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The strength of primary care in Europe:
an international comparative study Figure 1. Primary care structure and process
dimensions. PC = primary care.

Dimensions of the PC structure

Economic conditions
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overnance of PL system development

Total: 12 indicators Total: 11 indicators Total: 14 indicators

Dimensions of the PC process
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of PC services Coordination of PC

Access to PC services Continuity of PC

Total: 12 indicators Total: 10 indicators Total: 9 indicators Total: 7 indicators
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Table 1. Availability of data on primary care indicators, by dimension and country

To EU-PHAMEU Project

Percentage of indicators lincluding subquestions with available data, by dimension and country)

Primary Economic Primary care A Continuity Comprehensiveness
care conditions of workforce to of Coordination of of
governance primary care dewvelopment primary care primary care primary care primary care
Country = 18] flrr=10] [rr= 17) Mean ¥ [rr=1%] (= 12]) [r=2) = 10] Mean %
Austria 100 w0 100 T 100 759 100 100 o4
Bealgium 100 100 100 100 100 100 100 o0 o8
Bulgana 100 100 100 100 100 100 100 100 100
Cyprus Qi 20 71 21 95 50 100 70 T
Crech Republic 100 100 100 100 95 75 100 100 oz
Denmark 100 a9 100 Ph 100 P2 100 100 o8
Estonia 100 100 100 100 100 oz 100 100 o8
Finland 100 a9 @4 P4 95 Q2 100 100 oF
France 100 100 100 100 100 9z 100 100 @8
Germamy 100 90 100 o7 100 100 100 100 100
resce 1 a0 ] W4 71 |y &7 2 F] 70 1
Hungary
lceland 75 a0 100 85 84 75 Ta 100 84
Ireland 100 a9 100 Db a4 75 100 o0 ar
Italy 100 100 Q4 w8 95 58 100 90 84
Latvia 100 100 100 100 o5 100 100 100 o
Lithuania 100 100 100 100 100 100 100 100 100
Luxembourg 100 o0 @4 @5 89 &7 a9 o0 84
Malta P4 &0 5% 71 &8 &7 100 &0 T4
Metherlands 100 100 100 100 100 100 100 100 100
MNoreeay 100 100 a8 Db a4 100 a9 100 3
Poland 100 100 a8 Ph o5 2 100 o0 D4
Portugal 100 a9 100 P& 100 100 100 100 100
Romania 100 an 100 95 100 a9 a0 N
Slovak Republic 100 100 100 100 100 100 100 100 100
Slovenia 100 100 Th 2 a9 100 a9 100 5
Spain 100 100 QU 8 av 100 100 100 T
Sweden 100 a0 82 87 5 &7 100 o0 B8
Switzerland 100 100 100 100 &3 &7 100 100 az
Turkey 100 &0 100 87 100 100 100 90 ko]
LIk 100 100 100 100 100 100 100 0 @8
Mean % 97 M @5 — i 87 24 Qa4 —
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_ ITavtote Suvii0wg Opopéveg popég Tnavia/moTté
D e 69 e
136 (61.8%) 69 (31.4%) 14 (6.4%) 1(0.5%)
51 (23.2%) 53 (24.1%) 66 (30.0%) 50 (22.7%)
104 (47.7%) 83 (37.7%) 30 (13.6%) 2 (0.9%)
52 (23.6%) 88 (20.2%) 68 (30.9%) 11 (5.0%)
52 (23.6%) 88 (40.0%) 68 (30.9%) 11 (5.0%)
109 (49.5%) 71 (32.3%) 37 (16.8%) 3 (1.4%)
69 (31.4%) 58 (26.4%) 52 (23.6%) 39 (17.9%)
25 (11.4%) 63 (28.6%) 84 (38.2%) 47 (21.5%)
154 (70.0%) 54 (24.5%) 10 (4.5%) 0 (0%)
51 (23.4%) 55 (25.2%) 86 (39.4%) 26 (11.9%)
104 (47.7%) 76 (34.9%) 35 (15.9%) 3 (1.4%)
66 (30.1%) 81 (37.0%) 54 (24.5%) 18 (8.2%)
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Chronic disease multimorbidity
open transitions across healthcare interfaces
and associated costs: a clinical-linkage

database study

Umesh T Kadam,' John Uttley,” Peter W Jones," Zafar Igbal®

ABSTRACT

Objective: To investigate multimorbidity transitions
from general practice populations across healthcare
interfaces and the associated healthcare costs.
Design: ClinicaHinkage database study.

Setting: Population (N=60 660) aged 40 years and over
registered with 53 general practices in Stoke-on-Trent.
Participanls: Population with six specified
multimorbidity pairs were identified based on
hypertension, diabetes mellitus (DM), coronary heart
disease (CHD), chronic obstructive puimonary disease
(COPD), congestive heart failure (CHF) and chronic
kidney disease (CKD).

Main outcomes measures: Chronic disease
registers were linked to accident and emergency (AGE)
and hospital admissions for a 3-year time period
(2007-2009), and associated costs measured by
Healthcare Resource Groups. Associations between
multimorbid groups and direct healthcare costs were
compared with their respective single disease groups
using linear regression methods, adjusting for age,
gender and deprivation.

Results: In the study population, there were 9735
pafients with hypertension and diabetes (16%), 3574
with diabetes and CHD (6%). 2894 with diabetes and
CKD (5%), 1855 with COPD and CHD (3%), 754 with
CHF and COPD (1%) and 1425 with CHF and CKD

ARTICLE SUMMARY

Article focus

w In the population, there are large numbers of
people who suffer from two or multiple chronic
diseases at the same time.

u Most of the current evidence has focused on the
impact of mulimorbidity on health status and
very few have investigated the transitions across
healthcare and the associated costs.

» While individual chronic diseases have been
shown to be associated with high healthcare
costs, whether specific multimorbid combina-
fions have differential healthcare transitons and
healthcare costs is unknown.

Key messages

» Specific multimorbid pairs are associated with
diferent levels of healthcare iransitions and
costs relating fo accident and emergency and
hospital admissions.

w Chronic disease pairs indicate the population-
level mutimorbidity ‘severity’, as indicated by
transitions and costs, with a range from diabetes
and hypertension (low severity'), diabetes and
heart disease, diabetes and chronic kidney
disease (CKD), chronic obstructive pulmonary
disease (COPD) and heart disease, heart failure

Zevyapia Ypoviny
VOOT|LATOV
BaBuoAoynon tov
“severity”

SVOYETION @POVTIOAC
VYELaC IE KOOTOC

O ovvovaouog XA kat
vneptaon “low severity”

O ovvovaouog KA kat
XAII 1) KA kar XNA “high
severity”
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ORIGINAL RESEARCH

Primary Care Physicians’ Challenges in Ordering
Clinical Laboratory Tests and Interpreting Results

Jobn Hickner, MD, MSc, Pamela J. Thompson, MS, Tom Wilkinson, MPH,
Paul Epmer, MBA, MEd, Meghan Sheeban, MPH, Anne M. Poliock, BA,
Jim Lee, MS, Christopber C. Duke, PhD, Brian R. jackson, MD, MS,

and fulie R. Taylor, PbD), MS

Background: The number and complexity of clinical laboratory tests is rapidly expanding, presenting
primary care physicians with challenges in accurately, efficiently, and safely ordering and interpreting
diagnostic tests. The objective of this study was to identify challenges primary care physicians face re-
lated to diagnostic laboratory testing and solutions they believe are helpful and available to them.

Methods: In this study, sponsored by the Centers for Disease Control and Prevention, a random sam-
ple of general internal medicine and family medicine physicians from the American Medical Association
Masterfile were surveyed in 2011.

Results: 1768 physicians (5.6%) responded to the survey. Physicians reported ordering diagnostic
laboratory tests for an average of 31.4% of patient encounters per week. They reported uncertainty
about ordering tests in 14.7% and uncertainty in interpreting results in 8.3% of these diagnostic en-
counters. The most common problematic challenges in ordering tests were related to the cost to pa-
tients and insurance coverage restrictions. Other challenges included different names for the same test,
tests not available except as part of a test panel. and different tests included in panels with the same
names. The most common problematic challenges in interpreting and using test results were not receiv-
ing the results and confusing report formats. Respondents endorsed a variety of information technology
and decision support solutions to improve test selection and results interpretation, but these solutions
were not widely available at the time of the survey. Physicians infrequently sought assistance or consul-
tation from laboratory professionals but valued these consultations when they occurred.

Conclusions: Primary care physicians routinely experience uncertainty and challenges in ordering and inter-
preting diagnostic laboratory tests, With more than 500 million primary care patient visits per year, the level of
uncertainty reported in this study potentially affects 23 million patients per vear and raises significant concerns
about the safe and efficient use of laboratory testing resources. Improvement in information technology and clinical
decision support systems and quick access to laboratory consuliations may reduce physicians” uncertainty and miti-
gate these challenges. (] Am Board Fam Med 2014:27:268-27+4.)

Keywords: Diagnostic Services, Laboratories, Patient Safety, Primary Health Care

Laboratory tests are essential tools for clinical di- than doubled to at least 3500 tests (ARUP Labo-
agnosis. Over the pasc 20 years, the number of  ratories, Sale Lake City, Uwmh, personal communi-
laboratory tests available to clinicians has more  caton). This complexity presents physicians with

increasing challenges in accurately ordering and
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Lionis et al BMC Family Practice 2014, 1534
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Irrational prescribing of over-the-counter (OTC) S(PlKr[(')r[n TAC KAl

medicines in general practice: testing the feasibility

of an educational intervention among physicians aﬂoﬁoxﬁg Hag

in five European countries

\
Christos Lionis"", Elena Petelos’, Sue Shea', Georgia Bagiartaki’, loanna G Tsiligianni’, Apostolos Kamekis', ﬂap 8“ ﬁa()-n g GTnV

Vasiliki Tsiantou®, Maria Papadakaki', Athina Tatsioni®, Joanna Moschandreas®, Aristoula Saridaki’,

. . - . 8 \i
Anitonios Bertsias™, Tomas Faresjo”, Ashild Faresjo®, Luc Martinez®'%, Dominic Agius’, Yesim Uncu®, I<
George Samoutis’, Jiri Vicek™, Abobakr Abasaeed ' and Bodossakis Merkouris'! pn Tn

* Evtatikn exmaidevo
Background: Irrational prescribing of over-thecounter (OTC) medicines in general practice is common in Southem n n

Europe. Recent findings from a research project funded by the European Commission (FP7), the "OTC SOCIOMED",
conducted in seven European countries, indicate that physicians in countries in the Mediterranean Europe region

\
prescribe medicines to a higher degree in comparison to physicians in other participating European countries. In l l 1ag l l 8 pag

light of these findings, a feasibility study has been designed to explore the acceptance of a pilot educational
intervention targeting physicians in general practice in various settings in the Mediterranean Europe region.

Methods: This feasibility study utilized an educational intervention was designed wsing the Theory of Planned \J \

Behaviour (TPB). It took place in geographically-defined primary care areas in Cyprus, France, Greece, Malta, and . i 7'[8'\, ev 1081 80(1)
Turkey. General Practitioners (GPs) were recruited in each country and randomly assigned into two study groups in

each of the participating countries. The intervention induded a one-day intensive training programme, a poster
presentation, and regular visits of trained professionals to the workplaces of participants. Reminder messages and Y \/

email messages were, also, sent to participants over a 4-week period. A pre- and post-test evaluation study design ava an On g Tn 8(P (I)V OU
with quantitative and qualitative data was employed. The primary outcome of this feasibility pilot intervention was

to reduce GPs' intention to provide medidines following the educational intervention, and its secondary outcomes

incuded a reduction of presciibed medicines following the intervention, as well as an assessment of its practicality
and acceptance by the partidpating GPs Kal p OS e rS

Results: Median intention scores in the intervention groups were reduced, following the educational intervention,

in comparison to the control group. Descriptive analysis of related questions indicated a high overall acceptance
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ARTICLE ~ OPEN
Studying the burden of community-acquired pneumonia in

adults aged > 50 years in primary health care: an observational
study i rural Crete, Greece

Antonios Bertsias’, loanna G Tsiligianni', George Duijker', Nikolaos Siafakas” and Christos Lionis' on behalf of the Cretan CAP Research
Group

INTRODUCTION: Community-acquired pneumonia (CAP) is a potentially life-threatening condition that often requires
hospitalisation particularly in the elderly population or in patients with comorbidities.

AIMS: The aims of this study were to estimate the CAP frequency and severity ina well-defined primary healthcare setting in rura
Crete, to record patient characteristics, their immunisation status and to estimate hospitalisation frequency and determinants,
METHODS: An observational study was designed and implemented in a rural setting within the prefecture of Heraklion in the
island of Crete, Greece. Eligible patients were those aged 50 years or above, presenting with CAP based on signs and symptoms and
positive X-ray findings.

RESULTS: A total of 124 CAP cases were recorded, 40 of which (32.3%) were hospitalised. The age-standardised CAP incidence was
estimated to be 236.7 cases per 100,000 persons aged > 50 years. Forty-three patients (35.2%) were vaccinated against
pneumococcus. The most frequent chronic illnesses were heart disease (64.5%), chronic obstructive pulmonary disease (32.5%), and
type 2 diabetes (21%). Hospitalisation determinants induded advanced age (274 years, Odds ratio (OR) 7.13; P value=0.001; 95%
confidence interval (Cl), 2.23-22.79), obesity (OR 336, P=0.037; 95% I, 1.08-1052), 240 pack-years of smoking (OR 382,

P value=0.040; 95% Q, 1.07-18.42), presence of multimorbidity (R 5.7, P value=0.003; 95% Cl, 1.81-18.42) and pneumococcal
vaccination (OR 0.29, P value =0.041; 95% (1, 0.09-095).

CONCLUSIONS: This study highlighted patient characteristics and aspects of CAP epidemiology in the context of a rural primary
care setting in southern Europe where limited data have been published until now.

npj Primary Care Respiratory Medicine (2014) 24, Article number: 14017; doi:10.1038/npjpcrm.2014.17; published online xx xxx 2014
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Dealing with tobacco use and dependence within
primary health care: time for action

Constantine Ilias Vardavas'~ , Emmanouil K S},frnm:}ul.'alki51 and Christos Lionis'

Main text

Primary health care has an operational advantage in
overall health promotion, as preventive activities and the
management of multimorbidity are placed highly within
its agenda. A key component of health promotion is
tobacco prevention and smoking cessation, which in the
developed world, is the largest preventable cause of
death and disability, and estimated to cause & million
preventable and premature deaths every year [1]. With
the above dire number in mind, the World Health
Organization has called for smoking cessation to be
integrated into primary health care globally [2,3].

Patient centered primary care is seen as the most suit-
able health system “environment” for providing advice
on smoking cessation and general practitioners/family
physicians thus have a framework to advocate for smok-
ing cessation within their daily practice [4]. Based on
this framework, puidelines have been issued and

identified amongst others to be associated with the lack
of official training in tobacco control during under-
graduate years or residency [9], the lack of time due to
organizational constraints and increased work load [10],
the smoking habits of the primary care provider [11), or
the lack of appropriate social-cognitive training [12].
While understaffing, work load and the lack of time with
each patient may constrain the ability to fully develop
smoking cessation programmes, screening for nicotine
dependence and potential relapse among patients can
be performed by nurses, health care workers and
psychologists as part of the multidisciplinary team [13].
This integrated primary health care team can subse-
quently engage smokers or refer them to a more
specialized smoking cessation clinic, which makes their
potential involvement furthermore promising [14]. Re-
search has indicated that smoking cessation treatments
applied by non-specialists, may be equally effective in pri-
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Colorectal cancer (CRC) s one of the leading causes
ofillness and death in the Western world and the second
most common cause of cancer morbidity in Europe.'
Yet, if detecied early, CRC is highly treatable. Good
news has recently arrived from across the Adantic,
where decision analysis tools were emploved to inform
recommendation updates and ‘microsimulation model-
ling demonstrated that declines in CRC death rates are
consistent with a relatively large contribution from
screening”

Nevertheless, and despite the fact that US. CRC
mortality and incidence rates have improved. CRC
screening remains underused: only 77.5% of physicians
report use of the national screening guidelines and only
51.7% reported recommendations consistent with the
guidelines.” However, there aresiill European couniries
without a national population-based CRC screening
programme, and even in those with established national
screening programmes, they are underutilized. A survey
in France, which has an established population-based
screening programme, indicated that although 83% of
the GPs were convinced of the importance of CRC
screening. only 30% recommended the procedure o
their panenm.‘

rsity of Crete, Gireece.

of CRC screening, especially in younger patients.”
while few vsic i for the
majority of their patients.” Also, one-third of the PCPs
use chart reminders and only 15% use outreach mecha-
nisms o contact patients most likely 1© benefit from
screening.” Despiie the evidence that screening contrib-
utes to early diagnosis, with indicators such as reduced
mortality, participation rates remain low even when
there is an adive nationwide screening progranmme.

In terms of population-wide screening, however,
the GPs and PCPs might also need to receive further
education and training regarding early diagnosis and
prevention, including health promotion. A very inter-
esting study undertaken in France, and published
in the current issue of Family Praciice” employed
a gqualitative approach to explore GP and patient
barriers to undergoing CRC screening. This study high-
lights several important issues: GPs reported insuffi-
cient training and some doubted the relevance of
screening. They expressed concemns in terms of the time
available for the test during the consultation and they,
also, reported practical and administrative obstacles.
Other barriers to CRC screening reporied by the
GPs included the difficulties in convincing patients es-
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* 1. Precontemplation - people are not intending to make a change m ~ Petemitn g pOﬂTUX]'aKr] g 'Kal
the near future (within the next 6 months) M,L,, el aYY 8}\110."[1]{]’] g

¢ Transtheoretical (Stages of Change) Model -
proposes Change asa process of 6 stages

* ). Contemplation — people intend to change and are aware of the v 6
pros of changing but also can identify the cons (within the next 6 l EKTTA10EL OT] g
Irigaration
months) v v
| [ ) q >\ >\
* 3. Preparation — people have a plan of action and intend to take i H 8“ (Pa()-r] GTT]V , G.YT]
action in the immediate future (within a month) |r ’[]’] g oV LU'[ e pl(po pag
* 4. Action —people make the behavior change Hortece v v
* 5. Maintenance - represents the stage where people work to prevent | > H e H(P aOn OTnV a}\}\U-Yr]
relapse. e '
... NG KOVATOLPAG

¢ 6. Termination — individuals have 100% eﬂicacy and will maintain the

behaviour — difficult to maintain and most individuals remain at stage 5.

Sowres: Produsha, |., Jobnson, 3., & Lee, P (1998). The manstheoretical model of behavior chunge. n &. Schumaber E. Schron, | Ockene & W McBee (eds],
'\The Handbook of Health Bebavior Change, Ind ed. newYork, NY: sringer.
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TEACHING COMPASSION

Introducing and implementing a
compassionate care elective for
medical students in Crete

Christos Lionis

Professar, Clinic of Social and Family
Medicine, Medical Focufty, University of Crete
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Cinic of Sodal and Farmiy Medicne, Medical
Foculty, Universty of Crete; School of Health
and Social Care, University of Greenwich

Adelais Markaki

Department of Sedial Medicine, Medical
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Summary

Many reports have
commented on the
decreasing level of humanity
in healthcare, and that
medical training has an
This paper reports on a
six-week elective on
compassionate care,
delivered to first year
medical students at the
University of Crete Medical
School The course proved
highly popular, and may
represent a starting point
for emphasising the
importance of

| hawva been engagad In family practice research for many years and have recognized
the nead to teach compacsionate care as an wrgent Iztue. Together with Sue Shea we
concetved tha Idea of Introducing a compassionate care elective Into the madical
curriculum of the University of Crate. Ve have written thiz article to communicate and
dizcuse the experiences gainad on Crete at a time when compassion In health cars In
Greace and In many countries in Europe Iz needed more than ever.

Chrtstos Lions

My background Is In psychology, working mainly In the field of diabetes care In both
Greece and the LKL |t was very pleasing to experlence so many students attending
this course, and an honour to share our experiences In this journal.

Sue Shea

Az a community health nurse, | believe strongly in developing new academia’communicy
partnercships and in the value of immersing medical students, as early as possible, in
Joint interdisciplinary teamwork experiences. Ac a medical anthropologist, | am
intriguad by how compassion iz Interpreted and transformed in particular cultural or
professional contexts, such az within the medical profession.

Adelars Morkaki

Background

Across the globe, dissatisfaction with
medical care services is increasing, and
in particular dissatisfaction with the
lack of humanity in healthcare. Ina
time of glohal coonomic crisis (during
which Greece has been badly hit),
when healtheare systems are bound to
be affected, the morake of patients and
healthcare professionals could also
decline. In such times the benefits of
Compassionate care — towards patients
and towards other members of the
health care team — may prove even
more crucial.

Greece is a country where a
tradition of paticnt-centred medicine
has rapidly transformed into more
technologically-focused forms of
practice. This change might be
partially responsible for the high rate

and Magraith? have reporied,
‘exposure to emotionally difficule
situations puts GPs at risk for burnout
and compassion fatigue’, Despite
these facts, skills relating to
communication and the doctor/patient
relationship are stll not routincly
taught at medical schools in Greece,
except at the University of Crete, and
more recently the University of
Thessaloniki.

The numerous distressing reports
published in local and national
newspapers, of poor performance by
‘healtheare staff, are a cause for
concern and anxiety. Sometimes even
the most basic patient care, such as
nutritional needs and hygiene appears
tor have been neglected. Agginst this
hackground, in late 2009 the st twvo
authors of this paper (CL and 55)

began discussing how to mise
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Interprofessional education - to break
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Today we are educating health sciences students for the
coming 40 years, and we expect them to be skilful and

professional in their own di
healthcare organisations also recognise the imp of

ciplines. However, modern

is essential that health and social professionals work together
in order to supply efficient care within available resources.

interprofessional competence, which could be seen as an
additional aspect to the professional compass. Being
professional  today and temorrow includes having
interprofessional competence, which could be defined as the
ability to cooperate with other professions, and 1o know and

d d the i fi and roles of other
healthcare professional groups. The working together of
healthcare professionals 1o meet the increasingly complex

patients” and clients” needs most effectively is more
important today than ever before. This is especially so in
rural and remote areas around the world, where available

healthcare resources are often quite sparse. In such cases, it

education (IPE) in the feld of the health
sciences is now widely perceived as a potentially effective
method for enhancing collaborative practice. IPE occurs
when professions learn with, from and about one other to
facilitate collaboration in practice. However, the skills
required to work together interprofessionally are gained in a
process over time. IPE has it"s origin in a WHO repon
“Learning together to work together for better health’, from
1988, which encouraged the development of IPE activities
around the world 1o promote effective teamwork in health
care'. The basic idea was that it is favourable for
undergraduate students to experience other professions in the
health and social sectors. Inherent in this scheme is that the

work together in practice.

various professions wi
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Social support systems as determinants of iT[pOO'E'ZYYIO'l]Q
self-management and quality of life of people , ,
with diabetes across Europe: study protocol e H SV’[G.EI] TOV GS]J(ITOQ

for an observational study Y
Jan K{}EI’SEI'II’UijIErP, Jan van Lieshout', Ivaylo Vassilev’, Mari Carmen Portillo®, Manuel Serrana”, Ingrid Knutsen’, OTnV g-[ pOﬂTUXlaKn Kal
ETTAYYEALATIK)

Pali Roukova‘s, Christos Lioniss, Elka Todorova‘s, Christina Foss?, Anne Fh::gers2 and Michel Wensing‘

\
Background: Long-term conditions pose major challenges for healthcare systerns. Optimizing self-management of SK J l al gv Gn
people with long-term conditions is an important strategy to improve quality of life, health outcomes, patient

experiences in healthcare, and the sustainability of healthcare systerns. Much research on self-management focuses
on individual competencies, while the social systems of support that facilitate self-management are underexplored.

\d Y
The presented study aims to explore the role of social systems of support for self-management and quality of life, o Ta 8av Sla ag-[o Tlg

focusing on the social networks of people with diabetes and cornmunity organisations that serve them.

Methods: The protocol concerns a cross-sectional study in 18 geographic areas in six European countries, involving \l

a total of 1800 individuals with diabetes and 900 representatives of cammunity organisations. In each country, we 87‘[10’[ 8 T

include a deprived rural area, a deprived urban area, and an affluent urban area. Individuals are recruited through

healthcare practices in the targeted areas. A patient questionnaire comprises measures for quality of life, Y
self-management behaviours, social network and social support, as well as individual characteristics. A community

organisations’ survey maps out interconnections between community and voluntary organisations that support OU ug-[g pl(PO pag Kal Tlg
patients with chronic illness and documents the scope of work of the different types of organisations. We first

explore the structure of social netwarks of individuals and of community organisations. Then linkages between

\ \J
it::;si éconifrl'lsetworks, self-management and quality of life will be examined, taking deprivation and other factors KOIV (OV1K gg 8 7‘[ 10’ f'[ 'I"] H gg

Discussion: This study will provide insight into determinants of self-management and quality of life in individuals
with diabetes, focusing on the role of social netwarks and community organisations.

Keywords: Quality of life, Self-management, Chronic illness, Diabetes type 2, Social networks, Community
organisations, Deprivation

Source: Koetsenruijter et al, Health Qual Life Outomes 2014
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Background Paper

Exploring health care reform in a changing Europe:
Lessons from Greece

Implementing family practice research in countries

Antonis A K 1533, K Eleni A i lou® & Ch Lionist
with limited resources: a stepwise model ament senest Unheoriny of Aunar, Asnent, Groeee Moders of Jumer Domors, Aunen Srovee, tacnent of e Mo,
experienced in Crete, Greece e s f
= APart from Reatth care, Greece SHOUID focus On Eeneral changes, Brimarily Gecent
. .. . . T ENANEING EUrope, SPBIOAcTEs O Al Care 1eforn via Brmary Cane In Settngs smier 1 Greece Lould e aiscussed
Christos Lionis*, Emmanouil K Symvoulakis and and exsiored
Constantine | Vardavas
Equity of access \ Cost of Quality apprcach\
Clinic of Social and Family Medicine, Department of Social Medicine, Faculty of Medicine, University of Crete, Heraklion 71003, Patient-centred \ PAF model \
Greece. ) o ) ) - ) . . Decentralisation \ Information Technologv\
*Correspondence to Christos Lionis, Clinic of Social and Family Medicine, Depariment of Social Medicne, Faculty of Medicine,
University of Crete, Heraklion 71003, PO Box 2208, Greece: E-mail: lionis@galinos. med uoc.gr Voluntarism Point-of-care testing.
Received 07 November 2008; Revised 06 August 2009; Accepted 2 October 2009, Integrated Practice \ Value framework \
N Health care reformina
The need for a cost-effective decision-making process is increasingly seen as a challenge within ec;z;::greice";gm
modern family practice. The role of family practice research is well recognized in countries with Health Outcomes Primary Care
readily available resources and capacity. However, the situation is different in a number of coun- Medical & Continuing Educatio;/ Research in health care /
triesl\n:fith limited financial resources and current Ilnw'research capacity. TI] is article reports onan HBFaRgaRsEsTEAE Health promation
empirical model of 10 steps developed and applied in Crete, Greece. It aims to exchange views pe——— / surtamabiliy /
. . v T . rolessionalism
on how to better design and undertake actions in order to develop future family practice research 7
in countries with limited resources.
— Kamrd‘. Capaci‘ty f&l‘l"l“‘f practice research. resources == Figure 1. Fishbone diagram presenting the major suggestions for substantial changes in the health care system in Greece, a country facing economic
‘ ‘ ‘ . crisis. PAF, prevention-appraisal-failure.
Source: Kousoulis A, Angelopoulou KA, Lionis
Deseribing a stepwize model in developing effective family practice research in counrries wigh limited research capacity and resources C et a|, EJGP 2013

Use an electronic patient record system.

Explore opportunities to work together with an academic department. v v
Stari with assessment of population health needs. .OU01GOT1KT] LlETCl’[OT[lO']] Tng
Identify common ill conditions and health problems. v
Ask about the local use of common diagnostic tools (if not discuss the possibility of translating and adapting into local and cultural setting T[O}\l’[l](]’]g O’[]’]V H@Y

those already well assessed in the literature).

« Start to identify the burden of common discases and measure diagnostic probabilitices. v v v

e Discuss opportunities to publish your initial non-experimental work. ° a h h

» Look at possibilities to work together with other teams and researchers in a neighbouring country. EOTlaorl o€ OUOlao’thEg ayeg
Try t d tworking to other | h bodi d id solid partnership with E nd international iza- &

. ﬁ::]s-u expand your networking to other larger rescarc s and consider a solid partnership wi uropean and international organiza- OTT]V CU[OKSVTp(OO']] Kat OTnV

* See o what extent your collaborative work should be the starting point in looking for funding from those international bodies, including

the European Union. SKT[(liSSUO'T]
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Impact of religiosity/spirituality on biological O'U}.l ATIKGY Kal l'l s 000wV

and preclinical markers related to cardiovascular disease. SRAABION S 6880“ AU
Results from the SPILI III study * Meteyypagn g avtoybovng
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ABSTRACT

OBJECTIVE: This study aimed at exploring to what extent psychosocial factors, such as re-
ligiosity/spirituality and sense of coherence, mediate the negative effects of stress on a variety
of cardiometabolic indicators, i.e., hypertension, diabetes, cardiovascular and cerebrovascular
disease, and atherosclerotic bio-clinical markers. DESIGN: A total of 220 subjects (66.2+16.0
years) of the SPILI IIT cohort (1988-2012) attending a primary care setting in Spili, a rural
town in Crete, represented the target group for the present study. Of these, 195 (88.6%) par-
ticipated in the re-examination (67.2x15.2 years). All participants underwent a standardized
procedure including evaluation of anthropometric measurements, biochemical indicators of
atherosclerosis, stress hormones, in parallel with vltrasound measurements of carotid intima
media thickness (IMT). Religiosity, spirituality and sense of coherence were evaluated with
the uvse of international questionnaires translated into the Greek language and linguistically
validated. RESULTS: Participants with higher levels of religious and spiritual beliefs presented
lower levels of carotid IMT (1.01x0.101 vs 1.53%.0.502 mm, p<0.001). Patterns of inverse

relationships were also observed between religiosity/spirituality and prevalence of diabetes SourceS: L|0n|S1 et al . BMC ResearCh NOteS 2010
(35.1% vs. 2%, p<0.001) with an estimated diabetes risk, fully adjusted odds ratio, 95% CI: LioniS, et al . Lancet 1998

0.90 (0.87-0.93). Highly religious participants presented lower serum cortisol levels (12.3+5.8 q

vs. 18.2+5.1 pg/dl, p<0.001). Sense of coherence was positively associated with religiosity/ SamOUt|s| et al . Fam PraCt 2010

spirituality [mean SOC (SD): 12320 vs.158x15) p<0.001]. CONCLUSIONS: These findings
mayv be associated with a possible favourable effect of religiositv/spirituality on several cardio-
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