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The European Forum of Primary Care 
-EFPC- 

 

 

Foreword by Prof. Jan De Maeseneer, Chairman of the Forum 
 
 
 
Welcome to the 4th biannual EFPC-conference in Gothenburg: “Crossing borders in 
Primary Care” 

  

In the tradition of EFPC-conferences, we welcome you for an active and participative 
conference, where we invite you to cross your own borders, inspired by the challenging 
context of the Museum of World Culture, mirroring the world’s diversity and dynamics. 
The different background of the participants guarantees an exchange of new 
perspectives on chronic care, inter-professional education, intersectoral collaboration, 
research, integration of primary care and public health, primary care in times of economic 
crises, patient rights in primary care,… 

We welcome the exploration of the realities in other continents, with the key-note by 
prof Reid from Africa, and will look for the European legacy of prof Barbara Starfield, who 
gave one of her last conference-presentations at the EFPC-conference in Pisa in 2010. 

We hope that your interactive reflections will contribute to health care and health 
systems based on relevance, equity, quality, cost-effectiveness, sustainability, person- 
and people-centeredness and innovation. 

And… do not forget to enjoy Gothenburg! 

  

Prof Jan De Maeseneer, MD, PhD 

Chairman European Forum for Primary Care 
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Welcome word by Robert Sinclair, MD, PhD, Region Västra Götaland 
 
 
Dear EFPC conference delegates, 
 
 
Region Västra Götaland regards well developed and with other health care levels well 
integrated primary care as the fundament of excellence in health care. 
 
Therefore, we are extremely proud to co-organize together with EFPC the 2012 biannual 
EFPC conference in Göteborg September 3-4 2012 – and we look very much forward to 
take part of what is going on within primary care in Europe and beyond as well as present 
what we are doing. 
 
You will meet a dynamic Swedish region, known for world class biomedicine, health and 
life science research and industry, an automotive industry dedicated to sustainable 
transport solutions, a high tech shipping and maritime oriented industry and a strong 
focus on creation of sustainable cities.  
 
We are happy, and lucky, to enjoy fresh air and clean waters, great possibilities for 
outdoor activities, a vibrant cultural life with e.g. the truly inspiring World Cultural 
Museum and the renowned Göteborg Symphony Orchestra (the Swedish National 
Orchestra) and highly esteemed and creative gastronomy with fish and seafood as 
appreciated specialities. 
 
On behalf of the local organizing committee, I welcome you with open arms to our region 
and to the city of Göteborg. We all look very much forward crossing borders together 
when meeting and hosting you during some highly intense, creative and interesting days! 
 
Robert Sinclair, MD, PhD 
Senior Medical Advisor 
Department of Health Care 
Region Västra Götaland 
Sweden 
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The world is changing and so are health services. We are all, as professionals and citizens, moving 
away from the situations, ways of life and types of care we have previously known: we are 
crossing borders, professionally and personally.  
 
This general change is reflected in changes more specific to Primary Care. What was once done in 
hospitals is now often delivered in primary care. What was performed by doctors may now be 
solved by nurses, physiotherapists, healthcare assistants and many other health workers who 
cooperate to improve health standards. Where once citizens were passive subjects in health 
services, they now must be considered the main actors, either as patients or as members of their 
community.  
 
Professionals need to work with each other for better education, reorganization of work and 
resolution of our populations’ problems. Interprofessional teams are establishing themselves and 
increasing in many countries. Interprofessional education is needed to help improve teamwork 
and an opportunity for their successful future development.  
 
At the same time social and personal drivers move us all across borders. Many patients come 
from difficult or dire situations and need help in their new surroundings. Others move for 
pleasure, but might need support to establish health provision.  
Finally it’s us, health professionals, who are moving for better opportunities to learn, train and 
work.  
 
The European Primary Care Forum 2012 conference in Goteborg wants to cross borders to analyze 
these developments and share knowledge and experiences to improve our daily work. 

 
Sub-themes of the conference: 
 

Interprofessional collaboration 

Interprofessional education 

Intersectoral collaboration 

Integration of Public Health and Primary Care 

Chronic Diseases 

Cross Country Primary Care Comparisons 

Out of Hours/Triage 

Primary Care Financing 

Primary Care Research 

Primary Care at times of the economic crisis 

Quality and Costs of Primary Care in Europe 

e-Health and Primary Care 

Multimorbidity and Interprofessional 

Collaboration 

Future impract of continuity on quality of care 

within Primary Care 

Quality indicators for Primary Care 

Integrated Primary Care for Mental Health 

problems 

Patient Rights and Primary Care in Europe 

Collaboration between different levels of 

Primary Care 

Patient perspective in Primary Care

Conference themes 
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Dr. Eva Nilsson-Bågenholm:  

 
Primary Care and the care for older persons in Sweden 
 
Most countries in Europe face rapidly ageing populations. This has made it important for 
the countries to adapt by inventing new medical technologies, medicines and adequate 
care schemes. A great majority of elderly people in Sweden live in ordinary homes, with 
or without home help services. A majority of elderly people can manage by themselves 
even when they have reached old age.  But the most fragile elderly have extensive and 
complex health and social care needs. 
 
We have a great challenge to provide the best possible care for our seniors in a way that 
simultaneously allows an increasing number of people to benefit from this care. 
Living longer brings multiple health problems for most people. About 70 percent of all 
people above 75 years of age, have two or more simultaneously occurring chronic 
diseases. This results in a substantial need for both medical care with ongoing 
collaboration between different specialties, as well as collaboration across professional 
and organizational boundaries.  
 
Primary care is essential for the care of the most fragile elderly. Both medical care and 
collaboration with social care needs to be coordinated and delivered with high quality in a 
home based setting. An elderly person with extensive needs of care may need both home 
care, social services, primary care, specialist care as well as rehabilitation. To provide 
efficient care for the individual it is important that these different actors work in a 
coordinated manner.  
 
Due to the predicted demographic changes the Swedish government has decided to 
invest in a long-term, systematic improvement of the care for the elderly.  A National 
Coordinator for Elderly Care has been appointed with the assignment to submit proposals 
on how the government can strengthen incentives and conditions for the counties and 
municipalities to improve and coordinate the care for the elderly. For the next coming 
three years the government is investing 3.75 billion Swedish crowns, (approximately 400 
million Euros) in this work.  

 
 
 

Key-note speakers 
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Dr. Eva Nilsson-Bågenholm - MD, National Coordinator for Elderly Care, Swedish government 

 

 

In January of 2011 Mrs Nilsson Bågenholm, the former Chair of the Swedish Medical 
Association, was appointed Sweden’s first National Coordinator for Elderly Care, a 
position that was created in order to prioritize and coordinate the care of elderly. 
Mrs Nilsson Bågenholm, a practicing Medical Doctor (MD) right up until the end of 2010, 
has very fresh and firsthand experience of dealing with the care of elderly and has set out 
with the goal of getting home health services, geriatric care, local clinics and the 
healthcare system to work better together in relation to the elderly. 
In her capacity as National Coordinator for Elderly Care, Mrs Nilsson Bågenholm is playing 
a key role in shaping the future of the care and welfare of elderly in Sweden. 
 
 

 

Mr. Anders Olauson: 

 
PATIENTS FOR PRIMARY CARE –WHY WE CANNOT DO IT ALONE 
  
Anders Olauson’s keynote address will focus on the importance of primary care for 
patients with chronic diseases and its essential role in ensuring patient-centred  care, and 
a holistic, empowerment model where patients can be genuine co-deciders of their 
health and manage their disease, and their lives, to the optimum. 
  
This approach not only enhances patient safety, quality of care, and patient outcomes, 
BUT also the sustainability of our health systems and MUST be at the heart of healthcare 
reforms as we celebrate an ageing population, and also embrace the need for new 
thinking to really meet the needs of older patients. 
  
This cannot be achieved by the patient or the healthcare professional(s) in isolation – it 
requires  trusted, long-term relationships and real dialogue between all stakeholders. 
 Technological innovation can play a key role in enhancing patient centred primary care 
but the human factor will always prevail. 
  
Mr Olauson will describe the EU policy advances  in this arena, for example the European 
Innovation Partnership on Active and Healthy Ageing,  and  the work  of the European 
Patients Forum, working hand in hand with our sister organisations representing health 
professionals to engineer real change. 
  
 

Mr. Anders Olauson - President European Patients' Forum 

 
Anders Olauson was involved in the founding of the Agrenska Centre in 1989. He served 
as director until 2004 and since then has been chairman and chief executive officer. He is 
responsible for establishing The Agrenska Virtual International Academy, a research 
centre for rare disorders. 
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Anders is particularly concerned with the impact of rare conditions on children and their 
families. His work involves contact with both national and regional legislative bodies on 
the subject of rare disorders. He is also in contact with representatives of hospitals, 
education and labor unions as well as other key players in the field of rare diseases. 
  

Anders is past member of the board of Eurordis, and was president from 1999 to 2001. He 
currently represents it as a member of the board of the European Patients’ Forum (EPF). 
He has been president of EPF since June 2005. 
  

Anders represents EPF in steering committees, which has been established by DG Sanco 
and DG Infso. 
  

Agrenska was in 2005 appointed member of ECOSOC within United Nations, with “special 
consultative status”. 
  

Since 2006 Anders is a member of the advisory group for Health Research within DG 
Research. In 2005 Anders was accepted as a researcher within the PhD program at 
Gothenburg University. 
  

The Swedish Government appointed Anders September 15th2008, to be a member of the 
Advisory Council at The National Board of Health and Welfare. 
  

Anders Olauson received HM The King of Sweden’s Medal for his valuable contributions 
in the field of disability. Anders was presented with the King’s medal 8th size, with the 
Seraphim Ribbon at the Royal Palace in Stockholm, the 28th of January 2010. 
 

 

Ms. Rita Baeten: 
 

In March 2011 a directive on the application of patients' rights in cross-border healthcare 

was signed into EU law. This Directive is the result of a lengthy and laborious policy 

process aimed at finding adequate responses to rulings of the Court of Justice of the 

European Union that applied the internal market provisions regarding the free movement 

to the provision of healthcare. It clarifies in particular issues regarding the reimbursement 

of healthcare for patients being treated in a Member State other than the Member State 

where they are socially insured. The Directive has proved to be one of the most 

controversial pieces of European healthcare legislation in recent years. EU Member 

States have until October 2013 to transpose it into national law.  

The presentation will explain the context and the content of this Directive and highlight 

the potential impact of the application of the free movement rules for healthcare systems 
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and professionals.  It will focus on issues that might have an impact in primary care 

settings. 

It will furthermore present some key findings of a simulation which was organized at the 

end of 2011 with the aim of building a deeper understanding of the Directive's likely future 

impact and of forecasting potential issues as the Directive is put into practice. During this 

simulation, different stakeholders from six countries discussed how they would respond 

in reality to each of three scenarios provided. 

 
 

Ms. Rita Baeten - Senior Policy Analyst OSE, European Social Observatory 

 

Rita Baeten, Master of Social Sciences, is a senior policy analyst at the OSE. Her research 
activities focus on the impact of European integration on national healthcare systems and 
on their social character.  
 

Her research topics include themes such as patient mobility in the EU, healthcare services 
in the internal market, EU pharmaceutical policies and EU-level co-operation in the field of 
healthcare. 
 
She is the work leader for the OSE contribution to EU research projects such as ECAB 
(2010-2013) and “Europe for patients" (2004-2007). Both projects address cross-border 
care and are financed by the European Commission under its Framework Programmes for 
Research.  
 
Rita Baeten advises the Belgian federal authorities on EU policy developments with a 
potential impact on healthcare in Belgium. She also coordinated the scientific preparation 
and follow-up of several international and ministerial conferences on these topics. 

 

 

Dr. Rafael Bengoa:  The Strategy to Cope with the challenge of Chronicity 

in the Basque Country 
 

Given the complexity of the transformations required in health care today, the tactical 
approach has been since 2009  to complement top down and bottom up levers for health 
care. Since that date we have moved steadily towards the implementation of a Health 
System reform in the Basque Country. 
 
The reason to promote this ambitious transformation is double. On one hand, it was 
evident that the organizational “chassis” of the Health system was incompatible with the 
challenges of the 21st century in both quality and sustainability terms. . On the other 
hand, future improvements will not emerge mainly from additional investment in health 
care, but rather from the transformation of the health service delivery model. The 
present delivery model is fragmented, passive and reactive and has most people off the 

http://www.ose.be/hcconference2011/2425/index_2411.htm
http://www.ose.be/EN/projects/european_networks.htm#ecab
http://www.ose.be/EN/projects/european_networks.htm#e4p
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radar screen. The burden of disease today requires an organization which is the contrary 
to that description. 
 
We therefore  need to organize some sort of microsystem which can, in addition to  the 
provision of medical care can be accountable for health improvement and population 
health and which seeks our efficiencies via coordinated care. 
 
For this reason, the Chronicity Strategy, principal basis of the Health Reform, arises as a 
new “narrative” for health policy, which is not only adapted to the new population needs, 
but also provides directions and stability, by creating conditions for the health system 
transformation and using the current  context of economical crisis as an opportunity for 
change. 
 
The present decade is regarded as the most demanding one in history for the health 
system. The harder the external environment, the more important and urgent is for the 
health sector to have some form of common and united vision. Chronicity provides that 
new policy frame. 
 
In consequence, the Basque Government’s Ministry of Health has drawn and planned an 
ambitious transformation process using all the levers to move forward in this direction. 
This change agenda assumes health systems do not change   themselves but that it is 
necessary to engage professionals and patients in the reconfiguration in a bottom-up 
approach as well as nudging the system top down to facilitate and align  the 
transformation. These levers have emerged as 14 strategic projects which are all being 
implemented and are represented in the diagram below. 
 

Dr. Rafael Bengoa - Regional Minister of Health and Consumer Affairs, Basque 

Government 

 

Dr. R. Bengoa's career has been both national and international. He has practiced as a 
doctor in Spain for 5 years in both hospitals and primary care. Dr. Bengoa has MSc in 
Community Medicine from London School of Hygiene and Tropical Medicine and and MSc 
in Health Care Management from the UK as well.  
  
After holding several responsibilities in health care in Spain, where he was Director 
General for Health Care in the Basque County, Dr. Bengoa joined the World Health 
Organization - Headquarter in Geneva as a Director of Management of Chronic Conditions 
and Director for Health System Policies until 2006.  
  
Until 2009 he was professor in ESADE Business School in Spain, visiting professor in 
Leadership and Management in Health in University of Geneva and a Consultant in Health 
Care Organization and Management.  
  
His main interest are the quality and management of chronic conditions and integrated 
care. 
Since 2009 he is Regional Minister for Health in the Basque Country, Spain. 
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Prof. Steve Reid:  
 

"Integrating the personal and population approaches to health care: a perspective from 
Africa". 
  
 
When we cross the borders from north to south, personal to collective, individual to 
community, urban to rural, or rich to poor, we undergo a transition that demands a 
different perspective and set of skills. This presentation aims to propose different 
frameworks and challenges to the accepted assumptions of primary care practice in 
developed countries. How does context shape our work? Are the principles of primary 
care different in Europe and Africa, or urban and rural situations, or are they the same? Is 
it feasible to offer personal care to large numbers of people when there are very few 
practitioners? How do we best address an enormous epidemic like HIV and AIDS with few 
resources? And what are the implications of these approaches for primary care in Europe? 
The experiences of family physicians and primary care practitioners in implementing a 
community-oriented primary care (COPC) approach to their work within their 
communities in different parts of South Africa will be described and the underyling 
principles will be discussed. Finally the benefits and dangers of “crossing the border” into 
different territories and frameworks will be outlined, including the experience of working 
in a developing country,  and the impact that a different context can have on one’s 
outlook. 
 
Prof. Steve Reid - PHC Directorate Faculty of Health Sciences University of Cape Town, 

South Africa 

 

Steve Reid is a Family Physician with extensive experience in clinical practice, education 
and research in the field of rural health in South Africa. As a conscientious objector to 
military service in the 1980’s at Bethesda Hospital in north-eastern KwaZulu-Natal, he was 
involved in community initiatives in health in the Bethesda health ward, and completed 
his Masters thesis in Family Medicine on the topic “The Community Involvement of Rural 
Clinic Nurses”. Moving back to Durban after almost 10 years, he established a Vocational 
Training Programme for rural doctors at McCord Hospital. He then took up the position of 
director of a research unit called the Centre for Health and Social Studies (CHESS) at the 
University of Natal, and with his team, pursued a number of training and operational 
research projects in rural districts around KwaZulu-Natal, focused on the strengthening of 
the district health system.  
 
In 2001 the Centre was re-named the Centre for Rural Health, and Steve was appointed 
Associate Professor in the University of KwaZulu-Natal, with responsibility for 
community-based education and rural health. He teaches undergraduate and 
postgraduate students in public health, family medicine and health promotion, around 
the theme of Community-Oriented Primary Care (COPC). He has published extensively on 
the issue of compulsory community service, and is involved in numerous research 
projects in the field of rural health, including medical education, human resources for 
health, and HIV and AIDS. As Director of the Centre for Rural Health, he lead and 
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facilitated numerous projects in health systems in rural areas, and completed a doctorate 
in education on the topic of “Education for Rural Medical Practice”. 
 
In January 2010 he took up the post of Glaxo-Wellcome Chair of Primary Health Care at 
the University of Cape Town. As custodians of the faculty’s lead theme of PHC, the unit is 
involved in teaching and research around this theme. He is extending this role to support 
UCT medical and health science graduates to become more relevant and appropriately 
skilled in Africa. In August 2011 he gave his inaugural address at UCT with the title: “The 
Music of Health for All”. 
 
 
 

Dr. Toni Dedeu: 
 

Dr. Toni Dedeu - International officer at Ministry of Health Catalonia 

 

Dr. Toni Dedeu (Mr) graduated in Medicine and Surgery from the University of Barcelona. 
He specialised in Family Medicine and Urology in Spain and UK.  MSc in Health Economics 
from University Pompeu Fabra, Barcelona (Spain);   MSc in Primary Health Care from  the 
Autonomous University of Barcelona (Spain) and;  MSc in Healthcare Management from 
the University of Manchester, UK. He has more than 15 years’ experience in management 
in the health sector. He worked extensively on the design and implementation of primary 
healthcare reform in Catalonia. In the last twelve years he has also been participating in 
the implementation of primary care and health technology agencies in various countries 
in the former Soviet Union, such as Russia, Ukraine, and the Central Asian countries, and 
in Sri Lanka, Nepal and Bangladesh as well. He is a member of the executive board of 
EUREGHA (European Association for Regional and Local Health Authorities) and chairs 
the eHealth group. He is a member of EQuiP (Group for Quality and Patient Safety of 
Wonca Europe). Dr. Dedeu is a visiting lecturer in many universities in Europe and 
participates in various European Commission research projects as principal investigator in 
primary care and his main research interests are integrated care, chronic care, community 
care, public health and eHealth. 
 
Currently, Dr. Dedeu is the International Officer of the Ministry of Health of Catalonia 
(Spain), and responsible for the international affairs for the regional Ministry of Health of 
Catalonia. 
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Programme 

 
Day one 

 

Practice multi-media presentations will be shown the full day in the video room except 
during the plenary sessions 
 
Morning 
Chair: Ms. Sabina Nuti 
 
08.00 Registration 
 
09.00 Plenary: Welcome address by Ms Helén Eliasson, chairperson of the political 
subcommittee on health of the VGRegion and Prof Jan De Maeseneer, chairperson of 
the EFPC 
 
09.15  Plenary: 2 key-notes (1 hour) 
      

 Primary Care and the care for older persons in Sweden; Dr. Eva Nilsson-Bågenholm, 
MD, National Coordinator for Elderly Care, Swedish government 

 Patients for Primary Care; Mr. Anders Olauson, president European Patients' Forum 
 

10.15  Coffee break (30 min) 
 
10.45 Plenary: 2 key-notes (1 hour) 
      

 Cross border healthcare simulation for the Primary Care perspective; Ms. Rita Baeten, 
Senior Policy Analyst OSE, European Social Observatory 

 The strategy to cope with the challenge of chronicity in the Basque Country; Dr. 
Rafael Bengoa, MD, Regional Minister of Health and Consumer Affairs, Basque 
Government 
    

11.45  Meet the key note speakers (parallel sessions, 45 min) 
 
 

http://vimeo.com/14891546
http://vimeo.com/14891546
http://www.eu-patient.eu/About-EPF/The-Board/Profile/
http://www.eu-patient.eu/About-EPF/The-Board/Profile/
http://www.ose.be/EN/team/ose/baeten.htm
http://www.ose.be/EN/team/ose/baeten.htm
http://www.euskadi.net/-/contenidos/informacion/06_revista_euskaletxeak/en_ee/adjuntos/87_15_15_i.pdf
http://www.euskadi.net/-/contenidos/informacion/06_revista_euskaletxeak/en_ee/adjuntos/87_15_15_i.pdf
http://www.euskadi.net/-/contenidos/informacion/06_revista_euskaletxeak/en_ee/adjuntos/87_15_15_i.pdf
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Afternoon 
12.30  Lunch 
 
13.30 6 Parallel workshops round 1: including research abstracts (1,5 hours, see for a 
detailed programme page 21) 
    
Workshop themes:    
   

 PC quality related with costs (QUALICOPC, NIVEL) 

 Primary Care at times of the economic crisis: a challenge for many European 
countries (EFPC) 

 Research and development in Primary Care on the care for older persons in West 
Region Sweden – developing broad cooperation between care givers (Region Västra 
Götaland in close collaboration with the Swedish Government) 

 Interprofessional education 

 E-health and Primary Care 

 Intersectoral collaboration 
    
15.00  Market for local Region Västra Götaland PC developments at the Bridge, 3rd floor 
(45 min, see for a detailed programme page 26)  
(Half of the delegates will start with the market, the other half will start with the coffee 
break; at 15.45 they will change places) 
   
15.45  Coffee break  
 
16.30  6 Parallel workshops round 2: including research abstracts (1,5 hours,  see for a 
detailed programme page 22) 
    
Workshop themes:      
 

 Multimorbidity and Interprofessional collaboration (EuroPharmForum) 

 EFPC Position Paper: Interprofessional Education for Primary Care professionals (Jan 
van Es Institute) 

 EFPC Position Paper: Future impact of continuity on quality of care within Primary 
Care (Goteborg University, Department of Public Health and Community Medicine) 

 Quality and Costs of Primary Care in Europe (EUPRIMECARE) 

 Chronic Diseases 

 Primary Care management including financing aspects 

18.00 Closure 
 
19.30 Dinner at the Concert Hall  
  

http://nvl001.nivel.nl/pdf/Workshop%20Round1%20Day1.xlsx
http://www.nivel.nl/oc2/page.asp?PageID=13967
http://nvl007.nivel.nl/euprimarycare/news/efpc-signs-meps-lead-urgent-plea-health-community-prevent-health-crisis-europe
http://www.vgregion.se/en/Vastra-Gotalandsregionen/Home/Healthcare/
http://www.vgregion.se/en/Vastra-Gotalandsregionen/Home/Healthcare/
http://www.sweden.gov.se/sb/d/15471/a/184680
http://www.vgregion.se/en/Vastra-Gotalandsregionen/Home/Healthcare/Primary-healthcare/
http://nvl001.nivel.nl/pdf/Workshop%20Round2%20Day1.xlsx
http://www.europharmforum.org/
http://www.jvei.nl/index.php?id=1039
http://www.jvei.nl/index.php?id=1039
http://www.medicine.gu.se/english/phcm/?languageId=100001&contentId=-1&disableRedirect=true&returnUrl=http%3A%2F%2Fwww.medicine.gu.se%2Favdelningar%2Fsamhallsmedicin_folkhalsa%2F
http://www.euprimecare.eu/
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Day two 
 
 
Practice multi-media presentations will be shown the full day in the video room except 
during the plenary sessions and the policy debate sessions 
 
Morning 
Chair: Mr. Toni Dedeu 
 
08.45  1 key-note (45 min)  
     
 

 Integrating the personal and population approaches to health care: a perspective 
from Africa Prof. Steve Reid, PHC Directorate, Faculty of Health Sciences, University 
of Cape Town, South Africa 

    
9.30 10 Policy debate parallel sessions including a debate session with the key-note 
speaker (1 hour,  see for a detailed programme page 23) 
 
10.30    Coffee break  
 
11.00 6 Parallel workshops round 3: Including research abstracts (1,5 hours, see for a 
detailed programme page 24) 
 
Workshop themes:      
 

 Patient Rights and PC in Europe (Active Citizenship Network) 

 The European legacy of Prof Barbara Starfield: how to keep it alive?! (EFPC & Johns 
Hopkins ACG System ) 

 Quality indicators for Primary Care (Northern Dimension Partnership in Public Health 
and Social Well-being -Primary Health and Prison Health System Expert Group) 

 Integrated Primary Care for Mental Health problems 

 Collaboration between different levels of care 

 Primary Care research 
 

Afternoon 
12.30  Lunch 
 
13.30  EFPC General Assembly in the Auditorium, ground floor (45 min)   
 
14.15  Visit to the museum exhibitions starting with a short introduction (45 min) 
 
14.30  Practice multi-media presentations - Question round with the presence of the 
authors in the video room (30 min) 
 
15.00  Coffee break 

http://www.primaryhealthcare.uct.ac.za/approach/background/background.htm
http://www.primaryhealthcare.uct.ac.za/approach/background/background.htm
http://nvl001.nivel.nl/pdf/Policy%20Debate%20session%20Day2.xlsx
http://nvl001.nivel.nl/pdf/Policy%20Debate%20session%20Day2.xlsx
http://nvl001.nivel.nl/pdf/Workshop%20Round3%20Day2_V2.xlsx
http://www.activecitizenship.net/
http://nvl007.nivel.nl/euprimarycare/about/efpc-video
http://www.acg.jhsph.org/index.php?option=com_content&view=article&id=197&Itemid=409
http://www.acg.jhsph.org/index.php?option=com_content&view=article&id=197&Itemid=409
http://www.ndphs.org/?pphs_eg
http://www.ndphs.org/?pphs_eg
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15.30  5 Parallel workshops round 4: Including research abstracts (1,5 hours, see for a 
detailed programme page 25) 
 
Workshop themes:      
 

 PHC in the center as part of integrated care against the background of NCD/mental 
health burden (WHO European Regional Office) 

 Inequity by diagnosis (WHO collaborating centres for Primary Care) 

 Patient perspective in Primary Care 

 Interprofessional Collaboration 

 Chronic Diseases 

17.00 Plenary:  Panel debate with the leaders of the planned workshops plus summary 
plus invitation 2014 Barcelona (1 hour) (facilitated by Toni Dedeu, International Officer 
at Ministry of Health Catalonia) 
 
18.00  Closure 
   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://nvl001.nivel.nl/pdf/Workshop%20Round4%20Day2.xlsx
http://www.euro.who.int/en/what-we-do/health-topics/Health-systems/primary-health-care
http://www.euro.who.int/en/what-we-do/health-topics/Health-systems/primary-health-care/partners/who-collaborating-centres
http://nvl001.nivel.nl/pdf/Dr%20Dedeu%20%20Short%20biography%20for%20EFPC%202012.docx
http://www.gencat.cat/temes/eng/salut.htm
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Location of the Conference 

 

 

 
Adress 
Södra vägen 54 (by Korsvägen, next to Universeum). 
Bus/tram-stop Korsvägen. 

Public transportation 
The Museum of World Culture is just a short walk from Korsvägen Street. You can get to 
Korsvägen Street by tram 2, 4, 5, 6, 8 or 13, by bus 49, 50, 52, 91, 157, 513, 761, or 771, by 
the Red, Green or Orange Express, or by the airport bus. 

 

 

Dinner  location  
  
The dinner on day one will take place at the Gothenburg Concert Hall, in the absolute city 
center overlooking Götaplatsen and the statue of Poseidon, the symbol of Gothenburg. 
 
Adress: 
 
Göteborgs Konserthus 
Götaplatsen 
412 56 Göteborg 
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Floor plans of the World Cultural Museum 

 
Important: Detailed floor plans (color prints) of all floors of the 
museum were added to your delegate bag! Use these floor plans 
to easily map out your journey through the Museum! 
 
Ground floor (level 0) 
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Lower floor (level -1) 
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Upper floor (level 1) 
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The bridge (highest floor) 

 

 
 

The market will take place on day 1 at 15:00. 
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Parallel Session Round 1 

 

 

 

 

 

 
Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 

Room 
Auditorium 
(Groundfloor) 

BreakOut 1 
(First floor) 

BreakOut 2 
(First floor) 

BreakOut 3 
(First floor) 

BreakOut 4 
(First floor) 

Black Box 
(Basement) 

Chairperson 
Wienke 
Boerma 

Val Lattimer 
Marianne 
Samuelson 

Niro 
Siriwardena 

Antoni Peris Lis Palm 

Theme 

Quality and 
Costs of 
Primary Care 
in Europe 

Inter-
professional 
Education 

Primary Care 
at times of 
the 
economic 
crisis: a 
challenge for 
many 
European 
countries 

e-Health 
and Primary 
Care 

Intersectoral 
Collaboration 

Research  and 
Development in 
Primary Care on 
the care for older 
persons in West 
Region of Sweden 
- developing 
broad 
cooperation 
between care 
givers 

 

QUALICOPC, a 
7th Framework 
Programme 
project 

  EFPC   

  Region Västra 
Götaland in close 
collaboration with 
Swedish 
Government 

 

Willemijn 
Schäfer (NIVEL, 
Utrecht) 

92 Armeni   71 Chiriac 50 De Bont Eva Nilsson-
Bägenholm 
(Swedish 
government) 

 

Danica Rotar-
Pavlic 
(University of 
Ljubljana) 

127 Hill   41 Kivi 89 Edqvist   

 

Chiara Seghieri 
(St Anna 
School Pisa) 

95 Lapao   69 Salvadori 20 Osipovic   

 

Evelyne De 
Ryck (Univ. of 
Ghent) 

    18 
Siriwardena 

46 Valentijn   

Interactive 
Parallel Sessions 

 

Day 1 (3rd Sept) 

13.30-15.00 hours 
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Parallel Session Round 2 

 

 

 

 
  Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 

Room 
Auditorium 
(Groundfloor) 

BreakOut 1 
(First floor) 

BreakOut 2 
(First floor) 

BreakOut 3 
(First floor) 

BreakOut 4 
(First floor) 

Black Box 
(Basement) 

Chairperson Dick Tromp 
Antonio Sarria 
Santamerra 

Loes van 
Amsterdam 

Cecilia 
Bjorkelund 

Niro 
Siriwardena 

Sabina Nuti 

Theme 

Multimorbidity 
and Inter-
professional 
Collaboration 

Quality and 
Costs of 
Primary Care in 
Europe 

Inter-
professional 
Education 
for Primary 
Care 
professional 

Future 
impact of 
continuity 
on quality of 
care within 
Primary Care 

Chronic 
Diseases 

Primary Care 
management 
including 
financing 
aspects 

  

EuroPharm 
Forum 

EUPRIMECARE, 
a 7th 
Framework 
Programme 
project 

Jan van Es 
Institute 

Gothenburg 
university 

    

    77 Corsalini     38 Barletta 51 Baan 

  
  

119 Martinez     113 
Groenewegen 

59 Peris 

  
  

118 Del Pino     116 Junius 
Walker 

129 Boulton 

 
 

121 Sarria 
Santamera 

    

  

 

  35 Kinder 108 De 
Lepeleire 

122 Garcia 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Day 1 (3rd Sept) 

16.30-18.00 hours 
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Policy Debate Parallel Session 

 

 

 

 

 
  Session 1 Session 2 Session 3 Session 4 Session 5 

Room 
Black Box 
(Basement) 

Destination X 
(Basement)  

Video room 
(Ground floor) 

Auditorium 
(Ground floor) 

Kantine / Balcony 
(First floor) 

Chairperson   
Marianne 
Samuelson Sabina Nuti Chiara Seghieri 

Jan De 
Maeseneer 

Theme 

Meet the key-
note speaker 

Inter-professional 
Collaboration 

Chronic Diseases 
Inter-professional  
Education 

Intersectoral 
collaboration 

  Steve Reid 106 Bras/Santos 48 Richardson 82 Hauzman 83 Akman 

    65 Blackie 70 Salvadori 12 Smit 114 Landa 

    19 Venovska 123 Laserna 44 Vintgens 31 Leners 

    85 Sarbu 66 Perez-Lopez   125 Eyck 

 
  Session 6 Session 7 Session 8 Session 9 Session 10 

Room 
BreakOut 1 (First 
floor) 

BreakOut 2 (First 
floor) 

BreakOut 3 (First 
floor) 

BreakOut 4 (First 
floor) 

Bridge (Third 
floor) 

Chairperson 
Danica Rotar-
Pavlic 

Peter 
Groenewegen Val Lattimer Antoni Peris Giorgio Visentin 

Theme 

Integration of 
Public Health & 
Primary Care 

Cross Country 
Primary Care 
Comparisons 

Out of Hours / 
Triage 

Primary Care 
Financing 

Primary Care 
Research 

  124 Eyck 24 Ashgari 29 Backhaus 96 Kozlovska 140 McIntyre 

  101 Ruizendaal 115 Farkas Pall 30 Kantonen 103 Jamart 93 Visentin 

  102 Gusmao 34 Mohan 
91 Van Der 
Heyden 14 Millar 110 Huttin 

  33 Nieri 67 Moser   111 Fischer 133 Lionis 

 

 

 

 

 

 

 

 

Day 2 (4th Sept) 

9.30-10.30 hours 
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Parallel Session Round 3 

 

 

 

 

 

  Session 1 Session 2 Session 3 Session 4 Session 5 

Session 6 
(11.00 - 
12.00) 

Room 
Auditorium 
(Groundfloor) 

BreakOut 1 
(First floor) 

BreakOut 2 
(First floor) 

BreakOut 3 
(First floor) 

BreakOut 4 
(First floor) 

Black Box 
(Basement) 

Chairperson 
Arnoldas 
Jurgutis 

Niro 
Siriwardena 

Teresa 
Petrangolini 

Pim de Graaf 
Peter 
Groenewegen 

Jan De 
Maeseneer 

Theme 
Quality 
indicators for 
Primary Care 

Integrated 
Primary Care 
for Mental 
Health 
problems 

Patient 
Rights and 
Primary Care 
in Europe 

Collaboration 
between 
different 
levels of care 

Primary Care 
Research 

The 
European 
legacy of Prof 
Barbara 
Starfield: 
how to keep 
it alive?! 

  

Northern 
Dimension 
Partnership in 
Public Health 
and Social 
Wellbeing 

  
Active 
Citizenship 
Network 

    
EFPC & Johns 
Hopkins ACG 
System 

  

  47 Dahlof / 
Simonsson 

  17 Arain 90 Hange Karin Kinder 
(Johns 
Hopkins ACG 
System) 

  

  126 Hill   99 Garcia 75 Heinemann Giorgio 
Visentin 
(EFPC) 

  

  36 Wikberg   56 Petsoulas 109 Verhey Sabina Nuti 
(St Anna 
School, Pisa) 

  
  87 De 

Lepeleire 
  104 Rodgers 134 Maun   

 

 

 

 

 

 

 

 

 

Day 2 (4th Sept) 

11.00-12.30 hours 
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Parallel Session Round 4 
 

 

 

 

 

 

 

  Session 1 Session 2 Session 3 Session 4 Session 5 

Room Auditorium 
(Groundfloor) 

BreakOut 1 
(First floor) 

BreakOut 2 (First 
floor) 

BreakOut 3 
(First floor) 

BreakOut 
4 (First 
floor) 

Chairperson Hans Kluge Pim de Graaf Jan De Maeseneer Chiara Seghieri 
Giorgio 
Visentin 

Theme 

PHC in the center as 
part of integrated care 
against the background 
of NCD/mental health 
burden 

Patient 
perspective in 
Primary Care 

Inequity by disease: 
threat to social 
justice in health 

Inter-
professional 
collaboration 

Chronic 
Diseases 

  

WHO Copenhagen 
Regional Office for the 
European Region   

WHO Collaborating 
Centres for Primary 
Health Care (Ghent, 
Utrecht (NIVEL) & 
Zagreb) 

    

  
Anna Stavdal (WONCA) 74 Beckman   43 Johansen 28 Rurik 

  

Paul Martin (University 
West of Scotland) 

98 Braithwaite   107 Murante 54 Larsen 

  

Eric de Roodenbeke 
(International Hospital 
Federation) 

37 Glenngard   73 Schepman 79 Versnel 

    52 Skoglund   53 Spandonaro 137 Visca 

  
  
  

64 Brugues   

 

 

 

 

Multimedia Presentations 
 

 

 
 

 

 

 

 

 

 

Day 2 (4th Sept) 

15.30-17.00 hours 

On both days 

ongoing presentation, 

except during 

plenary sessions 
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Market Place for local Västra Götaland PC developments 
 

 

 
 
Dieticians in Primary Care 
 

 
Health Equilibrium Initiative 

 

 
Knowledge Center for Equal Care 

 

Competence Center for patient- and 
closed relatived education in Region 
Västra Götaland 
 

 
Health rocket – 12 modules for a 
healthier Västra Götaland 
 

 
Lifestyle-intervention in an ordinary 
health care setting – a low-budget 
method, “Hälsolyftet” 
 

 
How to boost Clinical Research in 
Primary Care 
 

 
Diabetes – a better life begins now. 
Three vital steps – Facts, Knowledge 
and Behavioral change 
 

 
A tool for transformation – 
Considerate design in Primary Care 
 

 
Center for Sexual Medicine – a clinic 
in a Primary Care Setting 

 
Come and listen to a dialog about 
physical activity and prescription 
 

 
Natur and garden assisted therapy in 
Primary Health Care 

 
1177 – The nationals healthcare advice 
by phone Västra Götalandsregion 

 
ACG and case costing for quality and 
reimbursement in primary care 
 

 

 

Day 1, 15.00h 
Market for local Region Västra 

Götaland PC developments at the 
Bridge, 3rd floor 
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Abstracts Invited Workshops 

 
Workshop Round 1 (Day 1; 13.30 - 15.00) 

 

PC quality related with costs (QUALICOPC, NIVEL)  

 
Preliminary results of the QUALICOPC project: a study on quality, equity and costs of 
primary care in 34 countries 
By: The QUALICOPC consortium 
Chair: Wienke Boerma (NIVEL, the Netherlands Institute for Health Services Research, 
Utrecht, the Netherlands) 
Presenters:  
Willemijn Schäfer (NIVEL, the Netherlands Institute for Health Services Research, Utrecht, 
the Netherlands) 
Danica Rotar- Pavlic (ULMF- University of Ljubjana, Slovenia) 
Chiara Seghieri (StANNA- Sant’Anna School of Advanced Studies, Pisa, Italy) 
Evelyne De Ryck (Ghent University- Department of Family Medicine and primary Health 
Care, Ghent, Belgium) 
 
In this workshop preliminary results of the QUALICOPC (Quality and Costs of Primary Care 
in Europe) project will be presented and discussed. This project aims to evaluate quality, 
costs and equity of primary care in 31 European countries and Australia, Canada and New 
Zealand. The researchers of this study are trying to give an answer to the question what 
the benefits of primary care are and what effect the strength of a primary care system 
has on the performance of health care systems. The QUALICOPC project is funded by the 
European Commission under the so-called “Seventh Framework Programme” and is 
carried out by a consortium of 6 research institutes from Belgium, Germany, Italy, the 
Netherlands and Slovenia. 
During the workshop a general introduction of the project will be given, explaining the 
study design, main questions and an overview on the response rates so far. Second, 
preliminary results will be outlined related to three different themes: the structure of 
primary care related to the quality of service provision; the structure and process quality 
of primary care related to costs; and the structure of primary care related to access and 
equity in primary care. These preliminary results are based on the data gathered through 
surveys among GPs and their patients in the QUALICOPC-countries. The workshop will 
give room for a discussion with the audience. The audience will be asked for their 
feedback on the outcomes and on the performed analyses.   

 

 

Primary Care at times of the economic crisis: a challenge for many 

European countries (EFPC)  

 
Moderators: 
Marianne Samuelson 
Professeur associé Université de Caen-Basse Normandie 
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Département de Médecine Générale 
Board member of the European Forum for Primary Care 
  
  
Daniel Widmer 
Institut Universitaire de Médecine Générale 
Lausanne 
 
“Strong primary care (PC) produces better health outcomes against lower costs. That is 
the briefest summary of available scientific evidence. By promoting strong PC the 
population’s health can be improved” that is the introduction at the front page of the 
European Forum for Primary Care (EFPC) web site. The aim of the EFPC is to promote PC.  
What is our responsibility in times of economical and moral crisis that we are facing in 
Europe? What could our line of action be? 
• First of all it is necessary to analyse the consequences of the crisis in terms of health of 
the population. Maintaining a healthy population is an important component of a healthy 
economy. The crisis may lead to variation in the type of health care problems 
encountered in PC.  The social impacts of the crisis are mainly rise of unemployment, rise 
of population at risk of poverty, housing problems, cut in social welfare and health care 
spending. These problems are in strong correlation with increase of suicide rate, alcohol 
abuse, mental health problems, rise of risk of illness, and less likelihood to recovery from 
disease, rise of all causes of mortality rate. Vulnerable populations are becoming more 
vulnerable, but also new categories of population are becoming at risk, specifically young 
people. Health problems linked to an aging population with multiple chronic health 
problems may be more difficult to tackle. And of course health inequalities are increasing. 
• On the professional or providers side, decrease in health care budgets may lead to 
increasing cross border migration of PC professionals leaving unattended populations, 
closing hospitals lead to transfer of health care problems to unprepared PC teams. Health 
care professionals may also be very challenged by alteration of working conditions, 
decrease of income or impact on their personal life.  The conflicting attitude in allocation 
of resources between the health system as an economic sector, and population’s health 
as a resource and priority, may be a challenge for social cohesion and solidarity as a value. 
• How can we act at the level we are working, whether as a health care provider, as 
policymaker or as researcher in PC? Could we actively influence at European level, 
keeping health as a priority, urging the right of European citizen to access quality and 
affordable health care, which means strengthening PC? At national level could we urge 
for good resource allocation that ensures equity of access, encouraging the provision and 
access to primary health care services? Better access to PC services improves general 
health, reduces inappropriate use of services, unnecessary use of specialist and hospital 
care, promotes rational use of drugs and improving health promotion and disease 
prevention. At practice level can we promote better governance to improve cost 
effectiveness and good working environment of PC services? Promote practice 
organisation that makes the best use of workforces, define clear functions of 
professionals within PC teams, and promote cooperation between them. PC teams must 
be able to deal with even more complex health problems since the crisis and adapt to a 
changing society. This may reduce inequalities, and avoid burnout of health care 
professionals. 
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• But times of austerity also give the opportunity for change. The necessity of efficiency 
of heath care systems may lead to reinforcing their PC orientation and base, to make 
better use of resources, introducing adequate changes that may reduce inequalities and 
be long lasting. 
It is time to really go back to Alma Ata principles ? 
Further discussion will be open in the workshop “Primary Care at times of the economic 
crisis: a challenge for many European countries”, we look forward to your input. 
  
  

 

Research and development in Primary Care on the care for older persons in 

West Region Sweden – developing broad cooperation between care givers 

(Region Västra Götaland in close collaboration with the Swedish 

Government) 

 
Moderator: Lis Palm, Head R&D Department, Fyrbodal, Sweden 
The Swedish Social Ministry will be represented by Dr Eva Nilsson-Bågenholm, National 
Coordinator for Elderly Care, Swedish government 
 
Background/scope 
For improvements in the organization of care of the elderly, new demands and needs and 
higher demands on accessibility calls for new structures and a new knowledge base. By 
coordination, cooperation, and use of today’s technology, care of the elderly has 
improved. Community care, primary health care, hospitals and university cooperate on 
development, research, and education for better care to elderly persons in Fyrbodal, 
Western Region in Sweden. 
Purpose 
It is essential that primary care development integrates scientific and organizational as 
well as clinical improvements. Three organizational improvement models will be 
presented in a workshop and discussed with audience and authorities.  
The three new working models:  
I."Coordinated health care" community care, primary care, ambulance and health 
information telephone cooperate to meet the future heath care needs in elderly close to 
their homes. 
II. "MAEVA", medical elderly ward are wards for better care for elderly persons who 
contacts hospital for diffuse acute problems. The chain of care between community – 
primary- and hospital care is developed from the needs of the elderly person, not the 
needs of the organization. 
III: “Care planning using video”. A new tool when an elderly patient leaves hospital for 
further care from community and primary health care. 
 

Workshop Round 2 (Day 1; 16.30 - 18.00) 
 
 

Multimorbidity and collaboration (EuroPharm Forum)  
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In order to secure the best possible outcomes for our patients, primary health care 
workers must collaborate. The preconditions for this are that we get more knowledge of 
one another's competencies, find the areas where we work complementarily, and learn 
how to best communicate. 
  
As an appetiser, the EuroPharm Forum representing the European Pharmacists will 
initiate this workshop presenting an overview of different medication review techniques 
used by European pharmacists. It will be presented with a purpose to learn where the 
areas of our common competencies and collaborative practice are. Pharmacist advance 
care ensues from the principles and postulates of clinical pharmacy, which pharmacists 
recognise as the scientific basis for interventions in treatment. It implies various forms of 
cooperation among health care experts, in which science and practice are integrated to 
benefit patient care. 
 
Then a multidisciplinary discussion in a world-caffe setting will be initiated among the 
participants in 4 groups: 
 

 Collaboration 
 Complementarily 
 Communication  
 Competence 

 
 Participants will be asked to provide examples and sharing experience to identify the 
status, challenges and solutions for a more effective primary care. 
 
Results, experiences and proposals will be presented at the end of the workshop.  We 
promise you a challenging and involving workshop. 
 

Future impact of continuity on quality of care within Primary Care? 
(Gothenbrug University) 
 
Moderator: Cecilia Björkelund, GP, prof, Dep. of Primary Health Care, University of 
Gothenburg, Gothenburg, Sweden 
 
Background/scope  
Continuity is one of the cornerstones in Primary Care but confusion about the definition 
of continuity of care still exists and further evidence is needed to demonstrate the added 
value of interpersonal continuity in primary care. A recent review concluded, that no 
single measure of continuity of care has been shown to be more valid, and no clear 
relationship between patient satisfaction and doctor continuity have been shown. Still, 
most doctors and nurses in primary care agree that continuity is important as one factor 
of high quality primary care, and most patients indicate continuity as positive in primary 
care, especially patients with chronic illness.  
Purpose 
To raise the following questions: How can future primary care with many different 
competencies enhance continuity? What are the preferences of citizens within continuity 
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of care? How should continuity be measured as a quality indicator? How should future 
research on effects of continuity be accomplished? 
 
 

European Forum for Primary Care Position Paper on: Interprofessional 
Education for Primary Care Professionals  
 
 
Key words: Continuity in Primary Care, Interprofessional Education, European 
Benchmarking 
 
Authors: Diederik Aarendonk (European Forum for Primary Care), Loes van Amsterdam 
(Jan van Es Institute,  
 
Aims or purpose 
How can the quality of Primary Care be improved by interprofessional education in the 
different countries in Europe? The aim of these European Forum for Primary Care Position 
Papers is to learn about the reasons for the variation in care and to identify possible 
solutions in order to improve primary care for the topics mentioned. 
 
Methods 
The method behind the EFPC Position Papers is to provide health care professionals, 
educators as well as policymakers with evidence and a wide array of experiences that 
allow them to develop and support optimal approaches in Primary Care. In addition, the 
EFPC Position Papers recommend policy measures on national and European level and 
identify areas for further research. Under leadership of one coordinating institute, each 
EFPC Position Paper is developed by a group of experts from a number of European 
countries. Focusing on the two topics mentioned above, the content but also the 
production process, dissemination and impact of the EFPC Position Papers will be 
discussed 
 
Results .  
In view of the need for better collaboration between the different professional groups 
within Primary Care it is an important strategy to offer interprofessional education in all 
stages of the professional training.  
Primary Care includes comprehensive community based services which encompass 
promotion, prevention, care and treatment.  Amongst others, this requires the 
strengthening of the continuity of care, knowing different professionals and disciplines 
will be involved.  
Participants of the workshops will be informed and challenged to form their views and 
discuss their opinions with experts in the field of interprofessional education. 
 
 

Workshop Round 3 (Day 2; 11.00 - 12.30) 

 

Patient Rights and PC in Europe (Active Citizenship Network)  
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Patients’  rights and citizens’ empowerment: a common European goal for primary care 
Barbara Coulson 
Active Citizenship Network 
  

 The workshop is organized by Active Citizenship network, that is a citizens’ organization 
focused on the promotion of patients’  rights and civic participation in Health care in 
Europe. The aim is to discuss on the introduction of a patients’ view about the future of 
Health care in the European countries and about the possible collaboration between 
professionals and “empowered” citizens for the development of the primary care in a 
more sustainable, fair and personalized system. 

  

The discussion will be introduced by the reflection below. 
  

1. Many citizens’ and patients’ associations, working together in the framework of Active 
Citizens Network, have undersigned these final recommendations of the 5° European 
Patients Rights Day (2011): 
a. Patients’ rights must become the common point of view and a standard for managing 
policies on health care 
b. Existing data and information on health care at the European level should be enriched 
with patients’ rights-focused ones 
c. Financing of health structures should be conditioned to the success in respecting 
patients’rights 
d. Action must be taken towards the changing of cultural, professional and organizational 
models 
  

2. It is evident that public policies on health care in Europe are still mainly focused on 
economic and financial matters. Data coming from public sources (comparable official 
data and legislation on national situations) lack significant information on the concrete 
condition of patients, consumers, and users facing health services. This is why we need to 
produce new information and, at the same time, change the role of citizens in the health 
care system. One of the aims for changing is to empower citizens’ organizations and help 
them to become actors in Health policymaking. 
  

3. Problems of sustainability 
As noted, health care spending tends to increase due to powerful intrinsic dynamics 
including the lengthening of the average lifespan, the availability of effective cures for 
various chronic diseases, and the development of diagnostic technology. 
This inevitable tendency has generated and generates serious problems of economic 
compatibility that are further intensified by the economic and financial crises of recent 
years. All of the health care systems are under pressure and have had to cope with 
significant changes. One of the way for changing is to invest on primary care program, to 
reduce the access to the hospitals, to give more responsibility, power and leadership to 
community level, to invest on civic involvement. 
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4. The Health systems in Europe is a puzzle with some important common ground 
The differences between the health care systems of the different European countries are 
considerable from all points of view. As regards outcomes, the regional office of WHO 
detects major gaps in all of the parameters (WHO, 2010b); it is enough to consider that 
the difference between the maximum and minimum life expectancy is more than 20 years 
among males and more than 10 years among females. The per capita spending detectable 
in the OECD tables for 2009 runs from a maximum of 5003.00 dollars in Norway to a 
minimum of 1213.00 dollars in Poland. The public coverage of total health care spending is 
on average higher in Europe than in other parts of the world. The field of variability 
between the guaranteed levels in individual countries is however quite broad. The OECD 
revealed a maximum of 84% in Luxembourg and a minimum of 68% in Slovakia (and in 
some countries not included in the OECD tables, the level of coverage could be even 
lower). 
There are still wholly revealing differences in the organization of services (hospitals, 
clinics, paths for diagnosis and care) and of relations with and between professionals. If 
one considers that some states (for example Germany, Austria, Spain, the UK and Italy) 
are organized on federal or regional bases with high levels of autonomy, one may retain 
that, in the territory of the Union, there are at least 50 health care organizations that are 
markedly different from one another. 
  

5. In this context of tremendous variability, it is possible to detect at least three 
significant pieces of common ground. 
The first is the constant development in a European dimension of health politics –
 especially after the adoption of the Charter of Nice of 2000 - in an environment in which 
the reserve of national states seemed unquestionable and inviolable. It is a highly 
complex process. The proclamation of the European Charter of Patients’ Rights, which 
took place in 2002, had recognizable confirmations in the European agenda and a large 
number of member states, in the last ten years, have adopted measures that recognize 
and reinforce the rights of selfdetermination (informed consent, access to health care 
documentation, second medical opinions, privacy, free choice, complaint and 
compensation). It concerns both public institutions and the policy community at large 
and has as a starting point the application of the principle of equality to the issue of 
patient mobility by the European Court of Justice2. This principle has recently been 
recognized by the new Directive on Patients’ rights on cross-border care, which is a 
landmark for these policies. 
A second significant aspect is that, considering both those of general structure 
(Beveridge/Bismark) and those with specific organization of services, all systems tends to 
articulate themselves – in extremely variable ways - in three levels of government: 
national, regional and community. The national level, normally, determines the amount of 
available resources, establishes and verifies the requirements of professionals and 
facilities, issues targeted norms and checks the quality of services, and tends, ever more 
frequently, to delegate organizational and managerial functions to lower levels. The 
regional level (absent in the smallest states) sees to the planning and regulation of 
services. The third level - that of community - takes responsibility for the concrete 
distribution of services, and civic participation can take on particularly intense forms. 
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The third piece of common ground is the propensity to transfer a significant part of the 
services from hospital to territory and to develop forms of assistance that are more 
centred on patients. This approach facilitate the development of primary care policies 
with a strong leading role of family doctors and patients. 
  

6. The empowerment of citizens has two distinct components. The first is tied to the 
recognition and reinforcement of the rights to self-determination already noted above 
and to the development of information systems and of e-Health. A new figure seems to 
emerge from these processes, that of the “powerful user”, capable of autonomously 
picking out and evaluating information, of choosing among opportunities and of 
participating in safeguarding activity. Truth be told, there few countries in which this set 
up is adequately sustained. It is often the case that informational support is lacking, while 
the right to free choice turns out to be, in reality, powerful conditioned. It remains to be 
demonstrated, moreover, that this greater capacity for interaction is sufficient, on its 
own, to compensate for the reduction of the level of protection. The tendency exists, 
however, and merits consideration. 
The second component of individual empowerment is tied to patient centred care. 
Starting from a strictly ethical perspective, the personalization of treatment and of 
relations with professionals is generating new organizational approaches and new 
procedures that ensure the achievement of a series of outcomes, such as improvement of 
the quality of life, longer lifespan, contained costs for assistance (for example, fewer 
diagnostic verifications, fewer hospital recoveries) and the reduction of inequalities in 
heath. One must remember, however, that the success of personalized home treatment, 
in the most intense cases, requires a greater commitment of both the organizational 
resources (for example, the identification and training of caregivers) and the economic 
resources of the families involved. Their socio-economic and/or cultural level takes on 
a strategic value and could be the cause of concrete discrimination to the advantage of 
those who arestrongest. 
  

7. The politics of the development of subsidiarity in Health care: an opportunity and a risk. 
Adopting a bottom up point of view reveals the widespread capacity of citizens organized 
in various ways, of services and of professionals to interact at a community level and to 
produce organized responses to needs with innovation solutions and with the 
mobilization of additional resources. Such a capacity, however, is often limited by 
bureaucratic procedures and by administrative discretionary power. 
These considerations permit the statement that the empowerment of citizens and 
horizontal subsidiarity may be considered strategic resources for a transformation of 
services capable of joining compatibility and universality. In particular they permit the 
interpretation of the latter not as a simple application of abstract principles of equality 
but as a capacity to adapt services to the concrete situation of the individual (and in 
particular the most fragile subjects), eliminating wastefulness, valuing personal and local 
resources and countering the dangers of social exclusion. 
This requires, however, a new and precise acceptance of responsibility on the part of 
public institutions, which cannot excuse themselves from the work of sustaining the 
processes of reorganization, of keeping watch over quality, safety and efficacy of care 
and assistance, of intervening to support those who are weakest and of ensuring equity 
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of access and sufficient financing. If, however, the formal recognition of certain "low 
cost" rights for citizens and of certain extra competencies for the community were to 
become an excuse for reducing responsibility to the simple transfer of financial resources 
(which would probably be insufficient), the universality of the health care system could 
be radically compromised. 

 

 

Quality indicators for Primary Care (Northern Dimension Partnership in 

Public Health and Social Well-being -Primary Health and Prison Health 

System Expert Group)  

 
Promotion of high quality primary care in Baltic Sea Region (BSR) - introduction of new 
quality indicators and bottom-up quality improvement tools 
 
Arnoldas Jurgutis1,2, Aigars Miezitis1,3, Eva Lena Strandberg4,6, Paula Vainiomäki1,5, Ingvar 
Ovhed6,   
 
To address gaps in the quality of services in primary health care (PHC) Expert Group of 
the Northern Dimension Partnership in Public Health and Social Wellbeing initiated a 
project ImPrim with an objective to promote high quality PHC services in countries of 
BSR. Approaches used in introduction of quality indicators in Belarus, Latvia and Lithuania 
will be presented. Are they powerful enough to measure characteristics of PHC, 
important to address patient centeredness, holism, teamwork, patient empowerment 
and continuity of care?  As an alternative Internal quality improvement tools will be 
presented, based on the demand for improvement of personal performance. Participants 
of the workshop will be invited to discuss and generate ideas on how such tools could be 
used to strengthen crucial primary care characteristics, which are difficult to measure 
applying external quality measurement tools.   
 
 
Affiliations: 
1Expert Group on Primary Health and Prison Health Systems of the Northern Dimension 
Partnership in Public Health and Social Wellbeing; 2Klaipeda University; 3National Health 
Service, Latvia; 4Lund University; 5University of Turku; 6Blekinge Centre of Competence 
 

"The European legacy of Barbara Starfield: how to keep it alive?!" (EFPC 

& Johns Hopkins University) 
 
Authors: Giorgio Visentin (EFPC), Karin Kinder (Johns Hopkins University), Diederik 
Aarendonk EFPC)  
 
Background.  
Barbara Starfield, professor of Health Policy and Management at the Johns Hopkins 
Bloomberg School of Public Health, passed away June 10, 2011. She was 78.   
“Our School has lost one of its great leaders. Barbara was a giant in the field of primary 
care and health policy who mentored many of us and was greatly admired,” said Michael 
J. Klag, MD, MPH, dean of the Bloomberg School of Public Health. 
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Barbara Starfield was an accomplished researcher and champion of the need for a strong 
primary care system in the U.S. and worldwide. Her work led to the development of 
important methodological tools for assessing diagnosed morbidity burden, including the 
Adjusted Clinical Groups® (ACG®) System, the Primary Care Assessment Tools and the 
CHIP tools for assessing adolescent and child health status. 
“Barbara was passionate about her life’s work and steadfast in her belief that a quality 
primary care system is critical to the future of health care in this country and worldwide,” 
said Ellen MacKenzie, PhD, the Fred and Julie Soper Professor and Chair of the 
Department of Health Policy and Management. “She will be missed at so many levels and 
by so many people.” 
Barbara Starfield was greatly admired as researcher, teacher and mentor to many 
colleagues, friends and students around the world. Among her many accomplishments, 
Barbara Starfield was the co-founder and first President of the International Society for 
Equity in Health, a scientific society devoted to contributing knowledge to assist in the 
furtherance of equity in the distribution of health. She served on many government and 
professional committees, including the National Committee on Vital and Health Statistics 
and the American Academy of Pediatrics. She was also a member of the Institute of 
Medicine and served on its governing council. 
In Europe, her last visit was at the EFPC Pisa conference, two years ago. Besides her 
speech, she was very active in all workshops and debate sessions and we were proud to 
have her in our middle. The European Forum for Primary Care wants to make sure that 
her thoughts and work will continue, also in the European context and for this reason we 
plan a session that will help to facilitate this highly needed initiative.  
Methods:  
Talkshow with all ingredients for a lively discussion between key-panellists and the 
audience, all influenced by the work of Barbara Starfield. Professor Jan De Maeseneer will 
be your showmaster! 
Results: 
Some clear guidance and plans on how we can put forward the work of Barbara Starfield 
in Europe. This might result in some new Position Papers or research activities. 
References:  

 Starfield B. The hidden inequity in health care. Int Journal for Equity in Health 2011; 
10: 15. 

 Starfield B. Challenges to primary care from co- and multi-morbidity. Prim Health 
Care Res Dev. 2011; 12: 1— 

 

 

Workshop Round 4 (Day 2; 15.30 - 17.00) 

 

PHC in the centre as part of integrated care against the background of 

NCD/mental health burden (WHO European Regional Office)  

 

Chair: Dr Hans Kluge, Director Division of Health Systems and Public Health, Special 
Representative of the Regional Director on MXDR-TB in the WHO European Region. 
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Focal point WHO regional office for Europe: 
Christine Beerepoot, senior adviser primary health care 
  
Presentations  

1.     Dr Anna Stavdal, vice president of WONCA Europe 

2.     Eric de Roodenbeke, International Hospital Federation, 

3.     Professor Paul Martin, Vice Principal (International) and Executive Dean 
University of the West of Scotland, representing the nursing standpoint 

Scope  

More than thirty years since the Declaration of Alma-Ata launched primary health care as 
the route to health for all; the strengthening of primary health care (PHC) has been high 
on the agenda of the member states of WHO. The World Health Report 2008, ´PHC now 
more than ever´ sets out a better way to manage and deliver health care and this 
approach has been re-established in the current policy of WHO Health 2020. 

Paramount to this approach on PHC, WHO regional office for Europe pursues a 
comprehensive set of changes in the health care delivery system to firstly improve co 
ordination of care with a special focus on addressing the rising burden of NCDs, the 
ageing population and the high prevalence of co morbidity. Secondly, in acknowledging 
the specific needs of the individual, people centeredness and patient empowerment are 
key in this approach. WHO emphasizes that the key players in PHC encompass a wide 
range of disciplines such as general practitioners, nurses (general and more specialized), 
pharmacists, dieticians, physiotherapist that play an equivalent role in efficiently and 
effectively delivering primary health care. Finally PHC is evolving towards the hub for 
other services in the health care delivery system to community care, public health, 
outpatient care, specialized hospital care etc. 

Purpose 
In this broader context the purpose of this WHO workshop is to identify, explore and 
further develop primary care interventions leading to better interactions with hospitals. 
WHO Europe reiterates that regional differences have to be taken in to account. Some 
countries have further developed PHC systems where e.g. minor surgery, treatment of 
NCDs and prevention, policy of insurers in trying to shorten the average length of stay in 
hospitals etc, form an integral part of a move toward better health to population. 

The workshop will therefore build upon the individual capacities of GPs, hospitals, nurses 
and health insurer and knowledge of participants, to increase their understanding of the 
importance a robust PHC setting. 

The workshop aims to significantly increase the participant's capacity to understand the 
need of a strong PHC within the health care delivery system and the developments that 
already have taken place to modernize PHC in the recent past. WHO acknowledges that 
there is a need to create awareness of the responsibility of the hospitals to better 
support the development of effective PHC. 

  
Objectives 

The consultation is being held with three main objectives: 
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1.     The broad objective of the workshop will be to take stock of evidence based, cost 
effective and effective PHC to avoid need for specialized care especially in 
hospitals. 

  

2.     To agree on a practical set of actions that can be taken by Member States, by 
WHO, national focal points and by other partners to promote interventions that 
can prevent the need for ‘heavy’ hospital based treatments and promote 
procedures that can reduce hospitalisation, starting the current biennium 
2012/2013; 

  

3.     To contribute to the development of a European position on PHC and 
development in advance of the WHA 2013/2014. 

 

 

Inequity by diagnosis (WHO collaborating centres for Primary Care)  

Abstract "inequity by disease": threat to social justice in health" 

  

Dirk Avonts, Wienke Boerma, Jan De Maeseneer, Peter Groenewegen, Francois 
Schellevis, Hrvoje Tiljak, Mladenka Vrcić-Keglević, Sara Willems 

  

Background 

  

"Inequity by disease is the phenomenon whereby  in a health system, people with 
different diagnoses, have access to diagnostic and therapeutic care packages, but are 
different in terms of access to services, cost-share, social support (food grants, 
educational grants, …). We have seen the first presentation of "inequity by disease" in 
the past 20 years through the development of vertical disease-oriented programs for 
infectious diseases. As an example: in many African countries, people with HIV/AIDS do 
not have to pay for health care for that disease whereas, people with other conditions 
have to pay. Recently the increasing fragmented vertical approach towards chronic 
conditions (very often labelled as "Non communicable diseases -NCDs) have introduced 
"inequity by disease" in the Western world (e.g. when patients with diabetes type 2 have 
free consultations with the family physicians whereas this is not the case with diabetes 
type 1"). Apart from fragmentation of care for the individual patient, this approach also 
leads weakening of the health care system. In 2009, the World Health Assembly's 
Resolution WHA62.12 "urged member states to encourage that vertical programs, 
including disease-specific programs, are developed, integrated and implemented in the 
context of integrated primary health care". 

The learning outcomes for this workshop are: 
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1.     To explore the concept of "inequity by disease", from experiences in our own 
health system. 

2.     To increase the insight in the existing evidence on the effects of vertical disease 
oriented programs, compared to comprehensive primary health care approaches. 

3.     To understand the driving forces that conduct the verticalisation of international 
donor-activities and the effects of vertical disease oriented programs on local 
"primary" health care systems and human resources. 

4.     To assess the opportunities of engaging in the campaign "15by2012", with special 
emphasis on the approach to NCDs. 

  

Methods 

After presentation of the participants and the background a voting procedure and 
statements in relation to vertical and horizontal program will be developed. Some data 
and evidence will be confronted with the experience of the participants, that are invited 
to reflect in small groups on the concept of "inequity by disease" and on future strategies 
for the "15by2015-campaign". The workshop ends with conclusions and an action plan. 

In preparation of this session the participants are invited to visit the 
website: www.15by2015.org 

  

References: 

J DE MAESENEER, C VAN WEEL, D EGILMAN, K MFENYANA, A KAUFMAN, N 
SEWANKAMBO, M FLINKENFLÖGEL. Funding for primary health care in developing 
countries. Money from disease specific projects could be used to strengthen primary 
care. Editorial. BMJ 2008;336:518-9. 

DE MAESENEER J, ROBERTS R, DEMARZO M et al. Tackling NCDs: a different approach is 
needed. The Lancet, 2011;378:    DOI:10.1016/S0140-6736(11)61135-5. 
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Research and Policy Debate Abstracts (in numerical order) 
 

12 Smit 
 
Abstract ID: EFPC2012112 

Interconnected ethics as an answer to the demand for GOOD primary care 

 
MA Dineke E.H. Smit 
National Association of Primary Care Psychologis, Netherlands 
additional authors:  
keywords: Ethics, good care, primary care, complexity,  
 
Purpose: Primary care involves dealing with diverse organizational structures and 
sources, such as scientific knowledge, (local) social issues, economic models, political 
movements, human norms and values. Universally valid concepts of ethics do no justice 
to the complexity of primary care and neglect the normative choices made daily.  
 
Theory: A situation or system is complex when its components are separate yet 
simultaneously interconnected and interdependent. The whole of a complex system 
cannot be reduced to the behaviour of single elements (Morin, 2006, 2007; Gershenson, 
2008). Therefore, normative choices cannot be seen separately from the complexity of 
primary care (Cilliers, 2005, Kunneman, 2010). 
 
Methods: Literature search, field research, vignette studies among primary care 
psychologists. 
 
Findings: For an ethics theory to do justice to the complexity of primary care, it must 
interconnect diverse knowledge sources. This requires the following competencies in 
primary care professionals: 
• Making use of relevant sources of knowledge, fully aware of their interconnectedness 
and interdependency; 
• Consciously evaluating these sources of knowledge; 
• Carefully considering the dynamics of one’s professional actions; 
• Justifying one’s professional actions in a structurally meaningful way. 
 
Discussion: How can one put interconnected ethics into practice? 

 
14 Millar 
 
 
Abstract 
title 

Transforming Primary Health Care in Canada 

Abstract healthcare sustainability, chronic disease prevention & management, 
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keywords integration of primary care, public health & community care, development of 
accountability measures 

Abstract 
summary 

(Please note: this isn't an 'original research project - it is a synthesis leading 
to action - so it doesn't fit the 'research' format - as such it may not be 
appropriate for this forum) 
 
The sustainability of publicly funded healthcare in Canada is under threat as 
healthcare spending is increasing faster than government revenues. This is 
driven by increasing utilization of health human resources, medical 
technologies and drugs for treating the growing burden of chronic disease. 
 
Chronic disease can be prevented by addressing the underlying behavioural, 
social and economic causes of illness. There is a powerful role for the 
healthcare system to take action in these areas. 
 
The current primary care system now provides poor quality of care, limited 
access and poor value. It is therefore wasteful of resources and the cause of 
considerable public and professional dissatisfaction. The system needs to be 
changed.  
 
There is much evidence as to what is required to transform primary health 
care so that it could provide better care for and prevent chronic disease, and 
reduce healthcare expenditures. A transformed and integrated primary 
healthcare system should have: 
• Geographically defined population 
• Comprehensive health services  
• Interprofessional health teams  
• Financial incentives aligned with expected outcomes 
• Electronic data systems that are linked to quality improvement programs. 
• Governance system enabling communication between the community and 
the provider team. 
This transformation requires accountability: indicators, databases and regular 
public reporting. 

 
17 Arain 
 
Abstract ID: EFPC201217 

GP led Walk-in Centre in Sheffield and Rotherham; Another way of urgent health care 
provision  

 
Mubashir Arain 
The University of Sheffield, UK, United Kingdom 
additional authors: Nicholl Jon; Campbell Mike 
keywords: urgent care service, primary care, walk-in centre 
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Objectives: To determine the characteristics of patients using GP walk-in services, 
patients’ satisfaction and the effect on other NHS urgent care services in Sheffield and 
Rotherham. 
Methods: 
The survey was conducted in Sheffield and Rotherham Walk-in Centres over three weeks 
during September and October 2011. A self reported, validated questionnaire was used to 
conduct survey on the patients presenting at these centres. We estimated that a sample 
size of around 400 patients from each centre was required to achieve statistically robust 
results. A post visit, short questionnaire was also sent to those who agreed for the 
second questionnaire and provided contact details.  
Results:  
A total of 1030 patients participated in the survey (Rotherham=501; Sheffield 529). Mean 
age of the participants were 32.1 years at Sheffield Centre and 30.88 at Rotherham. A 
higher proportion of users were female, around 59% at both centres. Most of the patients 
rated high for convenience of the centre opening hours and location (above 85%, apart 
from the location of Sheffield centre which was rated high by around 72% of the research 
participants). Overall 93% patients were satisfied were the service at Rotherham centre 
and around 86% at Sheffield centre. Around 22% in Rotherham and around 21% of 
participants in Sheffield reported their intension to use another health care service after 
visiting Walk-in centre, mostly their own GP. 
 
Discussion: 
These Walk-in Centres have shown to increase accessibility to health care service through 
longer opening hours and walk-in facility. Although the effect on the reduction of 
patients’ load at Accident and Emergency may not visible as these centre cover a fraction 
of population, but the centre are helping in diverting patients’ load at A & E. 
 

 
 
18 Siriwardena 
 
Abstract ID: EFPC2012118 

Integrating online communities and social networks with computerised treatment for 
insomnia: a qualitative study of service user and multiprofessional primary health care 
perspectives 

 
Prof A. Niroshan Siriwardena 
University of Lincoln, United Kingdom 
additional authors: Middlemass, Jo; Davy, Zowie; Cavanagh, Kate; Linehan, Connor; 
Morgan, Kevin; Lawson, Shaun  
keywords: Insomnia; CBT, social networking, primary care, intersectoral collaboration  
 
Purpose We explored patient and multiprofessional health perspectives to inform the 
development of a computerised cognitive behavioural therapy programme for insomnia 
(CCBT-I) that includes social networking. 
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Theory We used a qualitative design and theory of planned behaviour to underpin the 
analysis.  
 
Methods Interviews and focus groups were held with service users and health 
professionals to elicit beliefs and intentions that might facilitate or create barriers to the 
uptake and adherence to CCBT-I.  
 
Findings We interviewed 23 health professionals and 28 patients. Features designed to 
increase confidence in CCBT-I; engender trust in professional relationships; provide online 
support and improve programme functionality were perceived to increase the successful 
uptake and adherence. Interaction with other users via integrated social networking 
would provide mutual support but concerns included apprehension about online 
‘strangers’ and information security. Patients wanted mobile applications; access in short 
periods; self-assessment; more interactive, personalised information on sleep and 
moderated contact with other users. 
 
Discussion Improving uptake and adherence to online programmes for insomnia requires 
design features which are focused on trust and functionality. Computerised therapies for 
insomnia would allow access treatment for more people across geographical and heath 
system borders. 
 

 
19 Venovska 
 
Abstract ID: EFPC2012219 

Readdressing Primary Health Care organizational concept in Republic of Macedonia, 
focusing on integration of care and inter professional cooperation aligned with Family 
Medicine introduction 

 
Dr. Katerina Venovska 
Family Medicine Educational Center, Faculty of Medicine, Skopje, Macedonia, the Former 
Yugoslav Republic of 
additional authors: / 
keywords: primary health care, family medicine, integration, preventive teams, outreach 
nursing service 
 
Propose most efficient, cost-effective and integrated primary health care (PHC) 
organizational concept in Macedonia applicable to countries with similar systems, 
considering current health reform status in terms of privatization of General Practitioners 
(GPs), Family Medicine (FM) introduction and fragmentation of PHC services with lack of 
cooperation with polyvalent outreach nursing service and preventive teams which 
remained within Healthcare Homes.  
 
In the last decade, PHC reforms in Macedonia focused on introduction of Continuous 
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Medical Education, relicensing, privatization of GPs, capitation based payment, “chosen 
doctor” model and evidence based medicine. Reorganized Healthcare Homes retained 
outreach nursing service, preventive teams and orthodontic dental service for children. 
Following the adoption of Health Strategy 2020 (2006) and FM implementation Strategy 
(2009), FM specialization (2009) and re-education activities for practicing PHC doctors 
(2011) were initiated. 
 
The state-of-the-art health systems based on integrated PHC provide better health 
outcomes and quality of life for all people. Competent FM specialists manage PHC, focus 
care on individuals, skilfully resolve specific problems, and apply comprehensive and 
holistic approach oriented towards communities. They work in a team with other 
professionals in PHC and support intersectoral and multidisciplinary collaboration.  
 
For preventive services integration it is important to consider urban/rural needs and 
efficiency of care.  
 
Integration of outreach nursing system should be accompanied with educational 
programs aligned to FM curricula! 

 
 
20 Osipovic (presented by Gosling) 
 
Abstract ID: EFPC2012120 

London polyclinics and polysystems – a framework for delivering integrated care? 

 
Dr Dorota Osipovic 
London School of Hygiene and Tropical Medicine, United Kingdom 
additional authors: Peckham Stephen, Gosling Jennifer, Spink Jane, Wallace Andrew, 
Allen Pauline, Nossiter Julie, Cecil Elizabeth, Majeed Azeem, Soljak Michael 
keywords: integrated care, polyclinics, primary care, co-location, diverse providers 
 
Purpose: The paper presents the findings of the study that examined NHS London 
strategy to promote greater collaboration between primary and secondary care and 
between health care and social services sectors in the process of implementation of the 
polyclinic and polysystem programme in London. In 2007 NHS London, a strategic health 
authority, outlined a vision for transformation of primary care landscape by setting up 
polyclinics acting as hubs of polysystems or networks of primary and community care 
providers covering designated areas of between 50,000 to 80,000 residents.  
Theory: The implementation challenges of delivering integrated care within the 
framework of polyclinic and polysystem programme are analysed with reference to the 
theories of organisational change as applicable to the English NHS. 
Methods: In 2010 and 2011 we conducted an extensive mixed-method comparative case 
study research evaluating seven early implementer polyclinics in London. Qualitative and 
quantitative data such as interviews with commissioners and providers, documents, 
clinical data and patient surveys were collected in each site and triangulated to illuminate 
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particular aspects of policy implementation, including efforts to promote service 
integration.  
Findings: Commissioners struggled with a lack of levers for encouraging greater 
integration between different service providers within the polysystems. Co-location of 
different services at the hubs was the main mechanism deployed by commissioners to 
promote integration. In some cases co-location resulted in the small scale synergies 
between services such as sharing staff or space, yet in other cases the co-located services 
continued to work in silos even if they related to the same care pathway.  
Discussion: Apart from factors intrinsic to the polyclinic and polysystem policy, a dearth of 
integrative mechanisms within the quasi-market system of the NHS in England acted as 
barriers to the wholesale service integration.  

 
 
24 Ashgari 
 
Abstract ID: EFPC201224 

Primary Healthcare in Iran 

 
Dr Behnaz Abolshams Asghari 
Hacettepe University, Iran, Islamic Republic of 
additional authors:  
keywords: Iran, Primary, Healthcare 
 
Purpose: 
Evaluation of Primary Healthcare System in Iran 
 
Context: 
Iran has a population of over 70 million people. The most basic unit of service delivery in 
Iran is the health house which covers an average of 1200 to 1600 people. This is staffed by 
a community health worker known as a behvarz. 
Every health house covers one main village and one or more satellite villages. The Health 
House is responsible for maternal and child health care, family planning, case finding, and 
follow up of infectious diseases, mental health problems and, more recently, other 
chronic illnesses, environmental and occupational health. 
 
State of the art: 
This study is a descriptive study in which data has been collected by interview and review 
of relevant literature.  
 
Statement for debate: 
In this system health workers and health technicians are the backbone of the service, and 
the absence of nurses in these primary health care situations, is the different of this 
system with other primary health systems. The gathering information and follow up 
system are very strong. Doctors have supervision roles and their patient load, which is 
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much low, possibly because the focus over the last 20 years has been on prevention, 
helps to make this more manageable. 

 
 
28 Rurik 
 
Abstract ID: EFPC2012128 

LIFE LONG WEIGHT GAIN AND METABOLIC DISEASES oral presentation 

 
Prof. Dr. RURIK Imre 
University of Debrecen, Department of Family and Occupational Medicine, Hungary 
additional authors: Endre SZIGETHY, Csaba MÓCZÁR, Eszter KOVÁCS 
keywords: Diabetes, hypertension, obesity, primary care, Hungary 
 
Patients with diabetes and hypertension represent the largest proportion of primary care 
patients.  
The aim of this study is to analyse and to compare the self-recorded life-long data on 
weight and BMI of patients with diabetes and hypertension and those without these.  
Method 
759 elderly people (337 men, 422 women) between 60- 70y were eventually selected in 
different primary care settings.  
Data on recent weight and height, retrospective self-recorded data on weights in every 
decade since the age of 20 years were collected and compared. 
Results 
Higher increases in body weight in the early youth decades were related to elevated 
hazard ratios for diabetes in men and for hypertension in women. The greatest weight 
gain was observed between 20- 30y in men with diabetes, and between 30-40y in women 
with hypertension, and in the last decade prior to diagnosis in both genders. Weight gain 
in the control group was steady at a lower rate.  
Conclusions 
Weight gain between 20-40y may be of great importance in the aetiology of metabolic 
diseases; therefore, stable or at least limited weight gain can help in prevention. More 
contribution is expected from primary care physicians in the prevention and in weight 
management of younger patients. 
 

 
29 Backhaus 
 
Abstract ID: EFPC 2012229 
 
 

Different perspectives on the home-based work of Dutch triagists 
 
Ramona Backhaus 
Master Student Health Economics, Policy and Law, Erasmus University, the Netherlands 
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keywords: telephone triage, triagists, home-based work, Dutch urgent care 
 
Purpose: 
The central aim of the research was to obtain insight into how the employees of Dutch 
general practitioner cooperatives (GP cooperatives) think about the possibility to offer 
home-based telephone triage? 
 
Context: 
Around the millennium, the organization of out-of-hours primary care in the Netherlands 
was changed radically. Since then, general practitioners (GPs) deliver out-of –hour 
primary care in large scale cooperatives. The existence of GP cooperatives in the 
Netherlands has led to a decrease in the amount of evening and night shifts for 
physicians, as well as to a task shift: triagists have taken over some of the tasks a GP did 
before. Triagists are specially trained nurses that receive, assess and manage telephone 
calls by advising patients or referring them to the general practitioner. To deal future 
employee shortages among triagists, giving triagists the possibility to work home-based 
is considered as making the work of triagists more attractive. 
 
State of the art: 
A Q methodological study was executed to obtain insight into the opinion of employees 
working at Dutch GP cooperatives. In a Q methodological study, persons have to rank-
order a set of statements about a specific topic. The individual rankings were analyzed in 
a factor analysis 
77 respondents executed a Q sort, leading to five distinct factors. Each factor represents 
a different perspective on the possibility to offer home-based triage: the availability 
perspective, the proximity perspective, the checkability perspective, the familiarity 
perspective and the dependency perspective. 
The possibility to offer home-based triage as a reserve during unexpected busy hours was 
seen as positive. Nevertheless, home-based triage would lead to a new form of 
collaboration between triagists and GPs at Dutch GP Posts. 
 
 
Statements for debate: 
Is the possibility to offer home-based triage really a tool to deal future employee 
shortages? 
Should the possibility to offer home-based triage only exist in specific situations (high 
work pressure moments, etc.)? 
How would the work of triagists and GPs change if triagists are allowed to work home-
based? 
 
 

 
30 Kantonen 
 
Abstract ID: EFPC2012230 



50 

 

Impact of the ABCDE triage in primary care emergency department on the number of 
patient visits to different parts of health care system in Espoo City 

 
MD Jarmo Kantonen 
City of Vantaa and Attendo LTD, Finland 
additional authors: Menezes Ricardo; Heinänen Tuula; Mattila Juho; Mattila Kari; Kauppila 
Timo 
keywords: ABCDE-triage, primary care, patient flow, Emergeny Department (ED) 
 
Purpose: The primary aim of this study was to assess whether the flow of patients was 
changed by implementing the ABCDE-triage system in the EDs of Espoo City, Finland. 
Context: Emergency departments around the world use different triage systems to 
assess the severity of incoming patients' conditions and assign treatment priorities: the 
Australasian Triage Scale (ATS), the Canadian Triage and Acuity Scale (CTAS), the 
Manchester Triage System (MTS), and the Emergency Severity Index (ESI). In Finland, the 
most used triage system in is the five-level (ABCDE) triage instrument. 
State of the Art: Stronger scientific evidence is needed to determine which of the vital 
signs and chief complaints have the greatest prognostic value in the triage. Inter rater 
agreement (reliability), validity, and safety of triage scales need to be investigated 
further, and head-to-head comparisons are needed to determine whether any of the 
triage scales have advantages over others 
Statements for Debate: The present ABCDE-triage system combined with public guidance 
may reduce patient visits to primary health care EDs but not to the secondary health care 
EDs. What could be the best way to do triage? Is there any sense to do triage? Why are 
there so many triage scales around the world? 

 
 
31 Leners 
 

Abstract ID: EFPC2012331 

Primary Care on the edge of Palliative Medicine and /or Geriatrics in Luxembourg 

 
Dr med Jean-Claude Leners 
LTCF , Hospice, Care Insurance, Luxembourg 
additional authors:  
keywords: palliative home care team; care insurance plan for palliative patients, 
patients’ pathways, interprofessional team's case management 
 
Since 10 years, Luxembourg has adopted a care insurance system far more complex and 
sophisticated as in Germany. Primary care stakeholders are the key components of a 
global functioning home care system, nearly totally supported by care insurance policy. 
More than 2 thousand people are by now working in this field and all home care systems 
have adopted a special mobile team, which can intervene on the same day, if problems 
occur in palliative situations. The problems and limitations of the system will be shown 
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and solutions proposed. The palliative care patient is still in a healthcare pathways, were 
the main communications between extra-hospital and inra-muros doctors are still 
confronted with : no results, no X rx..... 
The palliative care status of a patient has to be re-evaluated every 35 days, more than a 
short period for an ongoing process, where the GP is in charge of collecting and 
distributing information to all team members involved. A specific case management study 
will more clearly show the weakness of the actual system and proposals for 
strengthening the system will be presented.  
The poster will reflect through a typical case management system, how far still the 
theoretical model is not always connected to the field workers. 
 

 
33 Nieri 
 
Abstract ID: EFPC2012233 

Epidemiologic assessment in Pavia (Lombardy Italy) - data collecting by General 
Practitioners and pediatricians-overweight and obesity. 

 
Dr. Simonetta Nieri 
ASL PAVIA , Italy 
additional authors: Fontana Guido; Cerra Carlo 
keywords: General practitioner, chronic patient management, primary care, Local Health 
Authority  
 
Purpose  
 
The aim of this work is to demonstrate that the collaboration with General Practitioners ( 
G.Ps) 
Improves the collection of epidemiological data, specifically the overweight and obesity 
assessment. 
 
Context  
 
The Pavia (Lombardy, Italy) Local Health Authority (L.H.A.) provides health services for 
549.000 residents. In Lombardy is usefully utilized the database of patients assisted 
(Banca Dati Assistiti -B.D.A.) a database that joins data of utilization of the health services 
(hospital, drug ecc..) for every single patient. The B.D.A allows epidemiologic assessment 
for some diseases: pulmonary, neurologic, autoimmune, cardiovascular, diabetes and 
tumors. However some considerable useful data for the policy of the Local Health 
Authority (L.H.A.), such as the epidemiologic assessment of overweight, obesity in adult, 
older and children, are unknown or roughly calculable. At the moment in Pavia L.H.A, 
overweight, obesity, laboratory tests values and their trends in some chronic patients 
with diabetes and/ or hypertension are available only from General Practitioners (GPs). 
State of the art  
The web site of the L.H.A. includes an area of open access and a reserved area for GPs 



52 

 

and pediatricians, accessible via secure authentication by each physician. In 2009 Pavia 
L.H.A. developed a shared web area for the General Practitioners. This web area contains 
information for the GPs and pediatricians (for instance the list of the patients non 
responder to vaccinations or screenings) and allows the doctors to entry some requested 
data . Since 2009 the web area was utilized in order to collect data of International 
Normalized Ratio (INR) trend in treated patients (n°3.188 records), cardiovascular risk 
values in healthy 49 -60 years-old patients (n°10.435 patients evaluated - 4, 5% of target 
population), blood pressure values in hypertensive patients and the glycated 
haemoglobin and glycaemia values in diabetic patients (718 diabetics, 735 diabetics-
hypertensive and 5.463 hypertensive). Pavia L H A, in 2012, stipulates that physicians (GPs 
and pediatricians) will measure the Body Mass Index (B.M.I) in about 100.000 adults and 
in children between 3 and 14 years and that they will enter data in the web shared area. 
L.H.A. specifically requests data organized by gender and age. The purpose of this activity 
is both to enhance the sensibility of GPs and pediatricians in order to prevent these 
conditions both to get data for the assessment of obesity and overweight in order to 
develop a strategic objective. 
Statements for debate  
 
There is no doubt about the strategic worth of data collection in Health Organizations. 
However it is not so easy to find indicators for guiding the strategic activities; indicators 
must be simple and inexpensive and they must respond to specific objectives. Moreover 
the databases currently available (B.D.A.) give us good information about the 
administrative use of health services but still poor information about health of the 
population. 
The GP, who works directly with the population served, can contribute to the creation of 
databases. The information can be used to target strategies for health education and 
prevention activities. The data can be collected through data entry or directly extracted 
from the medical records. 
Anyway, thank to this work, the G.Ps have collected data, developing a collaborative with 
LHA towards pursuing the same goals. 

 
 
34 Mohan 
 
Abstract ID: EFPC2012234 

Policy developments for Primary Care in India: an opportunity for European Primary 
Care Organizations to Cross the Borders, and a Sea! 

 
Dr Pavitra Mohan 
UNICEF, India 
additional authors:  
keywords: India, Primary Care, Europe  
 
Purpose: To review Primary Health Care Landscape in India and identify potential for 
collaboration with European Primary Care Organizations  
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Context: Despite rapid economic growth, Primary Health Care in India is fragmented, 
expensive and poor quality. Families prefer seeking primary care from more accessible 
private, informal sector. Most families make out-of-pocket payments for receiving poor 
quality care. 
 
State of the Art: Policy developments in India in recent past have set stage for high 
quality, low cost primary care: enhanced budgetary outlays, plans for Universal Health 
Coverage, large National Health Insurance, and increased acceptability of government’s 
role as purchaser rather than provider of healthcare. Many private low cost, high quality 
models of primary care are being set up, some in collaboration with European primary 
care organizations. 
These developments provide opportunities for European organizations: India will benefit 
from their expertise in managing quality primary care systems. Europe will develop 
credibility for fulfilling a basic need. Keeping costs low, focusing on preventive health and 
tying up with Indian partners will be critical. 
 
Statements for Debate: 
 
* European Primary Care organizations can play a role in India.  
* These Organizations do not gain from collaborating with India  
* European models of primary care cannot be replicated in India. 
 

 
 
35 Kinder 
 

Abstract ID: EFPC2012135 

How Health Information Technology Can Improve the Delivery of Primary Health Care; 
Contributions from Prof. Barbara Starfield  

 
Dr. Karen Kinder 
Johns Hopkins University, Germany 
additional authors: Prof. Starfield, Barbara 
keywords: multi-morbidity, health information, case mix, surveys 
 
Purpose: This presentation provides insight into how data collected through EMRs and 
surveys can be transformed into actionable information to improve clinical, managerial, 
and financial decision making in health care organizations.  
 
Theory: Measures are needed which capture a patients’ experiences within the health 
care system to ensure that decisions are based on the needs of the individual patient and 
population served. 
 
Methods: Following an overview of the contributions from Prof. Barbara Starfield, various 
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tools will be highlighted which were designed by Prof. Starfield and her colleagues at 
Johns Hopkins University to improve the information available to better inform decisions 
whether they be at the patient or population level. 
 
Examples of applications will demonstrate the results of studies from several countries. 
The common challenges faced, including data quality, obtaining cost measures, and 
provider acceptance, will also be discussed. 
 
Findings: Numerous international studies show that populations do vary in their need for 
health care resources and can be successfully compared across regions, clinics, and 
practices, to assess the disease burden and their health care resource needs.  
 
Discussion: Information attained from EMRs as well as surveys is critical to ensuring the 
equitable allocation of resources, promoting continuity and enabling the targeting of 
patients 
 

 
36 Wikberg 
 
Abstract ID: EFPC2012136 

Regular patient centred consultations and continuous use of a self-rating scale; effects 
on depression and quality of life. A randomized controlled study of structured 
treatment of mild to moderate depression in primary care  

 
Mr Carl C Wikberg 
Dept of Public Health and Community Medicine/Section of Primary Health Care, the 
Sahlgrenska Academy, University of Gothenburg., Sweden 
additional authors: Björkelund Cecilia, Petersson Eva-Lisa, Westman Jeanette. 
keywords: Depression, primary care, patient centred, self-rating scales. 
 
Purpose  
To study effects of regular patient centred consultations with repeated use of self-rating 
scales on mild-moderate depression in the primary care setting. 
Theory  
Depression is one of the major causes of illness with an estimated prevalence of 10% and 
causes lowered functional capacity and reduced quality of life. Effects of structured 
patient centred treatment in primary care is not yet properly studied  
Methods 
GPs are randomized either to control group (treatment as usual) or intervention group, 
where the patients are offered frequent patient centred consultations (regular visits 4 
times during 12 weeks) with continuous use of self-rating scale MADRS-S to monitor 
depression course. The study population consists of primary care attendees aged 18 and 
up with diagnosis of mild to moderate depression (DSM-IV). At baseline and after 12 
weeks BDI-II and EQ-5D are used to measure depression and QoL.  
Findings 
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Around 180 patients are included (power calculation: 190 required). Both intervention and 
control patients show reduction of BDI and EQ-5D levels, Comparison of reduction 
between intervention and control groups will be performed.  
Discussion 
If the intervention group shows significantly better results on reducing depression and 
increasing quality of life it can change the way we approach depression treatment. 

 
 
37 Glenngard 
 
Abstract ID: EFPC2012137 

Variation in patient satisfaction with respect to characteristics of providers in primary 
care – an analysis based on data from the National Patient survey in Sweden 

 
Mrs Anna Häger Glenngård 
Institute of economic research, Lund University School of Economics and Management, 
Sweden 
additional authors: Anell Anders 
keywords: quasi-market, user-choice, provider performance, patient survey, monitoring 
and evaluation 
 
In quasi-markets based on choice, e.g. in Swedish primary care, information about 
provider performance is essential for payers and individuals to monitor and evaluate 
provider performance. Information about patient satisfaction with providers is 
increasingly being used e.g. to guide individuals choice of provider and payers assessment 
of goal-fulfilment related to payment and accreditation of providers, often without 
reflecting upon underlying factors.  
 
The purpose was to analyse variation in patient satisfaction with respect to 
characteristics of providers in primary care.  
 
Regressions analysis was used to analyse the relation between different aspects of 
patient satisfaction and characteristics of providers in three Swedish county councils.  
 
Systematic variation in patient satisfaction was found with respect to organizational 
factors and mix of registered individuals. Smaller practices, a high proportion of all visits 
being with a doctor, a low level of social deprivation and a high overall illness among 
registered individuals were associated with higher patient satisfaction.  
 
The fact that patient satisfaction with providers was associated with both the mix of 
registered individuals and organizational factors adds to the complexity of using 
comparative information based on survey tools for monitoring and evaluation of 
providers, without critically reflecting about underlying factors. Besides having in mind 
the potentially conflicting objectives of health care, it might be important to consider that 
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factors of relevance for how well providers perform according to patient surveys are 
more or less possible to control for the providers themselves. 
 

 
 
38 Barletta 
 
Abstract ID: EFPC2012138 

Impact of the implementation of Chronic Care Model for diabetes in Tuscany: a 
controlled before-after study 

 
Dr. Valentina Barletta 
Regional Health Agency of Tuscany, Italy 
additional authors: Gini Rosa; Profili Francesco; Roti Lorenzo; Francesconi Paolo 
keywords: Chronic Care Model, diabetes management, primary care, quality of care 
 
• Purpose 
The assessment of the effect of the CCM-based program being implemented in Tuscany 
on quality of care in terms of process indicators and use of healthcare services in patients 
with diabetes. 
• Theory 
More than a hundred studies have been published about the implementation of CCM on 
diabetes management and its efficacy, as it is shown by the evidence for significant 
improvements on process and outcome measures. 
• Methods 
394 GPs participating to the project and 1,875 GPs (control sample) were chosen. The 
patients with diabetes of the two groups were followed up during 2009 (26,276 in the 
intervention sample and 112,988 in the control sample) and 2010 (27,149 in the 
intervention sample and 121,110 in the control sample) and process and healthcare 
utilization indicators were computed for each group, using administrative data. 
• Findings 
In the intervention group, laboratory testing increased more remarkably than therapy 
indicators, (differences ranging from 5.4% for creatinine testing to 10.8% for 
microalbuminuria testing). The percentage of patients receiving an assessment by an 
ophthalmologist increased by 4%. In the intervention group, rates for diabetologist visits 
decreased while rates of instrumental procedures, laboratory tests and ophthalmologist 
visits increased significantly. In the control group, use of healthcare services remained 
nearly unchanged. 
• Discussion 
The program showed early benefits in terms of improved adherence to guidelines for 
diabetes care. The decrease of the specialist visits suggests a better disease management 
in primary care. Tuscany is moving towards a fair and person-oriented health system. 

 
40 McIntyre 
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Abstract ID: EFPC2012140 

A knowledge exchange organisation: crossing borders in primary health care  

 
Dr Ellen McIntyre 
Primary Health Care Research & Information Service, Flinders University, Australia 
additional authors: Hagger, Christina: Bywood, Petra 
keywords: knowledge exchange, sharing information, dissemination, translation 
 
Purpose  
This study explores how a knowledge exchange organisation has assisted its policy, 
practice, research and consumer stakeholders to cross borders in PHC.  
 
Theory  
Knowledge exchange includes information management, linkage, capacity development, 
and support. Knowledge exchange bases its practice on exchanging information and 
knowledge in the most appropriate format with the right people at the most suitable 
time. 
 
Methods  
We describe the knowledge exchange methods used by this organisation and illustrate 
how well they have been taken up by our stakeholders.  
 
Findings  
In the 5 year period (2007-2011), this organisation has enhanced an extensive searchable 
website, convened 5 national conferences, produced weekly eBulletins and bi-monthly 
newsletters, published short papers on current PHC topics plus reviews on policy relevant 
issues, and created online fact sheets on how to carry out knowledge exchange. In 
addition, we have developed a publicly available online searchable register of research 
and researchers. Data show that these are accessed by all our stakeholder groups while 
evaluations indicate these have been useful.  
 
Discussion  
While the results are encouraging, PHC RIS has the potential to improve what it does 
through more rigorous monitoring and evaluation as well as better engagement with our 
stakeholders. 

 
 
 
41 Kivi 
 
Abstract ID: EFPC2012141 

Internet therapy for depression in Primary Care (PC) 
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Ms Marie Kivi 
Primary care, Sahlgrenska Academy, Gothenburg University, Sweden, Sweden 
additional authors: Maria Eriksson; Dominique Hange; Eva-Lisa Petersson; Boo Johansson; 
Cecilia Björkelund  
keywords: Primary care, Internet therapy, depression, effectiveness, RCT 
 
Purpose  
Investigate if Internet therapy for depression is as effective as treatment as usual in the 
PC setting. 
Theory  
Research shows good efficacy for Internet therapy for depression. Internet might cost-
efficiently enable delivery of high quality psychological treatment for patients in PC.  
Methods  
In this RCT-study we identified patients with mild-moderate depression at PC Centers in 
the Västra Götaland region. They were randomized to either Internet therapy (IT) or 
treatment as usual (TAU). Before inclusion structured interview was performed by 
psychologist/psychotherapist.  
The IT condition consist of 12 weeks access to a Behavioural Activation treatment 
programme on the internet, a workbook, support by the evaluating 
psychologist/psychotherapist via 3 telephone calls and weekly contact via secure e-mail 
(more telephone and/or e mail contact if needed).  
Outcome is measured by MADRS-S and BDI-II at 0, 3, 6 and 12 months.  
Findings 
At present, 60 patients are included. Our preliminary findings support the use of Internet 
therapy for depression in PC. In September 2012, data from 6 and 12 months follow-up will 
be available. 
Discussion 
Internet CBT could be an effective treatment of mild to moderate depression in PC. This 
RCT will give knowledge about effectiveness in primary care, team cooperation and 
patients’ perceptions. 

 
43 Johansen 
 
Abstract ID: EFPC2012143 

Outcome of multi-disciplinary, structured rehabilitation of older patients in a 

 
MD Inger Johansen 
Department of General Practice/General Practice Research Unit, Institute of Health and 
Society, University of Oslo, Norway, Norway 
additional authors: Lindbaek, Morten; Stanghelle, Johan, K; Brekke, Mette 
keywords: Elderly. Community rehabilitation. Activities of daily living. Outcomes 
 
Purpose: To compare the outcome of multi-disciplinary rehabilitation of older patients in 
a district center (Model1) versus in short term beds in nursing homes (Model 2). 
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Theory: Due to the ageing of populations and short hospital stays we need effective 
rehabilitation of older people in primary health care. There is little information in this 
field. 
Methods: Open, prospective comparative study. 302 disabled patients, 202 and 100 in 
Model 1(M1) and 2(M2) respectively, aged >65 years, having a rehabilitation potential. 
Referred from district hospital, nursing- or own homes. Outcomes: Primary: Sunnaas ADL 
Index (SI). Secondary: Umeaa Life Satisfaction Checklist (LSC). Cognitive (MMSE), 
emotional (SCL10) status, hours/week care, length of stay in rehabilitation and nursing 
home and hospital after the rehabilitation. Three and 18 months follow-up. 
Findings: Higher improvement in SI, persisting after three months, in M1 compared to M2: 
1.9 points more (95%CI(0.99-2.81), p<0.001), during 2.4 weeks shorter rehabilitation (CI 
(1.6-3.1), p<0.001). The LSC-scores indicated satisfied in both models. Lower scores in M1 
for home care at three months follow-up (diff.0.5 95%CI(0.2-0.8) p=0.002). Data for 
comparison of dependency, institutionalization and death at 18 months follow-up and 
comparison of the rehabilitation and care costs are yet not published, but will be 
presented at the congress.  
Discussion: Disabled older patients can improve and persist their independency 
significantly higher and faster when receiving structured, multi-disciplinary rehabilitation 
in a district inpatient center, compared to rehabilitation in short term beds in nursing 
homes.  
Research abstract 

 
44 Vintges 
 
Abstract ID: EFPC2012244 

‘Babels Ears’, training of primary care professionals on migrants care 

 
Dr Marga Vintges 
Pharos, Netherlands 
additional authors: Hosper, Karen / Van den Muijsenbergh, Maria 
keywords: ethnic diversity migrants training 
 
PURPOSE 
To develop training programs for primary care professionals on the care for non-western 
migrant populations in the Netherlands. 
 
CONTEXT 
11% of the general population in the Netherlands nowadays consist of non-western 
migrants, in urban areas this is about 50%. Research has shown that these groups 
experience more and different health problems compared to the ethnic Dutch 
population. Access to and quality of health care is reported to be challenging for different 
reasons, including for example communication problems at both sides. 
 
STATE OF THE ART 
Pharos, knowledge center on migrants, refugees and health care issues in the 
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Netherlands, developed a training program for family physicians and practice nurses. 
Topics were based on preliminary research among non-western patients and 
professionals, which consisted of a mirror meeting, focus group and stakeholder 
interviews and a survey. Communication, chronic physical complaints and low (health) 
literacy were some of the chapters of the training. 
 
STATEMENTS FOR DEBATE 
Ethnic and cultural diversity aspects must be integrated in guidelines and training of 
health care professionals. 
Training programs need to be developed in collaboration with patients and professionals.  
Using interpreters is part of good clinical practice and therefore needs to be organized by 
health care practitioners whenever needed. 

 
46 Valentijn 
 
Abstract ID: EFPC2012146 

Integrated primary care, the search for coherence 

 
Msc Pim P. Valentijn 
Jan van Es Institute, Dutch Expert Centre Integrated Primary Care, Netherlands 
additional authors: Bruijnzeels, Marc A; Opheij, Wilfrid 
keywords: Primary care, integrated care, intersectoral collaboration, inter-
organisational collaboration  
 
Purpose: The Primary focus program funds 70 collaboration initiatives to stimulate 
integration in primary health care through inter-organisational collaboration. However, 
there is a lack of conceptual clarity regarding integration that hampers a systematic 
understanding. The purpose of this study is to develop a theoretical framework that links 
integration through inter-organisational collaboration within the context of primary care 
in order to evaluate the 70 collaboration initiatives. 
 
Theory: The theoretical framework is based on the existing theoretical approaches 
regarding primary care, integrated care and inter-organisational collaboration.  
 
Methods: A literature review of health sciences and business databases, and targeted 
grey literature sources. Based on the literature review we operationalized the construct 
of integrated primary care in a theoretical framework. The framework will be validated in 
the Primary focus program.  
 
Findings: The unique characteristics of primary care transfers around the axis of 
horizontal and vertical integration in order to provide person-focused care throughout 
the population. Integrated primary care is considered as a multidimensional construct 
ranging from service (micro) through professional-, functional- and organisational (meso) 
towards system (macro) integration functions. The normative integration function 
ensures connectivity of all the levels of an integrated system. Inter-organisational 
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collaboration crosses the multi-layered environment of integrated primary care in order 
to provide comprehensive services. 
 
Discussion: The presented theoretical framework is a first step to understand the 
patterns of successful integration through inter-organisational collaboration in primary 
care. Further work is needed to operationalize the construct in a comprehensive 
measurement approach. 

 
47 Dahlof/Simonsson 
 

Abstract ID: EFPC2012147 

Patients’ experience of being triaged directly to a psychologist when the reason for 
contact is mental health issues: A qualitative study 

 
Clin Psy Anna; Linda - Two equal writers Simonsson; Dahlöf - Two equal writers 
Primary Health Care, Västra Götaland Region, Sweden 
additional authors: Jörgen Thorn MD, PhD; Maria EH Larsson RPT, PhD 
keywords: primary care, triage, mental illness, psychology, accessibility 
 
In a primary health-care centre (PHCC) situated in a segregated area with low 
socioeconomic status a nurse-led patient sorting system “primary care triage” has 
increased efficiency and accessibility. This study focused on the patients´ experience of 
being triaged directly to a psychologist for assessment. 
Theme-oriented, semi-structured interviews were made with 20 patients using qualitative 
content analysis. 
The results show that patients are active agents with own intent to see a psychologist 
when contacting the PHCC. Seeking help for mental illness was described as an effort-
demanding process that is done during a limited critical period of time. The patients 
experienced an easy and smooth access to the preferred professional at the PHCCs, and 
that was stressed as being important and much appreciated. Patients do not experience 
that the nurses make the decision about what professional to see. The patients’ 
expectations when meeting the psychologist were wide and diverse. The structured 
assessment sometimes collided and sometimes united with these expectations, yielding 
different outcome satisfaction.  
The findings show that primary care triage to the psychologist offers a much appreciated 
patient choice and easy access to the preferred professional. The results also suggest 
that primary care triage may not be a nurse-led sorting system as originally intended. This 
could be seen as in line with the overall goal of increased patient choice. If there is an 
aspiration to increase the nurses´ decision-making in the triage there may be a need for 
more education to enhance the confidence and skill in sorting patients with mental 
illness. Furthermore, the results indicate a need for more prior information about the 
psychological assessment and possible outcomes to increase the patient possibilities of 
making an informed choice and know what to expect.  
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48 Richardson 
 
Abstract ID: EFPC2012148 

Monitoring Physical Functioning in Primary Care: Applying Levels of Prevention to 
Function 

 
Dr. Julie A Richardson 
McMaster University, Canada 
additional authors: Letts, Lori; Officer, Alexis; Chan, David; Wojkowski, Sarah  
keywords: primary care, physical function, chronic disease, prevention 
 
Purpose: To utilize a functional status classification to identify risk and to examine the 
effectiveness of prevention strategies in a clinical trial for patients with chronic disease in 
primary care. 
Theory: Physical functioning is an important component of health status and predicts 
morbidity and mortality. Fried’s (2003) model of functional change with chronic disease 
and aging was used to assign functional categories. Primary, secondary and tertiary levels 
of prevention were applied to levels of function.  
Methods: Patients (n=120, x= 63 ±11years) were classified at baseline according to 3 
functioning levels: primary (preclinical disability), secondary (early functional changes) 
and tertiary prevention (established functional difficulties). The classification was 
reviewed by therapists and the patients’ physicians using criteria applied within the 
electronic medical record.  
Findings: Rapid Assessment of Physical Activity (RAPA) scores were distinct, primary/ 
secondary t=2.63, p=0.005 and secondary/ tertiary t=2.27, p=0.013. Greatest improvement 
on the Physical Functioning Inventory (PFI) between intervention and control groups was 
at secondary, t=2.02, p=0.03 and tertiary prevention, t=3.21, p=0.002. Functional 
trajectories and how participants accessed the self-monitoring and self-management 
intervention will be presented. 
Discussion: Strategies to improve or maintain function such as setting goals, resolving 
problems and devising plans can be tailored according to risk. 
 

 
 
50 De Bont 
 
Abstract ID: EFPC2012150 

Being organized. The experiences of managers and caregivers with organizing 
integrated care. 

 
Dr. Antoinette de Bont 
Erasmus University/ Institute for Health Policy & Management, Netherlands 
additional authors: Marlies Maaijen MA 
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keywords: Business development, integrated care, ethnography, Netherlands, 
professionalism 
 
Purpose: to explain the results of organizational development for integrating care.  
 
Theory: 
Organizational development is presumed to contribute to integrating care. We defined 
organizational development as (1) the strategic planning; (2) the continuous 
improvement of goals, plans and acts and (3) the governance on the results. 
 
Methods:  
Repeated interviews with project-managers en caregivers in 47 projects and 4 case 
ethnographic case studies.  
 
Findings:  
All 47 projects had the aim to enhance integrated care by organizational development, 
but only 12 did so. A minority of the projects developed a strategy or worked by goals and 
plans. In-depth interviews and close observation of the work of managers and caregivers 
show a dilemma with organizing and being organized. 
 
On the one hand, they feel the need to become part of a bigger and more professional 
organization. On the other hand, they anticipate the problems with being organized. 
These problems entail the loss of autonomy and the burden of administrative work.  
 
The paper shows how managers and caregivers overcome this dilemma: (1) by delegating 
organizational development to external advisors and (2) by mediating between evidence 
based medicine and organizational development.  
 
Conclusion:  
Managers and professionals aim to build bigger and professional organizations but fear 
being organized.  
 
Discussion:  
How to perceive these experiences with organizing integrated care? As experiences with 
moving beyond professionalism? Or as experiences with new forms of organized 
professionalism? 
 

 
51 Baan 
 
Abstract ID: EFPC2012151 

Integrating chronic diabetes care by bundled payments in the Netherlands: results after 
three years 

 
Dr Caroline A Baan 
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National Institute for Public Health and the Environment, Bilthoven, The Netherlands , 
Netherlands 
additional authors: Anneke van Til, Lidwien C Lemmens, Hanneke W Drewes, Simone de 
Bruin, Jeroen N Struijs 
keywords: integrated care, bundled payment, diabetes, quality of care 
 
Purpose: 
To evaluate the bundled payment approach in the Netherlands with respect to the 
effects on quality of care for diabetes patients 
 
Theory: 
Numerous initiatives were introduced to improve the quality of care for diabetes 
patients. Fragmentary funding of these initiatives however, hampered the establishment 
of long-term programs. In respond, a bundled payment approach for diabetes care was 
implemented. In this model, health insurers pay a single fee to a principal contracting 
entity—a new legal entity called a ‘care group’—to cover all elements of care for patients 
with a specific chronic disease.. 
 
Methods: 
Ten care groups were studied from start of the implementation of the bundled payment 
approach (January 2007) until three years after implementation (2010). During this period 
data from electronic health records (n=25.302), extensive interviews with stakeholders 
(n=70), and patient questionnaires in a random sample of the diabetic patients (n=1.471) 
were collected.  
 
Findings: 
The organization and coordination of care improved after the introduction of bundled 
payments. Transparency of the quality of care delivered increased. After three years a 
modest improvement was shown on most process indicators. Most outcome indicators 
improved as well.  
 
Discussion: 
The introduction of bundled payment approach showed some positive effects on quality 
of care. However there are still several key unknowns — for instance, how best to take 
coexisting conditions into account and the impact on costs of diabetes care. 

 
52 Skoglund 
 
Abstract ID: EFPC2012152 

GPs’ thoughts on prescribing medication and evidence-based knowledge: The benefit 
aspect is a strong motivator. 

 
Dr Ingmarie Skoglund 
Department of Public Health and Community Medicine/Primary Health Care, Institute of 
Medicine, the Sahlgrenska Academy, University of Gothenburg, Sweden., Sweden 
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additional authors: Professor CECILIA BJÖRKELUND, Professor KERSTIN SEGESTEN 
keywords: Benefit aspects, evidence-based medicine, general practitioner, drug 
prescribing, utilitarianism 
 
Purpose: To describe GPs’ thoughts of prescribing medication and evidence-based 
knowledge (EBM) concerning drug therapy. 
Theory: No explicit but we judged that a focus-group study would be appropriate for the 
purpose. 
Methods: Four focus-groups including 16 GPs strategically chosen. Tape-recorded 
interviews transcribed verbatim, analysed using a descriptive qualitative method. 
Findings: The categories were: benefits, time and space, and expert knowledge. The 
benefit was a merge of all positive aspects of the GPs’ tasks. Time and space were 
limitations. EBM as a constituent of expert knowledge should be more customer adjusted 
to increase the use. Benefit was the most important category, existing in every decision-
making situation for the GP. The core category was prompt and pragmatic benefit (PPB), 
which was the utmost benefit. The results indicate that PPB is important for 
comprehending the GPs' thoughts. 
Discussion: PPB, utilitarian in nature, is used to describe the essential part of GPs’ 
thoughts relating to prescribing medication and EBM. Evidence-based pharmaceutical 
information often consists exclusively of knowledge. Emotions and gut feelings 
pertaining to benefit are seldom brought into the picture. Benefit delivered immediately 
is convenient and can be of great help to the doctor and useful in implementation of 
guidelines.  

 
 
53 Spandonaro (presented by Mazzeo) 
 
Abstract ID: EFPC2012153 

The meaning of ‘Primary Health Care (PHC)’ in Italy: results of a survey addressing a 
sample of General Practitioners (GPs). 

 
FEDERICO SPANDONARO*° 
*GISAP (Independent Group for the study of Primary Health Care); °CEIS - Centre for 
Economics and International Studies - Tor Vergata University of Rome , Italy 
additional authors: CRISTINA ALATO°; ERNESTO ESPOSITO*; CARMELA LE ROSE*; 
TOMMASA MAIO*; MARIA CONCETTA MAZZEO*; GIACOMO MILILLO*; ROBERTA 
MOCHI*; SERGIO PILLON*; SILVESTRO SCOTTI*; MARIA TERESA ZELANTE*  
keywords: PHC definition; GPs view; Survey; Teamworking 
 
Purpose: To evaluate how GPs perceive the meaning of PHC by processing the results of a 
survey addressing a significantly representative sample of GPs in Italy. 
 
In October 2011 a questionnaire comprising 12 questions has been submitted to 850 
physicians attending the National Congress of the greatest Italian GPs’ Union (FIMMG - 
Italian Federation of General Practitioners). 
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The age and sex distribution-related characteristics of the responding GPs is strictly 
related to the distribution of the GPs present in Italy: 90% GPs, 7% out-of-hours GPs 
(younger physicians). Among PHC definitions, 46% of the GPs selected “health care to 
patients in their social-familial context”, 26% “outpatient and home care”. With reference 
to PHC supply places, over 90% pointed to General Medicine, 80% to Primary Care 
Pediatricians, Outpatient Care and Home Care, while only 50% of them pointed to 
Residential Care. 
 
As main factors hindering the full implementation of PHC prevail an excess 
bureaucratization (20.3%), followed by a want of dedicated economic resources (16%) and 
the lack of cooperation among professionals (about 10%).  
 
The results of this study point out the urgent need to create a really integrated health 
care solution, originating from teamworking. Many GPs are identifying the PHC contexts 
as their supply places, their roles, their tasks and functions. They appear considering 
other places and other PHC professional figures hardly fitting into integrated 
organizational networks. 

 
54 Larsen 
 
Abstract ID: EFPC2012354 

Improved recording of lifestyle risk factors in general practice as a mean to enhance 
primary- and secondary prevention of chronic diseases. 

 
Mr. Lars Bruun Larsen 
The Danish Quality Unit for General Practice (DAK-E), Denmark 
additional authors: Thomsen, Janus, Laust; Halling, Anders; Schroll, Henrik; Skjoldaa, Lone 
keywords: lifestyle factors, general practice, primary prevention, secondary prevention, 
primary care/public health integration 
 
It has been estimated that a healthier lifestyle can prevent 80% of chronic diseases. 
Information on lifestyle factors is, however, to a large extent missing in general 
practitioners (GP) electronic patient records (EPR), especially among infrequent 
attendees. The purpose of this feasibility study is to see, if it is possible to improve 
recording of lifestyle factors in primary care in Denmark by sending out questionnaires to 
patients, from which data subsequent are transferred to GPs EPR and the Danish General 
Practitioners Database using Sentinel Data Capture, an IT program that automatically 
collect patient data from the GPs EPR and create electronic quality reports to the GP on 
both patient and population level.  
 
We used a short 15 item questionnaire based on a consensus report from the Swedish 
National Board of Health and Welfare. Questionnaires were sent to 1138 patients in the 
age 39 to 59 from 4 general practices in western Denmark.  
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On a longer time scale this concept can play a significant role in primary- and secondary 
disease prevention in general practice and surveillance of risk factors and chronic 
diseases as a part of wider primary care/public health initiatives towards lowering the 
prevalence of lifestyle risk factors in Denmark. 
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Clinically-led commissioning in the English National Health System: The challenges 
ahead 

 
Dr Christina Petsoulas 
London School of Hygiene and Tropical Medicine, United Kingdom 
additional authors: Stephen, Peckham; Katherine Checkland; Anna Coleman; Imelda 
McDermott; Julia Segar; Andrew Wallace; Rosalind Miller; Dorota Osipovic 
keywords: Primary care, Commissioning, Health Services Restructuring, Health Policy 
 
The NHS in England is currently undergoing another round of far-reaching 
transformation. Primary care doctors (GPs) will now be responsible for commissioning 
most of hospital and primary care on behalf of their patients. The new structures are in 
the process of being put in place. The purpose of the reforms is to bring commissioning 
closer to local needs and improve health services by involving clinicians in the decisions 
about them. The policy drive for localism however can create a number of tensions. Lack 
of national guidance may lead to a great diversity of organisational forms, some more 
successful than others. The London School of Hygiene and Tropical Medicine together 
with Manchester University have been funded by the Department of Health to conduct a 
number of projects examining the new commissioning arrangements. The first study 
explores the development of pathfinder Clinical Commissioning Groups (CCGs). The 
methods used in the study are a combination of web-based and telephone national 
surveys and a series of in-depth case studies (covering geographical spread, size and 
stage of development of CCGs). The presentation will provide a brief overview of 
commissioning in the English NHS since the introduction of the internal market in the 
early 1990s, present findings from the project on pathfinder CCGs, focusing on the 
challenges they face, and draw lessons for the further development of clinical 
commissioning. 
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Effectiveness of multiprofessional pay for performance systems in clinical outcomes 
and organizational alignment: a longitudinal study in a primary care organization.  
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Dr. Antoni Peris 
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additional authors: Martí, Tino; Brugues, Alba 
keywords: Pay for performance, Organizational alignment, Clinical outcomes 
 
PURPOSE: 
To analyze how effective is pay for performance to align clinical results with 
organizational goals and to monitor which are the long term effects of P4P clinical 
targets.  
THEORY: 
Pay for performance is largely accepted as an organizational alignment strategy in the 
management and human resources literature. In healthcare, it has been widely adopted 
as a complementary compensation system to increase clinical productivity and strategy 
development. There are ethical and efficiency concerns that have been studied, although 
little research has been conducted to observe long term effects of short term goals.  
METHODS: 
A four years pay for performance data base was built for the purpose of this study. This 
data base includes goals and results for this period regardless the year when the goal was 
set. It also includes goals for doctors, nurses and administrative staff. Goals are divided 
into three categories: individual, group and projects.  
FINDINGS:  
A continuous improvement is evidenced in clinical goals for doctors and nurses. Project 
indicators have allowed a better organizational alignment with an average result of 88%. 
Indicators that were goals in previous years decrease slower showing a P4P inertia, 
particularly in quality of care targets.  
DISCUSSION: 
The current economic situation is forcing organizations to strengthen productivity and 
performance and P4P schemes are helping to achieve these goals. Saving measures like 
reducing the percentage of P4P compensation might have sound negative effects in 
healthcare outcomes. 
There are also concerns in how indicators are measured and how goals are achieved. 
Electronic health records may ease to adopt opportunistic behaviours to achieve goals 
without an outstanding clinical practice. 
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Outcomes of nurse visits for unscheduled patients in primary care 

 
Alba Brugues 
CASAP, Spain 
additional authors: Pavón P; Sancho L; Laserna C; Torres D; Fernandez M; Malo A; Gascon 
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Purpose 
To evaluate the outcomes of unscheduled patients attended by a nurse in a primary 
health care team, following a clinical guideline designed for nurses.  
 
 
Theory 
Primary health care centers in Catalonia include GPs, pediatricians, nurses and clerks. To 
enhance accessibility nurses improve their knowledge and skills, undertaking an extended 
role in the management of acute health problems  
We use this approach, for unscheduled visits for past 6 years, improving delivery of care 
by the entire team and allowing nurses to handle minor illnesses and GPs to dedicate 
more time to complicated patients  
 
 
Methods 
Cross-sectional descriptive study in primary care center from the metropolitan area.  
Participants: random sample of 720 patients that demanded same day consultation from 
May 2011 until January 2012 for vomiting, diarrhea, tooth pain, upper respiratory 
symptoms, back pain, sore throat, wounds, minor trauma (contusions), lower urinary 
symptoms, burns, panic attacks or emergency contraception. 
 
Findings 
The main outcome is the number of patients treated only by the nurse There will also be 
measured the procedures performed, the medical prescriptions, the emergency care 
referrals, waiting time to be attended, and consistency between the visit reason recorded 
by the clerk and the nurse diagnosis. 
 
Discussion 
An important limitation encountered is the lack of legislation in nurse prescription. 
In a 2007 study autonomous resolution by nurses was 80%. Current results are being 
analyzed using SPSS 15.0 and will be available at the presentation, expecting to be at least 
as high as 4 years ago’ results. 
 

 
65 Blackie 
 

Nurses in practice translate theory into practice reality and make decisions which effect 
people, students and the service. In order to develop the complex critical thinking skills to 
support this activity, an innovative approach to the development of complex critical 
thinking has been piloted with a group of experienced community and primary care 
nurses. The format uses a facilitated problem based learning format with a reflective 
framework to identify issues for development in practice. The model utilises Carper’s 
Domains of knowledge [1979] as a focus for planning. The results of the pilot study are 
encouraging and have led directly to changes in practice. This has improved patient care 
and has reduced risk for the Trust. 
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66 Perez-Lopez 
 

INTEGRATED NETWORK FOR CHRONIC CARE IN COMPLEX PATIENTS 
 
OBJECTVES: 
General: Develop new strategy to achieve more resolution, efficiency, satisfaction and 
proactive in Barcelona northern areas 
 
Specifics: 
Achieve better Health results, improve quality of life for patient and family, enhance self 
care, dimensionate services for continuity and social needs, diminish or avoid 
hospitalisations and keep patients in community as long as possible, diminishing 
consultation to ER and length of stay. Improve prescription and professionals’ 
competences.  
 
 
MATERIAL I MÈTODES: 
 
Coordination of 2 hospitals, 4 nursing homes, 2 PC Emergency Units, 19 Pc teams, mental 
Health, palliative care, public Health and social services.  
  
Program covers 79.311 inhabitants and selected people older than 14 y. With >=2  non 
programmed hospital stays in previous year and >= diagnostic: Heart failure, IC, COPD, 
DM, Neoplasms, AVC, Dementia, liver, TSM, AIDS and also consume 10 or more drugs and 
the income generated 9 or more days of hospitalization. 
 
Total N: 180 people. 
 
RESULTS: 
We worked on alliances, administration commitment, clinical leadership and territorial 
coordination.  
Multidisciplinary working groups on prescription, e- records and TIC has been created.  
 
Clinical pathways have been established considering all providers and services.  
We present results on routes between medical devices (CAP-CUAP-Socio/Sanitari) where 
all the people who have contacted and have entered the new route have only admitted 
7.2% (no income socio-health in hospital acute) the contact was 92.8% when they return to 
their community. 
The other is the path between devices that allows direct entry (CAP-Socio/sanitari) 
without passing through tertiary hospital, in a study done between this route and entry 
into acute care hospital which compares the number of re-there were no income 
differences. 
Have been surveys to assess the satisfaction of these people admitted 
 with high satisfaction scores. 
We collaborated with the AIAQS (Information Agency, Evaluation and Quality in Health) 
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in order to build a general evaluation framework for integrated care of these people. 
We are exploring areas of communication and broadcasting technologies in Project 2.0 
(we have designed a corporate website for dissemination of knowledge among 
professionals and the project) will also be useful tools such as blogs and social networks. 
 
CONCLUSIONS: 
1. The institutional commitment, the clinical leadership and coordination in the territory 
between the different medical devices, is essential to create partnerships and develop 
this comprehensive model of care for these people. 
2. Routes and describe care "what", "who and how" we offer this care is absolutely 
necessary. 
3. ICTs have to be of help and support in managing the health of these people and in their 
use of professionals. 
4. We must seize this new model to improve the transition between health and social 
systems without interruption. 
5. Scanning new communication technologies 2.0 to generate and disseminate 
knowledge (website, blogs, social networks ...)  
6. Should guide the instruments and contractual management of the Catalan Health 
Service, to facilitate this process in the purchase of health services. 
7. To generate a new model shares should not be purely interventionist (top down) and 
purely developmentalist (from bottom up) we find that balance because the health care 
professionals are the very engine of this change. 
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Family Medicine in different European context: an on field research 

 
Dr Andrea Moser  
School of Vocational Training for General Practitioner of Trento, Italy 
additional authors: Mazzoldi Sara; Fasoletti David; Parisi Giuseppe; Clerici Marco 
keywords: Family medicine organization; Europe; differences; comparision 
 
The WONCA definition of Primary Care outlines the specific content of Family Medicine 
throughout the European countries. 
The various cultural, political and geographical national contexts have led to develop a 
huge variety of organizational framework of the daily GPs work (tasks, type of 
employment contract and payment system, schedules). 
The School for Vocational Training in General Practice of Trento has promoted an on field 
research, organizing a period of observational staying in a Family Medicine Centre in 
England, Germany, Scotland, Slovenia and Spain; in this period the researchers will 
observe the GP’s daily activity according to a predetermined grid, based on a WHO 
observational scheme and on scientific literature’s data: the aim of the study is to better 
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understand the national specificity of family medicine and compare it with the Italian 
system. 
We will also focus the attention on a tracer disease (DM type 2), to see how the care and 
cure of it is differently addressed in the various sanitary settings in Europe, regarding 
health, social and educational aspects. 
Analyze these differences is certainly an effective system to better understand the 
common core content and to imagine the future in Primary Health care in Europe. 
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Richard Project: Regional ICT based Clusters for Healthcare Applications and R&D 
Integration 

 
Dr. Piero S.P. Salvadori 
Local Health Authority of Empoli (Florence, Italy), Italy 
additional authors: Leto Andrea LA; Scattereggia Sandro SS; Renda Olga RO; Francesca 
Nicolai FN; Benvenuti Francesco BF; 
keywords: ICT chronic diseases European Regions 
 
Purpose: is a EU-FP7 co-funded project which intends to provide a framework to support 
European regions to define and implement innovative models for the management of 
Chronic conditions based on Information and Communication Technology (ICT) in four 
different European Regions (Tuscany-IT, Vasterbotten-SE, Yorkshire-UK, Lodz-PL). 
http://www.richardproject.eu/  
Context: we started by analyzing a specific set of promising pilots on stroke, cognitive 
diseases and dementia and diabetes with the idea of converging to a more general 
chronic “ICT assisted” sustainable model capable to support the management of multiple 
diseases. 
State of art: The main results achieved so far are: 1) assessment of the existing healthcare 
models and resources available, 2) systematic literature review to find out the main 
barriers that can jeopardize the introduction of ICT in the health system at different 
stages, 3) E-Health Toolkit, a set of guidelines to be used when setting up or 
mainstreaming a telemedicine service. 
Statements for debate: we seek a common ICT for Europe. Is it possible to have all the 
same health ICT? Is it possible to harmonize strategies to address the “chronic epidemic”? 
And finally is it possible to have a single European Health Service? 

 

 
70 Salvadori 
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Primary Healthcare Centre in Empoli 

 
Dr. Piero S.P. Salvadori 
Local Health Authority of Empoli (Florence, Italy), Italy 
additional authors:  
keywords: Primary Healthcare Centre chronic diseases 
 
Purpose: bring together general practitioners (GP), nurses, administrative personnel, 
social workers and specialists into a primary healthcare centre (PHC) makes people 
happier and generates cost savings. We evaluated this assumption 
Context: the PHC is open 24 hours, 7 days a week, is located next to a shopping centre. 
There is a pharmacy, gym and physiotherapy centre. Chronic diseases are facing by 
adopting expanded chronic care model. 
State of the art: citizens show to like this structure because many of them choose to be 
treated by these GP and nurses. PHC reduces improper access to hospital first aid, the 
hospital impatient admission rate and slightly pharmaceutical per capita expenditure and 
the use of specialist visits and diagnostic examinations. Rather increases the percentage 
of prescription of generic drugs. Increase also the percentage of citizens followed by 
social services, because of the best emerging of social need. 
Statements for debate: PHC is very difficult and expensive to implement, but once 
constructed it work very well. This is the answer to the chronic epidemic. Can we manage 
our resources by closing some small hospitals and opening PHC for each municipality? 
This is an obvious choice for us both in Italy and in Europe. 
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Evaluate the health related Internet use by primary care patients 

 
Dr. Ionut Chiriac 
CASAP CASTELLDEFELS, Spain 
additional authors: Gonzalez, Silvia; Bernades, Carlos; Vilalta, Susana; Flores, Gemma; 
Peris, Antoni; Baba, Zeki 
keywords: Internet use, primary care, survey, patients 
 
PURPOSE 
To assess the use of Internet for health information by the patients attended in a primary 
health care center.  
THEORY 
The extensive availability of Internet and the significant amount of online health-related 
data leads the patients towards this new resource. Part of this information is inaccurate 
and doesn’t consider the background of users, which might confuse the patient in regard 
to his condition and the appropriate treatment. 
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METHODS 
Cross-sectional study using 11-item self administered survey distributed to the patients in 
the waiting area during a 6-days period in March 2012. Besides the demographics, the 
survey included questions about frequency of Internet use for medical information, the 
topics searched, the reliability given to the information found and the likelihood of 
discussing it with the healthcare provider. 
FINDINGS 
A total of 454 patients completed the survey, of which 275 (60.6%) look for online medical 
information. For these patients the average age was 40.4 and most of them have at least 
a high school degree (81.7%). They looked mainly for illnesses (74.9%), medication (40%) 
and diets (24%). Confidence in the information found was expressed by 89.8% of them but 
only 61.8% are willing to share it with the provider. Interest in a website developed by our 
clinic was showed by 77.5% of the patients. 
DISCUSSION 
Considering the large number of patients searching for online information, our team 
should be prepared to help them find the appropriate information, promoting the 
website designed by us.  
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Collaboration and its outcomes in primary care compared internationally: a systematic 
literature review 

 
MSc Sanneke Schepman 
NIVEL, Netherlands 
additional authors: Hansen, J; Batenburg, R; Bakker, de, D  
keywords: Inter-professional, collaboration, systematic literature review, primary care 
 
• Purpose: To systematically review and critically appraise the relevant scientific 
literature on inter-professional collaboration in primary care and its effect on patients and 
health care providers. 
 
• Theory: Until now, a complete picture of how (elements of) inter-professional 
collaboration in primary care relate to outcomes does not exist. Most studies focus on 
specific diseases or patient groups in a limited number of settings. Using a conceptual 
model to define and order mechanisms that facilitate or impede primary health care 
collaboration, a general and complete overview is provided.  
 
• Methods: A systematic literature review was conducted searching Pubmed, CINAHL, 
Cochrane Library and EMBASE. Studies about high and middle income countries, 
published until 2011, were selected based on predefined criteria.  
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• Findings: This study provides a systematic overview of inter-professional collaborations 
in primary care. Our conceptual model maps different forms of collaboration and 
empirical evidence on its outcomes in terms of access, quality and continuity of care. 
 
• Discussion: While our model structures different forms of inter-professional 
collaboration in primary care, it remains complex to strictly define its outcomes. Our 
results indicate the knowledge gaps that need to be determined in the future. 
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Short term effects of choice of provider in primary health care on utilisation of health 
care 

 
MD, PhD Anders Beckman 
University of Lund, Sweden 
additional authors: Anell, Anders 
keywords: choice, utilisation, equity 
 
Purpose: The recent reforms in Swedish primary care have involved choice of provider for 
the population and we wanted to investigate the effects on utilisation of physicians. 
Theory: Choice of provider is believed to promote equitable access on the basis of need. 
Individuals with low income tend to have impaired physical and mental health and in an 
equitable society, it should be expected that such individuals should have higher health 
care utilisation. 
Method: We have studied the short term effects on utilisation of physicians in the Region 
of Scania, where choice of provider in primary health care was introduced in 2009.  
Findings: The preliminary results (average number of visits to a physician per inhabitant), 
showed that between 2008 and 2010 visits to general practitioners were increased for all 
age-groups, and especially for those above 81 years of age and among those individuals 
with an income below the median income. Visits to other specialists have decreased, 
except for men 31-50 years of age and with an income above the median income. 
Discussion: Our study shows different effects for different groups in different sectors of 
health care. It is unclear whether these changes are the effect of reforms or other 
factors, if they persist and if equity is enhanced. 
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Good Practices in European Primary Care 
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PURPOSE 
To define and analyze the term “good practice” in primary care and identify examples of 
good practice in European primary care with reference to physician and patient 
autonomy.  
 
THEORY 
The term “good practice” is often used in the European primary care setting without 
clearly defining this term. 
 
METHODS 
Literature review to define the term “good practice” in European primary care, 
identifying macro-level “good practices” for physician and patient autonomy.  
 
FINDINGS 
The concept of good practices can be defined as recommendations for appropriate action 
based upon evidence, bringing health systems closer to reaching their policy goals. 
Structured pay-for-performance systems and disease management programs give 
physicians less room for autonomous decision-making. Reduced physician autonomy 
leads to less variation in clinical practice and fewer complications in chronic conditions. 
Patient autonomy is curbed by gatekeeping systems. Research shows that gatekeeping 
can reduce costs without any significant differences in quality but with reduced patient 
satisfaction. 
 
DISCUSSION 
Good practices in European primary care are difficult to identify, because there are many 
variables and perspectives to be considered which in part counteract each other. 
Healthcare systems must prioritize their healthcare system goals in order to find the good 
practices needed to reach them.  
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The use of clinical vignettes in costing primary care services 
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additional authors: Fattore, Giovanni; Compagni, Amelia 
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Purpose: To propose a methodology to cost specific primary care services in 7 EU 
countries, in the context of the 7th Framework Programme – Project EUPrimecare. 
Theory: Vignettes have been used to study a wide range of social issues. Although there 
are few methodological papers describing the use of this technique in health service 
research, we find relevant literature on using the vignette method to investigate beliefs, 
judgments and actions of people in a given situation. 
Methods: Four questionnaires on clinical vignettes, describing common primary care 
situations, have been submitted to the main clinical professionals involved in the delivery 
of primary care services in each country. More than 200 professionals have been 
interviewed. 
Findings: It is impossible to develop a unique method, rather we need a lens flexible 
enough to encompass the variability among primary care models but, at the same time, 
informative enough to provide a common framework. 
Discussion: Through questionnaires, resource consumption are recorded and then 
attributed monetary values based on a costing methodology of choice: the time spent by 
the professional is likely to be the main cost driver and, as such, we apply the time-driven 
activity-based costing methodology to cost the four vignettes in each country. 
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Case management for multimorbid patients; an overview of the literature and preview 
of a Dutch care program: the Casco Study. 

 
Drs Nathalie Versnel 
NIVEL, Netherlands Institute for Health Services Research, Netherlands 
additional authors: Baan, Caroline A.; de Bruin, Simone R.; Nijpels, Giel; Schellevis, 
François G. 
keywords: Case management, care program, complex care, multimorbidity, literature 
review 
 
Purpose; to provide an overview of care programs for patients with multiple chronic 
conditions. In addition, we will present a care program for comorbid diabetes patients 
which is currently under study in the Dutch primary care setting (the Casco Study). 
 
Theory; there are many single-disease oriented care programs, but little is known about 
care programs for multimorbid patients and their effectiveness. A case management 
program including optimal care tailored to the individual patients’ preferences, is 
supposed to be most suitable for multimorbid patients.  
 
Methods; we conducted a systematic literature review on care programs for patients 
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with multiple chronic conditions. Taking into account the context of the Dutch primary 
care, we designed a program to improve care for comorbid diabetes patients in the 
Netherlands based on the Guided Care model developed in the USA. The effectiveness of 
this program is currently being tested in a randomized controlled trial (the CasCo study).  
 
Findings; the literature review resulted in an overview of multiple methods to organize 
care for different patient groups and within different health care systems. Preliminary 
results on the implementation of the Casco study will be presented during the 
conference.  
 
Discussion; there is a clear need for evidence how to manage care for multimorbid 
patients in primary care. Results of our literature review and the CasCo study provide this 
preliminary evidence. 
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Cultural Competence Assimilation Processes in Organizations - A 'Maccabi Healthcare 
Services' South District Case Study.  
 
*Michal Hauzman, Medical customer service manager; *Avi Lavi, District Manager; *Dr.  
Yitzhak Abend, Medical Director; *Moti Peterman, (Former) Operations Manager 
 
*South District, Maccabi Healthcare Services, Israel 
Purpose: To use culturally competent services within the public healthcare system in 
order to provide better quality care for diverse populations with various needs. Context: 
Israel is a welfare state, and as such, provides public healthcare services to all citizens in 
addition to private healthcare which may be individually purchased. While Israel, as a 
state, may be small in size, its population is extremely diverse as it encompasses within it 
Jews, Muslims and Christians, new immigrants from developed and from third world 
countries, people of all ages and gender and many other classifications of individuals 
including the once nomad Bedouin population which comprises approximately 3.5% of the 
population and resides in various settlement throughout Israel. Our inter-professional 
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program was designed to improve healthcare utilization patterns and to increase patient 
satisfaction, care and loyalty. The program took place between 2008 and 2011 and 
included staff and patient education on core subjects; making primary care facilities more 
accessible both physically and linguistically; and establishing formal inter-disciplinary 
community based care-teams to meet the specific needs of this population. State of the 
Art: This newly innovative program was first tested as a case study on one population in 
Israel. As it has proven to be extremely effective, Maccabi healthcare services has taken it 
on and has formally introduced cultural competence programs among a variety of client 
populations. Statement for Debate: Is it really possible for public healthcare systems to 
incorporate truly culturally competent services?  
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A Foundation Experience in Primary Care 
Mehmet Akman1, Mehmet Sargın2, Reşat Dabak2, İsmet Tamer2, Ekrem Orbay2, İlhamı 
Unluoğlu3 
1Marmara University, Medical School, Department of Family Medicine 
2Kartal Lutfi Kirdar Research and Education Hospital 
3Eskisehir Osmangazi University, Medical School, Department of Family Medicine 
 
Purpose: In this presentation a foundation experience (Turkish Foundation of Family 
Medicine - TAHEV) in primary care in Turkey will be described briefly in terms of its effects 
on health politics, education of primary care professionals and primary care research. 
Since Turkey is undergoing a comprehensive health reforms including introduction of 
family practitioner scheme in primary care, it is important to describe how primary care 
organizations can be structured to collaborate for the improvement of primary care. 
Context : As a further step in Health Transition Program (HTP) of Turkey, new 
organization of primary care (family health centers and family practitioners) reached to 
100% coverage at the end of 2010. In these times of fast changes, the founders of TAHEV 
(all family medicine specialists working in different sectors) had recognized a need of a 
strong primary care organization with an ability of acting fast and effectively. With its 
stable structure of board of trustees, foundation seems to be a promising organizational 
structure for this purpose. As a result TAHEV was founded in 2010 with the main 
objectives of providing education to primary care professionals, carrying out research to 
support on-going scientific activities, reflecting on health politics among the society and 
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collaborating with other stakeholders.  
State of the art: For the objectives mentioned above, TAHEV organizes annually an 
Autumn School for professional education of primary care professionals and the Istanbul 
Family Medicine Congress for supporting scientific development of family medicine in 
Turkey. Besides research award is given to outstanding family medicine thesis annually. 
TAHEV collaborates with all primary care organizations for educational and policy 
developing activities. With its broad international relations, TAHEV also takes part in 
multi-country primary care research and collaborates with international organizations.  
Statements for debate:  
Along with associations and colleges, foundation could be a supportive complementary 
organization for primary care. 
Its stable structure might enable foundations to plan long term projects and to response 
promptly to issues involving primary care.  
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General Practice – stand-alone medical specialty which offers pre-emptive, remedial and 
educational primary care medical assistance, continuous and personalized to people and 
their families and also the community itself. The practical activity of the Family Doctor 
covers mostly all sectors which include: medical assistance to healthy and sick persons, 
pre-emptive activity with an emphasis on primary care prophylaxis, health education, 
family and community medical assistance, administrative activity (office and medical 
practice management) and research activity. 
Management – the act of organizing, handling and administrate – applied at the General 
Practitioner Office level – consists of financial management, professional activity 
management and time management. In primary care medical assistance, insured by 
General Practitioners Offices, works over a quarter of Romania’s Doctors, nurses and 
many other service suppliers needed for running this institutions. Initially, it was decided, 
based on European practices, that 15% of Insurance Company’s budget should be assigned 
to the operation of Family Doctors Offices. This good intention remained on paper, 
because in the best case scenarios, during the practice budget period, Family Medicine 
was assigned roughly 9%. 
General Practice Office Management stands in front of numerous challenges tied to the 
globalization of the health care system. 
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Shared care for patients with psychiatric problems: the role of general practice 

 
Prof Jan De Lepeleire 
Katholieke Universiteit Leuven, Belgium 
additional authors:  
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Purpose 
To study the problems and possibilities of general practitioners caring for patients with 
psychiatric problems in general and especially psychosis 
 
Theory 
Integrated health care and collaboration with primary care generates a better outcome 
for patients with psychosis. General practitioners should be prepared for this task 
 
Methods 
First project: A focus group research was performed in two regions using and extending 
the scope of previous studies looking for the problems and opportunities GPs experience 
in the care for psychotic patients 
 
Second project: In a postal survey the International Study on General Practitioners and 
Early Psychosis was replicated to learn more about general practice and psychoses. 
 
Findings 
To improve the care for psychotic patients, GPs should be supported in the diagnostic 
process. Additional education concerning functional decline and the use of antipsychotics 
is useful. An improvement, integration and rethinking of the collaboration with mental 
healthcare services and psychiatrists is needed. Support for specialized services of 
ambulatory care is needed. These results are comparable with international data. 
 
Discussion 
GPs have potentially an important role in the care for psychotic patients provided that 
knowledge and skills are improved and the collaboration with the secondary mental 
health care is reorganized.  
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Home Based Rehabilitation, a concept gaining momentum due to remarkable results.  
The aim is to steady/increase the level of functioning to (re)gain a meaningful everyday-
life for citizens who ask the municipality for care/practical help. 
 
Rehabilitation is hereby defined as “a targeted and temporary process of collaboration 
between a citizen, relatives and professionals”, putting the citizen at the core of the 
intervention. Home Based Rehabilitation thus depends on successful border crossing and 
coordination between professions and public /private sectors.  
 
Interdisciplinary teams (PT, OT, nurse, assistant trainers) set goals and work together 
with each citizen to establish the interventions needed to enhance rehabilitation.  
 
This anthropological and socio economic case study from Aarhus Municipality reports: 
- 624 citizens identify their activity limitations using Canadian Occupational Performance 
Measure. ICF is used as a framework to systematize the most important limitations: these 
emerge as: Mobility, Self Care and Domestic Life. Using COPM opens up for crossing the 
border between perspectives: Inside (citizen) / outside (professionals). 
Results: 
- 40 % become self-reliant 
- 80% increase level of functioning 
- Higher quality of life 
- Economic gain 
 
Border crossing between inside and outside perspectives and coordination between 
professions /sectors is vital for the success of Home Based Rehabilitation. 
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Purpose 
To explore experiences and perceptions of staff of participation in research at their 
workplace.  
 
Theory 
Primary care is a sector with broad activity and many patients’ visits. An increasing 
amount of research activities takes place in primary care centers but there have been few 
studies on the staffs’ experiences of research participation.  
 
Methods 
Five focus groups were conducted with physicians and nurses, in different groups, from 
three health care centers. The group comprised 4-7 participants. Individual semi 
structured interviews were also done with the psychiatric nurse and chief of operation of 
the primary care centers.  
In the analysis a Systematic Text Condensation (STC) by Malterud was used.  
 
Some early findings 
Doctors and nurses felt that they received insufficient information about the study at 
start and lacked feedback while the project was ongoing. Further, physicians´ forgot to 
include patients while lacking time for research in their regular work. However, the staff 
pointed out the importance of conducting research at primary health care centres 
because of the high number of patients and importance of testing treatment in reality. 
 
Discussion 
Knowledge of experiences and perceptions of primary care staff is important when 
creating a promotive research infrastructure in this health care sector. 
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keywords: primary health care, family practice, or general practice, after-hours care, 
triage 
 
Purpose: To analyze the calls being handled by triage nurses and estimate its effect on 
the workload at the General Practitioner Cooperative (GPC). In Belgium triage is not yet 
part of health care. Because of man power problems it’s predicted that a change towards 
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triage is needed. 
Theory: By analyzing the effect of triage in the Netherlands we can predict the effect 
triage could have on Belgian GPCs.  
Methods: We studied medical records from one Belgian and one Dutch GPC, during four 
months, retrospectively. We analyzed the ICPC chapters those calls fit in. 
Findings: 42.1% of the contacts in the Dutch GPC were handled by the triage nurses. 
Reason for encounter in the ICPC chapters P, W and X were relatively often handled by 
triage (+55%). The highest absolute number of patients handled by the triage nurses can 
be found in the A, D, L and S chapter. 
Discussion: The biggest effect of triage on the total number of patients can be found in 
the A,D,L and S ICPC chapters. By applying our findings from the Netherlands on our 
Belgian database, 937 out of 2225 patient contacts could have been handled without 
seeing a GP. Possible cost reduction and structural reforms needed are discussed. 
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This paper investigates whether and to which extent the nature and intensity of activities 
conducted within a multi-professional primary care group practice affect general 
practitioners’ clinical behaviour. 
 
We observed 3,085 GPs, grouped in 215 Primary Care Units (PCUs) in one Region. In study 
1 we examined the nature and intensity of the activities conducted within PCUs by 
considering: i) the degree of peer- and inter-professional interaction, ii) the degree of 
peer- and inter-professional interdependence and iii) the breadth of services. We call this 
category “PCU activation” and predict that: 1) a higher level of PCU activation is 
associated with a lower variability of GPs’ prescribing behaviour; 2) a higher level of 
activation has ambiguous effects on the quality of chronic care management (diabetes) 
and on patients’ perceived quality of primary care. In Study 2, we focus on one specific 
dimension, i.e. inter-professional collaboration, by analyzing the extent to which both 
interaction and work interdependence among GPs, nurses and specialists either generate 
an added value for the team or threaten its effectiveness by introducing problems of 
coordination in information sharing and in developing common meanings. 
 
We use multilevel data analysis and propensity score matching. 
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Our results support the hypotheses of Study 1 and show how inter-professional work 
interdependence may negatively affect outcomes with the moderating effect of 
interaction. 
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Survivors to a neoplastic disease are to GPs an unknown population who presents 
different problems, which are not only clinical. Primary care physicians believe that 
survivors come to their practices with different complains and express several difficulties 
to re-start their usual life.  
Italian and Catalan GPs made a pilot study about their perception of survivor's “unmet 
needs”, and explored it with some video recorded deep interviews to ascertain patient's 
opinions. 
GPs believe that age is more correlated than clinical status to describe the survivor's 
different problems ( clinical, psychological, social, disability and management aspects 
seems to be important for their quality of life).  
To improve survivors management relevant social and organisational measures need to 
be implemented  
What can be the most effective research method to influence health managers and 
politicians in order to improve the transferability and match the survivor's needs? 
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Purpose-In support of a primary-care reform a one-year executive training approach was 
developed to provide both leadership and managerial competencies to a new 
coordination structure of health-centers in Portugal. 
Theory-We used the theories of transformational leadership and organizational culture 
change. 
Methods-Pre and post-program questionnaires were applied to health-centers managers. 
These focused on the perceptions of the managers needs and of the benefits derived 
from their participation in learning activities. 
Findings-The training program created opportunities for executive-directors to identify 
and analyze planning and management problems and to share potential solutions with 
colleagues. Trough questionnaire’s analysis and organizational culture assessment 
instruments, was noted that the dominant culture passed from being a hierarchical 
culture at the beginning to a clan culture one year after.  
Discussion-The training program was designed to develop and strengthen the managerial 
capacities of a group of managers of a new administrative structure in the primary-care. 
To contribute to the effectiveness of the reform, policy-makers need to address, in 
addition to building individual capacities, organizational and institutional capacity needs, 
and design mechanisms to support managers on a continuing basis. More research on 
measuring the impact of leadership training is needed to provide policy-makers with 
strategies to support reforms. 
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Purpose.  
To evaluate programs of GPs’ work quality indicators. 
Context. 
Since 2001 two programs of evaluation of GPs’ work quality (compulsory, voluntary) 
persist in Latvia. Compulsory program contains 5 indicators- patients’ holder in general 
practice per year, indices of children’s prevention, vaccination, emergency care and 
hospitalizations of patients with arterial hypertension, HbA1C measurement in diabetic 
patients. >10% of GPs have involved themselves in voluntary program of quality indicators 
in Latvia- 23 indicators, characterizing GPs’ work management, supervision of chronic 
conditions, health promotion, prevention and patients’ satisfaction. 
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State of art 
It is currently discussed in the Ministry of Health of the Republic of Latvia about the 
necessity of two programs of quality to evaluate GPS’ work. One part of valid quality 
indicators are provided as GPs’ obligations, satisfying Latvian regulations.  
Now the assessment of GPs’ work quality is complicated and does not satisfy the 
evaluation of quality in its terms. 
 
Statements to debate 
The program of quality indicators for Latvian GPs should be improved, taking into account 
the experience of European developing countries.  
This program should be voluntary, which, firstly, would improve GPs’ work quality for 
real, financially motivating its provision. And, secondly, it should be understandable, 
simple and easy measurable. 
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Patients in many countries can now leave public ratings and feedback about their doctors 
on a variety of websites, including those developed by government and healthcare 
providers. Such feedback has been claimed to drive improvements in the quality of care, 
but have also been decried as providing a forum for uninformed criticism and anonymous 
slander. However, to date little is known about how doctors respond to the online 
feedback they receive, and in particular how they use such feedback in their quality 
improvement activity. 
This study takes a grounded theory approach to analyse themes arising from 
semistructured interviews with English general practitioners and managers from primary 
care practices with a high level of engagement with patient feedback on the NHS Choices 
website. Comparisons are drawn with similar feedback websites used in different 
countries and industries. The study identifies elements of good practice in using online 
patient feedback for quality improvement, and the barriers GPs face in so doing. It offers 
suggestions for the design of online patient feedback services to maximise their utility for 
practice quality improvement. 
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Minor surgery in primary care 
 
 
Purpose 
Assess the efficacy of a minor surgery program implemented in a primary care center 
from the metropolitan area of Barcelona. 
Theory 
Research shows that minor surgery done in primary care is well received by the patients 
and is cost-effective for the health system. 
Methods 
The program is managed by team consisting of three general practitioners, a podiatrist 
and an auxiliary nurse. A protocol was designed and explained to the rest of clinic 
members. It included the referral pathway and the type of lesions that could be operated. 
An initial visit was scheduled to evaluate the patient lesion and the feasibility of the 
intervention in primary care. The patients received an informed consent and the 
necessary information about the surgical procedure and postoperative care. All the 
surgical samples removed were sent for pathology analysis to render a definitive 
diagnosis. 
Results 
Surgery was performed, from April to December of 2010, on total of 171 patients with a 
mean age of 39.9. The most common lesions were the epidermal (50%) which include soft 
fibromas, nevi and warts. The subcutaneous lesions represented a 22.9% consisting of 
lipomas and sebaceous cysts. Infection of the surgical wound occurred for 1.7% of the 
patients, being the main complication. The pathology analysis confirmed the diagnosis in 
93% of the cases. 
Discussion 
Our program plays an important role in reducing the number of referral to secondary care 
and the wait time for a minor surgical procedure, and it expands the services offered to 
our patients. 
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Research abstract 
 
Purpose:  
The research goal is to provide local decision makers with a planning tool that enables 
them to analyse local demand, supply and the disparity between demand and supply to 
match the service provision of primary health care to the demand of the local population.  
 
Theory: 
There are great disparities in the health care use of different socio-demographic and 
socio-economic groups. To organise health care services based on the health care needs 
of the local population, authorities are in need of local information on health.  
 
Method: 
Local health information was estimated using a synthetic estimation method, a general 
technique which reveals correlations between local predictors and GP demand from a 
sample drawn at a national level, which is subsequently applied to the socio-demographic 
profile of all the local areas in the Netherlands (Twigg & Moon, 2002). Next, disparity 
between demand and supply was assessed.  
 
Findings: 
A valid planning tool for primary health care was constructed to analyse demand and 
supply, and the disparity between demand and supply at a local level. In the Netherlands, 
19% of the local areas have a shortage of 1 FTE GP or more.  
 
Discussion: 
This planning tool is a starting point for the discussion on primary care service provision in 
local communities. 
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PSITRAIN:METHODOLOGY, Suicide prevention and improved management of common 
mental disorders: combined intervention of psychoeducation for patients and training 
for primary care practitioners 
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PURPOSE: The purpose of the project is to build a combined intervention consisting of a 
skills-based mental health training program for professionals and psychoeducation for 
patients.  
THEORY: The global burden of mental disorders has been well described, and as a whole 
they constitute the most disabling group of medical conditions world-wide (WHO, 2001). 
The existence of a primary care model for mental health management becomes 
imperative. Recent literature highlights the necessity of approaching mental disorders by 
combining interventions to several levels (Hegerl, et al., 2007). 
METHODS: The study is a randomized controlled trial (RCT). The randomization unit was 
the primary care practice. Five practices were selected, 3 were allocated to intervention 
and two to the control arm. Baseline and follow-up assessments were made using: Well-
Being Questionnaire (WHO-5), Clinical Global Impression Severity (CGI-S), Beck Anxiety 
and Depression Inventories (BAI; BDI), Beck Suicide Ideation Scale (BSI), Patient Health 
Questionnaire (PHQ-15).  
FINDINGS: It is expected a reduction in CGI-S (primary outcome measure) and BDI-II, BAI, 
BSI and PHQ-15 (secondary outcome measures) scores.  
DISCUSSION: The project can be important to assist primary care practices in improving 
its health care systems, strengthening its public health capacities and indirectly prevent 
suicide in a cost effective way. 
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Purpose :  
To improve the predicted value of the model that forecast the burden of care for primary 
health care providers through the development of a system of needs-based capitation.  
 
Context :  
In Belgium, most of the primary health care providers (family physicians, physiotherapists 
and nurses) work in fee-for-service (97.5% of the population). However, 2.5% of the 
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Belgian population is looked after in a capitation system. The actual model for the 
calculation of the financing of the capitation system is based on the national average cost 
for primary care in the fee-for-service system, increased with 10% because of the higher 
prevalence of social problems in the capitated population, another 10% because of the 
way capitated health care centers work (less hospitalisation, less use of medical imaging 
and lab-tests) and a decrease with 10% of the denominator (because 10% of the population 
in the fee-for-service system does not use at all primary care). This leads to different 
categories that define the amount providers receive in the capitated system. The actual 
predictive power of this model is weak (R2 = 0,10). 
 
State of the art:  
Actually, there is, at macro-level, a predictive model that is used to calculate the financial 
accountability of the sickness funds, in order to calculate the burden of care of the 
members of the different sickness funds in Belgium. However, this model focuses the 
total costs, not only the costs in primary health care. Internationally, different models 
have developed that try to make predictions for costs (e.g. Starfield B: Adjusted Clinical 
Groups). In the National Institute for Health and Disability Insurance (NIHDI) in Belgium, a 
working party of the commission that negotiates the capitation system, has developed a 
model, adapted from the model used for the sickness funds, utilising a multi-variate linear 
regression model. The actual predicted value of the model varies from R2 = 0,26 to R2 = 
0,40 according to the setting and the valuables used.  
 
Statements for debate : 
The search for a financing system that is more appropriate for the financing of capitated 
Community Health Centers should be built on a needs-based capitation system in 
Belgium. Multiple indicators are used to define e.g. pathologies, social factors, functional 
status. Morbidity-determinants are approached indirectly through utilisation of certain 
groups of medication, through hospitalisation,… in the future, every Community Health 
Center, could receive financing, based on the needs of the patients on the list, utilising 
multi-variate linear regression .  
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Main File 
 
Abstract 
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Background 
 
The concept of community matron was introduced by Department of Health  
(2005) strategies set up to address the needs of people in the UK with long-term 
conditions. Community matrons were seen as highly trained senior nurses who could 
improve the patient experience through case management at home, and reduce hospital 
admissions by facilitating self-care. As a young service there have previously been few 
opportunities to study its effectiveness particularly within the framework of the virtual 
ward. 
 
Aim 
 
To explore whether the intervention of community matrons improves patient  
satisfaction with their care provision and prevents unplanned admission and  
re-admission to hospital.  
 
Research Design 
A qualitative study using one to one interviews with patients in their own  
homes. 
 
Methods 
A purposive sample of eleven patients was identified as being in the top 0.5% of 
unplanned emergency admissions using the Combined Risk Model algorithm; a list of 
emerging risk patients identified using 69 predictor variables to improve predictive 
accuracy (Kings Fund 2006). Semi-structured interviews were audio-taped and 
transcribed, and Interpretative Phenomenological Analysis (IPA) used to analyse data for 
emergent themes derived from patient experiences, which is a major strength of this 
technique. These themes were validated through peer group review, research supervisor 
oversight and post interview patient follow-up to obtain endorsement of the data 
captured. 
 
Findings 
There was an overwhelming wealth of evidence to suggest that all participants were 
highly satisfied by the intervention of the community matron and the virtual ward. Six 
themes emerged from the study. They were: 
Patients’ perception of the community matron; Confidence; Reassurance; 
A &E awareness; Feelings and Virtual ward experience.  
 
Conclusion 
Patients on the virtual ward were very satisfied with the intervention of the community 
matron in whom they had confidence and trust leading to reduced anxiety and improved 
self-care. 
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If we agree that nursing emerged in the patient’s homes, we can admit that it naturally 
involves all the members of the family. So these nursing care are focused on the family 
itself. 
 
Family Health Nursing develops in the context of the reorientation of the healthcare. It is 
centred not only in the hospital but as well in the community. This leads to an effective 
cost saving and obtaining greater health gains, which suggests and promotes the family 
health nurses’ importance and irreplaceability. The main competencies of these 
professionals are and should be to help people during the transition process caused by 
the health challenges they face during their life cycle. 
 
The goal of this presentation is presentation is to promote and contextualize the 
importance of the family health nurse not only in the family health setting, but as well in 
the primary health care system. 
 
The family health nursing must be seen as the centre of the reorganization and 
reconfiguration of family healthcare, therefore these professionals are fundamental to 
the success of the health policies in Portugal and in the world. Family Nursing must be 
seen as the main guardian of an accessible and equitative system. 
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Inter-professional collaboration in Chronic Care Model and its effect on outcomes of 
care. Findings from a patient experience survey 
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additional authors: Nuti Sabina 
keywords: Inter-professional collaboration, CCM, patient experience, outcomes 
 
Theory: According to CCM-health care professionals working together in multidisciplinary 
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teams could improve both processes and outcomes of care of chronic diseases. 
Purpose: In 2010 the Tuscan Health System introduced the CCM in the management of 
chronic patients. In the pilot phase about 56 teams of GPs (including about 500 out of 
3000 Tuscan GPs), involving nurses and supported by specialists, have voluntarily joined 
the project. This work aims at describing the patient experience with these inter-
professional teams and its influence on the clinical and behavioural outcomes. 
Methods: About a year later, a survey has been launched in order to explore the 
experience of about 8000 patients sampled among those enrolled by CCM-teams. The 
questionnaire investigates 7 dimensions of patient experience: enrolment, follow-up 
visits, patients’ group meetings, facilities, specialist consultations, inter-professional 
coordination, overall evaluations.  
Results: The survey is still in progress and its findings will be available by June 2012.  
Conclusions: As stated in literature, the way health professionals work together positively 
affects patient experience with health services. If this also happens when a CCM-
approach is adopted, the confidence of patient, his compliance and empowerment will 
increase, with an improvement in the management of chronic diseases in terms of 
quality, effectiveness and efficiency of care. 
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Purpose  
To perform a cross-sectional survey in 5 European countries (Netherlands, UK, Denmark, 
Belgium, Germany) with the aim to investigate current implementation of the Medical 
Home concept (PCMH). 
 
 
Theory:  
The Medical Home concept refers to a partnership approach with patients to provide 
accessible, patient-centred, coordinated, comprehensive, continuous, compassionate, 
and culturally effective primary health care.  
 
Method:  
In each country 36 GP practices and 50 of their chronically ill patients completed written 
questionnaires.  
 
Results:  
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151 primary care practices and 15,100 patients participated in the study (net response rate 
of 37% (n=5,598)). 90% of patients reported to have a personal physician, experienced no 
problems to contact the practice after hours and had no financial problems to visit the 
practice. Less positive care experiences were reported for communication PCP-
community care providers (19-88%), the extent to which PCPs were informed about after-
hours care (45-90%), encouraging patients about self-management (55-80%).22 to 40% of 
patients stated that the PCP showed few interest in their psychosocial wellbeing. 
 
Discussion: 
The PCMH model offers a framework for international comparison and learning. PCPs 
display many features of the PCMH. Primary care systems in these countries need to 
make additional efforts to recognise chronically ill patients as partners in care by 
strengthening shared decision making and self management. 
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Routine electronic medical records kept in primary care are an important source of 
information to monitor public health and the functioning of the health care system. 
General practice networks traditionally provide this type of information. However, 
developments like the large scale introduction of GP out of hours coops, multidisciplinary 
disease management programs, directly accessible physiotherapists and primary mental 
health care, make it necessary to broaden the information basis and include also other 
primary care disciplines. Moreover, linking primary care information to secondary care 
information is important to be able to investigate substitution processes.  
 
NIVEL is now transforming its current monodisciplinary information networks into one 
integrated Primary Care Research Network with which it is possible to follow patients 
through the health care system. 
 
Linking medical record information from primary care disciplines, like GPs, pharmacies, 
allied health services, out of hours services and primary mental health care is a major 
challenge, however, raising issues regarding governance, privacy, quality of the data, 
validity, interoperability etc.  
 
These issues will be discussed, and the merits of this new system will be illustrated on the 
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basis of a number of use cases concerning the care and prevention of chronic diseases, 
acute health problems and mental health problems. 

 
 
110 Huttin 
 
Abstract ID: EFPC20121110 

Cost sensitivity simulators for health care professionals 

 
Professor Christine C Huttin 
University of Aix Marseille, United States 
additional authors:  
keywords: cost sensitivity simulator primary care 
 
The concept of Virtual Development Center attached to universities or research consortia 
has 
developed in the US especially with the initiative from HP, for the diffusion of knowledge 
from a University to the community. Endepusresearch concept is a VDC for health care 
professionals to develop cost sensitivity simulators for primary care organizations. It will 
be presented in relation with governance literature for emerging digital and 
egovernment for health care and new forms of devolution of powers (Kosalcker, 2005; 
Bradford, 2003; Yang and Fountain,2003). 
 
The objective of the presentation is to present the economic model that can sustain the 
feasibility of the cost sensitivity simulator for primary care, different options for value 
proposition according to customized requirements to health care systems, user cases 
according to organizations of care and geographical / genetic sites. 
 
Method: 
A series of interviews have been conducted with the California Medical Association, for 
re-engineering of solo or small group practices on the West coast and are used for 
adaptation to some types of primary care organizations groups in Europe. 
The financial model is based on a description of a specific disaggregation of the medical 
profession into clusters of cost sensitivity versus not cost sensitive physicians. This 
grouping is derived from pilot studies in Europe, based on reversed conjoint type of 
designs.  
 
Results 
Under Endepusresearch, pilot studies' results using "reversed conjoint type of design" 
with cost cognitive cues for patient cost sharing, are used to propose hypotheses and 
scenarios to develop cost sensitivity simulators on groups of physicians below 20.  
 
Physicians’ focus groups in Boston and Toronto also lead also to additional cost cognitive 
cues for physician and business economics and additional budget restrictions due to 
formularies. 
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Conclusions 
 
at a time where e health increases access to information and change agency decision 
rules, this VDC can bring academic detailing solutions with cost cues in the design; it 
should be useful for educational and behavioural policy changes for transforming welfare 
states in crisis. 

 
111 Fischer 
 
Abstract ID: EFPC20122111 

Primary health care in Austria in rural areas: Discussions and concepts 

 
Dr. Timo Fischer 
Main Association of Austrian Social Security Institutions, Austria 
additional authors:  
keywords: shortage of physicians, Austria, public discussion 
 
Purpose: 
The current discussion - that is influenced by personal, political and/or financial interests - 
on the shortage of general practitioners in rural areas in Austria will be displayed and the 
strategies of the main stakeholders to overcome it will be analyzed. The results of this 
analysis will be confronted with objective data. 
 
Context: 
The statutory insurance system provides health for more than 8 Million people with more 
than 7.600 panel physicians of which around 4.000 are general practitioners. In the past 
years the media and various lobbyist groups have spread the information that Austria is 
on the verge of a shortage of general practitioners. The public discussions even consider 
the principle of benefits in kind in danger. A slightly different picture can be drawn by a 
look on data (e.g. data of the social health insurance).  
 
Statements for debate:  
1) The assumed shortage of general practitioners has to be analyzed in more detail and in 
a European context. 
2) The attractiveness of a health care system which follows the principle of benefits in 
kind has to be checked against various backgrounds, e.g. the rules for movement of EU 
citizens and doctors or the individuals’ decision where to settle. 
 

 
113 Groenewegen 
 
Abstract ID: EFPC20121113 
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Strength of primary care and health outcomes for chronically ill people: a European 
comparison 

 
Prof. Peter P. Groenewegen 
NIVEL - Netherlands Institute for Health Services Research, Netherlands 
additional authors: Kringos, Dionne S.; Hansen, Johan; Boerma, Wienke;  
keywords: primary care; Europe; chronically ill; health outcomes 
 
Purpose: The aim of this study is to test hypotheses on the relationship between the 
strength of primary care and individual health outcomes.  
Theory: Primary care is an integral part of the health care system which should contribute 
to the health of a country’s citizens. We will examine this relationship by testing the 
following hypotheses: 
- People with a chronic, primary care sensitive condition have fewer unmet needs in 
countries with stronger primary care. 
- People with a chronic, primary care sensitive condition have better self-rated health and 
fewer limitations in activities of daily life in countries with stronger primary care. 
- People with more than one chronic condition have better self-rated health and fewer 
limitations in activities of daily life in countries with stronger primary care. 
Methods: Data on the strength of primary care in 2009/10 were derived from the 31 
country study PHAMEU. Data on health outcomes were derived from Eurobarometer 
66.2, collected in 2006 among the 27 EU member states. Data were analysed using a 
multilevel model with strength of primary care measured at country level and health 
outcomes and individual determinants measured at individual level (Eurobarometer 
survey; n= 27.084). 
Findings: Data are available and are currently being analysed. Results will be presented at 
the conference. 
Discussion: Results will be discussed in the light of current evidence on the benefits of 
strong primary care and the possible consequences for health policy in Europe. 

 
114 Landa (presented by De Lepeleire) 
 
Abstract ID: EFPC20121114 

Critical success factors for team concertation in primary care in Flanders 

 
Dr. Jasper Landa 
Katholieke Universiteit Leuven, Belgium 
additional authors: Hermens Rosella, De Lepeleire Jan  
keywords: Primary Care, Interdisciplinary team work, 
 
Purpose  
To learn what the critical factors are for a successful and adequate team concertation 
(TC) in complex home care patients. 
Methods  
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After a systematic literature search the procedures for team concertations of the local 
health organisations (SEL) were investigated. A group interview with delegates of all SELs 
was performed, followed by personal interviews with pharmacists, general practitioners, 
social workers, nurses and patient representatives. Results were processed through 
thematic analysis.  
Findings 
Critical success factors for adequate and effective TCs are a transdisciplinary care system 
with enough social, political and financial support of multidisciplinary consultation. Care-
givers should have some basic qualities necessary for collaboration and should know each 
other’s skills, are familiar with the principles of TC and are convinced of its value. Team 
concertations have a known structure, are led by an external person. The patient and 
his/her carers are maximally involved. A care plan is written down inventarising care goals 
and appointments. Regulations and administration should be at a minimum level. 
 
Discussion 
Team Concertation in primary care in Flanders could be of value on the quality of chronic 
care if the current care system and the working methods of health care professionals are 
changed. Necessary supporting conditions are a good infrastructure and social/political 
support.  
 

115 Farkas Pall 
 
Abstract ID: EFPC20121115 

Meeting the health care needs of the community in low resource settings 

 
DR, PhD ZSUZSANNA FARKAS-PALL 
UNIVERSITY OF ORADEA, Romania 
additional authors: DR LAURA SUTEU 
keywords: primary health care, disadvantaged groups, integrated health services, 
 
Purpose 
To assess the role of integrated local service delivery and multidisciplinary team work in 
improving health indicators and increasing participation in disadvantaged groups.  
Theory 
Poverty and social isolation are factors often causing poor compliance with disease 
prevention and patient education programs. In addition to this the lack of accessible 
health services in the community results in higher incidence of preventable conditions. 
Methods 
The target population is formed by the socially underprivileged inhabitants of a rural area 
deserved by  
our primary care centre. The clinic is aimed to provide integrated services based on the 
needs of the community, widely accepted by the majority of population and showing 
good outcomes. We explored the 
target group’s concerns and expectations about participating in our existing prevention 
programs and educational activities. We used face to face interviews and group meetings 
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with the leaders of their community. 
Discussion 
We found that if actively asked, the group engaged well and were willing to build 
partnership. 
Patient centeredness, respect towards their views and beliefs are of major importance in 
sustaining achievements. 
Local service delivery, continuity, interdisciplinary approach are key elements to build the 
trust and participation of this population. 
 

 
116 Junius Walker 
 
Abstract ID: EFPC20121116 

What happens in multimorbidity-consultations, in which GPs and older patients 
determine health priorities for further attention? 

 
Dr. Ulrike Junius-Walker 
Hannover Medical School, Institute of General Practice, Germany 
additional authors: Hofmann W; Bleidorn J; Voigt I; Wrede J; Dierks ML 
keywords: family practice, older people, multimorbidity, health priorities, patient-
centred care 
 
Purpose: To characterize mutually set health priorities by GPs and their older patients.  
Theory: Older patients frequently have multiple health problems. Their simultaneous 
treatment often puts excessive demands on the patients, or may even be harmful. GPs 
therefore tend to determine treatment priorities on clinical grounds whilst running the 
risk of neglecting patients’ preferences.  
Methods: As part of the randomised controlled trial “PrefCheck”, 174 older patients 
(intervention arm) first received a geriatric assessment. It generated a list of health 
problems. The patients determined for each problem, whether it was important and 
whether it needed discussing. The 21 specially trained GPs received these specifications 
for the following multimorbidity-consultations. They documented for each patient, which 
patient problems were identified as mutual priorities and, if applicable, what sort of 
treatment plans were made. 
Findings: The assessment uncovered on average 11 health problems per patient with an 
average of 2 identified as mutual priorities. “Impaired everyday functions” (26% of all 
functional problems), missing vaccinations (25%) and medical symptoms (24%) were most 
often prioritised. Priority problems were determined, if patients had found these 
problems important and if they involved an information need. For 84% of all priority 
problems, treatments were planned.  
Discussion: Priority problems are those with unmet needs –irrespective of the type of 
problem - whether physical or related to coping with everyday life. Priorities initiate 
concrete treatment plans. 
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118 Del Pino (presented by Sarria Santamera) 
 
Abstract ID: EFPC20121118 

POPULATION LEVELS OF SATISFACTION AND PERCEPTION OF QUALITY OF PRIMARY 
CARE IN EUROPE 

 
Dr Valero V Del Pino  
Agencia de Evaluación de Tecnologías Sanitarias, Spain 
additional authors: Sarría Santamera A 
keywords: satisfaction , evaluation, health services, primary healthcare 
 
Purpose: Describe and explore differences across models and systems of PC in Europe. 
 
Theory: Population satisfaction and perception quality represents a key issue for cross-
border health care. 
 
Methods: First, a group of questions explored population levels of satisfaction with: 
availability of appointments; waiting time for an appointment; Waiting time in the waiting 
room; Appropriate length of consultations; Ease of talking about all your problems; 
Listening skills of your PC doctor; Explanation of tests and treatments by the PC doctor; 
Preventive activities and services to prevent illnesses in PC; Diagnostic test offered in PC; 
Helpfulness of staff of PC (not including the PC doctor); and Overall satisfaction with the 
attention. Following, a series of questions explored perceptions of the population 
regarding: Feel that you are told what you want to know about your symptoms/illness by 
the PC doctor; Feel that you are helped by your PC doctor with emotional problems or 
feelings; Feel that your preferences are taken into account and that you participate in 
decisions; Feel that your PC doctor understands all your concerns 
 
Findings: 85% of respondents were very or totally satisfied with PC. The lowest levels of 
satisfaction were identified for waiting time for an appointment to get non urgent care 
and with the length of consultations, while the highest were identified for PC doctor’s 
listening skills and with the explanation of tests and treatments. Satisfaction was also 
higher with social security systems, without fee for service and with integrated networks 
of care. 
 
Discussion: Although overall satisfaction and perception of quality are high in Europe 
some differences across systems of care should be further explored. 

 
 
119 Martin Martinez 
 
Abstract ID: EFPC20121119 

Euprimecare Project: Work in progress and next steps. 
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MA MARTIN-MARTINEZ 
AGENCIA EVALUACION TECNOLOGIAS SANITARIAS. INSTITUTO DE SALUD CARLOS III, 
Spain 
additional authors: SARRIA-SANTAMERA A, EUPRIMECARE Consortium 
keywords: Primary care; Health care systems; Delivery of health care; Quality; Cost; 
Europe. 
 
Purpose: To present recent advances and next steps in EUPRIMECARE, a 7th Framework 
Programme project. 
 
Theory EUPRIMECARE aims to contribute to improving the knowledge regarding PC in 
Europe, exploring the relationships that could exist between quality and costs of 
different models and systems of organizing and delivering PC across Europe. 
 
Methods: This project combines different methodological approaches to measure quality 
and costs in PC in Europe. After a literature review, and from a template completed by 
partner organizations, including relevant information from their countries, a quantitative-
qualitative approach identify characteristics that could define PC models in 5 dimensions: 
financing, regulation, payment, organization and organizational behaviour. Costs were 
explored both from micro (through a series of clinical vignettes) and macro perspectives. 
Quality will be measured at the population level (through a population survey) and clinical 
levels (through a survey with professionals and a review of medical records, which are 
being conducted in this moment. 
 
Findings: The clinical vignettes represented the main areas of activity of PC (acute care, 
chronic care, health promotion and prevention) and were responded by about 30 PC 
professionals in each country. A sample of 3020 persons responded this questionnaire in 
the 7 countries participating in the project. 
 
Discussion: This work is allowing to build a framework to facilitate the identification of 
cross-border differences in quality and costs of PC in Europe. 
 

 
121 Sarria Santamera 
 
Abstract ID: EFPC20121121 

TITLE: EUPRIMECARE. PRIMARY CARE MODELS AND PERFORMANCE 

 
Dr. Antonio Sarría-Santamera 
Institute of Health Carlos III. Universidad de Alcalá, Spain 
additional authors: Martín, Maria Auxiliadora; Prado, Javier; EUPRIMECARE CONSORTIUM 
keywords: Primary care, quality, use of services 
 
PURPOSE: To compare the relationship of a series of variables associated with 5 domains 
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(financing, regulation, payment, organization, and organizational behaviour) which could 
to define models of PC systems in Europe and prevalence of chronic conditions and 
patterns health care utilization, including uptake of preventive services. 
THEORY: There is no clear understanding of the relationship between PC characteristics 
with measures of process and outcomes. 
METHODS: EUPRIMECARE countries PC systems were classified following the framework 
proposed by the project. Parallel, a random sample of the population in each country was 
surveyed about health care utilization and self-reported prevalence of chronic diseases. 
FINDINGS: Countries were PC is organized as integrated networks show less frequency of 
visits both to PC and specialists, as well as less hospitalizations. Higher frequency of visits 
to specialists were reported in countries with fee-for-service payments and without PC 
gate-keeping. NHS models had less visits to PC and specialists but more hospitalizations. 
Integrated network models had the lower prevalence of diabetes and hypertension, 
while showed the highest prevalence of hypercholesterolemia and asthma. These 
diseases had the lowest prevalence in solo-group practices. In countries with PC models 
working with integrated networks, PC was the usual setting for diagnosing of diabetes, 
hypertension, hypercholesterolemia, asthma and bronchitis. Prevalence of self-reported 
flu vaccination was higher in solo-group practices. Measurement of blood pressure, 
cholesterol and sugar blood test was higher in Social Security systems. Counselling was 
higher in NHS models, as well as uptake of mammograms and PAP smear in women. 
DISCUSSION: Further analysis should evaluate these relationships trying to understand 
the effect that organizational dimensions have on utilization and costs of PC. 

 
 
 
122 Garcia 
 
Abstract ID: EFPC20121122 

EUPRIMECARE. Primary Care Models, Expenditures, Satisfaction and Self-perceived 
Health 

 
Sonia Garcia 
Institute of Health Carlos III, Spain 
additional authors: Sarría-Santamera, A; Prado, J; EUPRIMECARE CONSORTIUM 
keywords: Primary care, expenditures, satisfaction, self-perceived health. 
 
PURPOSE: To provide a descriptive analysis of the expenditure for PC in Europe, as well as 
to make comparisons across countries according to structural, and functional 
characteristics, and assess the association with population satisfaction. 
THEORY: There is no clear understanding of the relationships between models of PC, 
quality and costs. 
METHODOLOGY: Health expenditure per capita in PCS adjusted by purchasing power 
parity (ppp) was estimated for 2008 for the 7 countries within the EUprimecare project. 
PC models of those countries were classified taking into account the financial, regulatory, 
and organizational characteristics, previously defined for these countries. Parallel, a 
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random sample of the population in each country was surveyed about satisfaction and 
utilization of their PC systems, and self-perception of their health status. 
FINDINGS: Expenditure per capita in PC adjusted by ppp ranged from US$ 571 in Finland 
through 91 in Hungary. Countries with NHS presented an average expenditure 157% higher 
than those with social security systems. Average expenditures in countries where all the 
facilities were private were 44% lower. PC working within integrated networks showed an 
increase in expenditure of 234% . Furthermore, PC where salaries were not used as a 
reimbursement system presented expenditure 52% lower than those where salaries were 
the main type of payment. Overall satisfaction with PC services was 4.39, 4.38, 4.27, 3.93, 
3.88, 3.77, and 3.57 for Hungary, Italy, Estonia, Spain, Finland, Lithuania, and Germany, 
respectively. Self-perceived health status was 2.77, 2.65, 2.60, 2.38, 2.27, 2.26, and 2.09 for 
Estonia, Lithuania, Hungary, Italy, Finland, Germany, and Spain, respectively.  
DISCUSSION: Some structural and functional characteristics of PC in Europe might be 
driving different levels of expenditure. Although further analyses will be conducted in 
order to find the determinants and consequences of variations in PC expenditures, these 
preliminary results indicate the lack of obvious associations for level of expenditure in PC 
either with population satisfaction or with self-perceived health. 

 
123 Laserna 
 
Abstract ID: EFPC20122123 

A Diabetes Nurse Consultant in a Primary Health Care Centre: an effective strategy for 
disease management. 

 
Mrs Laserna Jiménez Cristina 
CASAP Can Bou, Spain 
additional authors: Isabel Casado Montañés-Maite Fernández Delgado 
keywords: Diabetes Nurse Consultant, Primary Care, Effective Strategy 
 
Purpose 
Diabetes management requires follow up care. Patient’s needs keep on changing. Their 
condition usually deteriorates and treatment regimes have to be intensified. Diabetes 
management is mostly performed in Primary Care and there is no need to refer patients 
to specialized care. Very often we see patients who could have been successfully dealt 
with in Primary Care settings. 
The existence of a diabetic specialist nurse to deal with patients with poor metabolic 
control (HbA1c > 8%) or those who need to have their treatment reviewed has proved to 
be a useful tool for patients (lowering of HbA1c, preventing hypoglycaemic events). It 
speeds up follow up visits while avoiding referring patients to endocrinology consultants. 
 
Context 
 
Primary Health Centres in our area have General Practitioners and nurses. Nurses care for 
patients with acute health problems and also with the chronically ill. Diabetic patients 
have follow up visits with their nurse every six months or more frequently depending on 



105 

 

their needs. 
An effective management of diabetes care is based on diet, exercise, pharmacological 
therapy when needed and health education as the treatment cornerstone. 
Nurses are the health professionals who typically deliver health education. Time 
limitations in follow up visits prevent nurses from providing patients with the care they 
need. This fact leads to prioritize care and very often nurses cannot provide health 
education to the more complex patients. 
 
State of the art 
 
The figure of a Diabetic Nurse Consultant in Primary Care provides a more comprehensive 
management of the patient with diabetes. Patient care and health education are 
intensified, patient’ satisfaction improved, metabolic control optimized (lowering of 
HbA1c), and hypoglycaemic events secondary to pharmacological treatment are reduced. 
 
Statements for debate 
 
Our Primary Health Centre has a population of 28548. The nursing team has 12 nurses and 
a population around 2000 people per nurse. Diabetes prevalence is 77% (1418 diabetic 
patients). 67, 17% of them have an acceptable metabolic control (HbA1c<8%). 32, 83% have 
poor control. We might expect 233 complex diabetic patients to be visited in this kind of 
consultation. 
The Diabetes Nurse Consultant in Primary Health Care deals with patients according to 
their individual needs with the aim of optimizing patient care. By intensifying health 
education, patient referrals to specialist care are reduced. 
 

124 Eyck 
 
Abstract ID: EFPC20122124 

New horizons in primary care and public health collaboration? 

 
MA MSc Arthur Eyck 
ZonMw, the Netherlands Organisation for Health Research and Development, 
Netherlands 
additional authors: Pietersen MSc, Ms Annette 
keywords: integration primary care and public health; prevention; community approach; 
epidemiology 
 
Purpose : 
Discussing ways the establish sustainable primary care and public health collaboration. 
 
Context: 
Traditionally, primary care and public health are separated by large gaps; cultural gaps, 
paradigm gaps, differences in vested interests, differences in orientation and in the target 
populations. Over the last decade, the awareness developed that crossing these gaps 
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could lead to the better fulfilment of both primary care and public health duties, and, 
thus, contribute to better health states of the population. 
 
State of the art: 
ZonMw, the Netherlands Organisation for Health Research and Development, fosters 
innovation in health care. In order to stimulate primary care and public health 
collaboration, two ZonMw support programmes have combined forces. One programme 
is oriented to primary care (‘Primary Focus’) and the other oriented at public health policy 
collaboration between policy, practice and research (Academic Collaborative Centres 
Public Health). Professionals are invited to submit new approaches to the cross-domain 
community collaboration. 
 
Statements for debate: 
Collaboration between primary care and public health is crucial given the demographical, 
epidemiological and workforce developments in the years to come. 
- The gaps are just too enormous to be bridged by health care professionals. We, 
therefore, cannot wait for ‘policy amateurs’ who not want to collaborate, and moreover, 
do not know how to collaborate. 
- Primary care and public health professionals are very well capable to bridge these gaps. 
Policy should support these efforts. 
 

 
125 Eyck 
 
Abstract ID: EFPC20122125 

Facilitating cross-border discussions: a business case web tool to structure stubborn 
discussions 

 
MA MSc Arthur Eyck 
ZonMw, the Netherlands Organisation for Health Research and Development, 
Netherlands 
additional authors: Pietersen MSc, Ms Annette 
keywords: primary care collaboration; business case; web-tool; trade-offs 
 
Purpose: 
Discussion promising ways to stimulate cross-border collaboration. 
 
Context: 
Integrated multidisciplinary collaboration has been recognised as an important 
precondition for a sustainable primary care that meets needs from patients and from 
society. Practice shows, however, that the process of organising such a collaboration is a 
stubborn process. It is even more complicated if the professional are private 
entrepreneurs. Primary care professionals are only modestly equipped for dealing with 
business decisions and making trade-offs. Emotions are often too influential. 
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State of the art: 
ZonMw, the Netherlands Organisation for Health Research and Development, fosters 
innovation in health care. The ‘Primary Focus’ programme supports primary care practice 
innovation, especially focussing on the strengthening of the organisational capabilities. 
In order to stimulate collaboration between the various primary care domains, ZonMw 
have commissioned the development of a dynamic model business case. Through a web-
tool, primary care providers can develop a business case for their specific situation. In the 
process they will discuss all necessary issues that need to be addressed. 
 
Statements for debate: 
- This kind of efforts is nice, but basically in vain because primary care is not just a 
business. 
- Collaboration is crucial in primary care. Given the stubborn nature of the obstacles, such 
a tool can be helpful in rationalising the process. 

 
126 Hill 
 
Abstract ID: EFPC20121126 

Integrating Primary Care Mental Health and Wellbeing in the UK 

 
Ms Lisa J Hill 
United Kingdom 
additional authors: Walton, Ian, J (Dr) 
keywords: Integration, primary care, models, collaboration, collocation, complex needs, 
outcomes 
 
Purpose  
This study was undertaken following local development of an integrated mental health 
and wellbeing model within primary care using a bio-psychosocial approach. The model 
invested in low intensity interventions consisting of psycho educational courses, 
wellbeing and self care approaches, which were offered both at whole population 
(horizontal) and targeted (vertical). The study evaluated whether this made a measurable 
difference.  
Theory  
The bio psychosocial approach has already proved to be beneficial for those with co-
morbidities and complex needs, but when combined with a universal prevention and 
wellbeing approach that includes GP and patient education, then outcomes are better 
sustained. 
Methods  
Qualitative evidence from patients and staff and quantitative outcomes data using CORE 
and WEMWBS were collated.  
Findings  
The outcomes from the programmes showed both reliable and clinical change. The model 
addressed the diverse needs of the target group outlined by the needs analysis as well as 
having an impact on frequent attendees to a range of services. 
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Discussion  
A proposed single person driven system is recommended which meets people who have 
co-morbidities and addresses that small number of patients who are persistent 
attendees. 
 
 

127 Hill 
 
Abstract ID: EFPC20121127 

Primary Care Mental Health Education for GP’s  

 
Ms Lisa J Hill 
United Kingdom 
additional authors: Walton, Ian, J (Dr) 
keywords: education, GPs, redesign, primary care mental health, evidence, outcomes, 
leadership, skills 
 
Purpose  
Educating and training the whole primary health work force is essential to shifting mental 
health services from traditional secondary hospital based care into mainstream health 
care in the community (World Health Organisation 2011). 
 
Context  
GPs are the experts in primary care mental health they see and deal with 93% of mental 
health issues.  
 
State of the art - A fully integrated university and RCGP accredited program 
• Leadership skills to develop mental health services in Primary Care  
• Provides value based key skills and tools that can be effectively used in a 10 minute 
consultation  
• Taught by local experts including patients  
• Educational style with reflective learning and focused on helping GP’s meet their 
revalidation requirement  
 
Statements for debate  
• Traditional education for GPs in mental health emphasises diagnostic medicine based 
on disorders (Hodges et al. American Journal of Psychiatry 2001)  
• Outcomes in treatment of mental health disorders have failed to improve because 
traditional training in the UK is led by psychiatrists using this medical model following 
NICE Guidelines that fail to take in the social, family and local issues that the GP is 
uniquely placed to know and understand.  
• For education of GPs in primary care to be effective, GPs need to learn different skills, 
such as managing people in distress and complex needs in a ten minute consultation.  
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129 Boulton 
 
Abstract ID: EFPC20121129 

Primary Health Care Change and Development: Practical Implementation Issues for 
European “Countries in Transition”.  

 
Mr. George Boulton 
None, United Kingdom 
additional authors: Jekic, Dr. Ivan. 
keywords: Countries in transition, primary care development, implementation, 
obstacles, coping strategies. 
 
Purpose: Exploration of major obstacles and barriers to systemic modernisation and 
development of primary health care in ‘countries in transition’ in central/eastern Europe. 
 
Theory: Primary health care modernisation should be a ‘no brainer’ for countries in 
transition, with relatively low levels of economic resources, emerging demographic and 
epidemiological pressures mirroring those in developed economies and rising social 
expectations. The seductive prospect of increased value from scarce resources through a 
focus on population health improvement and effective chronic disease management 
should be irresistible. National policy mantra ‘talk the talk’, but operational reality is often 
quite different.  
 
Methods: Practical consultancy experience and data from implementing health system 
planning, financing and management reforms in 12 European ‘transition’ countries. 
 
Findings: 
Key implementation issues can be discussed under the following headings:  
i. Legacy of traditional policy, professional and power systems  
ii. Adherence to ‘prescriptive’ legislative styles 
iii. Mismatch of health financing and manpower strategies 
iv. Massive underinvestment in human resource development  
v. Rigid traditional organisational models and preferences 
vi. Weak and fragmented planning and knowledge systems 
vii. Powerful perverse countervailing influences 
viii. Failure to grasp the complexities of major social system change 
ix. Leadership and management deficits. 
 
Discussion:  
The ethos of ‘old style’ compartmentalised curative-focused European health systems is 
deeply engrained. Systemic health promoting, preventive focused primary health care, 
needs coherent, complex, multi-faceted culture change - societal, professional and 
managerial – confronting a number of key barriers and obstacles. These are analysed 
under nine headings, and suggestions are advanced to minimise their lag on progress.  
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133 Lionis (presented by Saridaki) 
 
Abstract ID: EFPC20121133 

Enhancing research capacity in family practice in rural Crete, through participation in 
interprofessional European FP7 projects 

 
Professor Christos Lionis 
Clinic of Social and Family Medicine, University of Crete, Faculty of Medicine, Greece , 
Greece 
additional authors: Lionis Christos; Galenianos Myrona; Papadakaki Maria; Patelarou 
Evridiki; Saridaki Aristoula; Shea Sue; Vlachadi Maria; on behalf of the University of Crete; 
Agius Dominic; Eriksson Tina; Faresjo Tomas; Loh Alfred; Martinez Luc; Merkouris 
Bodossakis; Samoutis George; Slikkerveer Jan; Tsiantou Vasiliki; Uncu Yesim; Vlcek Jiri; on 
behalf of OTC SOCIOMED; MacFarlane Anne; O’Reilly-de Brún Mary; de Brún Tomas; 
Dowrick Chris; O’Donnell Catherine; Mair Frances; Spiegel Wolfgang; 
VandenMuijsenbergh Maria; Van Weel-Baumgarten Evelyn; on behalf of RESTORE; Rogers 
Anne; Todorova Elka; Portillo Maria Carmen; Foss Christina; Wensing Michel; Serrano Gill 
Manuel; on behalf of EU-WISE  
keywords: family practice, research capacity, rural, primary care 
 
Purpose: To report on the benefits of engaging in FP7 EU European projects to enhance 
research capacity for improving patient experience at an academic unit of general 
practice on Crete, Greece. 
Theory: Three EU FP7 projects are reported on, encompassing various theories which 
enable shared learning, an interprofessional approach, and the potential for enhanced 
research capacity and improvement of patient care. Theories include: The Health Care 
Utilization (HCU) Model and the Theory of Planned Behaviour (TPB) for OTC SOCIOMED, 
the Participatory Learning and Action (PLA) and Normalization Process Theory (NPT) for 
the RESTORE project and the Whole System Approach and Social Network Analysis in the 
EU-WISE project. 
Methods: Quantitative and qualitative surveys were conducted for the OTC SOCIOMED 
project collecting data from general practitioners (GPs), community pharmacists and 
patients or clients through structured questionnaires that were developed based on HCU 
and TPB. A combination of NPT and PLA is used in the RESTORE project to investigate and 
support the implementation of guidelines and training initiatives to support 
communication in cross-cultural primary care consultations. Mixed methods including, 
social network analysis with in-depth qualitative methods, will be used in the EU-WISE 
project to understand the role and influences of resources which might impact on 
peoples’ ability to manage long term conditions.  
Findings: Tools have been created or adapted into the Greek primary care setting. 
Researchers and GPs have been trained in implementing theories into practice. The health 
needs of the population have been recognized, while recommendations or guidelines 
have been formed or are under preparation based on the experiences of collaboration 
with certain European Universities and primary care settings. 
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Discussion: Networking with European countries based on FP7 EU projects offers 
promising results in training, research capacity, quality improvement and innovation 
within primary care settings. 
 

134 Maun 
 

Title 

National Register for Quality Improvement in Primary Care 

Author(s)  

Andy Maun, Malin André, Jörgen Månsson, Fredrik Bååthe, Claes Hegen, Sven Engström
   

Purpose  

To develop a national register for primary care in Sweden that is actively used on all levels 
for continuous learning, quality improvement, research and management. 

Theory  

Research shows that instant access and active reflection on outcome data of provided 
care stimulates improvement actions that lead to increased compliance to guidelines. 

Methods  

Representatives from the professional and academic body of general practice and a 
regional primary care register were appointed to develop an outline for a national 
register. The group is working in an iterative process combining experiences from 
national and international initiatives through dialogues with primary care professionals. 

Results/ Discussion 

A list of clinical relevant, legally compliant and technically feasible indicators that 
represent central parts of the daily practice in primary healthcare was developed. The aim 
is to develop a framework combining both technical and social dimensions in order to 
stimulate continuous improvement locally and nationally. 

 
137 Visca 
 

Performance variation in managing chronic disease by Italian Family Medicine.  An 
population  study using health administrative data: The VALORE study 
 
 
 
Visca M 1,2, Gini R 3, Damiani G 2, Federico B 4, Francesconi P 3, Grilli L 5, Rampichini C 5¸ 
Lapini G 5, Donatini A 6 , Zocchetti C 7, Donato D 8, Marini A 9, Brugaletta S 10, Di 
Stanislao F 11, Moirano F 1, Bellentani M on behalf of Valore Group1 
 
 
1. Age.na.s Agenzia Nazionale per i Servizi Sanitari Regionali, Roma, Italy;  
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2. Department of Public Health, Università Cattolica del Sacro Cuore, Roma, Italy;  
3. Agenzia regionale di sanità della Toscana, Firenze, Italy; 
4. Department of Health and Sports Sciences, Cassino, Italy; 
5. Gabriele Lapini, Dipartimento di Statistica 'G. Parenti' Università di Firenze, Firenze, 
Italy 
6. Assessorato Politiche per la Salute, Emilia-Romagna Region, Bologna, Italy;  
7. Direzione generale sanità, Lombardia Region, Milano, Italy;  
8. ULSS 16 Padova, Padova, Italy; 
9. Zona Territoriale Senigallia, Senigallia (AN), Italy; 
10. ASP 7 Ragusa, Italy;  
11. Dipartimento di Scienze Biomediche, Università Politecnica delle Marche, Ancona, Italy 
 
Keywords:  General Practitioner organization; Process indicators; Chronic Diseases; 
Administrative data reuse 
 
 
background:  
Quality measurement is a prerequisite for quality improvement in primary care and 
administrative databases are widely available support for chronic disease surveillance. 
This study aims to evaluate the adherence to clinical recommendations for diabetes 
congestive heart failure-CHF and ischemic heart disease-IHD of group versus single-
handed practice.  
 
methods: 
Three retrospective studies were performed, using longitudinally administrative data of 
21 Health Districts of six Italian Regions. For each disease recommendations were 
selected from international guideline and represented the process indicators of quality of 
care; the exposure variable was the organizational type of practice (single handed versus 
any group); the outcome variable associated to each General Practitioner (GP) was the 
average score of the satisfied recommendations of the patient on his/her list during the 
follow-up year. Multilevel modelling techniques were also performed. 
 
Results and conclusions:  
 
164,267 subjects on 1,962,137 inhabitants  resulted having at least one of the three chronic 
diseases.  
There is a wide variation in quality of care across Regions, with low rates of 
recommended care processes. Group versus single-handed practice wasn’t significantly 
associated to the adherence to recommendations for the chronic conditions analysed but 
for ischemic heart disease a slightly significant impact was observed (0.040; 95% CI: 0.015, 
0.065). Further analysis is needed in order to evaluate the effect of more developed 
organizational factors of Medical Primary Care. 
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Multimedia Presentations 
 
23 Venovska 
 
Abstract ID: EFPC2012323 

The importance of international experience, capacity building activities and consistent 
environment and leadership for a critical policy decision and successful process for 
Family Medicine specialization and reeducation initiation in Macedonia  

 
Dr. Katerina / Venovska 
Family Medicine Educational Center, Faculty of Medicine, Skopje & Association of Family 
Doctors/General Practitioners of South East Europe, Macedonia, the Former Yugoslav 
Republic of 
additional authors: / 
keywords: Key words: primary health care, family medicine, specialization, reeducation, 
lessons learned 
 
To highlight the successful process, lessons learned and critical trigger mechanisms for 
the recent introduction of Family Medicine (FM) Specialization and reeducation of 
General Practitioners (GP) in the Republic of Macedonia (RM), aiming to facilitate FM 
development processes in other countries facing similar dilemmas and difficulties. 
 
The extensive primary health care (PHC) reforms in Macedonia started before more than 
a decade, however, among many other critical decisions and difficulties connected to the 
implementation of changes, the most significant shortfalls obstructing FM specialization 
and reeducation initiation were inconsistent policy guidance and fluctuation of financial 
support. FM introduction was also hindered by the continuous pressure to policy-makers 
and media campaign against FM specialty by other specialties working on PHC level, 
mainly pediatricians.  
 
The countries starting FM implementation, especially those in transition, needed a strong 
policy support, guidance, evidence based recommendations from the leading health 
international organizations and substantial financial means to support PHC system 
transformation and FM capacity building activities. WHO report reinforcing health 
systems development based on integrated PHC played a critical role, as well as the 
positive experience and health outcomes in countries with long FM/GP tradition, or those 
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that have successfully implemented the changes in the last decade.  
 

 
39 McIntyre 
 
Abstract ID: EFPC2012139 

Primary Health Care Search Filter: Finding the evidence 

 
Dr Ellen McIntyre 
Primary Health Care Research & Information Service, Flinders University, Australia 
additional authors: Tieman, Jennifer: Damarell, Rachel: Lawrence, Mikaela: Sladek, Ruth: 
Bywood, Petra: Hagger, Christina: Katterl, Rachel  
keywords: search filter, primary health care, literature search, PubMed 
 
Purpose  
To develop a search filter to retrieve literature relevant to primary health care 
 
Theory  
The literature and evidence base developed by and relevant to primary health care is 
growing rapidly. This project will facilitate easier access to the underlying evidence base 
for primary health care by enabling efficient and effective retrieval of relevant literature  
 
Methods  
The search filter was developed in the Ovid Medline platform. The methodology 
comprised five phases: 
1. Constructing a gold standard set of articles known to be relevant to PHC  
2. Identifying relevant index terms and text words 
3. Testing search terms and combinations 
4. Determining the search filter by assessing the best performing search strategy 
5. Translating the search filter for use in PubMed to enable "one click searching" through 
the web. 
 
Findings  
The PHC search filter comprises eight Mesh terms and three text words. It achieved a 
retrieval effectiveness of 78.3%. An equivalence study validated its translation from Ovid 
Medline for use in PubMed, an open access bibliographic database 
 
Discussion  
This PHC Search filter will not only reduce the burden associated with searching and 
increase the value of what is being retrieved, but also increase the likelihood of 
incorporating evidence into practice and policy. 

 
49 De Bont 
 
Abstract ID: EFPC2012249 
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Dutch GP’s going west. Experiments with integrated care and population based 
financing. 

 
Dr. Antoinette De Bont 
Erasmus University/ Institute for Health Policy & Management, Netherlands 
additional authors: Dr. Yvonne van Kemenade 
keywords: integrated care, population based payment, Netherlands, regional 
experiments,  
 
Purpose:  
To develop integrated care services and foster competition between them by regional 
experiments with new payment strategies. 
 
Context:  
In 2006 the Dutch government introduced managed competition to achieve greater 
efficiency and better care. The first step was to regulate competition in health care. New 
payment strategies were developed and the system for risk adjustment was improved. 
The second step is reorganizing the scattered health care services into competing 
integrated health care systems. 
 
State of the art: 
The development of integrated health care systems in a small country like the 
Netherlands starts with the collaboration between collectives of GPs and multi speciality 
groups of local and regional hospitals. The next step is the development of regional 
quality institutes responsible for the development of integrated care guidelines, 
performance indicators and auditing. The last step is the introduction of payment system 
based upon one regional budget for primary care and hospital care with a system for 
shared savings.  
Statements for debate: 
1) integrating primary care is a too small step towards higher efficiency and better care.  
2) population financing starts with delegating task based upon quality standards. 
 

 
58 Marti 
 
Abstract ID: EFPC2012358 

Castelldefels Salut : an infographic update of a community e-health strategy 

 
Tino Marti 
CASAP, Spain 
additional authors: Peri, Antoni; Morera, Ramon; Brugués, Alba 
keywords: Community health, E-health, Social Media, Effectiveness 
 
PURPOSE: 
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To visualize and update the progress of Castelldefels Salut community e-health strategy 
with the purpose of showing what have and have not worked out.  
 
CONTEXT: 
Castelldefels Salut is a community e-health strategy for the city of Castelldefels that 
started in 2009. The main objective of this initiative is to increase the effectiveness of 
community health through the intensive use of ICT as well as to rethink the service 
delivery model. Since 2009, different community health campaigns have been launched 
ranging from tobacco cessation to health education for teenagers and nutritional 
counselling for children. 
 
STATE OF THE ART: 
ICT promises better healthcare services and in the recent years primary care experiences 
based on ICT adoption have blossomed. Health professionals are embracing ICT for 
improve professional practice (Electronic health record, electronic prescription, digital 
image) and professional collaboration (knowledge networks and communities of 
practice) although there is a big gap in the adoption for patient interaction. 

 
60 Peris 
 
Abstract ID: EFPC2012360 

Do we really teamwork? Evolution of team dynamics in Catalan primary care teams 

 
Dr. Antoni Peris 
CASAP, Spain 
additional authors: Martí, Tino; Brugues, Alba 
keywords: Teamwork, Primary Care Teams, Health reform 
 
PURPOSE: 
To describe and analyze teamwork practices in primary care teams in Catalonia in order to 
highlight myths and realities in a pedagogical and visual way.  
CONTEXT: 
Teamwork and Primary Care go together in the official narrative of primary care practice 
in NHS-like health systems. In Catalonia, Primary care reform was based on the transition 
from GP solo practice to multidisciplinary teamwork. After 30 years since the reform was 
launched, different dynamics have evolved in primary care teams. Team dynamics range 
from those that have focused on doctor-nurse tandem practices to those that have 
prioritized discipline development (doctors versus nurses).  
STATE OF THE ART: 
A wide literature on primary care team development has shown the advantages of the 
teamwork model compared with the pre-reform solo practice model. The consensus on 
the teamwork model pros is hiding the real functioning of PCT behind the myths of 
teamwork superiority. Several inquiries have addressed performance of primary care 
teams although none have focused on the different team dynamics as a contingent 
variable. 



117 

 

 
80 Barbosa 
 
Abstract ID: EFPC2012380 

Primary health care in Portugal and the need for an effective decentralization and 
deconcentration 

 
Dr. Patricia A. Barbosa 
National School of Public Health - Portugal, Portugal 
additional authors: Ramos, Vitor 
keywords: Portugal; primary care; reform; decentralization; deconcentration 
 
We propose to present a study (PHD thesis) with the aim of identify the decentralization 
blocking factors, including the “policy zombies” and also demonstrate, among other 
methodologies, through a literature review and international examples, the benefits of 
decentralization and decision making at local level and its impact on effective practices, 
quality of care, cost reduction and health gains. 
 
With this research we intend to contribute to the full implementation of the reform, thus 
the beginning of a new phase in primary care in Portugal, characterized by better access, 
higher quality, less spending and more professional and user satisfaction. 
 
In the beginning of 70’s Portugal was one of the first European countries adopting the 
concept of “health centres” (HC), based on a community health centre network covering 
the entire country. 
 
The 350 HC were included in the command-and-control structure of “regional” health 
administrations. Despite the quality and good outcomes (especially in infant mortality 
rates), the bureaucratic system contributed to the deterioration of users access to care 
and professionals dissatisfaction among other problems. 
 
Subsequent to some positive experiences in the 90’s, in 2005 began probably the most 
innovative reform taking place in European PHC context, combining a bottom up and a 
top down approach to manage change and attain effective managerial decentralization. 
 
It’s known that development of PHC depends on the ability and capacity of many of the 
decisions may be taken at local level. The PHC reform predicted the consolidation of 
decentralization and deconcentration through the creation of PCH Groups with technical, 
managerial and financial autonomy. Although, the lack of management autonomy is the 
major structural transformation not yet implemented. 

 
 
84 Hauzman 
 
Abstract ID: EFPC2012384 
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Cultural Competence Assimilation Processes in Organizations - A 'Maccabi Healthcare 
Services' South District Case Study 

 
Mrs Michal Hauzman - Alima 
'Maccabi Healthcare Services' , Israel 
additional authors: Avi Lavi, District Manager; Dr. Yitzhak Abend, Medical Director;Moti 
Peterman, (Former) Operations Manager  
keywords: Cultural Competence Assimilation Processes in Organizations  
 
 
Cultural Competence Assimilation Processes in Organizations - A 'Maccabi Healthcare 
Services' South District Case Study.  
 
*Michal Hauzman, Medical customer service manager; *Avi Lavi, District Manager; *Dr. 
Yitzhak Abend, Medical Director; *Moti Peterman, (Former) Operations Manager 
 
*South District, Maccabi Healthcare Services, Israel 
 
Purpose: To use culturally competent services within the public healthcare system in 
order to provide better quality care for diverse populations with various needs. Context: 
Israel is a welfare state, and as such, provides public healthcare services to all citizens in 
addition to private healthcare which may be individually purchased. While Israel, as a 
state, may be small in size, its population is extremely diverse as it encompasses within it 
Jews, Muslims and Christians, new immigrants from developed and from third world 
countries, people of all ages and gender and many other classifications of individuals 
including the once nomad Bedouin population which comprises approximately 3.5% of the 
population and resides in various settlement throughout Israel. Our inter-professional 
program was designed to improve healthcare utilization patterns and to increase patient 
satisfaction, care and loyalty. The program took place between 2008 and 2011 and 
included staff and patient education on core subjects; making primary care facilities more 
accessible both physically and linguistically; and establishing formal inter-disciplinary 
community based care-teams to meet the specific needs of this population. State of the 
Art: This newly innovative program was first tested as a case study on one population in 
Israel. As it has proven to be extremely effective, Maccabi healthcare services has taken it 
on and has formally introduced cultural competence programs among a variety of client 
populations. Mode of presentation: This project was documented through photographs 
which may be displayed in the conference's photo-exhibition. 

 
88 Andersen 
 
Abstract ID: EFPC2012388 

 

EXTENDED BACK ASSESSMENT (EBA): IMPLEMENTATION OF AN EVIDENCE-BASED 
CLASSIFICATION METHOD FOR THE LUMBAR SPINE IN THE PRIMARY HEALTH CARE 
SECTOR IN THE REGIONS IN DENMARK. 
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Pt Nils-Bo de Vos. Andersen 
Afdelingen for Nære Sundhedstilbud, Kvalitet og Lægemidler, Denmark 
additional authors: Inger Qvist; Flemming Pedersen, Marianne Kongsgaard 
keywords: qualitydevelopment, low back pain, primary care physiotherapy, 
evidencebased assessment, IT - database 
 
Aims of EBA project: 
a Relieve busy General Practitioners (GP) 
b.Enhance care taking of LBP patients in primary health care sector in order to reduce the 
number of people going on to secondary care. Aim is to try all possibilities in PHCS before 
sending pts on. 
c.Possibly reduced cost as early patient-specific treatment, go back to work earlier and no 
need for 2ndary HC. 
 
EBA target group: 
Patients referred from GP to primary care physio’s for EBA based on the following 
inclusion criteria: 
• Subacute or chronic low back pain (LBP) with or without leg symptoms 
• Patients have functional disabilities limiting ordinary daily life activities 
• The course is expected to take more than usual care/treatment 
 
Participants in the EBA project: 
• After initial screening for serious pathologies, all the GPs in the Region have the 
possibility to refer their LBP patients to a participating PT for a supplementary 
assessment. 
• 125 specifically trained PTs in the Region Midtjylland and 30 in the Region Nordjylland, 
80 in the Region Syddanmark and 24 in the Region Hovedstaden to perform the Low Back 
assessment and classification following clearly outlined procedures and guidelines 
regarding minimum standards. 
• 4 physiotherapy practice consultants employed by the two regions are leading and 
implementing the project with regards to organizational and quality control aspects. 
 
Participating GPs: 
• All GPs in the Regions involved are informed in detail of the EBA project and invited to 
participate. 
 
Participating physiotherapists: 
• Must have a minimum of 5 years clinical experience of working with LBP patients. 
• Underwent supplementary postgraduate education in assessment and classification of 
patients with low back and referred pain. 
• Have signed a contract stating they will use the EBA assessment forms 
• Have written signed consent to have their work reviewed. 
• Remuneration of the physiotherapists performing the EBA includes a double fee for 
performing the initial assessment and a supplementary fee to provide an IT based report 
to the referring GP. 
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Practice consultants: 
• Four practice consultants overview the project and ensure that minimum quality 
standards are met by the participating physiotherapists.  
• Procedures are in place to facilitate below standard assessments to improve to meet 
the minimum standard within three months of feedback haven been given. If minimum 
standards are not being met within this time period, procedures are in place to 
recommend to the Primary Care Sector Cooperation Committee of the Region 
discontinuation of the EBA contract of the involved physiotherapist. 
• A database was developed specifically for the EBA project to allow the consultants to 
retrieve data and follow the development and the quality of the project. More about the 
database below. 
 
Method and procedures of the EBA project: 
• Potential patients for the project are fully informed of the project and procedures 
involved and invited to participate. If ageing to participate, they are requested to sign a 
written consent form. 
• When a patient is referred to a PPT they have to schedule a consultation within a week 
from referral. 
• The LB assessment has to be completed within 2 weeks. If necessary to reach a 
conclusion, a maximum of 3 sessions are allowed. 
• A report of examination findings and classification of the patient has to be sent to the 
referring GP with 2 weeks from the initial assessment.  
• When starting the project, the first 5 patients of each therapist were reviewed by a 
physiotherapist skilled in the extended LB assessment and classification. 
 
The Lumbar classification system –  
a. evidence-based, throughout assessment sharing information with patient and involving 
patient in decision-making 
b.early identification of psychosocial factors 
 
Method of patient assessment and classification 
A. Patient self-report questionnaires 
B. Clinical assessment 
C. Classification 
D. Shared information and shared decision-making 
 
Database: 
In 2008 a quality database retrieving data from the project was developed. 15 Jan 2009 
the FysDB was approved by the Danish Data Registration Authority . Initially set up to 
collect data, now changed to able to track changes over time and do longitudinal studies 
From Sept 2009 the PPTs could register their patients electronically and enter all clinical 
data on the DB, and from 1.1.2010 all PPTs are oblige to do this. From January 2010 a newly 
developed email-based retest function is operational. The three self-report 
questionnaires are sent out automatically to each patient for completion at 3, 6 and 12 
months. Patients are able to send a message to the physiotherapist when they report 
back. If patient do not respond to the email, both patient and the physiotherapist are 
notified by an automatic function on the DB. 
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EBA perspectives for the future: 
2011 in the Region Midtjylland and Syddanmark the EBA has been accepted as a part of 
the Regional programme for low back patients during their course in the primary care 
sector. The programme describes the first 8 weeks after onset of low back pain. GP´s can 
refer patients to the EBA 2 or 4 week after onset of low back pain.  
 
Proposal for the EBA: 
The setup of a prospective longitudinal randomized study including a control group. 

 
97 Bezzina 
 
Abstract ID: EFPC2012397 

Patient Experiences of Primary Care in Malta 

 
Dr. Glorianne Bezzina 
University of Malta, Malta 
additional authors: Sciortino, Philip 
keywords: Patients' Experiences; Primary Care Malta 
 
Purpose: The study aims to qualitatively explore the patients’ experiences and views of 
primary care in Malta. 
 
Context: QUALICOPC (Quality and Costs of Primary care in Europe), a multi-country study, 
aims to evaluate the performance of primary care systems in Europe in terms of quality, 
equity and costs (Schäfer et al., 2011). Two focus groups were conducted with a total of 
30 Maltese patients to report on recent experiences in primary care in Malta. The 
recordings of the focus groups were subject to thematic analysis. The emerging themes 
include: experiences with the GP, views on other healthcare professionals and 
experiences in the clinic. This study fits well within the QUALICOPC objectives as it targets 
to evaluate the quality of primary care in Malta. 
 
State of the art: The focus is to improve our primary care services according to our 
patients’ needs and to provide seamless continuity of care. In this study, hearing Maltese 
patients’ experiences allowed the emergence of themes, which may not be exposed by 
existing questionnaires. This serves as a valuable contribution to the existing literature, 
potentially improving the QUALICOPC Maltese patient experiences questionnaire design 
and validation. 
 

 
128 Hill 
 
Abstract ID: EFPC20121128 

Effective Training for GPs and Primary Care Workers in Mental health  



122 

 

 
Ms Lisa J Hill 
, United Kingdom 
additional authors: Walton, Ian, J (Dr) 
keywords: Education, training, GPs, Primary care workforce, mental health, outcomes, 
evidence, integrated health 
 
Purpose  
To define and prepare GPs and Primary Care staff for an integrated mental health 
pathway 
 
Context  
Training of Medical students and GPs is mainly by psychiatrists, who are seen as the 
experts, but they are experts in a systems based approach that uses a classification 
system (DSM or ICD). This fails to recognise that primary care mental health is a very 
enact science, possibly more of an art, relying on the strength of the relationship with the 
patient, an understanding of their background and the ability to listen, support and 
empathise. Traditional style didactic education, using a guidelines approach, therefore 
fails to support primary care and is therefore unsuccessful. The lack of a common 
language between primary and secondary care does not help and leads to a strained 
interface with poor communication  
 
State of the art 
We will illustrate the RCGP university accredited education program, that aligns itself with 
the reality in primary care, that follows educational theory, through small group work, 
sharing and discussing successes and failures, learning from patients lived experiences, to 
improve and refine skills and attitude. Outcomes include a reduction of referrals into 
secondary care and an increase in discharges into the community. 

 
130 Zhenyi Li 
 
Abstract ID: EFPC20123130 

Cultural Safety for Health Authority: An Intercultural Organizational Communication 
Assessment and Development Project 

 
Dr. Zhenyi Li 
Royal Roads University, Canada 
additional authors: Cheema, Jas 
keywords: Cultural safety, Health Authority, Intercultural Assessment, Development 
Plan 
 
Purpose: 
This project aims to assess the intercultural sensitivity of a health authority in order to 
provide cultural safety developmental advice. 
Context: 
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Cultural safety has become a recognized key component in improving health care for 
multicultural societies. In a recent research project, Li and Cheema assessed the 
intercultural competence of professionals from a health authority. They found that the 
majority of their sample subjects had acquired sufficient skills to accept commonalities of 
people from different cultural backgrounds. Some subjects were able to balance 
commonalities and uniqueness across cultures, which is a highly developed intercultural 
competence. 
State of the art: 
The intercultural development inventory (IDI) was administrated to assess cultural safety 
readiness and to generate developmental plans. IDI detects the gap between projected 
and actual intercultural sensitivity, which helps us to suggest realistic cultural safety plans 
to health authority decision makers. 
 

 
131 Reuter 
 
Abstract ID: EFPC20123131 

Cross-disciplinary specialist care for substance-abusing pregnant women and their 
infants – Team Haga 

 
manager Antonia Reuter 
Primary Health Care, Sweden 
additional authors:  
keywords: substance-abuse, pregnant women, child health care, FASD, interprofessional 
team 
 
Goals: Protect the fetus from substance-abuse effects, support women to stop abuse and 
to stay substance-free after delivery . 
Team members: Midwives, paediatric nurse, social worker, psychiatric nurse, 
gynaecologist, paediatrician, psychiatrist, assistant nurse. 
Women are referred by antenatal care centres, substance abuse facilities, social services 
or criminal justice system and some come on their own initiative. During pregnancy, 
women see midwives weekly and most are tested for narcotic/alcohol regularly. Team 
conferences determine individualised care and support for each women and follow-up for 
infants/women. Extensive collaboration with social services, psychiatry and the paediatric 
health care system is essential. Long-term follow-up is often required. 
Challenges: Psychiatric morbidity complicates many cases; resources for 
care/support of fathers-to-be (majority are substance abusers); varying knowledge of 
perinatal 
substance abuse aspects among social workers; some substance-abusers are 
unmotivated to 
attend the specialist care. 
Results: A majority of the patients stay substance-free during pregnancy, and no cases of 
FASD or other serious neonatal effects of substance abuse have been diagnosed so far. 
An 
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evaluation of the unit is in progress. The evaluation shows the beneficial effects of the 
multidisciplinary team, continuity, treatment and the individualised, structured but at the 
same time flexible support for the women. 

 
 
132 Reuter 
 
Abstract ID: EFPC20123132 

Psychologist within Maternity and Child Health Care in Sweden 

 
Manager Antonia Reuter 
, Sweden 
additional authors:  
keywords: psychologist, pregnancy, child healthcare, consultation, team 
 
Psychologists within Maternity and Child Health Care centers work with proactive mental 
health care and treatment at early stage. Target groups are expectant parents, children 
(0-6 years) and their parents and medical staff. Sweden boasts a unique system of health 
care (free-of-charge) for families, in that all Maternity and Child Health Care centers are 
expected to address the psychological needs of parents and infants. 
The centers have a system of multidisciplinary practice, with psychologists working close 
to midwives, nurses, general practitioners, gynaecologists and paediatricians 
Goal 
Promote mental health and prevent mental illness for expectant parents and families 
with children (0-5 years). 
Methods  
Consultation and further education aimed at midwives, nurses, general practitioners, 
gynaecologists, paediatricians  
Assessment and diagnostic measures - evaluates and analyses questions regarding a 
child’s development and behaviour. 
Treatment aimed at expectant parents and families who expresses the need of help 
and/or whose problems are noticed by the medical staff.  
Co-operation with adjacent departments in health care and within relevant authorities. 
Parenting support – take part in parent groups led by the midwives and nurses as well as 
initiate and work with specific parent groups. 
Development of methods and comprehensive issues regarding child and maternity health 
and parenting support. 
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10 Stojanovski 
 
Abstract ID: EFPC2012210 

Comparison of the level of blood cholesterol in hypertensive patients in two ethic 
groups in Macedonia 

 
Dr. Zoran Cvetan Stojanovski 
MOH, Macedonia, the Former Yugoslav Republic of 
additional authors: Andonovski P. Goran; Lozankovski P. Gligor 
keywords: cholesterol, hypertension risk, ethnic groups  
 
Purpose: To compare prevalence of the blood cholesterol level, like a risk factor for 
Hypertension (HTA), in two ethnic groups in Macedonia: Macedonian group and Roma 
(travellers) subjects.  
Theory: HTA appear earlier, and give more serious and more severe target organ damage 
in Roma population.  
Material and methods: We performed cross-sectional study, including 350 subjects (each 
ethnic group) with HTA. We compared levels of blood cholesterol, like risk factor for HTA. 
Findings: The prevalence of high blood cholesterol in Roma subjects was 65,1% (228) vs. 
48,5% (170) in Macedonians. Significantly higher prevalence of high blood cholesterol was 
obtained in Roman females compared to Macedonian females 75.0% vs. 31.1%, (171 from 
228 vs. 51 from 170) P<0,05. 
Discussion: Impression is that in Roma population HTA appear earlier and has more 
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intensive target organ damage. Evidence that there are more Roma patients with 
hypercholesterolemia among hypertensive subjects, is only one segment which confirm 
the theory. 
 

 
 
32 Rotar 
 
Abstract ID: EFPC2012132 

Violent behaviour against doctors 

 
Dr. Danica Rotar 
Department of Family medicine, Slovenia 
additional authors:  
keywords: Abuse, Threat, Attacks, Harassment, threatening behaviour 
 
Purpose 
To evaluate the proportion of violent behaviour against doctors 
Theory 
Violence in the workplace is emerging in modern society and it is an important factor that 
affects the health of employees and has an impact on the organization of medical 
institutions and enterprises, especially in terms of protection of persons and facilities. 
Events, where staff is, either explicitly or implicitly abused, threatened, attacked in 
circumstances relating to work, are unfortunately becoming more frequent.  
Methods and subjects 
Total of 5980 questionnaires have been distributed between doctors and dentists. 
Findings 
Analysis of responses shows that doctors and dentists are exposed to violent behaviour 
of patients quite often. We found that there are significant differences between the 
sexes: female doctors are more often exposed to these forms of violence: 
• Arguing; 
• Throwing objects; 
• Harassment, intimidation / bullying; 
• Visual sexual harassment; 
• Physical sexual harassment; 
• Sexual harassment with the obscene talk. 
 
Violent behaviour was combined into six groups: 
• Uncivilized behaviour 
• Threatening behaviour 
• Oral or written threats 
• Harassment and intimidation / bullying 
• Verbal abuse 
• Physical attacks. 
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Discussion and conclusion 
A quarter of Slovenian doctors met most forms of violent behaviour by patients. 
Members of the Medical Chamber of Slovenia considered that the situation in the 
Slovenian health care is critical. The survey results encouraged members of Medical 
Chamber to organize a meeting with the forensic department and make a plan on how to 
respond when medical stuff experiences violent incident. 
 

 
42 Starzmann 
 
Abstract ID: EFPC2012142 

Diagnoses not socio economic factors or sex of physicians have the highest impact on 
sick certification rate  

 
Dr Karin Starzmann 
Sahlgrenska Akademin,Department of Public Health and Community Medicine, University 
of Göteborg, Sweden 
additional authors: Hjerpe, Per; Dalemo, Sofia; Ohlsson Henrik; Björkelund Cecilia; 
Bengtsson Boström, Kristina 
keywords: Sick leave, Family Practice, Registries, Socio economy, Physicians, Multi level 
analysis 
 
PURPOSE: To investigate which factors have the highest impact on the variation in sick 
leave certification in Swedish primary care  
 
THEORY Earlier studies on sick leave mostly explore work place and socio economic 
factors and role of the physicians, without taking the patients’ health status into account. 
 
METHOD Retrospective, cross sectional study of computerised medical records using 
logistic multi-level analysis including three levels, patients on the labour market in 2005 
(n= 64,354), physician (n=574) and primary health care centre (PHCC) (n=24) in Skaraborg. 
Patients’ factors were age, sex, income, birth country, education, work place, social 
allowance and unemployment. Physician factors were experience, sex. 
 
FINDINGS The patients’ diagnoses accounted for 95% of the variation of sick leave 
certification, only 3% was due to factors related to the physicians and 1% to factors on the 
PHCCs level. Psychiatric diagnoses had an OR of 16.0 (95% CI 15-17), musculoskeletal 
diseases OR 6.1 (5.8-6.5), respiratory tract diseases (mostly infections) OR 4.5 (4.3-4.8) 
and symptom diagnoses OR 1.7 (1.6-1.8). Socioeconomic factors and work place both had 
OR below 2.  
 
DISCUSSION The most important factor for risk of sick leave certification was the 
patients´ diagnoses especially psychiatric ones, other contextual factors play a minor role.  
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68 Verheijen 
 
Abstract ID: EFPC2012168 

Women with wrist fractures 2009 in Skaraborg. How well do we take care of them 
concerning their risk for osteoporosis? 

 
Dr. Katharina Verheijen 
Vilan Health Care Center, Skara, Sweden 
additional authors: Holmdahl, Per MD; Eggertsen, Robert MD PhD; Bengtsson Boström, 
Kristina MD PhD 
keywords: osteoporosis, wrist fracture, primary care, bone mineral density measuring 
 
PURPOSE: To investigate the frequency of contacts in primary care, bone mineral density 
(BMD)-measuring and prophylactic treatment for osteoporosis for women with wrist 
fracture. 
 
THEORY: Several studies show that patients with osteoporosis are underdiagnosed and 
undertreated. Wrist fractures indicate risk for osteoporosis and subsequent hip- or spine 
fracture after 10-15 years, thus giving opportunity for prophylactic treatment. 
 
METHODS: An investigation from January 2009 to July 2010 of medical records from the 
public primary care was performed for all women over 50 years with wrist fractures in 
2009, treated at the orthopaedic clinics in Skaraborg. Information about contacts, BMD-
measurement and treatment for osteoporosis was retrieved. 
 
FINDINGS: Of 403 women with wrist fracture 92.3% had been in contact with primary care, 
34.9% were remitted from the orthopaedic clinics, 13.4 % had a BMD-measurement and 
11.4 % received prophylactic treatment for osteoporosis. 
 
DISCUSSION: Osteoporosis seems to have low priority in primary care as few women 
received treatment after their wrist fracture to prevent future fractures. Better co-
operation between orthopaedic units and primary care might improve this. A follow-up 
study of the 403 women aiming to increase prophylactic treatment according to the 
recommendations from the Swedish Board of Health and Welfare will be launched.  
 

 
72 Wallin 
 
Abstract ID: EFPC2012172 

Doctor - patient agreement concerning predictability of length of sick listing – who is 
the best predictor?  

 
dr Inger Wallin 
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Medicine/Dep of Primary Health Care, University of Gothenburg, Sweden 
additional authors: Ericson Monica; Strandhagen Elisabeth; Baigi Amir; Hensing Gunnel; 
Björkelund Cecilia 
keywords: primary care; sick listing; predictability; accuracy 
 
Purpose  
To explore how well physicians and patients predicted sick-leave length and the 
agreement between them. 
 
Theory  
Consultations involving sickness certification imply several difficult considerations from 
both the physician and the patient. Few studies have combined the perspectives of both 
actors. 
 
Methods  
Patients attending two PCC who were sick-listed during more than 14 days were included. 
At first visit, the patient and the GP filled in separate questionnaires independently 
concerning perception of time before back to work. Length of individual sick-listing time 
was registered. 
 
Findings  
127 patients (91 women, 34 men, mean age 45 years) and 10 GPs participated. There was a 
significant difference between agreement of GPs’ and patients’ perceptions of sickness 
certification, GPs assessments were more accurate for medium duration (2-6 months), 
while patients’ were more accurate for long (<6 months) sickness certification. The 
doctors’ and the patients’ perceptions agreed in only 26% of the cases. Neither the GPs 
nor the patients were able to predict time to back to work with high accuracy. 
 
Discussion:  
Prediction of total sickness certification time is hard to assess both for GP and patient and 
the doctor and the patient only agree in 1/3 of the cases. 
 

 

76 Richardson 
 
Abstract ID: EFPC2012176 

Gender-specific approaches to self-management of chronic disease?: Results from a 
randomized controlled trial (RCT) 

 
Dr Julie A Richardson 
, Canada 
additional authors: Letts,L.; Officer, A.; Chan, D.; Wojkowski, S. 
keywords: gender, self-management, functional health, primary care  
 
Purpose: To examine gender differences in both functional health and engagement in 
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self-management programs in primary care.  
 
Theory: It has been suggested that health organizations adopt a gendered approach to 
self -management services to ensure access and equity. (Gibbs ,2005) Ecosocial theory 
(Kreiger, 2003) will be used to further understand how sex and gender interactions are 
expressed in functional health outcomes and gender-based engagement in strategies and 
resources to increase patient self-management.  
 
Methods: A RCT design was used to examine a multicomponent rehabilitation 
intervention including a six week chronic disease self-management workshop for persons 
with chronic illness at risk for functional decline in primary care (n= 303). 
 
Findings: There were several age x gender interactions including the Late Life Function 
and Disability Scale (LLFDI) F=9.83, p=0.002 and the physical component of the SF-36 as 
well as a group x age x gender interaction for probability of hospitalization and disability 
limitation. Subgroup analyses will be reported by gender and ages 44-65 and 65+years 
together with participants’ engagement in the self-management strategies and 
resources.  
 
Discussion: Self-management interventions within the chronic care model in primary care, 
may require monitoring of health outcomes by gender to ensure access and equity to 
resources.  
 

 

81 San Miguel 
 
Abstract ID: EFPC2012181 

Mutual recognition of medical prescriptions in the EU – An empirical exercise*  

 
Mrs Lorena San Miguel 
European Social Observatory (OSE), Belgium 
additional authors: Remmen, Roy; Baeten, Rita   
keywords: mutual recognition, dispensing, pharmacy, EU 
 
Purpose: To highlight current practices with regard to the recognition of foreign EU 
prescriptions in 5 countries: Belgium, England, Finland, Germany and Spain, and any 
challenges that may be experienced when confronted with such prescriptions.  
Methods: the analysis consisted of a mystery shopping exercise involving the 
presentation of 192 foreign prescriptions, coming from Belgium or Finland in pharmacies 
in the 5 countries.  
Findings: Our results show significant differences in dispensing rates for prescriptions 
written by brand name versus INN (international non-proprietary name). There were 
significant differences in practices across the different countries with Belgium, Germany 
and Spain recognizing most of the prescriptions and England and Finland declining to 
dispense in most cases. The main reasons why prescriptions were not dispensed varied 
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depending on the country analyzed. 
Discussion: From 2013 onwards, EU countries have to ensure dispensation of 
prescriptions coming from another member state. Pharmacists are ready to dispense 
easy to identify, uncomplicated products. The authentication of the prescription and 
prescriber does not seem to be an important issue. Yet, there is a need for guidelines on 
when and how to dispense such prescriptions. Encouraging INN prescribing could 
facilitate global product recognition.  
* This research was carried out within the European Union 7th Framework Programme EU 
Cross Border Care Collaboration (EUCBCC) Contract no: 242058. See www.ecabeurope.eu 
 

 

86 Chiriac 
 
Abstract ID: EFPC2012186 

Managing allergy patients in primary care 

 
Dr. Ionut Chiriac 
CASAP Castelldefels, Spain 
additional authors: Baba, Zeki; Peris, Antoni; Gonzalez, Silvia; Bernades, Carlos 
keywords: primary care, skin prick test, allergy, consultation 
 
PURPOSE 
Evaluation of an allergy consultation implemented in primary care. 
 
THEORY 
The prevalence of allergies has surged across all ages especially in the developed 
countries. This determines a higher number of patients to seek specialized care for 
proper diagnosis and treatment. Skin prick testing is a fast, cheap and reliable diagnosis 
method which can be easily done in primary care.  
 
METHODS 
A pediatrician and a general practitioner (GP) with special interest in allergy are in charge 
with the consultations offered in a primary care clinic from the metropolitan area of 
Barcelona. As the service is available to 63.000 inhabitants, a protocol was developed and 
explained to their GPs. The protocol specified the pathway and the most common 
reasons for referral, the allergens that can be tested (aeroallergens, foods and latex) and 
the treatment options. 
 
RESULTS 
From January to December of 2011, there were attended 472 patients, ranging from 1 to 
82 years old (mean age 28.2). The main reasons for consultation were upper and lower 
respiratory tract symptoms (30.1% and 26.5%, respectively) and skin rashes (16.1%). The 
skin prick test was performed on 342 patients. Of these patients 242 tested positive, 
mostly for dust mites (171), pollen (78) and cats (38). Specific immunotherapy was 
prescribed to 77 patients.  

http://www.ecabeurope.eu/
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DISCUSSION 
This allergy service improves the quality of life of our patient offering accurate advice and 
treatment, and it also markedly reduces the number of referrals to secondary care. 
 

112 Bernhardsson 
 
Abstract ID: EFPC20121112 

Attitudes, knowledge and behaviour related to evidence-based practice and guidelines: 
a survey among primary care physiotherapists in Western Sweden. 

 
Ms Susanne Bernhardsson 
Primary care Västra Götaland Region; Department of Medical and Health Sciences, 
Division of Physiotherapy, Linköping University, Sweden 
additional authors: Larsson Maria EH 
keywords: attitudes, behaviour, evidence-based practice, guidelines, physical therapy  
 
BACKGROUND: Evidence-based practice (EBP) is becoming increasingly important in 
primary care physiotherapy. Knowledge about attitudes, knowledge and behaviour 
related to EBP, guidelines and treatment methods used in primary care physiotherapy is 
important. 
PURPOSE: To describe self-reported attitudes, knowledge and use of EBP, guidelines and 
treatment methods among physiotherapists (PTs) in primary care in Western Sweden, 
and to explore associations between variables.  
METHODS: Cross-sectional survey (n=271).  
FINDINGS: A large majority considered EBP necessary (90%) and helpful in clinical decision 
making (80%). A majority considered guidelines important, but less than half reported 
using guidelines. Only one third were aware that guidelines existed, only 13% knew where 
to find guidelines and only 9% had easy access to guidelines. Women and younger PTs 
with <5 years experience held more positive attitudes. The largest barriers to using 
guidelines were lack of time, poor access, and poor availability. 
DISCUSSION: While self-reported attitudes to EBP and guidelines in general were very 
positive, awareness of and access to EBP and guidelines, and hence the use of guidelines, 
were lower. The identified barriers to a higher usage of EBP and guidelines can be 
addressed when developing an implementation strategy to increase the use of EBP and 
guidelines. 
 

 

117 Nordblad 
 
Abstract ID: EFPC20121117 

Does a Healing Atmosphere in Care Settings Exist? A Qualitative Study of the 
Importance of Physical Environment and Interactions between Patients and Health 
Professionals. 
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Mrs Brita M. Nordblad 
Primary Care, Västra götalands Regionen, Sweden, Sweden 
additional authors: - 
keywords: health facility environment, professional-patient relation, patient 
satisfaction, qualitative research, supportive design 
 
Purpose: This study aimed to investigate how patients experience the atmosphere they 
encounter when visiting a rehabilitation unit within primary care. 
Theory: Medical treatment, care and rehabilitation offered to patients in primary care are 
established and mostly evidence based. Patients can receive diagnose, treatment and 
quite often cure. A dimension that receives less attention involves the effects of a 
carefully planned environment. This combined with respectful interaction between 
patients and professionals enhances the atmosphere of care settings. 
Methods: Qualitative research interviews and qualitative content analysis. 
Findings: the atmosphere in care settings encompasses three domains: physical 
environment, interaction between patients and health professionals and the 
organization. Within these domains there are categories. Some of them are sense of 
control, attention to and affirmation of the patient, communication, holistic view of the 
patient, participation, to do "the little more" and spirit of improvement and 
development. The major themes that emerged were the patient´s need to be noticed and 
valued. 
Discussion: The results are not altogether new but the finding that the organization is one 
domain together with the physical environment and interaction between patients and 
health professionals is new. This finding can perhaps help us create healing atmospheres 
in care settings. 
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Finally 

 

Gothenburg did come 6 months after the EFPC has been formally established as 

an Association. Since its inception in 2005, the EFPC developed a large number 

of activities and attracted a large membership, signalling a sustained interest in a 

European approach to supporting primary care. We hope this event will help us 

to set strategy for the EFPC in the near future. 

 

See you  

 

 in Istanbul on  

9-10 September  

2013 

 

and  

 

in Barcelona on  

1-2 September  

2014 
 


