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Important information for your trip to 

Istanbul 
 

 

Dear delegates, 

 

For your attendance of the EFPC Conference in Istanbul on the 9th and 10th of September I would like 

to give you some useful information. Upon entering Turkey some countries need a visa.  Please check 

this website and look for your country of residence to see if a visa is required. 

http://www.touringturkey.com/information/visa.htm 

A visa can be obtained online, but payable only with credit card. (your passport must be valid for at 

least 6 months after entering Turkey) https://www.evisa.gov.tr/en/tour/ 

You can also buy a visa at the airport of Istanbul but BEFORE going through Customs Control (on the 

right side of the corridor). Here you can only pay cash (Dollars, Euros, Pounds), but not with Turkish 

Lira. Cost about € 15. 

To travel from the airport to your hotel please check the district where your hotel is situated, if you 

travel by Public Transport. Check out the following website on the ways you can travel from the 

airport to your hotel. http://www.turkeytravelplanner.com/go/Istanbul/Transport/airport_trans.html 

The registration desk at the Galatasaray university will be open from 8.00 am on Monday morning and 

the program will start at 9.00 am sharp. Please arrive on time in order to be surprised by the 

location and our Turkish hosts! 

For those who registered as a student, a student card must be presented when registering at the 

conference. 

Next week we will send you already an electronic version of the programme book. A hard copy will 

be provided at the registration desk. 

I hope you will enjoy your stay in Istanbul and if you have any questions please mail me. 

On behalf of the EFPC coordination team 

Anouk Faassen and Diederik Aarendonk 

Galatasaray University 

Address: Ciragan Cad. No:36, Ortaköy 34349 Istanbul, Turkey 

Map of venue 
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The European Forum of Primary Care 

-EFPC- 
 

Foreword by Prof. Jan De Maeseneer, Chairman of the Forum 

 

Welcome to the EFPC-conference "Balancing the Primary and Secondary Care provision for more 

integration and better health outcomes". 

Both the demographical and epidemiological transition and the increasing social and health problems 

related to poverty, challenges health systems in Europe to develop comprehensive and integrated 

responses. Patient- and people-centeredness are key features of primary care that can develop in 

community-oriented health facilities. In the era of multi-morbidity vertical disease-oriented programs 

should be replaced by an integrated approach, focusing on the needs of individuals and their families. 

This paradigm-shift will need not only new organisational structures, but also a new type of health 

professional able to improve quality and to act as a change agent in the health services. 

In order to stimulate providers and services to be responsive to the needs of the population, 

appropriate, comprehensive and integrated payment systems should be explored and implemented. In 

addition, smooth care pathways from primary care to secondary care and hospitals with appropriate 

information-transfer are needed to improve health outcomes at an affordable price.  

The European Forum for Primary Care (EFPC) has planned some specific actions for the forthcoming 

year. It wants to pay special attention to vulnerable groups in society. Therefore, the intention is to 

develop a position paper on "Primary Care and the health of Roma population". This position paper 

could give a thorough analysis of the health situation of Roma in different countries and draw the lines 

for an international comprehensive approach to address the health problems. 

The European Forum is convinced that cities and local authorities have an important role to play in the 

development of primary care and population health. Therefore, a working group on primary care and 

population health for European cities, "PRiPHECi", has been established. This working group will 

look at appropriate strategies that can be used by local authorities to contribute to prevention and 

health promotion, reactive care, including emergencies, continuity of care, home care,…. The 

community-oriented and integrated primary care approach could be a model that fits very well to 

tackle most of the challenges. Moreover, at the local level there are opportunities for an intersectoral 

approach, integrating health and welfare sectors with housing, work, education, infrastructure,… 

As always, this conference will be an opportunity to meet professionals, organisations, researchers, 

policy makers and all other stakeholders involved in primary care in Europe. The exchange of 

information by committed people is one of the major assets of EFPC-conferences. The inspiring 

intercultural environment with its rich history will stimulate the interaction. 

Welcome to Istanbul! 

Professor Jan De Maeseneer, M.D., Ph.D. 

Chairman European Forum for Primary Care 
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Welcome word by Mehmet Akman and İlhami Ünlüoğlu, TAHEV Board of Trustee’s 

 

Dear EFPC conference delegates, 

TAHEV (Turkish Foundation of Family Medicine), 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 collaborating with other stakeholders. 

Since developing and supporting policies for strengthening primary care is a priority for us, we are 

very delighted to be a part of EFPC network and support its main activities.  

Therefore, it is an honour for TAHEV to co-organise together with EFPC, the 2013 EFPC conference 

in Istanbul, September 9-10 2013. This event offers you the chance to meet colleagues, sharing 

primary care as a common interest, at the city of crossroads. As a bridge between Europe and Asia, 

Istanbul provides us a positive atmosphere for discussions about integrated health care and seeking the 

right balance between primary and secondary care provision for better health outcomes during the 2 

days of the conference. The venue of the conference, Galatasaray University (GSU), is the only 

educational institution in Turkey maintaining its reputation, traditional structure and mission from 

1481 to this date. You will enjoy the premises of GSU not only because of its rich historical 

background but also with its marvellous view at the Bosphorus. I hope you will enjoy your stay in 

Istanbul, a highly dynamic city hosting many cultures for centuries.  

The scientific committee has carefully prepared the scientific programme, enriched by distinguished 

speakers. Hereby I would like to thank to all supporting organisations, especially WHO Regional 

Office for Europe and the International Hospital Federation, for their support and contributions to the 

programme. 

On behalf of local organising committee, we welcome you with open arms to our city, Istanbul. We 

look forward to meet all of you and having a creative and fruitful meeting which will be enriched by 

your presence. 

 
Mehmet Akman, MD, MPH 

Associate professor of Family Medicine 

Marmara University 

Member, TAHEV Board of Trustee’s   

 

İlhami Ünlüoğlu, MD 

Professor of Family Medicine  

Osmangazi University 

Chair, TAHEV Board of Trustee’s  
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The EFPC International Conference in 
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Balancing The Primary And Secondary Care Provision For More 

Integration and Better Health Outcomes:  

The scope and purpose of the conference 

Health systems will not automatically gravitate towards greater fairness and efficiency. It requires 

appropriate conditions at the health care system level, and in actual practice to make primary care 

providers both able and willing to take accountability for the health of the population under their care. 

A key element is effective collaboration with well-organised secondary care. Therefore, EFPC and 

TAHEV, supported by the International Hospital Federation (IHF) and the WHO regional office for 

Europe, seizes the momentum where austerity measures are still on-going, to emphasise the need to 

further explore how a fine balance between primary and secondary care can lead to more integration 

and better health outcomes. 

A comprehensive set of changes in the health care delivery system is required to improve coordination 

of care with a special focus on addressing the rising burden of NCDs, the ageing population and the 

high prevalence of co-morbidity. In addition, in acknowledging the specific needs individuals, people 

centeredness and patient empowerment play a central role. In recent years, much of the focus on 

integration has tended on structures and governance. This is, however, only one aspect; process and 

cultural changes are likely to be at least as important. 

The limited empirical evidence-base for, and the absence of tools for, measurement and comparison of 

integrated services remain a significant barrier for the evaluation and implementation of these policies. 

The conference organisers recognise the need for policy discussion and comparative analysis on 

integrated services at an international level to assist stakeholders and policymakers to prepare for 

future challenges. The added-value of service integration, in terms of cost savings and improved 

outcomes, remain uncertain despite the logical expectation of a win-win scenario, especially in the 

long-run. As evidence from available literature underlines, implementing an integrated service system 

requires significant financial input and the undertaking of organisational and structural changes in 

financing, management and practice. Given that available evidence shows that the returns on 

integration tend to be long-term, there might be reluctance amongst policymakers to make such 

commitments. 

The conference organisers emphasise that the key players in primary and secondary care encompass a 

wide range of disciplines such as medical doctors, nurses (general and more specialised), pharmacists, 

dieticians, physiotherapist that play an equivalent role in efficiently and effectively delivering health 

care. This might include primary care interventions, which are leading to better interactions with 

hospitals, but also redesign of payment systems with multiple payments to better support different 

functions. The organisers reiterates that regional differences have to be taken in to account. Some 

countries have further developed primary care systems that form an integral part of the health system, 

as opposed to countries in the region where hospitals are dominant.  

In this broader context the purpose of the conference is to identify, explore and further develop 

primary care as a hub for person-centred health system with ensured continuity. The conference will 

provide an opportunity for health service delivery systems to interact and exchange useful information. 

The conference aims to significantly increase the participant's capacity to understand the need for 

strong organised primary care within the health care system, and the developments that already have 

taken place to modernise integration of primary care and secondary care in the recent past. 
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KN1 Integration: The story from health economics and health policy 

perspective with examples from Turkey and Europe 

Prof. Dr. Mehtap Tatar, Hacettepe University, Faculty of Economics and Administrative Sciences, 

Department of Health Care Management, Ankara- Turkey 

Correspondence to Mehtap Tatar, Hacettepe University, Faculty of Economics and Administrative 

Sciences, Department of Health Care Management, Ankara- Turkey, E-mail: mtatar@hacettepe.edu.tr  

Prof. Dr. Mehtap Tatar has graduated from Hacettepe University School of Health Administration in 

1984 with a B.Sc. degree and completed his MSc from the same university in 1987. She graduated 

from the M.Sc. in “Health Planning and Finance” program jointly offered by the London School of 

Economics and London School of Hygiene and Tropical Medicine in 1988. Prof. Tatar has received 

her Ph.D. from Nottingham University School of Social Studies in 1993 and continued to work as a 

research assistant at Hacettepe University School of Health Administration until 1994 where she 

started working as an assistant professor until 1996. She became an associate professor in 1996 and a 

full time professor in 2002. She worked as the head of the Department of Healthcare Management at 

Hacettepe University Faculty of Economics and Administrative Sciences between 2007-2011. She has 

been working as the Secretary General of Hacettepe University since December 2011. Prof. Tatar is 

also an adjunct professor at Washington State University Centre for Health Services Research since 

2004. Her main areas of interest are health policy, health economics and pharmaco economics.  

Abstract 
Balancing the primary and secondary care in provision of health care services is a challenge for all 

health care systems. In recent years, both the pressure from changing demographic and disease 

patterns and from increasing demand for better health outcomes have urged governments to reconsider 

integrating these two health care levels. Integration also has an impact from health economics and 

health policy perspectives. Pressures to control ever increasing health care expenditures and to satisfy 

the health care needs of populations and achieving this with minimum inputs and maximum outcomes 

have long been on the agendas of health policy makers. Each country applied its own solutions based 

on the requirements of their system and expectations from different stakeholders.  

The Turkish health care system has also been influenced by the current health economics and health 

policy trends. The system has undergone a radical reform process since 2003 and after a decade long 

experiences with the reforms the outcomes have started to be evaluated. The government introduced 

new measures in financing and provision of health care services, which changed the outlook of the 

primary and secondary level of care to a great extent. The differences in demographic characteristics 

of the population and burden of disease have resulted in either introducing distinct policies from other 

European countries or following the footsteps of these countries.  

Keywords: integration, primary care, secondary care, Turkish health care reforms 

 

KN2 The contribution of nurses in future proof health care 

Marieke J. Schuurmans, PhD, RN. Chair Nursing Science University Medical Centre Utrecht and 

Professor Care for Older People University of Applied Sciences Utrecht, the Netherlands 
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Correspondence to: Prof.dr. Marieke Schuurmans. University Medical Centre. Department of 

Rehabilitation, Nursing Science & Sports, Location AZU W01.12. PO Box 85500, 3508 GA Utrecht, 

the Netherlands. E-mail: m.j.schuurmans@umcutrecht.nl 

Marieke J. Schuurmans, PhD, RN is a nurse and researcher, appointed professor and chair in Nursing 

Science at the UMC Utrecht and professor of Care for older people at the University of Applied 

Sciences in Utrecht. Working over ten years as a clinical nurse specialist in geriatric medicine she is 

an expert on complex nursing care of older people. In her PhD study she developed the Delirium 

Observation Screening (DOS) Scale, which is nowadays part of regular nursing care in Dutch 

hospitals and which is translated in numerous languages. Her current research focuses on daily 

functioning of older people with multimorbidity. Some recent grants in which she is involved as 

project leader: the TASTE programme, development of a line of research on self-management in 

multmorbid patients, the HELP study, a multicentre study to evaluate cost-effectiveness of a nurse-led 

inhospital program to prevent delirium and the U PROFIT study, a clinical trial in 90 primary care 

practices to evaluate comprehensive geriatric care in primary practices. Marieke Schuurmans is 

responsible for the Nursing Science Master Programme of the University Utrecht (annual graduation 

forty to fifty students) and supervises twenty PhD students. She is a member of the Dutch Health 

Council, chair of the research committee of the National Association of Nurses, fellow of the 

European Association of Nursing Scientists and member of Sigma Teta Tau International. She was 

member of numerous expert committees, is member of several advisory boards as well as member of 

supervisory boards of health care organisations. She has published over seventy peer-reviewed papers, 

over forty practice publications and contributed to more than twenty books. She was the lead author of 

the recent Dutch Professional Profile for Nurses. In the last fifteen years she gave over a hundred 

lectures on national and international conferences. 

Abstract 
In all western countries changing demographics combined with growing numbers of patients with 

chronic conditions lead to extraordinary challenges in health care. More over changing public 

expectations, advancing information technology and increasing diversity will add to growing needs in 

health care. To prevent booming health care costs significant changes are needed. International reports 

emphasise that nurses play a key role in determining the quality of health and social care. They are 

also vital in improving public health, health promotion and illness prevention– crucial elements of 

future health care. In the last decades nursing practice has advanced as a result of the growing body of 

research generating knowledge on specific patient problems on the one hand, and of the enhanced 

level of education of nurses on the other hand. In patients with chronic conditions the nursing role is 

complex and vitally important to address unmet patient needs and to provide optimal patient care. To 

ensure nursing practice matching the needs of patients nurses should change their practice. The 

adapted WHO definition of health as the ability to adapt and self-manage in the face of social, 

physical, and emotional challenges could guide this change. This definition implicates a transition 

from providing care to enhancing patients’ ability to self-manage. In the upcoming decades the 

nursing role needs to further shift from hospital to home, focusing on prevention of diseases related 

decline and complications. Giving the increase of diversity in patients and their problems clear clinical 

reasoning and decision making will be urgently needed. To keep cost at control focus should shift van 

process of care to results. Transparency on nurse sensitive outcomes is essential. According to nurse 

leaders to achieve these changes in nursing practice nurses should practice to the full extent of their 

education and continue to update their education, should be full partners in the interdisciplinary team , 

data collection and information structures should enhance policy making and workforce planning. 
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Leadership and partnership are key components of on-going development of the nursing profession as 

part of future proof health care. 

Keywords: nursing, changes in health care, leadership 

 

KN3 Future Challenges for the EU health workforce 

Katja Neubauer, Deputy head of unit, European Commission, Health and Consumers Directorate-

General, Healthcare Systems Unit , B232 08/66, B-1049 Brussels, Belgium. 

Correspondence to: Katja Neubauer, Deputy head of unit, European Commission, Health and 

Consumers Directorate-General, Healthcare Systems Unit , B232 08/66, B-1049 Brussels/Belgium, 

Tel: +32 299-93346, E-mail: katja.neubauer@ec.europa.eu  

Katja Neubauer graduated from the University of Konstanz in biology. Since 1994 she has been 

working as a civil servant for the European Commission in the areas of food safety and health. The 

focus of her current work is the European health workforce and the safety and quality of health 

services. 

Abstract 
With tough budgetary constraints, EU's health systems are under strong pressure to make fundamental 

reforms in the way in which they deliver healthcare and to find innovative solutions through 

organisational as well as technological changes. These changes depend on a highly qualified and 

motivated health workforce of sufficient capacity and with the right skills. However, with significant 

shortages of health professionals predicted throughout the EU as a result of increased demands for 

healthcare from an ageing population at a time when the health workforce itself is growing older, 

policy-makers are facing a huge challenge.  

The Commission has identified a number of areas where structural reforms and efficiency gains could 

improve the sustainability of health. These include incentives to encourage more cost effective health 

services, for example reducing the unnecessary use of specialist and hospital care by making general 

practice more attractive, encouraging the relocation of general practitioners to areas where there is a 

shortage of them or developing new roles such as advanced practice nurses. The Commission is 

assisting the Member States through the so-called "reflection process on the sustainability of health 

systems" to share experiences on integrated care models and EU research funding in projects such as 

"Integrate" and "Munros" to support policy-makers to choose the best and the most cost effective 

options to meet the future challenges. 

Keywords: Health systems, health workforce, reforms 

 

KN4 Developing a Regional Action Framework for coordinated/ integrated 

Health Services Delivery (CIHSD) in the WHO European Region  

Dr Hans Kluge, Director of the Division of Health Systems and Public Health (DSP), WHO Regional 

Office for Europe.  
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Correspondence to: Dr Hans Kluge, Director of the Division of Health Systems and Public Health, 

WHO Regional Office for Europe, UN City, Marmorvej 51, DK-2100 UN City, Copenhagen, 

Denmark. E-mail: cihsd@euro.who.int 

Dr. Hans Kluge is a Belgian trained medical doctor with a Masters degree in Public Health. Having 

worked in Somalia, Liberia and Siberia (in the prison system), and been based in the WHO Country 

Office in Myanmar and in the WHO Office of the Special Representative of the Director-General in 

the Russian Federation, Dr. Kluge has a wealth of country and management experience spanning 

several WHO Regions and a broad background in health systems, public health and infectious 

diseases.  

Dr. Kluge moved to the WHO Regional Office in Copenhagen in 2009 when he was recruited to the 

position of Unit Head, Country Policies and Systems and has since worked as the Regional Director’s 

Special Representative to Prevent and Combat M/XDR-TB in the WHO European Region and most 

recently as Director, Division of Health Systems and Public Health.  

Abstract  
The unique challenges of the 21st century – from changing demographics, increases in chronic diseases 

and multi/co-morbidities, to the persisting and/or re-emerging burden of communicable diseases, all in 

the context of the changing environment and global financial crisis – demand transformations in the 

delivery of services towards people-centred health systems that are fit for purpose in the 21st century. 

Motivated by this context and by the increasing expectations of the public for improvements in health 

care, reforms in the delivery of services have widely emerged across the WHO European Region. 

While marked gains have undoubtedly been secured, moving forward with this agenda at scale and 

pace requires a concerted effort at present to overcome persisting health system bottlenecks and to 

ensure a sustained investment in building technical capacity, managerial skills and a proficiency in 

leading change.  

Guided by the European Health Policy - Health 2020 and the global agenda on universal health 

coverage, the WHO Regional Office for Europe has embarked on a mid-term work plan to develop a 

Framework for Action towards Coordinated/Integrated Health Services Delivery (CIHSD). Looking 

holistically across services e.g. from public health to palliative care and across different settings of 

care, the Framework aims to facilitate the delivery of services according to individual and population 

based needs and unrestricted by the traditional boundaries between primary and secondary care or 

standalone approaches or models of health services delivery.  

Hearing the calls of Member States for needed policy tools and instruments, the Framework is 

envisioned as a resource to support their efforts to strengthen how services are delivered. Synthesising 

existing knowledge and evidence from across the countries included in the WHO European Region, 

the Framework, and the participatory process defined for its development, are envisioned as a vehicle 

for leading and managing needed transformations towards the delivery of high-quality 

coordinated/integrated health services as pivotal to strengthening people-centred health systems.  

Note: For continued updates on this work plan please visit the Health Services Delivery webpage at 

the WHO Regional Office for Europe http://www.euro.who.int/en/what-we-do/health-topics/Health-

systems/health-service-delivery. For further information, please contact the coordinator of the 

Secretariat, Dr. Viktoria Stein, at CIHSD@euro.who.int.  
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Keywords: integrated care, health services delivery, people-centred care, health 

system strengthening, change management 

 

KN5 Financial crisis and primary care in Greece: now more than ever 

 

Dr Pavlos N. Theodorakis, MSc, PhD; Chair Greek MoH PHC Committee, Chair of the National 

PHC Committee, WHO National Counterpart for Mental Health, Adjunct Professor, Health Policy, 

Open University of Cyprus, General Practitioner 

Correspondence to: Pavlos N. Theodorakis, MD, MSc, DipLSHTM, PhD, Chair, Greek MoH Primary 

Health Care Committee, 45, Lykourgou str, Kallithea, 17672, Greece Tel: +306978236189, E-mail: 

theodorakispavlos@gmail.com 

Pavlos N. Theodorakis, MD, MSc, DipLSHTM, PhD, is a General Practitioner with a PhD in the 

evaluation of the quality of primary health care services. He studied Health Policy, Planning and 

Financing at the London School of Economics, where he also worked as a research associate. He also 

worked as a clinical and research fellow at the Medical School of the University of Linkoping in 

Sweden in the evaluation of primary health care services in the Balkans. He further worked in primary 

care projects in Abkhazia-Georgia, and Pogradec-Albania during the Kossovo war. After closing down 

the first psychiatric asylum in Greece as a CEO in 2006, he is involved in several reform initiatives in 

primary health care and mental health sectors in Greece. He is currently the WHO National 

Counterpart for Greece in mental health issues and the President of the National Primary Health Care 

Committee, working close with EU Task Force for Greece and international experts for the 

implementation of the primary care sector reforms in Greece. He has more than 50 publications, 

including book chapters and articles in peer-review journals in the fields of health policy, public health 

and epidemiology. He is an Adjunct Professor at the Open University of Cyprus in Health Policy and 

has lectured at graduate and postgraduate level at the Universities of Ioannina, Crete and Athens 

Greece, as well as Linkoping, Sweden. 

Abstract  
During the Greek economic crisis, there is a global concern owing to its side effects and risks involved 

for both the Eurozone and the global economic community. Major sources of inadequacy are the 

severe structural weaknesses in Greek public administration, economy and society, which lead to 

bureaucracy, corruption, low quality of services and also high costs. For 30 years, Greece attempts to 

reform the healthcare system with a focus on PHC. The extent to which primary care ensures universal 

and equitable access to high quality PHC services and continuity of care is still questioned. 

Furthermore, Greece has the world’s highest number of MRI/ CT scans performed every 100,000 

population, even above the USA, as well as in the use of antibiotics (first place among the 27 EU 

countries) and the highest number in Caesarean sections. Greece is also the world's third country to 

oversupply of physicians (after Cuba and Belarus) and has more dentists and more pharmacies per 

1.000 inhabitants in Europe. We are the only country in the Eurozone that has no mechanisms for 

measuring cost, quality and productivity of hospitals and health services. We are the only country in 

the EU that has no organised national screening programs for breast cancer and cervical cancer. We 

are first or in the top three worldwide in much more negative indicators than the limited space of this 

abstract allows me to present. Going back to our routes, to the Hippocratian, holistic, primary health 

care approach is the only way forward. A well-structured primary care system, is now more than ever, 

the only way forward.  
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Keywords: economic crisis, Greece, primary care, reform 

 

KN6 Learning pathways for local authorities in developing policies for the 

increased demands for population health 

Dr.Cagri Kalaca, CEO Saglik Bahcesi – A communication and education company, Istanbul, Turkey 

Correspondence to: Cagri Kalaca, Saglik Bahcesi, Barbaros Bulvarı No:93 Da:4-5, Besiktas, 

Istanbul, Turkey, Tel: +90 533 7484820 

Dr. Kalaca has been a Managing partner at Saglik Bahcesi, a communication and education company 

in Turkey, since 2002. He studied at the Medical University of Istanbul and finalised his family 

medicine training programme at the MoH Ankara Hospital. Furthermore, Dr Kalaca is educated in 

health communication, health care services marketing, epidemiology and a training of the trainer. 

During his career he has been an employee of the Ministry of Health at the Catalzeytin Health Centre, 

he has been working at the Ankara Training and Research Hospital, at the Ministry of Health, GD of 

Mother and Child Health and Family Planning. In addition, he has been head of the family medicine 

department, the founder and coordinator of Introduction to Clinical Practice Programme (1-3rd years), 

and trainer in advance ToT Programme for Academic Staff at the Marmara University School of 

Medicine. Currently, Dr Kalaca is founder and general secretary of the Medical Ethics Committee. In 

addition, he is a member of the Turkish Association of Family physicians, and he is the founder of the 

health education and drama association. Next to that, he is the founder and board member of the 

Turkish Foundation of Family Medicine (TAHEV). During his career he also have been the head of 

publications division of the Public Health Association (HASAK). Dr Kalaca Has national and 

international publications mostly published during his academic life. 

Abstract 
Dr Kalaca will talk about learning pathways of blended learning in digital learning ecosystems. He 

wishes the session would inspire participants about how local authorities may use these ecosystems in 

developing policies for the public in an open and collaborative way. 

The traditional model of requirements analysis focuses on functions (input, processing, output) and 

generally does not offer an integrated vision suitable to the profile and context of today’s 

people/learners, and to today’s collaboration paradigms. 

And, what are today’s learning paradigms like? Here a brief summary: Learning happens by doing, by 

interacting with learning objects; learning happens by making, by constructing and building projects; 

learning occurs when you interact with others; the learner needs to be in the position of an author; the 

learner needs to be the protagonist and needs to have an active role in the learning process; learning 

does not only occur in schools and in classrooms, but it occurs in formal and informal spaces. 

So it is a high time to talk about the Digital Learning Ecosystems and try to convince you that, today, 

learning tools need to be conceived as biological beings integrated in digital ecosystems.  

Keywords: learning, blended learning, digital learning ecosystems 
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Programme 

Day one 

Morning 

Chairs: Ass. Prof Danica Rotar (EFPC) and Prof. Ilhami Unluoglu (TAHEV) 

08.00 Registration 

09.00 Welcome address by Prof Jan De Maeseneer, chairperson of the EFPC 

09.15 Introduction of the theme and its most common pressures for change and development 

09.30 Plenary: 2 key-notes, the scientific perspective (1 hour) 

 Prof. Mehtap Tatar, Professor of Health Policy and Economic at the Department of Health Care 

Management, Hacettepe University, Ankara, Turkey: “Integration: The story from health 

economics and health policy perspective with examples from Turkey and Europe” 

 Prof. Marieke Schuurmans, chair Nursing Science University Medical Centre Utrecht & professor 

of Care for Older People, University of Applied Sciences Utrecht, The Netherlands: "The 

contribution of nurses in future proof health care"  

10.30 Meet the key-note speakers and policy debate sessions (30min) 

 Meet Prof Mehtap Tatar 

 Meet Prof Marieke Schuurmans 

 Patient Management 

 Mental Health & Patient Management 

 Organisational Models 

 Monitoring Systems 

11.00 Coffee break (30 min) 

11.30 Parallel workshops round 1: (5 parallel sessions, 1 hour) including a planned workshop. 

 Project INTEGRATE, Seventh Framework Programme EU funded project (Nick Goodwin & 

Lourdes Ferrer) 

 How to affect Financial Flows for Population Activities on Primary Level in Turkey; A continuation 

of the 2010 Ankara meeting on Integration of Primary Care and Sexual & Reproductive 

Health (Prof. Zafer Oztek, Evert Ketting & Aysegul Esin) 

 Patient satisfaction 

 Mental Health 

 Diabetes care models 
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Afternoon 

Chairs: Ass. Prof Danica Rotar (EFPC) and Prof. Ilhami Unluoglu (TAHEV) 

12.30 Lunch 

13.30 2 Key-notes, the policy perspective (1hour) 

 Ms. Katja Neubauer, Deputy Head of Unit, European Commission, Directorate-General for Health 

and Consumers, Healthcare Systems Unit, "Future challenges for the EU health workforce" 

 Dr Hans Kluge, Director of the Division of Health Systems and Public Health, WHO Regional 

Office for Europe, explaining the work towards the "WHO Europe Region Action Framework 

for Coordinated/Integrated Health Services Delivery". 

14.30 Meet the key-note speakers, chief editors and policy debate sessions (30min) 

 Meet Ms Katja Neubauer 

 Meet Dr Hans Kluge 

 Meet the Chief Editors of Quality in Primary Care (Prof Niro Siriwardena) and International 

Journal of Integrated Care (Dr Nick Goodwin) 

 Education 

 Diagnostic Strategies 

 Integration of Public Health & Primary Care 

15.00 4 Parallel workshops round 2: (3 hours including a coffee break) 

Planned workshops: 

 Strategies on Primary Care High Resolution (CASAP – CAP Can Bou chaired by Antoni Peris) 

 Health problems of the elderly: do we need more integration? (Serap Cifcili (Marmara University)) 

 Mental Health (EFPC Working Group chaired by Dineke Smit and Jan De Lepeleire) 

 International Hospital Federation: Integrated Service Delivery and the Role of Hospitals with 

Scandinavian & Australian examples 

18.00 EFPC General Assembly, for EFPC members only (1 hour) 

20.00 Dinner at Çubuklu Hayal Kahvesi, Paşabahçe Mh., 34800 Istanbul Tel: 0216 413 68 80 

 

Day two 

Morning 

Chairs: Ass. Prof Danica Rotar (EFPC) and Prof. Ilhami Unluoglu (TAHEV) 

08.30 2 key-notes, the practice perspective (1 hour) 

 Dr Pavlos N. Theodorakis, GP, MSc, PhD; Chair Greek MoH PHC Committee, "Financial crisis 

and primary care in Greece: now more than ever". 
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 Dr Cagri Kalaca, MD; Managing partner at Saglik Bahcesi, a Istanbul based medical education and 

communication agency "Learning pathways for local authorities in developing policies for the 

increased demands for population health" 

9.30 Meet the key-note speakers & and policy debate sessions (30min) 

 Meet Dr Pavlos Theodorakis 

 Meet Dr Cagri Kalaca 

 Home Care 

 Mental Health 

 Accessibility vs. Quality 

10.00 Coffee break 

10.30 Parallel workshops round 3: (5 parallel sessions, 1 hour) 

Including a planned workshop:  

 Primary Care and Roma Health (EFPC Working Group; Danica Rotar and Pim de Graaf) 

 Health Care in New Towns (researchers from the Jan van Es Institute, Almere, The Netherlands) 

 Organisational models l 

 Organisational models ll 

 Care pathways in depression and sleeping problems 

11.30 Parallel workshops round 4: (5 parallel sessions, 1 hour) 

Including a planned workshop: 

 Pre-Conception care (EFPC Working Group; Arzu Uzuner (Marmara University) and Denhard de 

Smit) 

 Primary Care and Public Health 

 Organisational models lll 

 Organisational models lV 

 European Innovation Partnership on Active and Healthy Ageing – Integrated Care (EIP AHA B3 - 

Integrated Care)Toni Dedeu, Ministry of Health of Catalonia, Spain 

12.30 Alliance for Community Oriented Primary Care services with the European launch of the 

International Federation of Community Health Centres together with Canadian, US and Australian 

colleagues. 

13.00 Plenary: Panel debate with the leaders of the European Primary Care and Secondary Care 

networks (1 hour) 

14.00 Closure 

Afternoon programme: 
 Guided tour to the old Marmara university 

 Visits to local Primary Care practices 

Subscription list will be provided during the conference; a maximum of 70 delegates can take part! 
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Location of the Conference 

 

 

Address: Ciragan Cad. No:36, Ortaköy 34349 Istanbul, Turkey 

Dinner location 

The dinner on day one will take place at Çubuklu Hayal Kahvesi, located on the side of the strait 

Bosporus at the Asian part of Istanbul. The boat (tbc) will depart at 19.00 from the Galatasaray 

University and we will arrive at 20.00 at the restaurant.  

 

 

Address: Çubuklu Hayal Kahvesi, Paşabahçe Mh., 34800 Istanbul 

http://www.gsu.edu.tr/en
http://www.google.nl/url?sa=i&source=images&cd=&cad=rja&docid=A5KrXmoUhBBHyM&tbnid=eh7740XfXsCb4M:&ved=0CAgQjRwwAA&url=http://dugun.com/tarihi-mekanlar/istanbul/cubuklu-hayal-kahvesi&ei=GFMCUqOfCtHP0AXwj4HQCw&psig=AFQjCNHfe7M7rWsSYJZnGhzd8UUHt7ZuGw&ust=1375970456258196
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Floor plan: First Floor 

 
 Toilets 
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Floor plan: Second Floor 
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Policy debate sessions 

Parallel Session Round 1 

 

Debate sessions round 1 (day 1; 10.30 - 11.00) 

   

 

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

Room 

Parallel session 

room 2 

Parallel session 

room 5 

 Outside: 

 Library 

Outside: small 

amphitheatre   

1st floor: Main 

corridor 

Parallel session 

room1  

Chair 

KN1:  

Mehtap Tatar 

KN2: Marieke  

Schuurmans 

Marianne  

Samuelson 

Niro 

Siriwardena 

Peter  

Groenewegen Yeşim Uncu 

Theme 

Meet the key-

note speaker 

Meet the key-

note speaker 

Patient 

management 

Mental Health 

& Patient 

Management 

Organisational 

models 

Monitoring 

systems 

   

150 Fontana IT 174 Hill UK 198 Unluoglu TR 197 Pinto PT 

   

200 Kirimli TR 175 Hill UK 177 Bywood AU 171 Vlonk NL 

 

Parallel Session Round 2 

 

Debate sessions round 2 (day 1; 14.30 - 15.00) 

   

 

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

Room 

Parallel session 

room 2 

Parallel session 

room 5 

Parallel session 

room 1 

Outside: 

Library 

Outside: small 

amphitheatre   

 1st floor: Main 

corridor 

Chair 

KN3:  

Katja Neubauer 

KN4:  

Hans Kluge 

Mehmet  

Akman 

Giorgio  

Visentin 

Marianne 

Samuelson 

Danica Rotar- 

Pavlic 

Theme 

Meet the key-

note speaker 

Meet the key-

note speaker 

Meet the chief 

editor 
Education 

Diagnostic 

strategies 

Integration of 

Public Health & 

Primary Care 

   

Niro 

Siriwardena 188 Cetin TR 201 Miezitis LV 184 Or FR 

   

Nick Goodwin 180 Cadirci TR 196 Yilmazer TR 172 Erler GE 

Parallel Session Round 3 

 

Debate sessions round 3 (day 2; 9.30 - 10.00) 

  

 

Session 1 Session 2 Session 3 Session 4 Session 5 

Room 

Parallel session 

room 2 

Parallel session 

room 5  Outside: Library 

Outside: small 

amphitheatre   

 1st floor: Main 

corridor  

Chair 

 

KN5: Pavlos  

Theodorakis 

KN6: Cagri 

Kalaca  Giorgio Visentin 

Marianne 

Samuelson 

Jan De 

Maeseneer 

Theme 

 

Meet the key-

note speaker 

Meet the key-

note speaker 
Home Care Mental Health 

Accessibility vs. 

Quality  

   

173 Junius-Walker GE 181 Finegan IE 203 Lagah CY 

   

187 Cifcili TR 176 Walton UK 204 Ryssaert BE 
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Parallel Workshops 

Parallel Workshops Round 1 

 

 

Workshop Round 1 (Day 1; 11.30 - 12.30) 

   

 

Session 1 Session 2 Session 3 Session 4 Session 5 

Room 
Parallel session  

room 1 

Parallel session 

room 2 

 Parallel session 

 room 3 

Parallel session 

room 4 Parallel session room 5 

Chair Nick Goodwin Giorgio Visentin Marianne Samuelson Pinar Topsever Aysegul Esin  

Theme 

W01: Project 

INTEGRATE 

 

Patient satisfaction Mental Health 
Diabetes care 

models 

W02: How to affect 

Financial Flows for 

Population Activities on 

Primary Level in Turkey 

(follow up of the 2010 

Ankara seminar on PC & 

SRH) 

 
Lourdes Ferrer 178 Bywood AU 182 Vesna SL 190 Ruggieri IT  

 

 161 Eker TR 170 

Vannieuwenborgh BE 

162 Garcia-Perez 

SP 

  

 

  

 

169 Wikberg SW 163 van Loenen 

NL 

  

 

Parallel Workshops Round 2 

 

 Workshop Round 2 (Day 1; 15.00 - 18.00) 

 

 

Session 1 Session 2 Session 3 Session 4 

Room 
Parallel session 

room 1 

Parallel session 

room 2 

 Parallel session room 

3 

Parallel session 

room 4 

Chair Risto Miettunen  Serap Sifcili Dineke Smit Antoni Peris 

Theme 

W03: Integrated 

service delivery and 

the Role of 

Hospitals 

(International 

Hospital Federation) 

W04: Health 

problems of the 

elderly: do we 

need more 

integration? 

W05: Primary Care 

and Mental Health 

(EFPC Working 

Group) 

W06: Strategies on 

Primary Care High 

Resolution 

 

Anna Stavdal Guzel Discigil Jan De Lepeleire Tino Marti 

 Terje P. Hagen  Peter Verhaak 

 Paul Dugdale   Derya Iren Akbiyik 

 Jorma Penttinen   Lisa Hill 

    Ian Walton 

    Martha Buszewicz 
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Parallel Workshops Round 3 

 

 

Parallel Workshops Round 4 

 

 

Workshop Round 4 (Day 2; 11.30 - 12.30) 

   

 

Session 1 Session 2 Session 3 Session 4 Session 5 

Room 
Parallel session 

room 1 

Parallel session 

room 2 

 Parallel session room 

3 

Parallel session 

room 4 

Parallel session 

room 5 

Chair Toni Dedeu   Giorgio Visentin  Ilhami Unluoglu  Niro Siriwardena 
Denhard de 

Smit 

Theme 

W9: Active Aging: 

Action Group B3 on 

Integrated Care 

Primary Care and 

Public Health 
Organisational models 

Organisational 

models 

W10: Primary 

Care and pre-

Conception 

Care (EFPC 

Working 

Group) 

 

 

165 Varva RO 

 

148 Groenewegen NL 145Milevska - 

Kostova MK 

Arzu Uzuner 

 

 158 Andersen DK 146 Anell SW 144 Zelko SL  

 

 202 Haque CA   143 Hoffmann AT   

 

 

 

Workshop Round 3 (Day 2; 10.30 - 11.30) 

   

 

Session 1 Session 2 Session 3 Session 4 Session 5 

Room 
Parallel session 

room 1 

Parallel session  

room 2 

 Parallel session 

room 3 

Parallel session 

room 4 

Parallel session 

room 5 

Chair Marc Bruijnzeels Peter Groenewegen Jan De Maeseneer Niro Siriwardena Danica Rotar 

Theme 

W07: Health 

Care in New 

Towns (JvEI ) 

Organisational models 
Organisational 

models 

Care pathways in 

depression and 

sleeping problems 

W08: Primary Care 

and Roma health 

 

Matthijs van 

Maanen 
195 Unalan TR 168 Van Houdt BE 166 Hange SW 

 

 

Auke Vlonk 193 Stirbu-Wagner NL 156 Brice UK 147 Sirdifield UK   

 

Diederik 

Aarendonk 

167 Murdoch UK 140 Yildirim - 

Kaptanoglu TR 

151 Peterson SW  
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Meet The Editors Corner Stones of Publishing in Peer Reviewed Journals 

Mehmet Akman, MD, MPH, Associate Editor, Turkish Journal of Family Practice 

Niro Siriwardena, MMedSci, PhD Editor, Quality in Primary Care Journal 

Nick Goodwin, PhD, Editor-in-Chief, International Journal of Integrated Care  

Correspondence to: MD, MPH, Associate Editor, Turkish Journal of Family Practice. E-mail: 

makman4@gmail.com 

Abstract 
It is challenging nowadays for many authors to write and submit a scientific paper to peer reviewed 

journals due to strict editorial and reviewer evaluation processes and the competitive environment. For 

the dissemination of scientific papers (original research, literature review, case presentation, position 

paper etc) relevant to Primary Health Care and General Practice it is important that authors understand 

the perspective of journal editors and their publication policies. This workshop aims to give an insight 

into the editorial evaluation process of a submitted manuscript and also to discuss the main aspects of 

preparing a manuscript for successful publication. The workshop will have the format of a highly 

interactive discussion. It will focus on the preparation and submission of scientific papers with special 

emphasis on choosing the appropriate journal, understanding the editor’s perspective, peer review 

process, sharing experiences, common errors and how to prevent them. At the end of the workshop, 

participants will be able to get information about editorial evaluation and gain practical advice on how 

to successfully prepare a scientific paper for publication in a peer-reviewed journal. 

Keywords: scientific papers, primary care, integrated care, general practice, peer-review 

 

W01 How do you design and build successful approaches to integrated 

care? The Project INTEGRATE evaluation 

Nick Goodwin, PhD, CEO, International Foundation for Integrated Care (IFIC), UK 

Lourdes Ferrer, MD, MSc, Managing Director, International Foundation for Integrated Care (IFIC), 

UK 

Correspondence to: Dr Nick Goodwin, CEO, International Foundation for Integrated Care, 7200 The 

Quorum, Oxford Business Park North, Garsington Road, Oxford, OX4 2JZ, UK 

Abstract 
Across Europe a demographic and epidemiological transition has taken place which has seen a 

significant increase in costs associated with age-related and long-term chronic illness. Current health 

systems, however, appear to be ill-equipped to meet the challenge as they have over many years 

developed systemic and institutional structures that focus on cure rather than care. As a result, many 

countries have sought structural or technological solutions that embrace new and more integrated care 

models. These strategies have tended to place the emphasis on preventing ill health, supporting self-

care, delivering care closer to people’s homes, eliminating waste and duplication, and reducing the 

reliance on hospitals and long-term care institutions. The ability to build new networks and alliances 

between partners in care – across patients, professionals and providers – and to effectively manage and 
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lead integration strategies is critical for success, yet the change management process is not well 

understood and rarely researched. This workshop will examine some of the emerging evidence and 

lessons on these issues and debate the question: ‘how do you design and build successful approaches 

to integrated care?’. It will specifically introduce the aims, methods and current progress of a four-

year EU FP7-funded study - Project INTEGRATE (www.projectintegrate.eu) - that seeks to answer 

this question.  

 

Keywords: change management, evaluation, integrated care, leadership 

 

W02 How to affect Financial Flows for Population Activities on Primary 

Level in Turkey 

Dr Aysegul Esin, International Children's Centre, Ankara, Turkey 

Dr Evert Ketting, Senior Researcher at Pre-communication, The Netherlands 

Prof. Zafer Öztek, Maltepe University, Istanbul, Turkey 

Correspondence to: Dr. Ayşegül Esin, Public Health Specialist, Sexual & Reproductive Health and 

Right Officer, International Children’s Centre, Bilkent Univesity, Ankara, Tel: +90 312 290 29 35, E-

mail: esina@bilkent.edu.tr, aysegulesin@gmail.com 

Abstract 
This paper describes the funding landscape for population assistance, using data collected by the 

Netherlands Interdisciplinary Demographic Institute (NIDI) and published by UNFPA. It describes 

trends in donor assistance and in Turkey’s domestic spending on population and reproductive health 

activities. It addresses policy makers, programme managers, and other decision makers involved in 

health care and health systems reform in Turkey. 

The funding landscape for population activities shapes the work of UNFPA and all other agencies 

addressing population issues, globally and in developing countries in particular. In keeping its 

mandate to promote implementation of the 1994 International Conference on Population and 

Development (ICPD) Program of Action (PoA), UNFPA monitors and reports on resource allocations 

for population activities worldwide. For reporting purposes, UNFPA defines “population assistance” 

as donor funding for those activities in the “costed population package”—that is, resource targets 

agreed upon in the ICPD PoA. The data collected cover expenditures during the previous year and 

expected expenditures during current year and several years ahead.  

The “Health Transformation Program”, implemented by the Ministry of Health (MoH), is a very 

important step towards restructuring the health care sector in Turkey. In order to reach the ultimate 

aim of the MoH to improve the level of health, reproductive health services should be integrated into 

the primary health care services. According to the new model of MoH, reproductive health services are 

located in the Women & Reproductive Health Department. Within the framework of the Health 

Transformation Programme in the last seven years, maternal and child health programmes are 

discussed as a priority. It has been accepted that the most effective approach in closing the gap 

between developed and developing countries is investing in reproductive health services. In general, 

the countries that have experienced the highest growth in health spending over the past period are 

those that had relatively low spending levels at the beginning of the period. The growth in health 
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expenditure per capita in Turkey, for example, has generally been more than twice the EU average 

over the past ten years.  

Current funding levels in Turkey are far below what is necessary to meet current needs. Given the 

global financial crisis and the uncertainty of future funding levels, full implementation of the ICPD 

PoA agenda may be in jeopardy. Both international and domestic allocation of resources to population 

activities must increase from present levels to meet current and future needs. However, the results for 

Turkey indicate that spending on RH has reduced quite dramatically. This downward trend is related 

to the reorganisation of the health care system in Turkey, and the move toward primary care as part of 

that process. One consequence of this process of change has been that the traditional MCH/FP centres 

have been closed down, and there functions are supposed to have been largely taken over by family 

doctors. However, in practice this transition has been rather unsuccessful until now.  

Keywords: financial flows, sexual and reproductive health 

 

W03 Integrated Service Delivery and the Role of Hospitals 

Dr. Risto Miettunen, (Governor in IHF and chairman of the session) Chief Executive Officer Kuopio 

University Hospital District P.O. Box 100, FI-70029 Kys, Finland, E-mail: risto.miettunen@kuh.fi  

Prof. Terje P. Hagen, University of Oslo, Department of Health Management and Health Economics 

Postboks 1089 Blindern 0318 Oslo, Norway, E-mail: t.p.hagen@medisin.uio.no 

Dr. Anna Stavdal, Vice President WONCA Europe, Sofiesgate 60, 01680 Oslo, Norway, E-mail: 

anna@forbord.com  

Ass. Prof. Paul Dugdale, Australian National University, ACT Health, Director of Chronic Disease 

Management Head, ANU Centre Health Stewardship ACT Health Offices, 123 Carruthers Street, 

Curtin 2605, Australia, E-mail: paul.dugdale@anu.edu.au  

Dr. Jorma Penttinen, Chief Medical Officer, Kuopio University Hospital District, P.O. Box 100, FI-

70029 Kys, Finland, E-mail: jorma.penttinen@kuh.fi 

Abstract 
Public health and primary care have a huge impact on the demand of hospital services which is 

reflected in regional differences. In general, hospitals have strategies based on functionality and do 

master these functions quite efficiently. However if the total cost per capita eventually rises due to a 

high demand on hospitalisation, the benefit will be lost. A systems approach is needed to face this 

dilemma. 

The relationship and interdependence between cost, productivity and the measures on health play a 

significant role in understanding and assessing service delivery in hospitals. The session will highlight 

some of these elements and factors, including further need for studies such as EuroHOPE and others.  

The content of the workshop is as follows:  

Prof. Terje Hagen from the Department of Health Management and Health Economics in the 

University of Oslo will present the scope and first preliminary results of EuroHOPE, (European 

http://www.med.uio.no/helsam/english/about/organization/departments/heled/index.html
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Health Care Outcomes, Performance and Efficiency), a European four-year research project launched 

to evaluate the performance of European health care systems in terms of outcomes, quality, use of 

resources and costs.  

Dr. Anna Stavdal, Vice President WONCA (World Organisation of Family Doctors) will give an 

overview from the primary care and general practice angle, regarding the demand for hospital services. 

Dr. Jorma Penttinen, Chief Medical Officer from Kuopio University Hospital will reflect on the 

rising demand on hospital services, with a special emphasis on the costliest 10 per cent of patients 

based on own research. 

Associate Prof. Paul Dugdale from the Australian National University will give a presentation on 

health policy responses to rising rates of multi-morbid chronic illness in Australia and New Zealand 

The session will be moderated by Dr. Risto Miettunen MD, CEO of Kuopio University 

Hospital, Finland. Dr. Miettunen is a nominee for the Governing Council in the IHF. 

 

Keywords: care coordination, care planning, hospital management, primary health 

care, health care home, chronic disease management, Multi-morbidity, health services 

integration, health systems 

 

W04 Health problems of the elderly: do we need more integration? 

Serap Cifcili, MD. Marmara University Medical School, Family Medicine Department, Bestekar 

Saadettin Kaynak s. No:7/8 , 34662 Altunizade, İstanbul , Turkey 

Pim de Graaf, MD, MPH, Consultancies on health systems and policies; Board member, European 

Forum for Primary Care, the Netherlands  

Guzel Discigil, MD, Adnan Menderes University Medical School, Family Medicine Department, 

Turkey 

Correspondence to: Serap Cifcili, MD. Marmara University Medical School, Family Medicine 

Department, Bestekar Saadettin Kaynak s. No:7/8 , 34662 Altunizade, İstanbul , Turkey, Tel: 90 

5422324652, E-mail: serapcifcili@gmail.com 

Abstract 
As elderly population increases, there has been a need to rethink primary care services in terms of 

providing better health care for the elderly. Turkey has a considerably younger population than Europe 

however; increases in life expectancy and population ageing have been faster than it was projected in 

the last decades. In addition, in certain areas of Turkey almost 15-20 % of the population is aged, 

therefore there is a special focus on elderly health care in Turkey as well. Care for elderly especially 

for the disabled and frail elderly needs to be integrated with secondary and tertiary care, home care 

and other social services. Thus better co-ordination and integration of care is crucial. However, in 

many countries care for elderly especially in secondary and tertiary care seems to be fragmented. The 

aim of this workshop is to discuss the challenges in primary care in terms of co-ordination and 
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integration of care delivered to elderly people, and exchange ideas to improve interdisciplinary and 

multidisciplinary integration of services to provide a better elderly care. 

There will be two presentations in order to provide a background a) a summary of “Primary care and 

care for older persons: Position Paper of the European Forum for Primary Care” b) Current health 

services and status of the elderly in Turkey.  

Two discussion sessions are planned:  

1) Brainstorming on challenges of primary care in terms of care for the elderly focusing on 

integration and co-ordination of care. 

2) In small groups; discussion of possible solutions and different practice samples.   

The Final session will consist of presentations of the groups and summarising the outcomes.  

Keywords: Elderly health, co-ordination of care, integration of care 

 

W05 A journey through Mental Health in Primary Care in European 

countries 

Prof dr. Jan De Lepeleire, Professor general practice, KU Leuven. General Practitioner in Lint, 

Belgium. President, section Metal health of the European Forum for Primary Care. E-mail: 

jan.delepeleire@med.kuleuven.be  

Dineke Smit MA, Philosopher of Science, psychiatric nurse, PhD candidate complexity of primary 

care psychology. Researcher normative professionalism, University for Humanistic Studies. Research 

and Policy, National Association of Primary Care Psychologist. Secretary, section Metal health of the 

European Forum for Primary Care, the Netherlands. E-mail: e.h.smit@4sophia.nl  

Prof dr. Peter Verhaak, Professor of mental health within general practice care, University 

Groningen. Programme coordinator Mental health and primary care, Netherlands institute for health 

services research, the Netherlands. E-mail: P.Verhaak@nivel.nl  

Derya Iren Akbiyik, MD, Turkey  

Ian Walton, MD, GP, Chair of Primhe (Primary Mental Health and Education), Mental Health and 

IAPT (Improving Access to Psychological Therapies) lead for Sandwell and West Birmingham 

Clinical Commissioning Group and Honouree Lecturer at Birmingham City University UK. E-mail: 

iwalton@primhe.org.uk  

Lisa Hill, psychologist , Senior Commissioner for Mental Health for Sandwell and West Birmingham 

Clinical Commissioning Group, Trustee of Primhe (Primary Mental Health and Education) and 

Honouree Lecturer at Birmingham City University UK, E-mail: lisa.hill9@btinternet.com  

Martha Buszewicz, MD,PhD, University College London, UK 

Correspondence to: Jan De Lepeleire, Department Public Health and Primary Care, University 

Leuven, Kapucijnenvoer 33 PB 7001, B 3000 Leuven, Belgium, E-mail: 

Jan.DeLepeleire@med.kuleuven.be 
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Abstract 
All participants are invited to share (national or local) knowledge about how mental problems in 

primary care are addressed in your area. The Mental Health Section of the European Forum of Primary 

Care is planning to make an overview of the status of mental health care in Europe (to be published in 

the journal Quality in Primary Care).  

The content of the workshop is as follows: 

Introduction of this workshop by Jan De Lepeleire 

If you want to make an inventory of problems in the integration of mental health care processes, you 

might start with a description of the mental health care problems dealt with in primary care in different 

European countries with a “Goldberg & Huxley” framework. Peter Verhaak will explain the levels as 

defined in the Goldberg & Huxley framework and the need for exchange of knowledge and data.  

How is mental health care organised in primary care in Turkey? What are the most urgent challenges? 

Presentation by Derya Iren Akbiyik 

For an optimal co-creation between primary and secondary care it is important to see them as different 

and equal. Presentation of the (scientific) identity of mental health in primary care by Dineke Smit 

Interactive workshop - All participants are asked (in small groups) to describe how well mental health 

problems are addressed in primary care in their own country by matching Goldberg and Huxley's 

levels. This workshop will led by Lisa Hill. Other members of the group will participate and stimulate 

the discussion. 

The session will close with a plenary debate and defining the best practices, main problems and 

prioritisation of our goals for 2014. 

Key words: primary care, psychology, overview Europe 

 

W06 Strategies to improve resolution in Primary Care 
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Abstract 
Developing primary care can only be achieved through the objective improvement of its resolution. 

We understand resolution as the capacity to solve as many health problems within primary care and so 

minimise referrals to secondary levels of care (including hospital, mental and social care). Moreover, it 

has economic implications as it has been proven in the literature. Resolution may be approached from 

different perspectives and use different elements such as accessibility, continuity or 

comprehensiveness. It is also conditioned by health system structure, the level of primary care 

autonomy, demographics and socio-economic context. A review of strategies based on real 

implementation cases will be provided to illustrate a draft model to improve primary care resolution. 
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Therefore, the goal of the workshop will be to refine this initial model for primary care resolution from 

real experiences brought by participants. Both strategies and instrumental approaches will be covered 

and included in the model. To reach these goals, participation will be encourage through blended 

working groups and discussion of new strategies and cases. As a final result, the model will be 

improved to be used as a practical tool to establish a new resolution strategy.  

Keywords: resolution, effectiveness, gate keeping, referrals 
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Abstract 
All over the world, New Towns and urban settlements are being developed to deal with the growing 

urban population. One important aspect in the planning of such a New Town or urban settlement is the 

planning of health services. Over the years, it appeared that many New Towns had a progressive 

attitude towards health care planning. In some New Towns experiments were held to organise health 

care in new and innovative ways. In some cases even a totally new health care system was developed 

from scratch. Therefore, New Towns provide great opportunities to learn from as well as to research 

the health care systems that are being developed in different regions around the world. This workshop  

will provide insight in the main elements of the organisation of health (care) management in New 

Towns in the Netherlands and some countries in Africa. What aspects/elements should be present 

when there is planned for health services in New Towns? Participants of the workshop will be 

informed and challenged to form their views with regard to health care planning, and to discuss and 

generate ideas on what aspects should be used to strengthen crucial characteristics of health care 

planning (in New Towns/areas). 

The content of the workshop is as follows: 

Population Health Management by Marc Bruijnzeels, director of the Jan van Es Institute 

Discovering the opportunities for societies in New Towns with high cultural diversity by Auke Vlonk, 

researcher at the Jan van Es Institute 

A comparison between the Primary Health Care System of Almere and Zoetermeer (two Dutch New 

Towns) by Matthijs van Maanen, intern at the Jan van Es Institute 

New Towns and Health care in Africa by Diederik Aarendonk, coordinator European Forum for 

Primary Care 
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Abstract 
We live in the "Roma decade of inclusion", from 2005 to 2015 currently. In that context several health 

studies and projects have been undertaken. Roma people rank among so called disadvantaged groups 

of people who live in Europe. Social, economic, biological and psychological dimensions determine 

their way of life. The social dimension is most pronounced in Roma community, because they live in 

special conditions of community with it is own habits. These largely determine the socio-economic 

status of the individual in the group, hence its sustainability marginalisation and stigmatisation. 

Cultural values of the community at the same time also affect the health status of the Roma 

population. The lack of education is additional barrier for health care improvement. The Roma’s 

general health is substantially worse than that of the majority population. Studies done in the U.S., 

Serbia, Greece, the UK, the Czech Republic, and Slovenia show that the Roma have a high prevalence 

of smoking, metabolic syndrome with type 2 diabetes, respiratory diseases, and increased 

cardiovascular mortality compared with the general population. 

This workshop will debate the questions about health care differences of Roma people and the 

majority population. It will explore successful approaches by practitioners, managers and policy 

makers to establish links with Roma organisations and communities to overcome the isolation and to 

provide quality primary care to their Roma patients and communities. As part of that, we are aiming to 

exchange experiences and (good) practices in the field of health needs assessment in the primary care 

setting among the Roma population. 

This workshop will specifically introduce the current progress of the EFPC position paper the health 

of Roma and Primary Care. 

Keywords: Roma, needs assessment, good practice, primary care 
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Abstract 
The European population is ageing rapidly, but living longer does not necessarily mean living a 

healthier, more active and independent life. The number of Europeans over 65 will double in the next 

50 years, and the number of over 80’s will almost triple. Life expectancy will continue to increase, yet 

unhealthy life years make up 20% of a person’s life. In order to tackle these challenges, the European 

Commission has launched an initiative creating a partnership to obtain commitment and investment 

from stakeholders – public and private, EU, national, regional and local who have jointly agreed on 

three priority areas for action: (i) prevention, screening and early diagnosis; (ii) care and cure; (iii) 

active ageing and independent living. In order to achieve the main goals of the initiative, six action 

groups have been prioritised, and Integrated Care of chronic conditions is one of them. 

The overarching target of the EIP AHA is to increase by 2 the average number of healthy life years in 

the EU by 2020. The partnership offers a framework for cooperation in order to address barriers 

hindering innovation. It intends to align existing EU, national, regional and local tools, private and 

public, to improve their effectiveness. 

The Partnership gathers stakeholders from the public and public sectors across different policy areas. 

Together they work on shared interests, activities and projects to find innovative solutions that meet 

the needs of the ageing populations. The partnership for Integrated Care for Chronic Conditions has 

brought together more than 180 stakeholders and has developed an Action Plan with 9 Action Areas. 

The workshop will focus on the current development of the 9 Action Areas and will provide some 

results and examples of good practices already existing in Integrated Care. Interactive participation 

from the attendants at the workshop will be expected.  

Keywords: Integrated Care, Chronic Care, European Commission, Partnership, EIP 

AHA 

 



 
35 
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Abstract 
The involvement of the primary care sector in promoting and delivering preconception care is still on a 

very low level; as the aim of the Conference is to build the bridges between primary and secondary/ 

tertiary health care. Therefore, the aim of the workshop is to establish a communication environment 

for promoting and delivering preconception care (PC) by the PC sector and to establish its linkages to 

the secondary and tertiary care. During the workshop, an International networking for the 

development of a position paper for the process of involving primary care will be facilitated. 

The content of the workshop is as follows: 

- Introduction of experts and their areas of expertise. 

- Presentation and outlines of the topic, preconception care 

- Group work: SWOT analysis of the topic; people will have the opportunity to share their experiences 

and their ideas. 

- "let's focus on the challenges" Presentation of the main problematic areas (evidence based)  

- Brain storming: What should be done to increase the involvement of primary care and to build the 

bridges between primary and secondary/tertiary care for the PC. 

- Development of a position paper; the ideas of the participants for subheadings and preparatory work.  

- Summary of the workshop. 

 

Keywords: preconception care, reproductive health, implementation, network 

building, primary care. 
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140 Integration of family practice centres to secondary care hospitals via 

health commissioning methodology.  

Ayşegül Yildirim-Kaptanoğlu, Prof, (MD; MSc; PhD), Family Practice Specialist, Health 

Management MSc, Hospital Management PhD, Trakya University, Faculty of Health Sciences, Health 

Management Division, Balkan Campus, Edirne, Turkey.  
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Health Management Division, Balkan Campus, Edirne, Turkey, E-mail: 

aysegulkaptanoglu@gmail.com, Tel :00905365103962 

Abstract 

Background: Integration of family practice centres to secondary care hospitals could help to manage 

chronic disease in the primary care by a cost effective way. This study aimed to identify factors 

needed for management of chronic disease in the primary care setting. 

Methods: The study has been used qualitative data collection techniques by semi-structured 

interviews. 273 participants that have been participated in Health Management Congress 2012 in 

Isparta/ Turkey were interweaved. The respondents were consisting of health professionals, managers, 

and social care professionals.  

Results: Barriers to integration were unawareness about health commissioning business models and 

lack of coordination across secondary and primary care health services, uncertainty about the 

adequacy of new health care transition systems that could be managed by effective health 

commissioning services.  

Conclusion: Health commissioning services via health integration with primary and secondary care 

may offer a cost effective and safe form of care for chronic disease management to family medical 

physicians. Interventions are therefore needed to reduce uncertainty about the implementation 

commissioning processes and to ensure integrated health service models of primary care. 

Keywords: integration of family practice centres, health commissioning, secondary 

health care, health economy.  
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Abstract 
Purpose and Theory: The challenges for health care systems are evident in terms of healthy life 

expectancy, health equity, and costs. Currently, the most promising way to face these challenges 

seems to strengthen the PHC sector. It was the aim of this study to assess the access points towards the 

different levels of care in a country without gate-keeping function. 

Methods: The database used for this analysis was the Austrian Health Interview Survey 2006-07, with 

data from 15,474 people. Statistical analyses included descriptive statistics as well as multivariate 

logistic regression models.  

Findings: 78.8% of the participants consulted a GP, 67.4% a specialist, 18.6% visited an outpatient 

department, and 22.8% had a hospital stay at least once. Overall, 15.1% visited a specialist, 8.5% an 

outpatient department and 8.1% a hospital directly without GP consultation. One of the main reasons 

for direct specialist use was a preventive check-up visit.  

Discussion: The overall and direct access rates for specialists are high without reflecting that high 

utilisation in a higher healthy life expectancy or better health equity compared to EU countries with 

gate-keeping system. The findings point into the direction of a benefit through a structurally supported 

advocacy role for primary health care professionals. 

Keywords: health care utilisation, gate-keeping system, demographic predictors, 

primary health care, Austria 

 

144 Roma Attitudes to health and interventions program in Roma 

settlements 
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Abstract 
Purpose: Identify the attitudes and Roma health needs, create one intervention program for promoting 

healthy lifestyle in Roma settlements and analysed the outcome data after intervention. 

Theory: Knowledge of culture, tradition and values of Roma is important to understand their 

relationship to health and to the health system, especially if we would like to promote a healthy 

lifestyle in their community. In 2002, we prepared one intervention program for the community to 
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promote a healthy lifestyle. We invited also the Roma to participate at the activities, but nobody from 

their settlements came. So, together with the Roma representatives we created an intervention program 

for their settlements 10 Years later.  

Methods: I made a prospective intervention case - control study and combined the quantitative and 

qualitative research methodology. First I did 25 interviews and tried to identify the needs of Roma on 

Health and Healthcare System. After creating the intervention program I invited 650 Roma to answer a 

survey questionnaire and then I determined an intervention group and a control group. One month 

after finishing the project, I collected a second questionnaire within both groups. My questionnaire 

was performed from validated EuroQol and EUROPREV questionnaires with added issue of 

knowledge about normal values of blood pressures, blood sugar, body temperature and cholesterol. 

Data were analysed with a computer ATLAS program for qualitative with help from two independent 

researchers and Computer program SPSS 20.0 for quantitative data. 

Findings: 21/25 interviewed Roma think that everybody is responsible for his own health, 21/25 did 

not have problems with discriminations at the health institutions and the Roma gave us some very 

good tips for Roma health improvement. After the intervention program we can find changes in 

knowledge of some medical issues in the Roma settlements.  

Discussion: Our intervention program was made with help of Roma representatives and findings from 

the qualitative part of research work. After finishing the intervention we compared the collected 

quantitative Data from the control group with the intervention group and find out statistical important 

changes in knowledge at the intervention group and good participation from Roma in activities in 

settlements. If the program was made at the settlements we reached more Roma with the information 

and activities, we established good trust with the people at the settlements and we tried to get to know 

their community. The information we found is very important for better cooperation of health staff 

with Roma by health improvement of the Roma. 

Keywords: Roma, attitudes to health, intervention program, knowledge 
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Abstract 
Purpose: The purpose of this research is to investigate the effects that privatisation of primary level in 

2005 had on the healthcare system and its stakeholders in Macedonia.  

Context: The transition of the country from command to market economy has also imposed reforms in 

the healthcare sector, bringing the concession model as an outcome of the intended improvement of 

the efficiency of service delivery on primary level. And while the primary healthcare has been 

reformed with success in regard to some financial indicators, undertaking it as isolated segment, has 

imposed other challenges to its structural and functional existence within the healthcare system.  
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Methods: Through desktop research and questionnaire survey, this research is looking into the effects 

of the transformation of primary healthcare on the functionality of the delivery of health services, 

especially focusing on the links between the primary on one side and the preventive and secondary 

levels on the other. 

Findings: The initial findings show that the links between the primary healthcare and the preventive 

and secondary levels of care have been disrupted, and that the regulatory and policy mechanisms are 

yet to be established in order to regain the continuum of care for the patients. 

Conclusion/Discussion: Primary care together with the preventive services provides the essential 

health care based on practical, scientifically sound and socially acceptable methods and technology 

made universally accessible to individuals and families in the community at a cost that the community 

and the country can afford. Due to its crucial role as main pillar of an effective healthcare system, the 

primary care should be placed at the focus of every healthcare reform, especially in the developing 

countries and the transition economies alike, towards providing sustainable healthcare systems that 

can provide patient-centred care for all.  

Keywords: privatisation, primary healthcare, system effects 
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Abstract 
Purpose and theory: Fragmented services and poor access to primary care physicians are important 

explanations behind an excessive use of hospital care by elderly patients with multiple chronic 

conditions. This study analyses the potential of using indicators reflecting utilisation of hospital care to 

incentivise primary care units to improve quality of care and coordination with community services for 

elderly patients.  

Methods: Both qualitative and quantitative data was collected from primary care services in Region 

Skåne, Sweden. Qualitative data was collected from a sample of eight primary care units using blinded 

interviews and compared with indicators of hospital utilisation. In a quantitative analysis, data from 

150 primary care units was analysed in regression models using utilisation of hospital care as the 

dependent outcome variable and a number of independent variables reflecting location and ownership 

of provider, socioeconomic status of registered individuals and process measures indicating good 

quality care towards elderly patients.  

Findings and discussion: Results indicate that outcome measures reflecting utilisation of hospital 

care are highly sensitive to the socioeconomic status of registered individuals and location of 

providers. With a high risk of type I (false positive) and type II (false negative) errors, outcome 
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measures such as utilisation of hospital care should be used with great caution to incentivise quality 

improvements among primary care units. 

Keywords: primary care, incentives, outcome measures, hospital utilisation 
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Abstract 
Purpose: To investigate clinicians’ experiences and perceptions of benzodiazepine prescribing.  

Theory: To develop a theory for improving benzodiazepine prescribing practice, exploring 

implications for an integrated health services approach. 

Methods: A multidisciplinary team conducted a systematic review and meta-synthesis of qualitative 

studies published in Western settings between January 1990 and August 2011 using ‘thematic 

synthesis’. Study quality was assessed using the Critical Appraisal Skills Programme (CASP) 

checklist.  

Findings: We included eight studies. Prescribing was complex and demanding within the constraints 

of daily practice, leading to variable prescribing by individual practitioners and between GPs. 

Decisions were influenced by the changing context of GPs’ work, their views of their own role and 

responsibilities, and their perceptions of benzodiazepines and alternative treatment options. Clinical 

practice was also influenced by GPs’ perception of patient expectations, the relationship with their 

patient, and whether they were initiating, continuing or withdrawing benzodiazepines.  

Discussion: Benzodiazepine prescribing could be improved in line with current guidance through 

improved communication with patients, ensuring GPs accept responsibility for deciding whether or 

not to continue prescribing for patients who were previously managed in secondary care, education 
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and training of primary and secondary care clinicians on other treatments and greater provision of 

alternatives to drugs. 

Keywords: sleep initiation and maintenance disorders, systematic review, 

benzodiazepines, primary health care, therapeutics 
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Abstract 
Purpose: The aim of this study is to test hypotheses on the moderating effect of a strong primary care 

system on the relationship between the current economic crisis and health outcomes.  

Theory: The economic crisis that hits European countries currently, is hypothesised to affect the 

health of European citizens. Especially those who are direct victims of the crisis by having lost their 

job and those having limited financial means are in a vulnerable position. It has been argued that 

strong primary care could attenuate the consequences of the current crisis. We will examine this 

supposed effect of primary care by testing the following hypotheses: 

- In countries that are more severely affected by the current economic crisis, self-rated health is worse 

and people are more limited in daily activities.  

- The stronger the primary care system of a country is, the less self-rated health and daily activities of 

its inhabitants are affected by the economic crisis.  

- The moderating effect of strong primary care is strongest for the dimension access to primary care. 

- The moderating effect of strong primary care is best visible for individuals who are themselves 

unemployed and those who have limited financial means. 

Methods: Data on the strength of primary care in 2009/10 were derived from the 31 country study 

PHAMEU. Information on the economic situation of the countries was derived from Eurostat statistics 

over the period 2002-2010. Data on self-rated health and limitations in daily activities and individual 

background characteristics were derived from five rounds of the European Social Survey, collected in 

2002, 2004, 2006, 2008 and 2010 among 31 European countries (the 27 EU member states and 

Croatia, Norway, Switzerland and Turkey). Data were analysed using a three-level multilevel model 

with strength of primary care measured at country level, the economic situation measured at year of 

survey and health outcomes and individual determinants measured at individual level (European 

Social Survey; n= 50,000 per survey). 

Findings: Data are available and are currently being analysed. Results will be presented at the 

conference. 
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Discussion: Results will be discussed in the light of current evidence on the benefits of strong primary 

care and the possible consequences for socio-economic and health policy in Europe. 

Keywords: economic crisis, primary care, access to care, self-rated health 
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Abstract 
Purpose: Since long, the Local Health Authority (LHA) of Pavia (Lombardy, Italy) developed a 

model for the management of care of its diabetic population, based on a strong integration between 

Specialists of the hospital diabetes centres, General Practitioners (GPs) and primary care nurses. 

Achieved results are reported. 

Context: To ensure an integrated management of diabetes, the LHA has been established a 

multidisciplinary working-group (Department of Primary Care; Specialists of hospital diabetes centres 

(12); GPs; Primary Care Nurses; Pharmaceutical Service of LHA), since 2000. 

State of the art: In the province of Pavia there are 27,000 diabetics (5% of the residents) that account 

for 11% of the total annual health expenditure of LHA. The average per capita health expenditure of 

diabetics is € 2,400/year. LHA collects indicators (context , process, outcome) for the monitoring of 

management of integrated care of the diabetics. The multidisciplinary working-group on diabetes has 

defined diagnostic and treatment pathways, ad hoc protocols, (e.g.: diabetic foot, release of driver's 

license to diabetics, insertion of diabetic pupils in the school, management of gestational diabetes), a 

manual for healthy lifestyles for diabetics, treatment plans for the prescription for insulin pumps and 

other monitoring materials (e.g. lancets), based on pre-defined quarterly requirements. LHA organises 

training courses, with the aid of specialists of the hospital diabetic centres, to spread knowledge of 

these care pathways, guidelines and tools among health care professionals. 
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Statements for debate: The outcomes of the European Diabetes leadership Forum (2012) have been 

collected in the Copenhagen Roadmap. Initiatives developed by LHA’s multidisciplinary working 

group on diabetes are strongly consistent with it. 

Keywords: diabetes, integration of primary and secondary care, ageing, healthy life-styles 
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Abstract 
Purpose: The study aims to explore how patients with mild to moderate depression perceive using 

MADRS-S, a self-administered depression scale, during the doctor consultation. 

Theory: Using MADRS-S to evaluate severity of depression may create a deeper cooperation and 

understanding between doctor and patient.  

Method: Patients with mild to moderate depression were recruited purposively from an on-going RCT 

where patients in the intervention group completed MADRS-S depression scale, together with their 

doctor, for regular evaluation and monitoring of symptoms, at 4 consultations during 3 months. 

Patients were invited to a focus group, in total 3. We used Systematic Text Condensation by Malterud 

for the analysis. 

Findings: The patients emphasised the importance of doctor - patient communication. Many 

participants experienced MADRS-S as a quick pass to diagnosis for the doctor. Some lacked detailed 

information how to fill in the MADRS-S but saw it as a complement to the consultation. The scale 

confirmed mental illness but the patients were unsure about the reliability. 

Discussion: Our findings acknowledge how important the communication with the doctor is for the 

patient. From patients’ point of view, MADRS-S helps to visualise the depression and how it 

proceeds. 

Keywords: MADRS-S, medical consultation, depression, qualitative  



 
45 

154 Health Inequalities in Albania in the view of the Delivery of General 

Practitioners 

Dr Enkelejda Shkurti, Faculty of Nursing, University of Tirana, Albania 

Diamant Shtiza, University Hospital Centre "Mother Theresa", Tirana, Albania 

Correspondence to: Enkelejda Shkurti, PhD, Faculty of Technical Medical Sciences, University of 

Medicine, Tirana, Albania; E-mail: ledi_shkurti@yahoo.com;  

Diamant Shtiza, PhD, Faculty of Medicine, University of Medicine, Tirana, Albania, E-mail: 

diamantshtiza@yahoo.com 

 

Abstract 
Background: The health staff has a vigorously changing nature and the regular certification of the 

delivery of health professionals is a constant policy concern. The objective of the present study was to 

observe available human medical resources in primary care and find out possible inequalities relating 

to the delivery of general practitioners in Albania between 2010 and 2012. 

Methods: With survey data, we examined the degree of inequality by calculating relative inequality 

indices. We plotted the Lorenz curves and calculated the Gini, Atkinson and Robin Hood indices and 

deciles ratios, both before and after adjusting for mortality and discussion rates. 

Results: The Gini index for the delivery of general practitioners in 2005 was 0.154. After adjusting for 

mortality it was 0.126, while after correcting for discussion rates it was 0.288. The Robin Hood index 

for 2000 was 11.2%, which belongs to 173 general practitioners who should be relocated in order to 

accomplish equality. The equivalent figure after adjusting for mortality was 9.2% (142 general 

practitioners), while after correcting for discussion rates the number was 20.6% (315). This evidence 

changed to 6.3% (100), 6.3% (115) and 19.8% (315) in 2004. 

Conclusion: There was a decreasing trend in the inequality of delivery of general practitioners in 

Albania between 2010 and 2012. The trend in inequality was obvious irrespective of the relative 

inequality indicator used. The level of inequality differed depending on the modification method used. 

Reallocation strategies for general practitioners in Albania could be the key in improving the 

inequalities in primary care health staff delivery.  

Keywords: general practitioners, Albania, health inequality 
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Abstract 
Purpose/Theory: One-stop carpal tunnel clinics integrate Primary and Secondary Care and reduce 

waiting times to surgery by incorporating surgical and neurophysiology consultations into a single 

clinic for patients with suspected Carpal Tunnel Syndrome (CTS). Patients are selected from Primary 

Care referrals by Consultant Orthopaedic Surgeons as those with a high likelihood of CTS. This study 

aims to investigate referral quality and whether this impacts on clinic efficiency.  

Methods: Retrospective screening of Primary Care referrals and correlation with neurophysiology 

reports. Referrals that included detailed sensory symptoms and mentioned specific exclusion criteria 

were considered adequate. Exclusion criteria chosen were age>75, ulnar sensory symptoms, Diabetes 

Mellitus, previous wrist fracture, Rheumatoid Arthritis, and hand muscle wasting. 

Findings: 58 referrals identified over a 7-month period. 18/58 (31%) had sufficiently detailed 

referrals. 28 patients in total were listed for surgery giving a conversion rate of 48% for our clinic. 

Discussion: Our conversion rate is lower than expected and could be increased by improving referral 

quality, ensuring only patients with a high likelihood of CTS attend. In order to further integrate 

Primary and Secondary care provision in this context it is vital to improve awareness of referral 

criteria for our clinic amongst Primary Care Physicians. 

Keywords: Carpal Tunnel Syndrome, referral quality 
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Abstract 
Aim: The purpose of this study was to describe characteristics of patients referred to physiotherapy 

because of Musculoskeletal Disorders in primary care clinics in Denmark. 

Methods: All patients referred to physiotherapy by general practitioner because of musculoskeletal 

disorders in the period January 2012 to May 2012 were invited to participate in the study. A total of 

201 physical therapist in 30 clinics collected clinical and questionnaire. Patients completed a web 

based questionnaire prior to first consultation. The questionnaire included validated scales from The 

Standard Evaluation Questionnaire, the Örebro Musculoskeletal Pain Screening Questionnaire, EQ-

5D-5 and the Mental Health Scale Five. The first consultation compromises a standardised clinical 

examination. Clinical data was collected using standardised assessment form and symptoms and 

diagnosis related to the musculoskeletal system was registered according to the Danish version of the 

International Classification of Primary Care 2nd Edition (ICPC-2 DK). All collection of data was 

administrated by an already existing clinical database (FysDB).  

Results: A total of 4885 patients were invited to participate in the study Of these 3281 (67 %) 

accepted and complete questionnaire and clinical data was obtained in 2773 (57 %) of the patients. 66 

% were women and 34 % men, average age was 48 years (SD 15), 53 % was employed and only 9 % 

reported being sick listed .The most frequently recorded ICPC diagnosis was L01 neck (21%) and L03 

lumbar spine(26%).In 48% the pain duration exceeded three month and 45 % had troublesome pain in 

2 regions or more. 40 % took pain medicine on a daily basis and 46 % reported sleep disturbances 

because of their musculoskeletal symptoms. The Average pain level was (0-10) was 6.6 (SD 2.2), the 

mean score for functional limitations due to pain (0-100) and fear avoidance (0-30) was 32.7. (SD 

20.7), and 15.9 (SD 8.3), respectively. Medium or Low ability in coping with the pain was reported by 

60% , poor mental health by 27% and low health related life quality by 25% .  

Conclusion: This is the largest study of patients in primary physiotherapy practice in Denmark. 

Almost half of symptom complaints were related to low back and neck. A large proportion of the 

patients had long-term pain, pain in several regions at the same time, sleep problems, fear avoidance 

behaviour and perceived inability to handle the pain. Furthermore, patients’ psychological well-being 

and quality of life are affected. These parameters must be considered to be important indicators of the 

development of more targeted interventions and future quality development of physiotherapy 

assessment and treatment in primary practice. The vast majorities of patients were in activity and work 

despite pain and experienced only mild to moderate disabilities in everyday life. Physiotherapists in 

primary practice, through advice / guidance and appropriate treatment strategies, therefore, have an 

important role in relation to support patients to remain active and at work in order to prevent 

permanent disability and conicity. 

Keywords: patient profile, primary care, physiotherapy, diagnostic coding. 
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Abstract 
Purpose and Theory: The concepts of quality and patient satisfaction are important in the evaluation 

of healthcare services. In 2011, the Ministry of Health grouped “Family Health Units” (FHU) -

according to infrastructure- as A, B, C, D and “without ranking”. The primary objective of this study 

was determining patient satisfaction in primary healthcare services by FHU group. 

Methods: In this study cross-sectional and descriptive study data were collected with two tools: a 

form featuring 6 questions about socio-demographic issues and the EUROPEP (patient satisfaction) 

questionnaire, which consists of 23 questions scored by a 5-point Likert scale. The FHUs were 

selected randomly based from a list of all FHUs by grouping. There was no a priori-sample size 

calculation. All consenting men and women between the ages of 18-65 applying to the selected FHUs 

between 19.02.2013 and 26.02.2013 were enrolled in a fort following fashion (systematic sampling).  

Findings: The number of enrolled patients by FHU group was as follows: group A n=80 (19.7%), 

group B n=70 (17.2%), group c n=117 (28.8%), group D n=66 (16.3%), and 73 (18%) patients from 

the FHU “without ranking”; total n=406. There was no correlation between age, gender, marital status, 

education level, income level and EUROPEP scores (p=0.26, p=0.380, p=0.058, p=0.109, p=0.625, 

respectively). Participants receiving clinical care scored significantly higher on the EUROPEP 

(clinical care group 4.1±0.7 vs. 3.9±0.9 other reason for encounter, p=0.048). The satisfaction scores 

of Group A, B, C and D FHU patients (4.2±0.7, 4.1±0.8, 4.0±0.8, 4.2±0.6, respectively) were all 

significantly higher as compared to the score of patients attending the FHU “without ranking” 

(3.6±0.8, p=0.001). 

Discussion: In the studied sample, average patient satisfaction was high, and seemed related to 

infrastructure of the FHU (higher satisfaction in better equipped FHUs). Patients receiving clinical 

care seemed to be more satisfied as compared to people attending the FHU for administrative purposes 

like prescription refills, referrals or health reports. 

Keywords: Primary health care services, Family Medicine, health care infrastructure, 

patient satisfaction 
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Abstract 
Purpose: The aim of this work was to describe the comparative levels of technical efficiency in terms 

of quality and time of managing diabetes at patient level in Primary Care (PC) systems in Europe.  

Methods: We used Data Envelopment Analysis (DEA). The Decision Making Units (DMU) to be 

compared were the PC systems in the seven countries of the EU primecare project. The input for the 

analysis was the average time spent by general practitioners (GPs) with a diabetic patient in a year in 

each country. We used three outputs: 1) a composite indicator based on the proportion of prevention 

activities performed in the last year, 2) proportion of patients under treatment whose therapy was 

prescribed by the GP, 3) a composite indicator of patient satisfaction; constructed with 11 PC-related 

items. We adopted an output oriented program with constant returns to scale and a multi-stage 

analysis.  

Findings: The efficiency scores were 1.00, 0.60, 0.59, 0.47, 0.40, 0.38, and 0.37, for Spain, Germany, 

Finland, Italy, Hungary, Lithuania, and Estonia; respectively.  

Discussion: The quality of care of diabetic patients resulting from the time spent with the patient by 

the GP is maximised for the Spanish PC system. For the rest of the countries, higher intensity of 

outputs could be obtained considering the time spent with these patients. Quality outcomes related to 

procedures were selected rather than health outcomes since the latter might be prone to confounding 

effects coming from inherent attributes of the country. For some of the countries the inefficiency 

comes from the large number of administrative activities carried out by the GPs, which are not 

translated into direct benefit to the patient. In other countries, the PC inefficiency derives from a 

referral to the specialist who ultimately manages the case. 

Keywords: efficiency, diabetes, Europe, data envelopment analysis, primary care, 

quality 
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Abstract  
Purpose: To investigate how differences in avoidable diabetes hospitalisation between European 

countries can be explained by primary care system characteristics.  

Theory: Diabetes is a so-called ambulatory care sensitive condition (ACSC), for which acute 

hospitalisation can be avoided in most cases by effective control and regular check-ups. Treatment of 

diabetes patients may depend highly on the availability, access, organisation and actual performance of 

primary care. Primary care systems vary across countries by financing, structure and organisation. We 

investigate how these system characteristics correlate with diabetes hospitalisation in different 

countries.  

Methods: Characteristics of primary care systems were collected within the QUALICOPC-study, 

these data contain surveys among general practitioners (GPs) and their patients in 35 countries. Data 

on avoidable hospitalisation origin from OECD health care quality indicators. Multilevel analysis will 

be done to analyse the relations between primary care factors on avoidable hospitalisation for diabetes.  

Findings: Rates of avoidable hospitalisation differ considerably between countries. Accessibility, the 

range of task profile of GPs and the position of primary care within the health care system can be 

distinguished as important primary care characteristics. Differences between countries can partly be 

explained by these characteristics.  

Discussion: Besides primary care characteristics, other factors contribute to diabetes hospitalisation. 

Patient characteristics such as age, gender and health status but also economic indicators like poverty 

and insurance coverage should be taken into account. 

Keywords: primary care, avoidable hospitalisation, diabetes  
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Abstract 
Aims and objectives: The main goal consists into translation of the scientific new advances 

concerning the chronic kidney disease (CKD), from the laboratories and clinics, including the primary 

and secondary health care settings, to applicable public health measures. It’s signifies to integrate 

family medicine services and other specialties of polyclinics into an efficient regional public health 

system, in the framework of health care reform. Specific aims: Assessing and assisting the health 

needs of the community, to identify the risk factors (RF), the correlative risks concerning kidney 

disease (KD).  

Introduction: KD is increasingly recognised as a global public health problem, representing a thriving 

modern trend of contemporary societies, whatever medical care systems exist. Growing evidence 

suggests that the distribution of income–in addition to the absolute standard of living enjoyed by the 

individual is a key determinant of the population health. 

Methods: An epidemiological double-blinded longitudinally retrospective study for over 10 years, 

starting from primary care practice and research outlines, public policies deeply insights and 

developmental observations 

Results: Scientific analyses have shown how the linkage of concepts, at multiple levels on health 

policy integrating primary health care system, motivates a potentially effective costs and high-impact 

program to addressing difficult social problems of an aging society, onto design features of an 

appropriate model to health promotion.  

Conclusion: Understanding the relation between CKD and other chronic syndromes is important to 

developing a public health policy model to improve the outcomes.  

Keywords: Primary Health Care System (PHCS), public health model, improving 

outcomes, chronic kidney disease (CKD) surveillance system, cost-effectiveness, health 

economics 
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Abstract 
Purpose: To study use of antidepressants, quality of life and progress of depression among patients in 

primary care, with mild to moderate depression, during internet-based CBT compared to treatment as 

usual (TAU). 

Theory: Around 70% of all patients with mild-moderate depression are treated in primary care. Eight 

per cent of women and 5% of men in the Swedish population use antidepressants.  

Methods: In an RCT, patients with mild-moderate depression treated with internet-based CBT were 

compared to TAU. In both groups, some individuals received antidepressant during 3 months. 

Baseline and 3 month BDI-II, Euro Qol 5D, and use of antidepressants was followed.  

Findings: In the internet-CBT- group, 3 out 24 individuals used antidepressant, and 8 out of 33 in the 

control group (p= 0.36). After three months antidepressants was reduced to 1 out of 24 in the internet 

CBT group and increased to 15 out of 33 (p= 0.008) in control group. There were no differences 

concerning increase in quality of life and decrease of depression.  

Discussion: Use of antidepressants decreased in the CBT-group and increased in the control group. 

This indicates that internet CBT gives the patient an instrument to handle the depression and does not 

need the support of antidepressant. 

Keywords: antidepressant, CBT, depression, internet-therapy 
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Abstract 
Purpose: This qualitative study compared communication between GP-led and nurse-led telephone 

triage in primary care for patients who had a requested a same-day face-to-face appointment with a 

GP.  

Theory: Understanding how clinicians interact with patients during telephone triage is central to 

managing the demand for primary and secondary care. We currently know very little about how 

telephone triage may be affecting the delivery of primary health care.  
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Methods: We applied conversation analytic methods to systematically compare clinician and patient 

behaviours in 51 consented audio recordings (22 Nurse, 29 GP) of telephone triage consultations and 

10 linked video-recordings of nurses’ use of computer decision support software (CDSS) used during 

triage.  

Findings: Nurses asked patients an average of 15 questions about their problem vs. 5 by GPs, yet call 

length was similar across both arms (04:39 Nurse; 04:37 GP). The design of clinician questions, and 

the range of actions implemented through them, differed markedly between the two groups. 

Discussion: GPs and nurses emphasised different aspects of the clinical assessment process. These 

different approaches to triage have potential implications for the type of information collected and 

recorded; patient experience of telephone triage; health outcomes; costs of care; and primary and 

secondary care workload. 

Keywords: communication, telephone triage, computer-decision support software, 

patient experience, information 
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Abstract 
Purpose: Strategies to improve care coordination between primary and hospital care do not always 

have the desired result partly due to incomplete understanding of key concepts of care coordination. 

The aim of this study is to explore key concepts of care coordination and the relationships between 

them. 

Methods: We performed an in-depth analysis of existing theoretical frameworks, interviewed twenty-

two patients and organised six focus groups with healthcare professionals.  

Findings: Fourteen key concepts were identified in existing theoretical frameworks. Two new 

concepts revealed in patient perceived care coordination. Preliminary results confirm the 16 previously 

identified key concepts in healthcare professionals perceived care coordination.  

Core key concept of care coordination include defining and knowing each other “roles”, the “quality 
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of relationships” promoting mutual respect and collaboration, “information exchange” between 

healthcare professionals and defining and sharing common “goals”. These core key concepts are 

influenced by “external factors”, “task characteristics”, “cultural factors”, “knowledge and 

technology”, “need for coordination”, “administrative operational processes” and “patient 

characteristics” leading to a certain outcome.  

Discussion: It is important to improve “roles”, “quality of relationships” between healthcare 

professionals and with the patient, “information exchange” and “goals” to ensure care coordination 

between primary and hospital care certainly when unexpected events occur. 

Keywords: coordination, primary health care, hospitals, theoretical models, 
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Abstract 
Purpose: The aim was to study the correspondence between MADRS-S and BDI-II self-assessment 

tools regarding outcome, among patients with depression within primary care. 

Theory: Symptoms of depression are common in primary care. A variety of self-assessment 

instruments are used in primary care in the diagnostic process and when monitoring treatment and 

depression outcome.  
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Methods: We collected data from two on-going RCTs in the VG region in Sweden between the years 

2010-2012. Primary care patients >18years with depression, assessed their symptoms with Beck 

Depression Inventory (BDI-II) (doctor´s and psychologist’s consultations) and Montgomery–Asberg 

Depression Rating Scale (MADRS-S) (doctor’s and nurse’s consultations), at inclusion. Comparisons 

between the two instruments were determined by the intra class correlation and Cronbach’s alpha 

mean.  

Findings: The two self-assessments scales had high correlation, especially concerning values between 

>12 <33 There were possible differences concerning correspondence regarding gender, age and 

socioeconomic factors. 

Discussion: MADRS-S and BDI-II seem to correspond to a high degree also in the primary care 

context and when administered by nurses as well as physicians and psychologists. There is a lack of 

studies concerning agreement of rating scales in primary care. It is important to study if different types 

of instruments have acceptable correspondence. 
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Abstract 
Purpose: To assess the prevalence, presentation and handling of psychosocial problems in primary 

care in Flanders. 

Theory: Data on prevalence and handling psychosocial problems are widespread and sparse. Thereby, 

there is a shortcoming of a global picture of the question-at-hand and a need for a frame that can 

comprehend the data available in health care and welfare practice, databases and scientific research. 

The question is: what happens in primary care to intercept the psycho social problems that are 

presented? 

Methods: A mixed method was used. 1. Using a ‘fishbone diagram’ we obtained a basic structure to 

visualise the main (problem) areas and challenges.2. A literature study and 3.long interviews with 

health care and welfare professionals in primary care, were performed. 4. Finally two interdisciplinary 

focus groups were organised. 

Findings: In Flanders, there is no tradition of multidisciplinary research in primary care causing a lack 

of integrated data. Existing data only exist within disciplines without transdisciplinarity. The data are 
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difficult to interpret due to different labelling and registration processes between disciplines and 

settings.  

Discussion: We strongly advise the stimulation and organisation of integrated (multidisciplinary) 

research regarding psychosocial problems in primary care. 

Keywords: primary care, interdisciplinary work, epidemiology, psychosocial problems 
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Abstract 
Purpose: The purpose is to get insight in the demand for and prevalence of care of defined 

populations.  

Theory: To reach the Triple Aim of simultaneously improving population health, improving the 

patient experience of care, and reducing per capita cost, a population denominator is required. Also, 

the demand for care in the future will to a large extent be determined by the increase of chronic 

diseases and ageing.  

Methods: In the ‘Wijk- en Praktijkscan’ (Neighbourhood and Practice scan) demographic data and 

data about the demand for care has been combined with patient data at the lowest possible 

geographical level. The Wijk- en Praktijkscan has been implemented in various Health Centres and 

Care Groups in the Netherlands.  

Findings: The scan provides among others insight in differences between the expected and actual 

demand for care and the prevalence and geographical distribution of patients with one or more 

(chronic) diseases.  

Discussion: Insight in the demand for care of a specific population is a key element to organise the 

supply of care in neighbourhoods in a more integrated way. It is also necessary to get insight in the 

potential possibilities for substitution of care that will probably reduce costs and lead to better health.  

Keywords: population, management, demand for care, integration, substitution 
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Abstract 
Purpose: To identify successful implementation strategies for regional integrated health care models 

in Germany.  

Context: In Germany, an imminent GP workforce shortage, especially in rural areas, threatens the 

sustainable provision of primary care services. Initiatives to reorganise care have been launched on the 

regional level, as well as local support programmes to attract young GPs. A recent health care reform 

stipulated the right for federal states to participate in regional planning of ambulatory health care. As 

part of the research project “Innovative Health Care Models”, we identified strategies and success 

factors of regional initiatives, with a particular focus on integrated care. 

State of the art: Successful models were initiated by local GP networks, regional district 

administrators, district councils, or local mayors. Success factors included good working relationships 

of local health care actors and sufficient start-up financing. Transfer of strategies to other regions 

seemed possible. 

Statements for debate: 

1. Are strategies initiated by regional health authorities are better able to support integration than 

models initiated by GPs and GP networks (top-down vs. bottom-up)?  

2. How can good cooperation and personal contacts between all participants be facilitated?  

3. Which incentives (financial and otherwise) are needed to support local initiatives to integrate care? 

 

Keywords: primary care, health care models, integrated care, health services research 
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Abstract 
Purpose: To alert you to the decreasing home visit activities for the target group of older people.  
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Context: In the past decades, home visits have rapidly declined in Germany and in other European 

countries. To conduct visits is a core task for general practitioners (GPs). The downturn mainly affects 

older patients living at home or in residential care.  

State of the art: According to our analysis of electronic patient records in German general practices, a 

doctor undertakes 25 visits per week. ¾ of all visited patients are 65 years and older. Visited patients 

are less mobile and more likely to have multiple diseases. Statistics reveal that GPs progressively 

provide fewer visits. They view home visits as interfering with their busy practice work and as badly 

paid. Whereas in other countries practice nurses increasingly perform home visits to relieve doctors 

from this task, the delegation of visits is not generally permitted in Germany - only in underprovided 

areas.  

Statements for debate: It is not known, how many visits older people unable to attend the practice 

require. An under provision is difficult to define. Health professionals other than physicians will take 

on the challenging task of looking after frail patients with multi-morbidity. We need standards of 

health care for older people who rely on home visits. I like to discuss good solutions that may be 

practiced in other health care systems.  

Keywords: home visits, general practice, old age, healthcare delivery 
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Abstract 
Purpose: To provide insight into an integrated model of mental health and wellbeing based within 

primary care. 

Context: Sandwell is a national exemplar site for integrated care and has been written up as an 

example of best practice by the NHS confederation and as a case study by Kings Fund in the UK.  

State of the art: This presentation will share:  

1 The demographic context and drivers for change – the specific health inequalities that prompted the 

development of a primary care-led approach to wellbeing and its priorities. 

2 The collaborative primary care model that Sandwell’s health service commissioners adopted to 

address the challenges based on an asset approach. 

3 The service infrastructure that has been developed to make the model a reality and work across a 

whole population while meeting individual needs. 

4 The clinical and financial outcomes from the implementation of the model.  

Statements for debate: 

 Providing services upstream reduce lengths of stay 
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 Co-ordinated care reduces hospital episodes 

 An integrated model makes an important difference from a health and social economic 

perspective,  

 Benefits realisation include clinical outcomes and economic benefits.  

 The outcomes from the model demonstrate the benefits of adopting a bio psycho social 

approach  

 Using an assets approach and innovations developed with the local community makes a real 

difference to the local population and the economics of the area. 

Keywords: Integration, primary care, mental health, wellbeing 
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Abstract 
Purpose: This presentation provides insight into successful interventions for frequent attenders within 

an integrated model, building on current evidence.  

Context: This presentation shares the outcomes from the literature. Subsequently, it builds on initial 

national policy and guidelines, which identified a large number of UK Department of Health policies, 

supported by evidence driven approaches in the form of NICE Guidelines.  

State of the art: This presentation presents examples from European literature regards frequent 

attenders and examines some of the myths and facts surrounding this group. It shares the evidence 

base around successful low level interventions and compares the outcomes from the literature with the 

outcomes of using a UK collaborative approach within a bio psycho social model and sees if the 

rhetoric meets the reality. 

Statements for debate: 

 Offering low level psycho social interventions make a difference with frequent attenders 

 Medically unexplained symptoms are actually medically unexplored stories 

 The success to stopping frequent attendances is to target persistent attenders 

 The literature shows that people who are frequent attendees tend to have complex needs and 

multiple problems 

 In the UK 3-5% of all Emergency Department presentations have a mental health diagnosis as 

primary cause and 30% as a secondary cause (Bolton et al, 2006) 

Keywords: frequent attenders, cumulative, heart sink, psychosocial interventions 
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services by building integrated mental health and wellbeing services in the 

community - How we are achieving it 
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Abstract 
Purpose: To ensure that patients with mental health problems receive appropriate treatment as early as 

possible by developing services in primary care .  

Theory: Our Primary Care mental health and wellbeing service are reckoned by the NHS 

Confederation to be the most progressive in England and we are an integrated care demonstrator site 

for the King's Fund. By building services in and around GPs and their communities we are able to pick 

up patients and support them at a much earlier point in their illness, reducing suffering.  

Methods: Using psychiatric (CORE) and Wellbeing (WEMWBS) scores we are able to track our 

patients through services ensuring that clients are receiving treatment that is effective for them. 

Findings: Combining prevention, wellbeing services and talking therapies with a service in primary 

care for those with complex needs has led to demonstrable outcomes including significant reductions 

in usage of psychiatric beds (23%) and length of stay (46%) and referrals to secondary care generally. 

Discussion: Primary Care is not psychiatry and outcomes for patients with mental illness are often 

poor, but we will demonstrate how earlier intervention has made a crucial difference, significantly 

reducing the level of depression in one of England's poorest boroughs, Sandwell.  

Keywords: prevention, wellbeing, depression, complex needs 
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Abstract 
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Purpose: Many organisations have been established to facilitate linkages between local health service 

providers. These organisations operate at a level between governments that develop policies 

underpinning the health system and agencies that provide services directly to patients. Different 

models have been developed to facilitate integration across primary care organisations. This review 

aimed to identify challenges to integration, and mechanisms that can be applied to successful models 

of integrated primary care.  

Methods: A literature review was undertaken using a range of electronic databases and websites.  

Findings: Within Australian and international models of organisational integration, challenges were 

identified around: communication, organisational culture, system and structural arrangements, 

information technology and resources, and funding arrangements. The research also identified 

mechanisms that influence integration, including: governance, regulation, sustainability, partnerships, 

engagement and communication, data and evidence, eHealth, infrastructure and financing. These 

mechanisms and the way they can be applied in future models and organisations will be discussed.  

Discussion: The siloed structures of the past can present difficult barriers to establishing and 

maintaining effective inter-organisational relationships. However, with good planning, strong 

leadership, adequate resources and realistic shared objectives, organisational integration can contribute 

to improved integration of health services and continuity of care for consumers. 

Keywords: integrated care, primary health care, organisations, models, mechanisms 
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Abstract 

Purpose: Consumers of health services require local services that meet their needs, are connected and 

easy to navigate. Better integration and coordination of primary health care is a challenge worldwide. 

This review aimed to identify Australian initiatives to improve integrated care for consumers.  

Methods: A literature review was undertaken using a range of electronic databases, websites and grey 

literature.  

Findings: A variety of initiatives have been implemented in primary health care settings to facilitate 

integration. While many have not been evaluated, some promising multi-faceted initiatives were 

identified, particularly for vulnerable populations (e.g., older adults, Indigenous Australians). Effective 

communication and support between consumers and service providers, appropriate structural 

arrangements, and tailoring service delivery to local needs were some of the mechanisms that 
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improved the consumer experience of integrated care. An Australian case study will be used to 

illustrate findings.  

Discussion: Although several common elements were used in successful initiatives, one size does not 

fit all and the context and specific needs of individuals and communities requires consideration.  

Keywords: Australia, integrated care, primary health care, cultural sensitivity 
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Abstract 
Introduction: Hypertension is the most preventable death reason within risky factors in the world. We 

can avoid hypertension in a way of gaining necessary information level in as much as early years of 

life and adapting our life styles according to these knowledge we have. 

Objective: It is purposed to access preclinical medical students' hypertension knowledge level and to 

investigate the effect of two types of education methods over their information level.  

Method: Our study is conducted as randomized controlled trial. Investigation universe is Acibadem 

University preclinical medical students (N=230) while, research sample size was (N=132) determined 

according to stratified sampling method in which participants were chosen randomly from class name 

lists proportional to class student quantities. Participants were separated randomly into 2 groups for 

control and intervention with the rate of 1:1. Participants filled questionnaires and solved the 

knowledge test before education, just after the knowledge test leaflets, which include information 

related to hypertension, were given to control group participants and they were asked for reading them 

within a 10 minute period. Information written in leaflets was explained intervention group 

participants personally by the chosen researcher. After education, the same knowledge level test was 

applied again to the participants. It was also analysed whether there is a significant statistical 

difference between pre and post test scores.  

Findings: Research includes 121 participants, which are separated into two different group(i.e. 61 

person to intervention 60 person to control group). The first knowledge score average was 6.91 and 

there is a significant difference in 2nd  and 3rd year participants' scores in comparison to others. There 

is no significant difference observed in the first knowledge scores considering the control, intervention 

and gender variables. Last knowledge score average is calculated 10.54 points, 9.43 for control group 



 
63 

while intervention group scored 11.62 in average. % 49.68 knowledge score increase is observed in 

control group whereas % 101.78 score increase was calculated in intervention group and a significant 

difference was noticed among them. Knowledge score increase percentage is contingent upon the first 

knowledge score and class, though intervention group percentage increase depend on only first score. 

The most distinctive factor which effects the knowledge increase percentage within whole sample is 

personal education performed on intervention group.  

Conclusion and Suggestions: Face-to-face education about hypertension has significant effects on 

learning and processing the material. Similar education programs will help students to increase their 

hypertension knowledge level. 

Keywords: health education, hypertension, intervention 
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Abstract 
Purpose: To develop a critical awareness, increase knowledge and skills of mental health and mental 

health issues among primary care staff, and to identify networks that support primary care staff to 

empower individuals, families and communities to understand and respond to mental health issues 

Context: The module content seeks to address educational needs associated with preparing primary 

care staff to address the health and welfare of people with mental health care needs in primary 

healthcare settings. This new module will assist primary care teams in the implementation of 

recommendations outlined in Chapter 7 of ‘A vision for Change’ (2006), and action area of ‘Reach 

Out- The national strategy for Suicide Prevention’ (2005). 

State of the art: The need and demand for this provision became apparent in the context of recent 

policy changes to mental health care in Ireland. In 2001 the Irish Government launched a Primary Care 

A New Direction (DOH& C 2001) which promoted an interdisciplinary approach to the provision care 

in primary healthcare.  

Statements for debate: We need to educate all primary care staff to support and work with patients 

who have mental health issues. 

Keywords: Team, Mental Health, Primary Care. 
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Abstract 
Purpose: The contribution presents the Slovenian mental health care system for people with 

depression and an example of a personal methodological approach to studying the processes of 

integrating care strategies into primary and secondary healthcare and integrated care according to the 

needs of people with depression. 

Theory: The starting point is the concept of increasing the operators’ role within the support network 

for people with depression, who generally do not enter the care system (early enough) or withdraw 

early. 

Methods: Based on participatory observation methods as mental health advocate, with a view to 

promoting continuous and comprehensive health care, and by studying relevant literature, the 

methodological framework of a case study in 56 municipalities in two Slovenian health regions was 

developed. Additionally, a quantitative study was conducted among 307 nursing care students 

assessing their knowledge of defined integrated care variables (intersectoral cooperation, continuous 

care, awareness, responsiveness, and education). 

Findings: Despite the legal basis and known integration principles, problems arise while caring for 

people with depression due to the need for a paradigmatic shift in the operators’ activities that lacks 

substantive and methodological support in the education system. 

Discussion: Based on the developed methodological plan, the thesis defines the effects of NGOs’ 

activities within the depression support network, identifies the achievements and impediments in the 

cooperation between participants (providers and consumers), and highlights new possibilities for 

developing integrated care aimed at empowering people with depression. 

Keywords: care strategy integration, community and hospital care, mental health, 

NGOs, education system, nurses. 
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Abstract 
Purpose: The paper aims to assess the incentives of common payment mechanisms for improving care 

coordination, using French experience.  

Context: Chronic diseases account for most of the disease burden in Europe. Ensuring appropriate and 

efficient care for people with chronic conditions has become an issue of increasing importance in 

many countries. In order to achieve better care coordination, integration and quality of health care, 

new payment mechanisms are required covering the full range of health professionals involved. This is 

challenging as most health systems are organised as clusters of services and providers. 

State of the art: In France health care provision relies heavily on self-employed health professionals 

paid on a fee-for-service basis. In hospitals, activity-based payment has been introduced recently with 

the objectives of improving quality and efficiency of care. But, the division between primary and 

secondary care gives little incentives to providers for coordinating care across settings. We present 

recent payment reforms for secondary and primary care in France and provide evidence for their 

effects on quality and costs. We also analyse the incentives of these payment mechanisms for care 

coordination. The situation of France is then put into the context of payment reforms in other countries 

in order to draw general lessons about payment systems and options for improving current models.  

Statements for debate:  

A major source of fragmented care provision is fragmented funding of providers.  

The traditional fee-for-service (FFS) payment system, which rewards service volume rather than 

improvements in outcomes and care quality is a barrier to improve coordination between care 

providers.  

Activity based payment in hospitals, in its basic form, does not encourage cooperation between 

hospitals and/or between different providers. But suitably adjusted, it can lead to greater integration of 

care. 

In order to improve care coordination and quality without escalating healthcare costs, global payment 

models (per patient over a period) have clear advantages. 

Keywords: provider payment, integration, secondary and primary care, France 
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Abstract 
Purpose: To discuss opinions and experiences of the participants about integrating home care in a 

country, in which home-care has been introduced recently.  

Context: Turkish Ministry of Health (MoH) introduced a new health care system in 2003 and between 

2003-2012 primary and secondary cares were reorganised. Besides, hospital-based home health 

services have been started without planning the basics. In the previous system, “home call” was a duty 

of the primary care. In 1996, private organisations started to deliver organised home care services, 

paid by the patients. There was no legal regulation at the time, covering home care services. Since the 

need was extremely high, private sector was soon followed by local administrations and state 

hospitals. In 2005, and 2010, two different by-laws for home care services, were announced by MoH. 

After 2010, MoH rapidly organised hospital-based Home Care across the Country, covering only the 

home health services. Social services are covered by a different governmental organisation. However, 

this was only a “window dressing” activity without any background organisation. On the other hand, 

primary level health services of home-bound patients was defined as a duty of primary care team. 

State of the art: Evidence suggests that Integrated Home Care; “integrated pathway between hospital 

services, primary care and social services”, is quite effective in terms of preventing death or further 

dependence. However, in Turkey although there are many organisations, there is a need of integration 

and coordination of care; a methodical approach to deliver coordination services, to develop quality 

standards of home care, and to measure the outcomes. 

Statements for debate:  

How could we use the existing experience of integrated home care in Europe? 

Which tools could be used to integrate home care services within different levels of care? 

What is the role of reimbursement system in integration of home care? 

Keywords: home care, integration of the care, primary care, social welfare 
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Abstract 
Purpose: The aim of the research is to identify the learning styles of the students, improve education 

system and help the students to find their positions in this system. 

Theory: Every student has his/her own style of getting and processing information. If the learning 

style of the student is not compatible with the teaching method of the instructor, students tend to feel 

themselves failing, start not to attend to classes, and tent to get lower grades from their mid-terms and 

finals, which causes their motivations to decrease drastically. 

Methods: This research is a descriptive one, based on the learning methods model that had been 

designed by Felder and Silverman in 1988. Bu using the questionnaire of 44 questions that had been 
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designed by Felder and Silverman, which is called "Index of Learning Styles", this model classifies the 

students under four different categories: 

-Visual/Oral 

-Feeling/intuition 

-By doing/ By thinking 

-In order/ Global  

Findings: To conclude, the research revealed that students are classified in a dissolving pattern in 

every aspect of learning. But, the chart in discovery part shows that certain aspects reveal polarization.  

Discussion: This research is a step to student focused, education adaptation process that has been 

popular in last twenty years. However, medicine and health sciences are just in the beginning of this 

process. To improve the quality of education, this process should closely be followed. 

Keywords: learning styles, medical students, ILS, index of learning styles 
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Abstract 
Purpose: This work aims to describe the experience carried out for the diabetic foot pathway in 

Tuscany in order to identify the determinants of the best performance and to share among providers 

how to organise patient pathway to achieve better outcomes.  

Theory: Despite overall regional good performance, also at national level, results related to diabetic 

foot show great variability among Tuscan Local Health Authorities (LHAs): LHAs diabetes-related 

major amputations rates per 1 million residents in 2012 range from 11,44 to 97. Yet, data across years 

show persistent good performance in some context, in particular for “Arezzo” LHA. 

Methods: We analysed different settings for diabetic foot care in Tuscany through questionnaires and 

interviews to professionals in charge of diabetic foot LHAs outpatient clinics in order to understand 

how they organise the care-pathway.  
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Findings: We found out that the best performers showed higher level of integration in the different 

phases of the patient’s flow. The health professionals proposed how to re-organise pathway in order to 

enhance integration, improve performance and reduce variability among LHAs. 

Discussion: Mapping different organisation in patient’s pathway and involving practitioners to discuss 

data and organisational variability represent a methodology to understand how to enhance integration 

among providers in order to meet patients’ need. 

Keywords: best practice, diabetic foot, integration, diabetes, benchmarking, variability 
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Abstract 

Purpose: Hypertension is one of the most important risk factors for acute cardiovascular events such 

as myocardial infarction and stroke. It is unknown which aspects are most important in determining 

which hypertensive patients have more risk to get an acute myocardial infarction or stroke and get 

hospitalised for this event. The objective of this study was to establish which factors play a role in 

determining the risk of an acute cardiovascular event in hypertensive patients. We specifically 

assessed the difference in use of general practitioner (GP) care, medication and clinical and 

demographic parameters by comparing two groups of hypertensive patients: those who were 

hospitalised with an acute cardiovascular event and those who did not experience any acute 

cardiovascular event.  

Methods: We linked Dutch Register of General Practitioners (DRGP) and Hospital Discharge 

Register using personal identification number. From DRGP we identified patients that were diagnosed 

with hypertension (ICPC code K85, K86 and K87) in 2009 or before. Further we identified which of 

those patients were hospitalised for myocardial infarction (ICD-9-CM 410) or stroke (ICD-9-CM 430-

436) in 2010. Using multilevel logistic regression we identified the risk factors for these hypertensive 

patients to be hospitalised with an acute myocardial infarction (AMI) or stroke. 

Findings: In total 34328 hypertensive patients were identified in DRGP. Of those patients 448 were 

hospitalised with AMI or stroke in 2010. The risk of hospitalisation for AMI or stroke significantly 
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increased with age and with increasing number of cardiovascular diseases (other than hypertension). 

The risk of hospitalisation for women was lower than that for men. Patients hospitalised for an acute 

cardiovascular event had more GP contacts of all types (mean = 9,7 contacts for patients hospitalised 

with an acute event versus 7.9 contacts for patients without acute events). Patients hospitalised with an 

acute event had also significantly more drugs prescribed, except lipid modifying agents that were 

equally often prescribed in both groups with and without acute cardiovascular events. Both mean 

systolic and mean diastolic blood pressure was significantly elevated in patients that were hospitalised 

with AMI or stroke. Patients hospitalised for an acute event had about 4 times higher risk to have a 

frequent number (13+) of GP contacts per year. This risk was partly explained by the number of other 

chronic and other cardiovascular diseases that these patients had. Patients with hypertension that were 

hospitalised for an acute event had significantly more frequent contacts with their GP already 11 

months before hospitalisation compared to hypertensive patients that did not experience an acute 

event. 

Discussion: Older male patients and with multiple cardiovascular conditions are at higher risk to be 

hospitalised for an acute myocardial infarction or stroke. These patients have significantly more 

contacts with their GP long before hospitalisation. Despite these more frequent contacts and higher 

number of prescriptions the blood pressure of those patients is less well controlled. The results of this 

study can help primary care providers better identify patients with hypertensions that are at higher risk 

for getting an acute cardiovascular event. 

Keywords: primary care, hypertension, acute cardiovascular events 
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Abstract 
Purpose: To understand the use of primary care and the preference of the patients and the families in 

order to be registered/included in home care services. 

Theory: Health care delivery is a complex system that combines many different parties around a 

shared topic. The “chronic diseases” is a subject topic in medicine that has a great economic and 

emotional burden with the high hospitalisation rates and palliative care need. All the family members, 

care givers, health professionals, social security system, pharmacology industry besides the patients 

are the members of the chronic disease management procedure. Home care is a new area for Turkey 

that may help this procedure to flow in a more humanistic and cost efficient way. It is beneficial to 

administer the home care health services from the primary care level but neither the roles and the 

responsibilities of the health professionals nor the organisational patterns are defined in Turkey.  
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Method: A questionnaire is applied to 46 new respondents of home care about how they learnt about 

the home care services, their registration way, possible reasons of the problems that they were 

confronted and their solution suggestions. 

Findings: Most of the care givers were over 45 years of age (70%), female (61%), with a monthly 

income of 1500-2500TL (900-1500USD). Most commonly the patients' children or the children in-law 

were the caregivers (78%, n=36). Primary health care units and family physicians were the first source 

of information for the 48% of the participants. Main problems were defined as the lack of coordination 

and communication of the hospital units with the family physicians (20%) and also with the families 

(15%) so to be late and inefficiency was the main outcome of dissatisfaction. 

Discussion: Use of home care services is a new health behaviour for Turkey and “changes” need to 

convince and motivate the all partners to adopt the new way. So a collaborative study period is needed 

to be established. 

Keywords: primary care, home care, registration, caregiver, experience  
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Abstract 
Purpose: To assess if primary care is efficient enough to diagnose urinary tract infections during 

toddlerhood and to set up recommendations according to the evidences found.  

Theory: Children, below one year of age, who present with urinary tract infection for the very first 

time in their lives might also acquire renal scarring with a probability of 53%. It is of great importance 

to diagnose and to treat the urinary tract infections accordingly and efficiently. Nevertheless, 

symptoms of urinary tract infections might usually emerge at non-specific characteristic. So 

diagnosing this infection at primary care constitutes a problem. 

Methods: We plan to carry out this descriptive and cross- sectional study at a secondary paediatric 

nephrology outpatient clinic throughout one whole month. We intend to include all children between 0 

to 1 year of age that have been diagnosed to have urinary tract infection.  

Findings: We aim to ascertain retrospectively if these patients first consulted a primary care unit and 

if they did, the procedure applied at this unit and also different properties of the patients’ family that 

affect the consultation situation.  
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Discussion: In conclusion; we plan to reveal the behaviour of primary care units at an infection which 

is hard to diagnose and also how this infection is managed there if it is at all thought upon and thus a 

set of recommendations suitable for primary care units can be made. 

Keywords: Urinary tract infection, toddlerhood, renal scarring 
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Abstract 
Purpose: It is necessary to mobilise the informational potential of FHU to be used as a support system 

for decision making and action.  

Context: The recent Portuguese Primary Health Care (PHC) reform was presented as an extraordinary 

event and a marker of decisive times in Portuguese society by implementing a new model of primary 

health care services. This model is based on the principles of decentralisation, self‐organisation, 

achievement of healthcare quality goals, performance indicators and on the accountability of self‐

motivated multi-professional teams. There are various kinds of functional health units which creation 

is based on those principles - care providing units such as Family Health Units (FHU) and support 

units. The WHO World Health Report 2008 has articulated the need to mobilise the production of 

knowledge at PHC level. 

State of the art: The lack of information and knowledge about clinical, scientific, epidemiologic, 

organisational and health management issues due to changes recently introduced with the PHC reform, 

leads to a need for globalised strategies of information dissemination that could support research, 

enlarge epidemiological surveillance and improve health governance. The creation of sentinel 

healthcare units pretends to act as a learning device and a decision support system in the field of health 

data collection, which should be capable to extract relevant data in the source-systems, transfer it to 

data warehouses or datacentres, analyse it using data mining and statistical tools and report the results 

as useful information products back to the FHU and other stakeholders. These procedures aim to 

produce high quality information that would be necessary to scientific research, surveillance and 

management. 

Statements for debate: For the development of the Portuguese PHC and to improve its quality, it is 

crucial to focus on the following areas of knowledge organisation: quality of care, integration of care, 

impact of care. The Health Functional Units Sentinel Network presents three main purposes in which 

of them should seek synergies and partnerships: “Research” (partnerships with academic institutions 
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and institutions of R&D); “Surveillance” (partnerships with entities of health observation an 

epidemiological surveillance); “Clinical Governance” (partnerships with health management 

institutions). The methodology to be implemented to create the Health Functional Units Sentinel 

Network is bottom-up and with origin in a network of PHC functional units – Sentinel Units – linked 

and marked which will act as source-systems and, so, as providers of certain data sets, being 

responsible for its quality. This project design highlights a core of information governance responsible 

for integrated reflection and for defining policy regarding the use of the information about the 

reality(ies) under observation – “PHC Thinker” - with emphasis on the use and not only in its 

production. 

Keywords: primary health care, family health units, information systems, monitoring 

systems, sentinel networks, sentinel units 
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Abstract 
Purpose: Integrated a unique model of health-care providing system which combines both primary 

and secondary health care in one roof. Our aim is to describe and discuss the points of this Turkish 

version of health care units. 

Context: Integrated town hospitals are the government hospitals which serves both primary and 

secondary health care issues. In other words, these hospitals combine emergency service and primary 

and secondary care units in one hospital. In that way, it serves care for both in-patients and out-

patients. These hospitals are only present in towns that have a small population size. There are not 

many doctors or patient beds in these hospitals.  

State of the art: Family physicians and specialists (such as; internal medicine doctors, paediatrician 

etc) can work in these hospitals together and share all patients’ care such as emergency service, 

primary care, secondary care. Only family physicians have responsibility for preventive health care 

subjects and the follow up of pregnant women, infants, vaccination program and etc. Family 

physicians can take night shifts and go on work in the morning. 

Statements for debate: As primary and secondary health care systems are two separated systems, 

their integration can exert more pressure especially for the doctors serving primary care. As follow up 

of specific patients and trying to follow the vaccination and other prevention programs give great 

responsibility for family physicians, additional jobs like taking emergency shifts can make their work 

more difficult. 
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Two questions were remained to be answered: Are these hospitals designed well enough for patients’ 

care? Are these hospitals consistent with primary care policies in our country or not? 

Keywords: hospital, integrated, primary care, secondary care 
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Abstract 
Purpose: To monitor a new referral-appointment system for primary care physicians and patients. 

Context: Integration between the Turkish primary care and secondary care is deficient. There have 

been attempts of implementing a referral system and gate-keeping role for primary care physicians, 

both before Turkish Family Medicine Model and after the transition. Both obligatory and fee based 

referral systems were tried and all failed to put into practice but there are new affords for 

implementing a referral system.  

State of the art: Via a central appointment system a patient can schedule his/her appointment by 

using an online system or 182 call centre. Turkish patients can pick their own appointment date and 

can consult to any physicians they wish. Starting from June 2013 primary care physicians will have a 

new application to access this central appointment system, and will refer their patients to specialists. 

The Ministry of Health claims that this application will ease access to specialty care and empower 

primary care. The Turkish Association of Family Physicians, Family Medicine Centre Working Group 

will monitor this new implementation. 

Statements for debate: There are IT based solutions to increase communication between primary care 

and specialty care. The Turkish model seems the first of its kind and communication is primarily 

based on patient's dominance. We will monitor the physician’s point of view, both in primary care and 

secondary care. Does this implementation increase communication between physicians? We will look 

for best practice cases and discuss it within primary care groups for implementation in primary care. 

Keywords: patient referral, appointment, IT based referral 
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Abstract 
Purpose and context: Currently, Latvia is facing the following challenges in health care: overcoming 

the demographic change, unequal care, especially in rural areas, support for chronic patients in home 

environment. The implementation of the Baltic Sea Region project PrimCareIT (Counteracting brain 

drain and professional isolation of health professionals in remote primary health care through tele-

consultation and tele-mentoring to strengthen social conditions in remote regions) is an attempt to 

raise attractiveness of remote primary health care for medical professionals by the means of tele-

consultation. There is evidence that professional isolation is a leading cause for brain drain in rural 

areas. At present the, Primary care and specialist care services are separated, but in situations when GP 

by using ICT solutions can get advice from specialists by tele-consultations they become more 

integrated and GP becomes the key person for patient even for specialist consultations.  

State of the art:The first results of introduction of tele-consultations in Latvia demonstrate the future 

of tele-consultation in Primary care. 

Statements for debate:Implementation of tele-consultations in primary care increase the accessibility 

to specialist care (patient has not to travel to region Centre for specialist consultation, reduction of 

waiting time), saving financial resources (travel costs for patient, tele-consultations are less expensive 

compare with visits), increase the professionality of GP and quality of care. 

Keywords: tele-consultations, integration of primary and specialist care. 
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Abstract 
Purpose: To examine the role of primary care providers in controlling and preventing DF and DHF in 

urban communities of Bangladesh. 

Context: Dengue fever (DF) and dengue haemorrhagic fever (DHF) are major public health threats in 

Bangladesh, particularly in large urban areas as they appeared to affect significant number of 
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population in every two to three years cycle. Since about one third of the population of the City of 

Dhaka live below the poverty line, most of them seek treatment at the primary health care (PHC) 

clinics and are not admitted in hospitals.  

State of the art: During the field investigation, it was found that PHC practitioners in Dhaka do not 

rank dengue as an important emerging arboviral disease and suggest patients to take appropriate 

control measures or seeking hospital admission. It was also found that PHC facilities vary in different 

socioeconomic status areas in Dhaka city and local layperson’s knowledge, attitudes, and practice are 

also vary with the information dissemination by the PHC practitioners. 

Statement for debate: In this study, we assert that primary care practitioners, as the first point of 

patient contacts, can play a critical role in advising patients suspected of having dengue to take early 

preventive measures to intervene into the chain of dengue transmission. Effective communications 

with patients by primary care providers can not only help mobilising the larger community for 

undertaking immediate preventing measures, they can also result in collective perception and 

behaviour change in the long run. Our study results concluded that appropriate policy formulation and 

implementation are necessary to involve primary care providers in the control and prevention of 

dengue in the urban communities. 

Keywords: dengue fever, dengue haemorrhagic fever, primary care, preventive measures, 

perception, behaviour change, policy formulation 
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Abstract 

Purpose: To improve the capitation system which was linked with the utilization patterns in the fee-

for-service system by developing a needs-based capitation system with its own budget and needs-

based distribution. 

Context: There are actually more than 120 integrated community health care centres (CHCs) in 

Belgium, in which 2,5% of the Belgian population is taken care of. Since 1982, apart from the fee-for-



 
76 

service system, a new financing system for PHC was created: the integrated capitation. We make a 

vertical historical analysis of this payment system, focusing on the key-features of PHC. 

The capitation was based on a calculation of the average spending for a citizen in primary health care 

in the fee-for-service system in the framework of the National Institute for Health- and Disability 

Insurance (NIHDI). In contrast to the fee-for-service system there was no cost sharing by the patient in 

the capitation system. A study by the Federal Knowledge Centre for Health Care in 2008 revealed that 

the capitated system led to a high degree of accessibility, especially for vulnerable groups, there was 

no risk selection, patients in the capitated system used less resources in the secondary care, less 

medications and the quality of care was at least as good or better than in the fee-for-service system. 

The weakness of the system, however, was its link with the fee-for-service, as changes in utilization 

patterns in the fee-for-service influence the resources available in the capitated system.  

State of the art: In 2013, the system was changed into a system with its own budget and with a needs-

based distribution of resources between the CHCs. In order to implement this, annually a "photograph" 

is made of the populations on the list of the different CHCs describing the "needs-variables" of that 

population (demographic, social -economic, morbidity and contextual variables). Based on this data, 

the money is distributed and each CHC receives a specific "capitation" for the patients on the list. 

Statements for debate: Developing appropriate systems for payment of PHC is a challenge. The 

integrated needs-based mixed capitation system has the advantage to stimulate prevention, health 

promotion and self-reliance of the people, moreover as there is a global payment for all disciplines, 

there is an incentive task shifting and subsidiary. Finally, the fact that the payment is needs-based 

prevents risk selection. The comprehensiveness of the system stimulates a global approach to a broad 

range of problems, avoiding the fragmentation and disease-orientation of e.g. fee-for-performance 

systems. Further long-term assessment in relation to outcome-indicators is needed. 

Keywords: capitation-fee, needs-based, alternative financing 
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Finally 

 

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. 
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