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A B S T R A C T  
European health care systems are facing diverse challenges. In health policy, 
strong primary care is seen as key to deal with these challenges. European 
countries differ in how strong their primary care systems are. Two groups of 
traditionally weak primary care systems are distinguished. First a number of 
social health insurance systems in Western Europe. In these systems we 
identified policies to strengthen primary care by small steps, characterized by 
weak incentives and a voluntary basis for primary care providers and patients. 
Secondly, transitional countries in Central and Eastern Europe (CCEE) that 
transformed their staterun, polyclinic based systems to general practice based 
systems to a varying extent. In this policy review article we describe the policies 
to strengthen primary care. For Western Europe, Germany, Belgium and France 
are described. The CCEE transformed their systems in a completely different 
context and urgency of problems. For this group, we describe the situation in 
Estonia and Lithuania, as former states of the Soviet Union that are now 
members of the EU, and Belarus which is not. We discuss the usefulness of 
voluntary approaches in the context of acceptability of such policies and in the 
context of (absence of) European policies. 
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1. INTRODUCTION 
Strong primary care is often seen as a solution for the challenges that (European) 
health care systems face [1] and [2]. This raises the policy question of how primary 
care systems can be strengthened and especially those primary care systems that are 
traditionally weak. This question will be answered in this article by reviewing 
changes in two broad groups of health care systems with relatively weak primary 
care that introduced changes towards a stronger position of primary care. The first 
group consists of Western European social health insurance systems; the second 
group consists of transitional countries in Central and Eastern Europe (CCEE) that 
(partly) moved from a state-run, polyclinic system to a primary care based system. 
Primary care is ‘generalist care, consisting of general medical, (physio)therapeutical 
and pharmaceutical care, nursing and supportive care, and non-specialized mental 
and social care, together with preventive and health educational activities linked to 
these forms of care’ [3]. Primary care provides in most cases the first point of contact 
with health care. Strong primary care can be characterized by its generalist approach, 
taking into account the social and family context of patients, by its accessibility, and 
by providing continuity, comprehensiveness and coordination of care [4], [5] and [6]. 
Typical for strong primary care are a list system, i.e. a defined population for which 
primary care or general practice is responsible, and a position of general practitioners 
(GPs) as gatekeepers. 
Several positive effects of strong primary care have been documented in the 
literature [6]: better health outcomes [7], good quality care [8], lower costs [9], and 
better opportunities for cost containment [10]. Moreover, strong primary care 
systems provide better opportunities for monitoring health, health care utilization and 
quality, partly because of the defined population denominator in systems with patient 
lists [3]. However, the evidence from international comparative studies is not 
unequivocally strong and mixed in some areas, such as health care expenditures [11], 
weak in other areas, such as equity [6] and [12] and avoidable hospitalizations [13], 
and finally negative in areas related to cancer survival [14]. 
European health care systems face a number of challenges related to changes on the 
demand side of care. Health care needs are increasing and changing as a consequence 
of demographic and socio-cultural changes. People live longer, although not 
necessarily in good health [15]. They want (or need) to stay longer in their own 
homes. Many elderly have multiple and complex health problems [16] and [17]. 
People are better educated and more demanding as patients and there is increasing 
diversity in cultural background of patients as a result of complex and multiple 
migration flows. These socio-cultural changes ask for more patient-centred care. 
There are also still large and increasing inequalities in health and in access to 
healthcare [18], [19] and [20]. 
To meet these challenges, the World Health Report 2008 [1] has called for stronger 
primary care. Currently, primary care is often provided in single-handed GP practices 
with few opportunities for teamwork; incentives both on the supply side and the 
patient side often do not support strong primary care; different primary care 
providers are separately funded from different sources, hampering cooperation; 
payment systems favour separate services instead of integrated care; patients often do 
not have incentives to visit the same primary care providers and information on 
patients’ illness history and health care utilization is scattered and not available at one 

http://www.nivel.eu/


 
Groenewegen, P.P., Dourgnon, P., Greß, S., Jurgutis, A., Willems, S. Strengthening weak 
primary care systems: steps towards stronger primary care in selected Western and Eastern 
European countries. Health Policy: 2013, 113(1), 170-179 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

point. The sustainability of health care systems is threatened by the unbalanced 
growth of specialist care, with shifts from hospital to primary care difficult to realize 
without profound changes in primary care. Finally, demographic changes also result 
in a projected lack of qualified manpower in health care [21] and [22]. 
Among European countries with traditionally weak primary care systems a first 
group of social health insurance or Bismarckian systems in Western Europe, such as 
in Belgium, France and Germany, stand out. They are characterized by the small 
scale organization of primary care in predominantly single-handed practices, by a 
strong emphasis on freedom of choice, and by demand channelling via co-payments 
(as compared to gate keeping systems [23]). In these countries we see policy changes 
to strengthen primary care based on weak incentives and a voluntary basis: GP 
models in Germany, medical file keeping in Belgium, and preferred GPs in France. 
A second group of European health care systems with relatively weak primary care 
are the health care systems in CEE after the transition from communism. Those who 
joined the European Union (EU) felt a strong urge to reform their health care 
systems, both from internal (lack of efficiency, worsening health outcomes) and 
external pressures (accession rules of the EU) [24]. Their strategy was to introduce 
major reforms, including stronger restrictions such as the introduction of gate-
keeping. However, those who did not join the EU had a much slower reform process 
and still have many characteristics of the Semashko health care system. 
In this article we aim to describe these two groups of countries and the way in which 
they have attempted to change their weak primary care systems to strengthen primary 
care. The question we will answer is: How have countries with a weak primary care 
system attempted to strengthen their primary care system? 

2. METHODOLOGICAL APPROACH 
The research reported in this article is a policy review and the approach can be 
characterized as comparative descriptive. The description of the policy initiatives and 
changes is based on published literature (both national and international) and 
documents describing the policy changes and their backgrounds. 

2.1. Selection of countries 
We were interested in policies to strengthen primary care in European countries. As a 
starting point we have looked for countries with a weak primary care system [25]. In 
CEE the legacy of communism with its Semashko health care systems was one of 
weak primary care systems [25] and [26]. From these countries we selected three 
examples that used to be part of Soviet Union and two of which entered the EU – 

Estonia and Lithuania – and one that did not – Belarus. In Western Europe we have 
selected three countries with a relatively weak primary care system, as indicated by 
the absence of gate keeping and several dimensions of strong primary care [27]. The 
countries selected are Germany, Belgium and France. 

2.2. Dimensions of descriptive analysis 
Our analysis focuses on the common elements in the primary care related policies in 
each of the two groups of countries, on the incentives that were used, and the 
availability of evidence for the success of the policies. 
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3. WESTERN EUROPE 
Western European health care systems vary in how strong their primary care systems 
are. Macinko et al. [7] have characterized OECD countries on the basis of a 
composite index for primary care strength that takes into account national policies, 
health care funding, generalists as predominant primary care providers, cost sharing 
for primary care, patients lists and gate-keeping. In their classification, the weak 
primary care systems in Western Europe were mainly social health insurance 
(Bismarckian) systems. Although there are large differences between these systems, 
many are characterized by an absence of a list system or gatekeeping. Traditionally 
these systems have a strong emphasis on freedom of choice, both of health care 
providers (the ‘liberal professions’) and of patients (freedom to visit the physician of 
their choice, be it in primary or secondary care). If there are restrictions on demand at 
all, demand is channelled via co-payments. The organizational scale is small with a 
large share of single-handed GP practices with few support staff and little 
cooperation with other health care professions. 
Against this background Box 1, Box 2 and Box 3 describe three cases of policy 
changes towards stronger primary care: the GP models in Germany, the system of 
preferred GP in France and the centralized medical record in Belgium. All three 
cases have in common that they tie patients to a specific GP or practice on voluntary 
basis. In the French system this is not necessarily a GP, but in practice 99% or more 
are GPs. In the Belgian model medical record keeping is the central mechanism, as 
was meant to be part of the French system too. In all three cases the system operates 
via incentives for patients (lower co-payments for GP care and higher reimbursement 
of costs of specialist care when referred) and for GPs (fixed fees per patient who 
registers in Germany and Belgium and certain categories of patients in France). The 
coverage of the systems vary: approximately 20% in Germany, close to 50% in 
Belgium and 80% in France (see Box 1, Box 2 and Box 3). Research on the effects of 
the policies is scarce and what evidence there is, shows small effects. 

[BOX 1] [BOX 2][BOX 3] 

4. CENTRAL AND EASTERN EUROPE 
The CCEE emerged from the fall of communism with health care systems that were 
modelled after the Soviet Union's system. They were not primary care oriented. The 
point of departure was state funded systems with parallel provision of care for 
specific groups of the population, such as the military or the employees of large 
companies. Health care providers in ambulatory care were salaried employees of 
(usually) large specialist centred polyclinics organized on a geographic basis. The 
government had a strong role and health care was an integral but low priority part of 
the command and control economy [40]. Hospitals were the leading health care 
institutions in geographic and administrative units. The head of the hospital was 
responsible for planning and distribution of resources for all subordinate institutions, 
including polyclinics, located in cities, and rural ambulatories (small out-patient 
units) in rural areas. The lowest level in this strongly hierarchical system were 
district internists, responsible for the adult population, and district paediatricians, 
responsible for children, in a defined geographic area. These district doctors were 
trained as specialists in internal medicine or paediatrics mainly in university 
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hospitals. Family medicine, as a discipline, used to be recognized only in Yugoslavia 
[26]. There was no patient choice of provider [41]. 
The CCEE that became members of the EU have introduced some form of social 
health insurance [24] and [42]. In many countries primary care was the starting point 
for reforms [43]. Against the background of these reforms towards more primary 
care, Box 4, Box 5 and Box 6 describe three examples from former Soviet Union 
countries, the Baltic countries Lithuania and Estonia that are now members of the 
EU, and Belarus. 

[BOX 4][BOX 5][BOX 6] 
 
Of the countries that emerged from the former Soviet Union the most intensive 
reforms have been implemented in the Baltic countries. Directly after independence 
the parliaments of Estonia and Lithuania have adopted health reform strategies that 
emphasized on primary health care and introduction of family medicine (the Estonian 
National Development Programme and the Lithuanian National Health Concept both 
of 1991). Part of the primary care oriented reforms was the introduction of gate-
keeping and remuneration of GPs based on capitation. In Estonia this was extended 
with quality related bonus which is currently being discussed in Lithuania too, 
because of negative consequences of flat capitation for the uptake of preventive 
services and access in rural areas. A major challenge for Estonia and Lithuania was 
to train GPs and retrain district internists/therapists and district paediatricians to take 
up a new role in decentralized and often privatized primary care. 
Belarus, and the former Soviet Union countries that did not become members of the 
EU in general, have adopted more conservative policies in changing their former 
health care system [44]. The Belarus health care system is still state funded, with 
smaller steps towards stronger primary care. Belarus has a dual system with 
polyclinics in the cities and GP based primary care in rural areas, and no gate 
keeping. Lithuania also has polyclinics in the biggest cities, which probably paves 
the way for private practices also to accommodate specialist services within their 
organization. 
There is evidence from Lithuania that service provision patterns of retrained district 
therapists and paediatricians have changed since the early 1990s, showing a stronger 
role as doctors of first contact and more involvement in chronic disease management 
[45]. Moreover, GPs better address the health needs of families and people are more 
satisfied with their GPs than with district doctors [46] and [47]. 

5. DISCUSSION 
There are important differences in the policy developments of the health care 
systems with weak primary care in the west and east of Europe, described in this 
policy review article. The Western European countries with a relatively weak 
primary care system that we discussed have developed policies with incentives for 
patients and providers and a voluntary character. The CCEE that joined the EU had 
to reform their health care systems much more drastically and have opted for 
strengthening primary care by introducing GPs with a gate-keeping function. For the 
Western European approach to introduce gatekeeping the term ‘soft gatekeeping’ has 
been used [61]. However, although the gatekeeping in the CCEE that joined the EU 
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is quite strong on paper, in day-to-day practice it seems much ‘softer’. Gatekeeping is 
sometimes partial and there are discrepancies between the rules and actual practice 
[62]. 
To understand the differences in policy development we should be aware that the 
context of the reforms differs strongly. A first difference is in the urgency of reforms. 
The CCEE had to transform their health care systems after the fall of communism. 
Public health indicators were quickly worsening and there was widespread 
dissatisfaction with the Semashko system. The economic reform programmes also 
involved the health care sector. The reforms in Western European countries towards 
stronger primary care miss this urgency, despite the rhetoric of ageing populations, 
increasing complexity of health problems and expected human resource shortages. 
Probably the current economic crisis with its pressure on health care budgets changes 
this [63]. The primary reaction, however, seems to be to contain costs by increasing 
budgetary pressures on health care providers or increase co-payments for patients (or 
both). A second and related difference is the affordability of health care spending. At 
the time that CCEE started to reform their health care systems they were not in a 
position to risk a large increase in spending. All in all, there is an increasing need to 
rationalize service delivery in a context of huge financial pressure due to the global 
crisis and rising structural sustainability concerns, linked to the rise in treatment costs 
and chronic diseases prevalence and mal-distribution of health professionals. 
A third difference is that the Western European countries that we described in this 
article are all long established social health insurance systems, while the countries in 
the east that became members of the EU transformed their systems from centrally led 
budget funding to social health insurance systems. In general it is easier to change 
systems that have a strong role of the state than systems where power is divided 
between the state, health care providers and insurance organizations [64] and [65]. 
We can illustrate this by looking at the role of (ambulatory) specialists. In the social 
health insurance systems in Western Europe the position of medical specialists is 
both stronger than that of GPs and they have an interest in free access of patients to 
specialist care. This is clearest in the case of France where some specialties are freely 
accessible, even for patients who participate in the preferred GP scheme, and where 
some specialties were compensated for loss of income. Although it can be argued 
that hospital specialists had a stronger position than district doctors in the former 
communist countries, the reforms changed this. Retrained district doctors and GPs 
were able to start private practices and the hospital sector was under pressure. 
Consequently, there seems to have been less opposition from medical specialists to a 
stronger position of primary care. 
Finally, there are important large differences in values and expectations of patients in 
Western Europe and CCEE. The former communist countries had a past experience 
of low patient choice, while the Western European countries that we discussed are 
characterized by a strong culture of choice, both on the patient and on the provider 
side. This probably partly explains the resistance to stronger incentives for 
gatekeeping [31] and [66]. 
All in all this makes the choice of policies based on weak incentives and voluntarism 
in the west and much stronger policies in the east understandable. 
An important question is whether or not the policy of weak incentives and voluntary 
approaches is strong enough to result in a health care system that is able to address 
the challenges of today and of the following decades. Yet, this policy might be seen 

http://www.nivel.eu/


 
Groenewegen, P.P., Dourgnon, P., Greß, S., Jurgutis, A., Willems, S. Strengthening weak 
primary care systems: steps towards stronger primary care in selected Western and Eastern 
European countries. Health Policy: 2013, 113(1), 170-179 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

as a first step with stronger incentives and more restrictive policies to follow. Strong 
primary care is not something that develops naturally without focused policy-making 
[67]. There is no EU policy in this area, although implicitly, the accession rules 
might have influenced the course of health care reforms in the CCEE. In general EU 
policies (freedom of movement, competition) tend to favour increasing freedom of 
choice rather than restriction of choices. 
The policies of weak incentives in Western European countries are not isolated. In 
most Western European health care systems forms of disease management are being 
introduced [68]. The capitation payment in the French referring GP system is 
restricted to chronic patients that participate in the scheme. In Germany and Belgium 
disease management programmes are introduced apart from the GP model and the 
centralized medical record scheme respectively. Integration of different policies that 
aim at stronger primary care could strengthen these policies. Also the emphasis in 
current policies on the performance of health care providers, such as in pay-for-
performance schemes, might influence policies to strengthen primary care. Some 
form of a defined patient list or geographical boundaries is a necessary condition for 
performance payment and it has been suggested that this is at the background of the 
French reforms [34]. At the same time these are key conditions for strengthening 
primary care in weak primary care systems. 
The reforms in the CCEE were not only positive. The privatization of primary care in 
the CCEE that now are part of the EU resulted in a scale of general practices which is 
much smaller than the previous polyclinics [43]. This might have consequences for 
further development of primary care in these countries. Although size of the 
organization does not automatically implicate a relationship with quality and average 
quality (measured by indicators from the Quality and Outcomes Framework) is 
comparable, there is more variation in smaller practices [69]. Patients are often more 
satisfied with smaller practices, while formal quality system related indicators are 
usually better in larger practices. In general patient satisfaction is higher in social 
health insurance systems, probably partly because of the greater choice of provider in 
the absence of gate keeping [70] and [71]. 

6. CONCLUSION 
There are many different policy initiatives in Europe aiming to strengthen primary 
care. The contents of these policies differ according to the history and context of 
health care systems. Here we have reviewed some of these contexts. However, we 
are not able to answer the question how in general stronger primary care can be 
reached. In our view it is important to use the variation in contexts and policies in 
Europe to systematically analyze how stronger primary care is reached. Current 
reforms should be evaluated to find an answer to the question whether or not weak 
incentives for patients and GPs can set off a transformation process [49], [72] and 
[73]. As patients’ preferences and experiences become increasingly important in the 
evaluation of health care, it is important to know more about the acceptability of 
policies that leave room for individual choice. For this and related questions, e.g. on 
health outcomes and equity, Europe is our research laboratory [74]. 
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