Rulebooks for FM, which specify the content and methods of training for specialist and in-service FM
training programs delivered by the FM Chairs. Three training programs exist for FM: (i) three-year FM
Specialist Training Program for new graduates with no work experience; (ii) two-year training program
for PHC doctors who have less than 10 years’ work experience, and doctors who have over 10 years of
work experience and who have been granted the ‘Certificate of Doctor of Family Medicine’; (iii) one-year
in-service Program for Additional Training (PAT) for those who already have had training in related
specialties and have a certificate from the Federal Ministry of Health recognizing their specialty.

110. The FM training programs have been successfully implemented in both entities. Regardless of
the source of financing, the same curricula are used for FM training, in contrast to the period prior to the
Basic Health Project when varied approaches and several curricula were used in programs funded by
different donors. By June 2004, 80 FM trainers had been trained and a total of 368 health professionals
(173 doctors and 195 nurses from both entities) completed the PAT in FM in programs supported by
Swiss Development Corporation (SDC). In addition, by 2005, with donor support from CIDA, Swiss
Cooperation and the European Union (EU), FM specialists and PAT programs will graduate 1215 health
professionals, including 410 FM specialists, 212 doctors trained in PAT, 465 nurses trained in PAT, and
an additional 141 nurses trained in FM training courses. In addition to the WB, SDC, EU and CIDA
supported programs, a further 85 doctors have been trained in FM in programs supported by MSF-
Belgium, WHO and PHARE. The FM teams trained in both entities now cover in total 23 percent of the
entire population of BIH.

111.  As of June 2004, 18 generations of 6th year medical students (representing over 750 medical
students) have received education in FM. Health Management Centers have been established and fully
refurbished in both entities with support from the Bank-financed BHP. A cadre of 30 trainers has been
trained in training of trainers program. In addition, around 150 middle- to senior-level managers have
been trained in modern health management subjects (111 managers in FBIH and 38 in RS).
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Professional associations in FBIH

112.  Associations of Family Medicine Physicians were established in 2000 in both entities and in 2002
accepted to the membership of the World Family Medicine Association.

4.3. REMAINING CHALLENGES TO BE ADDRESSED
4.3.1. Organization and regulation
Asymmetry in the pace of development

113.  The pace of development in FM has exceeded the rate at which the legislative changes have been
achieved. This is a source of concern and anxiety for many stakeholders who wish to see acceleration of
the rate at which new laws are enacted — in particular to: (i) define the role of FM team in the health
system and articulate more clearly the scope of services provided by the FM team; (ii) establish a legal
base for the new payment mechanisms to create incentives for FM teams; (iii) clarify the role of narrow
specialists at PHC level, the boundaries with secondary care, and referral and counter-referral
mechanisms; and (iv) resolve the confusion surrounding the rights of citizens and the insured; (v) redefine
the status of FM teams in relation to dom zdravljas as regards contracts.

Strategic planning for scaling up

114.  FM reforms have been rapidly introduced and now cover 23 percent of the population. Clear
strategic plans have been developed identifying human and financial resources needed for scaling up the
FM model. The Bank approved on March 30, 2005 a new project — Health Sector Enhancement Project,
which inter alia supports the scaling up of family medicine country wide. This project is being
cofinanced with the Council of Europe Development Bank. Although around 200 health professionals
have been trained in health management, there needs to be rapid scale-up of health management training
to prepare a cadre of professionals to manage change, the scale-up process, and the transition from pilot
status to a fully-institutionalized FM model. The WB Health Sector Enhancement Project will support
the expansion of managerial capacity.

Role models to catalyze change

115.  Lack of role models in the BIH context is a problem, but the emergence of some DZ managed
solely by FM teams provides an opportunity to demonstrate what can be achieved.

Communicating the reforms

116. Key informants identify limited communication between and within levels of the health system as
a critical problem. The population has not been adequately informed about the nature of the reforms, the
reasons and the expected benefits. Inadequate communication and poor engagement of the operational
level in decision-making lead to the perception that reforms are ‘top-down’ and ‘imposed’. This is a
major barrier to successful scale-up and sustainability of an FM-centered PHC system.

Monitoring and Evaluation

117.  As with the other countries in this study, for the PHC reforms in BIH, there was no base lining in
the demonstration sites to enable before- and after-intervention analysis or studies to compare and
contrast demonstration sites with matched non-pilot sites. In the BIH context, although large amounts of
data of variable quality are collected regularly, due to limited analytical capacity, these are not analyzed
to generate meaningful information to inform decisions. It is encouraging to see that the new Health
Sector Enhancement Project will address issues of M&E to develop and operationalize a system to
monitor and evaluate health sector performance.

4.3.2. Service provision

118. A large number of narrow specialists work in PHC and manage acute and chronic conditions
commonly encountered in PHC. These narrow specialists act as substitutes for FM specialists, fragment

19



gate keeping and compromise key FM functions of first-contact, comprehensiveness, continuity and
coordination. Further, the emergency services and occupational health system act as parallel PHC
services, further weakening first contact and gate keeping functions of PHC.

Integration, Continuum of Care and Referral Systems

119.  Although an effective FM-centered PHC system is being introduced in BIH, the boundaries
between primary and secondary levels and the regulatory environment for referral and counter-referral
systems have not yet been established. There are, as yet, no incentives to achieve a secondary-to-primary
shift and develop extended primary care. Decentralization in FBIH has fragmented the health system.
Horizontal integration remains a problem — adversely impacting on risk pooling, freedom of movement of
citizens and development of entity-wide strategic plans for optimizing resource utilization and allocation.
Vertical integration is limited, with PHC and the hospital levels operating as two sub-systems with
precarious links between them. As the financing of the two systems are unlinked, there is a risk of cost-
shifting between levels — especially as a per capita payment system without performance indicators will
eventually lead to increased referrals to reduce workload at PHC level. This will undermine the gate
keeping, continuity and comprehensiveness functions of the PHC level. Without development of
effective interface between primary and secondary levels, it will be difficult to develop an integrated
system with a continuum of care. The Health Sector Enhancement Project will support the development
of an interface between PHC and higher levels of care.

4.3.3. Financing, resource allocation and provider payment systems

120.  Detailed contracts have been successfully introduced in the demonstration sites. This is to be
commended, as the platforms have been put in place to use contracting as a tool to improve service
quality, efficiency and effectiveness. However, to achieve these objectives there needs to be a move from
simple cost-volume contracts based on inputs to more sophisticated contracts based on performance,
outputs and outcomes. This shift will require: (i) significant analytical and execution capacity at PHC and
CHII/HIF levels to manage and monitor more sophisticated contracts; (ii) robust information systems in
these domains to capture relevant and timely data on activities and outcomes; and (iii) appropriate
incentive systems to improve performance. Currently in BIH, the quality of services delivered in PHC is
not monitored. It is very encouraging to witness the development of the Quality and Accreditation
Agencies that have started accrediting PHC facilities.

Incentives and Retention

121.  Unsystematic anecdotal evidence suggests that some of the health professionals trained in FM
specialist training program and in PAT may be leaving or planning to leave FM to join training for other
specialties. It is important that at this stage of the reforms, incentives are introduced to retain the ‘early
adopters’ and leaders. Failure to do so will result in rapid demoralization of the FM team and adversely
affect sustainability of the reforms. Although the new payment mechanisms in demonstration sites
provide some incentives, there needs to be a much stronger indication that FM is valued on par with
hospital specialties. The Health Sector Enhancement Project will address these issues.

4.4, CONCLUSION

122.  Despite a post-war environment, Bosnia and Herzegovina has been able to introduce a novel FM-
centered PHC model and achieved rapid scale-up with appropriate legislative platforms which create an
enabling environment for change. The Basic Health Project has been a successful project and
demonstrates that the Bank can add much value to the PHC development process, but success brings with
it responsibility. A clear exit strategy, agreed with local counterparts, is needed to ensure that there are no
gaps in support to sustain the transformation process.
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S. CASE STUDY OF ESTONIA

123.  This chapter is a summary of a detailed study of FM reforms in Estonia, which was not the
subject of this study and as such has been published separately.’

5.1. BACKGROUND

124.  Estonia, a Baltic State with a population of 1.38 million, regained its independence from the
Soviet Union in 1991 and in 2004 joined the EU. Estonia is the first post-Soviet country to fully scale-up
and institutionalize FM-centered PHC reforms. Prior to independence, the Estonian health system was
based on the Soviet Semashko model, characterized by a large network of secondary care institutions and
a fragmented PHC level with a tripartite system of adult, children and women’s polyclinics and
specialized dispensaries. Family medicine specialty did not exist. Polyclinics were staffed by
therapeutists, pediatricians, gynecologists and sub-specialists. PHC level exercised limited gate keeping,
further compromised by the citizens who bypassed PHC to directly access emergency and specialist
services in dispensaries or hospitals. All hospitals and PHC units were publicly owned and health
personnel were salaried public employees. Doctors who worked at PHC level had low status and pay as
compared to specialists. The system had curative focus with excessive secondary care structures to be
financially sustainable.

125.  In 1992, Estonia introduced health reforms to separate planning, purchasing and provision
functions and to develop a FM-centered PHC system. Strategic planning was retained by the MoSA,
contracting and purchasing devolved to the newly established EHIF and provision delegated to PHC units
owned by the municipalities and to hospitals which were established as autonomous legal entities with
own boards accountable to the State and the local governments. Between 1993 and 2001, the number of
hospitals declined from 115 to 67 and hospital beds from 14,400 to 9,200, while the average length of
hospital stay declined from 15.4 to 8.7 days.

5.2. KEY ACHIEVEMENTS
3.2.1. Changes in organization and legal environment for PHC

126. In 1993, FM was designated as a specialty — the first post-Soviet country to do so. A three-year
residency program for new graduates and in-service training for specialists working in PHC were
introduced. In 1997, changes in health service regulations required Estonian citizens to register with FPs
contracted by EHIF to provide PHC services to their registered population. Ministerial regulations
defined responsibilities of FPs and the practice of the specialty, and introduced a new weighted per capita
payment system mixed with fee-for-service and allowances, including a special payment for doctors
trained and certified as FM specialists.

127.  ‘The Health Services Organization Act’, subsequent regulations ***’ and the Health Insurance Act

of 2002 defined the eligibility criteria for health insurance.”® By 2003, 94 percent of the population was
covered by public health insurance. PHC reforms were rolled out rapidly in all regions except for the
capital Tallinn, where the heads of polyclinics supported by Tallinn Municipal Health and Social Care
Department resisted change and advocated retention of polyclinics with salaried doctors. In 2001, there
were 557 doctors trained as FM specialists. In 2004 this number had reached over 900 — enough to cover
all of Estonia. By 2003, all FM specialists working in Estonia had a patient list of around 1,600 and a
contract with the EHIF.

5.2.2. Changes in financing and provider payment systems

128.  Health system financing changed from tax-funded to a mixed system, funded predominantly from
health insurance with contributions from the State and official out-of-pocket payments. In the period
1992 to 2002, total health expenditure as a percentage of GDP increased from 4.5 to 5.5 percent; below
the EU Member State average of 9 percent but similar to levels in the 10 new EU Member States and
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post-Soviet republics.”® In 2002, public sector financing accounted for 76.3 percent and private
expenditure for 23.7 percent, of which majority (20% of total expenditure) was out-of-pocket expenditure.
The bulk of the public sector financing came from health insurance revenues (65-67%). The State
contributed 8-9 percent of the total, in form of main transfers through the MoSA.'®

129.  In 2003, 14 percent of total EHIF expenditure on health services was allocated to PHC, 77
percent to hospitals, 8 percent to dental services and 1 percent to health promotion. The expenditure on
PHC, as a proportion of the total health expenditure, declined from 8.2 percent in 1998 to 5.5 percent in
2000, thereafter increasing to 8 percent in 2002. Contracts with EHIF replaced salaries of FM specialists
with mixed payment system comprising age-adjusted capitation, fee-for-service, basic practice payment,
additional allowances and cost-sharing for home visits payable by patients, except for the exempt groups
such as children and the pensioners.

5.2.3. Changes in service delivery patterns

130.  FM specialist training and the EHIF contract broadened significantly the scope of services
delivered in PHC setting. Evidence-based guidelines on management of acute and chronic conditions
commonly encountered in PHC were introduced in the late 1990s, encouraging FM specialists to manage
these conditions previously managed by narrow specialists.

5.2.4. User perceptions

131.  Most of the respondents interviewed during the evaluation of PHC reforms in Estonia emphasized
the key achievements to be: (i) coverage of the whole population; (ii) focus on the user; (iii) more
personalized service; (iv) enhanced “continuity of care and overview”; (v) ability to treat all age groups;
(vi) horizontal view of the patient and illness; (vii) increased professionalism at PHC level — enhanced
role of family physicians and nurses; (viii) increased independence for the health professionals (family
physicians and nurses); and (ix) clearer responsibilities to the users, as now a single professional was
responsible for the patient in contrast to “the polyclinic model of the past where the responsible person
was not clear.” An important and novel feature of the new PHC system cited was the ability of the users
to choose their family physicians. The contract and the law on cost sharing encouraged transparency and
help clarify responsibilities.

5.3. REMAINING CHALLENGES TO BE ADDRESSED

132. A number of challenges remain and need to be addressed to build on the successful PHC reforms.
These include, but are not limited to: (i) human resource shortage, which is exacerbated by emigration of
health professionals to neighboring countries. This shortage is likely to worsen now that Estonia has
become a member of the EU. In particular, there is a shortage of family nurses who feel their skills are
undervalued; (ii) low income levels for PHC professionals are creating barriers to entry into practice and
increasing risk — in the last few years, at constant prices, there have been no increases at income levels of
family physicians; (iii) Out-of-pocket expenditures are increasing and this may adversely affect the
doctor-patient relationship if further cost sharing is introduced at PHC level; (iv) health expenditure levels
that are well below the EU average and need to be increased to meet expanding demand — lengthening
waiting lists is a cause for concern and a source of dissatisfaction; (v) health expenditures for primary
care as compared with hospital care are low by European standards. In particular PHC infrastructure is in
need of capital investment to bring PHC centers to a standard that will encourage provision of expanded
services, enable development of extended PHC and achieve secondary-to-primary shift; (vi) fragmented
first contact element of primary care remains a structural weakness that needs to be addressed — with
multiple providers who provide ambulatory care (outpatient) services and who can be accessed by citizens
without referral; (vii) high land and rent prices in cities, especially Tallinn — which makes it difficult for
the family physicians to secure appropriate premises and increases financial risk to family physicians.
This risk is actively discouraging young residents and graduates of FM training programs from entering
practice; (viii) limited incentives for high performers and a lack of monitoring and evaluation systems that
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can be used to reward high quality care and innovative practice; (ix) limited flexibility at practice level to
reconfigure human resource requirements to enable more efficient use of available skills; (x) existing
legislative framework prevents development of partnerships, appointment of part-time family physicians
with personal lists and expansion of a practice size beyond 2,000 patients. This limits flexible working
practices and is a barrier to faculty who have appointments at university but also women practitioners
who wish to practice part time because of family commitments; (xi) although Estonia has achieved
impressively high health insurance coverage of 94 percent of the population, 6 percent of the citizens do
not have access to health insurance and face catastrophic financial risk. This needs to be addressed in the
short term.

5.4. CONCLUSION

133,  While most post-Soviet countries struggle with their PHC reforms, Estonia has successfully
introduced and institutionalized multifaceted PHC reforms, scaled-up to cover urban and rural areas.
Structurally, the public-integrated Semashko model has been transformed to a ‘Bismarckian’ public-
contract model with separation of purchasing and provision functions. Hospital sector has been
rationalized; new Laws have established for FM specialty and defined scope and content of FM services;
organizationally, the tripartite polyclinic structure has been rationalized into unified FM centers which
manage all citizens irrespective of age and gender.

134, Novel organizational structures, such as independent practitioners and partnerships, have been
established. Financing reforms have transformed a tax-funded health system to a mixed model, funded
predominantly by health insurance supplemented by official private out-of-pocket payments and State
contributions; budget-based resource allocation system has been replaced by purchaser-provider contracts
and new PHC provider payment system incorporating weighted-per-capita pay, fee-for-service and
allowances. As patients have a choice of their FPs, money follows the patient; service provision has
changed with broadened scope of PHC services driven by evidence-based guidelines.

135.  The new PHC model is accepted by the majority of the population. Surveys undertaken by EHIF
show that 79 percent of the people surveyed in 2001 and 88 percent in 2003 were either very satisfied or
generally satisfied with PHC services. 90 percent of the population knew their personal FP and only 15
percent had changed their FP, mainly because of change of residence.'”' There is increased effectiveness
of PHC with enhanced continuity and comprehensiveness of services, evidenced by improved
management of chronic illness in PHC setting with increased number of consultations, reduced hospital
admissions and changing prescribing patterns, which point to increased uptake of best-developed practice.
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6. CASE STUDY OF KYRGYZ REPUBLIC

136.  This chapter summarizes the findings of a detailed study of FM reforms in the Kyrgyz Republic,
which is published as a separate volume.'®

6.1. BACKGROUND

137.  Following independence in 1991, Kyrgyz Republic inherited a health system based on the Soviet
Semashko Model characterized by: (i) centralized and hierarchical administrative organization; (ii) a large
provider network dominated by hospitals with a curative focus; and (iii) parallel health systems for line
ministries and large organizations. Primary health care level was poorly developed with a fragmented
delivery model comprising in cities a tripartite polyclinic system which provided services separately for
adults, men and children, as well as a large number of vertical programs delivered by narrow specialists in
dispensaries. There were no family physicians and the polyclinics were staffed by narrow specialists and
general physicians for adults, pediatricians and obstetrician/gynecologists. In rural areas, ambulatory care
centers were staffed by adult physicians or by feldshers in feldsher stations.

138.  In line with excess infrastructure, there were excess human resources which were concentrated in
cities. Inequitable resource allocation, based on historic activities and inputs, favored large hospitals in
urban centers at the expense of rural areas. Provider payment systems, based on line-item budgeting of
provider units and salaries for staff, encouraged inefficiency and hindered improved performance.
Provision of effective health care services were hampered by care delivery protocols which failed to draw
on best-developed practice and evidence and which encouraged excessive referrals to secondary care
level. There was limited user empowerment and the citizens were allocated to doctors and unable to
exercise choice of providers.

139.  Prior to independence, the Kyrgyz Republic devoted 3.5 percent of its GDP to health. This
diminished following rapid economic decline — creating a substantial funding gap between the level of
financing needed by the health system and the resources available. Following independence, the Kyrgyz
Government sought to introduce multifaceted health reforms with an emphasis on developing a strong
FM-centered PHC system to address: (i) organizational complexity; (ii) excess infrastructure and human
resources; (iii) allocative inefficiency and inequities in financing; (iv) provider payment systems which
hindered service improvements; (v) inefficient service provision; (vi) limited incentives to improve
quality; and (vii) low pay levels for health personnel.

6.2. KEY ACHIEVEMENTS

140.  From 1992, in collaboration with international agencies, the Kyrgyz Government introduced key
legislations to create an enabling environment for health reforms and establish platforms for
comprehensive and multifaceted change in the health system to reduce inefficiencies; enhance equity and
access (financial and geographic); and improve quality. High-level support for FM reforms has been
strong. The MOH has a clearly articulated health reform strategy and has succeeded in coordinating
donor agencies to ensure alignment of inputs, reduce duplication and optimize value add by multilateral
and bilateral organizations actively involved in the health sector. Exemplary collaboration between the
donor community and the Kyrgyz Government led to emergence of an ‘operational and informal SWAP”.

6.2.1. Organizational and regulatory changes
Structural changes

141.  Despite a highly resource-constrained environment, the achievements of FM-centered PHC
reforms in the Kyrgyz Republic have been remarkable with expanded scope of services, enhanced gate
keeping and first contact functions of PHC, and substantial shift between secondary and primary health
care. In urban areas, the tripartite system of pediatric, women’s and adult polyclinics in cities has been
consolidated into unified Family Medicine Centers (FMCs). In rural areas, family group practices (FGPs)
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have been established with autonomy to contract with the Mandatory Health Insurance Fund (MHIF) and
to manage their own budgets. FGPs can also establish independent units within FMCs and contract with
the MHIF to deliver PHC services. In addition, feldsher-ambulatory care centers serve remote rural
villages (FAPs). Many of the PHC centers have been refurbished and now provide services for adult men
and women and children.

142.  Family medicine was recognized as a specialty in Law and new PHC provider organizations,
FMCs and FGPs, have been established with autonomy to manage budgets and contract with the
Mandatory Health Insurance Fund.

Institutionalization of family medicine

143, The scope and content of FGP services have been articulated in law and defined in detail in the
State Guaranteed Benefits Package. The gate keeping function of PHC has been established with FGPs
acting as the first point of contact for patients. The Association of Family Doctor Groups, established in
1997, has a limited role in licensing and accreditation activities, and plays an important advocacy role to
inform key stakeholders at different levels on the benefits of reforms. The Association of Family Doctor
Groups is active in lobbying parliamentarians and in 2003 became a member of the World Family
Doctors Association (WONCA). Accreditation has been introduced and a number of PHC and hospital
facilities have been accredited.

6.2.2. Financing, resource allocation and provider payment systems

144.  Despite a declining public expenditure on the health sector, the proportion of financing allocated
to PHC has increased from 7 percent of the total public health expenditure in 1994 to around 25 percent in
2003. A mixed system of financing has been established with mandatory health insurance, official co-
payments and budget transfers. A Single Payer System has enabled pooling of all sub-national budget
funds for health care in the Territorial Department of the MHIF in a ‘single-pipe funding’ to fund the
State Guaranteed Benefits Package. Co-payments provide limited additional resources to the health
system but create a transparent environment as regards payments to health service providers and have
benefited the poor by increasing transparency and reducing unofficial under-the-table payments for
providers.

145.  New provider payment methods have been successfully introduced in the regions for FGPs based
on simple per capita mechanism. Direct and indirect contracts have been introduced for FGPs, including
partial fund holding, where FGPs control budgets for essential drugs.

6.2.3. Service provision

146. A State Guaranteed Basic Package has been introduced covering the entire population and
provides free PHC services for all citizens, regardless of their insurance status and enrolment. Citizens
not covered under the MHI scheme are subject to formal co-payments for referral services in outpatients
or hospital inpatient services provided by narrow specialists. Citizens insured under the MHIF receive
additional benefits of access to an outpatient drug package which provides certain drugs at reduced rates
and lower co-payments for referral services in outpatients and as inpatients in hospital. The gate keeping
strength of PHC level has been enhanced by a mechanism which stipulates that patients who access
hospitals without a referral from family physicians incur higher levels of cost sharing. Users are more
empowered and can choose their family physician and in some regions participate in community-led
needs assessment to plan service delivery.

147.  The access and accessibility to PHC centers has significantly improved, except in rural and
mountainous areas where access can be very difficult. There is excellent coverage of immunization and
widespread provision of basic PHC services throughout the country. In the regions which have
introduced the FGP model, the scope and content of services have significantly expanded, with increased
health promotion services.
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148.  Analysis of the MHIF data demonstrates a substantial and appropriate shift from secondary to
primary level with a decline in the number of hospital referrals for key acute and chronic conditions
typically managed in PHC setting. This finding is critical to demonstrate that changes are having the
desired benefits of enhanced care management in PHC setting with reduced referrals to hospital — with
consequent improvement in efficiency and effectiveness. Evidence-based guidelines have been
introduced for 162 common conditions encountered in PHC. This will further enhance quality of PHC
services delivered, reduce unnecessary interventions and diminish referrals to hospitals. There is
evidence from the qualitative research that the new model is welcomed by the users and health
professionals who identify many benefits which, amongst others, include user-centeredness of the model,
having a named doctor, user choice, more comprehensive nature of FM model, empowerment of FM team
and increased emphasis on teamwork.

6.2.4. Resource generation

149.  Excess human resource capacity in the health sector has been rationalized, but although the total
number of doctor and nurses have declined to levels in line with those in the European Region, the
number and proportion of family doctors and nurses have steadily increased. National efforts, supported
by international technical assistance, aimed to institutionalize FM training at five levels: (i) undergraduate
training for medical students; (ii) post-graduate training — a two-year FM residency for doctors graduating
from medical school; (iii) Retraining program for physicians practicing as general practitioners; (iv)
continuing medical education (CME) for FM teachers, and for practicing family doctors and nurses (v)
and a bachelors degree program for PHC nurses. These programs have been established. There are now
two chairs of FM: (i) at the Kyrgyz State Medical Academy, and (ii) at the Kyrgyz State Medical Institute
for Retraining and CME.

150. By 2003, up to 63 FM trainers have been trained in the one-year training of FM trainers (TOT)
program introduced in 1997 at the Centre for Continuous Medical Education in Bishkek. In addition, 64
family nurse trainers have been trained in the one-year TOT program for nurses. This able body of FM
and nurse trainers has led highly successful short-course retraining programs, with support from
international experts. A critical mass of around 2,500 FM specialists has been trained in the four-month
retraining program in addition to around 3,000 nurses trained in the two-month retraining program. These
family physicians and nurses now meet approximately 70 percent of the numbers needed in the Kyrgyz
Republic.

151.  Two FM residency programs have been established: one in Bishkek, which has graduated over 40
doctors, and the other in Osh, which currently has 24 doctors in the program. A national CME for family
physicians and for FM nurses has been established. Around 1000 family doctors and 1400 family nurses
currently involved with the CME system receive ongoing training on an annual basis from the FM
trainers associated with the Centre of Continuous Medical Education. This new CME system, which
began in Issyk-Kul Oblast in 2001, was expanded in 2004-2005 to include 3 pilot rayons in Osh and Chui
Oblasts, and all the FGP doctors in the other oblasts. In 2005, a similar CME program will begin for the
FGP doctors in Bishkek and Osh cities.

152.  The task profile survey shows that the family physicians trained in the FM retraining programs
and who are now working in areas where the FM centered reforms have been implemented have
expanded the scope of their services. Family physicians provide expanded services for health education,
promotion and disease prevention. In addition, as compared with PHC doctors who have not been
retrained, family physicians more frequently apply medical techniques and procedures commonly used in
PHC setting, and have greater involvement in management of key first-contact and chronic conditions.
The differences observed between the family physicians and doctors who have not been retrained are
statistically significant and demonstrate the positive benefits of the retraining on expanding the scope and
content and enhancing the quality of service.

26



6.3. REMAINING CHALLENGES TO BE ADDRESSED
6.3.1. Negotiating the glass ceiling

153.  Family medicine and PHC reforms in the Kyrgyz Republic have been successful and evolved
rapidly, but have reached a glass ceiling which needs to be negotiated. Further legislative changes are
needed to support the next major phase of development. Many of the key stakeholders wish to see
acceleration in the pace of reforms, particularly to: (i) broaden the role of FGPs and the scope of services
they deliver; (ii) build on the payment mechanisms, contracts and the autonomy afforded to the PHC
providers to introduce more flexible contracts with incentives to improve performance, quality, and
provide additional services — health promotion, prevention and extended PHC; (iii) increase remuneration
for FGPs and FM nurses trained as specialists; (iv) further refine resource allocation taking into account
need and equity of access, favoring rural and poorer areas with higher health needs; (v) place more
emphasis on evidence-based medicine; and (vi) change reporting mechanisms which reinforce the old
tripartite model and hinder unified service provision.

6.3.2. Organization and regulation
Excess capacity

154.  Although introduction of FM-centered PHC has enhanced gate keeping function of the health
system and led to shifts from secondary to primary health care, there is still excess capacity in the hospital
sector. Attempts at rationalizing the hospital sector have achieved partial success, especially after the
introduction of the health insurance and hospital payment systems based on DRGs, with rationalization of
rayon-based hospitals, but with limited impact on the Republican hospitals which consume a
disproportionate amount of the health resources.

Flexible contracting to enhance quality

155. FM and PHC reforms in the Kyrgyz Republic have been highly successful and evolved rapidly.
Minimum quality standards and equitable level of services have been established for Kyrgyz citizens.
However these contracts do not differentiate between those who provide high-quality services and those
who do not. The contracts, while encouraging equity, do not provide enough flexibility to encourage
innovation. Contracts with the FGPs can be used to encourage innovation and to extend the scope of
services provided in PHC.

Communication

156. Communication between and within levels of the health system and with the public is critical
activity that needs to be enhanced to rectify misperceptions of FM which create barriers to full scale-up
and sustainability of an FM-centered PHC system. A clear and all-embracing communication strategy is
necessary to increase visibility of PHC reforms, inform key stakeholders of the expected benefits and
increase ownership.

Analytic capacity

157.  Although the Kyrgyz Republic has developed an impressive M&E system within the MHIF, the
PHC component of the system needs enhancing and analytic capacity at MHIF further expanded to
regularly analyze data to generate timely information to inform decisions.

6.3.3. Service provision
Narrow specialists at PHC level

158.  Although the tripartite provider system at PHC level is consolidated to give way to new FMCs
that provide unified services for all citizens, many family physicians have not changed their practices and
continue to practice their narrow specialty (pediatrics, obstetrics & gynecology, and adult medicine). The
reporting systems at PHC level, which require returns by sub-specialty, reinforce this practice. Further,
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guidelines, which require screening of newborn and older children, pregnant women, workers, and
conscripts by narrow specialists, are used as an argument to maintain narrow specialists in PHC.

159.  Narrow specialists at FMCs, who can be accessed directly by patients: (i) fragment the first-
contact function of primary care level; (ii) create a potential source of inefficiency; (iii) fracture of the
gate keeping function of PHC, encouraging excessive referrals to narrow specialists in PHC setting and
cross-referrals between narrow specialists; (iv) adversely impact on continuity of care as the care is
fragmented; (v) Hinder family physicians from practicing an integrated and holistic family medicine;
(vi) prevent the development of extended primary care; (vii) duplicate the role of hospital outpatient
departments and FMCs; and (viii) create an artificial and potentially destructive perception of separate
rural and urban models of primary care — the former managed by FGPs and the latter by narrow
specialists.

Integration, continuum of care and referral systems

160. Incentives to further expand the secondary-to-primary shift, are limited, hindering the ability of
PHC level to develop extended primary care and move beyond a gate keeping role. Vertical integration is
limited. In effect PHC and the hospital levels operate as two sub-systems with precarious links between
them. As the financing of the two systems are unlinked, there is a future risk of cost-shifting between
levels.

6.3.4. Resource allocation and provider payment systems
Inequities and allocative inefficiency

161.  Despite the State Guaranteed Basic Package, which has achieved universal coverage for PHC
services, major inequities in access to services and funding exist, with the rural poor particularly
disadvantaged. As with financing and access, inequities exist between urban and rural areas in the
distribution of trained FM specialist and FM nurses. While in urban areas the number of registered
citizens per FGP physician is 1500, in rural areas there is a net shortage of physicians. Consequently, in
some remote areas the number of citizens per FGP physician can reach between 10-12,000 persons.'®

6.3.5. Limited incentives

162.  Limited incentives and poor salary levels of health professionals working at FGPs are key
problems that need addressing in the immediate term. Although the new payment mechanisms provide
incentives and establish an excellent platform on which to build, there needs to be stronger indication that
FM is valued on par with hospital specialties.

6.3.6. Resource generation
Recruitment and retention

163.  Against a backdrop of successful retraining program for family physicians and nurses, the
shortage of health personnel in rural areas has worsened over the last five years, as medical graduates are
unwilling to work in rural areas, and there is no obligation to spend a period in rural areas — as was the
case in the Soviet period with a mandatory three-year posting to rural areas. There are very few
incentives to attract and retain health professionals in rural and mountainous areas.

Undergraduate training

164.  There are seven medical schools that admit over 1,000 medical students each year; around four
times the number needed for Kyrgyz Republic. Undergraduate training is not aligned with international
trends, is highly curative in focus and is designed to produce narrow specialists.

6.4. CONCLUSION

165.  The study identified, among others, a number of critical success factors for the reforms. These
include: (a) branding FM and image building, to improve the status of FM specialists as compared with
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narrow specialists; (b) improved work environment and conditions for FM teams; (c) investing in
communication between and within levels of the health system and with the public to share objectives and
values of FM, develop trust and increase ownership; (d) improved coordination of key agencies; (e)
developing a holistic approach to reform with simultaneous multifaceted interventions to achieve an
enabling legal environment, organizational restructuring to enable emergence new provider forms with
increased autonomy, new financing methods, resource allocation mechanisms that address inequities,
provider payment methods that overcome limitations of systems based on line-item-budgeting and
salaries, contracts and evidence-based care guidelines to enhance quality and establish minimum
standards; (f) approaching reforms as a strategic change process; (g) ensuring sensitivity and
responsiveness to rapidly changing context; (h) ensuring robust M&E systems are put in place to assess
impact of reforms; and (i) having a clearly articulated and planned exit strategy between projects to
ensure sustained transformation.

166. The achievements in development of FM-centered reforms in the Kyrgyz Republic are
outstanding and one of the most advanced in ECA Region. Strong political support for the next phase of
reforms is critical to sustain and further develop the highly successful reforms.
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7. CASE STUDY OF MOLDOVA

167.  This chapter summarizes the findings of a detailed study of FM reforms in Moldova which is
published as a separate volume.'*

7.1. BACKGROUND

168. Moldova inherited a health system based on the Soviet Semashko Model characterized by
centralized and hierarchical organization; a large provider network with a curative focus, dominated by a
surfeit of hospitals and human resources concentrated in the capital Chisinau. The health system was
fragmented by parallel sub-systems for line ministries. The PHC level was poorly developed and did not
provide unified service by family physicians. It was based on a tripartite polyclinic system staffed by
narrow specialists, which provided services separately for adults, men and children, as well as a large
number of vertical programs delivered separately as vertical programs.

169.  Although there was an excess of human resources, these were concentrated in cities. Regional
and socioeconomic inequities existed for resource allocation, service utilization, morbidity and mortality.
Resource allocation system based on historic activities and inputs favored large hospitals in urban centers
at the expense of rural areas. Provider payment systems based on line-item budgeting of provider units
and salary-based payment systems for staff encouraged inefficiency and discouraged improved
performance.

170.  There was limited user empowerment, as the citizens were allocated to a particular polyclinic or a
rural PHC center, but they had direct access to narrow specialists at PHC level, which did not have a
meaningful gate keeping function. Gate keeping and first-contact functions of PHC level were further
fractured by care delivery protocols which encouraged excessive referral to secondary care level. The
health system, as a whole, was highly curative and disease focused (in part attributable to the biomedical
nature of medical training) with limited health promotion or disease prevention.

171.  Breaking up from the Soviet Union led to rapid economic decline. Between 1993 and 1999, the
GDP declined by 60 percent. By 2000, the GDP per capita was US $354 with almost 90 percent of the
population living on less than US$1.00 per day. In the transition period, level of funding to the health
sector declined substantially — creating a major funding gap between the level of financing needed by the
health system and the available resources. Low funding levels from the public sector and low salaries of
health professionals led to many health professionals leaving the health sector — particularly in rural areas
- substantial inequities, emergence of rent seeking behavior, and informal payments which acted as a
barrier to many citizens to accessing health services. Early in the transition period population health
indicators worsened, with explosion of TB, STI, intravenous drug use and HIV. Since the year 2000, the
health indicators have recovered to levels witnessed in 1990, but communicable diseases remain a
problem.

172.  The Government of Moldova sought to reform the health system to address key problems,
namely: (i) organizational complexity; (ii) excess infrastructure and human resources; (iii) allocative
inefficiency and inequities in financing; (iv) inefficient service provision; limited incentives and (v) low
pay levels for health personnel. The Law on Health Protection was adopted in 1995 and in 1997 the
Moldovan Government approved a Health Sector Strategy for the period 1997-2003.' The Strategy
aimed to address structural inefficiencies, reduce human resources and improve financing of the health
sector through: (a) organizational and structural changes; (b) modifications to financing system;
(c) reform of the education and training system for medical staff; and (d) pharmaceutical reform.'® These
themes were developed into the “five pillars” of the health reform strategy and articulated in the appraisal
report of the Bank-financed Health Investment Fund Project (HIF)' as: (i) restructuring the network of
medical services and redistributing resources from tertiary level to PHC; (ii) strengthening PHC by
establishing an efficient network of family physicians; (iii) legalizing illegal payments, eliminating
payments for unnecessary or excessive medical services, especially those which burden the poor
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population; (iv) creating a package of medical services in line with budgetary resources, with an emphasis
on PHC; and (v) centralizing health system financing to improve distribution of funds between levels.

173.  Between 1998 and 2002, there were 54 Regulations of the Council of Ministers regarding PHC to
operationalize the Health Sector Strategy for 1997-2003.'% These legislations formed the foundation for
the reforms of the PHC reforms.

7.2. KEY ACHIEVEMENTS
7.2.1. Organizational and regulatory changes

174.  The Law on Local Public Administration in 1999'% established 11 regional administrative units
comprising 10 counties (judets), one metropolitan area (the city of Chisinau) and the territorial
autonomous unit (TAU) of Gagauzia. In the judet administrative structure, local health budgets were
allocated directly to PHC units, sectoral/judet hospitals and emergency services and managed
autonomously by each of the units. However, The Public Administration Law 123/2003 enacted in
2003 abolished the judet structure and stipulated that health services should be reorganized into one
legal entity comprising rayon hospital, PHC, emergency and ambulatory specialist services, with separate
budgets for each of the different services, but managed by the rayon Chief Doctor.

175.  The tripartite system of pediatric, women’s and adult clinics has been consolidated into unified
PHC centers providing services for all citizens. FM is recognized as a specialty in law and the scope and
content of PHC services have been articulated in law and defined in detail in the State Guaranteed
Benefits Package. Users have been given the freedom to choose their family physicians. There has been
a remarkable rationalization of the hospital sector, the most substantial amongst the FSU countries, and
280 PHC have been refurbished with support from the Bank-financed HIF,'

7.2.2. Financing, resource allocation and provider payment systems

176.  There is mixed financing of the health system. In 2003, Mandatory Health Insurance with co-
payments was introduced, creating a transparent environment as regards payments to health service
providers. A Single Payer System has been established which allows integration of state and local budget
revenues with MHIF contributions to fund the Guaranteed Minimum Package of Services for the whole
population as well as the Basic Benefits Package under the Mandatory Health Insurance Fund (BBP-
MHIF) for the insured and those in exempt categories.'”®

177.  The Health Insurance Company (HIC) has become the purchaser of health services. The health
funds are transferred from the HIC and local government to the rayon hospital administration. The rayon
chief physician then allocates the funds to the sub-units s’he directly manages but is required to comply
with MOH budgeting norms, which stipulate allocation of 35 percent of resources to PHC, 15 percent to
emergency services, and 50 percent for hospital services. The HIC agrees an annual contract with the
rayon administration with pre-specified price and volume of services to be provided. PHC providers are
paid according to a per capita contract and hospitals are paid per discharged patient and per case for
emergencies.

178.  Since the introduction of the MHI, in the first three months of 2004 the number of PHC visits was
about 2,900,000, an increase of over 20 percent, as compared with the same period of 2003.'" An
important achievement of health reforms is increased resource allocation to PHC level. The proportion of
health expenditure allocated to PHC has gradually increased from 10 percent of the total government
health expenditure in 1999 to 26 percent in 2003, while hospital expenditure declined in proportion to this
increase.

7.2.3. Service provision

179.  PHC network consists of four types of PHC providers: (i) Centers for Family Medicine, based on
the former district polyclinics and often serving large populations of over 50,000; (ii) Health Centers,
based on former SVAs (selkskiye vranchnii punkt); (iii) Family doctor offices based on former rural
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ambulatories covering populations greater than 1001 in number; and (iv) Health posts for family doctors
assistants for villages/areas with populations numbering less than 1000. A Guaranteed Minimum
Package of Services has been introduced for the whole population and includes: (i) PHC services
provided by general practitioner/family doctor in ambulatory care unit or at home; (ii) consultative
services provided by physician-specialists in polyclinics and hospitals (when patient is included on the list
of GP/FD and is referred by the GP/FD), (iii) limited range of diagnostic tests and elementary
investigations conducted in ambulatory laboratories (when prescribed by the GP/FD); (iv) immunization;
(v) urgent and emergency services for life-threatening situations; and (vi) hospital care for treatment of
TB, mental disorders, oncology, asthma, diabetes, AIDS and “social-related diseases”.

180.  Citizens with health insurance have right to an expanded program of services (BBP-MHIF) as
compared with the Minimum Package of Services. The gate keeping function of the family physicians
has been significantly enhanced by the introduction of the BBP-MHIF which stipulates that citizens must
first see a family physician before being referred to hospital. The hospital costs of the patients referred
are covered by the HIF (except for any co-payment). Those who self-refer to hospital without first
consulting a family physician have to bear the full cost of hospital care.

181.  Although all Moldovan citizens are entitled to a Guaranteed Minimum Package of Services and
have relatively good geographic access to PHC services except for rural areas, significant financial
barriers to health care exist. The utilization of PHC services, as measured by the number of visits to
family physicians, increased by 17 percent between 2000 and 2002. A limited number of care guidelines
have been developed with support from UNICEF, and the HIF Project is providing support to the MOH to
develop additional guidelines in line with the services provided in the Basic Benefits Package under the
Mandatory Health Insurance Fund.

182.  There is excellent coverage of immunization and widespread provision of basic PHC services in
all regions. Many of the basic PHC services for managing common conditions are provided in most PHC
centers which also manage common chronic illnesses and apply simple diagnostic and therapeutic
interventions. The task profile survey shows statistically significant differences in the application of
medical techniques, use of medical equipment, and management of common first contact and chronic
conditions by family physicians working in PHC centers situated in advanced reform regions as compared
with those working in PHC centers from intermediate and early reform regions.

183.  The task profile survey demonstrates that family physicians in advanced reform region provide
more systematic health education and promotion activities and more frequently manage common
psychosocial problems as compared with those family physicians intermediate or early reform regions.
There is evidence from the qualitative research that the new model is welcomed by the users and health
professionals who identify many benefits, which amongst others include user-centeredness of the model,
having a named doctor, user choice, improved continuity and more comprehensive nature of FM model,
empowerment of FM team, and an increased emphasis on holistic care.

7.2.4. Resource generation

184.  The number of doctors and nurses has been declining due to low salaries and emigration, but this
decline has hit the rural regions particularly hard. Family doctor training program began in Moldova in
1996. The Faculty of Family Medicine was established at the State Medical University in 1998. A Chair
in Management Training and Public Health was created in 2000. Two model family practices were
established in Chisinau and have been used as training practices. The FM Chair has 15 faculty including
four associate professors and eight assistant professors. It has strong support from the State University.

185.  The Faculty has been providing four different training programs to train family physicians: (i) a
three-year specialist residency program in FM; (ii) a four-month retraining course, which started in 1998,
(iii) a four-week retraining course, supported by the WB, which started in 2003; and (iv) short-term
thematic courses, supported by UNICEEF since 1998.
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186. Between 1996 and 2001 the Faculty provided ‘some training’ in FM to over 2,000 doctors in
residency and short course programs and was selected by the WB in 2003 as the implementing agency for
retraining of PHC doctors in FM. In 2002, with financing from the HIF and UNICEF, a four-week
training program for training of FM and nurse trainers (TOT) was established. A total of 34 FM trainers
and 20 family nurse trainers were trained in the TOT program who have worked with international
consultants to develop a six-week retraining course to train 750 family physicians and 1500 family nurses.
The State University of Medicine and Pharmacy was contracted in 2003 to implement the training
program. By the end of March 2005, the University had finalized training of 550 GPs and 1,010 nurses
(52%). With support from the HIF, five regional FM Training Centers were established.

7.3. REMAINING CHALLENGES TO BE ADDRESSED

187.  There has been good progress with the FM and PHC reforms in Moldova, but this progress needs
to be sustained and accelerated to address many challenges which remain.

7.3.1. Organization and regulation
Balancing power between primary and secondary level

188. The power among the health service providers rests with the hospital sector. Recent
administrative changes have reduced the autonomy of PHC departments at rayon level and re-centralized
power in the hands of the chief rayon doctor, who is also the director of the rayon hospital. This is a
retrograde step and will hinder the development of PHC, which is now subordinated to the secondary care
level.

Monitoring and evaluation

189.  There is a lack of systematically collected data at PHC level which can be analyzed to
demonstrate whether key reform objectives have been achieved. The PHC component of the M&E
system at the Institute of Public Health and Management needs to be enhanced and analytic capacity
expanded to regularly analyze data to generate timely information to inform decisions.

Communication

190.  The benefits of an FM-centered PHC system are not adequately communicated to citizens and
health professionals. Although the HIF Project has significantly invested in communication and
advocacy activities, more investment is needed to improve communication between and within levels of
the health system and with the public to rectify misperceptions of family medicine.

7.3.2. Financing, resource allocation and provider payment systems
Incentives

191.  Lack of incentives and poor salary levels of FM specialists are two major problems that need
addressing in immediate term. A key problem with the image of FM is that the family physicians have to
work longer hours then specialists, undertake excessive administrative tasks without commensurate pay
or professional recognition (by peers and citizens). This dampens the enthusiasm of doctors to enter
residency programs and narrow specialists to retrain in FM. The Government has identified this as an
issue and recently introduced changes to pay scales to increase remuneration of family physicians, and in
particular those working in the rural areas. However, this is a policy priority and should be closely
monitored.

192.  There are no incentives to achieve a substantial shift from secondary-to-primary health care,
limiting the ability of PHC level to develop extended primary care and move beyond a gate keeping role.

Equity and allocative efficiency

193.  There are clear differences in the level of resources provided to urban and rural regions. In
particular Chisinau City attracts much higher funding levels than other regions. Allocative inefficiencies
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between levels of care and type of institution also persist. In particular, Republican Hospitals in Chisinau
still consume a significant proportion of the health system budget. Consequently, major inequities in
access to services and funding exist. The next phase of reforms should place an emphasis on changing
resource allocation mechanisms to take into account poverty and health needs and substantially modify
the current patterns which currently favor urban areas and Republican hospitals.

7.3.3. Service provision

194,  The retraining programs have been successful in rapidly scaling up FM in Moldova, but are too
short to convert narrow specialists to generalist family physicians. Existing training programs need to be
extended and further strengthened to produce family physicians of higher competence and to counteract
criticisms leveled by narrow specialists and opponents of reforms at FM institution. Countrywide
standards on scope and quality of services have succeeded in establishing minimum quality standards and
basic level PHC services as compared with OECD countries, the scope and content of services provided
in PHC setting in Moldova are still basic and there is much room for expanding the scope of services
provided in PHC. The current contract introduced by the HIC and the BBP-MHIF will help enhance
equity by providing a uniform package of services to the whole country. Much work needs to be done in
the next few years to further institutionalize this system. To further develop PHC, over time, there needs
to be a move to more flexible contracting based on performance.

195.  The presence of narrow specialists at PHC centers is a source of inefficiency and a barrier to
developing PHC as it adversely impacts on first contact, continuity and comprehensiveness functions of
PHC. All narrow specialists at PHC level should be trained as family physicians and roles modified so
that they practice FM.

7.3.4. Resource generation

196.  There are several concerns regarding training and FM: (i) the short nature of the training; (ii) no
career structure for graduates of FM programs; and (iii) inadequate incentives for FM physicians.
Existing training programs need to be extended and further strengthened to produce family physicians of
higher competence and to counteract criticisms leveled by narrow specialists and opponents of reform. It
has been estimated that around 20-30 percent of FM graduates go back to work in posts in hospitals. To
address the problem of low salaries and incentives, the MoH has developed new guidelines stipulating
mechanism for wage calculations, which allows from 2005 to increase wages, especially for GP in rural
areas, where there is an acute shortage of staff.

7.4. CONCLUSION

197.  Although impressive, the achievements are fragile given the systematic reduction of public
funding for health system, low pay levels, limited visibility of FM among the health professionals and the
recent changes in the Public Administration Law, which has abolished judet structure and autonomous
PHC units and has handed over the management of PHC to rayon hospital directors. Key stakeholders
interviewed wish to see acceleration in the pace of reforms, to: (i) broaden role of family physicians and
strengthen the competence of the PHC team; (ii) refine payment mechanisms to introduce incentives and
performance related pay to encourage innovation, enhance quality and provide of additional services — for
instance, greater health promotion and prevention activities, and to attract doctors to rural areas;
(ii1) modify resource allocation by introducing systems that are pro-poor and enhance allocative
efficiency, such as differential per capita pay to PHC centers based on need and difficulty of access — to
favor rural and poorer areas which have higher health needs; (iv) develop capacity to manage strategic
change; (v) better define referral and counter-referral mechanisms to establish a continuum of care;
(vi) improve communication to reduce misunderstanding and resistance; and (vii) increase autonomy of
PHC units vis-a-vis the rayon hospitals; and (viii) Develop a strong M&E capacity.
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8. DISCUSSION

198.  Empirical evidence from the study shows that the countries are attempting to introduce systemic,
comprehensive and multifaceted PHC reforms, but obvious heterogeneity exists in reform approach,
speed, degree of progress and institutionalization. Although there are differences, there are also many
shared features among the approaches.

8.1. ORGANIZATION AND REGULATION

199.  The countries studied have introduced new laws to define broad health strategy and directions of
reforms. In some countries, new PHC organizations have been created with varying levels of autonomy
to manage budgets and to contract with funding agencies. FM-centered PHC reforms have tended to be
family physician-centric with the exception of BIH, which has introduced FM teams, and the Kyrgyz
Republic, which has established family group practices. FM is recognized as a specialty in all the
countries evaluated, but the degree of scale-up varies with full scale-up achieved only in Estonia
(Table 1).

Table 2: Organizational Characteristics

Armenia Bosnia  and | Estonia Kyrgyz Moldova
Herzegovina Republic

New Family FM Team Family Family group | Family
organizational physicians physicians practice physician
form
Contracts with Direct Direct and Direct Direct Indirect
funding agency indirect
Degree of Limited Limited High High Limited
autonomy
Ownership Joint stock Public Private Public Public
status company in

cities
User choice with | Yes Yes Yes Yes Yes
enrolment
Scale up 15% 23% 100% 70% 40%

8.2. FINANCING

200.  All the countries studied had moved from a publicly funded system to a mixed system, combining
a mixture of health insurance (HI), budget transfers (state of local), and out-of-pocket payment. There
was varying level of co-payment and coverage.

Table 3: Financing

Armenia Bosnia and Estonia Kyrgyz Moldova
Herzegovina Republie

Financing Mixed Mixed Mixed Mixed Mixed
State Health Agency, HI, state, entity | HI, OOP HI, state HI, local
state, local, OOP

Co-payment Yes for services Not for PHC Yes for home visits | Not for BBP | Not for Basic
outside Basic Benefit and outside benefit | in PHC Package in
Package ackage PHC
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8.3. RESOURCE ALLOCATION AND PROVIDER PAYMENT SYSTEMS

201.  As compared with the levels in the 1990s, the proportion of health system funds from the public
budget allocated to PHC has increased in all the countries evaluated. The lowest proportion was in
Estonia and the highest in the Federation of the Bosnia and Herzegovina (Table 3). All the countries had
replaced salary-based payment systems with per capita or mixed provider payment systems.

Table 4: Resource Allocation and Provider Payment Systems

Armenia Bosnia and Estonia Kyrgyz Republic Moldova
Herzegovina
% of Public 28 FBIH 43 14 25 35
Expenditure for RS 26
PHC
Payment Weighted Simple per Weighted per | Weighted per Simple per
system for per capita capita capita + capita capita
PHC practice
allowance+
fee-for-
service
Fund holding No No No Partial, for No
pharmaceuticals
Incentives No In RS for Fee-for- No No
health service
promotion

8.4. SERVICE PROVISION

202.  All the countries had introduced a defined benefit package or minimum state guarantees. All the
countries had expanded the scope of services provided by family physicians in PHC, especially by
introducing health education, health promotion and disease prevention. Further, the comprehensiveness
of services provided had increased as more of the first contact and chronic illnesses were being managed
by family physicians as compared with PHC doctors not trained as FM specialists. The extent of this
expansion varied, with most extensive being in Estonia and the Kyrgyz Republic. Generally, access and
accessibility to PHC had improved in all the countries studies in areas where FM reforms were
introduced.

203.  Gate keeping and first contact function was fractured in all the countries studied due to the ability
of the users to directly access narrow specialists in PHC setting or in hospital outpatients. The continuity
and comprehensiveness functions of family physicians working in PHC had been enhanced in all the
countries studied but varied in magnitude. There was limited coordination function for the PHC level
except for managing referrals. The number of referrals to hospital for first contact and chronic conditions
had declined in three of the five countries studied and in two, Estonia and the Kyrgyz Republic, there was
a shift between secondary and primary health care.

204.  All the countries had introduced evidence-based guidelines for doctors and nurses. This was
most extensive in Estonia and the Kyrgyz Republic, followed by Armenia, Bosnia and Herzegovina and
Moldova (where only a few had been introduced) (Table 4).
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Table 5: Expansion of Service Provision

Armenia Bosnia and Estonia Kyrgyz Moldova
Herzegovina Republic

Delivery structures Tripartite Dom Zdravjla | FM FM Centers PHC

polyclinics, Centers and FGPs centers

unified centers
Direct access to narrow | Yes Yes Yes Yes Yes
specialists
Fragmented PHC Yes Yes Yes No Yes
Health promotion and Yes Yes Yes Yes Yes
prevention
Access Improved Improved Improved | Improved Improved
Expanded first contact Yes, 2 Yes, 3 Yes, 4 Yes, 4 Yes, 2
function
Degree of Basic Intermediate High Intermediate Basic
comprehensiveness
Continuity enhanced Yes, 2 Yes, 3 Yes, 4 Yes, 4 Yes, 2
Coordination Low Low Low Low Low
Guidelines for Yes, several Yes, several Yes, Yes, several Yes, few
physicians several
Guidelines for nurses Yes, several Yes, several Yes, Yes, several Yes, few

several

Reduced referrals to Yes No data Yes Yes No data
hospital
Secondary to primary Low No data Yes Yes No data
shift

Score: 1= low to 5= very high

205. The countries studied have expanded the scope of services provided in PHC along key functions
(Figure 2) with limited coordination, except for referrals, but the gate keeping function is fractured due to
presence of narrow specialists who can be directly accessed in PHC or in hospital.

Figure 2: Scope of Services Provided by the FM-led PHC Team in Transition Countries

Scope of FM-led PHC in transition countries in
ECA Region

First-contact
+Acute-demand led services
=Health promotion and prevention

|

Co-ordination

Longitudinality “Very Limited

*Chronic disease management

Comprehensiveness
«Limited Diagnostic services
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206. There is still a discernible gap between the scope of services provided in the countries studied
when compared with those provided in OECD countries which have advanced FM-led PHC systems, such
as Canada, Finland, Netherlands, Norway, Spain, and UK, where PHC has an extended role beyond gate
keeping and managing first contact conditions (Figure 3). In these countries PHC actually ‘manages’
majority of the health problems (between 90-95%), including most of the acute and chronic illnesses both
at home and in the community setting.

Figure 3: Scope of Services Provided by the FM-led PHC Team in Key OECD Countries

The new Primary Care in OECD countries

First-contact
«Acute-demand led services
+Health promotion and prevention
*Accident and Emergency
*Community Hospitals

Longitudinality Co-ordination
PHCT . -
«Chronic disease management Budgetary responsibility
~Out of hours services *Needs assessment
+Ralliative care «Strategic Planning

-Purchasing
Service reconfiguration

Comprehensiveness
«Diagnostic services
*Community based care
*Hospital at home
-Specialist nursing and medical services

207. However, although the countries studied have not yet reached levels of ‘extended PHC’ services
provided in OECD countries with advanced PHC systems, there is substantial progress. Attractiveness of
FM as a specialty has increased (Figure 4), but much needs to be done to reduce uncertainty surrounding
the status of the specialty as regards doctors working in PHC without specialist FM qualification and
narrow specialists who work in PHC and hospitals. This will require a visible boost to provide incentives
for family physicians with specialist training.

Figure 4: Attractiveness of Family Medicine as A Specialty

Attractiveness of the FM speciality
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208.  The ability of family physicians to influence decisions on the management of patient care has
increased (Figure 5) due to enhanced gate keeping, broadened scope of services, evidence-based care
guidelines which stipulate service boundaries and thresholds hospital referrals, and mechanisms which
enable family physicians to manage hospital referrals (for instance, in Moldova and the Kyrgyz Republic,

patients have to be referred to hospital to qualify for insurance coverage; those attending without referral
have to bear the full costs).

Figure 5: Influence of Family Physicians on Patient Care

Influence on decisions and managing patient
care
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209. Doctors trained in FM have increased application of medical procedures, their use of diagnostic
medical equipment, and expanded the scope of services they provide. This has increased their capacity to
resolve problems at PHC level (Figure 6). However, the capacity of PHC needs to be further expanded to
increase capacity for problem resolution and enable secondary to primary shift.

Figure 6: Capacity of Family Physicians to Resolve Problems
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210.  Improved training, strong advocacy by professional associations, establishment of chairs of FM at
universities, recognition of FM as a specialty, provision of better quality services has helped increase the
regard for FM among the medical profession and the public (Figure 7). However, there needs to be
significant investment in communication activities to increase understanding of FM and improve
understanding of the benefits of moving to an FM-centered PHC system.

Figure 7: Regard for Family Medicine

Regard for Family Medicine/Primary Care
Public
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Medical Now
Professionals
High ‘ Low
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Low
8.5. RESOURCE GENERATION
211.  All of the countries studied have improved retraining programs to convert doctors working in

PHC to FM specialists as well as residency programs for FM — the structure, program length, curriculum
content, and location of training for the FM retraining and residency programs. The length of retraining
programs varies from four months in the Kyrgyz Republic to three years in Estonia (Table 5).

Table 6: Training Programs

Armenia Bosnia and Estonia Kyrgyz Moldova
Herzegovina Republic
Retraining Two programs: | One-year Three years Four months | Six months
program 11 months and | program of (80% in- (with four
18 months additional service weeks
(both based on | training training and additional
unified 27 weeks retraining)
curriculum) university-
based)
Residency Two years Three years Three years Two years Three years
program

212.  The FM residency programs in the countries surveyed have been developed in countries with
support from international experts and in terms of structure and content are in line with FM residency
programs offered by countries in Europe and the Americas (Annex 8).
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9. CONCLUSIONS

9,1, CRITICAL SUCCESS FACTORS

213,  The study has identified a number of critical success factors. These include: (i) branding FM and
image building to improve the status of FM specialists as compared with narrow specialists; (ii) improved
work environment and conditions for FM teams; (iii) improved communication between and within levels
of the health system and with the public to share objectives and values of FM, develop trust and increase
ownership; (iv) improved coordination of key agencies; (v) a holistic approach to reform with
simultaneous multifaceted interventions to achieve an enabling legal environment, organizational
restructuring to enable emergence of new provider forms with increased autonomy, new financing
methods, resource allocation mechanisms that address inequities, provider payment methods that
overcome limitations of systems based on line-item budgeting and salaries, contracts and evidence-based
care guidelines to enhance quality and establish minimum standards; (vi) approaching reforms as a
strategic change process; (vii) ensuring sensitivity and responsiveness to rapidly changing context; and
(viii) having a clearly articulated and planned exit strategy.

9.2. MANAGING STRATEGIC CHANGE

214.  Implementing PHC reforms is a complex strategic change process and there is insufficient
managerial capacity to accelerate the pace of development. It is necessary to rapidly develop a critical
mass of middle and senior level managers and health professionals to act as change agents along with
local capacity to deliver training programs. Moving out of ‘pilot’ and ‘experiment’ mode is critical to
institutionalize and systematize changes by timely update of laws and regulations to sustain the
momentum.

215.  Although it is necessary to invest in key individuals to develop champions of reform, this must be
balanced with wider engagement of stakeholders to achieve consensus on reform objectives. Combining
bottom-up and top-down approaches with simultaneous investment in key individuals, institutional
development at different levels, and institutionalization will help increase chances of sustainability.

9.3. HOLISTIC APPROACH

216.  The study clearly demonstrates the importance of a multifaceted and multi-level approach to
reform. While new laws and regulations are developed and existing ones modified to create an enabling
environment for change to occur, simultaneous interventions are needed to. refine organizational
structures, health system financing, resource allocation, provider payment systems, and service provision.

9.4, BEYOND PILOTS TO SYSTEM CHANGE

217. Moving out of ‘pilot’ and ‘experiment’ mode is necessary to institutionalize and systematize
changes to sustain health system reform. Continuing development in a pilot mode, with multiple projects,
result in sprinklings of pockets of innovation without coherent systemic change.

9.5. INSTITUTIONS VERSUS INSTITUTIONALIZATION

218.  While it is necessary to invest in key individuals to develop champions of reform, this must be
balanced with efforts to widely engage stakeholders to achieve consensus on reform objectives. The
experience of the five countries studied confirms the importance of combining bottom-up and top-down
approaches with simultaneous investment in key individuals, institutional development at different levels,
and institutionalization through appropriate laws and regulations.

9.6. BALANCING SHORT AND LONG-TERM TIME HORIZONS

219.  Balancing short-term success and sustainability is important. Achieving system change takes
time. Short-term projects have value, but sustained support over a further five to eight year period is a
realistic time scale to achieve and institutionalize change in the countries studied.

41



9.7, READING THE CONTEXT

220.  The fluidity of the socio-political and the economic environment in the ECA Region means that
political economy of health reforms and factors influencing strategic change must be adequately analyzed
and addressed in the design phase and throughout implementation of programs. This analysis and
monitoring should be continuous to ensure that generic technical solutions are not applied to complex
socio-political contexts.

9.8. BRANDING FAMILY MEDICINE

221.  Among the health professionals and the users, there are misperceptions of what FM is and how it
can add value to the health system. This is in part due to limited efforts at communication. Inadequate
and ineffective communication breeds resistance and creates barriers to change. The ‘fear of the
unknown’, frequently quoted by the key informants, needs to be addressed through a well-developed
communication strategy aimed at users, health professionals, managers and decision makers. There is a
need to communicate the rationale and the substance of the FM reforms to the public at large; develop
ways of assessing and benchmarking customer satisfaction; and through surveys of users elicit their
expectations and experiences with PHC services.

222.  Demonstration of ‘quick wins’ and effective communication of success stories will catalyze the
development process in PHC. However, lack of successful role models in FM-centered PHC reforms in
the region remains a problem.

9.9, COORDINATION

223. Coordination of international agencies is critical to ensure that development activities are not
fragmented or duplicated and a coherent sector development program emerges. There are genuine efforts
by international agencies to improve collaboration with evidence of a loose ‘operational SWAP’
emerging in some countries. However, complexity of coordinating the donor agencies or managing a
SWAP should not be overlooked and appropriate and sustained support should be provided to the local
counterparts.

9.10. LEVEL OF INTERVENTION

224. It is necessary to establish strong vertical and horizontal links and simultaneously work both at
policy and operational levels — the former to institutionalize changes and the latter to create shared
ownership, reduce resistance, learn lessons and develop a critical mass of professionals to implement
policies. Governance structures can limit what can be achieved within the health system, at regional or
organizational level, if there is no clear link to national policy level. A good example of policy
disconnect is public administration reforms that do not adequately take into account impact on the health
sector. Without linkages, local level initiatives and innovations have limited impact on central policies
and cannot diffuse to other regions.

9.11. RESPONSIVENESS

225. The fluidity of the socio-political and the economic context in the ECA Region means that
political economy of health reforms and factors influencing strategic change must be continually analyzed
to ensure that generic solutions are not applied to complex socio-political problems. Given this fluidity,
programs should adopt a flexible approach to implementation — allowing timely adaptation to contextual
changes and responding to windows of opportunity, but without sacrificing a strategic approach.

9.12. MONITORING AND EVALUATION

226. A fundamental problem with the PHC reforms in the ECA region is the lack of systematically
collected data that can be analyzed to demonstrate changes in health system objectives (such as equity,
efficiency, effectiveness and choice) and health outcomes which can be attributed to developments in
PHC. There is insufficient investment in monitoring and evaluation and limited analytical capacity in the
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countries studied. Resources are needed to develop appropriate metrics, information systems and
analytical capacity to monitor progress of PHC reforms and inform policy.

9.13. DISSEMINATION AND CROSS LEARNING

227. Regional collaborations and regular exchanges to share lessons are highly valued by the
respondents and should be encouraged and supported, with dissemination of experience within and
between countries. Key documents (such as technical reports) should be available in local languages and
disseminated widely to local counterparts.

9.14. EXIT STRATEGY

228.  On the whole, countries studied have succeeded in introducing FM-centered PHC systems, with
significant scale up and institutionalization in the Kyrgyz Republic and Estonia. Good collaboration has
been achieved between the international agencies and the government with an operational SWAP
established. The case studies demonstrate that the World Bank can add much value to the reform process.
However, success brings with it responsibility. It is important that clear exit strategies are developed and
agreed with local counterparts to ensure there are no gaps between projects to sustain the transformation
process.
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10. APPENDIX

10.1. ANNEX 1: DEFINITIONS OF PHC

229.  Defining FM and primary care is fraught with difficulties. An attempt at defining primary care in
the US yielded 92 definitions."'®

10.1.1. Primary care as a concept

230. In the Alma Ata declaration, the WHO defined primary health care as ‘essential health care based
on practical, scientifically sound and socially acceptable methods and technology, made universally
available to individuals and families in the community through their full participation and at a cost that
the community and the country can afford to maintain at every stage of their development in the spirit of
self-reliance and self-determination.’'"” Although many transition countries have yet to attain a PHC level
defined in the Alma Ata declaration, many industrialized countries in the European Region have
surpassed1 ]i;.”S For many countries, PHC is viewed as ‘a strategy to integrate all aspects of health
services’.

10.1.2. Primary care as a level

231.  In 1920, the Dawson Report distinguished three major levels of health services in the UK: (i)
primary health centers, (ii) secondary hospitals, and (iii) teaching hospitals.'”® Although this structure
prevails in most countries, the content and the process of what is delivered in primary and secondary care
has changed significantly in the last decades. As a level of care in the health system, PHC is the point of
first contact and where 90 percent of health problems are dealt with. As a strategy, PHC envelopes the
notion of accessible care relevant to the needs of the population, functionally integrated, based on
community participation, cost-effective and characterized by collaboration between sectors of the society.
As a philosophy, primary care underpins equitable service delivery to the individual and the society
through an inter-sectoral approach.

10.1.3. Primary care defined in terms of content

232.  In many health systems, particularly in developing and transition country contexts, PC is defined
in a constrained manner as ‘basic’ or ‘essential’ set of health interventions enshrined in the Alma-Ata
Declaration.'! In low income countries PHC is often equated with ‘selective vertical programs’'?*'** and
provided as an ‘essential package of services’ to address the main causes of the disease burden —
communicable disease, perinatal and maternal deaths.' This reductionist approach can lead to a
conceptual fixation — equating primary care with selective vertical programs'>'? or just as an ‘essential
package of services’. The ‘selective primary care’ approach has been widely criticized for lacking
empirical foundation'”’, as a reinvention of the traditional technically oriented vertical programs.'?® It is
seen by some as being based on value judgements'®'*° and often counterproductive’’ — adversely
impacting on the health developmental process.”?

233.  Alternative to ‘selective PC’ is ‘comprehensive PC’ which prevails in many developed countries
and comprises a wide range of promotive, preventive, curative and rehabilitative activities. It is argued
that comprehensive PC is also affordable and deliverable in a developing country context.'’
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Table 7: Primary Care Services

Health education and promotion

Health maintenance (reassurance of worried, well, maternity care)

Prevention of disease through immunization, screening and case finding

Diagnosis and management of common emergencies, as well as acute and chronic conditions, delivered in a clinic or
in the patient’s home

Antenatal and postnatal care

Contraceptive advice and provision

Follow up and continuing care of chronic and recurring disease

Rehabilitation after illness

Provision of ancillary services such as physiotherapy and dietetics

Terminal care

Coordinated services for the mentally ill, elderly and children

Help for patients to make use of appropriate services

Health development (cross-sectoral action to improve the environmental economic and social inputs into health)

10.1.4. Primary care defined in terms of team membership

234.  The PC team can vary from a community nurse, a feldsher or a rural general practitioner to a
multidisciplinary team of up to thirty comprising specialist nurses, managers, support staff FM and other
primary care specialist. The UK Royal College of General Practitioners describes a ‘primary care
professional’ as ‘any health professional whose professional qualification is in health care, whose
professional qualification is recognized by a statutory registration council approved by the Parliament,
who sees clients/patients direct without any referral from health professional, or who works within a
primary medical or nursing care organization that offers patients open access’.”®* In countries such as the
UK and Netherlands, where PC is well developed the team membership of thirty is not unusual.'”

Table 8: Membership of the Primary Care Team

Medical Paramedical Administrative Therapists Social
General Community nurse | Practice manager | Physiotherapist Social worker
practitioner
Dentist Practice nurse Receptionist Chiropodist Community

psychiatrist
Community Ophthalmic Assistant Speech therapist Psychologist
geriatrician optician
School  medical | Midwife Secretary Osteopaths Counselor
officer
Health Visitor Dietician Domiciliary aid
Pharmacist

10.1.5. Primary care as a key process

235.  Primary care is often equated with a ‘gate keeping’ role.”*® However, it plays a more fundamental
role than just gate keeping. Primary care is a key process within the health system."” It is first contact,
front-line care, ongoing care, comprehensive care and coordinated care.*® First contact care is accessible
at the time of need; ongoing care focuses on the long-term health of a person, not on the short-term
duration of the disease; comprehensive care is a range of services appropriate to the common problems in
the population available at the primary care level; and coordination is a role by which primary care acts to
coordinate other specialist services that the patient may need.
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10.2. ANNEX 2: DEFINING FAMILY MEDICINE AND THE ROLE OF THE FAMILY PHYSICIAN

236. The WHO Regional Office for Europe defines the characteristics of FM in terms of its scope,
function and orientation.'*

Table 9: Family Medicine Characteristics

General — unselected health problems of the whole population

Continuous — primarily person-centered rather than disease-centered, long-standing personal relationship between
patient and doctor

Comprehensive — provides integrated health promotion, disease prevention, curative, rehabilitative and supportive to
individuals

Coordinated — dealing with further referrals to other health professionals

Collaborative — working with other medical, health and other social care providers delegating care where necessary
— they are managers of their patient care

Family-orientated — addressing health problems of the individual in the context of the family incorporating their
cultural and social circumstances

Community-orientated — patient’s problems seen in the context of the community, doctors being aware of the health
needs of the general population

237.  WONCA Europe and the European Society of General Practice/Family Medicine, define family
medicine as: ‘General practice/family medicine is an academic and scientific discipline, with its own
educational context, research, evidenced base and clinical activity and clinical specialty oriented to
primary care.’’*® The “European Definition for the discipline and specialty of General Practice/Family
Medicine” articulates that general practice/family medicine is an academic and scientific discipline, with
its own educational content, research, evidence base and clinical activity, and a clinical specialty
orientated to primary care.'*’ The document, agreed by 25 countries in Europe, elaborates on the
‘specialty of General Practice/Family Medicine’ and states that “Family doctors are specialist physicians
trained in the principles of the discipline. They are personal doctors, primarily responsible for the
provision of comprehensive and continuing care to every individual seeking medical care irrespective of
age, sex and illness. They care for individuals in the context of their family, their community, and their
culture, always respecting the autonomy of their patients. They recognize they will also have a
professional responsibility to their community. In negotiating management plans with their patients they
integrate physical, psychological, social, cultural and existential factors, utilizing the knowledge and trust
engendered by repeated contacts.”

238.  The characteristics of family medicine are that it: (a) is normally the point of first medical contact
within the health care system; (b) makes efficient use of health care resources through coordinating care,
working with other professionals in the primary care setting, and by managing the interface with other
specialties taking an advocacy role for the patient when needed; (c) develops a person-centered approach,
orientated to the individual, his’/her family, and their community; (d) has a unique consultation process,
which establishes a relationship over time, through effective communication between doctor and patient;
(e) is responsible for the provision of longitudinal continuity of care as determined by the needs of the
patient; (f) has a specific decision making process determined by the prevalence and incidence of illness
in the community; (g) manages simultaneously both acute and chronic health problems of individual
patients; (h) manages illness which presents in an undifferentiated way at an early stage in its
development; (i) promotes health and well being; (j) has a specific responsibility for the health of the
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community; (k) deals with health problems in their physical, psychological, social, cultural and existential
dimensions.

239.  These Eleven Core Competencies are recognized as being essential to the discipline — irrespective
of the health care system in which they are applied — and are the central characteristics which define the
discipline. These competencies are clustered into six core competencies (with reference to the
characteristics): (i) primary care management (a,b); (ii) person-centered care (c,d,e); (iii) specific problem
solving skills (f,g); (iv) comprehensive approach (h,i); (v) community orientation (j); and (vi) holistic
modeling (k). To practice the specialty the competent practitioner implements these competencies in
three areas: (i) clinical tasks; (ii) communication with patients; and (iii) management of the practice.

240. The interrelation of core competencies, implementation areas and fundamental features,
characterizes the discipline and underlines the complexity of the specialty. It is this complex
interrelationship of core competencies that guide and are reflected in the development of related agenda’s
for teaching, research and quality improvement.
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10.3. ANNEX 3: FACTORS WHICH INFLUENCE QUALITY OF CARE DELIVERED BY FAMILY
PHYSICIANS

241,  Determining which variables influence the care process and outcome is a complex task — given
the difficulty in controlling for the variables and confounding. A further difficulty relates to defining
quality. Frameworks used to assess quality and the indicators used to measure quality vary by country.
Patient perceptions of quality differ from those used by the regulators, financing agents and providers.
Even when there is consensus on the indicators these may not be good predictors of quality.'*” However,
many studies have explored these factors.

10.3.1. Organizational arrangements

242.  The quality of care — as measured by process and outcome of health care, outpatient referrals,
uptake of breast and cervical screening, prescribing patterns, and night visits — varies significantly
between general practices in England due to a number of factors."**'*> Campbell et al. found that four
variables were good predictors of quality of care: (i) the booking interval for routine consultations — with
longer consultations leading to higher quality care; (ii) the size of the practice — smaller practices scored
better than larger ones for access to care. However, larger practices had had higher quality scores for
diabetes care as compared with smaller ones; (iii) deprivation predicted poorer uptake of preventive care,
highlighting that quality of care in general practice is strongly influenced by environmental factors; and
(iv) an environment that was conducive to teamwork was associated with high quality care for diabetes,
improved access, enhanced continuity, and increased overall patient satisfaction.'™*

243.  Although longer consultations are associated with higher patient satisfaction, the consultation
length in FM varies greatly in different countries. A study of six European countries showed that the
consultation length was influenced by: (i) new and old problems — consultations lasted longer for new
problems; (ii) practice characteristics — consultations lasted longer in city based practices than rural
practices; (iii) doctors' characteristics — positive orientation to psychosocial problems meant longer
consultations; (iv) age and gender of the doctor had no impact on the duration of the consultation;
(v) doctors' workload — workload had a negative influence on consultation time; and (vi) patient
characteristics — the patients' sex and age — women and older patients had longer consultations.'®
Quality of care is influenced by structural and process aspects of practice organization. Smaller practices
are seen as more accessible and achieve higher levels of patient satisfaction.”®"’ Availability of
equipment and medical records have positive relationship with quality. Time spent on continuing medical
education was positively associated with better performance of doctors. Efficient organization of
practice, especially with data collection, prescription and referrals, predicted improved performance.
Increasing age of FP predicted poorer performance and solo practice adversely affected communication
with patients.'*®

Gate keeping role

244,  Gate keeping strengthens the position of the family physician as the point of first contact in the
health system and expands the range of conditions managed without adversely influencing the diagnostic
or management style of the family physicians or their coordination of patient care.' %! Increase in the
frequency of first contact episodes with the family physician reduces the extent of self-referral and may
influence referral rates but one study showed that 75 percent of the variation in referral rates for specific
conditions was attributable to the characteristics of the presenting problem.'®

Information Systems

245, A systematic review of impact of computerized decision support systems on quality of care
provided by physicians concluded: "... strong evidence exists that some computerized decision support
systems can improve physician performance..." This was particularly true with the use of preventive
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reminder systems and drug dosing.'® Similarly, a different systematic review of the use of computers in
primary care found an increase in immunization rates and other preventive tasks with a minimal increase
in consultation length.'® Other studies conclude that the use of electronic medical records improves
quality of care but makes extra demands on physicians' time.'6>1

10.3.2, Financing and provider payment systems

246. Impact of different financing schemes on behavior of family physicians has been widely studied.
For instance, in the UK, several studies explored the behavior of family physicians to incentives
introduced by the GP Fund holding scheme — when the GPs were given budgets to purchase hospital
services and to provide incentives to increase PHC based management of patients and reduce unnecessary
referrals to hospital. Some of these studies produced equivocal results on referral patterns,'*'® while
others found an increase in referrals in the year preceding entry to fund holding followed by a decrease in
the first year of the schemem, lower referral rates as compared with non-fundholders,'”! or slower rate of
rise in referral rates as compared with non-fund holding practices.'””  Dusheiko'” and Gravelle'™
empirically confirmed that fund holders referred patients to narrow specialist less often than non-fund
holders. The general conclusion of these studies is that the GPs behaved as economic agents (income
maximizers), as there were positive and statistically significant increases in overall referrals in the year
before entry to the scheme (as the budgets were set according to the referral volume in the year prior to
entry) and a decline after entry.

247.  If family physicians are paid by fixed budgets and bear the full monetary and non-monetary cost
of providing services to patients, then they provide an efficient mix of services to patients but the level
falls to a minimum as the physician has no incentive to provide additional or high quality services beyond
the minimum required.'”>  Payment by salary, with no financial incentive to provide high quality
services, creates an incentive to minimize effort and refer excessively to hospitals to reduce workload.'”®

248.  When family physicians are paid by capitation they receive a fixed payment for each patient on
their list and bear full monetary and effort cost of providing care for their patients. Therefore, they have
incentives to employ inputs efficiently, but also to provide high quality services to increase demand to
register new patients.'”” A national study of the referral practices of US physicians found that paying
physicians by capitation did not influence rates of referral. ® Fee for service (FFS), especially selective
FFS, can help improve the quality of services.!”” However, there is a risk of overprovision of services as
FFS creates an incentive for physicians to provide excessive services that are remunerated.'® When there
is compelgi;fion between providers, FFS may help improve quality but will not prevent overprovision of
services.

249.  Empirical work from Nordic countries suggests that change from pure capitation to a mixed
payment system, including FFS elements, led to an increase in the intensity of diagnostic and curative
services provided by family physicians, but reduced the referrals and prescriptions.'*'® A change in
payment mode from practice allowance-cum-FFS to capitation-cum-FFS resulted in increased referral
rates, as the new mode of payment gave an incentive to GPs to increase referrals to reduce workload and
create space for new services to be provided to attract new patients — thereby attracting greater FFS and
per capita payment.'**

250. Linking family physician remuneration to quality targets improved quality of services, as
represented by achieving health targets for immunization and cervical screening.'® Professional behavior
of the family physician is influenced by not just economic considerations, but also by status seeking,
intrinsic motivation and altruism.'*'®’ Studies demonstrate a reasonably strong and consistent association
between continuity and satisfaction for both the patient and the doctor. A patient's enablement and
satisfaction with a consultation is strongly associated with visiting the same doctor. When doctors know
patients well, compliance and the accuracy of diagnosis are increased.”®®'*° Patient satisfaction is higher
in family practices that are not too large and have personal lists."!
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251.  Additional training of family physicians to deliver patient-centered care results in greater
attention to the consultation process — leading to improved communication with patients and greater
patient satisfaction with treatment and well-being.'”> A patient-physician partnership, with collaborative
goal-setting that involves agreed joint action plans, improves patient care and can improve outcomes in
asthma, diabetes, arthritis, and other chronic conditions.'*®

10.3.3. Continuing medical education

252.  There are several studies which demonstrate good outcomes for the provision of Continuing
Medical Education (CME) programs for GPs to improve performance, competencies and changes to
practice.”**'”’ A systematic review of CME for family physicians found that CME increased effectiveness
of GP work. The study concluded that “Controlled trials of CE strategies suggest effectiveness is
enhanced by personal feedback and work prompts.”'®

253. A systematic review of 99 trials, which included 160 CME programs for physicians that
evaluated the effect of CME on physicians’ performance and health outcomes, concluded that “almost
two thirds of the interventions (101 of 160) displayed an improvement in at least one major outcome
measure. The review showed that around 70 percent of the studies demonstrated a change in physician
performance. There was a positive change in health outcomes in 48 percent of CME interventions which
aimed at improving health care outcomes. The review concluded “... widely used CME delivery methods
such as conferences have little direct impact on improving professional practice. More effective methods

such as systematic practice-based interventions and outreach visits are seldom used by CME providers.”
199
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10.4. ANNEX 4: THE EVALUATION FRAMEWORK

254, A health system is made up of elements that interact. The sum of the system element is greater
than its parts. The interactions of these elements affect the achievement of health system goals and
objectives. Therefore, any framework for analyzing health systems should be able to capture not just the
changes in goals and objectives, but also changes in system elements.

255. An evaluation should describe key features of the main policies, structural changes, new
financing and care provision mechanisms and processes introduced as a result of reforms. Where
possible, the evaluation should also describe and measure changes in health system performance and try
and establish causal linkages between intervention and outcome — to assess the extent to which the
changes observed can be attributed to the reform implemented. However, in real life attribution and
establishing causal links are not easy. Health reforms do not happen in a laboratory.””® They are not
‘ahistorical’ or ‘acontextual’, but tend to follow a trajectory of development and changes over a period of
time — and hence can be considered to be part of a continuum rather than a discrete event. Further,
reforms are not isolated and clearly discernable experimental interventions in a controlled setting, but are
multifaceted and complex organizational change programs.

256. A further difficulty with evaluation of health reforms arises with measuring health outcomes
which are often influenced by multiple personal and non-health factors — such as the stage of economic
development in the country, income and education levels, environment and housing2*'?* In practice, it
is difficult to separate and control for the contextual factors from the policy interventions and clearly
establish causal links. Given these difficulties, any method used to evaluate complex policy interventions
will have limitations in establishing causal links. A further difficulty arises in comparing different
countries or settings where it often difficult to draw conclusions from international healthcare systems
comparisons.”” Nevertheless, a systematic approach to evaluation can yield useful information which can
be used to reach plausible conclusions about cause and effect.

257. A number of frameworks have been developed for analyzing the performance of health systems.
For instance, the WHO Performance Assessment Framework (WHO PAF) is used for comparative
evaluation of health systems performance of the member countries and provided the basis of the World
Health Report 2000.** The WHO PAF assesses health systems performance in terms of attainment of a
number of goals — average health level, distribution of health, average responsiveness, distribution of
responsiveness and fairness of financial contribution. Both the World Health Report 2000 and the
WHOPAF generated significant debate on measuring health system performance and the framework has
been further developed and refined.?*

258.  There are other frameworks that focus on efficiency, financing, equity of access and financial
sustainability. In relation to PHC, there are evaluation frameworks that focus on measuring quality.**?%
These frameworks have strengths, but also limitations. Many of the existing frameworks for health
systems/PHC performance assessment and evaluation measure health sector inputs, resources utilization,
activity levels and changes in processes rather than outputs or outcomes. This is probably because health
sector inputs and processes are easier to measure and the data on these can be obtained in the short-term.
Any analytical framework used to assess health systems should capture not just inputs and processes but
also outputs and outcomes of the system, as well as the interrelationships between the system
«:omponents.210 Moreover, the wider context, within which the health system functions and interacts, also
needs to be understood and contextual changes captured in the analysis.*'' 2"

259.  Kutzin suggests a three-step approach to evaluating health reforms describing clearly: (i) key
contextual factors driving reform; (ii) the reform itself and its objectives; and (iii) the process by which
the reform was (is being) implemented.”™* To this approach three further elements can be added: (iv)
describing clearly the changes introduced by the reforms; (v) analyzing the impact of these changes on




health system objectives and goals; and (vi) establishing whether the reforms have achieved the policy
objectives set by the Government — or the agency leading the reforms. The approach used in this study
builds on that developed by Kutzin, but also draws on a framework developed to assess health systems.
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10.5. ANNEX 5: SUMMARY OF FACILITY SURVEY INSTRUMENT

Section Subjects
1.  General information | Classification by the type of facility and administration
about PHC facility Demographic and geographic data

Sanitation and conditions

2. Scope of services

A list of services provided by PHC facility, characterizing:
Breadth of services, extended care, support services

3. Organization

A list of questions characterizing general management of PHC
facility, management of finances and provision of services.
Inclusiveness into decision making

4. Availability Data

Questions about the availability of:

Personnel and changes in staffing;

Buildings and utilities

Medical and non-medical equipment. Medical equipment is
divided into general, obstetric/gynecological, ophthalmology,
ENT, respiratory, sterilization and surgical

Drugs and other consumables, with subdivision on vaccines and
contraceptives

Services and workload of personnel

5. Comprehensiveness

A list of 11 activities at first contact, such as:

- Emergency, Chronic Illness, Antenatal care, Postnatal care,
Vaccination, Certification and administrative forms

Questions about investigation procedures and referrals.

6. Quality

Data on supervision activities, use of clinical guidelines,
availability of essential drugs and ability to use them,

Data on quality on such activities as: Vaccination, Prenatal
consultation, Family planning, Other preventative programs,
Management of equipment and the data routinely collected

7. Financial data

Evolution of budgets and expenditures
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10.6.

ANNEX 6: SUMMARY OF NIVEL TASK PROFILE INSTRUMENT

Section Parameters
1. Practice and Demographic data; Education and training; Employment status; normal
personal working hours; Characterization of the population and location of the
information practice; Working arrangement; teamwork; Average workload; home

visits; emergency services; Practice organization: staff and equipment;
Medical record keeping; use of computer

2. Provision of
medical
technical
procedures

A list of 14 medical techniques, such as: Wedge resection of in growing
toenail; Wound suturing; Insertion of ITUD; Fundoscopy; Strapping an
ankle; Setting up an intravenous injection etc. Perceived involvement of
the GP if patients in the practice population need such procedures —
indicated using a five-point scale ranging from '(almost) always' to
'seldom/never'.

3. Provision of
first contact care

27 Short case descriptions of patients' health problems such as: Child with
a rash; Woman aged 18 asking for oral contraception; Man aged 24 with
chest pain; Man aged 50 who burnt his hand; Woman aged 50 with a lump
in her breast; Woman aged 60 with acute symptoms of paralysis/paresis;
Man aged 29 with lower back pain; Couple with relationship problems;
Woman aged 50 with psychosocial problems related to her work.
Perception regarding prevalence of these conditions and presentation to
the FP — indicated using a five-point scale ranging from '(almost) always'
to 'seldom/never'.

4. Provision of
screening,
preventive care
etc.

Questions about the routine of the GP concerning: Measuring blood
pressure; Measuring blood cholesterol level; Taking cervical smears for
cancer screening; Examination for breast cancer screening.

Questions about involvement of GPs in: Health education clinics on
smoking cessation, food intake and alcohol consumption; Intra-partum
care; Pediatric surveillance clinics; Family planning/contraception;
Homeopathic medicine

5. Provision of
disease

A list of 17 diseases, such as: Hyperthyroidism; Peptic ulcer; Congestive heart
failure; Peritonsillar abscess; Uncomplicated diabetes type 2; Depression
Perceived involvement of the GP in the treatment if these cases occur in

management ~
the practice population could be indicated on a five-point scale ranging
from '(almost) always' to 'seldom/never'.

6.Job Seven statements on aspects of GPs' work, such as: 'My work still

satisfaction

interests me as much it ever did'; 'Assuming that pay and conditions were
similar, I would do non-medical work' Agreement expressed on a five-
point scale, varying from 'agree strongly' to 'disagree strongly'.
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10.7. ANNEX 7: QUANTITATIVE ANALYSIS OF REFERRAL AND ADMISSION DATA

260.  This element of the evaluation aimed to establish to what extent the reforms led to attainment of
key attributes of a PHC system — namely, first contact, continuity, comprehensiveness and coordination.
First contact refers to care accessible at the time of need, especially for common acute conditions which
the PHC team should be able to diagnose and manage — without referral to secondary care. This is
measured by looking at ‘avoidable hospitalizations’ for common acute conditions — acute ENT problems,
urinary tract infections (UTI) and bronchiolitis.

Table 10: Effectiveness Indicators — First Contact Care

Acute conditions

Aggregate referrals by FPs to hospital outpatients for acute ENT problems (Otitis media
ICD 10 codes H65 and H66 and tonsillitis ICD 10 code J03)

Aggregate referrals by FPs to hospital for acute UTI (ICD 10 code N39.0)

Aggregate referrals by FPs to hospital for LRTI (bronchitis, bronchiolitis, pneumonia) in
children aged under 5 (ICD 10 codes J10-18 and ICD 10 codes J20 and J21)

261.  Ongoing care focuses on the long-term health of a person where PHC manages the health of the
person to prevent illness and worsening of chronic conditions. Evaluation in this area focused on
management of common chronic conditions, which should be effectively managed by the PHC team with
low referral rates to secondary level — for instance hypertension, ischemic heart disease, non-insulin
dependent diabetes mellitus, depression and asthma (Table 7).

Table 11: Effectiveness Indicators: Continuity of Care

Ongoing care: Chronic illness

Aggregate number of hospitalizations for hypertension (ICD i10)

Aggregate number of referrals to hospital admission for hypertension

Aggregate number of hospitalizations for NIDDM (ICD E11)

Aggregate number of referrals to hospital for NIDDM

Aggregate number of hospitalizations for asthma (ICD J45)

Aggregate number of referrals to hospital for asthma

Aggregate number of referrals and admissions for ischemic heart disease/angina (ICD
{20 & ICD i25)

262. In the Kyrgyz Republic, the researchers were able to access three-year data on referral and
admission patterns from the Health Insurance Fund; but this data was not routinely and systematically
collected in Armenia, Bosnia and Herzegovina and Moldova.
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10.8. ANNEX 8: SUMMARY OF FAMILY MEDICINE TRAINING PROGRAMS IN EUROPE AND AMERICAS

263. The requirements for training of family physicians vary by country. In European, North
American, Australian and some Latin American countries, formal specialist training is required.

Table 12: Educational Requirements for Family Physicians

Country Educational Requirements

United Kingdom | Five (sometimes six) years of undergraduate education and training in medicine.
One year of pre-registration practice (residency).

Three years postgraduate residency for general practice specialty

Us Four years of undergraduate university education
Three years postgraduate residency training
Canada Three to four years undergraduate university education.

Four years of medical education.

Two years of postgraduate residency

Australia Four to seven years of medical school. Entry to medical school can be direct or
after first degree.

One year of internship in hospital.

Two to three years of postgraduate residency.

Japan Six years of medical school including practical training
Post-graduate training before independent practice

Six years of medical school

Finland Two years of practical training in hospitals and health centers
Six years post-graduate training

264.  The countries with the most successful primary care programs tend to have specialist family
physicians that are called general practitioners in some countries. In Britain, for example, General
Practitioners (GPs) have three years of training after medical school, which specifically prepares them for
their primary care role. They must pass a national exam specific to General Practice before practicing
independently. The qualified General Practitioners have their own powerful professional association.
Canada, Australia, and Finland also have training structures which specifically prepare physicians for the
role as first contact physicians.
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