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The importance of measuring and improving
the strength of primary care in Europe:
results of an international comparative study

Avrupa’da birinci basamagin giciinii 6lgmenin ve artirmanin 6nemi: Uluslararasi karsilastirmali bir

calismanin sonuclar

Dionne Sofia Kringos'

Summary

Strong primary care (PC) is supposed to improve the capacity of a
country to achieve a responsive, high quality and cost-effective
health care system. The available evidence-base supporting pro-pri-
mary care policies originates from studies with a limited geograph-
ical scope, narrow use of dimensions to measure PC strength, and
use relatively old data. The recently published PhD Thesis by Dionne
Sofia Kringos (Health Systems Researcher from The Netherlands)
aimed to get insight into the elements that form (the strength of)
primary care in Europe and their impact on health care system out-
comes. This article summarizes the results of this work, which has
been published in more detail in different scientific publications.
The strength of PC was measured by 3 dimensions of PC structure:
PC governance, PC workforce development, and economic condi-
tions of PC. The strength of PC services delivery process was meas-
ured by 4 dimensions of: accessibility, continuity, coordination, and
comprehensiveness of PC. The PC dimensions were operationalized
by a total of 77 indicators for which data was collected in 31
European countries. The results show variation in PC strength
across Europe, indicating a discrepancy in the responsibility given to
PC in (inter)national policy initiatives and the needed investments in
PC to solve e.g. future shortages of workforce. Countries are con-
sistent in their PC focus on all important structure dimensions.
Countries need to improve their PC information infrastructure to
facilitate PC performance management. This study was able to
show that strong PC has a positive impact on population health,
reducing disparity in health, and avoiding unnecessary hospitaliza-
tions.
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Ozet

GUiglt bir birinci basamak (BB), bir tlkenin tim gereksinimlere yanit
veren, yiksek nitelikli ve maliyet etkili bir saglik sistemine ulasma ka-
pasitesine katkida bulunacaktir. Su anda var olan ve BB saglik hiz-
metlerini Gnceleyen politikalara temel olusturan kanitlar, dar cograf-
yalarda yapilmis, sinirli élcttlerin kullanildigi ve gérece eski verilere
dayanan calismalardan gelmektedir. Hollanda’da Saglik Sistemleri
Arastirmacisi olan Dionne Sofia Kringos'un yakin zamanda yayinlan-
mis doktora tezi, Avrupa’da BB'yi (ve onun giictinti) olusturan bile-
senleri ve bunlarin saglik sistemi ciktilari Gizerindeki etkisini inceleme-
yi amaclamaktadir. Bu makalede farkli yerlerde yayinlanmis s6z ko-
nusu calismanin sonuglar 6zetlenmektedir. Birinci basamagin yapisal
gucd, bu yapinin t¢ boyutu ile élctlmustir: Yénetim, BB isglictintin
gelismisligi ve ekonomik kosullar. Birinci basamak saglik hizmetleri
sunumu stirecinin gticti ise dort boyutta degerlendirilmistir: Erisilebi-
lirlik, streklilik, esgtdum ve kapsamlilik. Bu boyutlar, 31 Avrupa ul-
kesinden toplanan verilerde toplamda 77 gosterge kullanilarak de-
gerlendirilmistir. Sonuclar Avrupa Ulkelerinin birinci basamagin guict
acisindan farkliliklar gosterdigini ortaya koymakta ve ulusal veya
uluslararasi politika yapicilarin birinci basamada yukledikleri sorumlu-
luk ve 6rnegin gelecekteki isglicti agiginin ¢6zimd igin birinci basa-
makta gereksinim duyulan yatirrm bakimindan ayrismalara isaret et-
mektedir. Ulkeler, tim 6nemli yapisal boyutlar agisindan tutarli bir
sekilde BB odaklidirlar ve daha iyi bir performans yonetimi saglayabil-
mek icin BB bilgi altyapilarini gelistirmelidirler. Bu galisma, gticlt bir
birinci basamagin toplum saghdi tizerindeki olumlu etkisini, esitsizlik-
lerin azaltlmasinda ve gereksiz hastane yatislarinin énlenmesindeki
katkisini gostermektedir.

Anahtar sozciikler: Temel saglik hizmetleri, kiyaslama, Avrupa.
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and their impact on health care system outcomes." This

article summarizes the results for two research questions

(which have been described in more detail in various sci-

entific publications”) that were central to this thesis:

1. How can (the strength of) primary care be measured
and compared in Europe?

2. Do countries with a relatively strong primary care
have better health care system outcomes compared to
countries with relatively weak primary care?

Measuring the Strength of Primary Care
in Europe

Primary care can be defined and approached as a mul-
tidimensional concept. The strength of primary care is
determined by ten core dimensions at the structure,
process (services delivery), and outcome level of primary
care. The strength of primary care is determined by the
degree in which each of these dimensions are developed in
a health care system."”

The structure of primary care consists of three dimen-
sions:

1. Primary care governance: Governance is an overrid-
ing function in that it oversees all aspects of primary
care. It encompasses the tasks of defining the vision
and direction of health (care) policy, exerting influence
through regulation and advocacy (e.g. protecting
patient rights) and collecting and using information
(e.g. for performance assessment or quality manage-
ment).

2. Economic conditions of primary care: The eco-
nomic conditions of primary care are to a great extent
shaped by the method of financing health care for (the
majority of) the population (e.g. taxes, health insurance
or private means), total expenditures on health care
and primary care, the employment status of primary
care providers (salaried employed providers, or self-
employed providers with/without contract(s) with
health services or insurance, and income of the pri-
mary care workforce.

3. Primary care workforce development: The primary
care workforce development is shaped by the profile of
primary care professionals that make up the primary
care workforce in a country (e.g. type of professionals
and their training requirements), and the position they
occupy in the health care system (e.g. recognition and
responsibilities).

The primary care process is determined by four
dimensions:

4. Access to primary care: Accessibility of primary care
can be defined as the ease with which primary care
services are reached. Primary care ideally provides
accessible care to all patients with any kind of health

problems regardless of age, sex, or any other personal
characteristic. When primary care is organized in a
way that facilitates access whenever a patient is in need
for health care, treatment can then be provided before
health problems become more severe. Access to pri-
mary care is, among other things, also influenced by
financial thresholds for consultations and the geogra-
phy of primary care provision.

Continuity of primary care: Continuity of care can
best be defined as a hierarchy of 3 dimensions: infor-
mational, longitudinal and interpersonal continuity of
care. Informational continuity refers to the availability
of comprehensive information about the patient’s pre-
vious health encounters to any provider who cares for
the patient, regardless of the location of the provider.
Longitudinal continuity implies a longitudinal rela-
tionship between a patient and a primary care provider
that transcends muldple illness episodes. It can be
identified by an ongoing pattern of health care interac-
tion that occurs between the same patient and the
same (team of) primary care provider(s). The interper-
sonal nature of the continuity relationship refers to the
quality of the longitudinal relationship that, ideally,
evolves in a strong bond between patients and their
primary care provider characterized by a sense of
responsibility for the delivery of coordinated and com-
prehensive care, and a feeling of trust and loyalty.
Coordination of primary care: Coordination of care
is often referred to as the ability of primary care
providers to guide the use of care with other parts of
health care, so that providers can work together to
meet patients’ needs. Since primary care is offered by
various disciplines including medical and paramedical
workers, therapists and social workers, it is important
that there is also a sense of coordination of patient care
within the level of primary care itself. Therefore, to
achieve a strong coordinating role for primary care it is
necessary to put mechanisms into place that ensure
coordination of patient care between primary care
providers, as well as ensure coordination of patient
care between primary care and other levels of health
care. Effective communication both with patients and,
at the primary and secondary care interface is an essen-
tial requirement for coordinated care. It requires
recognition of the interdependency of the roles of
health professionals within a health care system. Only
when health care professionals provide complementa-
ry patient care, a smooth process of patient care
through the system will be achieved. Without coordi-
nation of care, patient care will be fragmented and dis-
integrated, which will particularly be problematic for
patients with chronic or multiple health problems.
Comprehensiveness of primary care: Primary care
is intended to provide the most comprehensive scope
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of health services within a health care system to
address the wide variety and often very basic needs
existing in the community. There are four key areas
that determine the comprehensiveness of primary care
services provided by the predominant providers of pri-
mary care. Firstly, the provision of first contact care for
acute health problems, such as health problems of chil-
dren, health problems of women, and psycho-social
problems. Secondly, the application of medical proce-
dures such as minor surgical and investigative proce-
dures. The third area is concerned with disease man-
agement of patients presenting acute and chronic con-
ditions. The fourth area covers providers’ activities in
preventive medicine and health education.

The outcome of primary care includes at least three
dimensions: (1) quality of primary care, (2) efficiency of
primary care, and (3) equity in health.

To measure and compare the identified dimensions of
primary care across countries, indicators are needed that
are relevant (covering an essential aspect of a dimension),
precise (precise formulation assuring easy-to-fill data),
flexible (likely to fit in various European health care sys-
tems) and with discriminating power (yielding a range and
variety of possible answers). Based on a systematic litera-
ture review and expert consultations we developed indica-
tors to measure the identified primary care dimensions."”
Each of the dimensions are complex concepts on their
own, which can only be measured by a group of indicators
each representing an essential aspect of the respective
dimension. Although we were able to identify indicators
for nine out of ten dimensions, it became clear that with
the current state of knowledge, it is not possible yet to
develop health equity indicators that are valid, feasible and
measurable, and subject to primary care. As a result we
developed the Primary Care Monitoring Instrument
measuring the strength of 9 primary care dimensions with
in total 99 (qualitative and quantitative) indicators."”

Data Collection Approach

On the basis of the primary care indicator set, data were
collected by a team of primary care experts (including the
partners of the Primary Health Care Activity Monitor for
Europe project) in 2009/10 in 31 countries (including 27
EU member states, Turkey, Switzerland, Norway, and
Iceland) using a uniform data collection strategy. For some
indicators data were available in international databases or
scientific publications. These sources were complemented
by national sources (e.g. literature databases or websites of
national statistical offices and important health care stake-
holders) as far as accessible in languages known to the proj-
ect team. Furthermore, national experts were consulted to
get access to grey literature or articles in a language

unknown to the project team, to help find missing infor-
mation or to deliver consensus-based information, and to
validate the country results.

By applying all indicators in 31 countries it became
clear that the theoretical notion of ‘primary care strength’
cannot be captured by one (summary) measure or score.”
The results indicated that countries act differently in their
primary care orientation at structure level, compared to
their primary care orientation at process level. Countries
tend to have a consistent (high, medium or low) primary
care orientation (or focus) on all 3 structure dimensions
(governance, economic conditions and workforce devel-
opment). Therefore, it is possible to summarize the
strength of primary care at structure level by one score for
each country (see Table 1). But when looking at how coun-
tries organise their primary care services delivery process,
a much more heterogeneous (and less obvious) picture is
identified (see Table 1). There is no correlation between
the access, continuity, coordination, and comprehensive-
ness of primary care of countries. We did find that coun-
tries with a high accessibility and coordination of primary
care, generally also have a strong primary care structure;
and countries with a high coordination of primary care
generally also have a strong primary care governance and
workforce development in place.

The lack of correlation among process dimensions
implies that the strength of primary care at process level
can only by measured, by analysing each of the 4 process
dimensions separately.

Figures la and b summarise the results by indicating
with the help of colour which countries have relatively
strong primary care dimensions (green), relatively medi-
um strong dimensions (yellow), and relatively weak pri-
mary care dimensions (red).

Variation in Primary Care Strength

A distinction can be made between countries with
strong, medium, and weak primary care (structure and
process); see also Figures 1a and 1b." This distinction was
based on varijation in the data on each of the primary care
dimensions, and the scientific evidence base for what is
considered to be a strong, medium or weaker feature of
primary care. For each of dimension, we were able to
show variation between countries on their primary care
orientation. For example, countries with a relatively
strong primary care structure, considering all 3 dimen-
sions (governance, economic conditions, and workforce
development) are Denmark, Finland, Italy, the
Netherlands, Portugal, Romania, Slovenia, Spain, and the
United Kingdom. We also studied the relationship
between the three structure dimensions of primary care
and the 4 dimensions of primary care processes delivered;
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and the relationship between the 4 process dimensions of
primary care services delivery and quality of care, by per-
forming a technical efficiency analysis including a selec-
tion of countries.” When comparing the strength of
countries’ primary care with their relatively efficiency, we
saw that some of the countries with relatively strong pri-
mary care are not among the most efficient systems, in rel-
ative terms; few countries with relatively strong primary
care were also relatively efficient (Netherlands, Portugal,
Finland, Lithuania, Estonia); the same is true for countries
with relatively weak primary care (i.e. Luxembourg,
Bulgaria, Hungary) which turned out to be relatively effi-
cient throughout their primary care system. This may
suggest that maximizing the individual functions of pri-
mary care without taking into account the coherence
within the system is not sufficient from a policymakers’
point of view when aiming to achieve both efficiency and
strong primary care.

In almost all countries high quality primary care infor-

mation on comprehensive aspects of the system are lack-
ing. There is an urgent need for policymakers and inter-
national health care organizations to invest more in
improving the primary care information infrastructures,
both at national and international level.

The Contribution of Strong Primary
Care to Health Care System Outcomes

We found that strong primary care is conducive to
reaching important health care system goals.” The
structure of primary care, access, coordination and com-
prehensiveness of primary care are all critical aspects of
primary care that reduces unnecessary hospitalizations
for conditions that can also be treated in primary care.
We also found that population health is better in coun-
tries with relatively stronger primary care compared to
countries with relatively weaker primary care: people
suffering from primary care sensitive conditions (e.g.

Table 1. The strength of primary care dimensions by country in 2009/10 (ranging from 1 (weak primary care) to 3 (strong primary care)

PC structure Accessibility of PC

Austria 2.22 2.27
Belgium 2.21 2.13
Bulgaria 2.14 2.15
Cyprus 1.91 2.1
Czech Rep. 2.14 2.35
Denmark 2.38 2.46
Estonia 2.29 2.21
Finland 2.31 2.20
France 2.16 2.06
Germany 2.20 2.25
Greece 2.10 2.08
Hungary 2.08 2.34
Iceland 1.77 2.28
Ireland 2.20 1.96
Italy 2.33 2.27
Latvia 2.14 2.15
Lithuania 2.27 2.29
Luxembourg 1.90 2.03
Malta 2.12 2.17
Netherlands 2.50 2.38
Norway 2.27 2.25
Poland 2.12 2.35
Portugal 2.41 2.34
Romania 2.31 2.26
Slovak Rep. 2.02 2.27
Slovenia 2.36 2.47
Spain 2.43 2.44
Sweden 2.23 2.17
Switzerland 2.04 2.17
Turkey 2.27 2.05
United Kingdom 2.52 2.40

Continuity of PC Coordination of PC Comprehensiveness of PC
2.19 1.38 2.33
2.38 1.70 2.53
2.33 1.44 2.54
2.32 1.49 2.19
2.41 1.64 2.33
243 1.96 2.40
2.42 1.71 2.41
2.32 1.74 2.51
2.33 1.63 2.47
2.38 1.38 2.34
2.25 1.96 2.17
2.33 1.46 2.29
2.40 1.60 2.42
2.38 1.57 2.36
2.31 1.73 2.13
2.38 1.65 2.41
2.30 1.98 2.56
2.31 1.63 2.42
2.17 1.82 2.38
2.26 2.20 2.32
2.36 1.56 2.55
2.33 1.92 2.29
2.35 1.62 2.47
2.33 1.55 2.20
2.39 1.39 1.98
2.30 1.84 2.32
2.43 1.84 2.51
2.25 2.32 2.49
2.37 1.63 2.42
2.15 1.61 2.36
2.37 1.88 2.52
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ischaemic heart disease, cerebrovascular disease, and
asthma, bronchitis and emphysema) loose less years of
their total life expectancy due to these conditions when
they are treated in health care systems with a strong pri-
mary care structure, good coordination of primary care,
and comprehensive services delivery. Only for people
with diabetes, such an association was not evident, which
we cannot explain. We also found that countries relative-
ly strong primary care have lower socio-economic
inequalities in self assessed health. This could not be

shown for asthma or diabetes. We cannot explain why
this relationship was not found for asthma or diabetes.
We hypothesised that patient-reported quality of pri-
mary care is lower in countries with relatively strong pri-
mary care compared to countries with relatively weak
primary care. This was not confirmed, as primary care
strength was not associated with patient ratings of the
quality of primary care. Contrary to other studies, we
found that countries with a stronger primary care struc-
ture have higher total health care expenditures.

PC governance

DK ES NL EEMTLT ITES NL RO
PT SI UK NO RO EENO DKLTPT SIUK
. BE DE FR ATFRLV BE DEF]

PC workforce
development

CHIEMT

SETR

MEDIUM

MEDIUM

PC Workforce
Development

SETR

MEDIUM

PC economic
conditions

FRHULT

SETR ITRO
ES FINL
CHDKPT SIUK

Figure 1a. Countries’ strength of primary care structure by dimension.
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However, countries with more comprehensive primary
care have a slower growth in health care expenditures.

Strength and Limitations of this Study

This is the first European comparative study showing
the contribution of PC to the performance of health care
systems. Where other studies were only able to measure
aspects of PC strength with a very limited number of indi-
cators — often also outdated — this study used a compre-

DKESLT

NL PL S| UK Al HU

SE EEFIIT

hensive set of indicators, measuring the complexity of PC
in a recent time period (2009/10). However, the strength
of PC was measured at one moment in time, and based on
sources with varying levels of reliability across the 31
countries. Nevertheless, the best available data at the time
of the study were used for all countries, combined with the
best available data from international statistical databases
and surveys. This study is limited to 31 countries, which is
from a statistical point of view not ideal. Some analyses

LTNLSI HUPLFT CZDKES
UK
DE EE
FINO RO rar

BEIELV

GR LT MT
NL SE SI

Figure 1b. Countries’ strength of primary care services delivery process by dimension (excluding comprehensiveness of primary care).
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could only be performed for less countries, due to limited
data availability. As a result, we were not able to include
the impact of potentially important context factors (e.g.
culture, politics, health care system type) on the depend-
ent variables. This would be recommended for future
studies. This study should be used as a starting point for
more in-depth studies on each of the complex outcome
areas, preferably by also using micro level data."

Implication for Health Policy
Evaluating and Benchmarking Country Results

The thesis strengthens the evidence-base for policy-
makers to prioritise primary care strengthening on the
health policy agenda, for funding agencies to invest in pri-
mary care research, for researchers to further improve our
understanding of the functioning of primary care at meso
and micro level, and for primary care professionals for the
importance of their work for improving (socio-economic
inequality) in health and reducing (expensive) avoidable
hospitalizations.

If countries aim to improve the strength of primary
care, there are a number of common issues that would
need to be addressed across Europe. For example, it is
worrisome that there is not always a clear governmental
vision on the future direction of primary care, particularly
because many countries have decentralised important pri-
mary care functions. Although decentralisation can
increase the responsiveness of primary care at regional or
local level, there is a risk of interregional inequities in
access, financing, quality of care and ultimately health.

Countries could learn from the effectiveness of various
remuneration (e.g. pay for performance) systems. There is
also an urgent need for countries to take appropriate
measures to tackle the threatening future workforce short-
ages. These could include a regular system of workforce
capacity planning, raising the (financial) attractiveness of
the primary care professions and increasing possibilities
for task substitution. Perhaps the highest gains in access
can be made by reducing the level of primary care co-pay-
ments to increase to affordability for patients. Countries
should make a clear choice between demand regulation via
well-accessible (gatekeeping) general practitioners or via
co-payments. Cooperation and coordination between pri-
mary and secondary care might benefit from the creation
of multidisciplinary professional education, teamwork,
and multidisciplinary practices.

"The country specific results (which will be published
in a book in 2013/4) provide for each country a compre-
hensive description of the structure, organisation and out-
comes of primary care in their country, also in comparison
with others. This could be a suitable starting point for pol-

icymakers, primary care providers in each of the countries
(and researchers) to further zoom in on certain (strong or
weak) aspects to explore the causes and contemplate the
need for improvement actions.

Monitoring Primary Care

Policy makers would be better capable of monitoring
the impact of their policies on primary care, and evaluate
the development of aspects of primary care if they would
apply a primary care monitoring instrument on a regular
basis (e.g. every 2-4 years). However, this does require a
comprehensive and sound primary care information infra-
structures The Primary Care Monitoring Instrument pro-
vides a sound tool for monitoring and benchmarking the
strength in primary care, and to evaluate primary care in
the context of their policy aims. However, in it its current
form the PC Monitor is very comprehensive. Depending
on the monitoring goals, it would be thinkable to measure
the development of only one or more primary care dimen-
sions on set time-intervals (resulting in knowledge of
trends in primary care), and perform a complete primary
care evaluation exercise at less frequent, but regular time
intervals. Europe-wide application of the PC Monitor has
shown to result in up-to-date information on the structure
and process (and to a much less degree on outcome) of
primary care, variation in primary care systems across
Europe and knowledge about primary care oriented poli-
cy strategies (e.g. related to accessibility or integration).
By creating a basis for routine data collection, the PC
Monitor could serve the need of various stakeholder
groups for reliable and comparable information.
Application of the Monitor will provide European and
national decision makers with comprehensive compar-
isons of primary care policies and models of provision that
may enable them to improve the effectiveness of primary
care. A more generic measurement would form an excel-
lent starting point for countries to benchmarking aspects
of primary care, and select features that require a further
in depth national analysis, for which the PC Monitor indi-
cators can be used.

Strengthening Primary Care

The fact that this thesis has shown a positive associa-
tion between strong primary care and health system per-
formance with regard to avoidable hospitalizations, and
(disparity in) health provides policymakers across Europe
an important piece of the needed evidence to advocate fur-
ther strengthening of primary care, while taking into
account the limitations of the analysis. However, they will
not be able to use the argument that primary care reduces
health care expenditures. This may still be the case, but
this thesis was not able to proof this (in fact, it showed
higher total health care expenditures in countries with

Tiirkiye Aile Hekimligi Dergisi | Turkish Journal of Family Practice | Cilt 17 | Say1 4 | 2013




172

strong primary care). It can be argued that when strong
primary care reduces avoidable hospitalisation rates, this is
a clear cost saving. In addition, it may also be plausible that
the implied cost increasing effect of primary care may be
more related to the national health policy agenda of coun-
tries (boosting health care expenditures), then to the per-
formance of primary care. But this requires further inves-
tigation.

If policymakers aim to improve primary care in their
country, there are a number of country specific aspects
to be addressed, but also some common issues that need
to be addressed across Europe (see “Evaluating and
Benchmarking Country Results”). Our efficiency analy-
sis has shown that policymakers can identify areas to
improve the efficiency of primary care by using the
results of our Data Envelopment Analysis, and compar-
ing their country with suitable benchmarks. Overall, the
results suggest, to improve primary care efficiency, it is
particularly important to focus on strengthening access
and coordination of care, and economic resources avail-
able for primary care. However, it is not necessarily the
case, that when policymakers strengthen all aspects of
primary care, this will also increase efficiency of the sys-
tem. The integration of primary care dimensions within
the health care system as a whole should be well consid-
ered when attempting to strengthen primary care, or
increase efficiency.

Conclusion

Policy makers would be better capable of monitoring
the impact of their policies on primary care, and evaluate
the development of aspects of primary care if they would
apply a primary care monitoring instrument on a regular
basis. A standardized instrument for describing and com-
paring primary care systems has been developed based on
scientific evidence and consensus among an international
panel of experts, which has been tested to all configura-
tions of primary care in Europe.

If countries aim to improve the strength of primary
care, there are a number of common issues that would
need to be addressed across Europe, as indicated in this
study. In almost all countries high quality primary care
information on comprehensive aspects of the system are
lacking. There is an urgent need for policymakers and
international health care organizations to invest more in
improving the primary care information infrastructures,
both at national and international level.

"This study was able to confirm that strong PC has a
positive impact on improving population health, reducing
disparity in health, and avoiding unnecessary hospitaliza-
tions in Europe. However, health expenditures are cur-
rently higher in countries with relatively stronger PC
Opverall, it can be concluded that in the beginning of the

twenty-first century strong PC in Europe seems to be
conducive to reaching important health care system goals.
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Avrupa’da birinci basamagin gucuini
olcmenin ve artirmanin 6nemi: Uluslararasi
karsilastirmali bir calismanin sonuclari
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results of an international comparative study

Dionne Sofia Kringos'

ler ve multimorbidite gibi) 6nemli zorluklarla miica-

delede, bu sistemlerin birinci basamak saglik hizmet-
leri diizeyinde giiclendirilmelerinin ne kadar 6nemli oldu-
gu giderek daha fazla vurgulanmaktadir. Hollanda’da Sag-
lik Sistemleri Aragtirmacist olan Dionne Sofia Kringos™un
yakin zamanda yaymnlanmis doktora tezi Avrupa’da birinci
basamag1 (ve onun giiciinii) olusturan bilegenleri ve bunla-
rin saglik sistemi cikulari tizerindeki etkisini incelemeyi
amaclamaktadir.” Bu makalede s6z konusu tezin iki ana
aragtirma sorusu cercevesindeki sonuglart (Bu aragtirma
sorulari gesitli yaymlarda detayh ele alinmigtir™®):

S aglik sitemlerinin karg1 karstya oldugu (artan maliyet-

1. Avrupa’da birinci basamak (ve onun giicii) nasil 6l¢ii-
lebilir ve karsilastirilabilir?

2. Gorece giiclii bir birinci basamaga sahip tilkelerin
saglik sistemi ¢iktilar1, bu alanda gorece zayif olan il-
kelere kiyasla daha mu iyidir?

Avrupa’da Birinci Basamagin
Giiciiniin Olciilmesi
Birinci basamak ¢ok boyutlu bir kavram olarak tanimla-
nabilir. Birinci basamagin giicti yapy, igleyis (hizmet sunu-
mu) ve ¢ikt diizeylerinde on ana boyutta degerlendirilebi-
lir. Birinci basamagin giici, bu boyutlardan her birinin sag-
lik sistemi icinde ne &l¢iide gelismis oldugu ile iligkilidir.”
Birinci basamak yapisal olarak ti¢ boyuttan olusmaktadir:
1. Birinci basamak y6netimi: Yonetim, birinci basama-
gin tiim yo6nlerini gézeten son derece 6nemli bir iglev-
dir. Bu boyut, saglik (hizmet) politikasinin vizyonunun
ve yoniiniin tanimlanmasi iglevlerini kapsar ve diizenle-
meler ve savunuculuk (6rn. hasta haklarinin korunma-
s1) yoluyla ve bilgi (6rn. performans degerlendirilmesi
veya kalite yonetimi i¢in) toplayarak ve toplanan bilgi-
yi kullanarak gerceklestirilebilir.
2. Birinci basamagin ekonomik kosullar:: Birinci basa-
magin ekonomik kogsullar1 biiyiik oranda saglik hizmet-

lerinin finansman1 (6rn. vergiler, saglik sigortasi ve
ozel sektor), saglik hizmetleri ve birinci basamak i¢in
yapilan toplam harcama, birinci basamak saglik hizme-
ti sunucularimin istthdam yontemi (6rn. maash ¢aligan
ve devlet memuru olan veya saglik hizmeti sunan ku-
rumlar veya sigortalarla s6zlesmeli olan veya olmayan
ozel caligan hizmet sunuculari) ve birinci basamak ¢ali-
sanlarinin gelirleri ile iligkilidir.

3. Birinci basamak isgiicii gelismigligi: Birinci basamak
isgtic, bir tilkede birinci basamag: olusturan tim cali-
sanlar (6rn. meslek gruplari ve onlarmn egitim gereksi-
nimleri) ve bunlarin saglik sistemi i¢indeki yerleri (6rn.
sahip olduklar1 sayginlik ve sorumluluklar) ile sekillenir.

Birinci basamak saglik hizmeti sunumu doért boyutta
degerlendirilebilir:

4. Birinci basamak saglik hizmetlerinin ulagilabilirli-
gi: Birinci basamagin ulagilabilirligi bu alandaki saglhk
hizmetlerine erisimin ne derece kolay oldugu seklinde
tanimlanabilir. Birinci basamak ideal olarak yas, cinsi-
yet veya bagka bir kisisel 6zellikten bagimsiz olarak her-
hangi bir saglik sorunu yasayan her birey i¢in ulagilabi-
lir olmalidir. Birinci basamak herhangi bir bireyin sag-
lik hizmetine gereksinim duydugunda ulasabilecegi se-
kilde orgtitlendiginde, saglik sorunlari daha ciddi hale
gelmeden tedavi edilebilirler. Birinci basamaga ulagim-
da, diger faktorlerin yam sira, konsiiltasyonlar icin sap-
tanan mali esikler ve birinci basamagin cografi nitelik-
leri de belirleyicidir.

5. Birinci basamak saglik hizmetlerinin siirekliligi:
Bakimun sirekliligi en iyi sekilde, ti¢ boyuttaki hiyerar-
si ile tanimlanabilir: Bilgisel, boylamsal ve kisiler arast
stireklilik. Bilgisel stireklilik, hasta ile ilgilenen heki-
min, bireyin daha 6nce bagvurdugu saglik kurumlarin-
dan bagimsiz olarak, gecmis saglik oykiisii hakkinda
kapsamli bilgiye ulasabilmesi olarak tanimlanabilir.
Boylamsal siireklilik ise bireyin pek ¢cok bakim epizodu
nedeniyle karsilastig birinci basamak hekimi ile kuru-
dugu sirekli iliskiyi temsil eder. Birey ile ayni birinci

1 Amsterdam Universitesi Akademik Tip Merkezi Sosyal Tip Bolimu, Doktora Sonrasi Saglk Hizmetleri Arastirmacisi, Amsterdam, Hollanda
*Ceviren: Tolga Glnvar, Dokuz Eyliil Universitesi Tip Fakdltesi Aile Hekimligi Anabilim Dali, Dog. Dr., izmir, Tirkiye
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basamak ekibi arasinda siiregelen etkilesimin varligs ile
tanimlanabilir. Stirekliligin kisiler arast boyutu ise boy-
lamsal iligkinin niteligini ifade etmektedir. Bu nitelik
ideal olarak, hasta ile birinci basamak hekimi arasinda
kurulan giiven ve sadakat temeline oturmus ve kapsam-
I1, esglidiimlii bir hizmet verme sorumlulugunun hisse-
dildigi bir hasta - hekim iligkisidir.

6. Birinci basamak saglik hizmetlerinin esgiidiimii:
Esgtidiim, temel olarak, birinci basamak hekiminin
saglik hizmetlerinin diger bilesenlerinin kullanimi ko-
nusunda rehberlik yaparak hastanin gereksinimlerinin
kargilanmasinda tiim hizmet sunucularinin birlikte ¢a-
lismasim saglama becerisidir. Birinci basamak saglik
hizmed, i¢inde medikal veya paramedikal ¢alisanlar,
terapistler ve sosyal hizmet uzmanlarmmn da bulundu-
gu pek cok disiplin tarafindan verilebildigi icin bu dii-
zeyde de bakimin egglidiimiiniin saglanmasi 6nemlidir.
Bu nedenle birinci basamagin giiclii bir eggiidiim roli
oynayabilmesi i¢in gerek birinci basamak hizmet sagla-
yicilart arasinda gerekse birinci basamak ile saglik sis-
teminin diger diizeyleri arasinda esgiidiimii giivence
altina alacak mekanizmalarin gelistirilmesi ve uygula-
maya konulmast gerekmektedir. Hem hastalarla hem
de saglik sisteminin birinci ve ikinci basamak kesigme
diizeyinde etkin bir iletisim, esgiidiimlii bir hizmet i¢in
vazgecilmezdir. Bunu saglayabilmek icin saghk siste-
minin farkli basamaklarinda ¢alisan saglik caliganlari-
nin rollerinin birbirini tamamlayan 6zelligi taninmali-
dir. Bir bireye saglik sistemi i¢inde sorunsuz ve piiriiz-
stiz bir hizmet sunulmast ancak saglik sisteminin farklt
basamaklarinda gorev yapan saglik calisanlarinin birbi-
rini tamamlayan islevleri yerine getirmeleri ile mim-
kiin olabilir. Esgiidiim olmaksizin sunulan saglik hiz-
met bir butiinlikten yoksun ve parcali bir nitelige sa-
hip olacakur. Bu da en c¢ok kronik veya birden fazla
saglik sorunu olan bireyleri etkileyecekdtir.

7. Birinci basamak saglik hizmetlerinin kapsamlilig:
Birinci basamak, saglik sistemi icinde en genis ve kap-
samli hizmetin sunuldugu alandir. Genis bir yelpazede,
toplumun en temel gereksinimlerinin kargilanmasini
amaclar. Birinci basamak hizmet sunucular tarafindan
saglanan BB hizmetlerinin kapsamliligimi belirleyen,
dort temel alan bulunmaktadir: Tlk olarak tim akut
saglik sorunlar1 (6rn. ¢ocuklarm, kadinlarm saglk so-
runlar1 veya psiko-sosyal sorunlar) icin ilk temas nok-
tasi olarak hizmet verilmesi; ikinci olarak, kiiciik cerra-
hi veya tetkik amach girisimler gibi islemlerin ne 6l¢ii-
de yapilabildigi; tciinciisti akut veya kronik sorunlart
olan bireylerde hastalik yonetimi ve dordiinciisii de ko-
ruyucu saglik hizmetleri ve saglik egitiminin ne 6lciide
verilebildigi.

Birinci basamak saglik hizmetinin ¢ikulari ise en azin-
dan 3 boyutta incelenmelidir: (1) Birinci basamagin kalite-
si, (2) Birinci basamagin etkinligi ve (3) Saglikta esitlik.

Birinci basamagin saptanan bu boyutlar temelinde 6l¢ii-
lebilmesi ve tilkeler arasinda kargilagtirma yapilabilmesi igin
kullanilacak gostergeler belli 6zelliklere sahip olmalidir. Bu
ozellikler uygunluk (s6z konusu boyutun 6ziinii icermek),
hassaslik (verinin kolayca doldurulmasini saglayacak hassas-
likta formiile edilmis olmak), esneklik (tilkeler arasinda ce-
sitlilik gosteren saglk sistemleri ile uyumlu olabilmek),
ayirt edicilik (genis bir yelpazede olast tiim yamitlar: icer-
mek) olarak siralanabilir. Bir sistemik literatiir derlemesine
ve uzman goriglerine dayanarak saptadigimiz birinci basa-
mak boyutlarint dlgecek gostergeler gelistirdik.” Her bo-
yut, ancak her biri boyutun ana yonlerini temsil eden bir
grup gosterge ile Olctilebilecek, kendi bagina karmagik bir
kavramdir. Her ne kadar saptadigimuz bu on boyuttan do-
kuzu icin géstergeler tanimlayabilmis olsak da, bugiin sahip
oldugumuz bilgilerle saglkta esitlik boyutu icin gereken
gegerlilik, uygunluk ve 6lciilebilirlige sahip birinci basama-
ga ozgl gostergeleri gelistiremeyecegimiz ortaya ¢ikmustr.
Sonug olarak niteliksel ve niceliksel 99 gosterge araciligi ile
birinci basamagin 9 boyutta giiciinti 6l¢ebilecek bir “Birin-
ci Basamak Izleme Araci” gelistirmis olduk.”

Veri Toplama Yontemi

Veriler, 2009 yilinin 10. ay1 boyunca, Avrupa Birligi'ne
(AB) iiye 27 iilkeye ek olarak Tiirkiye, Isvicre, Norveg ve
Izlanda’dan olusan 31 Avrupa iilkesinde, Avrupa i¢in Birin-
ci Basamak Saglik Hizmetleri Izlemi Projesi paydaglarinin
da dahil oldugu birinci basamak uzmanlar1 tarafindan, tiir-
des bir veri toplama stratejisi kullanilarak toplanmusur. Ba-
z1 gostergeler icin gerekli veriler uluslararast veri tabanla-
rindan veya yaymlardan elde edilmistir. Bu kaynaklardaki
veriler, proje paydaslarinmn bildikleri dillerde sunulan ulu-
sal kaynaklar (6rn. ulusal istadistik kurumlarinin ve 6nemli
saglik sistemi paydaglarinin web siteleri veya literatir veri
tabanlari) ile tamamlanmugtr. Buna ek olarak proje ekibi-
nin bilmedigi dillerde yazilmus, bir anlamda gri bolgede ka-
lan literatiir veya makalelere ve bu sekilde kayip bilgilere
ulagmak, uzlagi temelli bilgi edinmek ve ilke sonuglarin
dogrulamak icin ulusal uzmanlara damigilmistr.

Biitiin gostergelerin soz konusu 31 tilkeye uygulanma-
s1, “birinci basamagin giici” denilen kuramsal kavramin
tek (6zet) bir dl¢tim veya skor ile yansiulamayacagini orta-
ya koymustur.” Sonuglar iilkelerin yapisal diizeydeki bi-
rinci basamak yonelimlerinde, isleyis diizeyindekine kiyas-
la daha farkli davrandiklarini ortaya koymustur. Ulkeler ti¢
yapisal boyutta da (yonetim, ekonomik kogullar ve iggiicii
gelismisligi) tutarlt (glicld, orta, zayif) bir birinci basamak
yonelimine sahiptirler. Bu nedenle birinci basamagn yapi-
sal diizeydeki gliciint her bir iilke i¢in tek bir skor ile ifa-
de etmek miimkiin olabilmistir (bkz. Tablo 1). Ancak tilke-
lerin birinci basamak hizmet sunumunu nasil organize et-
tiklerine bakildiginda tablonun daha heterojen (daha bula-
nik) oldugu gorilmektedir (bkz. Tablo 1). Ulkelerde birin-

ci basamagin ulagilabilirligi, stirekliligi, esgiidimii ve kap-
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samlilig1 arasinda bir korelasyon yoktur. Bizim bulgulari-
muza gore birinci basamagin ulagilabilirligi ve esgidimi
yiiksek olan iilkeler genel olarak yapisal acidan da daha
gucludirler. Yine birinci basamagin esgiidiimii agisindan
gliclii olan iilkeler ayn1 zamanda birinci basamak y6netimi
ve isglicii gelismisligi acsindan da gugludiirler.

Hizmet sunumu ile iligkili boyutlar arasinda bir korelas-
yonun olmamasi birinci basamagmn isleyis agisindan giici-
niin ancak bu dért boyutun ayr ayr1 degerlendirilmesi ile
incelenebilecegini ortaya koymaktadir.

Sekil 1a ve 1b tilkelerin birinci basamak boyutlar: agsin-
dan durumlarini renkler yardimu ile giilii (yesil) orta (sar1)
zayif (kirmuzi) olarak 6zetlemektedir.

Birinci Basamagin Giicli A¢isindan
Farkhiliklar
Ulkelerin birinci basamaklar1, hem yapisal hem de is-

leyis acisindan giiclii, orta ve zayif olarak gruplanabilir
(bkz. Sekil 1a ve 1b)." Bu ayrim her bir boyut ile iligkili

iilke verilerindeki farkliliklarin neyin giicli, neyin orta ve
neyin zayif olarak degerlendirilmesi gerektigini séyleyen
bilimsel kanitlar esliginde yorumlanmast ile yapilir. Her
bir boyut agsindan iilkeler arasinda belirgin farkliliklar
bulunmaktadir. Ornegin her ii¢ boyutu (y6netim, ekono-
mik kogullar ve isgiicti gelismigligi) da goz 6ntine alarak
Danimarka, Finlandiya, Italya, Hollanda, Portekiz, Ro-
manya, Slovenya, Ispanya ve Ingiltere’nin yapisal olarak
gorece giicli bir birinci basamaga sahip olduklarini soy-
leyebiliriz. Calismada ayni1 zamanda ti¢ yapisal boyut ve
dort hizmet sunumu boyutu arasindaki iligki ve bir grup
ilke icin teknik etkinlik analizi yapilarak dort hizmet su-
numu boyutu ile bakimin kalitesi arasindaki iligki ince-
lenmistir.” Ulkelerin birinci basamaklarmin giicii, sis-
temlerin gorece etkili olma durumlarr ile kargilagtirildi-
ginda, gorece glicli bir birinci basamaga sahip bazi ilke-
lerin en etkin sistemler arasinda yer almadiklarint gor-
mekteyiz. Bagka bir deyisle gorece giicli bir birinci basa-
maga sahip tlkelerin pek azi (Hollanda, Portekiz, Finlan-
diya, Litvanya, Estonya) gorece etkin bir sisteme sahip-

Tablo 1. Birinci basamak boyutlarinin tlkelere gére guicti, 2009/2010 - 1°den (zayif birinci basamak) 3’e (gugli birinci basamak) degisen

BB yapisi Erisilebilirlik Sureklilik Esgiidiim Kapsamhilik
____________________________________________________________________________________________________________________|
Avusturya 2.22 2.27 2.19 1.38 2.33
Belgika 2.21 213 2.38 1.70 2.53
Bulgaristan 2.14 2.15 2.33 1.44 2.54
Kibris 1.91 2.1 2.32 1.49 2.19
Cek Cumhuriyeti 2.14 2.35 2.41 1.64 2.33
Danimarka 2.38 2.46 2.43 1.96 2.40
Estonya 2.29 2.21 2.42 1.71 2.41
Finlandiya 2.31 2.20 2.32 1.74 2.51
Fransa 2.16 2.06 2.33 1.63 2.47
Almanya 2.20 2.25 2.38 1.38 2.34
Yunanistan 2.10 2.08 2.25 1.96 2.17
Macaristan 2.08 2.34 2.33 1.46 2.29
Izlanda 1.77 2.28 2.40 1.60 2.42
Irlanda 2.20 1.96 2.38 1.57 2.36
Italya 2.33 2.27 2.31 1.73 2.13
Letonya 2.14 2.15 2.38 1.65 2.41
Litvanya 2.27 2.29 2.30 1.98 2.56
Liksemburg 1.90 2.03 2.31 1.63 2.42
Malta 2.12 2.17 217 1.82 2.38
Hollanda 2.50 2.38 2.26 2.20 2.32
Norveg 2.27 2.25 2.36 1.56 2.55
Polonya 2.12 2.35 2.33 1.92 2.29
Portekiz 2.41 2.34 2.35 1.62 2.47
Romanya 2.31 2.26 2.33 1.55 2.20
Slovakya 2.02 2.27 2.39 1.39 1.98
Slovenya 2.36 2.47 2.30 1.84 2.32
Ispanya 2.43 2.44 2.43 1.84 2.51
Isvec 2.23 217 2.25 2.32 2.49
Isvicre 2.04 217 2.37 1.63 2.42
Turkiye 2.27 2.05 2.15 1.61 2.36
Ingiltere 2.52 2.40 2.37 1.88 2.52
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tir. Aynist birinci basamaklar1 gérece zayif olup etkin bir
sisteme sahip iilkeler (6rn. Liksemburg, Bulgaristan,
Macaristan) i¢in de gecerlidir. Bu bulgu, sistemin butiint
ile uyumunu gozetmeden boyutlarin kendi baglarma ge-
ligtirilmelerinin, hem etkin hem de giiclii bir birinci ba-
samak yolunda, politika yapicilar agisindan yeterli olma-
digina isaret etmektedir.

Neredeyse tiim tilkelerde, sistemin kapsamlilik boyu-
tunun tiim yonleriyle ilgili olarak yiiksek nitelikli birinci
basamakta bilgileri eksiktir. Hem politika yapicilarin hem
de uluslararas 6rgiitlerin, birinci basamak bilgi altyapilari-

DK ES NL EEITLT
PT SIUK NO RO
Al BEDEFR

SETR

CHIEMT

BB isguicli

gelismisligi YUKSEK

Sekil 1a. Boyutlara gore Ulkelerin birinci basamak yapilanmasinin giict.

BB yonetimi

BB isguicli
gelismisligi

nin hem ulusal hem de uluslararas: diizeyde gelisimini sag-
layacak yatirimlar yapmalarina acilen gereksinim vardir.

Gucla Bir Birinci Basamagin Saghk
Sistemi Ciktilarina Katkisi

Gigli bir birinci basamagin saglik sisteminin 6nemli
hedeflerine ulagilmasinda merkezi bir role sahip oldugu-
nu daha 6nce gostermistik.” Birinci basamagin yapisi,
ulagilabilirligi, esgiidiimii ve kapsamlilig1, birinci basa-
makta da tedavi edilebilecek durumlar icin gereksiz has-

ITES NL RO
EENO DK LT PT SIUK
ATFRLV BE DEFI

SETR

BB ekonomik

UL kosullar

DUSUK ORTA

FRHU LT

SETR ITRO
ES FINL
CHDKPT SIUK
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tane yatislarinin 6nlenmesinde anahtar role sahiptirler.
Gorece giiglii bir birinci basamaga sahip tlkelerin, ayni
zamanda, halk saglig1 acsindan da daha iyi olduklarini
gosterdik: Yonetimine birinci basamagin da 6nemli katki
sundugu hastaliklara (6rn. iskemik kalp hastaligi, sereb-
rovaskiiler hastalik, astum, bronsit ve amfizem) sahip bi-
reyler, giiclii bir birinci basamaga sahip bir saglik sistemi
icinde saglik hizmet aldiklarinda, bu hastaliklara baglh
toplam yagam beklentisindeki diisiis daha az olmustur.
Yalnizca diyabet hastalarinda béyle bir diisiis saptanma-
nustir. Bu bulguyu aciklayamiyoruz. Bulgularimizdan bi-

DK ES LT
NL PLSI UK czer HU
SE EEFIIT

ri de giicli bir birinci basamaga sahip iilkelerde sosyo-
ekonomik esitsizliklerin kiginin kendi saglik degerlendir-
mesine daha az yansidigidir. Bu astim ve diyabet i¢in gos-
terilememistir. Bu da calismamizin agiklayamadigimiz
sonuglarindan biridir. Hipotezlerimizden biri, giicli bir
birinci basamaga sahip olan tlkelerde birinci basamagin
hasta beyanina dayali kalitesinin, gérece zayif tilkelere
gore daha diisiik olacag: idi. Bu hipotezimiz dogrulanma-
nustir. Birinci basamagin giicii ile hasta beyanina dayali
kalitesi arasinda bir iliski saptanmamugstir. Diger calisma-
larin aksine bizim calismamizda, birinci basamagin giicti

LTNLS| e CZDKES
UK
DE EE
FINO RO o

BE IELV

GR LT MT
NL SE SI

Sekil 1b. Boyutlarina gore dlkelerin BB hizmet sunumlarinin gict (bakimin kapsamliligr disinda).
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arttikca tilkelerin toplam saglik harcamalarinin da arttig:
saptannustir. Bununla birlikte, bizim sonuglarimiza gore,
daha kapsamli bir birinci basamaga sahip iilkelerde top-
lam saglik harcamalar1 daha disiik bir hiz ile artmaktadir.

Calismanin Giicli ve Zayif Yonleri

Bu calisma, Avrupa’da birinci basamagin saghk sistemi
performansina katkisini kargilagirmali olarak gosteren ilk
caligmadir. Diger caligmalar birinci basamagm giiciin,
yalnizca bazi boyutlarda, smurli (ve genellikle giincelligini
yitirmis) gostergeler ile olgerken, bu calismada boyutlar
tim karmagikliklari ile birlikte kapsamli bir gosterge seti
aracihig ile daha giincel (2009/10) bir sekilde 6l¢tilmiistiir.
Bununla birlikte, kesitsel olan bu 6l¢timde 31 tilkeden elde
edilen, degisken giivenilirlige sahip kaynaklar kullanilmis-
tr. Ancak ¢aligma sirasinda her bir iilke icin ulagilabilecek
en iyi verilere ulagilmig ve bu veriler elde olan en iyi ulus-
lararasi istatistik ve aragurma veri tabanlari ile kombine
edilmistir. Bu ¢calisma 31 iilke ile sirhdur. Istatistiksel ac1-
dan bu durum, ideal olmaktan uzakur. Verilerin sinirhiligi-
na bagli olarak bazi analizler sadece baz: iilkeler icin yapi-
labilmistir. Bunun bir sonucu olarak baglamla ilgili bazi
olas1 6nemli faktorlerin (kiiltiir, politika ve saglik sistemi ti-
pi) etkisini inceleyemedik. Bu etkiyi inceleyecek caligmala-
rin yaptlmast 6nerilir. Bu ¢aligma, her bir karmagik cikti
alanimi, tercihen de mikro dizeyde verileri de dahil ederek,
daha derinlemesine inceleyecek ¢aligmalar i¢in baglangic
noktast olusturmalidir."”

Saglk Politikasi icin Cikarimlar

Ulke Sonuglarinin Degerlendirilmesi

Bu tez, politika yapicilar icin saglik politikalar1 giinde-
minde birinci basamagm giiclendirilmesine 6ncelik ver-
melerine, fon saglayan kurumlar icin birinci basamak arag-
tirmalarina yatirim yapmalarina, arastirmacilar icin birinci
basamagin mezo ve mikro diizeyde nasil isledigi ile ilgili
kavrayisimizi gelistirmelerine ve birinci basamak ¢aliganla-
r1 i¢in islerinin saglhktaki sosyoekonomik esitsizlikleri gi-
derme ve kaginilabilir hastane yatilarini azaltmada ne ka-
dar 6nemli oldugunun farkina varmalarma katkida bulu-
nacak kanita dayali veri tabanimi giiclendirmistir.

Eger iilkeler birinci basamaklarini giiglendirmek isti-
yorlarsa Avrupa genelinde goz 6niine alinmas: gereken ba-
71 ortak konular vardir. Ornegin, birinci basamagin ne y6-
ne gidecegi konusunda acik yonetsel bir vizyonun eksikli-
gi kaygi vericidir. Bu durumun en temeldeki nedeni pek
cok tilkenin 6nemli birinci basamak iglevlerinde desantra-
lizasyona (yerellesme) gitmis olmasidir. Her ne kadar de-
santralizasyon bolgesel veya yerel diizeyde birinci basama-
gin farkli gereksinimlere yanit verebilirligini artirabilse de
ulagilabilirlik, finansman, bakim kalitesi ve sonugta saglik
agisindan bolgeler arasi esitsizliklere yol agma riski tasi-
maktadir.

Ulkeler cesitli 6deme (6rn. performans bast 6deme)
sistemlerinin etkinligi konusunda birbirlerinin deneyimle-
rinden yararlanabilirler. Aymi zamanda, ileride 6nemli is-
glci stkints ¢ekecek tilkeler acilen bununla ilgili gerekli
onlemleri almalidirlar. Bu énlemler arasinda sistemli bir
isgiicti planlamasi, birinci basamagin (finansal) ¢ekiciligi-
nin ve gorev degisimi olanaklarim artirilmasi sayilabilir.
Katki paylarinmn azalulmasi olasilikla ulagilabilirligin arti-
rilmasinin en giivenceli yolu olacaktir. Ulkeler, talebi si-
nirlamak icin katki pay1 uygulamasi veya ulagilabilir (sevk
zinciri ile zorunlu giris noktasi olma) aile hekimleri arasin-
da net bir se¢im yapmalidirlar. Multidisipliner meslek egi-
timleri, ekip ¢calismasi ve multidisipliner uygulama, birinci
basamak ve ikinci basamak arasindaki igbirligi ve esgtidii-
miin artmasina katkida bulunacaktir.

2013 Nisan ayinda yaymlanan kitapta yer alan tilkelere
6zgi sonuglar, her bir tilke i¢in kendi birinci basamaginin
yapisal, orgiitsel ve ciktilar agisindan kapsamli bir portre-
sini sunmaktadir. Ulkeler ayni zamanda kendilerini diger
iilkeler ile kargilagtirma firsat1 bulabilirler. Bu, her iilkede-
ki politika tireticilerinin, aragurmacilarin ve birinci basa-
mak calisanlarim, kendi tilkelerinin giiclii veya zayif yon-
lerini inceleyerek, bunlarin nedenlerini bulmalart ve bu
bilgileri birinci basamag1 giiclendirmek icin kullanmalar:
yoniinde iyi bir baglangic noktast olusturabilir.

Birinci Basamagin izlenmesi

Politika yapicilar, uyguladiklar politikalarm birinci
basmak tizerindeki etkisini izleyebilmeli ve diizenli uygu-
lanacak (6rn. 2-4 yil) bir izleme araci ile birinci basama-
gin cesitli yonlerinin gelisimini degerlendirebilmelidir-
ler. Ancak bunun i¢in kapsamli ve saglam bir birinci ba-
samak bilgi altyapisina gereksinim vardir. “Birinci Basa-
mak Izleme Arac1” birinci basamagin giiciiniin izlenmesi
ve politik amaclar dogrultusunda degerlendirilmesi i¢in
saglam bir yapt sunmaktadir. Ancak su andaki hali ile bu
“Birinci Basamak Izlemi” ¢ok kapsamlidir. Izlemenin
amaclarina bagli olarak bir ya da birkag boyutta, belirlen-
mis zaman araliklarinda dizenli olarak 6l¢tim yapilmasi
(bu sekilde egilimlerin saptanmast) birinci basamagin bii-
tiincil degerlendirilmesinin ise yine diizenli ancak daha
seyrek araliklar ile yapilmasi distiniilebilir. Izlemenin
Avrupa capimnda uygulanmasinin birinci basamagim yapi
ve iglevi (bir dereceye kadar da cikular), ilkeler arasin-
daki farkliliklar ve birinci basamak yonelimli politik stra-
tejiler (6rn. ulagilabilirlik ve entegrasyon) ile ilgili giincel
bilgi sagladig gosterilmistir. “BB Izlemi” rutin veri top-
lanmasi i¢in bir temel olusturarak cesitli paydaglarin gii-
venilir ve karsilagtirilabilir bilgi gereksinimini kargila-
maktadir. Izlemin yapilmasi Avrupa diizeyinde veya ulu-
sal diizeydeki karar alicilara birinci basamak politikalari-
nin ve hizmet sunumu modellerinin kapsamlr bir karsi-
lagtirmasini sunarak birinci basamagin etkinligini artir-
mak yontindeki ¢alismalarina destek verecektir.

Kringos DS | The importance of measuring and improving the strength of primary care in Europe



Daha genelleyici bir 6l¢tim birinci basamagin mihenk
taglarini belirlemek ve daha derinlemesine ulusal analizle-
rin yapilmas: gereken noktalar: saptamak acisindan tlkeler
icin mitkemmel bir baglangi¢ noktasi olusturacakur.

Birinci Basamagin Gui¢lendirilmesi

Analizdeki kisithliklar g6z ardr edilmeden, bu tez tara-
findan ortaya konan, gii¢lii bir birinci basamak ile kacini-
labilir hastane yatislarindaki azalma ve esitsizliklerin gide-
rilmesi temelinde olgiilen saglik sistemi performansi ara-
sindaki porzitif iligki, Avrupa’daki politika belirleyicilere,
birinci basamagm daha da giiclendirilmesi gerektigini sa-
vunabilmeleri icin gereken kamitt sunmaktadir. Bununla
birlikte birinci basamagin saglik harcamalarini azaltug:
yoniindeki tezi artik kullanamayacaklardir. Durum ger-
cekte hala boyle olabilir; ancak bu tez bunu gésterememis,
aksine giiclii birinci basamagin toplam saglik harcamalari-
1 arttirdigt yoniinde bir bulgu elde etmistir. Ancak giicli
bir birinci basamagn kaginilabilir hastane yatiglarini azalt-
u@1 sylenebilir ki bu da agik¢a maliyeti azaltan bir olgu-
dur. Buna ek olarak birinci basamagin toplam saglik har-
camalarindaki artirici etkisinin birinci basamagm perfor-
mansindan ¢ok ilkelerin saglik harcamalarini artran poli-
tikalar1 ile ilgili oldugu ileri siiriilebilir. Ancak bunlarin
hepsi aragtirilmas: gereken savlardir.

Eger politika belirleyiciler kendi tilkelerinde birinci
basamag gelistirmek istiyorlarsa, tilkeleri 6zelinde ¢6ziim
tiretmeleri gereken bir dizi konuya ek olarak Avrupa gene-
linde de benzer bir yaklagim sergilemelidirler (bkz. Ulke
Sonuglarinin Degerlendirilmesi).

Etkinlik analizimiz, politika yapicilarin birinci basama-
gin etkinligini arturmak icin agirlik vermeleri gereken
alanlar1, bizim Veri Zarflama Analizi sonuglarimizi kulla-
narak saptayabileceklerini ve kendi tilkelerinin sonuglarini
uygun nirengi noktalari ile kargilastirabileceklerini goster-
mektedir. Toplamda sonuglar, birinci basamagin etkinligi-
nin artirilabilmesi icin ulagilabilirlik, esgiidiim ve birinci
basamagin ekonomik kaynaklarinin 6zellikle giiclendiril-
mesi gereken alanlar oldugunu diistindiirmektedir. Ancak
mutlaka boyle olmak zorunda degildir. Politika yapicilar
birinci basamagin biitiin bilesenlerinin giiglendirilmesi yo-
luna gittiklerinde bu ayn: zamanda sistemin etkinligini de
artiracaktir. Birinci basamagin giiclendirilmesi ve etkinli-
ginin artirilmast icin biitiin boyutlarinin saghk sistemine
bir biitiin olarak entegre edilmesi hedeflenmelidir.

Sonuc

Politika belirleyiciler, uyguladiklar: politikalarin birin-
ci basmak tizerindeki etkisini izleyebilmeli ve diizenli uy-
gulanacak bir izleme aract ile birinci basamagin ¢esitli
yonlerinin geligimini degerlendirebilmelidirler. Bilimsel
kanitlara dayanarak ve uluslararas: bir uzmanlar grubunun
uzlagist ile birinci basamak sistemlerini tanimlayacak ve

kargilastiracak standart bir ara¢ gelistirilmis ve Avrupa’da
birinci basamagin tiim bilesenleri ile sinanmigtir.

Eger iilkeler birinci basamaklarimi giiclendirmek isti-
yorlarsa, ¢alismada vurgulandigr gibi, Avrupa genelinde
¢Oziilmesi gereken bazi ortak konular vardir. Neredeyse
tim iilkeler saglikli ve nitelikli bir birinci basamak bilgi
agindan yoksundur. Hem politika yapicilarin hem de ulus-
lararasi 6rgiitlerin birinci basamak bilgi altyapilarinin hem
ulusal hem de uluslararasi dizeyde gelisimini saglayacak
yatirimlar yapmalarina acilen gereksinim vardir.

Bu caligma giiclii bir birinci basamagin Avrupa’da top-
lum sagligy, saglikta esitsizliklerin ve gereksiz hastane ya-
tglarinin azalulmasina olumlu katki saglayacagini ortaya
koymustur. Bununla birlikte gii¢lii bir birinci basamaga sa-
hip tilkelerde toplam saglik harcamalart daha yiiksekdr.

Sonug olarak, 21. ylizyilin baglarinda Avrupa’da giicli
bir birinci basamagimn, 6nemli saglik sistemi hedeflerine
ulagilmasinda merkezi bir role sahip oldugu séylenebilir.
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