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Summary 

Introduction  
Community Oriented Primary Care (COPC) is a method that aims to enhance community 
health by 1) defining and characterizing communities and subcommunities within the 
community; 2) identifying (sub-)community health problems; 3) developing and 
implementing intervention(s) to improve found health problems; 4) monitoring and evaluating 
implemented intervention(s); 5) involving the community in community oriented projects. 
COPC is practiced predominantly by general practitioners (GPs).  
 
Research questions  
This paper examines GPs community oriented vision - ‘community orientation’ -, by 1) 
analyzing how GPs community orientation is distributed over 34 (mostly European) 
countries; 2) analyzing how country-, practice- and GP level characteristics relate to GPs 
community orientation and 3) producing evidence-based policy advice regarding the 
international promotion of GPs community orientation. 

  
Methods 
QUALICOPC survey data on ~7500 GPs in 34 (mostly European) countries is analysed, 
using hierarchical multilevel analysis. The dependent variable, GP community orientation, is 
measured using a scale of three questions on whether or not GPs answered they would report 
to an authority if they were confronted with the following situations: repeated accidents in an 
industrial setting, frequent respiratory problems in patients living near a certain industry and 
repeated cases of food poisoning. Independent variables are at the system-, practice- and 
individual GP level. 
 
Results 
Findings are that at the country level, having a patient list system is positively related to GPs 
community orientation and transitional health care systems are negatively related to GPs 
community orientation. At the practice level, practicing preventive care, interdisciplinary 
collaboration and practicing in rural areas are positively related to GPs community orientation 
and GPs perception of a below average ethnic minority proportion of patient population is 
negatively related to GPs community orientation. At the GP level, having other paid activities 
next to working as a GP is positively related to GP community orientation. 
 
Conclusion and policy advice 
Reasons for the significant relationships of practising in rural areas, GPs perception of 
proportion of ethnic minority patients and having other paid activities with GPs community 
orientation are unclear. Therefore, policy advice is formulated regarding the implementation 
of nationally enforced patient list systems, preventive care and interdisciplinary collaboration.  
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1 Introduction 

In the late 1930’s the chaotic state of South Africa’s public health system had left especially 
black and remote rural communities to deal with severe illness, disability and premature death 
(Jeeves, 2000). Parliamentary concern about the spread of preventable infectious diseases 
grew and the South African Department of Public Health reacting by setting up a network of 
innovative public health professionals that took over health care administration (Ibid.).  

The new policy leaders maintained the view that community health is inseparable 
from welfare and that social well being cannot be detached from physical health (Ibid.). With 
the establishment of this new paradigm, an opportunity window was opened for experiments 
with social medicine.  

Two young physicians, Sidney and Emily Kark, seized this opportunity and set up a 
community oriented health care centre in one of the poorest and most disease-ridden areas in 
South Africa: Pholela (Jeeves, 2000; Tollman, 2004). They began with establishing a baseline 
diagnostic of community health, in order to plan for future community health interventions 
(Mullan & Epstein, 2002), while simultaneously trying to involve the community in their 
work: they met with community leaders, trained locals as ‘health assistants’ and mobilized 
school teachers as ‘apprentice health educators’ (Jeeves, 2000; Mullan & Epstein, 2002; 
Tollman, 1994). 

The Kark’s 1930’s project brought together elements from primary care, community 
medicine, preventive medicine, epidemiology and health promotion (Longlett et al., 2001). 
Their approach was an enormous success which had a “striking positive impact” in 
community health for the Pholela population (Longlett, Kruse & Wesley, 2001: p. 61). They 
named it community oriented primary health care (COPC) (Longlett, Kruse & Wesley, 
2001). 

Since then, COPC has gained popularity and is being used in projects in various 
countries all over the world (see, for instance: Gillam & Schamroth, 2002; Huish, 2008; 
Frigola-Capell, 2014). Furthermore, the World Health Organisation and European 
Commission advocate for community based healthcare and recommendations have been made 
by the scientific community to put incentives in place to stimulate general practitioners (GPs) 
to practice community oriented care.  

GPs are the most qualified primary care professionals to execute COPC because GPs 
have the broadest reach into local communities, which leads them to understand local needs 
(Bakker & Spreeuwenberg, 2006). Additionally, GPs are gatekeepers in some European 
health systems (Westert et al., 2006; Kringos et al., 2015; Schäfer, van den Berg, & 
Groenewegen, 2016), which makes them key actors when it comes to the flow of patients into 
the health care system.  

In order to be able to stimulate GPs to practice COPC, it is necessary to know what 
GPs vision regarding COPC is. This vision will be named ‘community orientation’. 
Furthermore, it is important to know which characteristics are related to GPs community 
orientation. The present paper provides an answer to those questions. 
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1.1 Research questions and objectives 

Firstly, this paper answers a descriptive question on the distribution of GPs community 
orientation in 34 (mostly European) countries.  
 

How is GPs community orientation distributed over 34 countries?  
 
Secondly, an explanatory question is answered regarding country-, GP practice- and GP level 
characteristics that are related to GP community orientation.  
 

How are country- and GP (practice)-level characteristics related to GPs community 
orientation? 

 
Based on the results of the first two questions, a third policy question is answered.  
 

What evidence-based policy advice can be given to increase GPs community orientation, 
and how should these policies be implemented? 

1.2 Empirical strategy 

In order to answer the first two research questions, data from the international study ‘Quality 
and Costs of Primary Care in Europe’ (QUALICOPC) is analysed. The 34 countries studied 
include 26 European Union member states as well as Australia, Canada, Iceland, FYR 
Macedonia, New Zealand, Norway, Switzerland and Turkey (Schäfer, 2016).  

The dependent variable, community orientation, is measured using a scale of three 
questions on whether or not GPs answered they would report to an authority if they were 
confronted with the following situations: repeated accidents in an industrial setting, frequent 
respiratory problems in patients living near a certain industry and repeated cases of food 
poisoning.  

Independent variables are at the system level (national organizational structure and 
healthcare system characteristics), practice level (resources, methods, organizational structure 
and task environment) and the individual GP level (individual characteristics)(figure 1). 
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Figure 1: Schematic representation of empirical strategy 
 

 
 
Based on outcomes from the first two research questions, policy advice regarding the 
stimulation of GPs community orientation is formulated as an answer to the third research 
question. 

1.3 Societal relevance  

Community oriented primary care is part of a world-wide paradigm shift from approaches to 
disease on an individual level to approaches that involve the community context and focus on 
population health (Merzel & D’Afflitti, 2003; Williams, 2004).  

The World Health Organisation has led the worldwide debate about the expansion of 
the central role for communities in health care development since 1978, starting with the 
declaration of Alma Ata (WHO, 1978).The WHO, European Commission and the European 
Forum for Primary Care stress the importance of community oriented, people-centred care 
(EFPC, 2017a; EXPH, 2014; WHO, 2017d) and the European Forum for Primary Care has 
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established the “Alliance for Community Oriented Primary Care” services (ACOPCs), with 
the aim of strengthening advocacy for COPC and stimulating the emergence of COPC 
associations in Europe (EFPC, 2017a).  

The community oriented approach is deemed increasingly important because demand 
for healthcare has increased due to multi-morbidity (Starfield, 2011) and aging populations 
(Meerding et al., 1998), which puts strain on healthcare professionals and national financial 
resources (Starfield et al., 2009; Meerding et al., 1998). A more integrated, efficient provision 
of services in health facilities as well as in the community is needed (Kringos et al., 2015; 
Frenk, 2009; WHO, 2008).  

The community oriented primary care approach is believed to provide an efficient 
integration of services, as it takes the social and environmental context of communities into 
account. In doing so, it creates a bridge between clinical care and public health (Williams, 
2004), which allows local health threats to be detected at an early stage. This may unburden 
the rest of the health care system.  

In previous research on community oriented primary care, recommendations have 
been made to include (financial) incentives for community orientation (Boerma et al., 2015). 
However, in order to follow up on this recommendations and design a successful COPC 
implementation strategy, an overview of the current situation regarding community oriented 
care is needed. This research paper aims to do just that, as its eventual goal is to formulate 
advice for policy makers who wish to implement COPC in the European context, on the basis 
of evidence regarding factors that are related to community orientation outcomes.  

1.4 Scientific relevance 
 
Slovenian researchers Pavlič et al (2015) have recently created a descriptive account of GPs 
community orientation in 34 countries. The present paper builds on this 2015 research, using 
the same QUALICOPC data, and adds to it an analysis on factors that are related to GPs 
community orientation.  

It follows from this approach that this paper does not attempt to solve a theoretical 
problem or test competing scientific theories. Instead, it classifies as applied, sociological 
research concerning health care systems. This is applied research, because it aims to add to 
the worldwide scientific debate on strategies to make primary healthcare stronger.  

At the same time, community oriented primary care is a sociological subject, as it 
relates to all three of the main sociological questions. First of all, community involvement 
(which is necessary in order to practice community oriented care) requires some threshold of 
social cohesion in order to be able to happen, while simultaneously enhancing social cohesion 
within communities as it happens. Secondly, community oriented primary care is seen as a 
strategy to reduce inequalities in health and access to health services (Williams, 2004) and 
lastly, community oriented primary care relates to rationalization, as it is a primary care 
strategy that is aimed at prevention and efficiency through tailor-made healthcare approaches 
for different subcommunities within patient populations.  
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The main contributions of this paper to the scientific field of community oriented health care 
are 

➢ a comprehensive, descriptive sketch of  GPs community orientation in 34 countries 
➢ insight into characteristics of national (health care) systems, GP practices and 

individual GP characteristics that contribute to GPs community orientation  

1.5 Chapter overview 
 
After the introductory chapter, a definition of community oriented primary care is given in 
chapter 2. After that, a general framework theory is introduced and hypotheses and 
expectations are formulated. In chapter 3, a descriptive account of the data is given along with 
the structure of variables and operationalizations of concepts. In the methods section, an 
overview of the analyses and modelling strategy is provided. Chapter 4 summarizes results 
from the analysis, whereupon a general conclusion on country- as well as practice level is 
drawn in chapter 5. In chapter 6, policy advice regarding implementation of GP incentives is 
formulated, with the aim of enhancing community orientation and care. Lastly, the 
contributions and limitations of this paper are discussed in chapter 7.  

2 Theory and hypotheses 

2.1 COPC definition  
 
The definition of COPC - as coined by its founders, Sidney and Emily Kark - includes five 
elements: the use of epidemiology and clinical skills, assuming responsibility for a defined 
population, clear-defined programs to address communities’ health problems, community 
involvement (involvement from GPs in the community as well as involvement from the 
community in COPC programs), and accessibility to a community oriented program’s 
services (Kark & Kark, 1983). 

Next to this definition, a practical four- or five-step process of COPC exists. It 
includes the following steps: 1) defining and characterizing community and subcommunities 
within the community, 2) identifying (sub-)community health problems, 3) developing and 
implementing intervention(s) to improve found health problems and 4) monitoring and 
evaluating implemented intervention(s). Documented processes differ from each other in 
leaving ‘community involvement’ implicit or including it as a distinct fifth step (Connors et 
al., 2003; Gavagan, 2008; Nutting, 1985; Strelnick, 1999). In figure 2, an representation of a 
five-step process is shown. The diagram illustrates that the COPC process is a “dynamic 
process that centers on engaging and mobilizing the community, but that may not necessarily 
follow linear, sequential steps” (Strelnick, 1999: p. 550).  
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Figure 2: The five-step process of COPC, adopted from Strelnick, 1999. Originally from 
Rhyne, Cushman & Kantrowitz, 1998.  

 
 

The present paper adopts the five-step plan, described above, as its leading definition of 
COPC, while emphasizing that the research this paper presents is not about whether or not 
GPs implement the COPC method, but whether or not GPs adhere to its ideas.  

2.2 General framework theory 

In this section, readers are provided with a general framework theory, which will aid in 
understanding the foundation in which this paper’s hypotheses are grounded. The general 
framework theory is based on Boudon’s cognitivist theory of action (CTA), while taking into 
account elements of Simon’s concept of bounded rationality. It is structured according to the 
approach of sociological modelling, as explained by Groenewegen (1996).  

In the following section, the cognitivist theory of action is described. After that, 
country-, practice- and GP-level hypotheses are formulated in the sections 2.3 - 2.5. 
Assumptions from the cognitivist theory of action are used (explicit and implicit) in the 
formulation of theories that support the hypotheses. 

2.2.1 The cognitivist theory of action 

 
The cognitivist theory of action (CTA) presumes that individual actions are rational choices: 
even if an actor has insufficient information, (s)he makes a choice of action based on that 
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information, which makes the action rational within the context of that moment (Boudon, 
1996). If an outsider perceives this action, and knows which information the actor has, this 
action is understandable, however it may appear to be not rational (Ibid.).  

Operating on the basis of incomplete information is a form of bounded rationality. 
This term was first coined by Simon (1957), and represents the idea that individuals are 
intendedly rational, but sometimes fail to be because of human cognitive and emotional brain 
structures (Jones, 1999).  

The “inner environment of people’s thoughts” (Simon, 2000: p. 25) is however not the 
only factor that confines individuals’ behaviour. Additionally, constraints and opportunities 
are created by the systems in which they work and live (Simon, 2000). In this paper, this 
translates to a situation in which GPs’ individual behaviour is influenced by the (healthcare) 
systems within which they operate. This includes national confinements as well as more 
direct restrictions such as practice regulations. 

In the following sections, country-, practice- and individual conditions that are related 
to GP (community oriented) outcomes are described and hypotheses and expectations are 
deducted.  

2.3 Country conditions and community orientation 
 
Country conditions for GPs’ community orientation are created through healthcare system 
characteristics, countries’ political composition and countries’ economic resources. 

Healthcare system characteristics consist of the strength of countries’ primary care 
system, the structure of healthcare systems (national health systems, social health insurance 
systems or transitional systems) and the enforcement of the use of patient list systems. 
Countries’ political composition refers to the political climate (left-, centre- or right wing) and 
countries’ economic resources refer to country gross domestic product (GDP).  

2.3.2 Country hypotheses 
 
COPC is a component of primary care systems (Macinko, Starfield & Shi, 2003; Starfield, 
1998; Starfield & Shi, 2002; WHO & Unicef, 1978). If countries invest time and resources 
into their primary care systems, their primary care systems likely become stronger. This is 
expected to indirectly benefit community oriented care, being a component to primary care 
structure.  

If community oriented care is (indirectly) promoted through investments in primary 
care, it is expected that GPs are more likely to be encouraged to practice COPC than if 
community oriented care is not (indirectly) promoted through investments in primary care. 
Therefore, it is hypothesized that a stronger primary care structure leads to higher GP 
community orientation.  
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H1: GPs community orientation is stronger in countries with stronger primary care 
structures, than in countries with weaker primary care 
 
Next, healthcare systems are discussed. There are three main basic healthcare systems in 
Europe: national healthcare systems (NHS), social health insurance systems (SHI) and 
transitional systems.  

In NHS systems health care is provided and financed by the government through 
obligatory tax payments. Local authorities receive state budgets with which they finance 
hospital care and contract independent practitioners. Healthcare providers are predominantly 
state-owned and financed, however private services and insurance exist as well (Marrée & 
Groenewegen, 1997).  

SHI systems use an income related insurance system to which all citizens contribute. 
Insurance premiums are combined in sickness funds, which contract health providers. Care 
institutions are predominantly in the private sector (Marrée & Groenewegen, 1997).  

Transitional healthcare systems are mixtures of health systems, that can be found in 
former communist countries. They inherited the centralized Soviet system, which is 
state-owned, -managed and -financed, and aims for free, universal coverage (Marrée & 
Groenewegen, 1997). After the break-up of the Soviet Union, they called for change due to 
poor quality, inefficiency and lack of responsiveness (Rechel, Richardson & McKee, 2014: 
chapter 1). Now, most formerly Soviet countries are in the process of transforming their 
healthcare system into an insurance system (Rechel & McKee, 2009).  

Tenbensel, Eagle & Ashton (2012) found that it is relatively easier to implement 
government initiated health care reforms in NHS systems than it is in SHI systems. 
Governments in NHS systems have a stronger role than in countries with a SHI or transitional 
health care system.  

For this reasons, it is expected that NHS systems are more likely than SHI or 
transitional systems to implement new primary care policy, such as community oriented 
policy. This implies that GPs in NHS systems are more likely to be community oriented than 
GPs in SHI or transitional systems. The following hypotheses regarding healthcare systems is 
formed. 
 
H2: GPs community orientation is higher in NHS systems than GPs community orientation in 
SHI or transitional healthcare systems  
 
In this next section patient list systems are discussed. Patient list systems are (usually) 
nationally enforced systems in which patients need to be registered at a particular GP practice 
in order to receive care from GPs in that practice. Patient list system are obligatory in 23 of 
the 34 countries that are analysed in this paper (see appendix B, table 13).  

In these countries, GPs, per definition, have a clearly defined practice population. 
Having a demarcated patient community is a prerequisite for community oriented primary 
care as defined by the Kark’s (Kark & Kark, 1983; De Maeseneer & Derese, 1998) as it 
allows GPs to draw up and gain insight into community health statistics and context factors 
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that are related to health, such as socioeconomic status, for a specific and well-demarcated 
community.  

It must be noted, however, that GP's’ patient list systems do not always coincide with 
natural patient communities per se. It is, for instance, possible that patients are registred with 
a GP practice in another city. Nonetheless, it is argued that most patients registered at the 
same GP practice belong to the same patient community and therefore it is expected that 
having a patient list system which gives a rough account of the patient community is better 
than having none at all. 

In short, patient list systems are national policy in many countries and set a condition 
that allows GPs to be able to practice COPC. Therefore, it is expected  that in countries where 
patient list systems are obligatory, GPs community orientation is higher than in countries 
where patient list systems are not obligatory.  
 
H3: GPs community orientation is higher in countries where patient list systems are 
obligatory than in countries where patient list systems are not obligatory 
 
This section will discuss the relationship of countries’ political climate with GPs community 
orientation. Several studies have shown that the political composition of a country’s 
government is related to policy priorities for the health care system (Groenewegen, 1994; 
Imbeau, Pétry & Lamari, 2001; Tenbensel, Eagle & Ashton, 2012). Left-wing parties are 
often more motivated to advocate equal access to health care, in order to optimise population 
health in comparison to centre- and right-wing parties (Tenbensel, Eagle & Ashton, 2012).  

COPC is a strategy that is used to create access to healthcare for all societal groups, 
and may thus be seen as an equalizing strategy (Williams, 2004) that will likely be endorsed 
more by left-wing political parties than by centre- or right-wing political parties. 

As a result of this, it is expected that countries with a longer history of left-wing 
parties in government formulate more community oriented policies than countries with longer 
histories of centre- or right-wing parties in government. It is expected that more community 
oriented policy stimulates GPs community orientation.  

In summary, it is argued that community orientated policy is more likely supported by 
left-wing political parties, rather than by right-wing or centre-oriented national political 
parties, and that this stimulates GPs community orientation. 
 
H4: GPs community orientation is higher in countries with a longer history of left-wing 
parties in government than in countries with a longer history of centre- or right wing parties 
in government 
 
Lastly, economic resources are discussed. Countries’ economic resources determine the 
amount of money available for health care, as well as options for policymakers to organise the 
healthcare system (Van der Zee, Boerma & Kroneman, 2004). 

Wealthier countries in Europe usually have weaker primary care structures than less 
wealthy countries (Kringos, 2012: chapter 7). This is most likely due to the fact that countries 

 
 14 



with higher income can afford to rely on (expensive) hospital care (Pelone et al., 2012), rather 
than cheaper primary care.  

Consequently, it is expected that less wealthy countries spend more money on primary 
care than wealthy countries. Since COPC is a component of primary care, the expectation 
follows that high GP community orientation is more frequently found in less wealthy 
countries, rather than wealthy countries. 
 
H5: GPs community orientation is higher in countries with lower gross domestic product 
than in countries with higher gross domestic product 
 
In the next section, practice conditions and hypotheses are discussed.  

2.4 Practice conditions and community orientation 

 
Lamarche et al. (2003) describe primary care organisations using four dimensions: vision, 
resources, organizational structure and practices. Vision refers to “the beliefs, values and 
objectives by which players communicate and justify their actions”, resources are defined as 
“the quantity and variety of resources available”, organizational structure consists of “the 
legislation, regulations, agreements, and other arrangements that govern and guide the 
behaviour of players, their relations with each other, and the authorities than define them” and 
practices are “the processes behind production of activities and services” (Lamarche et al., 
2003: p. 4).  

Lamarche et al.’s use of the word practices, however, is very inconvenient within the 
context of this paper, since it is identical to GP practices as a term to denote the whole 
organization. In order to prevent confusion, practices is substituted for methods.  

Furthermore, it is argued that community orientation accounts for the vision that is 
inherent to the culture of GP practices. Health professionals are required to be willing to 
invest valuable time and resources and have to actively set the objective to work community 
oriented, as in most countries working in a community oriented way is not the standard 
(Kringos et al., 2015).  

Lamarche et al.’s other three components organizational structure, methods and 
resources are regarded as tools that can be used by health professionals to support a 
community oriented practice vision, and are included in this paper’s categorization of practice 
hypotheses.  
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The following adaptation of Lamarche et al. (2003) is used to define practices within this 
research:  
 

➢ resources: economic or social aids that can be drawn upon when needed 
➢ organizational structure: the legislation, regulations, agreements, and other 

arrangements that govern the behaviour and professional status of healthcare 
professionals 

➢ methods: the processes behind production of activities and services 

2.4.1 Practice hypotheses 

 
Practice organizational structure includes hypotheses regarding payment systems and 
organizational structure, practice methods includes hypotheses regarding medical record 
keeping and preventive practice, practice resources  includes a hypothesis about 1

interdisciplinary collaboration and practice task environment includes hypotheses regarding 
urbanity and proportion of socially disadvantaged and ethnic minority patients.  
 
Practice organizational structure 
 
Research by Boerma, van der Zee, Fleming et al. (1997) shows that self-employment (as 
opposed to salaried employment) of GPs is associated with greater involvement in activities 
such as disease management and screening blood cholesterol in 32 European countries. They 
draw the conclusion that feelings of independence may encourage self-employed GPs to 
develop services in addition to those basic to general practice. This conclusion is supported 
by a more recent research by Boerma (2003), which uses the same data and confirms that 
self-employed GPs are more active in providing services than salaried GPs.  

These findings may be explained by the fact that being self-employed implies 
ownership. Crampton (2005) has found that ownership confers accountability and 
responsibility to healthcare organisations. This means that self-employed GPs may feel more 
responsible for their practice than their salaried counterparts, because they are ultimately 
responsible for the outcomes that the practice delivers and thus (partly) for community health.  

In summary, research has indicated that self-employment is associated with greater 
GP involvement in non-basic general practice and greater feelings of responsibility for 
outcomes of the practice. Community oriented practice is an example of a service presently 
not basic to general practice. On top of that, it requires a sense of responsibility for the health 
of a practice population. For these reasons, it is argued that self-employed GPs are more 
community oriented than salaried GPs. 
 
H6: GPs community orientation is higher for self-employed GPs than for salaried GPs 
 

1 ‘Interdisciplinary collaboration’ is placed under resources rather than methods, because the ability to 
collaborate with other professionals is dependent on GPs’ professional network.  
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GP payment systems exist in five different forms: capitation, fee-for-service, out-of-pocket, 
performance payment and salary. Often there is a mix of systems. However, a division can be 
distinguished based on type of employment: self-employed GPs usually receive payment 
through capitation- and fee-for-service payment and salaried GPs most often receive only 
salaried payment. 

Assuming that people in general are motivated by increased payment, capitation 
payment encourages GPs to increase their patient list size and keep their patients satisfied, to 
not lose subscription fees. Fee-for-service payment creates an incentive to provide as much 
services as possible, out-of-pocket payment stimulates GPs to rationalize patients’ use of 
health services, salaried employment incentivises GPs to want to work more paid hours, or do 
less work in the hours they are paid for (Kroneman, Van der Zee & Groot, 2009) and 
pay-for-performance stimulates quality of care (Rosenthal & Dudley, 2007; WHO, 2017c), 
depending on what kind of outcome the performance payment stimulates.  

However, GPs cannot increase the volume of services or their patient list and working 
hours perpetually. For instance, working more than the amount of contracted hours in salaried 
service is often not compensated for and fixed maximum numbers for patient lists and budget 
caps on fee-for-services arrangements exist (Kroneman, Van der Zee & Groot, 2009).  

Nevertheless, within a fee-for-service system it is expected that GPs are more 
reluctant than in other payment systems to engage in COPC, as it takes extra (uncompensated 
for) time and thus does not generate income.  

GPs within capitation and salary systems are expected to be more positive towards 
COPC than GPs within fee-for-service systems, because GPs in capitation and salary systems 
receive a fixed amount of money respectively per patient or per hour worked. GPs in 
capitation payment and salary payment systems can thus allow themselves to spend time on 
COPC without risking direct decrease of payment.  

Additionally, GPs in capitation systems are incentivised to keep their patients 
satisfied, so they stay with the practice and GPs can receive subscription fees for these 
patients. It is expected that COPC is a strategy to keep patients satisfied.  

Lastly, maintaining the assumption that people in general are motivated by increased 
pay, pay-for-performance systems are expected to increase community oriented efforts when 
(large enough) bonuses are awarded for community oriented behaviour. This cannot be tested, 
however, since no performance payments for community oriented behaviour could be 
identified. Therefore, a hypothesis regarding the other three payment systems is formulated. 

It is expected that GPs in fee-for-service systems are less inclined to implement COPC 
than GPs in salaried or capitation payment systems. Additionally, it is expected that GPs in 
capitation payment systems, since they have an incentive to keep patients happy, are more 
likely to be involved in COPC than GPs in salaried payment systems.  
 
H7: GPs community orientation is lowest within systems in which fee-for-service payment is 
dominant, higher within systems in which salaried payment is dominant and highest within 
systems in which capitation payment is the dominant form of GP payment   
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Practice methods 
 
In this section, electronic medical record keeping and preventive practice is discussed.  
Electronic medical record keeping enables GPs to keep track of large databases with patient 
demographics (such as name, date of birth, gender) and details about patient-GP contact. 
Keeping track of patient and contact-characteristics is an important prerequisite for 
community oriented practice, because it allows GPs to a) work with a clearly defined 
population b) generate health records on the basis of demographic or medical characteristics.  

Generating health records on the basis of demographic or medical characteristics is an 
important tool for community oriented GPs, because it allows them to search for and discover 
sub-communities with specific health needs and (sub-)community health trends. Preventive or 
health promotion projects can then be started based on these trends in order to promote 
community health.  

Medical record keeping thus creates necessary conditions for community oriented 
practice. For this reason, it is hypothesized that medical record keeping contributes to 
community oriented practice amongst GPs. However, creating the necessary conditions does 
not necessarily mean that GPs make use of these conditions. Therefore, it is expected that 
GPs who actually do make use of electronic medical records to generate health records are 
more community oriented than GPs who do not.  
 
H8: GPs community orientation is higher if they use electronic medical records to generate 
health records than they do not use medical records (to generate health records) 
 
Preventive general practice has proven to be a cost-effective strategy (Town, Kane, Johnson 
& Butler, 2005) to promote “healthy, active and independent lives in old age” (Jusot, Or & 
Sirven, 2012: p. 24) and is therefore widely endorsed by amongst others the World Health 
Organisation and the European Commission (European Commission, 2013; EXPH, 2014; 
WHO, 1978; 2008; 2017d).  

However, providing risk groups with health information and reaching out to people 
who are not ill has no strong tradition in European general practice (Boerma, 2003). European 
GPs give priority to diagnosis and the provision of treatment over spending time on 
prevention projects (Jusot, Or & Sirven, 2012).  

Preventive care requires outreaching behaviour, like community oriented practice. 
Many authors deem preventive care an integral part of community oriented practice (see, for 
instance: Longlett, Kruse & Wesley, 2001; Brill, Ohly & Stearns, 2002; Gofin & Foz, 2008; 
Muldoon et al., 2010). However, the two are not interchangeable: preventive practice is 
deemed to be a pivotal part of community practice, but community practice is not necessarily 
a condition for preventive projects. Therefore, it is argued that preventive practice is a 
prerequisite for community oriented practice.  
 
H9: GPs community orientation is higher when they practice preventive care than when they 
do not practice preventive care 
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Resources  
 
An interdisciplinary approach to healthcare is expected to have a positive relationship with 
community oriented practice, for two reasons. Firstly, GPs who are frequently in contact with 
other (health) professionals gain information about community health and socio-economic 
circumstances that influence community health. Contact with local social workers, for 
example, may yield information about substance abuse of domestic violence in the 
community and inspire ideas for prevention- or community health projects.  

Secondly, contact with other professionals creates feedback loops from which both 
parties can learn and improve their practice. Think, for instance, of sharing knowledge on 
how to best treat traumatized refugee- or homeless subcommunities. 
 
H10: GPs community orientation is higher when they make use of interdisciplinary resources 
than if they do not make use of interdisciplinary resources 
 
Task environment 
 
Rural communities differ strongly from urban communities in the sense that citizens of rural 
communities have stronger social capital (Putnam, 1995; Sampson, 1988) and are slightly 
more socially integrated and attached to the community than individuals in urban 
communities (Putnam, 1995). Urbanization, on the other hand, has been linked to decreased 
local friendship ties and decreased attachment to the community at an individual level 
(Sampson, 1988).  

Community attachment is crucial to COPC because it leads to involvement. 
Community involvement has been argued a crucial factor for achieving successful community 
health interventions (see, for instance: Deuschle, 1982; Fischer, Neve & Heritage, 1999; 
Mullan & Epstein, 2002) and has been known to have been placed at the very centre of COPC 
processes (see figure 2, section 2.1; Rhyne, Cushman & Kantrowitz, 1998). The five-step 
COPC approach presupposes a sense of community as a distinct part of the method: the fifth 
and last step “community involvement” (see section 2.1).  

Consequently, it is expected that GPs in rural areas -where the community attachment 
is greater than in urban areas- are more able to engage the community in their practice, and 
therefore have higher community orientation than GPs in urban areas. 
 
H11: GPs community orientation is higher for GPs in rural areas, as opposed to urban areas 
 
As mentioned before, COPC is a time consuming method. GPs have to be willing to invest 
time and resources into gaining insights into (sub)community health and thinking up, 
implementing and evaluating (preventive) community oriented projects. On top of that, 
community oriented care has no strong tradition in European general practice (Boerma, 2003) 
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and is thus by no means compulsory, but rather outreaching GP behaviour. GPs are left with 
the question: ‘is COPC worth the extra work?’ 

This paper argues that in communities with high percentages of socially 
disadvantaged and/or ethnic minority patients, it is. Communities with a high percentage of 
socially disadvantaged and/or ethnic minority individuals have a lower overall health status 
than communities with lower percentages of socially disadvantaged and/or ethnic minority 
individuals.  

This assumption is substantiated by the WHO (2012), which stresses that the lower 
people’s socioeconomic status is, the more likely they are to show behaviour that is 
detrimental to health such as smoking, high alcohol consumption and having a poor diet. 
Additionally, Kirby & Kaneda (2005) have found that having living in a neighbourhood with 
low socioeconomic status increases the likelihood of having unmet care needs.  

Overall health status for communities with high percentages of ethnic minorities is 
lower as well. Betancourt et al. (2016) found that members of minority communities in the 
United States are more likely to be socioeconomically disadvantaged, live in areas with 
detrimental influences regarding health (such as air pollution) and have jobs with higher 
liability of occupational hazards, compared to members of the majority population. 
Additionally, Nielsen and Krasnik (2010) found that ethnic minority groups in Europe are 
more likely to have self-perceived detrimental health than majority populations, even after 
controlling for age, gender and socioeconomic factors.  

GPs who practice COPC is communities with high percentages of socially 
disadvantaged and/or ethnic minority individuals might thus make greater gains regarding 
community health status than GPs who practice COPC is communities with low percentages 
of socially disadvantaged and/or ethnic minority individuals. Also, COPC has historically 
been implemented predominantly in underserved communities (Deuschle, 1982) and is 
commonly viewed as a method to “organize services for the disadvantaged alone and not an 
option for society as a whole” (Tollman, 1991: p. 637). 

Therefore, it is argued that GPs in communities with high percentages of socially 
disadvantaged and/or minority individuals are more likely apply COPC methods than GPs in 
communities with low percentages of socially disadvantaged and/or ethnic minority 
individuals. From this assumption follows the expectation that GPs in areas with high 
percentages of socially disadvantaged and/or ethnic minority individuals have higher 
community orientation than GPs in areas with lower percentages of socially disadvantaged 
and/or ethnic minority individuals. 
 
H12a: GPs community orientation is higher in areas with a higher percentage of socially 
disadvantaged patients than GPs community orientation in areas with a lower percentage of 
socially disadvantaged patients 
 
H12b: GPs community orientation is higher in areas with a higher percentage of ethnic 
minority patients than GPs community orientation in areas with a lower percentage of ethnic 
minority patients 
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In the next section, GP conditions and hypotheses are discussed. 

2.5 GP conditions and community orientation 
 
Individual GP community orientation is related to country- and practice- characteristics, as 
discussed in sections 2.3 and 2.4, as well as individual characteristics. In the next section, 
three hypotheses are formulated regarding two individual GP characteristics. One hypothesis 
on having other paid, professional activities next to being a GP and GP and two hypotheses 
regarding GP gender. 

2.5.1 GP hypotheses 
 

Community oriented primary care requires extra effort on the part of individual GPs. In order 
to be community oriented, a GP has to invest time in the community: (s)he has to take the 
time to, for instance, get insight into the community and subcommunities and think up, 
implement and evaluate preventive community health projects. Because it is likely that GPs 
with no other paid, professional activities have more time than GPs who do have other, paid 
professionals, it is expected that GPs who do not have any other paid activities next their 
work as a GP are more community oriented than GPs who do.  
 
H13: GPs community orientation is higher when they have no other paid, professional 
activities 
 
GP gender, too, is expected to have an an effect on GPs community orientation. Women in 
general are often assumed to take on a more communal role than men do: caregiving, for most 
women (especially wives), is generally an extension of their normal social roles of family 
nurse and household manager, whereas caregiving involves the assumption of an entirely new 
role for many men (Allen, 1994). On the basis of this theory, it is expected that female GPs 
community orientation is higher than male GPs community orientation. This expectation is 
substantiated by findings of Boerma (2003), which indicate that female GPs were more 
involved in preventive health education than male GPs. 

However, it can also be argued that female GPs have lower community orientation 
than male GPs, because women in general are often more burdened than men with household- 
(Blanton & Gilliard, 2005) and care tasks (Alen, 1994), which gives them less time to put in 
the extra work that COPC takes, such as thinking up, implemented and evaluating COPC 
projects.  

This claim, too, is supported by findings of Boerma (2003), who found that female 
GPs more often work part-time and thus have less office contacts a day and make fewer home 
visits than male GPs. Based on this theory, it is expected that community orientation is lower 
for female GPs than it is for male GPs. Two contradictory hypotheses are formulated. 
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H14a: GPs community orientation is higher for female GPs than for male GPs 
 
H14b: GPs community orientation is higher for male GPs than for female GPs 

2.6 Overview of hypotheses 
 
All hypotheses have been explained and formulated. In figure 3, an elaboration on the 
schematic representation of the empirical strategy (figure 1) is given, which includes all 
hypotheses from sections 2.3 - 2.5. In the next section, data and methods that are used to test 
all hypotheses are described. 
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Figure 3: Schematic representation of hypotheses 
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3 Data and methods 

3.1 Dataset 
 
The ‘Quality and Costs of Primary Care in Europe’ (QUALICOPC) project was coordinated 
by NIVEL (the Netherlands Institute for Health Services Research) and co-funded by the 
European Commission under the 7th framework programme. This study uses one of the four 
questionnaire developed for the QUALICOPC study: the GP questionnaire. Questions for this 
survey were derived from existing, validated questionnaires such as the Primary Care 
Evaluation Tool, the Primary Care Assessment Tool and the European GP Task Profile 
Survey (Schäfer, 2016: chapter 8).  

In total, the QUALICOPC GP dataset contains data on 7414 GPs from 34 countries. In 
each country, a nationally representative sample of GPs filled in the questionnaire 
(approximately N = 220 GPs per country, except for Cyprus, Iceland, Luxembourg and Malta: 
N = 80 GPs)(Schäfer, 2016: chapter 7). One GP per practice was surveyed.  

Groenewegen, Greß & Schäfer (2016), who described recruitment procedures and 
participation rate for the QUALICOPC study, found that GP respondents were nationally 
representative for the population of GPs in their country, in terms of age and gender: 52,5% 
are female and the average age is 50,3.  

Furthermore, some variables in the dataset have substantial missing values: perceived 
ethnic minority patient proportion of practice population (8,3%), perceived socially 
disadvantaged and patient proportion of practice population (6,4%) and various 
income-related variables: out-of-pocket payments (8,2%)  capitation payments (7,3%) and 
fee-for-service payments, performance payment and ‘other payment’ (5,3%). This problem 
was accounted for by taking these variables into analysis as categorical variables with a 
‘missing’ category, in order to not lose cases. MLwiN automatically creates dummies for 
categorical variables, if they are entered into the model as categorical variables. The creation 
of a ‘missing’ category thus resulted in an extra dummy for categorical variables. It was the 
intention to report results for these missing categories, if significant, because a significant 
coëfficient for a dummy for missing values points to the fact that missings may not be at 
random. However, no missing categories were significant, indicating that missing values are 
not selective.  

3.2 Operationalizations 
 
Dependent variable 
 
Question 58 from the QUALICOPC GP questionnaire is used to measure degree of 
community orientation as the degree to which GPs are externally oriented. This 
operationalisation is used as a proxy for community orientation, based on methods of 
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previous research (see, for instance Pavlič et al., 2015; Schäfer, 2016) and for reasons of 
availability in the QUALICOPC dataset.  
The three components ‘repeated industrial accidents’, ‘frequent respiratory problems’ and 
‘repeated food poisoning’ are combined in a scale from 3-12, which measures how externally 
oriented (as opposed to focused on the practice and individual patients) GPs are. 3 on the 
external orientation scale means ‘least externally oriented’ and 12 means ‘most externally 
oriented’.  
 
Q58 

If you were confronted through your patient contacts with the following occurrences, would you report this (for 
instance to an authority)? (repeated accidents in an industrial setting, frequent respiratory problems in patients 
living near a certain industry, repeated cases of food poisoning among people living in a certain district)  
[yes / probably yes / probably not / no  / don’t know] 

 
 
Missing data for the components were relatively high: 7,70% (571 cases) for industrial 
accidents, 7,75% (575 cases) for respiratory problems and 4,64% (344 cases) for food 
poisoning, making the total percentage of missing values for the dependent variable 11,03% 
(818 missing cases).  

This relatively high percentage of missing cases was accounted for by recoding all 
cases that were missing as ‘don’t know’ into the category ‘probably not’. It was assumed that 
GPs who filled in ‘don’t know’ are most likely not externally oriented. After having recoded 
the items, missing values for repeated industrial accidents were 0,86% (64 cases), 0,93% for 
respiratory problems (69 cases) and 0,89% for food poisoning (66 cases), making the total 
percentage of missing values for the dependent variable 1,20% (89 cases).  

 
In order to make sure that the three items form a coherent scale, correlations between them 
were calculated (table 1). The three items correlate relatively strongly to each other: ‘repeated 
accidents’ correlates relatively strongly with ‘frequent respiratory problems’ (r = .713) as well 
as with ‘repeated food poisoning (r = .635) and ‘frequent respiratory problems’ and ‘repeated 
food poisoning correlate strongly as well (r = .699).  
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Table 1: Correlations between three components of external orientation 
 

Q58 repeated accidents frequent respiratory repeated food 
problems poisoning 

repeated accidents 1,000            -  - 

frequent respiratory 
problems 0,713            1,000  - 

repeated food 
poisoning 0,635            0,699  1,000 

 
Factor analysis reveals that the items, combined in a scale, all have eigenvalues above 1 
(1,92). Scree plot analysis shows that 1 factor is necessary to represent the three items. 
Value loadings on the factor are all above .3 (respectively .788; .839; .776), and unexplained 
variation ranges from .2968-.3977. Uniqueness values are .38; .30; .40, which means 
communalities (1 - uniqueness) are relatively high, as is reflected in the correlations in table 
1. 

Rotations (varimax as well as promax) did not substantially change the outcome of the 
factor loadings or eigenvalues, and are therefore not used for scale construction.  

Overall scale KMO is .7298, with every individual variable scoring above .5, which 
means no variables need to be removed from the factor. Scale overall reliability coëfficient 
(alpha) is .865, indicating that the external orientation scale can be reliably used as a 
dependent variable.  
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Independent variables: country level 
 
Country level variables were operationalized with data external to the QUALICOPC GP 
dataset. Most influential sources were reports from the European Observatory on Health 
Systems and Policies, the Comparative Political Data Set III 1990-2010, Kringos et al., 
(2015a) and the World Bank.  
 
Table 2: Operationalisations country hypotheses 
 
 Variable                 Operationalisation            Missing values        Data source 

Type of 
healthcare system 
 

2 dummies: SHI with 0 = NHS or 
TRANS and 1 = SHI, and TRANS 
with 0 = NHS or SHI and 1 = 
TRANS 
 

for both dummies: 0 
cases missing 

European 
Observatory on 
Health Systems and 
Policies (2006a; 
2006c; 2011); 
Mossialos & Wenzl 
(2016); Healthcare in 
Transition (appendix 
B) 

 

Political 
composition 

Measured following Kringos, 2012 
(chapter 7), using the weighted 
number of years left-wing parties 
were in power in the period 
1960-2014. In order to 
differentiate for the different 
influence of 100% left-wing 
governments versus coalition 
governments, years were divided 
into 4 subcategories in which 
left-wing parties held respectively 
100%, 66.6%>, 33.3-66.6%, 
<33.3%, 0% of the total cabinet 
posts, weighted by the number of 
days the government was in office 
in that year* 

8,7%, 641 cases 
missing (FYR 
Macedonia, 
Switzerland and 
Turkey) 
 

Variables ‘gov_left1’, 
‘gov_cent1’ and 
gov_right1’ from 
Armingeon et al, 
Comparative Political 
Data Set III 
1990-2010 (appendix 
B) 
 

 

Patient list 
systems 
 

dummy with 1 = patient list 
system; 0 = no patient list system 
 

 0 cases missing 

Kringos et al, 2015a: 
chapter 3; College of 
Physicians and 
Surgeons of British 
Columbia, 2004; 
Gauld, n.d.; 
McCartney, n.d.; 
Medical Board of 
Australia, n.d.; 
Medical Council of 
New Zealand, 2008; 
Olson, 2006: chapter 
4 (appendix B) 
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GDP 
 

$ x million  
 
 

0 cases  missing  

European 
Commission (2016a), 
The World Bank 
(2016a; 2016b), 
OECD (2007; 2009), 
World Health 
Organisation 
(2016)(appendix B) 

 

Strength of 
primary care 
structure 

Strength of primary care structure 
on a scale 1 - 3 for which 1 = low 
primary care orientation and 3 = 
high primary care orientation 

0 cases missing 
Kringos, 2012: 
chapter 7, p. 200 
(appendix B) 

 

* A time-lag exists between the coming to power of a government and the effects of policy it implements. 
Therefore, the length of time in power needs to be taken into account (Kringos, 2012: chapter 7)  
 
Independent variables: practice level 
 
Practice level data were all operationalized using data from the QUALICOPC GP 
questionnaire. 
 
Table 3: Operationalisations practice hypotheses 
 
Variable                 Operationalisation  Missing values          Data source 

Practice 
organizational 
structure 

Q15 As a GP, are you self-employed 
or in salaried employment? [Salaried 
employment with centre or 
authority; salaried employment with 
other GP; self-employed with 
contract(s) with health service, 
insurance or authority; 
self-employed without contract]  
Recoded into a dummy with 0 = 
salaried employment with  centre or 
authority; 1 = self-employment; 
salaried employment with other GP*  

0 cases missing 
QUALICOPC GP 
questionnaire  

Payment system  

Q16 For each of the following 
components please estimate whether 
they contribute to your income as a 
GP [Salaried/ capitation/ 
fee-for-service/ out of pocket 
payments/ performance payment/ 
other] Recoded into 5 dummies with 
0 = fee for service and 1= salaried; 
capitation; out of pocket; 
performance payment; missing. 

0,9%, 65 cases 
missing (distributed 
over 13 countries, 
most notably Canada 
with 47 missing 
values) 

QUALICOPC GP 
questionnaire  

Medical record 
keeping 

Q42 In the past 2 years, have you 
used your medical record system to 
generate health records of patients 
on the basis of age, diagnosis or 

4,3%, 316 cases 
missing (distributed 
over 19 countries, 
most notably Belgium 

QUALICOPC GP 
questionnaire   
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risk?) 
Recoded into two dummy variables 
with 0 = no record use; 1 = record 
use; missing  

with 272 missing 
values) 
 

Interdisciplinary 
collaboration 

Q44 How often do you meet 
face-to-face with the following 
professionals (other GP, practice 
nurse etc.) Q45 How often do you 
ask from the following medical 
specialists (paediatrician, internist, 
etc)? [seldom/never / every 1-3 
months / more than once a month] 
Answer categories were the same for 
both questions, they were recoded 
into missing values + seldom/never 
= 0 and every 1-3 months + more 
than once a month  = 1. After that, 
the resulting dummies were recoded 
into two continuous variables with 
range 0-10 for Q44 and range 0-9 for 
question 45 (depending on the 
amount of experts in the question) 

Q44 + Q45: no cases 
missing  

QUALICOPC GP 
questionnaire  

Urbanity  

Q4 How would you characterise the 
place where you are currently 
practising? [big (inner)city / suburbs 
/ (small) town / mixed urban-rural / 
rural] Recoded into 5 dummy 
variables with 0 = big (inner) city 
and 2 = suburbs; (small) town; 
mixed urban-rural; rural; missing 

1,1%, 84 cases 
missing (relatively 
evenly distributed 
over 26 countries) 

QUALICOPC GP 
questionnaire  

Socially 
disadvantaged 
and ethnic 
minority patients 

Q6 To what extent do you think 
your practice population compares 
to the average national level with 
respect to the following categories? 
Socially disadvantaged people; 
Ethnic minority people [below 
average / average / above average / 
don’t know]. Both variables recoded 
into 3 dummy variables with 0 = 
average and 1 =  below average; 
above average; missing 

Socially 
disadvantaged: 6,4%, 
474 cases missing 
(relatively evenly 
distributed over all 
countries but 
Australia, which has 
no missing values) 
Ethnic minorities: 
8,3%, 615 cases 
missing (relatively 
evenly distributed 
over all countries but 
Denmark) 

QUALICOPC GP 
questionnaire  

Preventive work 

Q53 & Q54 When do you, or your 
staff, measure blood pressure; blood 
cholesterol level? [In connection 
with relevant clinical conditions/ on 
request/ routinely in office contacts 
with adults/ in adults invited for this 

Q54 1,0%, 71 cases 
missing (distributed 
over 25 countries, 
most notably Slovakia 
and Finland with 10 
and 8 missing values) 

QUALICOPC GP 
questionnaire  
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purpose/ no such measures]. 
Recoded into a variable with range 
0-2, for which 0 = no routine 
preventive work, 1 = either blood 
pressure or cholesterol level, 2 = 
both blood pressure and cholesterol 
level 
Q55 To what extent are you 
involved in health education on the 
following topics? Smoking, diet, 
problematic use of alcohol, physical 
exercise [not involved/ in connection 
with normal patient contacts/ in 
group sessions of special 
programmes].  Recoded into 
variable with range 0-4 for which 0 
= no preventive education and 4 = 4 
forms of preventive education 

Q55 1,9%, 137 cases 
missing (distributed 
over 32 countries, 
most notably Slovakia 
and FYR Macedonia 
with 15 and 13 
missing values) 

* It is argued that GPs who are in salaried employment with another GP work in practices with a practice vision 
that is that of the vision of the self-employed head of the practice. GPs who are in salaried employment with 
another GP are added to the category ‘self-employed’. 
 
Independent variables: GP level 
 
GP level variables were all operationalized using data from the QUALICOPC GP 
questionnaire. 
 
Table 4: Operationalisations GP hypotheses 
 
  Variable                Operationalisation     Missing values         Data source 

Other paid, 
professional 
activities 

Q14 Beside your work as a GP in 
this practice, do you have any other 
paid professional activities? [No; yes, 
as a private physician/in residential 
setting/company doctor/ medical 
education/ other]  Recoded into two 
dummy variables with 0 = no paid 
side activities; 1 = paid side 
activities; missing 
 

12,5%, 929 cases 
missing (distributed 
over 31 countries, 
most notably Canada 
and Belgium with 111 
and 79 missing values) 
 

QUALICOPC GP 
questionnaire  

Gender 
Q1 Are you male or female? [male/ 
female] Recoded into two dummy 
variables for which 0 = male; 1 = 
female; missing  

0,4%, 28 cases 
missing (distributed 
over 15 countries, with 
no notable extremes) 

QUALICOPC GP 
questionnaire  

 
Independent variables: control variables 
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Control variables were all operationalized using data from the QUALICOPC GP 
questionnaire. 
 
Table 5: Operationalisations control variables 
 
  Variable               Operationalisation    Missing values          Data source 

GP age 
Q2 What is your year of birth? [19..] 
Recoded into a variable with range 
26-79 in absolute years  
 

1,23%, 78 cases 
missing (distributed 
over 26 countries, 
most notably Canada 
with 12 missing 
values) 

QUALICOPC GP 
questionnaire  

Financial 
incentive for 
preventive work 

Q17.3 Can you receive an extra 
financial incentive or bonus for: 
achievement of targets for screening 
or prevention? Recoded into two 
dummy variables with 0 = no 
financial incentive; 1 = financial 
incentive; missing 

1,9%, 142 cases 
missing (distributed 
over … countries, 
most notably Belgium 
with 24 missing 
values) 

QUALICOPC GP 
questionnaire  

Shared 
accommodation 

Q18 Do you work alone or in shared 
accommodation with one or more 
GPs and/or medical specialists? 
[alone/ with _ other GPs in shared 
accommodation] Recoded into two 
dummy variables with 0 = solo 
practice; 1 = duo/group practice; 
missing  

 0,97%, 72 cases 
missing (distributed 
over 18 countries, 
most notably Belgium, 
Finland and Latvia, 
with 18, 16 and 13 
missing values) 

QUALICOPC GP 
questionnaire  

 
A correlation check, in which all independent variables were paired, revealed that no two 
independent variables are subject to multicollinearity: the highest correlations between 
variables exist between perceived proportion of socially disadvantaged patient population and 
perceived ethnic minority proportion of patient population (r = .571) and the dummy variable 
for SHI systems and patient list systems (r= -.626). Indeed, even variables that were expected 
to correlate did not strongly relate to each other (for instance, the two preventive practice 
variable correlate with r = .301).  

3.4 Method of analysis 
 
Data is analyzed with Stata 14 and MLwiN 3.00, using hierarchical multi-level analysis with 
countries and practices as levels. Individual GPs were not used as a separate level, because 
only one GP was interviewed per practice and thus the practice and the GP level contain 
exactly the same information. 

For practice level results a maximum level of significance of = 0.05 is adopted,α  
because p-values are strongly influenced by the amount of cases in analysis. A broad p-value, 
in this analysis of ~7500 cases, would therefore possibly yield falsely positive outcomes. For 
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country level results, a maximum level of significance of = 0.1 is adopted, since there areα  
only 34 countries units of analysis - the countries.  

3.4.1 Modelling strategy 
 
The modelling strategy was as follows: after sorting the multilevel hierarchy, GP 
characteristics (gender, age, other paid activities) were introduced into the model, after that 
practice characteristics in four sets: structure characteristics, methods, resources and task 
environment. The resulting model was used as a base model for the different country models. 
Each country model contained up to three variables, because as a rule of thumb the number of 
units of analysis (countries, in this case) should be at least ten times as great as the number of 
variables included in multilevel analysis (Leyland & Groenewegen, 2016: chapter 9). As a 
result, country level variables were tested in separate models. 
 
Table 6: Modelling strategy

 
M0: external orientation = constant + hierarchical structure specified  
M1: external orientation = constant + hierarchical structure specified + GP characteristics (+ 
control: age) 
M2: external orientation = constant + hierarchical structure specified + GP characteristics + practice 
characteristics set 1 (organizational structure + payment system)  
M3: external orientation = constant + hierarchical structure specified + GP characteristics + practice 
characteristics set 1 + practice characteristics set 2 (medical record keeping + preventive methods + 
control variable financial incentive for preventive work) 
M4: external orientation = constant + hierarchical structure specified + GP characteristics + practice 
characteristics set 1 + practice characteristics set 2 + practice characteristics set 3 (2 interdisciplinary 
variables) 
M5: external orientation = constant + hierarchical structure specified + GP characteristics + practice 
characteristics set 1 + practice characteristics set 2 + practice characteristics set 3 + practice 
characteristics set 4 (urbanity, socially disadvantaged patients, ethnic minority patients + control 
variable shared accommodation) 
 
Model 5 is used as a base model for country analysis: all country models will contain all GP 
and practice characteristics, to which country level variables are added.  
 
M6: model 5 + GDP 
M7: model 5 + GDP + type of healthcare system  
M8: model 5 + GDP + political composition 
M9: model 5 + GDP + patient list systems 
M10: model 5 + GDP + strength of primary care 
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4 Results 
The presentation of the results starts with a description of GP external orientation in the 34 
(mostly European) countries in the QUALICOPC dataset, in section 4.1. After that, GP- and 
practice level relationships with GPs external orientation are discussed in section 4.2. Finally, 
in section 4.3, country level relationships with GP external orientation are discussed. 

It is not possible to deduce causal relations from multilevel regression analysis, 
therefore there will not be spoken of ‘effects’ throughout the results and conclusion section, 
but of variables that are ‘related to’ GPs external orientation. 

4.1 Distribution of GPs external orientation 
Using the external orientation scale as defined in section 3.2, the mean scores of external 
orientation per country were calculated. As table 7 shows, the Netherlands, Norway, Turkey, 
Greece and Italy have the highest mean scores on GP external orientation and Estonia, 
Cyprus, Luxembourg, Hungary and Portugal have the lowest mean scores on GP external 
orientation. 
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Table 7: Mean external orientation scores per country, from highest to lowest 

Country  external orientationμ  
score Country  external orientationμ  

score 

Netherlands  10,80 Romania 9.70 

Norway 10,66 Poland 9.69 

Turkey 10,60 Switzerland 9.65 

Greece 10,37 Czech Republic 9.61 

Italy 10,23 Belgium 9.58 

Spain 10.22 Canada 9.55 

Iceland 10.09 Finland 9.52 

Malta 10.09 Slovakia 9.51 

England (UK 
only) 10.05 Australia 9.44 

New Zealand 9.93 Sweden 9.31 

Austria 9.85 Germany 9.11 

Slovenia 9.85 Latvia 9.11 

FYR Macedonia 9.82 Portugal 9.10 

Bulgaria 9.79 Hungary 8.17 

Denmark 9.74 Luxembourg 7.72 

Ireland 9.71 Cyprus 7.59 

Lithuania 9.71 Estonia 7.48 

 
In figure 4, all 34 countries from the QUALICOPC dataset are divided into three categories: 
low, medium and high GP external orientation. The Netherlands, Norway, Turkey, Greece, 
Italy, Spain, Iceland, Malta, England, New Zealand, Austria and Slovenia have scored high 
on GP external orientation, whereas FYR Macedonia, Bulgaria, Denmark, Ireland, Lithuania, 
Romania, Poland, Switzerland, Czech Republic and Canada have scored medium on GP 
external orientation and Finland, Slovakia, Australia, Sweden, Germany, Latvia, Portugal, 
Hungary, Luxembourg, Cyprus and Estonia are low on GP external orientation.  
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Figure 4: Mean level of external orientation per country 

 
 
The most southerly located European countries have a tendency to do very well regarding GP 
external orientation (except for Portugal and Cyprus, who score low), together with some of 
the most westernly located countries: the UK, the Netherlands (but not Ireland and Belgium, 
who score medium).  

GPs from central- and eastern European countries such as Slovakia, Hungary, Latvia, 
Estonia and Germany, and also to a lesser degree GPs from Lithuania, Poland, the Czech 
Republic, Switzerland, Romania and do not seem to score high on GPs external orientation, 
just as the Scandinavian countries (except for Norway).  

From the Balkan countries, FYR Macedonia’s and Bulgaria’s GPs score medium on 
external orientation, whereas Greek and Turkish GPs score very high. 

From the Scandinavian countries, Norway scores very high, whereas Denmark and 
Iceland score medium and Sweden and Finland score low.  
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4.2 The relationship of GP- and practice characteristics with external  
orientation 

 
In this section, the first and last model from the multilevel regression results of the 
relationship between GP- and practice characteristics and GP external orientation are shown 
in table 8. All intermediate models can be found in appendix C.  
 
Table 8: Multilevel regression results of the interrelation between GP- and practice 
characteristics and GP external orientation  
 

 M0 M5 
 

B (SE) B(SE) 
 

y = external orientation 
Fixed coefficients  
constant 9.611(.116)*** 8.170(.222)*** 
level: GP  
female (ref =male) -.112(.050) 
other paid activities .162(.058)** 
age (centred around mean) -.052(.035) 
level: practice  
self-employed (ref = salaried) .132(.081) 
payment system (ref = ffs)  
- salary -.163(.109) 
- capitation -.002(.109) 
- out of pocket, perf. pay + other -.044(.094) 
medical records (ref = no medical  
use record) . 004(.056) 
routine preventive work  
- blood pressure + cholesterol .171(.035)*** 
- preventive education .190(.032)***  
Financial incentive for preventive .010(.060)  
work (ref = no)  
interdisciplinary meeting .051(.012)***  
interdisciplinary advice .053(.009)***  
urbanity  
- suburbs -.021(.081) 
- (small) town .127(.067) 
- mixed urban-rural .172(.074)** 
- rural .411(.075)*** 
soc. disadvantaged (ref = average) 
- below average .084(.058) 
- above average .078(.065) 
ethn. minorities (ref = average) 
- below average -.145(.059)** 
- above average .069(.078) 
shared accommodation (ref = solo) -.089(.256) 
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Random coefficients 
level: country 
variance .438(.112)** .468(.119)** 
level: practice 
variance 3.912(.064)*** 3.734(.063)*** 
total variance 4.350 4.202 

 
N: country 34 34 
N: practice 7414 7162 
 
ICC .101 .112 
-2*loglikelihood 31259.46 29870.02 
change in -2LL(df) - M0: -1389.44(22)*** 

 
*** p < 0.001; ** p < 0,05  
 
Table 8, model M0 shows an ‘empty’ model with only the constant and intraclass correlation. 
The intraclass correlation in this model is ICC = .101 with var(u ) = .438 (p < .05) and  0j  
var(e ) = 3.912 (p < .001), indicating that around 10% of the variance in external  0ij  
orientation is due to relationships with country level characteristics. The remaining ~90% of 
variation in external orientation is at the GP- and practice level.  
Model 5 shows the full model, with all GP- and practice level variables added. The GP 
characteristics are discussed first: whether or not GPs have other paid activities next to their 
job as a GP, gender and the control variable age.  

The model shows that having other paid activities (being a private physician, working 
in a residential setting, as a company doctor or giving medical education) next to working as a 
GP seems to have a positive relation with GPs external orientation (B= .162; p < .05), refuting 
hypothesis 13, which stated the reverse: it was expected that GPs who have other paid 
activities are less community oriented than GPs who do not have other paid activities. 

GP gender does not have a significant relationship with GP external orientation, 
refuting both hypothesis 14a and 14b, which contrastingly stated that “GPs community 
orientation is higher for female GPs than for male GPs” and that “GPs community orientation 
is higher for male GPs than for female GPs”. The control variable age, too, has no significant 
relationship with GP external orientation. 

From the practice characteristics, only the two preventive practice variables, the two 
interdisciplinary collaboration variables, the two most rural categories of urbanity and a 
perceived proportion of below average ethnic minority patients have a significant relationship 
with GPs external orientation. 

With regard to preventive practice, GPs could indicate when they or their staff 
measured blood pressure or blood cholesterol level (in connection with relevant clinical 
conditions, on patient request, routinely in office contacts with adults, in adults invited for 
this purpose or not at all) and to what extent they are involved in preventive health education 
(related to smoking, diet, problematic use of alcohol and physical exercise). Both forms of 
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preventive work are highly significant in relation to GP external orientation (respectively B= 
.171; B= .190 with p < .001). This confirms hypothesis 9, which stated that “GPs community 
orientation is higher when they practice preventive care than when they do not practice 
preventive care”. 

For the two interdisciplinary collaboration variables, GPs indicated whether they met 
face-to-face with professionals (for instance other GPs, practice nurses, etc.) and whether they 
regularly ask advice from other medical specialists (such as paediatricians, internists, etc.) 
and how often this occurs (seldom, never, every 1-3 months or more than once a month). The 
analysis shows that both meeting with professionals and asking advice from specialists are 
positively related to GPs external orientation (respectively B= .051; B=.053; p < .001). This 
confirms hypothesis 10: “GPs community orientation is higher when they make use of 
interdisciplinary resources than if they do not make use of interdisciplinary resources”.  

For  the urbanity variable, GPs were asked to characterise the practice where they 
were currently working as a big (inner) city, suburb, (small) town, mixed urban-rural area or 
rural area. Analysis shows that working as a GP in a mixed urban-rural area (B= .172; p < 
.05) or rural area (B= .411; p < .001) differs significantly from working as a GP in a big 
(inner) city. Practicing in more a rural areas increases the chance of a higher degree of GP 
external orientation as rurality increases. Working in a (small) town or suburb does not differ 
significantly from working in a big (inner) city (respectively B= -.021; B=.172; p > .05).  This 
analysis confirms hypothesis 11, stating that “GPs community orientation is higher for GPs in 
rural areas, as opposed to urban areas”. 
 Lastly, the proportion of socially disadvantaged and ethnic minority patients was 
measured using GPs perception of their patient population. GPs could indicate whether they 
perceived their patient population as below average, average or above average regarding 
socially disadvantaged and ethnic minority patients. An average perceived proportion was 
taken as the reference group. 

The proportion of socially disadvantaged and GPs perception of either below or above 
average proportions of socially disadvantaged patients did not have a significant relationship 
with GP external orientation (respectively B= .024; B= .035 with p > .05), refuting hypothesis 
12a, which stated that “GPs community orientation is higher in areas with a higher percentage 
of socially disadvantaged patients than GPs community orientation in areas with a lower 
percentage of socially disadvantaged patients”. 

Hypothesis 12b, which stated that “GPs community orientation is higher in areas with 
a higher percentage of ethnic minority patients than GPs community orientation in areas with 
a lower percentage of ethnic minority patients”, is partly confirmed: there is no relationship 
with external orientation when GPs perceive an above average proportion of ethnic minority 
patients (B=.069; p < .05), but there is a negative relationship with GPs external orientation 
when GPs perceive a below average ethnic minority proportion of their patient population 
(B= -.145; p < .05).  

From the practice level variables, type of employment, payment system, using medical 
records to generate health records, receiving a financial incentive for preventive work, GP 
perception on proportion of socially disadvantaged and (partly) ethnic minority patients do 
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not have a significant relationship with GPs external orientation. Hypotheses 6, 7, 8, 12a and 
(partly) 12b are thus refuted. 

Model 5, with all GP- and practice variables added, is a significant improvement over 
model 0 with a change of -1389.44 in -2LL, with 22 degrees of freedom (p < .001). The ICC 
has increased from ICC = .101 to ICC = .112, indicating that the variance at country level has 
increased while the variance at practice level has decreased by adding GP- and practice level 
variables. 

4.3.1. Summary of GP- and practice level results 
 
GPs who have other paid activities next to working as a GP, practice preventive care, 
collaborate with other professionals and who practice in a more rural area are significantly 
more externally oriented than their colleagues who do not. Additionally, if GPs perceive the 
proportion of ethnic minority patients as below average are significantly less externally 
oriented. 

GP gender and age, type of payment system and employment, using medical records, 
receiving financial incentives for preventive practice, practicing in a more urban area, GPs 
perception of proportion of socially disadvantaged patients and (partly) GPs perception of 
proportion of ethnic minority patients and working in shared accommodation do not have a 
significant  relationship with external orientation.  

4.3 The relationship of country characteristics with external orientation 

 
In this results section, all country variables are added to the complete practice- and GP-level 
model (M5). The GP- and practice level variables will not be displayed in models 6-10, 
however their effects are included in the models.  

Each country level model can contain only up to three  independent country-level 
variables, because of the general rule of thumb in multilevel analysis that every analysis 
needs at least ten times more units of analysis than variables (Leyland & Groenewegen, 
2017). Therefore, independent country variables are removed from analysis each time before 
entering new independent country variables in the next model, except for GDP, which is a 
control variable. Each new model is compared to the baseline model with only GP- and 
practice level variables, model 5.  
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Table 9a: Multilevel regression results of the interrelation between GP-, GP practice- and 
country characteristics and GP external orientation, including all GP- and practice level 
variables  

 M6 M7 M8
 

B (SE) B (SE) B (SE)  
 

y = external orientation 
Fixed coefficients  
constant 8.129(.236)*** 8.383(.272)*** 8.067(.312)*** 
level: country 
GDP .000(.000) -.000(.000) .000(.000) 
type of HC system (ref = NHS)  
- SHI -.128(.283)  
- TRANS -.558(.285)* 
political composition .003(.015) 
patient list system 
strength of primary care 
 
Random coefficients 
level: country  
variance .464(.118)** .414(.106)** .423(.114)** 
level: practice 
variance 3.734(.063)*** 3.734(.063)*** 3.773(.066)*** 
total variance 4.198 4.148 4.196 
 
N: country 34 34 31 
N: practice 7162 7162 6542 
 
ICC  .111 .111 .101 
-2*loglikelihood 29869.77 29866.10 27347.39 
change in -2LL(df) M5: -0.25(1) M6: -3.67(2) M6: -2522.38(1)*** 

 
note: all models in this table include all GP and practice characteristics 
*** p < 0.001; ** p < 0,05 * p < 0,1 
 
In model 6, the variable GDP is added. GDP is measured in dollars (x million) per country. 
The analysis shows that countries’ gross domestic product does not have a significant 
relationship with GPs external orientation (B= .000; p > .1), thereby refuting hypothesis 5, 
which stated that “GPs community orientation is higher in countries with lower gross 
domestic product than in countries with higher gross domestic product”. 

The practice- and country variances are however significant with var(u ) = .464 and  0j  
var(e ) = 3.734, showing a very slight decrease in country variance in comparison with  0ij  
model 5 (var(u ) = .468). This change is not significantly reflected in the ICC, which was  0j  
ICC = .112 in model 5 and becomes ICC = .111 is model 6. The model is no significant 
improvement to model 5 (change in -2LL = -0.23 with 1 df). 
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In model 7 type of healthcare system is added to model 6. Type of healthcare system 
consists of two dummy variables representing SHI and transitional systems, both with NHS 
systems as the reference category. The two dummies have no missing values; the country- 
and practice N remain the same as in model 5 and 6.  

Of the two healthcare system variables, only transitional systems show an influence 
on GPs external orientation (B= -.558; p < .1): it appears that GPs in transitional healthcare 
systems are less likely to be externally oriented than GPs in national health systems. This 
result can also be seen when looking at figure 4. GPs in social health insurance systems do 
not differ significantly from GPs in national health system in the QUALICOPC dataset. This 
partly confirms and refutes hypothesis 2, which stated that “GPs community orientation is 
higher in NHS systems than GPs community orientation in SHI or transitional healthcare 
systems”. The hypothesis is refuted in the sense that GPs in NHS systems do not seem to be 
more externally oriented than GPs in SHI systems. However, it is partly confirmed because 
GPs in transitional healthcare system do indeed seem to be significantly less externally 
oriented than GPs in NHS systems  
The country variance in model 7 drops to var(u ) = .414, which reflects the fact that  0j  
countries have only one type of healthcare system; the variable can thus not vary within 
countries. This is however not reflected in the ICC, which maintains to be ICC = .111.  

Political composition is added to model 8, after removing the type of healthcare 
system dummies. Political composition was measured using the weighted number of years 
left-wing parties were in power in the period 1960-2014, per country. The variable has 
missing values for FYR Macedonia, Switzerland and Turkey; values on political composition 
were missing from the Comparative Political Data Set III 1990-2010 that has been used to 
operationalise this variable. Country N for this model therefore decreases to N = 31, and 
practice N = 5489.  

 Political composition does not seem to have a significant relationship with GPs 
external orientation (B=.003; p > .1), which refutes hypothesis 4, which stated that “GPs 
community orientation is higher in countries with a longer history of left-wing parties in 
government than in countries with a longer history of centre- or right wing parties in 
government”.  

Adding political composition to the model is however a significant improvement on 
model 5, with -2LL = - 2522.38 (1 df). A lowered ICC of .101 reflects that countries only 
have one political system and thus cannot vary within themselves.  
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Table 9b: Multilevel regression results of the interrelation between GP-, GP practice- and 
country characteristics and GP external orientation, including all GP- and practice level 
variables  
 

 M8 M9 M10
 

B (SE) B(SE) B (SE)  
 

y = external orientation 
Fixed coefficients  
constant 8.067(.312)*** 7.780(.299)*** 6.272(1.633)*** 
level: country 
GDP .000(.000) .000(.000) 000(.000) 
type of HC system (ref = NHS_  
- SHI 
- TRANS 
political composition .003(.015) 
patient list system .466(.252)* 
strength of primary care .854(.742) 
 
Random coefficients 
level: country  
variance .423(.114)** .418(.107)** .445(.113)** 
level: practice  
variance 3.773(.066)*** 3.734(.063)*** 3.734(.063)*** 
total variance 4.196 4.152 4.179 
 
N: country 31 34 34  
N: practice 6542 7162 7162 
 
ICC  .101 .112 .106 
-2*loglikelihood 27347.39 29866.51 29868.48 
change in -2LL(df) M6: -2522.38(1)*** M6: 3.26(1) M6: 1.29(1) 

 
note: all models in this table include all GP and practice characteristics 
*** p < 0.001; ** p < 0,05 * p < 0,1 
 
In model 9 political composition is removed and the variable about patient list systems is 
added. It is a dummy variable which only two values, which indicate whether countries have 
a patient list system or not. It has no missing values, so the country- and practice level N’s are 
N = 34 and N = 6020, like in model 5, 6 and 7.  

 Maintaining a patient list system is significantly related to GPs external orientation 
(B= .466; p < .05), confirming hypothesis 3, which stated that “GPs community orientation is 
higher in countries where patient list systems are obligatory than in countries where patient 
list systems are not obligatory”. This is reflected in the reduction in -2LL (-3.26 with 1 df), 
which shows model 9 is a significant improvement on model 5. 

Finally, in model 10 patient list systems are removed from analysis and strength of 
primary care structure is added. This variable was measured on a scale of  1 - 3 for which a 
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score of 1 means low primary care orientation and a score of 3 means high primary care 
orientation. This variable has no missing values, so the country- and practice N remain the 
same as in model 9.  

Strength of primary care structure does not seem to have a significant relationship 
with whether or not GPs are externally oriented (B= .854; p > .1), refuting hypothesis 1, 
which stated that “GPs community orientation is stronger in countries with stronger primary 
care structures, than in countries with weaker primary care”. This is reflected in the 
non-significant reduction in -2LL (-1,29 with 1 df), which indicates that model 10 is no 
significant improvement on model 5.  

4.4.1 Summary of country level results 

 
Patient list systems and transitional healthcare system have a significant relationship with GPs 
external orientation. Having an nationally enforced patient list system for GPs is positively 
related to GPs external orientation for GPs in the QUALICOPC dataset, and GPs in 
transitional systems are significantly less externally oriented than GPs in NHS systems, but 
GPs in SHI do not differ significantly from GPs in NHS system, as was expected.  

Countries’ gross domestic product, social insurance healthcare systems, political 
composition and strength of primary care do not have a significant relationship with GPs 
external orientation.  

5 Conclusion and discussion 

Overall, country level analysis reveals that the full model explains around 6% of the variance 
on the GP- and practice level and around 5% from the variance on the country level. This 
means a lot of variance goes unexplained. Throughout this chapter, recommendations for 
future research are done, that may increase the amount of explained variance in future 
analyses. 
 
Dependent variable external orientation 
GPs community orientation was measured using ‘external orientation’ as a proxy. This is not 
ideal, since being externally oriented does not automatically means that GPs are community 
oriented as well.  

It is advised that future research into COPC measures community oriented behaviour, 
in order to objectively measure GPs community orientation.  

 
Distribution of GP external orientation 
Findings on the distribution of GPs external orientation show that the (formerly communist) 
countries with transitional healthcare systems tend to score relatively low on GPs community 
orientation (except for Slovenia), in comparison with the other countries in the dataset. This 
finding is supported by the country level multilevel regression analysis, which shows that 
countries with transitional healthcare systems are less likely than countries with NHS systems 
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to have externally oriented GPs. This might be due to the fact that these countries are in 
transition from former Soviet healthcare systems to national health- or social health insurance 
systems.  

The fact that Slovenia does well in comparison with the other formerly communist 
countries, is supported by the ‘Health care systems in transition’ rapport about Slovenia, 
which states that “Slovenia passed through the critical years of transition with a remarkable 
degree of success in comparison with many other transition economies” (European 
Observatory on Health Care Systems, 2002: p.68). The European Observatory (2002) 
attributes this to the facts that Slovenia made a quick, effective shifts towards compulsory 
insurance, and voluntary insurance was purchased by a greater share of the population than 
expected initially. This created additional funds for health care in the early 1990s, which 
allowed Slovenia to succeed.  

Another interesting finding regarding the distribution of GP external orientation is that 
the Scandinavian countries score very dissimilar. Most notable is that whereas Norway scores 
very high on GP external orientation (2nd place), Finland and Sweden are in the top seven 
lowest scoring countries (25th and 28th place). This is most likely due to the fact local 
authorities in Norway “provide information on health and encourage activities in the 
community to promote public health and individual health and well-being” (European 
Observatory on Health Care Systems, 2006b: p. 93). Community orientation projects are thus 
likely to be more salient to Norwegian doctors than to Finnish or Swedish doctors, possibly 
increasing their community orientation. 

Overall findings on the distribution of external orientation differ from findings of 
Pavlič et al. (2015), who used the same three questions from the QUALICOPC dataset as a 
scale for community orientation. They found that Norway, Turkey, Greece, Italy and the 
Netherlands have the highest composite scores of community orientation, and Cyprus, 
Estonia, Hungary, Germany and Latvia have the lowest, whereas this paper found a different 
ranking of top five countries (the Netherlands, Norway, Turkey, Greece and Italy) and two 
different countries in the bottom five (Estonia, Cyprus, Luxembourg, Hungary and Portugal). 
These differences are likely the result of the use of different version of the dataset. Pavlič et 
al. (2015) have used version 4.1 of the QUALICOPC GP dataset, whereas this paper makes 
use of version 5.1.  

 
The relationship of GP characteristics with GP community orientation 
Analysis of GP characteristics shows that having other paid activities next to having a job as a 
GP does not, as hypothesized, lead to less community orientation. Rather, the relationship 
seems to be the other way around: GPs who have other paid activities next to their job as a 
GP are actually more community oriented than GPs who do not have other paid activities. 
This might be due to the types of ‘other paid activities’ which were included in the 
QUALICOPC questionnaire: being a private physician, working in a residential setting, as a 
company doctor or giving medical education. It is possible that because of working with 
different subcommunities of patients or students, GP participation in different 
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subcommunities is increased, which adds to their overall community participation and 
therefore increases GPs community orientation.  

GP gender and age do not have a relationship with community orientation. However, 
gender did seem to have a relationship with external orientation in models 2 to 4, before 
urbanity and proportion of socially disadvantaged and ethnic minority patients were added to 
the model. This may indicate a slight negative relationship with external orientation for 
female GPs, which might be interesting for further research.  

  
The relationship of practice characteristics with GPs community orientation 
Strictly speaking, countries are no completely independent observations. First of all, 31 of the 
countries in the QUALICOPC dataset are nested within the European Union, which means 
they are influenced by EU vision and supranational policy in a greater sense, while Australia, 
Canada and New Zealand are not.  

Secondly, countries who are near to each other may be of influence to each others 
health care policy because of copying behaviour. It is advised that future research controls for 
spatial autocorrelations, to account for similarities due to geographical nearness.  

Lastly, countries differ in their primary care structure. In some countries, GPs are not 
the only health care professionals who offer primary care. This may affect generalizability of 
this paper’s results for those countries. 

Preventive care is positively related to GPs external orientation as was expected. 
However, statistical analysis cannot indicate causal relationships. Therefore, it may be the 
case that the relationship between preventive care and external orientation is significant 
because externally orientation influences preventive practice, instead of the other way around, 
as hypothesized. 

It is advised that future research explores the relationship between preventive practice 
and community orientation further by measuring whether GPs take part in community 
oriented preventive projects, instead of performing preventive operations (such as measuring 
blood pressure and cholesterol) and giving preventive education, as the concept of ‘preventive 
practice’ was measured in this paper.  

Furthermore, the practice level finding that practicing in rural areas has a significant 
relationship with GPs external orientation makes intuitive sense: in rural areas communities 
are smaller and therefore GPs are more likely to know members of (sub)communities and 
have a comprehensive idea of community (health) problems. Additionally, the sense of 
community and social cohesion in rural areas is greater than in urban areas, which might 
make it easier for GPs to implement community oriented projects if they wish to do so. 

Furthermore, interdisciplinary collaboration is positively related to GPs external 
orientation. This might be due to the fact that interdisciplinary collaboration necessarily 
increases GPs scope of knowledge and sense of community. One could easily imagine that 
GPs, by collaborating with other professionals, gain information (medical as well as 
information about communities) which they would otherwise not have, and visit (health) 
facilities which they would otherwise not have visited, increasing their sensitivity to 
communities.  
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Furthermore, findings indicate that if GPs perceive the proportion of ethnic minority 
patients to be below average, they are less externally oriented. This might be due to less 
feelings of need to be very aware of (sub)communities if communities are perceived as 
relatively homogeneous. 

Additionally, payment and employment systems, using medical records to generate 
community health records, receiving financial incentives for preventive care, perceived 
proportion of socially disadvantaged patient population and working in shared 
accommodation do not seem to have a significant relationship with GPs external orientation. 
This may be due to how concepts are operationalized in this research. For instance: 
proportion of socially disadvantaged and ethnic minority patients have been measured as 
perceived by GPs. This might have given a distorted image of actual numbers of socially 
disadvantaged and ethnic minority patients, since it has been indicated by previous research 
that these groups have lower access to healthcare (see, for instance: Kirby & Kaneda, 2005; 
Nielsen & Krasnik, 2010), and are therefore less likely to visit a GP practice and be visible to 
GPs. 

Lastly, it is advised that future research into COPC includes variables about the 
amount of hours that GPs work and GP community training. Amount of working hours may, 
for instance, influence community orientation in the sense that GPs who are overwhelmed by 
work simply have no time to set up community oriented projects. GP community training is 
expected to have a positive relationship with community orientation, because if GPs receive 
training they are more equipped to practice COPC. 

 
The relationship of country characteristics with GPs community orientation 

Using a patient list system has a strong relationship with GPs community orientation. 
This is most likely due to the fact that having a patient list system helps GPs to define their 
practice community. However, patient list systems are no perfect measure of ‘patient 
community’ since not all community members are registered with a GP office (in their 
neighbourhood). Nevertheless, using a patient list system seems to set a condition for GPs 
community orientation. 

The other significant country level relationship with GPs external orientation - 
transitional healthcare systems - may be associated with the former Soviet healthcare systems 
still being in development towards becoming a social insurance or national health system, as 
mentioned in the discussion of distribution results. 

Political composition, GDP and primary care structure did not have a significant 
relationship with GPs external orientation. In the case of political composition, this contrasts 
previous findings (see, for instance Tenbensel, Eagle & Aston, 2012) and may be due to the 
fact that there was no data regarding political composition was missing for three countries in 
the dataset, or the fact that political ‘left’ and ‘right’ do not exactly refer to the same concepts 
across countries.  
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6 Advice for policymakers 

6.1 Stakeholder analysis 
In order to come to policy advice for the advancement of community oriented primary care, it 
must first be known which stakeholders have a say or interest in community oriented primary 
care (policy).  

In previous chapters the World Health Organisation (WHO), European Commission 
and European Forum for Primary Care (EFPC) have been mentioned as the most important 
stakeholding actors regarding community oriented primary care. Additional stakeholders 
regarding COPC policy consist of the worldwide scientific community, national governments, 
primary care professionals and patient(s) (communities). All stakeholders are discussed 
below. A comprehensive stakeholder overview can be found in Appendix D.  
 
World Health Organisation 
The WHO is a subsidiary of the United Nations, comprised of member states of the United 
Nations. It is financed by contributions from member states and outside donors (WHO, 2012). 
Its main task is to direct and coordinate international health within the United Nations system 
(WHO, 2017b).  

The organisation has the legal power to negotiate agreements, conventions and 
regulations, but rarely uses this ‘hard’ form of power. Instead, it principally displays its 
normative authority through the exercise of ‘soft’ power in the form of constitutionally 
authorized recommendations, influencing global rules and norms and monitoring compliance 
(Gostin, Sridhar & Hougendobler, 2015). 

The WHO is positively interested in COPC, as it has expressed itself in favour of 
community oriented ‘people-centred’ care in the 2008 World Health Report (WHO, 2008), 
and lays emphasis on the importance of community based health services and community 
health interventions for universal health coverage in its 2013 World Health Report (WHO, 
2013).  
 
European Commision: Directorate General Santé 
The European Commission (Directorate General Santé) is a subsidiary of the European 
Commission, and depends on national governments and healthcare professionals to execute 
policy. Its tasks are proposing legislation, implementing decisions, maintaining EU treaties 
and managing everyday business of the European Union (Europa.eu, 2007). The Directorate 
General Santé is responsible for  (monitoring the implementation of) European policy on food 
safety and health (European Commission, n.d.), but has no formal power of influence on 
national governments. It does have, however, informal power of influence on national 
governments’ health policy through the facilitation of meetings between Ministers of Health.  

The European Commission has a possible interest in COPC, as it has expressed 
several objectives which COPC could possibly help realize (appendix D), such as ‘cost 
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effective disease prevention’ and ‘effective, accessible and resilient healthcare systems’. 
Additionally, the European Commission has been advised to implement incentives for COPC 
by members of the scientific community (Kringos et al., 2015).  
 
European Forum for Primary Care 
The European Forum for Primary Care’s Alliance for Community Oriented Primary Care 
services (ACOPCs) is a working group founded with the goal of stimulating the advocacy for 
and development of new national and regional associations of COPC services in Europe 
(EFPC, 2017a) and is thus per definition a positively oriented stakeholder regarding COPC 
developments. It is funded by EFPC’s institutional and individual members (EFPC, 2017b.). 
 
Scientific community 
The scientific community is predominantly positive towards COPC, although this orientation 
is based on still a relatively small amount of research evidence on the benefit of the method. 
Recommendations have been given to implement European incentives for the method (see, 
for instance: Kringos et al., 2015) and commissions such as the EFPC’s ACOPCs have been 
founded by members of the scientific commision with the aim to promote COPC.  
 
National governments 
National governments are stakeholders of COPC in the sense that they have expressed 
favourable interest in ‘people-centred’, community based care when they signed the WHO’s 
declaration of Alma Ata in 1978. COPC could help strengthen their respective primary care 
systems, if they choose to implement it.  
 
Primary care professionals and patient(s) (communities) 
The descriptive results of this paper show how community orientation is distributed over 
(mostly European) GPs. However, it is not known what patients think of COPC. 

Professionals and patient(s) communities are affected by COPC policy, as it alters 
their daily jobs and lives. Primary care professionals are required to alter their working 
methods and patients are expected to participate actively in local healthcare and prevention 
projects. 

6.2 Substantive complexity 
Substantive complexity “occurs when actors involved in policy making, policy 
implementation, or public service delivery experience difficulties in understanding the nature 
of the problem. Also, uncertainty or disagreement on the status of information, expertise, and 
evidence may make it hard to grasp what the problem is about” (Klijn & Koppenjan, 2015: p. 
40). This form of complexity may arise in governance networks because different 
stakeholders have different perceptions of policy problems or concepts. Therefore, they 
interpret available information differently, which may lead to substantive uncertainty, which 
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in turn slows down the process towards a desired state of aligned perceptions (Koppenjan & 
Klijn, 2004). 

Substantive complexity is relevant to COPC because there is disagreement of the 
effectiveness of community oriented practice on population health within the scientific 
community. Most scientific research considers community orientation one of the key features 
of good primary health care (see, for instance: Frenk, 2009; Gillam, 2008; Pavlič et al., 2015; 
Starfield, 1998), whereas some researchers argue that there is no evidence for effectiveness of 
COPC strategies (see, for instance: Gavagan, 2008; Williams, 2004).  

To prevent COPC from being subject to a scientific knowledge conflict, it is advised 
that multi-organisational, international scientific research into COPC is commissioned by the 
WHO and Directorate General Santé, as they are objective bodies with regard to the scientific 
debate on COPC. Furthermore, it is advised that research is carried out by researchers from 
multi-organisational and -national backgrounds, to prevent one specific ‘side’ (either 
researchers who are convinced COPC is effective or researchers who believe there is no 
evidence for effectiveness) from prevailing over the other.  
 

Policy recommendation 1: It is advised the WHO and Directorate General Santé fund  
multi-organisational, international  research into COPC, focusing on the benefits for  
communities served 

 
Furthermore, substantive complexity is relevant to COPC policy because different 
stakeholders denominate community directed forms of primary care in different terms: the 
scientific community prefers to speak of community oriented primary care or COPC, whereas 
the World Health Organisation speaks about ‘people-centred’ care. At first glance, these two 
concepts seem hard to discern from one another. However, while both concepts emphasise a 
central role for communities in healthcare development processes, the two concepts differ 
distinctly in the sense that people-centred care is a conceptual framework whereas COPC is 
an applied method. ‘People-centred care’ may be seen as an umbrella term which encloses 
COPC as a practical method, through which people-centred healthcare can be realized. 

Nevertheless, stakeholders will have to come to a joint consensus about the 
terminology of community oriented healthcare concepts themselves in order to arrive at an 
effective COPC policy and implementation strategy. Therefore, it is advised they confer about 
their respective perceptions. 

 
Policy recommendation 2: Representatives of the WHO, Directorate General Santé,
scientific community, ACOPCs, national governments and professional GP  
associations are advised to confer with each other about their perceptions on COPC  
and reflect on their own perceptions to identify overlaps, compatibilities and joint  
interests, in order to arrive at a joint consensus on the concept of community oriented  
care 
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It has to be taken into account, however, that the European Commission has the most 
influence in debates with these stakeholders, since they have power of influence over national 
governments through the facilitation of meetings with national Ministers of Health. This 
asymmetry of perceived power can be curbed through emphasizing goal intertwinement 
(Klijn & Koppenjan, 2015: chapter 6). All stakeholders aim to promote community health; 
there is thus no reason to expect stakeholders to have different goals, however they might 
define them differently. This is expected to facilitate some form of trust between 
stakeholders. 

 
Policy recommendations based on results of multilevel analysis 
Multilevel analysis has indicated that, at a country level, having a patient list system has a 
positive relationship with community orientation and transitional healthcare systems have a 
negative relationship with GPs community orientation. Since countries with transitional 
healthcare systems are already in the process of transforming themselves into national health- 
or social insurance systems, there will be no policy advice given regarding health systems. 

Regarding patient list systems, previous advice has already been given by De 
Maeseneer and Derese (1998: p. 50), who argued that “the introduction of a patient list in all 
European countries by the year 2000 is an essential condition for the further development of a 
community oriented general practice.”. This paper adds policy advice on the question as to 
how patient list systems could be introduced nationally: it is argued the Directorate General 
Santé can use its informal power of influence to try and convince national governments to 
implement a nationally enforced patient list system. Furthermore, the WHO can exercise its 
‘soft’ power of constitutionally authorized recommendations to strengthen the 
recommendations of the Directorate General Santé.  
 

Policy recommendation 3: The Directorate General Santé and WHO are advised to  
jointly recommend national  governments to work towards implementing a nationally  
enforced patient list system. It is advised they use the Directorate General Santé’s  
informal power of influence to facilitate an assembly of Ministers of Health, to  
address the importance of patient list systems for community oriented practice 

 
Regarding GP- and practice level results, this paper findings are that having other paid 
activities next to having a job as a GP, preventive practice, interdisciplinary collaboration, 
urbanity and GPs perception of ethnic minority patient proportion are related to GPs 
community orientation. Since this research cannot conclude exactly why urbanity, having 
other paid activities and GPs perception of ethnic minority patient proportion are related to 
GPs community orientation, policy advice will focus on preventive practice and 
interdisciplinary collaboration. 

It is advised that national professional GP associations from different countries 
organise themselves in an international union, led by one coordinating, international, 
professional GP association such as the Royal College of General Practitioners or the 
European Union of General Practitioners. Together, professional GP organisations may try to 
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devise a joint strategy to approach other professional organizations, in order to facilitate 
interdisciplinary collaboration between GPs and other health professionals.  

Additionally, the same network of international professional GP organisations is 
advised to confer about a strategy to implement more preventive care (projects) into regular 
practice. For both interdisciplinary collaboration and preventive care (projects) it is 
recommended that the union as a whole tries to align perceptions within itself on what is 
desirable, before they spread out in smaller working groups to confer about what might (not) 
be effective in their respective health systems.  
 

Policy recommendation 4: National professional GP organisations are advised to  
organise themselves into an international union. Representatives of all members from  
this union are advised to confer about strategies to facilitate interdisciplinary  
collaboration and preventive care (projects), before smaller working groups are put  
into place to confer about what might (not) be effective in national health systems. 

 

  

 
 51 



7 Literature 

 
Abramson, J. H., & Kark, S. L. (1983). Community oriented primary care: meaning and 

scope. Community oriented primary care: New directions for health services delivery, 21-59. 
Abramson, J. H. (1988). Community-oriented primary care--strategy, approaches, and  

practice: a review. Public health reviews, 16(1-2), 35. 
Allen, S. M. (1994). Gender differences in spousal caregiving and unmet need for care.  

Journal of Gerontology, 49(4), S187-S195. 
Ansari, Z., Barbetti, T., Carson, N. J., Auckland, M. J., & Cicuttini, F. (2003). The Victorian  

ambulatory care sensitive conditions study: rural and urban perspectives. Sozial-Und  
Präventivmedizin/Social and Preventive Medicine, 48(1), 33-43.  

Armingeon KC, R, Knöpfel L, Weisstanner D, et al. Comparative Political Data Set III  
1990–2011. In: Institute of Political Science UoB, editor. Berne; 2013. Retrieved from 
http://www.cpds-data.org/index.php/data 

Bailey, R. N. (1995). Community-oriented primary care programs. Journal of the American  
Optometric Association, 66(10), 631-633. 

Bartley, S. J., Blanton, P. W., & Gilliard, J. L. (2005). Husbands and wives in dual-earner  
marriages: Decision-making, gender role attitudes, division of household labor, and  
equity. Marriage & Family Review, 37(4), 69-94. 

Betancourt, J. R., Green, A. R., Carrillo, J. E., & Owusu Ananeh-Firempong, I. I. (2016). Defining  
cultural competence: a practical framework for addressing racial/ethnic disparities in health  
and health care. Public health reports. 

Boerma, W. G. W. (2003). Profiles of general practice in Europe: an international study of  
variation in the tasks of general practitioners 

Boerma, W., Van der Zee, J., & Fleming, D. M. (1997). Service profiles of general  
practitioners in Europe. European GP Task Profile Study. Br J Gen Pract, 47(421),  
481-486. 

Bolton, S., Broadhead, P., Budd, J., Duckett, S., & Gifford, S. (1988). Who ‘needs’  
community health? Planning for equity in the distribution of scarce resources.  
Australian and New Zealand Journal of Public Health, 12(3), 256-263. 

Boudon, R. (1996). The cognitivist model ‘a generalized rational-choice model’. Rationality  
and society, 8(2), 123-150. 

Brekke, K. R., Nuscheler, R., & Straume, O. R. (2007). Gatekeeping in health care. Journal  
of health economics, 26(1), 149-170. 

Brill, J. R., Ohly, S., & Stearns, M. A. (2002). Training Community-responsive Physicians.  
Academic Medicine, 77(7), 747. 

College of Physicians and Surgeons of British Columbia. (2014, September). Professional  
standards and guidelines: medical records. Retrieved from  
https://www.cpsbc.ca/files/pdf/PSG-Medical-Records.pdf 

Confédération Française Démocratique du Travail (CFDT). (2004). Dossier sur les systèmes  
de retraites en Europe. Retrieved from https://www.xn--cfdt-retraits-mhb.fr/ 
Dossier-sur-les-systèmes-de 

Connor, E., & Mullan, F. (Eds.). (1983). Community Oriented Primary Care: New  
Directions for Health Services   Delivery: Conference Proceedings. National  
Academies Press. 

 
 52 

http://www.cpds-data.org/index.php/data
https://www.cpsbc.ca/files/pdf/PSG-Medical-Records.pdf
https://www.xn--cfdt-retraits-mhb.fr/


Connors, K. M., Cashman, S. B., Seifer, S. D., & Unverzagt, M. (2003). Advancing the  
Healthy People 2010 objectives through community-based education: A Curriculum  
Planning Guide. San Francisco, CA: Community Campus Partnerships for Health.  

Crampton, P. (2005). The ownership elephant: ownership and community-organizational structure in  
primary care. The New Zealand Medical Journal (Online), 118(1222). 

Crampton, P., Davis, P., & Lay-Yee, R. (2005). Primary care teams: New Zealand's  
experience with community-governed non-profit primary care. Health Policy, 72(2),  
233-243. 

Crampton, P., Dowell, A., & Woodward, A. (2001). Third sector primary care for vulnerable  
populations. Social Science & Medicine, 53(11), 1491-1502. 

Deuschle, K. W. (1982). Community-oriented primary care: lessons learned in three decades.  
Journal of community health, 8(1), 13-22. 

Dobbie, A., Kelly, P., Sylvia, E., & Freeman, J. (2006). Evaluating family medicine residency  
COPC programs: meeting the challenge. FAMILY MEDICINE-KANSAS CITY-, 38(6),  
399.  

Europa.eu. (2007, June 23). [European Union Institutions and other Bodies]. Retrieved from  
https://web.archive.org/web/20070623104055/http://europa.eu/institutions/inst  
/comm/index_en.htm 

European Commission. (n.d.). Directorate General Health and Food Safety. Retrieved June  
17, 2017, from http://ec.europa.eu/info/departments/health-and-food-safety_en 

European Commission. (2013, February). Investing in Health: Commission Staff Working  
Document Social Investment Package [Brochure]. Retrieved from  
http://ec.europa.eu/health//sites/health/files/strategy/docs/swd_investing_in_health.pdf 

European Commission. (2016a). Eurostat: your key to European statistics [Dataset].  
Retrieved from http://data.euro.who.int/hfadb/ 

European Commission. (2016b). Management Plan 2017 Directorate General Health and  
Food Safety (SANTE). Retrieved from http://ec.europa.eu/info/sites/info/files/ 
file_import/management-plan-sante-2017_en_0.pdf 

European Forum for Primary Care (EFPC). (2017a). Alliance for Community Oriented  
Primary Care services (ACOPCs). Retrieved March 3, 2017, from http:// 
www.euprimarycare.org/alliance-community-oriented-primary-care-services-acopcs 

European Forum for Primary Care (EFPC). (2017b). Guiding principles with regard to partnerships,  
sponsorship and conflict of interest. Retrieved June 17, 2017, from  
http://www.euprimarycare.org/about/ 
guiding-principles-regard-partnerships-sponsorship-and-conflict-interest 

European Observatory on Health Care Systems. (2002). Health care systems in transition: Slovenia  
(Vol. 4 No. 3). Retrieved from http://apps.who.int/iris/bitstream/10665/107432/1/E76966.pdf 

European Observatory on Health Systems and Policies. (2006a). Australia HiT. Retrieved  
from http://www.euro.who.int/en/about-us/partners/observatory/publications/ 
health-system-reviews-hits/full-list-of-country-hits/australia-hit-2007 

European Observatory on Health Care Systems. (2006b). Health systems in transition: Norway (Vol.  
8 No. 1). Retrieved from http://www.hpi.sk/cdata/Documents/HIT/Norway_2006.pdf 

European Observatory on Health Systems and Policies. (2006c). The former Yugoslav  
Republic of Macedonia (Health system review). Retrieved from http://apps.who.int/ 
iris/bitstream/10665/107782/1/E89275.pdf 

European Observatory on Health Systems and Policies. (2011). Health System Profiles (HITs)  

 
 53 

http://data.euro.who.int/hfadb/
http://ec.europa.eu/info/departments/health-and-food-safety_en
http://ec.europa.eu/info/sites/info/files/
http://www.euro.who.int/en/about-us/partners/observatory/publications/
https://web.archive.org/web/20070623104055/http://europa.eu/institutions/inst
http://ec.europa.eu/health//sites/health/files/strategy/docs/swd_investing_in_health.pdf
http://www.euprimarycare.org/
http://www.euprimarycare.org/alliance-community-oriented-primary-care-services-acopcs
http://www.euprimarycare.org/about/guiding-principles-regard-partnerships-sponsorship-and-conflict-interest
http://www.euprimarycare.org/about/guiding-principles-regard-partnerships-sponsorship-and-conflict-interest


publications. Retrieved from http://www.euro.who.int/en/home/projects/observatory/ 
publications/health-system-profiles-hits 

European Observatory on Health Systems and Policies. (2017). The former Yugoslav Republic  
of Macedonia Health system review (Vol. 19 No. 3). Retrieved from  
http://www.euro.who.int/__data/assets/pdf_file/0006/338955/ 
Macedonia-HiT-web.pdf?ua=1 

EXPH (Expert panel on effective ways of investing in health). (2014, July 10). Report on  
Definition of a frame of reference in relation to primary care with a special emphasis  
on financing systems and referral systems [opinion]. Retrieved from http:// 
ec.europa.eu/health/expert_panel/sites/expertpanel/files/ 
004_definitionprimarycare_en.pdf 

Fisher, B., Neve, H., & Heritage, Z. (1999). Community development, user involvement, and  
primary health care. 

Frenk, J. (2009). Reinventing primary health care: the need for systems integration. The  
Lancet, 374(9684), 170-173. 

Frigola-Capell, E., Lieshout, J., Muñoz, M. A., Verdú-Rotellar, J., Orfila, F., Suñol, R., &  
Wensing, M. (2014). Community programmes for coronary heart disease in Spanish  
primary care. The International journal of health planning and management. 

Gauld, R. (n.d.). The New Zealand Health Care System. Retrieved April 12, 2017, from  
http://international.commonwealthfund.org/countries/new_zealand/ 

Gavagan, T. (2008). A systematic review of COPC: evidence for effectiveness. Journal of  
health care for the poor and underserved, 19(3), 963-980. 

Geiger, H. J. (1993). Community-oriented primary care: the legacy of Sidney Kark. American  
journal of public health, 83(7), 946-947. 

Geiger, H. J. (2002). Community-oriented primary care: a path to community  
development. American Journal   of Public Health, 92(11), 1713-1716. 

Gillam, S. (2008). Is the declaration of Alma Ata still relevant to primary health care?. BMJ:  
British Medical Journal, 336(7643), 536. 

Gillam, S., & Schamroth, A. (2002). The community-oriented primary care experience in the  
United Kingdom. American Journal of Public Health, 92(11), 1721-1725. 

Gofin, J., & Foz, G. (2008). Training and application of community-oriented primary care  
(COPC) through family medicine in Catalonia, Spain. Fam Med, 40(3), 196-202. 

Gostin, L. O., Sridhar, D., & Hougendobler, D. (2015). The normative authority of the World  
Health Organization. Public Health, 129(7), 854-863.  

Groenewegen, P. P. (1996). Het gedrag van hulpverleners en patiënten: toepassingen van de  
methode van de sociologische modelbouw. 

Groenewegen, P. P. (1994). The shadow of the future: institutional change in health care.  
Health Affairs, 13(5), 137. 

Groenewegen, P. P., Greß, S., & Schäfer, W. (2016). General practitioners’ participation in a  
large, multicountry combined general practitioner-patient survey: recruitment  
procedures and participation rate. International journal of family medicine, 2016. 

Hansen, J., Schäfer, W., Black, N., & Groenewegen, P. (2011). European priorities for research on  
health care organizations and service delivery. Journal of health services research & policy,  
16(suppl 2), 16-26. 

Health Innovation Network South London. (n.d.). What is person-centred care and why is it  
important? [pdf]. Retrieved from http://www.hin-southlondon.org/system/  

 
 54 

http://www.euro.who.int/en/home/projects/observatory/
http://ec.europa.eu/health/expert_panel/sites/expertpanel/files/004_definitionprimarycare_en.pdf
http://ec.europa.eu/health/expert_panel/sites/expertpanel/files/004_definitionprimarycare_en.pdf
http://international.commonwealthfund.org/countries/new_zealand/
http://www.euro.who.int/__data/assets/pdf_file/0006/338955/
http://ec.europa.eu/health/expert_panel/sites/expertpanel/files/004_definitionprimarycare_en.pdf
http://www.hin-southlondon.org/system/ckeditor_assets/attachments/41/what_is_person-centred_care_and_why_is_it_important.pdf


ckeditor_assets/attachments/41/  
what_is_person-centred_care_and_why_is_it_important.pdf 

Huish, R. L. (2008). Going where no doctor has gone before: The place of Cuba's Latin  
American School of Medicine in building health care capacity for Ecuador (Doctoral  
dissertation, Dept. of Geography-Simon Fraser University). 

Hart, J. T. (1971). The inverse care law. The Lancet, 297(7696), 405-412. 
Imbeau, L. M., Pétry, F., & Lamari, M. (2001). Left-right party ideology and government  

policies: A meta-analysis. European Journal of Political Research, 40(1), 1-29. 
International Monetary Fund. (2016). World Economic Outlook Database, October 2016  

[Table]. Retrieved April 6, 2017, from http://www.imf.org/external/pubs/ft/weo/2016/ 
02/weodata/weoselco.aspx?g=2001&sg=All+countries 

Irfaeya, M. (2006). The application of Community Oriented Primary Care (COPC) approach  
on assessing psychological stress among Arab migrant women in the city of  
Cologne/Germany (Doctoral dissertation, School of Public Health, University of  
Bielefeld, Germany). 

Jamieson, J., Snadden, D., Dobson, S., Frost, H., & Voyer, S. (2011). Health disparities,  
social accountability and post graduate medical education. Association of Faculties of  
Medicine of Canada (AFMC). 

Jeeves, A. (2000). Health, surveillance and community: South Africa's experiment with  
medical reform in the 1940s and 1950s. South African Historical Journal, 43(1),  
244-266. 

Jones, B. D. (1999). Bounded rationality. Annual review of political science, 2(1), 297-321. 
Jusot, F., Or, Z., & Sirven, N. (2012). Variations in preventive care utilisation in Europe.  

European Journal of Ageing, 9(1), 15-25. 
Kang, R. (2013). Hospital commitment to community orientation and its association with  

quality of care and patient experience. Journal of Healthcare Management, 58(4),  
277-289. 

Kark, S. L. (1982). Community oriented primary health care. Journal of the Royal  
College of General   Practitioners, 249. 

Kark, S. L., & Kark, E. (1983). An alternative strategy in community health care:  
community-oriented primary health care. Israel journal of medical sciences, 19(8),  
707-713. 

Kim, J. B., Lee, Y., Joo, E. K., & Chun, K. H. (2000). Community-oriented primary  
care: preparing physicians for the future in the United States. Korean Journal  
of Medical Education, 12(2), 329-341. 

Kinkel, H. F., Marcus, T., Bam, N., Hugo, J., & Memon, S. (2013). Community  
oriented primary care in   Tshwane District, South Africa: assessing the first  
phase of implementation: original research. African Journal of Primary Health  
Care and Family Medicine, 5(1), 1-9. 

Kirby, J. B., & Kaneda, T. (2005). Neighborhood socioeconomic disadvantage and access to health  
care. Journal of Health and Social Behavior, 46(1), 15-31. 

Klijn, E. H., & Koppenjan, J. (2015). Organizational structure networks in the public sector.  
Routledge. 

Koperski, M., & Rodnick, J. E. (1999). Recent developments in primary care in the United  
Kingdom. Journal of family practice, 48(2), 140-141. 

Koppenjan, J. F. M., & Klijn, E. H. (2004). Managing uncertainties in networks: a network  

 
 55 

http://www.imf.org/external/pubs/ft/weo/2016/02/
http://www.imf.org/external/pubs/ft/weo/2016/02/
http://www.hin-southlondon.org/system/ckeditor_assets/attachments/41/what_is_person-centred_care_and_why_is_it_important.pdf
http://www.hin-southlondon.org/system/ckeditor_assets/attachments/41/what_is_person-centred_care_and_why_is_it_important.pdf


approach to problem solving and decision making. Psychology Press. 
Kringos, D. S. (2012). The strength of primary care in Europe. Utrecht University. 
Kringos, D.S., Boerma, W. G., Hutchinson, A., & Saltman, R. B. (2015a). Building primary care in  

a changing Europe. D. S. Kringos (Ed.). World Health Organization, European  
Observatory on Health Systems and Policies. 

Kringos, D.S., Boerma, W. G., Hutchinson, A., & Saltman, R. B. (2015b). Building primary care in  
a changing Europe: case studies. D. S. Kringos (Ed.). World Health Organization, European  
Observatory on Health Systems and Policies. 

Kroneman, M. W., Van der Zee, J., & Groot, W. (2009). Income development of General  
Practitioners in eight European countries from 1975 to 2005. BMC Health Services  
Research, 9(1), 26. 

Lamarche, P. A., Beaulieu, M. D., Pineault, R., Contandriopoulos, A. P., Denis, J. L., &  
Haggerty, J. (2003). Choices for change: the path for restructuring primary healthcare  
services in Canada. Canadian Health Services Research Foundation, Ottawa Google  
Scholar. 

Lember, M., Cartier, T., Bourgueil, Y., Dedeu, T., Hutchinson, A., & Kringos, D. (2015).  
Structure and organization of primary care. 

Leyland, A.H. & Groenewegen, P.P. (2017). Health in Context: A Course in Multilevel Modelling for  
Public Health and Health Services Research. Unpublished manuscript. 

Longlett, S. K, Kruse, J. E, & Wesley, R. M. (2001a). Community-Oriented Primary Care:  
Critical Assessment and Implications for Resident Education. Journal of the  
American Board of Family Medicine, 14(2), 141-147. 

Longlett, S. K., Kruse, J. E., & Wesley, R. M. (2001b). Community-oriented primary  
care: historical perspective.   The Journal of the American Board of Family  
Practice, 14(1), 54-63. 

Losco, J., & Baker, R. (2008). Am Gov 2008. New York, United States of America:  
McGraw-Hill Humanities/Social Sciences/Languages. 

De Maeseneer, J. D., & Derese, A. (1998). Community-oriented primary care. 
Macinko, J., Starfield, B., & Shi, L. (2003). The contribution of primary care systems  

to health outcomes within   Organization for Economic Cooperation and  
Development (OECD) countries, 1970–1998. Health services research,  
38(3), 831-865. 

Marmot, M., Allen, J., Bell, R., Bloomer, E., & Goldblatt, P. (2012). WHO European review of  
social determinants of health and the health divide. The Lancet, 380(9846), 1011-1029. 

McCartney, M. (n.d.). General Practice in England and Australia – a comparison. Retrieved  
from http://www.gpinfo.co.uk/1.html 

Medical Board of Australia. (n.d.). Obligations on Medical Practitioners. Retrieved from  
http://www.medicalboard.gov.au/Registration/ 
Obligations-on-Medical-Practitioners.aspx 

Medical Council of New Zealand. (2008, August). The maintenance and retention of patient  
records. Retrieved from https://www.mcnz.org.nz/assets/News-and-Publications/ 
Statements/Maintenance-and-retention-of-records.pdf 

Meerding, W. J., Bonneux, L., Polder, J. J., Koopmanschap, M. A., & van der Maas, P. J.  
(1998). Demographic and epidemiological determinants of health care costs in  
Netherlands: cost of illness study. Bmj, 317(7151), 111-115. 

 
 56 

http://www.gpinfo.co.uk/1.html
http://www.medicalboard.gov.au/Registration/
https://www.mcnz.org.nz/assets/News-and-Publications/


Mehay, R. (2014, January). Community Orientation on 2 Sides of A4 [Leaflet]. Retrieved  
from http://iturl.nl/snv7a2m 

Merzel, C., & D’Afflitti, J. (2003). Reconsidering community-based health promotion:  
promise, performance, and potential. American journal of public health, 93(4),  
557-574. 

Mittelmark, M. B., Hunt, M. K., Heath, G. W., & Schmid, T. L. (1993). Realistic outcomes:  
lessons from community-based research and demonstration programs for the  
prevention of cardiovascular diseases. Journal of public health policy, 437-462. 

Montaner, I., Fernandes, S., Badia, M., Martinez, D., Aranda, B., Ruiz, F. & Gonzalez, F.  
(2016). 'El Carmel' community-orientation experience. International Journal of  
Integrated Care, 16(6). 

Mossialos, E., & Wenzl, M. (2016). 2015 International Profiles of Health Care Systems.  
Retrieved from http://www.commonwealthfund.org/~/media/files/publications/ 
fund-report/2016/jan/1857_mossialos_intl_profiles_2015_v7.pdf 

Muldoon, L., Dahrouge, S., Hogg, W., Geneau, R., Russell, G., & Shortt, M. (2010).  
Community orientation in primary care practices: Results from the Comparison of  
Models of Primary Health Care in Ontario Study. Canadian Family Physician, 56(7),  
676-683. 

Mullan, F., & Epstein, L. (2002). Community-oriented primary care: new relevance in  
a changing   world. American Journal of Public Health, 92(11), 1748-1755. 

Mullan, F., & Kalter, H. D. (1988). Population-based and community-oriented approaches to  
preventive health care. American journal of preventive medicine, 4(4 Suppl), 141. 

Nielsen, S. S., & Krasnik, A. (2010). Poorer self-perceived health among migrants and ethnic  
minorities versus the majority population in Europe: a systematic review. International  
journal of public health, 55(5), 357-371. 

Nutting, P. A. (1985). Community-oriented primary care: a promising innovation in primary  
care. Public Health Reports, 100(1), 3. 

OECD. (2007). OECD Health Data 2007 [Dataset]. Retrieved from  
http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT 

OECD. (2009). OECD Health Data 2009 [Dataset]. Retrieved from  
http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT 

Olson, R. P. (2006). Mental Health Systems Compared: Great Britain, Norway, Canada, and  
the United States. Charles C Thomas Publisher. 

Pathman, D. E., Steiner, B. D., Williams, E., & Riggins, T. (1998). The four community  
dimensions of primary care practice. Journal of Family Practice, 46(4), 293-304. 

Pavlič, D. R., Sever, M., Klemenc-Ketiš, Z., & Švab, I. (2015). Process quality indicators in  
family medicine: results of an international comparison. BMC family practice, 16(1),  
172. 

PHAMEU. (n.d.). Country information on Primary Care [Dataset]. Retrieved from  
https://www.nivel.nl/en/dossier/country-information-primary-care 

Pineault, R., Levesque, J. F., Roberge, D., Hamel, M., & Couture, A. (2008). Primary care  
services organisational models and the population’s care experience. Longueuil, QC:  
Charles-LeMoyne Hospital Research Centre. 

Putnam, R. D. (1995). Tuning in, tuning out: The strange disappearance of social capital in  
America. PS: Political science & politics, 28(04), 664-683. 

 
 57 

http://www.commonwealthfund.org/~/media/files/publications/
http://iturl.nl/snv7a2m
http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT
http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT


Putnam, R. D. (2001). Bowling alone: The collapse and revival of American community.  
Simon and Schuster 

Rechel, B., & McKee, M. (2009). Health reform in central and eastern Europe and the former  
Soviet Union. The Lancet, 374(9696), 1186-1195. 

Rechel, B., Richardson, E. & McKee, M. (2014). Trends in health systems in the former Soviet  
countries. World Health Organization, European Observatory on Health Systems and  
Policies. 

Rhyne, R., Cushman, S. B., & Kantrowitz, M. (1998). An introduction to community-oriented  
primary care. Community-oriented primary care: health care for the 21st century.  
Washington, DC: American Public Health Association, 1-15. 

Rosenthal, M. B., & Dudley, R. A. (2007). Pay-for-performance: will the latest payment trend  
improve care?. Jama, 297(7), 740-744. 

Rughani, A. (2010). Crammer’s Corner: Community orientation. InnovAIT, 3(4), 250-252.  
doi:10.1093/innovait/inq001 

Sallis, J., Bauman, A., & Pratt, M. (1998). Environmental and policy interventions to promote  
physical activity. American journal of preventive medicine, 15(4), 379-397. 

Sallis, J. F., McKenzie, T. L., Conway, T. L., Elder, J. P., Prochaska, J. J., Brown, M., ... &  
Alcaraz, J. E. (2003). Environmental interventions for eating and physical activity: a  
randomized controlled trial in middle schools. American journal of preventive  
medicine, 24(3), 209-217. 

Sampson, R. J. (1988). Local friendship ties and community attachment in mass society: A  
multilevel systemic model. American Sociological Review, 766-779. 

Scalvini, F., Spear, R., & Gautier, J. (2009). Cooperatives, and Social Enterprises:  
organizational structure and Normative Frameworks. B. Roelants (Ed.). CECOP. 

Schäfer, W. (2016). Primary care in 34 countries: perspectives of general practitioners and  
their patients (Doctoral dissertation, Utrecht University). 

Schäfer, W., Groenewegen, P. P., Hansen, J., & Black, N. (2011). Priorities for health services  
research in primary care. Quality in primary care,19(2), 77-83. 

Simon, H. A. (1957). Models of man; social and rational. 
Simon, H. A. (1972). Theories of bounded rationality. Decision and organization, 1(1),  

161-176. 
Simon, H. A. (2000). Bounded rationality in social science: Today and tomorrow. Mind &  

Society, 1(1), 25-39. 
Starfield, B. (2011). Challenges to primary care from co-and multi-morbidity. Primary health  

care research & development, 12(01), 1-2. 
Starfield, B. (1998). Primary care: balancing health needs, services, and technology. Oxford  

University Press, USA. 
Starfield, B., Chang, H. Y., Lemke, K. W., & Weiner, J. P. (2009). Ambulatory specialist use  

by non-hospitalized patients in US health plans: correlates and consequences. The  
Journal of ambulatory care management, 32(3), 216-225. 

Starfield, B., & Shi, L. (2002). Policy relevant determinants of health: an international perspective.  
Health Policy, 60(3), 201-218. 

Starfield, B., Shi, L., & Macinko, J. (2005). Contribution of primary care to health systems and  
health. Milbank quarterly, 83(3), 457-502. 

 
 58 



Steiner, B. D., Pathman, D. E., Jones, B., Williams, E. S., & Riggins, T. (1999).  
Primary care physicians'   training and their community involvement. FAMILY  
MEDICINE-KANSAS CITY-, 31, 257-262. 

Strelnick, A. H. (1999). Community-oriented primary care: the state of an art. Archives of  
family medicine, 8(6), 550. 

Tenbensel, T., Eagle, S., & Ashton, T. (2012). Comparing health policy agendas across eleven  
high income countries: islands of difference in a sea of similarity. Health Policy,  
106(1), 29-36. 

The World Bank. (2016b). Health expenditure, total (% of GDP). Retrieved April 11, 2017,  
from http://data.worldbank.org/indicator/SH.XPD.TOTL.ZS 

The World Bank (2016a). GDP (current US$). Retrieved April 11, 2017, from  
http://data.worldbank.org/indicator/NY.GDP.MKTP.CD 

Tollman, S. (1991). Community oriented primary care: origins, evolution, applications. Social  
science & medicine, 32(6), 633-642. 

Tollman, S. M. (1994). The Pholela Health Centre-the origins of community-oriented primary health 
care   (COPC). South African Medical Journal, 84(10), 653-658. 

Tollman, S. M., & Pick, W. M. (2002). Roots, shoots, but too little fruit: assessing the  
contribution of COPC in South Africa. American journal of public health, 92(11),  
1725-1728. 

Torrey, T. (n.d.). What does a patient advocate do? Retrieved March 20, 2017, from  
http://www.aphablog.com/2010/07/04/what-does-a-patient-advocate-do/ 

Town, R., Kane, R., Johnson, P., & Butler, M. (2005). Economic incentives and physicians’  
delivery of preventive care: a systematic review. American journal of preventive  
medicine, 28(2), 234-240. 

Utterback, S. (n.d.). What Is a Patient Advocate? - Definition & Training. Retrieved March  
20, 2017, from http://study.com/academy/lesson/  
what-is-a-patient-advocate-definition-training.html 

Williams, R. L. (2004). Motherhood, apple pie, and COPC. The Annals of Family Medicine,  
2(2), 100-102. 

World Health Organization (1978). Alma Ata Declaration. Geneva: World Health  
Organization. 

World Health Organisation. (2008). Primary Health Care: Now More Than Ever. Retrieved  
from http://www1.paho.org/hq/dmdocuments/2010/ 
PHC_The_World_Health_Report-2008.pdf 

World Health Organization. (2010). Environment and Health Risks: A Review of the Influence and  
Effects of Social Inequalities. 

World Health Organisation. (2012). Assessed Contributions payable by Member States and  
Associate Members – 2012–2013. Retrieved from http://www.who.int/about/ 
resources_planning/2012_2013_AC_summary.pdf 

World Health Organisation. (2013). Research for universal health coverage. Retrieved from  
http://apps.who.int/iris/bitstream/10665/85761/2/9789240690837_eng.pdf?ua=1 

World Health Organisation. (2016). European Health for all database (HFA-DB)  
WHO/Europe July 2016 [Dataset]. Retrieved from http://data.euro.who.int/hfadb/ 

World Health Organisation (2017a). Alphabetical List of WHO Member States. Retrieved  
March 23, 2017, from http://www.who.int/choice/demography/by_country/en/ 

 
 59 

http://www.aphablog.com/2010/07/04/what-does-a-patient-advocate-do/
http://data.worldbank.org/indicator/SH.XPD.TOTL.ZS
http://data.worldbank.org/indicator/NY.GDP.MKTP.CD
http://www1.paho.org/hq/dmdocuments/2010/PHC_The_World_Health_Report-2008.pdf
http://www1.paho.org/hq/dmdocuments/2010/PHC_The_World_Health_Report-2008.pdf
http://www.who.int/choice/demography/by_country/en/
http://www.who.int/about/
http://study.com/academy/lesson/


World Health Organisation. (2017b). Constitution of WHO: principles. Retrieved from  
http://www.who.int/about/mission/en/ 

World Health Organisation. (2017c). Out-of-pocket payments, user fees and catastrophic  
expenditure. Retrieved from http://www.who.int/health_financing/topics/ 
financial-protection/out-of-pocket-payments/en/ 

World Health Organisation: Western Pacific Region. (2017d). What is people-centred health  
care? Retrieved from http://www.wpro.who.int/health_services/ 
people_at_the_centre_of_care/definition/en/ 

World Health Organization & Unicef. (1978). Primary health care: a joint report. 
Wright, R. A. (1993). Community-oriented primary care: The cornerstone of health  

care   reform. Jama, 269(19), 2544-2547. 
van der Zee, J., Boerma, W. G. W., & Kroneman, M. W. (2004). Primary care around the world. 

 

  

 
 60 

http://www.who.int/health_financing/topics/financial-protection/
http://www.wpro.who.int/health_services/people_at_the_centre_of_care/
http://www.who.int/about/mission/en/
http://www.wpro.who.int/health_services/people_at_the_centre_of_care/
http://www.who.int/health_financing/topics/financial-protection/


Appendix A: Search strategy 
 
A systematic literature search was performed using google Scholar and the online databases 
Cochrane Library, BASE (Bielefeld Academic Search Engine), PubMed-, Sociological 
Abstract, and the Worldcat database . The databases were searched for papers which 
contained any of the searchterm in table 10. Some of the search terms were derived from 
Gavagan’s (2008) literature review, as well as the database Cochrane Library. Search terms 
and databases about COPC education were not adopted in the search strategy of this paper, as 
including a comprehensive review of COPC education goes beyond the scope of this research.  

The idea behind using search terms of Gavagan’s review is that all papers Gavagan 
used in his review should be found. Additionally, any new papers - that have been written 
after Gavagan’s review from 2008 - should come up as well.  

A search on the internet for ‘grey’ literature was conducted as well, with the 
searchterms ‘COPC’, ‘community oriented primary care’, ‘community orientation’ and 
‘community oriented’.  
 
Table 10: Search terms  

 
Community oriented primary care 
Community orientation 
COPC 
Kark (in combination with COPC, community orientation, community oriented, community oriented primary care) 

country (in combination with COPC, community orientation, community oriented,  community oriented primary care) 

country Europe (in combination with COPC, community orientation,  community oriented, community oriented primary 
care) 

Europe country comparison (in combination with COPC, community orientation, community oriented,  community 
oriented primary care) 

country comparison (in combination with COPC, community orientation,  community oriented, community oriented 
primary care) 

review (in combination with COPC, community oriented primary care) 

systematic review (in combination with COPC, community oriented primary care) 
community health* 
community  health planning*  
community health services*  
community  health centers*  

 
* results for these search terms had to have relevant content concerning COPC in order to be considered 
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Appendix B: Data tables 
 
Table 11: Type of healthcare system per country 
 

Country Type of healthcare system (2010) 

Australia NHS 

Austria SHI 

Belgium SHI 

Bulgaria TRANS 

Canada SHI 

Cyprus NHS 

Czech Republic TRANS 

Denmark NHS 

Estonia TRANS 

Finland NHS 

Germany SHI 

Greece NHS 

Hungary TRANS 

Iceland NHS 

Ireland NHS 

Italy NHS 

Latvia TRANS 

Lithuania TRANS 

Luxembourg SHI 

FYR Macedonia SHI 

Malta NHS 

Netherlands SHI 
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New Zealand NHS 

Norway NHS 

Poland TRANS 

Portugal NHS 

Romania TRANS 

Slovakia TRANS 

Slovenia TRANS 

Spain NHS 

Sweden NHS 

Switzerland SHI 

Turkey SHI 

United Kingdom 
(England only) NHS 

Source: European Observatory on Health Systems and Policies, 2006a; 2006c; 2011; Mossialos & Wenzl, 2016 
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Table 12: Left-wing dominance per country, 1960-2014 
 

Country Left-wing 
dominance in %* Country Left-wing 

dominance in %* 

Australia 40 Lithuania 15.5 

Austria 26.4 Luxembourg 11.8 

Belgium 35.9 FYR 
Macedonia - 

Bulgaria 10.9 Malta 3.6 

Canada 0 Netherlands 11.4 

Cyprus 8.2 New Zealand 16.4 

Czech Republic 11.4 Norway 18.6 

Denmark 11.4 Poland 12.7 

Estonia 8.6 Portugal 14.1 

Finland 12.7 Romania 12.3 

Germany 16.4 Slovakia 10.5 

Greece 21.4 Slovenia 12.3 

Hungary 18.2 Spain 18.2 

Iceland 6.4 Sweden 21.8 

Ireland 5.9 Switzerland 8.2 

Italy 8.2 Turkey - 

Latvia 9.6 United 
Kingdom  23.6 

* weighted by number of days government was in office 
source: Armingeon et al, Comparative Political Data Set III 1990-2010  
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Table 13: Patient list system, per country 
 

Country 
GP use of 
patient list 
system 

Country 
GP use of 
patient list 
system 

Australia N Lithuania Y 

Austria N Luxembourg N 

Belgium N FYR 
Macedonia Y 

Bulgaria Y Malta N 

Canada N Netherlands Y 

Cyprus N New Zealand Y* 

Czech Republic Y Norway Y 

Denmark Y Poland Y 

Estonia Y Portugal Y 

Finland Y Romania Y 

Germany N Slovakia Y 

Greece Y Slovenia Y 

Hungary Y Spain Y 

Iceland Y Sweden N 

Ireland N Switzerland N 

Italy Y Turkey Y 

Latvia Y 
United 
Kingdom 
(England only) 

Y 

Sources: Kringos et al, 2015a: chapter 3; College of Physicians and Surgeons of British Columbia, 2004; 
European Observatory on Health Systems and Policies, 2017; Gauld, n.d.; McCartney, n.d.; Medical Board of 
Australia, n.d.; Medical Council of New Zealand, 2008; Olson, 2006: chapter 4  
* In New Zealand having a patient list system is not mandatory, but it is a prerequisite for GPs to be eligible for 
government subsidies 
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Table 14: Economic resources in gross domestic product, per country 
 

Country GDP  x million 
($) in 2015 Country GDP x million 

($) in 2015 

Australia  1.339.140,53 Lithuania 41.170,73 

Austria  376.950,25 Luxembourg 57.793,61 

Belgium  455.085,73 FYR Macedonia 10.086,02 

Bulgaria  50.199,12 Malta 9.746,48 

Canada 1.550.536,52 Netherlands 750.283,91 

Cyprus  19.559,94 New Zealand 173.754,08 

Czech Republic  185.156,36 Norway 386.578,44 

Denmark  295.091,33 Poland 477.066,45 

Estonia 22.459,44 Portugal 198.923,26 

Finland 231.949,65 Romania 177.954,49 

Germany 3.363.446,82 Slovakia 87.263,62 

Greece 194.851,32 Slovenia 42.774,77 

Hungary 121.715,20 Spain 1.199.057,34 

Iceland 16.598,49 Sweden 495.623,70 

Ireland 283.703,22 Switzerland 670.789,93 

Italy 1.821.496,96 Turkey 717.879,79 

Latvia 27.002,83 United Kingdom 
(England only) 2.858.003,09 

sources: European Commission (2016a), The World Bank (2016a; 2016b), OECD (2007; 2009), World Health 
Organisation (2016) 
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Table 15: Strength of primary care structure, per country 
 

Country Strength of PC 
structure* Country Strength of PC 

structure* 

Australia 2.51 Lithuania 2.27 

Austria  2.22 Luxembourg 1.90 

Belgium  2.21 FYR 
Macedonia 2.37 

Bulgaria  2.14 Malta 2.12 

Canada 2.34 Netherlands 2.50 

Cyprus 1.91 New Zealand 2.36 

Czech Republic 2.14 Norway 2.27 

Denmark 2.38 Poland 2.12 

Estonia 2.29 Portugal 2.41 

Finland 2.31 Romania 2.31 

Germany 2.20 Slovakia 2.02 

Greece 2.10 Slovenia 2.36 

Hungary 2.08 Spain 2.43 

Iceland 1.77 Sweden 2.23 

Ireland 2.20 Switzerland 2.04 

Italy 2.33 Turkey 2.27 

Latvia 2.14 
United 
Kingdom 
(England only) 

2.52 

*Range of scale 1-3 (low primary care orientation - high primary care orientation)  
source: Kringos, 2012: chapter 7, p. 200; Schäfer, 2016: appendix 4, p. 186  
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Appendix C: Results 

 
Table 16: Multilevel regression results of the interrelation between GP- and practice 
characteristics and GP external orientation - all models 

 M0 M1 M2 M3  
 

B (SE) B (SE) B (SE) B (SE)  
 

y = external orientation 
Fixed coefficients  
constant 9.611(.116)*** 9.624(.120)*** 9.610(.162)*** 8.675(.206)*** 
level: GP  
female (ref =male) -.157(.050)** -.150(.050)** -.149(.051)** 
other paid activities .199(.057)*** .168(.058)** .188(.058)*** 
age (centred around mean) -.044(.035) -.049(.035) -.061(.035) 
level: practice  
self-employed (ref = salaried) .142(.081) .126(.082) 
payment system (ref = ffs)  
- salary -.198(.110) -.168(.110) 
- capitation -.031(.133) -.020(.133) 
- out of pocket, perf. pay + other -.026(.095) -.022(.095)  
medical records .021(.057) 
routine preventive work 
- blood pressure + cholesterol .186(.035)*** 
- preventive education .204(.033)*** 
Financial incentive for preventive .020(.061) 
work (ref = no)  
interdisciplinary meeting  
interdisciplinary advice  
urbanity 
soc. disadvantaged 
ethn. minorities 
shared accommodation (ref = solo) 
 
Random coefficients 
level: country 
variance .438(.112)** .418(.108)** .434(.111)** .456(.116)** 
level: practice 
variance 3.912(.064)*** 3.900(.065)*** 3.891(.064)*** 3.810(.064)*** 
total variance 4.350 4.317 4.325 4.266 

 
N: country 34 34 34 34 
N: practice 7414 7336 7336 7162 
 
ICC .101 .097 .100 .107 
-2*loglikelihood 31259.46 30907.70 30892.18 30011.77 
change in -2LL(df) - -351.76(3)*** -15.52(4)*** -880.41(4)*** 

*** p < 0.001; ** p < 0,05  
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M3 M4 M5
 

B (SE) B (SE) B (SE)  
 

y = external orientation 
Fixed coefficients  
constant 8.675(.206)*** 8.210(.211)*** 8.170(.222)*** 
level: GP  
female (ref =male) -.149(.051)** -.133(.050)** -.112(.050) 
other paid activities .188(.058)*** .141(.058)** .162(.058)** 
age (centred around mean) -.061(.035) -.052(.035) -.052(.035) 
level: practice  
self-employed (ref = salaried) .126(.082) .136(.081) .132(.081) 
payment system (ref = ffs)  
- salary -.168(.110) -.179(.109) -.163(.109) 
- capitation -.020(.133) -.016(.132) -.002(.109) 
- out of pocket, perf. pay + other -.022(.095) -.046(.095) -.044(.094) 
medical records (ref = no medical  
record use) .021(.057) -.013(.056) .004(.056) 
routine preventive work 
- blood pressure + cholesterol .186(.035)*** .165(.035)*** .171(.035)***  
- preventive education .204(.033)*** .190(.032)*** .190(.032)***  
Financial incentive for preventive .020(.061) .005(.060) .010(.060) 
work (ref = no)  
interdisciplinary meeting .055(.011)*** .051(.012)***  
interdisciplinary advice .054(.009)*** .053(.009)***  
urbanity (ref = big (inner) city) 
- suburbs -.021(.081) 
- (small) town .127(.067) 
- mixed urban-rural .172(.074)** 
- rural .411(.075)*** 
soc. disadvantaged (ref = average) 
- below average .084(.058) 
- above average .078(.065) 
ethn. minorities (ref = average) 
- below average -.145(.059)** 
- above average .069(.078) 
shared accommodation (ref = solo) -.089(.256) 
 
Random coefficients 
level: country 
variance .456(.116)** .455(.116)** .468(.119)** 
level: practice 
variance 3.810(.064)*** 3.761(.063)*** 3.734(.063)*** 
total variance 4.266 4.216 4.202 

 
N: country 34 34 34  
N: practice 7162 7162 7162 
 
ICC  .107 .108 .112 
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-2*loglikelihood 30011.77 29919.54 29870.02 
change in -2LL(df) -880.41(4)*** -92.93(2)*** -49.52(9)*** 

 
*** p < 0.001; ** p < 0,05  
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Appendix D: Actor analysis 
 
Table 17: Stakeholder analysis  

Actor Task(s) Perception (on COPC) Position and 
dependencies 

World Health 
Organisation 

To direct and coordinate 
international health 
within the United 
Nations’ system (WHO, 
2017b)  

The promotion and 
protection of health of all 
peoples is aided by 
‘people-centred care’, in 
which family and community 
play a crucial role (WHO, 
2017d) 

Subsidiary of the United 
Nations; comprised of 
member states; financed 
by contributions from 
member states and outside 
donors (WHO, 2012); 
normative authority, 
“mostly exercised through 
‘soft power’ - either 
constitutionally 
authorized 
‘recommendations’ or 
more informal action (...), 
rarely exerts its 
constitutional authority to 
exercise ‘hard’ power by 
negotiating binding 
international law” 
(Gostin, Sridhar & 
Hougendobler, 2015: p. 2) 

European 
Commission: 
Directorate 
General Santé 

The European 
Commission is 
responsible for 
proposing legislation, 
implementing decisions, 
maintaining EU treaties 
and managing everyday 
business of the European 
Union (Europa.eu, 
2007). The Directorate 
General Santé is 
responsible for 
(monitoring the 
implementation of) 
European policy on food 
safety and health 
(European Commission, 
n.d.) 

Objectives regarding 
healthcare: a) cost effective 
health promotion and disease 
prevention; b) effective, 
accessible and resilient 
healthcare systems in the EU, 
c) increased access to 
medical expertise and 
information for specific 
conditions (European 
Commission, 2016b), no 
special mention of COPC 

Subsidiary of the 
European Commission; 
dependent on national 
governments and 
healthcare professionals 
to execute policy; has 
been advised by scientific 
community to implement 
incentives for community 
oriented primary care 
(Kringos et al., 2015). No 
direct influence on 
national governments, but 
indirect through organised 
meetings between 
Ministers of Health from 
national governments  

Scientific 
community Healthcare research Differing per research 

institute and researcher, 
Dependent on 
organizations (for 
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predominantly positive 
towards COPC 

instance WHO and the 
European Commission) 
for funding of research 
projects 

Alliance for 
Community 
Oriented 
Primary Care 
services 
(ACOPCs) 

Main objectives are “to 
strengthen the lobby for 
COPC at regional, 
national and European 
level” and “to stimulate 
the development of new 
national/ regional 
associations of COPC 
services in Europe” 
(EFPC, 2017a) 

COPC needs to be stimulated 
in the European  context 

Subsidiary of the 
European Forum for 
Primary Care, therefore 
funded by EFPC’s 
institutional and 
individual members 
(EFPC, 2017b) 

National 
governments 

Providing citizens with 
sufficient accessible, 
quality healthcare 

Differing  

Most countries in this 
paper are required to 
follow European law 
(except for Australia, 
Canada and New 
Zealand), influenced by 
the WHO (for instance the 
declaration of Alma Ata, 
signed by all countries in 
this paper (WHO, 
2017a)); dependent on 
healthcare professionals 
to execute healthcare 
policy 

Primary care 
professionals 
(including 
general 
practitioners) 

Delivering quality 
healthcare to patients Differing  

In some cases dependent 
on national government or 
national organisations for 
salary, in all cases 
constricted by national 
and European law and 
policies 

General 
practitioner 
patients and 
patient 
communities 

Participating in 
community oriented care 
initiatives 

Differing 

Dependent upon primary 
care professionals, 
healthcare institutions and 
national government for 
the provision of 
healthcare  
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