
prevention. A final presentation highlights Slovenia, where a
multidisciplinary, community-based, prevention-oriented ser-
vice delivery model is being expanded to play a larger role in
the prevention and management of chronic diseases as well as
the country’s COVID-19 response. The workshop concludes
with an audience discussion on lessons learned from the three
case studies and potential implications for other countries.
Key messages:
� Strengthening primary health care is a key priority of many

countries as they seek to improve integration of care.
� Implementation of primary care reforms in shaped by the

legacy of care delivery and requires a strong workforce,
ongoing financial support, sustained policy focus, and
collaborative governance.
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Since 2018, the Health System and Policy Monitor (HSPM)
network of the European Observatory on Health Systems and
Policies has tracked health reform activity in its countries. Top
three reforms are identified by national experts yearly and
classified across 11 policy clusters. Efforts inform a standar-
dized overview of healthcare development. 337 reforms have
been assessed for 31 (mainly EU) countries over 4 years, with
clear trends like the converging of PHC and care coordination.
Main reform areas were primary/ambulatory care, governance,
and hospital care (2018-2019); coordination, governance, and
digital health (2020); and care coordination, governance, and
insurance coverage/resource generation (2021). For PHC, this
suggests a shift from leveraging innovations to support existing
delivery mechanisms to transforming PHC. Some PHC
reforms in 2018-2019 introduced elements of integrated care,
but more focused narrowly on specific levers, e.g., gatekeeping.
Early care coordination reforms focused on certain patient
groups or care delivery across the system. Separately, PHC and
care coordination have long been reform priorities. Since 2020,
they are increasingly linked to one another, and to multi-
disciplinary care. This suggests a recognition that multi-
disciplinary processes/staffing are key to realizing the promises
of PHC-to coordinate the care of patients and ensure
comprehensive and continuous care over time for most
health needs. This vision is underpinned by the UN SDGs
and COVID-19, which highlighted the need for health systems
to be set up for and with the resources to respond to crises
while maintaining core functions. The overview of HSPM
health reforms identifies reform trends and opportunities for
cross-country learning. More research is needed for policy-
makers to benefit fully from reform experiences abroad. Case
studies with in-depth analysis of reform design and imple-
mentation processes can help inspire or support future health
reforms elsewhere.
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Estonia has a historical legacy of large hospital networks and
municipality-owned specialist clinics, with a low emphasis on
primary health care (PHC). Since the 1990s, a transition
towards PHC has occurred, delivering PHC in family physician
practices rather than in specialist clinics. The transition has
been underpinned by a series of comprehensive healthcare
system reforms starting in the late 1990s. The most recent
reforms, although lacking a legal basis, have been accompanied
by financial incentives including EU structural funds to
encourage change. These financial incentives were designed
to improve quality of care, encourage working in remote areas,
and more. A key focus of PHC reforms has been an emphasis
on multidisciplinary care, and the reforms have aimed at
increasing the involvement of home nurses, midwives, and
physiotherapists in PHC. The reforms have also prioritized
PHC centres, with multiple practicing physicians, over single
physician practices. Although EU structural funds have
supported building the infrastructure for expanded scope of
services at PHC level, the uncertainty of long-term funding of
expanded services remained a key challenge limiting the
success of the reform. Further, the supply of family physicians
will be problematic in the future, as the number of
permanently vacant positions has quadrupled in the last five
years and almost half are 60 years of age or older. As the PHC
reform process in Estonia continues until today, it can serve as
a case study for other countries interested in strengthening
their PHC systems.
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Poland, like many other former eastern bloc countries,
inherited a health system dominated by narrow medical
specialties, a large number of hospital beds and relatively weak
primary health care (PHC). Since early 1990s, efforts have been
made to strengthen the role of PHC, starting with the
introduction of specialization training in family medicine.
With privatization of PHC practices the standard of PHC care
has improved. However, national audits have repeatedly found
PHC to still be inadequate, with the key weaknesses including
shortages of family medicine specialists, insufficient provision
of preventive services, and limited use of diagnostics, which led
to inappropriate referrals and long waiting times for specialist
consultations. Between mid-2018 and the end of 2021, a new
model of PHC organization was piloted in around 40 PHC
practices across Poland that met the model’s requirements.
The pilot, supported by the World Bank, put much emphasis
on health promotion and disease prevention by including
health educators and dieticians in PHC teams and by
introducing periodic check-ups. It also aimed to reduce
referrals to specialist care by allowing PHC doctors to order
extensive diagnostic and laboratory tests and, if needed,
consult with a range of cooperating specialists. It also sought
to increase the role of PHC doctors in the management of
chronic conditions by introducing disease management
programmes (DMPs) for 11 most prevalent conditions. PHC
teams were made responsible for coordinating patients’ care
pathways, including post-hospital treatment, and a new role of

iii254 European Journal of Public Health, Volume 32 Supplement 3, 2022


