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In many ways we are living in an era of revival or renaissance of general practice in Western
industrialised countries. Among the many expressions of this phenomenon are the shortage of
general practitioners in the United States, measures intended to raise the standard of general
practice in the United Kingdom, and plans for increasing the number of general practitioners
working in Finnish health centres.

All these are indications ofthe new emphasis laid on the primary health care services around
the world.

Influence ofthe British National Health Service
In Britain the role of the general practitioner is that of co-ordinator, mobiliser, director, stage-
manager and leader of community care (Central Health Services Council).

In the second Brotherston report in Scotland it was stated that there would be a change
in the role of the general practitioner: " It would also involve considerable extension of the
facilities available for the general practitioner to look after his patients in hospital, greater
use by them of diagnostic resources in hospitals and health centres, enhanced opportunities for
them to develop specialty interests and more professional contact between general practitioners
and specialists." (Scottish Home and Health Department, 1971).

The British system in one way or another has served as a model for many other countries.
Some of the British ideas and concepts have been adopted also elsewhere. The idea of a health
centre is one (Ministry of Health, 1920), the principle of free health services another. The
Finnish current concept of health centres is modified from the British, and the first mention of
the need to have free health services in Finland in the archives of the Finnish Parliament was
in the year 1950, which coincides quite closely with the introduction of the National Health
Service in Britain (Korhonen, 1973).

The framework of the Finnish health services
The Finnish primary care and hospital services are mainly responsibilities of local authority
districts (Kekki, 1976). The health-centre districts are formed by a single local authority district,
or more than one, forming together a federation of communes. Nearly all of the Finnish hos¬
pitals are owned by a federation of communes; only a few are owned by the State (such as army
hospitals and a few prison hospitals). In addition, there are a few private hospitals. The State is
supporting the system by paying state subsidies, which in the case of health centres cover 39-70
per cent of the approved total costs, depending on the wealth of the local authority districts.

The Ministry of Health and Social Affairs is at the top of a hierarchical structure of admini¬
stration ofthe health services, under the Cabinet and Parliament. The Ministry has under it two
central agencies: the Department of Social Affairs and the Department of Health (The National
Board of Health). Under the National Board of Health in the health sector there are health
divisions in the provincial governments with departments of social and health affairs. At
the moment the latter control mainly the primary health care services in the provinces, while the
hospital sector is mainly directed by the hospital department of the National Board of Health,
setting the true level of integration still at the central level. There are at present plans to move this
level towards the provinces.

As for general practice, there have been at least two important milestones in recent Finnish
history. The first was the introduction of the National Sickness Insurance Act in 1964 covering
the whole population ofFinland. The insurance is based on premiums paid to the Social Insurance
Institute taken directly from the salaries and wages of income earners and payments from the
employers and the State. It includes the method of reimbursement and the system is directed
towards the use of general-practitioner services outside the hospitals. It does not cover hospital
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fees or fees at outpatient clinics of the hospital sector. These latter are heavily subsidised by
the State and local authorities so that the patient pays about six to eight per cent of the total
cost of the bed day (table 1).

TABLE 1
The principles of reimbursement of medical care costs 31 december 1973 added with the revision

ON 23 JANUARY 1976 (in ambulatory care, excluding hospitals and outpatient clinics)

t From the approved maximum rate only (=if more than that charged the exceeding part ignored).
* After the revision in January 1976.
(Source: The Statistical Yearbook of the SII 1973. Helsinki, 1974). In April 1976 £1=7,06 Finnish
Marks.

In 1972, the Community Health Care Act came into force bringing in the concept of com-
munal health centres, in which the fees for services were lowered still further. The aim is to achieve
entirely free services in health centres by the end of 1979. Accordingly, from 1 January 1976 the
fees for laboratory, x-ray, and physiotherapy services at health centres were abolished, and the
only fee for ambulatory services still left is the fee of three marks for a consultation in a health
centre.

The Sickness Insurance reimburses a proportion of the total costs of consultations and
other services directly to the health centre (=local authority) and the patient visiting the centre
is not entitled to any kind of reimbursement except for the cost of medicine bought from the
chemists.

So, there are two different kinds of system in existence, aiming at the same goal: the personal
tickness insurance assisting the patient directly when he or she turns to the private sector, and
she indirect compensation reflecting itself in the fees of the public sector.
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Developments in Finland during the recent years
In Finland the Community Health Care Act of 1972 has provided great potential for the develop¬
ment of general practice, if only it can be realised. This is because it created a network of health
centres with facilities for better diagnosis and treatment. It also brought life to the old and
stagnated community health officer establishment by effecting a steady increase of the number
of posts for general practitioners working in health centres, thus in a way normalising in the
long run the hard working conditions of the general practitioners which have prevailed in the
past. It also brought about improved general practice in health centres (Kekki, 1975).

TABLE 2
The medical profession in finland

From the 6020 in 1973 subtract 200 doctors who were either temporarily or permanently abroad. In
addition 60 foreign doctors were working in Finland mainly with restricted rights.
The density ofdoctors at 31 December 1973 was 1:790 ofpopulation
Source: Suomen Laakariliitto.The Finnish Medical Association. Helsinki 1974.
The density of doctors 31 December 1975: 1:700 of population. Source: The National Board of Health.
Helsinki 1976.

Table 2 shows the development in the numbers of doctors in Finland during the last ten
years and figure 1 shows the distribution of the Finnish doctors by fields of activities in 1975.

Hospital doctors who also
have private practice

Doctors working
in health centres

Hospital doctors without
private practice

Teachers, doctors
doing research

Doctors in
administration,
office, industry,

Private practitioners

Doctors not practicing
medicine or abroad

Figure 1
Finnish doctors by fields of activity in 1975

Source: The Finnish Medical Association (1976).
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Costs and the rising expectations of primary care

The basic arguments in favour of these innovations in both Britain and Finland have one common
denominator.the cost of the health services (in addition to the other stated objective of making
the various parts of the countries equal in the standard of services).

The spiralling costs of all health services during the last 20 years in most countries have once

again directed thoughts from hospital orientated technological medicine towards a more effective
organisation of primary health care.

Some of the well-known factors contributing to the increase of costs have been:

(1) Growing demands for health services associated with increasing information and edu¬
cation of the public,

(2) The rise of staffing costs which now form the largest single cost factor in hospitals,
(3) Price increases due to inflation, which is particularly true in the field of construction and

medical technology,
(4) The ageing of populations due to the rising life expectancy and decreasing birth rate.

The relative importance ofthe main cost factors in the health services sector from one ofthe
leading industrialised countries, West Germany, is shown below. The proportions show the
general benefits budget of the government health insurance scheme (Council of Europe, 1975).

1960 (bill.DM) 1973 (bill.DM) Increase (%)
Hospitals 1.6=77-5% 11-4=27-7% +58
Treatment by doctors
and dentists 2-6=29-7% 13-3=52-4% +11

Medicines, aids and
applicances 1-3=74-6% 8-4=20-5% +40

There are similar trends in most Western countries, where the hospital sector, without
exception, has expanded greatly. In Finland, for instance, the total health expenditure has
increased between 1962 and 1971 by 206 per cent in 1971 terms (Halla, 1974).

In order to discourage the phenomenon of increasing admissions to hospital and to curb the
steep rise of costs, the eyes of the decision-makers have once again focused on primary care.

Nobody can yet say that organising an effective and efficient primary health service will be less
expensive than hospital care. It may be or it may not. But making ambulatory services more

readily available, accessible, and also acceptable, has major advantages to the psychological and
social well-being of the patient.

Equality and safety of care

What then are the prerequisites for primary care? Among the first must be the quality and safety
of care, including also safety of equipment used.

It has been stated that as long as the quality and safety of treatment in hospitals and outside
them are the same and maintained to the best standards, a sick person who need not be sent to
hospital should not be sent there.

General practitioners
The treatment of the patient outside hospital will depend first and foremost on the primary
physician. This physician is known as a general practitioner when he is prepared to deal with
all pathological conditions. The general practitioner remains the key feature ofthe out-of-hospital
care system, because he is the only one who can assess the patient totally in his own environment.

In order to increase the effectiveness ofprimary care we must increase the numbers ofgeneral
practitioners. In Finland we have been doing this intensively during the last three years and
have succeeded in increasing the numbers of posts for doctors working as general practitioners
in health centres by nearly 100 per cent, from 661 in 1971 to 1,164 in 1974. Of these posts only 196
were without a permanent holder in 1974.

This means a ratio of 2 to 1 occupied health-centre posts per 10,000 population in 1974,
compared with T 7 in 1973 (Ministry of Health and Social Affairs, 1975). There is still, however,
a distorted ratio between posts in primary care and hospitals (table 3).
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TABLE 3
The number of posts for physicians.THE developments in hospitals and health centres

1970-1973 (1975)

Number of doctors 31.12.70 4960
31.12.73 6020 the increase 1060=(27 . 4%)

The proportion in hospitals in December 1973 (approx.) 3354/6020=55-7%
qualified hospital specialists-f-qualified doctors in training in hospitals permanently employedthe ratio health-centre doctors at 1 December 1973

2482
839 =2-96:1.

Source: The Finnish Medical Association (1975) Helsinki.

TABLE 4
General practice.some of the main activities of doctors working in ambulatory care

1-5

1-6
2-
21

2-2

2-3

3-
31
3-2
3-3
4-
41
4-2

Work associated with diagnosis and treatment
Provision of primary medical care

Emergency services
Comprehensive medical care for those not in need of hospital care
Provision of medical certificates (assessment of the health status, invalidity, incapacity of work,
etc.)
Duties in forensic medicine (death certificates, statements about causes of death, post mortem,
examination of the dead, examination of suspected drunken drivers)
Consulting with hospital specialists
Preventive and social medical duties directed towards an individual
Ante and postnatal clinics and other health education, health care of schools and other training
institutes, occupational health, health examination and screening of certain age groups, pre¬
vention of infectious disease, individual health education
Directed towards the environment, the protection of nature, drinking water, different forms of
community planning, prevention of infectious diseases, control of food stuffs, control of
working places
Directed towards community health care planning, general health education and administration;
socioeconomic questions of health care, planning control and health education at the community
level
Chronic diseases and medical rehabilitation
Ambulatory care of the chronically ill
Ambulatory care of the elderly
Other medical rehabilitation
Administrative duties
Internal management of the ambulatory care unit
Planning and management of health services on the local and regional level

4 The job description of the doctor working in the ambulatory care.' (The committee on planning the
education of physicians. University of Kuopio Medical School).
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In 1974 there were in Finland about three doctors working in hospitals to one in health
centres (National Board of Health, 1974). To correct this the number of posts for doctors in
health centres will double again by the end of 1981, according to the new national five-year
health plan. During the five years 1977-1981 the number of health-centre doctors will increase by
1,420 and the number of hospital doctors by 680. As to future developments, it may be interest¬
ing to know that according to projections applying current output figures from the universities,
the number of doctors in Finland in 1980 will be 9,070, in 1985 11,890 and in 1990 14,700,
which means ratios of one doctor to 530,410 and 335 respectively (National Board of Health,
1975).
Education
The increase in quantity however is not enough. We have also to concentrate on quality. In¬
adequately trained doctors tend to transfer responsibility to the next level up, which is the
hospital. This readiness is partly due to two factors: fear of the consequences of wrong treatment
and too much hospital-orientated medical education. Both these reasons add to the demand for
hospital services.

Also, when a patient leaves hospital only a well-informed and educated general practitioner
can supervise the therapy ordered. This points to the need for an association of the general
practitioner with scientific work which is usually related to hospitals, leaving the vast amounts
of information possessed by the general practitioner unused.

All this places a strong emphasis on the vocational training of the general practitioner. The
question ofthe best training scheme remains still unsolved. In the United Kingdom there are now

three-year schemes leading to the examination for the membership of the Royal College of
General Practitioners. These schemes are, however, about three years shorter than the

TABLE 5
Training for general practice in finland

(the current programme)

Basic medical education, 5-7 years

Postgraduate training General medical education
12 months hospital
12 months health centre

Special training period 12 months health centre
12 months hospital, in at least two different
specialties, 3 months minimum in each,
internal medicine compulsory
12 months optional either in hospital or
health centre, 3 months minimum in each

Further training in the specialty 12 months in hospital (university, central or
district hospital) in one or more specialties
or institute of community health or occu¬

pational health; six months can be accepted
in an approved health centre

5 weeks' course in health service adminis¬
tration at the Centre for Further Education,
University of Tampere. The course spon¬
sored by the National Board of Health.
Examination

Source: The Committee on granting rights of medical specialties. The National Board of Health,
Helsinki (1975).
(A new system is now being planned because from 1977 onwards the length of the basic medical education
at universities will be six years).
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normal specialist training in other medical fields. This may put the general practitioner in an
inferior position compared with the consultant, especially in relation to future salaries.

In Finland we have a scheme leading to specialist rights in general practice with a somewhat
wider field of activities than in the United Kingdom (National Board of Health, 1973) Table 4.
The Finnish scheme has its obvious weaknesses, being, for instance, too loose and without any
formal control of teaching in its various parts. The current scheme for specialist training in
general practice in Finland is shown in table 5.

Absence of university departments of general practice
But apart from the scheme itself, which in Finland corresponds with other specialties in length,
one of the main weaknesses in the Finnish system is the lack of chairs in general practice in the
universities. Training at university takes place too much at the departments of community
health. Changing the name of a department of social medicine to that of general practice or
ambulatory care does not help very much.

Because of the political popularity of primary care a new feature in the Finnish system will
be the growing interest of hospital specialists in general practice and health centres, which in
addition to its obvious beneficial effects may also have some potentially adverse effects on general
practice outside hospitals. This is because we will then face questions of authority and status
owing to the unquestionable differences still currently existing in the way of thinking and func-
tioning between the hospital specialists and the specialists in general practice. These are, ofcourse,
questions which can only be solved in the long run.

Conclusion
I believe that general practice will gradually gain new importance in the health service systems
of many countries. This is more interesting still at a time when writers like Illich (1974) receive
so much attention and are arousing wide enthusiasm with their writings about the current
state and future developments of health care in general.
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