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EuxaploTiec:

v 0€ TTOANOUG aVWVUNOUG Kal ETTWVUPOUC TTOU OUVEBAAAV TNV EUTTVEUCN
Kal oTn dnuioupyia 0owyv £xouv emITeuXOei oTnv KAIVIKY KoIvWwVIKAS Kal
OikoyevelakAG laTpiKAG

v' 0€ OAOUC TOUG OUVEPYATEC JOU TToU £€aKOAOUBOUV Va OUVEICPEPOUV
OTO KOIVO Opapa

v’ 210V agéxaoTo QiAo Kal ouvadeAgo A. KouTn

v 2T0UG OAOKAAOUC UOU Kal OTN YUVAIKO JOU



Nepiypappa

Sir Karl Raimund Popper (28 July
1902 — 17 September 1994)

v KAIvIKNA 1aTpIKn: €ival KatTdAANAog 6pog;

v'H ouyxuon o€ 6pouc Kal €VVOIEC

v laTpIKA Kal Ayn TNS atré®aong

v Eutrédia otnv opBn atrdé@acn Kal aTnV ATToTiunon
TWV ETTITWOEWYV TNG KAIVIKNC IOTPIKAG: avagpopd o€
ueBodoAoyIKa BEuaTa

v A1r6 Tn Bewpia otnv TTPAEN Kal a1Td TA VOO UATA OTN
OUMTTEPIPOPA KIVOUVOU

v 2ulf)TNON Kal EQAPUOYEC OXETIKEC UE Ta peidova
TTPOBANMATA UYEIQC

v ETTiAoyog



KAIvIKN 1aTpIKN- EVVOIOAOYIKEC
ATTOCAPNVICEIC

* H diapopd Tou care atrd To cure (ro mpwro ouvdéerar ue 10
«eiuar padi» kai To SUTEPO e TNV «aAayri»)

« H diagopad Tou primary health care (eupdrepog 6pog
ITEPIAAUBAVEI KAl UTTNPETIEC OTA ATOUA KAl AEITOUPYIEC TTOU arTeu@uvovrai
ato mAnBuaousé, Muldoon, et al 2006) ATTO TO primary care

 H ouyxuon avaueoa oto preventive kai oto clinical

care



AvalnTwvTtag éva KaBoAika atrodeKTO 0pICHO
TNG UYEIAC

Alaolvdeon \ ouxva e€iowan gudaipoviag pe uyeia kai

gunNuepia
Opiop6g vyeioag: “Q¢ uyeia opileTal N KATAOTAGN TTARPOUS AUT 5 TNV IKOQVOTNT
eunuepiag o€ emmimedo QUOIKNG, WUXIKAG Kal KOIVWVIKNG “qu > Spl:] EH(PGOT] g n ,G S n e
KaTdoTaoNG. Aev QVOQEPETAI ATTAG OTNV ATTOUCIA VOOOU N Tpoocapuoyng Kal GUTO-6IGX£|p|Gr'|g OoTO

avarmnpiag.” !

TTAQICI0 AVTIMETWTTIONG KOIVWVIKWY,

, , N , CWMATIKWY KOl CUVAIoONUATIKWY
Opiopoég Tng eunuepiag (wellbeing):? kartdoTtaon , ; 3
SIaBiwoNC e PBIOTIKK AVEDN, UYEID KaI EUTUXIO. XapaKTnpilel TTPOKANOEWV. H €vvoia ™G '(]Tro)\u'rr]g
BeTIKA 1 apvNTIKA TNV KATAOTOON €VOG OTOUOU AVOQOPIKA 7 Y ’ ’
ME: OIKOVOUIKEG, WUXOAOYIKEG, TIVEUMATIKEG KOl TITUXEG £UE‘C,|G§ 6|V€| oTOV OPICHO TT'IC UVEIGQ }JlG
SR OUTOTTIKA, uN PEAAIOTIKNR diGdoTOON,

v YynAG emimeda eunpepiag = OETIK OYn  EMITTESOU |J£|(bvov'|'qg TIG '|'|'|9qv()'|'n'|'£g yia KATTOIOV

avaTmTuéng kai dlaRiwong va SiVGI ler’]g

v Katnyopieg eunuepiag: yvwoTiKr (GAANAETIOPACEIS EVOC Huber, et al, BMJ 2011
atopou pe TO TIEPIBAAAOV Kal TOUG avBpwITToug) Kai

ouvalioOnuaTikr (CuvaloBnUATIKEG €TTIOPACEIS TTOU dEXETAI

KAOE aTOUOU aTTd TO EEWTEPIKO TTEPIBAAAOV).

1. Oxford dictionaries. Available at: http://www.oxforddictionaries.com/definition/english/well-being ka1 WHO. Preamble to
the Constitution of the World Health Organization as adopted by the International Health Conference, New York, 19-22
June 1946, and entered into force on 7 April 1948

2. Giboa, Schmeidler, Itzhak, David (2001). "A cognitive model of individual well-being". Social Choice and Welfare 18 (2):
1.


http://www.oxforddictionaries.com/definition/english/well-being

KAvikn 1atpikni (o1 TPpEIg 100 TACEIG)

v'H didoTtaon NS heiwong Tou Kivouvou (risk
reduction)

v H didoTaon Tn¢ yeiwong A eAaxioToTToinon
NG (nuiac (harm reduction rf; minimization)

v H didoTaon tn¢ amrokatdoTtaocns TNS (NUIAC



KAIVIKA 1aTPIKNA- N ETTITITWON OTNV
EN@AvION TNG VOooU (outcomes)

v  QuaoiKkr TTopEia
VOOOU

v MeTdBeon 1} aTTOTPOTTN
TNG VOOOU

v Epgdvion TnS vooou
(MIKPOTEPN £VTOON,
QTTOUCIA ETTITTAOKWYV)

v Epgdvion TnS vooou
(MEYAAN EvTaon,
ETTITTAOKEQ)



KAIVIKA 1aTPIKA- N ETTITITWON OTOV
aocfevy (CUNTTTWHATA,
guegia/eudaipovia, TToIOTNTA)

v ZUPTTITWHATA (EKTIPNON TNGS évTaong Kal TNG
TTapouadiag Toug)

v AuTOo@pPOVTIda (CUPPOPPWaN,
TTPOCKOAANGN aTn Bepartreia, TPOTTOG (WNG)

v EuTtuyia, eudaipovia

v [1poodoKIpo eTIRiwong

v MNoiétnta {wng



KAIVIKA 1aTPIKA- N ETITITWON OTO
VOIKOKUPIO KOl OTNV OIKOYEVEIQ

v 2uvoxn
v Auvapiké olKoyEéveliag
v KéoTog



MeBoboAoYIKEC OUOKOAIEC OTNV
ATTOTIMNON TWV ETTITITWOEWYV TOU
KAIVIKOU £€pyOuU

v'H atraitnon evog BewpnTiKoU UTTOOEIYUATOC VIO TOUG
TTPOCOIOPIOTEC TOU VOO UATOG

v O opIopOC TNS VOO OU Kal Ta dIayVWOTIKA/ TAZIVOUIKG
KpITNpIa

v H TTapouadia TToAwvV aitTiwy (TTpocdIopIoTwV)
(aiTioAoyika cupTTAEypaTa Rothman)

v To TTOAUTTAEUPO UTTORABPO TNC CUPTTEPIPOPAC
(uy€iag kal vOoou) Tou aTOUoU

v H ToAAaTTA) voonpoTtnTa



H amraitnon evog BewpnTikou
UTTOOEIYMATOG

Am J Psychiatry. 1980 May;137(5):.535-44.

The clinical application of the biopsychosocial model.

Engel GL.

Abstract

How physicians approach patients and the problems they present is much influenced by the conceptual models around which their
knowledge is organized. In this paper the implications of the biopsychosocial model for the study and care of a patient with an acute
myocardial infarction are presented and contrasted with approaches used by adherents of the more traditional biomedical model. A

medical rather than psychiatric patient was selected to emphasize the unity of medicine and to help define the place of psychiatrists in
the education of physicians of the future.

PMID: 7355356 DOl 10.1176/8jp.137.5.535

* biopsychosocial framework: an approach to describing and explaining how biological,
psychological and social factors combine and interact fo influence physical and mental health

Psychological
* leaming  * memory
* emofions ¢ percepfions
o thinking  * beliefs
o affitudes e stress management
sirategie
Social

* social support
* fomily background
» inferpersonal relafionships
» cultural fradifions * medical care
* socio-economic status
* poverly  physical exercise
* biofeedback
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About Determinants of Health

The range of personal, social,
economic, and environmental factors
that influence health status are known
as determinants of health.

Determinants of health fall undar
several broad categories:

+ Policymaking
« Social factors

+ Health services

+ Individual behavior

+ Biology and genetics

NMNpoodiloploTEG TNG UYEIQg

About social determinants of health

Office of Disease Prevention
and Health Promotion

Determinants of Health: A Framewo...
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status are known as determinants of health.
Determinants of health include biological

b o) 035/51 @ % Youluhe

The sacial determinants of health are the conditions in which people are born, grow,
live, work and age. These circumstances are shaped by the distribution of money;,
power and resources at global national and local levels. The social determinants of
health are mostly responsible for health inequities - the unfair and avoidable
differences in health status seen within and between countries.

T

Employment conditions

Measures to clarify how different types of jobs and the threat of
unemployment affect workers' health.

Social exclusion

The relational processes that lead to the exclusion of particular
groups of people from engaging fully in community and social
life

Public health programmes and social determinants
Factors in the design and implementation of programs that
increase access to health care for socially and economically
disadvantaged groups.

Women and gender equity
Mechanisms, processes and actions that can be taken to
reduce gender-based inequities in health by examining
different areas
Globalization

o ) T B E  How globalization’s dynamics and processes affect health
Early child development outcomes: trade liberalization, integration of production of
‘Well established evidence illustrate goods.
provided to young children are cruc I K

health and development status Health systems

Innovative approaches that effectively incorporate action on
social determinants of health.

-
i
— " Measurement and evidence
M The development of methodologies and tools for measuring
the causes, pathways and health outcomes of policy
interventions

Urbanization

Broad policy interventions related to healthy urbanization,
including close examination of slum upgrading




H avaykn €oTtiaong otnv £€vvolda Tou
KivOUvou Kal oTn O1axEipion Tou

T1 gival dlaxegipion KivOUVOU:

RELATED ARTIGLES

«KAIVIKEC Kal DIOIKNTIKEC DPACTNPIOTNTES
TToU avoAaupBavovTral yia Tov
TTPOOdIoPIoUO, acloAdynon Kail heiwon B

NG {NUIGG O€ TIPOCWTIA, TTPOCWTTIKO KAl | irs rersoual
ETTIOKETITEC KABWC KAl KiVOUVOC OTTWAEIOG |

OTOV Opyaviouo Tov idlo» [Joint .ﬁ
Commission, J Miller, 2017] o

What is Risk?

“Individuals mentally assess risk in a similar way,

https://healthyliving.azcentra A'GX£| pion KIVOUVOU but risk perception is shaped by several largely

|.com/the-definition-of-risk- unconscions emotional processes shared by scientists
management-in-health-care- p p and nonscientists alike’.
12334511 htm -Mropei va peTpnOei

-OepaTTeUTIKEG ETTIAOYES volume 122 | number 10| October 2014 -

Environmental Health Perspectives
H €vvoia Tou risk communication



H xpiTiki} oTn Suvarétnra yevikeuong tng Bewpiag 18iairepa
aTNV EPApUOYN TNG amod éva Téo G’ éva GAAo

. Xtdoy AmEVAYVTL OTY] GOUTEQLPOEA-TIPOCOLOEILETaL 0Td
Behavioral T::E:‘Tﬂﬁm ™My a€loAOYN07] VOC ATOUOL TWV XTOTEAECUATWY TOL

Beliefs Rehavior Copyright © 2006 Icek Ajzen oyetilovTaL (e T1) GUUTEQLPOQT. .

Ynoxsipevinol xouvovec-avapepovial 610 Badpd otov
OTOLO EVal ATOPO TUOTEVEL OTL GNUAVTIUG ATOPA N
opddeg ( m.y. yovelg , obluyog, oTevodg pilog,
OLVABEAPOL, YLALTEOG 1] AOYLOTG) EYXELVOLY 7] OYL TV
OLUTEQLPOES TOUG .

NE:'H:E"" 5“:;;“" Intention Behavior

Avtihopovopevog EAeyy0G TG GLUTEQUPOQBG-UVAPEQETOL
oto Babuod otov onolo 1o dTopo moTedEL OTL LTOQEE! Vo eleyEel
7] GLUTIEQUPOEE TOL ot TeEthapBavel temotnoetg yro
noEdyovieg mov B ennpedcouy 1 SuoKOAIX TNG CLUTEQLPOEHS
R\{ Actual | not TNV v TAaL BatvOrEYY] BOVAELY] AUTGY TWY TAEAYOVTWY

Perceived
Eg?:e?sl Behavioral

Behavioral
Control
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MeBodoAIkéC SuokoAieg oTnV KABIEPpWON

TWV KAIVIKWYV EKBACEWYV

HHS Public Access

4{, Author manuscript

Value Health. Author manuscript; available in PMC 2016 September (1

Publi
Value Hea

edited form s
lth. 2015 September ; 18(6): 741-752. doi:10.1016/) jval.2015.08.006

Clinical Outcome Assessments: Conceptual Foundation-Report
of the ISPOR Clinical Outcomes Assessment - Emerging Good
Practices for Outcomes Research Task Force DOES THIS HAVE
T0 BE LABLED AS PART 1

Walton, et al, 2015

«When clinical assessments are used as clinical trial
outcomes, they are called clinical outcome assessments
(COAS)».

«COA:s include any assessment that may be influenced by
human choices, judgment, or motivation, COAs must be
well-defined and possess adequate measurement properties
in order to demonstrate (directly or indirectly) the benefits of
a treatment».

«A critical element in appraising or developing a COA is to
describe the treatment’s intended benefit as an effect on a
clearly identified aspect of how a patient feels or functions.
This aspect must have importance to the patient and be part
of their typical lifex.

«One of these features is whether judgment can influence
the measurement, and if so, whose judgment. This attribute
defines four categories of COAs: Patientreported outcomes
(PROSs), clinician-reported outcomes (ClinROs), observer-
reported outcomes (ObsROs), and performance outcomes
(PerfOs)».



O 0pPICHOC TWV OTOXWYV Kl EKBACEWY OTNV
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agloAdynon Tng amrodoong oTIC UTTNPETIES

YEVIKNC 1ATPIKAG

Editorial

The NHS: failing to deliver on Beveridge’s promise?

Just cver 75 years have passed since Sir Willam Beveridge
published his report outining the parameters for a
socldl welfare state for the UK, which crucally inchuded
“comprehensive health and rehabilitation services for
prevention and cure of diease’. Beverdges report
Inspired Labour Minkster of Health Aneurin Sevan 1o
establish the National Health Servie (NHS). Akt hough the
vesion of Beveridge and Sevanmto provide froe, adequate,
and equally accossibde health care for allewemains in high
regard today, the execution and delvery of their goal
Is currently faling short. ks the UK in danger of losing
the NS because the Government Is uninterested in or
Incapable of the effort needed to save it?

2017 wans a year of great difficulty for the NHS. Walting
time tagets continued to be missed, Incuding the
target time betwoon general practitioner referral and
fiest cancer treatment, In England, Scotland, and Wales.
Mareaver, and woeryingly, in December, 2017, cancer
wray dagrostic servkes came under national roview
by the Care Quality Commission, after the discovery
that between Apdl 1, 2016, and March 31, 2017, more

mages had not been reviewed by a

dy traned diniclan. Indeed, & study
feom the Goneral Medical Councl has shown that, due 1o
chronkc stafl shortages, Inexperienced docton without

subcunt training o competence aro being left in dharge

of hospital dopartments. it is thus hardly wrpdsing that
rearly 1000 patients have recetved cancer misdiagnass
settlements totallng €757 millon In the past 10 years
and that the cost of the NHS dinkal negligence scheme
has increased from 5400 millon In 2006<07 1o
€36 bilion in 2016=17

Such sues are regrettably reminiscont of NS

@ffcultios that we hghbghted in a previcus Sditortal in
October, 2015, Long<term underdfunding, which in tum
has led to defickoncies prevalent for decades In staff

5
Infrastructure, has beon at least partly
respansible for this defsct of care. Perhaps in recognition
of this prossing roed, the 201819 Government budget
plans to alocate an extra €14 billon to the NHS.

Howe

training, and

of, analyses Indicate that realaterm spend

on the NHS Is decroasing or remaining stagrant, while
domand b Increasing by up ta 7% por year, fuslied by a
Growsng and ageing popuation with a ring Inadence

of chronk comarbiditien. Indoed, as high as the

o Bk comlantogy Vol 13 Junisey 3018

budgetary addition might seem, it will barely cover the
cost of the dinical negigence scheme alone and will not
get tathe roat of the problem or provide 2 net benefit to
the system. As sesvice noeds rise and resources remain
the same, servces will excoed capacity and become
potentially unsafe.

1n the late 19405, with 3 Work] War in recent memory,
Britsh soclety was in favour of a sodal welfare state
and there was near crassparty governmental support
to provide services sixch as the NHS, By contrast, it Is
hard 10 see the same commitment and enthusiasm for
the success of the NHS from the UK Govemment today
In response to the provision inthe 2017 autuman budget,
NHS England ksued 3 damning statementesit would
have 1o ignore waiting time limits, stop prescribing

some aver the

anter medications, and would not be
2t on any new NICE guidance, al of
which would beeach the NHS consteution. in response,

abdo to guarantee

Health Secrotary Jeroryy Humt insisted that the NHS
2t

and does not address the broader plcture of cngoing

o 1o walting time Imits. This response is unhelpfu,

systomewide failures.

I torms of oncolagy recommendations, Hunt did

PrOmise o hive 500 more cancer experts, but this addeion
basely covers curent critial shortfalls In staffing, and doss
not addrews Infrastructn o treatment requirements
On Dec 11, 2017, King's College Honpital NHS Foundation
Trust chakmman Lord Sabert Kerdaks resigned, telling the
WK that ho bel lator are
unrealistic about the scale of the chalkinge tacing the
NHS®,

s *the government an

ther

Yot NHS governance & not blamelessest

funding Is of no use If wmart and pudicous decisions

a0 4 around

ot madde 10 enwie the senice & optimbe

effichency, safe
1t Is reananabile 10 consider whethor the NS, deugred
fit for the purposes of our madem

, and pathents

70 yoars aga, Is st
sockety. Health care s both more complex and more

costly than it was in the mide20th century, and care

expectations higher. It Is a paradox that at a time when
more and mare countries J5pire 1o universal heakth care
that the count

hat wearheaded the moded s mowing
further from It. To surdve, the NHS needs mom than just
money and talk. As in 1948, It nesds politkal motivation
10 ensure its success and, in turn, the health of its dtlers
® The o

The Lancet, 2018, Editorial
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v' 01 gTOXOI YIa TOUG XPOVOUC AVANOVAG
TWV aoBevwyv ecakoAouBouv va unv
TTpoacyyilovrail.

v ZuuTtrepiAapBaveTtal kal o Xxpovog atro
TNV TTAPATTOUTT) ATTO TO YEVIKO YIATPO
LEXPI TNV TTPWTN BEPATTEIA VIO KAPKIVO

v’ 2’éva €1og TTavw atrd 20,000.
aKTIVOypagiec ¢ dilapacTnkav atro
OKTIVOAOYO Il KATAAANAQ EKTTAIOEUMEVO
yiaTpo.

v [epitrou 1,000 aoBeveic EAafav KAk
d1ayvwaon yia KapKivo.



To OEpa TwWV CTOXWYV Kal EKBACEWYV
OTNV TEKUNPIWMEVN TTOAITIKN vyEiac-I

Quality and Outcomes Framework: what have we learnt?

BMJ 2016 ;354 doi: https://doi.org/10.1136/bm;i4060 (Published 04 August 2016)

Cite this as: B 2016:35474060 v' «The Quality and Outcomes

Framework etmiTayuve

‘ ) . k1 - o pri . ininal ’ y

Martin Roland, professor of health services ressarch ', Bruce Guthrie, professor of primary care medicine m p 0 r]Y oU “ EVE g X p n OEl g TWV
' nstiute of Public Health, Cambridge CB2 05 UK NAEKTPOVIKWYV EYYPAPWYV KAl TNG
2Popufarfon Health Sciances, University of Dundee, Dundee, UK ol £'ITGYY£)\ MATIK I"] G Ol GXSip I0NC TWV

XPOVIWV VOO UATWV»
v «levikd gixe eplopiopévn

EMTTPOCOETN BEATIWON TNG
Examples of indicators that went wrang 'ITOIéTnTGg GAAd Ilel’woe TIS

e ——————————— KOIVWVIKOOIKOVOUIKEG QVIGOTNTES
olpapas___jaide F” tope ”i"i‘”f . —— OTNV TTAPOXN TNS PPOVTIOACH

ot ' v «Aid@opol deikTeG atTooUpBnKav

a@OU OeV ETUXQAV ETTAYYEAMATIKAG
UTTOOTNPIGNG 1 TTapoudiacav

weighing to create a more comprehensive obesity regster or any strategy for tackling the probl ty introduced

12006, st current) 'ITDOB)\I"]UGTG oTnv E(DGDUOV(] »

Correspondence to: M Roland mr108(dcam.ac.uk

tively claim payments by including a register with one obese patient. The indicator

Practices should develop a register of

patients with obesity

Opportunistic screening of elderly and at-

risk patients for d chnicallyan | Little professional support, substantial concem about harms resulting from false positive resuits, lack of services for specialist
“enh
Q0P

Roland and Guthrie, BMJ 2016

sevice” rather than partof | diagnosis and management (introducedin 2014, droppedin 2015)



To OEpa Twv dEIKTWYV KAl EKBACEWY OTNV
TEKMNPIWHMEVN TTOAITIKN vyEiacg-ll

BMJ 2015;350:h804 doi: 10.1136/bmj.h304 (Published 2 March 2015) Page 1 of 19

RESEARCH

Investigating the relationship between quality of
primary care and premature mortality in England: a
spatial whole-population study

EZE oPen Access

Evangelos Kontopantelis senior research fellow'*, David A Springate research fellow”*, Mark
Ashworth senior lecturer”, Roger T Webb reader”, lain E Buchan professor', Tim Doran professor”

Cenwe tor Health Infor

1o result in reduced e of premature death in the pogulation

Introduction

Primary care has enormous potential to improve population
health outcomes—inclu

wtality from common chronic

xess

LSOAs (neighbourhoods of 1500 people on average|
population of England (approximately 53.5 million)

Kontopantelis, et al BMJ 2015

H ouvoAikn TTo16TNTA TG YPOVTIOAG TTOU
006nKe atrd Ta 10TPEIA, OTTWG METPAONKE
aTTO TOUG OEIKTEG TTOIOTNTAG OF
OUOXETIOTNKE PE TOUG puBuOoUG
BvnoiudtnTag oTIg {WveS EUBUVNG TOUG YIa
Ta VOOUATA OTOXOUG

A1Ga@Qopeg ENYAOEIC OTTWG N TaXUTNTA
METABOAAG Ta duo TTpWTA XPOVIa

APKETEG OUVETTEIEG; N ETTAVEECETAOT TWV
OEIKTWYV KATW ATTO TO GWG TNG KAIVOUPYIAG
TEKUNPIWONG Kal TO QaIVOuEVO TNG U-
shapped cuox£éTiong peTapAnTwy
puBuIONG PE TNV €KBaon

MeAETN TTAPAYOVTWY OTTWG N KOIVWVIKI)
ATTONOVWON KAl AYPOTIKEG VS AOTIKEG
TTEPIOXEG PAIVETAI VO ETTNPEACOUV
TTEPICCOTEPO ATTO OTI N TTOIOTNTA OTIG
uttnpeoieg NMNPY

O poAog Twv TTapayOVTwV EKTOG
utTnpeciwy MY



AgIKTEG UYEIag KAl TTPOCDOKIESG TWV

N\

MapAyovreg EKTIMOUMEVOI WG TTOAU ONMAVTIKOI ATré TOUG a0 0evEig
KAara tn OIAPKEIA TNG ETIOKEWYNS OTOV 10TPO

80

70

percentage
S
o

@\\
/ \
€NET<) A

=A)

59,4

O yloTPOg OKOUVEL PE
TIPOCOXA

O ylaTpog va pn
pou Sivel TV
aioBnaon ot
BpilokeTan v
Tiieon xpovou

57,8

aofsvwyv

> 56,7
O ylatpog pov v O ylatpog pe
(e (le}V) KoToAaBaivel

OUMTIEPLPEPETOIL
oaV ATOUO Kal O
XL OOV LXTPLKO
TPOPANU

BMC Heakh Senvies Research

Informing primary care reform in Greece: o
patient expectations and experiences
(the QUALICOPC stud,

54,7
50,5 498
O ylatpog O ylotpog O yloTPOg VoL IE KAVEL VO
AopBavel Vo YwpideL Ttote algBavopat
uméyn Tou V& PE EUTIPOOSEKTOG PECW
ooBapd 6oa TIAPOTTEUPEL BAEUUATIKAG ETAPNG
TOU Aéw o€ €181k6
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MeOodoAoyiIkEC OUOKOAIEC OTNV
AVAYVWON TWV TTAPATNPOUNEVWYV
ATTOTEAEONATWYV

Catalogue of Bias

CEBM | | 0XFORD

| Observed result| | Possible interpretations |

la. Effect or association enhanced on
average by bias(es)
Positive effect or | Ilb, Probable positive effect or association of
association I the observed size
l1c. Chance effect or association

2a. Effect or association (positive or |

Jeffrey Aronson

negative) eliminated by competing biases

No effect or
association

[2b. Probably no effect or association

2c. Lack of power to detect an effect or
association

3a. Effect or association reduced on average
by bias(es)

Negative effect or 3b. Probable negative effect or association
association of the observed size

3c. Chance effect or association |

Critical Appraisal Worksheets

Figure 2. How biases operate in relation to observa English

» Systematic Reviews Critical Appraisal Sheet

e Diagnostics Critical Appraisal Sheet

* Prognosis Critical Appraisal Sheet

* Randomised Controlled Trials (RCT) Critical Appraisal Sheet

https://www.cebm.net/2014/06/critical-appraisal/



H kKpITIKN OTO |£papx|Ko MovTéAO TS EBM

Context

O\l EXT SCIENCE &SOCIETY, CLINICALTRIALS, BIOMEDICINE

Philosophical critique exposes

flaws in medical evidence
hierarchies

TOMSIEGFRIED

Meta-analyses SUONEEST

Systematic reviews

Randomized controlled trials

Cohort studies

Case-control studies

Casereport

Evidence hierarchies, one version shown, classify types of studies according to the strength of evidence they provide. But a recent

paper challenges the assumptions behind these hierarchies.

https://www.sciencenews.org/blog/context/critique-medical-evidence-
hierarchies?tgt=nr

Avadopd otnv kpttikr] Tou Christofer Blunt mou
ONMOOCLEVTNKE 01N 6.0. TO 2015 TAVW OTA
LEpapyLkd povteAa tng EBM.

weakest

*Eicdyel Tnv apeioBntion o€ 1olo BaBud o1 «kKAAUTEPESH
IEPAPXIKA JEBODOI TTPOCPEPOUV AVWTEPN TEKUNPIWON

*EoTmidletal oto BaBud TTou n uwnAdTEPN ATTO TTAEUPAG
TEKUNPIwoN gival cuva@ng Ye Tov TTANBUCPO TTOU XPEIAZETAI Tr
BepaTreia aAAG Kal oTNV TUXAIOTTOINON OAWV PETABANTWY TTOU
TUXOV €mMOPOUV OTO ATTOTEAEOUA OAAG KOl 0€ BEuaTa TTou
a@opoulV TNV eyKupdTNTA TNG TEKUNPIWONG

«There is convincing evidence for the claim that hierarchical
appraisal improves practice»

EVIDENCE

evidence appr My concerns the

variation in hies

hies defended, and the range of

e of hierarch 5
ailable here for the benefit of other
sted in Evidence-Based Medicine




H KPITIK) OTNV TEKMNPIWHEVN 1ATPIKA

GUEST EDITORIAL

Evidence-based

CARDIOVASCULAR
MEDICINE

Criticisms of Evidence-Based Medicine

More than twenty years after its conception,
‘evidence-based medicine’ (EBM) continues to
invoke polarised debate. There are several areas
of disagreement between EBM supporters and
detractors as well as unanswered questions about
the role of EBM in modern healthcare. Proponents
suggest that the goal of EBM is to rescue medicine
from many of its major ills, including wide varia
tions in clinical practice, use of unproven interven-
tions, and failure to apply consistent practice
guidelines. Opponents disagree that EBM ade-
quately addresses these issues, and dismiss EBM
on the grounds of philosophical and practical flaws.
This editorial briefly summarises the criticisms of
EBM under five main themes, to provide a starting
point for more focused discussion.

The first type of criticism involves the philoso-
phical underpinnings of EBM, which is based on
empiricism. In its rawest form, EBM elevates
experimental evidence to primary importance over
pathophysiological and other forms of knowledge,
and implicitly assumes that scientific observations
can be made independent of the theories and
biases of the observer. However, since the late 19th
century, philosophers and scientists have been
aware that making theory-free, objective observa-
tion is impossible. All observations are affected by
the world view of the observer.' In fact, the
preferred situation is for "clinical trials to provide
evidence in support of theory”.? Clearer observa
tions allow for theory to be challenged and
eventually replaced by better theory. Better theory
allows for more specific, more detailed, and
ultimately more useful observations. EBM ignores
this essential interplay between observation and
theory, disregarding the history and philosophy of
science.”

The second theme is that the definition of
evidence within EBM is narrow and excludes
information important to clinicians.** EBM grades
evidence according to the methods used to collect
it. Certain types of studies, such as randomised

trials, are thought to be less vulnerable to bias and
therefore ‘better’ evidence.®* However, rando-
mised trials and meta-analysis have not been found
to be more reliable than other research meth-
ods.>”-* The EBM definition of high quality evidence
excludes information necessary to address many
kinds of medically relevant questions.” In addition,
EBM does not provide a means to integrate other,
non statistical, forms of medical information, such
as professional experience and patient specific
factors.>*'®

Third, EBM is not ’evidence-based’ because it
does not meet its own empirical tests for effi
cacy.”""""* Considering that EBM proposes that
patient care can be improved by basing clinical
decision-making on information from statistically
valid clinical trials, it is somewhat ironic to find
there is no evidence (as defined by EBM) that this is
actually the case.’

Fourth, the usefulness of applying EBM to
individual patients is limited. Because individual
circumstances and values vary, and because there
are so many uncommon diseases and variants, for
"an increasing number of subgroups of patients we
will never have higher levels of evidence”.’
Clinicians must balance general rules, empirical
data, theory, principles, and patient values and
apply them to individual people.’* This requires a
great deal of clinical judgment.'

Lastly, EBM has been criticised for reducing the
autonomy of the doctor-patient relationship by
limiting the patient’s right to choose what is best in
their individual circumstances. EBM could be used
as a cost-cutting tool to deny treatment where
interventions are not ‘proven’ effective. On the
other hand, EBM could also increase costs by
‘proving’ the efficacy of some expensive interven
tions. Currently, the net effect of EBM is un
known, > 1€

None of the critics of EBM suggest that high-
quality evidence obtained by clinical epidemiolo
gical methods should be ignored in the context of

1361-2611/% - see front matter © 2004 Elsevier Ltd. All rights reserved.

Cohen and Hersh, Evidence-based
Cardiovascular Medicine, 2004

[1€vTe BAOCIKEC KPITIKEC EOTIACUEVEC TTAVW OTA

TTAPAKATW:

v" To @piAoco@ikd uttéRabpo Tng EBM TT0U
BaaileTal oTOV EUTTEIPIOUO

v O opIouo6¢ gival oTEVOS Kal ATTOKAEIEI
ONMAvVTIKA TTANPOYOPIa YIa TOUG KAIVIKOUG

v Aev gival Baciopévn oTNV TEKUNPIiwoN Mia Kal
OEV IKAVOTTOEI T OIKA TNG EUTTEIPIKA KPITAPIA
yia TNV amrédoon

v H XpnoiyodtnTa TNG £€QAPHPOYNG TNG OTOUG
a0 BeVEiC gival TTEPIOPICHEVN

v' Tepiopilel TNV auTtovopia aTn axéon yiaTtpou-
aoBevii

To apBpo kataAyel OTI KAPMIa aTro TIG

TTAPATIAVW KPITIKEC OEV TTPOTEIVEI N UWNANRG
TTOIOTNTAG TEKUNPIWON VA AyVOEITAl aTn GPOVTIOA
Tou aoBevry. AAG ToviCel 0TI QUTOG €ival Evag
MOVO TTOPAYOVTAG O€ £VA TTEPITTAOKO TTAQICIO.




Noon aAnosia pag AEve ol TUXAIOTTOINMEVES
Kal EAeyXOoueveC dokiupEg (1);

Cocwras buts avallede = D
vigpd Soclal Science & Medicine
Eoibe
e — 2

Understanding and m anding randomized controlled trials s

Deaton et al, 2018

® Hmpoaktikn aia Toug

To Bepa NG EEWTEPLKNG
EYKUPOTNTOG

Xpetalovtal minimal
assumptions kat cuvriBwg
AELTOUPYOUV OTN BAon HIKPNS
TIPO UTIAPYOVCQG
mAnpodopiag

EEapeTIKEG YL va TiEloOUV
OUCTILOTOUG AKPOATEG AAAG
£XOUV TO ELOVEKTNA TNG
OUOOWPEUONG TNG
ETILOTNMOVIKTIG TIPOOO0OU



NMNoon aAn0sia pag AEve ol TUXAIOTTOINMEVES
Kal EAEYXOMEVEG DOKIMEG (II);
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Inappropriate use of randomised trials to
evaluate complex phenomena: case study of
vaginal breech delivery
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Another reason why randomised controlled trials do not
necessarily tell the whole truth in clinical medicine

The mndomised controlled trial (FRCT) is considened 1o be thea gold

standard (or at least the sihver standard, Simon, 2001) in clnical

research and by far supsrior to all other forms of study design. There

are good reasons o aooopt this. Mon-randomised trials may generabe 2l
kinds of bias. Observed outcomes may be caused by differences amang the
pabents. gisen the bwo reatments, @ther than the reatrments. alone
(Bartan, 2000). The anly way 1o awoid known differences (selecbon bias)

s well as concealed differences jconfounding bias) bebween treatrmestt and
oanteol groups, s to et fabe defermins 1o which growup a gheen pabend

will be alocated (Gnimes and Schultz, 2002). Blinding furthermons
precudes information bias. One can expect that, if the sample sze is

large encugh, the play of chanos will condusct 1o similar groups, inwhich
possinke confounding factors are equaly distnbuted. Ay result in

auboome may then be attribubed 1o the intervention under study. no
significant differences in culcome ane detected, either the: inbervention

is not effective, or the power of the tnal is not sufficiently large to

debsct areal difference. Of cowrse, in the labier case one may guestion

the clinical redevance of a possible smal diference.

https://www.bmj.com/rapid-response/2011/10/30/another-rea...-why-randomised-controlled-trials-do-not-necessarily-
tell-wh



ATTOTiNNON TOU WEEAOUG N KAl TNG NMIAG;
Medical error (the third leading cause of
death in the US)

Martin Makary and Michael Daniel
BMJ 2016; 353 doi: https://doi.org/10.2136/bmj.i2139 (Publ
ished 03 May 2016)Cite this as: BMJ 2016;353:i12139
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AcgiKkTeC EKBaong N OEiKTEC OIADIKATIOG

» Seven Countries Study': MeAéTn — opOonuo TTou avedelEe Ta Oo@EAN TNG MECOYEIOKAS BIATPOPAG Kal
KATETage Tov TTANBUOPO TNS KPpRTng We «XapnAou KivoUuvou» yia KapdIouETAROAIKA.

OMQz:

» AAAayn d1aTpoPng Kal TPOTTOU {WNHG TA
TeEAEUTOIO XpOvia > aufnan OToug TTapAyovTES
KIvdUvou.?

» Mpoocearn peAéETn ot emiokémTeg MY oTtnv
KpATtn: YwnAog ETTITTOAQOUOG METABOAIKOU
OUVOPOUOU KAl ONUAVTIKA TTO000TA ATOMWV OTIG
UWNAOTEPEG KATNYOPIEG KapdIayyEIAKOU KIVOUVOU.

EmimmoAaouog MeraBoAikou 2uvdpduou oe 815 emiokémreg MNPY dvw

10-e11¢ Kapdiayyeiakdg 815 emokemrwy MNPY avw Twv 40 eTwv Baoel
Tou SCORE 1n¢ Eupwrraikng KapdioAoyikhic Eraipeiag

10-year Cardiovascular Risk - SCORE ?

Twv 40 eTwv
Total Males Females
Mets risk factors ? n (%) P-value?
None 442 7(1.9) 27(5.9)
I 72(8.8) 29(8.0) 43(9.5)
0.028
2 109 (13.4) 52(144) 57(12.6)
3+ or MetS 600 (73.6) 273(75.6)  327(72.0)

* According to the National Cholesterol Education Program’s Adult Treatment Panel [I (NCEP ATP Il - revision
2005) guidelines for metabolic syndrome (MetS).

Low-to- High-risk  Very high-risk
moderate risk persons persons
persons (<5%) (5-9%) (>10%)
n n (%) p-value«
Total 803 ° 313(39.0) 382 (47.6) 08 (13.4) <0.001
Gender males 355 89 (25.1) 167 (47.0)  99(27.9)
<0.001
females 448 224(50.0)  215(48.0) 9(2.0)
Age,years ~ 40-59 266 239(89.8) 24 (9.0) 3(1.1)
60-79 452 69 (15.3) 296 (65.5) 87 (19.2) <0.001
80+ 85 5(5.9) 62(729)  18(21.2)

The overall mean 10-year cardiovascular risk score was 5.7 (stand. dev.£3.6; median=5.0).
# SCORE: European Society’s 10-year Systematic Coronary Risk Estimation.
© Analysis based on patients with or without any cardiovascular disease.

1. Keys A, et al. Coronary heart disease in seven countries. Circulation. 1970
2. 2. Vassilaki M, et al. Burden of heart disease in Greece: time to act. Public
Health. Elsevier; 2014



H aduvapia Tng TTEPIypPaAPIKNG EPEUVAG OTN METPNON TNG
ETTITITWONG-TO TTAPADEIYMA TOU KAPKIVOU TTVEUMOVO

» O1 KaTTvIOTEG gixav
uPnASTEPN ETTITITWON KAl
BvnoiudtnTa o€ oUYKPIoN
ME TOUG TTPWNV KATTVIOTEG
(p=0,02) kai TOUG UN
KatTvioTéG (p < 0,001)

» To TT0000TO TWV
BavaTtwv amé KN
Tveupova (Population
Attributable Fraction,
PAF%) tTou Atav
aTTod0TED OTO KATTVIOMA
ATav 86% kai yia Ta dUo
@UAa (avdpeg: 89%,
yuvaikeg: 78%)

Legend

Administrative regions of Crete
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Eikéva: swypagikry katavouny Bvnoiuétnrag (Age-Standardized Mortality Rates/100,000/year) kau
TT0000TOU OTTOdIdOPEVWY OTO KATTVIOPa Bavatwy ammo KN trveupova (PAFs, %)




AAAOQYRAR TNG CUUTTEPIPOPAC KAl KATTVIOMO-]

5As (Ask, Advise, Assess, Assist, Arrange) tobacco treatment
delivery in primary care settings in Greece

 H aAAayr] Ttng
ouunepLdopac we
EKTLUNTAC TNC amodoong
OTLC UTINPECLEC UYELac Kal
N oupnepupopd vyeiag
w¢ €kBaon vyeiag
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1 To xapnAo nocootd
: EUTTAOKNC TWV LATPWV
I 8,6 NPY otnv unootnpién

71 =5 54 1,6 4,1
/4
B I 1,616 2,5 dLaKkomng Tou
[ | - |
Advise — Advice — Assist | Assist — Quit Assist — Self-  Assist — Assist — Arrange

Quit Health Date help Discuss Prescribe
Smoking Hazards Medications Medication

KOQUTTVIOLOTOC

Amo €va epeuvnTKO tpoypappaTobacco treatment
; P~ TrAining Network in Crete (TiTAN Crete)
wamﬁgnd@es B tou MK/ http://titan.uoc.gr/index_en.html

0

Healthcare Alliance for Tobacco Dependence Treatment




AAAOYN TNG CUUTTEPIPOPACS KAl TPOTTOG
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Training General Practitioners in
Evidence-Based Tobacco Treatment: An
Evaluation of the Tobacco Treatment
Training Network in Crete
(TiTAN-Crete) Intervention

Charis Girvalaki, MPH', Sophia Papadakis, PHD, MHA'*3,
Constantine Vardavas, MD, PhD', Andrew L. Pipe, MD, PhD?3,
Eleni Petridou, MD, PhD?, loanna Tsiligianni, MD, PhD',

and Christos Lionis, MD, PhD, FRCGP/', on behalf of the
TiTAN Crete Partners

Table 4. General Practitioners’ Performance in 4As Delivery Following Exposure to the TiTAN Intervention Compared With That of
the Control Group.

TiTAN vs. control

Parameter Control (n=317),n (%) TiTAN (n = 460), n (%) AOR [95% CIf* P

Ask . 381 (828) 4120131, 13.0] 0158
Advise: Quit smoking . 375 (81.5) 5.03[1.87, 13.6] 0014
= Advise: Health hazards . 306 (66.8) 543294, 100] <.001
Quit Plan Visit (ACT) Assist: General* : 298 (64.8) 45.45[18.24, 113.3] <.001
L ! Assist: Set quit date® 57 (126) 19.13 [3.57, 102.5] .0006
" ' Assist: Self-help materials® ) 120 (26.1) 37.51[9.27,151.8] <.0001
Assist: Discuss medications . 152 (33.0) 23.40[10.08, 54.4] <.0001
7(I
70(

Assist: Prescribe medications 6) — —
Arrange* 15.2) 15.07 [3.49, 65.1] .0003




ETtriAoyog

H €ilonynon autr w¢ oUVOAO TTPOTACEWY VIO CUMPWVIA.

[TOAAEG €vvoleC Kal Opol TTOU XPelaleTal va atrodoBouyv
UE OCUPQWVIa OoTa EAANVIKA.

H oulntnon yia 1a peBodoAoyika BEuara TTou
QAVTIMETWTTICEI N ATTOTIMNON TNG KAIVIKNC 1ATPIKNG.

H avaykn cuptrepiAnyng tTnG €vvoliag TnG
OUMTTEPIPOPAC KAl TOU KIVOUVOU.

[1a yia GAAN eopd uTtoypappideTal N avaykn ouvragng
EVOC KEIPMEVOU BECEWYV PE ava@opPA KAl aTNV TTOAITIKNA
UYEiac.
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