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ABSTRACT
Obijectives: This study aims to compare the organisation of primary care (PC)

systems in Estonia, Latvia and Lithuania, focusing on the structure and process
of service delivery, and to discuss the suitability of the PHAMEU instrument for
international comparison of PC systems.

Methods: The data were collected in the framework of PHAMEU project during
2009-2010.

The selected indicators were used to describe and compare the structure and
process of PC in Estonia, Latvia and Lithuania.

Results: The results showed that the coordination of PC services, legislative
framework, service delivery, quality requirements and PC financing principles
are rather similar in all three Baltic countries. Population coverage for PC
services, cost sharing for some services, and the employment status of family
doctors differs by country. The PHAMEU instrument was most applicable for
the description and comparison of the structure of PC and some aspects of the
process. Information about patient outcome and quality of care was neither
available nor reliable enough.

Conclusion: The development of PC systems in Baltic countries has been rather
similar, but some aspects also differ between the countries. Use of a
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standardized instrument allows for international comparison, but assumes
standardised data collection procedures in comparable countries.

1. INTRODUCTION

In the late 1980s and early 1990s, Estonia, Latvia and Lithuania, like all of the
Central and Eastern European (CEE) countries, experienced great changes in their
political and economic systems, which also led to reforms in national health systems.
Since WWII, all Baltic countries have been part of the Soviet Semashko-type health
care. After regaining independence in 1991, these countries introduced health care
reforms of their own. This resulted in a considerable change of health care resources
and utilisation, amongst other changes. This is illustrated by a selection of indicators
of health care resources and utilisation in Baltic countries in the 1990s and 2009 in
Table 1 [1].

[TABLE 1]

A reform process is concerned with defining priorities, refining policies, and
reforming institutions through which those policies are implemented [2]. Thus, a
health reform must look toward changes in policy objectives followed by
institutional change - it must be purposive and sustain the long-term process and
should be led as a political process by the government [3]. A health reform could be
comprehensive, but it can be focused also on one part of the health system. A
previous study indicated that health policies in all Baltic countries have been
progressing in parallel towards a Western European social insurance funding model,
developing a primary care (PC) system anchored on general practitioner service and
lessening the hospital orientation of the pre-1990s system [4].

Although the health reforms in all Baltic countries have been comprehensive, the
introduction of a new health care system based on family medicine (FM) was
recognised as a priority of health care policymakers and has received strong support
from the government [5]. The implementation of a new PC system in all Baltic
countries included the main components of health reform as defined by Cassels [2]:
(1) training of staff by establishing a postgraduate training program for FM as well as
retraining of doctors [4-9]; (2) changing the financing and remuneration system of
family doctors (FDs) [8-10] to motivate PC doctors as well as implementation of the
gate-keeping function of FDs and creating the patient lists [4,8-12]; (3) separating
PC and secondary care services; (4) increasing the responsibilities of the PC system;
and (5) changing the whole funding system of health care. The key characteristics of
PC reforms in Baltic countries are presented in Table 2.

The progress of PC reform in Baltic countries has been examined in several studies.
There are a number of studies about the Estonian PC system, explaining access to PC
services [13], patient satisfaction and acceptability of the PC system [11,14] as well
as economic aspects of PC reform [15,16]. The studies about PC reforms in Latvia
and Lithuania primarily focus on patient satisfaction and acceptability of the PC
system [17-20].

During the last 20 years many countries have attempted to reform their PC systems,
each with different implementation processes for PC reform. However, only a few
rigorous assessments have been done of the implemented PC reforms and resulting
PC system [21]. There is currently a lack of up-to-date comprehensive and
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comparable information on variations in development of PC, and a lack of
knowledge of structures and strategies conducive to strengthening PC in Europe.
There is no agreement on how to assess the reforms comprehensively. Recently, a
panel of experts developed a standardised instrument (Primary Care Monitor System)
for describing and comparing PC systems within the framework of the EU-funded
PHAMEU project for application in 31 European countries.

The instrument developed describes the key dimensions of PC systems both at the
structural level (governance, economic conditions, and workforce development), and
at the process level (access, comprehensiveness, continuity, and coordination of PC
services) [22]. This provides an opportunity to evaluate PC in Baltic countries. This
article therefore aims to compare the organisation of PC systems in Estonia, Latvia
and Lithuania, focusing on their PC structure and process of service delivery, and to
discuss the suitability of the PHAMEU instrument for international comparison of
PC systems.

2. MATERIALS AND METHODS

The data were collected within the framework of the PHAMEU (Primary Health
Care Activity Monitor for Europe) project during 2009-2010 by the project
participants from ten participating countries and according to the standardised
instrument [22]. The PHAMEU project covered the 27 European Union member
states, and Turkey, Iceland, Norway and Switzerland.

In this study, we used the selected indicators to describe and compare the structure
and process of PC in Estonia, Latvia and Lithuania. To evaluate the structure we
used the indicators of PC governance and selected indicators of economic conditions,
whilst the process of service delivery was evaluated by selected indicators of PC
access, continuity of care and some aspects of patient experiences. The indicators
used in this study were defined according to the PHAMEU instrument [22] and
presented in Table 3. The selection of indicators was made based on the assumption
of availability of reliable data to describe these indicators.

[TABLE 2]

The main data sources were: (1) administrative and routinely collected data (e.g., PC
expenditure, PC coverage, availability of FDs, employment status and remuneration
of FDs, cost sharing for FM care, home visits); and (2) results of previous studies,
e.g., stability of the patient-practitioner relationship and patient satisfaction. The
most recently available data were used. All data used in this study are derived from
the dataset which resulted from the PHAMEU project [23].

3. RESULTS

3.1. Governance of PC

The indicators describing the governance of PC in Baltic countries are presented in
Table 4. PC in Baltic countries is coordinated on the governmental level (by the
Ministry of Social Affairs in Estonia and by the Ministries of Health in Latvia and
Lithuania), whereas in Lithuania there is a special division of FM within the ministry
and since 2011 in Latvia, too. In Latvia and in Estonia PC service delivery is
organised at the national level; in Lithuania in some regions the local authorities own
the PC facilities and service delivery is decentralised.
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In all countries the organisation of PC and service delivery is regulated by several
legislative acts; in Estonia and in Lithuania there are also policy documents which
formulate the vision and goals of PC. Also, the multidisciplinary collaboration at PC
level is laid down in policy papers or in legislative acts and the basic patient rights
(e.g., informed consent, confidentiality, and complaints procedure) are defined by
legislative acts. Equality in access is a clearly stated policy goal in Estonia and
Latvia, where the distribution of PC providers is planned according to the size of
population. In Lithuania, the policy on equality in access is not clearly defined. In all
Baltic countries the organisations of stakeholders (e.g., organisations of medical
professionals or patients) contribute to PC policy development; however, this is
rather informal than formally regulated.

The quality requirements for PC are defined in all Baltic countries. There are formal
requirements for FDs (completed residency training and certificate of FD) as well as
for the premises and equipment. Recertification for FDs is obligatory in Latvia and
Lithuania, but voluntary in Estonia.

The clinical guidelines for FDs are produced in all countries, mainly by associations
of FDs in collaboration with other medical specialists. Patient satisfaction is
surveyed in all countries as well.

3.2. Economic conditions for PC

The total expenditure on PC as a percentage of total health care expenditure depends
on the definition of PC services. According to Eurostat [24] the percentage of
expenditure on ambulatory care (including PC and specialist services) of total
expenditure on health were 21.0% in Estonia (2008), 26.7% in Latvia (2006) and
22.8% in Lithuania (2008). The expenditures on PC services in 2009 in Estonia were
7.1%, in Latvia 9.7% and in Lithuania 13.8%. In Estonia, PC expenditures include
only the expenditures related to the provision of FD services, in Latvia PC
expenditures also include dentistry for children, and in Lithuania PC expenditures
include dentistry for children and adults.

[TABLE 3]

Coverage of FD services in 2009 in Estonia was 95.6%, in Latvia 100%, and in
Lithuania 95%.

In 2009, the average gross income per practice per month in Estonia was D 6930, in
Latvia D 3568 (in January-June 2010) and in Lithuania D 5520. The average
practice sizes were 1600, 1584 and 1550 registered patients, respectively. The
numbers of FD contacts are presented in Table 1.

3.3. Employment status of FDs

In Estonia and Latvia, most FDs are self-employed contractors to the health
insurance fund (HIF), and in Lithuania the majority of FDs are salaried with regional
health authorities, whereby the national HIF is the financer of PC services. The
employment status of FDs is presented in Fig. 1.

3.4. Remuneration systems for FDs

For the self-employed FDs, payment in all countries includes capitation, fixed
components and additional components (Fig. 2). The fixed components for payment
in Estonia include funding for lab tests and investigation and basic practice
allowance, in Lithuania additional payment to FDs who are working in rural areas,
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and in Latvia payment for patient density, distance to the hospital, maintenance of
the practice and the FD certificate.

[TABLE 4]

Additional components of payment in Estonia include payment for performance
indicators (e.g., care for chronically ill patients and immunisation of children) as well
as for the distance to the hospital (for FDs who are working more than 20 km from
the nearest hospital). In Latvia, FDs are paid additionally for some medical
manipulations (for example, prevention, “minor” surgery, laboratory tests), for the
salary of nurses or physician’ s assistants and for medical care of patients who are
not registered, as well as payment for performance indicators (coverage of
prevention, immunisation and some indicators for care of chronically ill patients).

[FIGURE 1] [FIGURE 2]

The additional components in Lithuania include payment for performance indicators
(e.g., low hospitalisation rate, child immunisation rate, and patient visits rate) as well
as for participation in prevention and early diagnostic programmes (e.g., cervical and
breast cancer, cardiovascular prevention, colorectal and prostate cancer).

Salaried FDs are mostly paid a flat salary in Estonia and salary related to the number
of patients and/or indicators of performance in Latvia and Lithuania.

3.5. Access to PC services

The indicators of access to PC services are presented in Table 5. The number of FDs
per 100,000 in population in 2008 varied from 58.4 in Latvia to 62.4 in Lithuania. In
all Baltic countries the FD practices are obliged to have a minimum number of
working hours. In Estonia, the FD practice should have at least eight working hours
per day on working days (Monday-Friday) and in Latvia at least 40 h per week. In
Lithuania, the number of working hours depends on municipality administration
rules and varies between municipalities, but the minimum number is 6 h per day.
However, the FD practices are mostly open 12 h per day.

The after-hours services in all countries are provided mostly by the hospital
emergency departments and/or by ambulance service. In Estonia and Latvia the out-
of-hours service is not stipulated in the FD contract. In Lithuania, hospital
emergency departments provide PC services from 6 p.m. to 7 a.m., but FDs have to
pay the hospital for this care.

[TABLE 5]

The number of home visits in 2008 was highest in Lithuania and lowest in Estonia.
In Latvia the average number of home visits includes FD visits to a patient’ s home
fully covered by the state only to children (until the age of 18) and some
disadvantaged patient groups (e.g., persons over 80 years of age, disabled persons, or
patients receiving home care or palliative care).

Satisfaction with access to PC in 2007 [25] was highest in Estonia and lowest in
Latvia (Fig. 3).

3.6. Affordability of PC services
Table 5 presents the indicators of cost sharing for PC services. In Estonia, patients do
not have to pay for the visit to the FD, but there is some co-payment for the
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medicines prescribed by the FD (the rate of co-payment depends on the diagnosis
and medicines prescribed), for the visit to a specialist prescribed by the FD, as well
as for the FD visit to the patient’ s home. In both cases the co-payment could be up
to 3.2 EUR per visit, except for children up to two years and pregnant women from
the twelfth week of pregnancy.

[FIGURE 3]

In Latvia there is some co-payment for FD visits, as well as visits to specialists.
There are some patient groups who do not have co-payment, as their care is covered
by the state, e.g. children until the age of 18, pregnant women, the disabled and those
whose income is less than one-half of the minimum wage. Also, in case of preventive
visits the patient has no co-payment. Home visits are fully paid by the patient, with
the exception of the aforementioned patient groups. There is also a ceiling for co-
payments - a maximum of D 570 per year. As in Estonia, there is also a co-payment
for prescribed medicine depending on the diagnosis. However, for persons with a
low income there is a ceiling for co-payments for prescribed medicines, too.

In Lithuania the patients do not have to pay for visits to the FD or specialists, or for
home visits. Still, there is some co-payment for prescribed medicines, which
similarly to Estonia and Latvia depends on the diagnosis.

According to the Eurobarometer survey in 2007 [25], patient dissatisfaction with
prices was highest in Lithuania and lowest in Latvia, but it was low overall in all
countries (Fig. 3).

3.7. Continuity of care

In all three Baltic countries the FDs have a patient list system and the patients are
free to choose the FD with whom they want to register (Table 5). Nevertheless, this
choice is in reality limited in areas where the population density is low and there is
only one FD for the region.

4. DISCUSSION

4.1. Comparison of PC systems in Estonia, Latvia and Lithuania

Previously, the most comprehensive analysis of the PC system was done in Estonia,
but by using the standardised instrument in this study we compared the organisation
of PC systems in all three Baltic countries. Reasons for the reorganisation of health
systems in the beginning of 1990s were similar in all three countries, and the
introduction of FM-based PC was one of the priorities in Estonia, Latvia and
Lithuania [4,5]. Also, the principles of implementation for the new PC system were
similar [4,5,7-12]. When analysing the progress of PC reforms in Baltic countries,
we found that all countries have followed more or less the basic elements of health
reform [2]. Although the objectives were not very clearly defined in the beginning of
the changes, the need for several reforms, as well as the content of the reforms,
including the PC reform was shared by different parties.

Therefore, the necessary changes for the development of the new system started
already before the formal definition of the objectives. For example, in Estonia the
training of staff was initiated already in 1991; however, the objectives of reform
were formulated and the first legislative acts to support the reform were laid down in
1997.
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At present, all Baltic countries have implemented the PC strategy. This study showed
a lot of similarities in the structure and process of PC in all countries, such as the
coordination and organisation of PC, service delivery, and quality requirements. The
payment systems in all three countries include capitation as the main source of
financing and additional payments related to quality of care have been introduced in
all Baltic countries. There are also a lot of similarities from the patients’ point of
view: all countries have introduced a patient list system and patients are free to
choose their GP. The PC services during office hours are provided by FDs, and the
out-of-hours services are provided mainly by hospitals and ambulance. Also, all
countries have introduced some co-payment for prescribed medicines which depends
on the diagnosis.

Still, there are also some differences. The vision and goals, as well as policy on
equality in access, are more clearly defined in Estonia and Latvia than in Lithuania.
Decentralisation of service delivery is more expressed in Lithuania, where the
municipalities in some regions own the PC facilities and have set some additional
rules for the facilities as well (e.g., the number of working hours of PC practices).
The coverage of the population for FDs’  services is somewhat different and
depends on the financing principles of a country’ s health system. The cost sharing
for some PC services differs as well. For example, in Lithuania the home visits are
free for all patients whilst in Estonia there is some co-payment and in Latvia the
home visits are fully paid by the patient, with the exception of some patient groups.
That might be one reason why the number of home visits differs by countries and is
in Lithuania three to four times higher than in Latvia and Estonia.

The figures describing expenditures of PC services in Estonia, Latvia and Lithuania
were different, too. The main reason for this difference is how the PC is defined and
what is included. For example, in Estonia PC expenditures include only the FD and
family nurse services; in Latvia and Lithuania, on the other hand, PC expenditures
also include dental health services for children and adults. Thus, the comparison of
PC expenditures is rather difficult.

Employment status of FDs is different as well. Whilst in Estonia and Latvia the great
majority of FDs work as independent contractors with HIF, in Lithuania most of the
FDs work as salaried doctors.

Satisfaction with access to the FD services was highest in Estonia and lowest in
Latvia; at the same time dissatisfaction with prices in Lithuania was almost three
times higher than in Estonia and Latvia. Satisfaction with access did not correspond
to the availability of FDs. When comparing some indicators of access, such as cost
sharing for FD care and dissatisfaction with prices the results are rather surprising -
dissatisfaction was highest in Lithuania, where patient co-payment for visits to the
FD, specialist, or home visits does not exist. It has been argued previously that
patient satisfaction is not dependent on the national health system [26], and this
opinion seems to be confirmed by our results as well.

In general, against the reforms in former Soviet countries and Central and Eastern
European countries [21], the Baltic countries seem to be rather successful in
implementing the PC reforms. The legal framework for PC has been established, new
principles of financing have been introduced, and the access to and satisfaction with
PC services is rather good. However, there is some potential to improve access to PC
services in the future, e.g., to ensure coverage with PC services to the entire
population in Estonia and in Lithuania. Another field which has been discussed is the
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delivery of after-hours care. At present, in all three countries after-hours care is
provided by hospital emergency departments and ambulance services. This has
resulted from a rather good hospital and ambulance services network, as well as
rather low population density (mainly in rural areas). Still, it could be considered that
the after-hours care might be partly provided within PC, too, such as in areas with
high population density.

4.2. Practical application of the PHAMEU instrument for comparison of PC in
Baltic countries

In this study we used the selected indicators collected within the framework of the
PHAMEU project during 2009-2010. The set of indicators proposed by the experts
was rather comprehensive [22]. However, the data collection process taught us that
several indicators (e.g., about comprehensiveness or quality) could only be
completed by an expert opinion. Thus, the data set used in this study was limited.
The most reliable data were those collected routinely by administrative purpose.
Despite several data limitations, the best available and most data in 2009/2010 were
used, and applied in this article [22].

This instrument is expected to provide insight into strong features that should be
maintained and weaker spots to be strengthened in the future. In our study we found
that the PHAMEU instrument was most applicable for the description and
comparison of governance of PC.

The data to describe the indicators of governance were collected from several
legislative acts and policy papers. Also, the definitions of indicators were very
explicit.

When describing the economic conditions of PC we found the total expenditure of
PC to be the most unclear indicator. It is clear that the total expenditure on PC as a
percentage depends on the definition of PC services and could vary between the
countries. When looking at the Eurostat statistics [24], we found the amount of
expenditure on out-patient care which includes PC and specialist services.

These numbers were rather similar for all Baltic countries.

However, if we tried to calculate only the expenditures on PC services we found that
the number differed by almost two times. At the same time, the definitions of PC
expenditures are also different, as discussed above. On the other hand, data about
payment options in PC and remuneration system of FDs were clearly defined and
easily accessible for all Baltic countries, and therefore these aspects were more
clearly described as well.

Data about some aspects of access to PC services (e.g., availability of PC services or
working hours), affordability of PC services (cost sharing of FD care) and continuity
of care (e.g., patient list system, and physician choice) were easily available. Still, a
lot of information, such as that regarding the comprehensiveness of care, was based
on the opinions of experts, and for that reason we did not find it to be reliable enough
for this comparison.

Some problems occurred also by describing the patient’ s opinion. For example, in
this paper we did not compare the stability of the patient-provider relationship
expressed by the percentage of patients reporting to visit their usual PC provider for
their common health problems. This aspect of continuity of care is studied in Baltic
countries in different way at different times and therefore these numbers may not be
fully comparable. The same problem was related to patient satisfaction with the FD,
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where the data were also collected in different ways. Thus, we used only these
aspects of satisfaction which were studied in the Eurobarometer study by using the
uniform instrument [25].

One important aspect in every health system is related to the output or quality of
care. The PHAMEU instrument also includes a number of quality indicators;
however, information about these was neither available nor reliable.

5. CONCLUSION

This study has two outcomes. Firstly, it compares the PC systems in Estonia, Latvia
and Lithuania using the standardised instrument. Secondly, this is the first study
using the PHAMEU instrument. Therefore, this could be considered a first test of the
instrument in a real comparison of the PC system in three Baltic countries.

At present, all three Baltic countries have reformed their PC systems. The legal
framework for PC has been implemented, the financing systems developed, and the
necessary number of staff trained. There are a lot of similarities in all countries, but
on the other hand, some aspects such as the decentralisation of service delivery and
financing principles also differ between the countries.

This comparison was performed using the PHAMEU instrument. Currently, the most
applicable indicators were related to the structure - governance and financing -
where routinely collected, reliable data are available. Still, some indicators should be
more clearly defined (e.g., total expenditure of PC costs). A lot of indicators
describing the process and quality are based on survey data and require special data
collection forms, which are not used in every country.

Therefore, for international comparison it would be useful to perform uniform
surveys to gather the patient’ s opinion.

To collect data about the quality of PC the countries should introduce special data
collection forms.
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TABLES AND FIGURES

Takle 1
Health care rezsources and utilization in Estonia, Latvia and Lithoaniz in the 1990 and 2009,

Indicators Estonia Latvia Lithuania
1841 2009 151 2009 1841 L

Total health expenditure as T of GOP 50 70 16 GG a7 756
Total health expenditures per capita (in PPPS) 513 1353 1818 130847 3355 13102
Hospital beds (per 100,000 populaticn) 11288 5439 13430 G401 1246.5 GB03
Physicians (per 100,000 popalaticn] 1536 3267 1611 2995 Ll 3651
GPs as X of all physicians a 25.1 0 185 0 189
Murses {per 100,000 population) E51.3 6132 48644 454.0 B2 G369
Qutpatient cantacts per persan per year 72 7.1 74 5.6 9.5 69
Dutpati=nt FIJ comtacts per person per year' a 11 o o0 Q 32
Average length of stay (days) in all hospitals 17.1 T8 174 B5 176 83
Acute care hospital discharges ( per 100 population ] 17.1 159 00" 163 17.8° 3

* This number refiers to 1999,

® This number refers to 2008

¢ This number refiers to 1952

? This nuwmber refiers to 1986

" This number refers to 1958

" Data an FIY contacts per person per year ans not available in the HF& Database and were therefore collected from the nationa] databases of the PHAMEL

progsct
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Table 2
Key characternistics of primary care reforms in Estonia, Latwia and Lithoania.
Characterstics of reform Estomia Lawia Lithoania
1. Definition af Objectives formulated in 1997 Objectives formulated in 1995 Objectives formulated in 1997

pricrities/ohjectives

1. Refining policies

» Legal support to refomm
» Fimancing

» Stalf development

1. Reforming institutions
+ Institution of FD
» Gate-keeping fanction of Fls

= to create 2 list system so that the
population could regisber with a
primary cane doctar;

» to introduce a partial
gate-keeping sysiem;

« to introduce a combined
payment system for family doctors
(ADs); and

» to give Fls the status of
independent contractors.

The= ministerial regulations of 1997
established:

» b=gal status af FDs;

» fimancing principles; and

» the packapge of services prowided
by the FDs

The training of Fls:

» re-training of practicing doctors
since 1891; and

» residency traiming in family
msdicine since 1993

Institution of Fibs:

» independent contractar with
health insurance fand since 1598
Gate-keeping function of AD:

» partial gate-keeping since 1958

» to give the FDx the states of
independent contractors.
Objectives formulated in 1998

= to create a list sysiem so that the
population could regisber with a
primary cane doctar.

Objectives formulated in 19949

» to introduce a combined
payment system for the family
diociors (FDs); and

» to introduce a partial
gate-keeping system.

The= ministerial regulations of 1929
established:

» b=gal status af FDs;

» fimancing principles; and

» the packapge of services prowided
by the FDs

The training of Fls:

» re-training of practicing doctors
since 1962; and

» residency traiming in family
mesdiicine since 15993
Irestitwtion af FI:

» inde=pendent contractar with
health irswrance fund since 1595;
» private practitioner since 1995
Gate-keeping functicn of FAD:

» partial gate-keeping since 1559

= to create 3 list system so that the
population could register with a
primary care doctar; and

» to infroduce a partial
gate-keeping system.

Ohbjectives formulated in 15995

» to introduce 2 combined payment
system for the Family doctors (FDs].

The= ministerial regulations of 1929
established:

» b=gal status af FDs;

» fimancing principles; and

» the packape of services prowided
by the Fs

The training of Flls:

» re-training of practicing doctors
since 1892; and

» residency traiming in family
medicine since 1993
Institwtion of FI:

= private practitioner since 1985
Gate-keeping functicn of FD:

» partial gate-keeping since 1997
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Table 3

Definition of indicators used for evaluation of the strociure and process of PC

Indicator title

Descrintion

Structure
(Governance
Primary care goals
Policy on eguality in acosss
(De=lcentralisation of PC
maragement and s=rvice development

PC guality management

Formulation of primary care goals
Policy on the distribution of haman resources

# PC unit within the Ministry of Health

» PC palicy development at the regional or local level
# Stakeholder imvolverment in PC policy development
# [ Deleentralisation of PC service delivery

# Coordination of quality manapement

infrastrctures » Certification of providers
# Licensing of lacilities
# Development of clinical guidelines
Patient advocacy Patient nghts

Multidisciplinary collaboration

Economic conditions
Primary care expenditure
Family doctor coverage
Availability of mily doctors
Emiplayment status of family doctars

Remuneration cptions

» Multidisciplinary collaboration (governmental policy on cooperation or imtegration of PC services
lzid down in a law ar policy paper]

» Total expenditure on PC as ¥ of total expenditure on health

» X of the population cowered or insured for costs of A services {office and at home)
«+ Mumber of FDs per 100,000 popalation

» Salaried with national, regianal ar local authorities

» Salaried with aother physicians

» Self-employed with contract to health insurance fund [HIF) or health authority (HA]
» Self-employed without comtract (paid by patients out-of-pocket)

For salaried family dociors « Flat salary
» Salary related to the number of patients andfor performance indicators
For self-employed family doctors » Capitatian

Process
Access io primary care services
Mational availability of PC s=rvices
Opening hours
Home wisits
After-howrs primary cane
Affordakility of PC services
Cost sharing for family doctor's care

Patient dissatisfaction with PC prices
Acceptability of PC s=rvices

Patient satisFaction with access to PC
Cantinuity of care

Patient list system

Physician choice

» Fee-for-service
« Mix of capitation and lee-for-services andior other companents

» Tatal mumbser af Fiks per 100,000 population
# Minimum number of working hours or days

» fverape number of kame visits per week per FID
» Provision of after-hoars PC

» Payment for the wisit io the FD

# Payment fior the medicines prescribed by the FID

«+ Payment fior the wisit to a specialist prescribed by the FI

» Payment for the FD visit to the patient’s home

# Percentage of patients that rate FI) care 25 not wery ar mat at all affordable

Percentage of patients that find it easy to reach and gain access o FDs

= Presence of patient list system
# Passibility for patients to chooss the FD) with whom they want to regisber
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Table 4
Governance of PC in Estonia, Latwia and Lithuania.

Estonia Latwia Lithuamia
Vision and goals Far PC = = O
Palicy on equality in acoess = = O
Special division of PC within the ministry o =’ =
Decentralisation af responsibilities (=g, setting priceities, o 0 ®
service provision] for PC at the regionalllocal level
Decentralsabion of PC s=rvice delivery i (=} =

Stakeholder involvernent in PC policy dewslopment " = ®

Quality management
Formal requiremnents for Fls

E - 3
Recertification of FDs =b = =T
Licensing of lacilities = = =
Evidence-bas=d clinical guidelines produced for Fs = = =
Pati=nt rights defined by lemslaimes acts = = =
Palicy on multidisciplinary collaboration { greernmental = = ®

policy on cooperation or integration of PC servioss laid
dowm in a Law or palicy paper]

=] Yes and (7)) no.
* Since 2001.
b Voluntary recertification every 5 years.
© Chligatory recertification every 5 years.
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Fig. 1. Employment status of family doctors in Baltic countries
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Fig 2 Structure of payment methods for family doctors in Baltic coun-
tries.
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Table 5
Acoess, costs, and continuity of PC services in Estonia, Latvia, and Lithuania.
Estania Latwia Lithuania
Access to PC services
Tatal mumber af FDxs per 100,000 population in 2008 624 GE4 GE.1
Dbligatary minimum mumber of opening hours E b per working day 40 h per week G i per day
[Monday-Friday)
Average number of home visits per week per FI 232 el 1=
Prowision of after-hours PC Hospitallambulance Haspitalhealth care Hospital
centre
Cast sharimg far PC servces
Payment for the wisit to the FI No Yes No
Payment far the medicines prescribed by the FID Yes Yes Yes
Payment fior the wisit to a specialist prescribed by the FD Yes Yes No
Payment far the FD visit to the patient’s home Yes Yes Mo
Continuity of cars
Presence of patient list system Yes Ve Yes
Passibility for patients to choose the FID with whom they want bo regster Ve k(=1 Ve

* This number refers to 2008
® This number refiers bo 2008,

Porcontage of pationts
co BB EBEBEBERR

I

E=lania Lakvia

Lithuarnes

0 Sadstiamcirn wi e access lDissatsiacdon vl S prices

Fig 3. Patient satisfaction with aooe=ss to PC services and dissatisfaction

with PC prices in Estonia, Latwia and Lithoania in 2007,
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