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MpwtoBabuia Ppovtida Yyeiac Kat
MNaykooutoc Opyaviopoc Yyelog

How experience has shifted the focus of the PHC movement

EARLY ATTEMPTS AT IMPLEMENTING PHC

CURRENT CONCERNS OF PHC REFORMS

Extended access to a basic package of health inferventions
and essential drugs for the rural poor

Transformation and regulation of existing health systems,
aiming for universal access and social health protection

Concentration on mother and child health

Dealing with the health of everyone in the community

Focus on a small number of selected diseases, primarily
infectious and acute

A comprehensive response to people's expectations and
needs, spanning the range of risks and illnesses

Improvement of hygiene, water, sanitation and health
education at village level

Promotion of healthier lifestyles and mitigation of the health
effects of social and environmental hazards

Simple technology for volunteer, non-professional
community health workers

Teams of health workers facilitating access to and
appropriate use of technology and medicines

Participation as the mobilization of local resources
and health-centre management through local health
committees

Institutionalized participation of civil society in policy
dialogue and accountability mechanisms

Government-funded and delivered services with a
centralized top-down management

Pluralistic health systems operating in a globalized context

Management of growing scarcity and downsizing

Guiding the growth of resources for health towards
universal coverage

Bilateral aid and technical assistance

Global solidarity and joint learning

Primary care as the antithesis of the hospital

Primary care as coordinator of a comprehensive response
at all levels

PHC is cheap and requires only 2 modest investment

PHC is not cheap: it requires considerable investment, but it
provides better value for money than its alternatives

The PHC reforms necessary to refocus
health systems towards health for all

UNIVERSAL
COVERAGE
REFORMS

to improve
health equity

SERVICE
DELIVERY
REFORMS

to make health systems
people-centred

PUBLIC POLICY
REFORMS

LEADERSHIP
REFORMS

to make health
authorities more
reliable

to promote and
protect the health of
communities

Source: WHO. Primary Health Care-Now more than ever. The World Health Report 2008



Eotlaon otov acBevn- elvat avuto
TLOU AELUEL;

OpLoLOC

«Mapoxn ppovtidac mou oEPETAL KOl AVTATIOKPLVETOL OTLC
TIPOCWTILKEC TIPOTLUNOELG, AVAYKEC KAl aélec Tovu aoBevoug,
SdtaodaAilovtag tnv kaBodriynon kat AP n tng KAWLKAC
anodaonc e PACN QUTEC.»

YUYKOTOAEYETOL OTA €€l XAPAKTNPLOTKA TNG LPYNAAC TTOLOTNTOC
dpovtidog uyelog (aodalela, amodoTLKOTNTA,
QTMOTEAECUATLKOTNTO, LOOTNTA, EYKUPOTNTA, €0Tiolon OTov
aoBevn)

Source: Institute of Medicine . Crossing the Quality Chasm . 2001
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PERSPECTIVE

DEFINING "PATIENT-CENTERED MEDICINE”

Defining “Patient-Centered Medicine”

Charles L. Bardes, M.D.

A patient consults an orthope-
dist because of knee pain.
The surgeon determines that no
operation is indicated and refers
her to a rheumatologist, who
finds no systemic inflammatory
disease and refers her to a phys-
iatrist, who sends her to a physi-
cal therapist, who administers the
actual treatment. Each clinician
has executed his or her craft with
impeccable authority and skil!,
but the patient has become a
shuttlecock. Probably a hassled,

frustrated, and maybe bank-

rupt shutt!ecock.

The themes are very old.
The Hippocratic Oath itse!f |
enjoins physicians to main- ‘
tain their deportment and
privileges while keeping the
patient’s interests foremost. |
What is the proper relation _
between the doctor’s and the
patient’s experiences of ill-
ness? Between a scientific
understanding of disease,
whatever the science of the
day may be, and the subjec-
tive phenomenon of being
sick? Between the subspecial-
ist and the genera! physician?
Between cure and care?

“Patient-centered medicine” is
the newest salvo in these ancient
debates. As a form of practice, it
seeks to focus medica! attention
on the individual patient’s needs
and concems, rather than the
doctor’s. As a rhetorical slogan,
it stakes a position in contrast
to which everything else is both
doctor-centered and suspect on
ethical, economic, organizationa!,
and metaphoric grounds.

The Eritish psychoanalyst Enid
Balint appears to have coined the

term in 1969. She described a
form of mini-psychotherapy that
general practitioners could pro-
vide for persons who had illness-
es that were partially or wholly
psychosomatic.t Her concept con-
rrasted with “illness-oriented care”
and meshed well with other cri-
tiques of modern medicine’s em-
phasis on pathophysiology to the
exclusion of other means of know-
ing and treating the patient.
Landmarks in this paradigm shift
have included Engel’s proposal

for a biopsychosocial mode! that
would “take into account the pa-
tient, the socia! context in which

Contemporary forces have bol-
stered this movement. The grow-
ing demands for quality and safe-
ty in health care have refocused
attention on patient outcomes,
even if efforts to ensure more

i 'y positive
sometimes reduce the physician’s
prized autonomy. Grave concerns
about the exorbitant price of
medical care in the United States
have led to considerations of
whether shifting care from the
subspecialist to the primary care

physician cou!d reduce its

! cost. The patientcentered
medica! home wou'd reinstate
the primary care office as
the main locus of health
care, provided that it can of
| fer such desiderata as longi-
tudinal personal care, access
on demand (by visit, tele-
phone, and e-mail), coordi-
nation among subspecialists,
home-based and social ser-
vices, open medical records,
pay for performance, and a
functioning electronic infra-
“4 structure. Alas, these services,
however admirable, are also
expensive and would require that
health care dollars be reappor-
tioned from procedurally based

b

V.

ialists, whose incomes

he lives, and the P y
system devised by society to deal
with the disruptive effects of ill-
ness™; Cassell's transcriptions
of clinica! encounters, which pro-
vided an empirica! basis for un-
derstanding the doctor-patient
relationship% and Kleinman’s def
initions of “disease” and “illness”
as contrasting the doctor’s under-
standing of disordered biome-
chanics with the patient’s subjec-
tive experience of feeling sick.*

P
currently vastly exceed those of
generalists.

Supporting these recent trends
is a new concept of the patient as
consumer. The individua! — once
the subject of a monarchy whose
purpose was to obey, then the
citizen of a state whose purpose
was to participate in the polity
and vote — has now become the
consumer in a marketp'ace whose
purpose is to purchase. If the pa-

* YmobelkvUeL Ml AUBOEVTIKA,
gLAKpLV Kal apolBaia oxeon
Hetall Latpou Kol acBevouc

O 1a1pd¢ dev gival TO ETTIKEVTPO TNG
ox£0NG Kal 0 aoBevric dlaTtnpeEi pia
dikain kal atrodoTIK) 660N oTn OoX£on
ME OTOXO TNV TTAPOXN ®EOVTIOAG TTOU
QVTATTOKPIVETAI OTIG TTPOODOKIEG,
AVAYKEG Kal TTPOTIUNCEIS TOU
aobevoug.
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Table 3. Definitions of patient-centered care

Picker Institute
{Undated; Gerteis et al., 1993)

Commonwealth Fund
(Davis et al., 2005)

Institute for Family-Centered Care
(Undated [a])

Respect for patients’ valuss,

preferences, and expressed needs

¢ |nformation, communication, and
education

« Emotional support and alleviation

of fear and anxisety

Involvement of family and friends

Continuity and transition

Physical comfort

Coordination and integration of

care

* Access io care

Superh access to care

* Patient engagement in care

+ |nformation systems supporting
high-guality care, practice-based
learning, and quality
improvement
Care coordination
Integrated, comprehensive cane,
and smooth information transfer
across team of providers

+ (ngoing feedback to practice

* Publicly available information on
practices

Dignity and respect. Health care
praciitioners listen to and honor
patient and family perspectives and
choices. Patient and family
knowledge, values, beliefs, and

cultural backgrounds are incorporated
into the planning and delivery of care.

¢ [nformation sharing. Health care
practitioners communicate and
share complete and unbiased
information with patients and
families in ways that are affirming
and useful. Patients and families
receive timely, complete, and
accurate information in order to
participate effectively in care and
decisionmaking.

¢ Parficipation. Patientz and families

ars encouraged and supported in
participating in care and
decisionmaking at the level they
choose,

¢ Collaboration. Patients, families,
health care practitioners, and
health care leaders collalxorate in
policy and program development,
implementation, and evaluation; in
facility design; and in professional

Engaging Patients and Families in the
Medical Home
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education, as well as in the delivery
of care.

Source : M. Gerteis, S. Edgman-Levitan, J. Daley, T. Delbanco. Through the patient’s eyes: understanding and promoting patient-
centered care. San Fransisco: Jossey-Bass; 1993
Davis K, Schoenbaum S, Audet A. A 2020 vision of patient-centred primary care. J Gen Intern Med 2005; 20: 953-957
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ABSTRACT

Patient-centered care requires different approaches depending on the clinical
situation. Motivational interviewing and shared decision making provide practical
and well-described methods to accomplish patient-centered care in the context
of situations where medical evidence supports specific behavior changes and

the most appropriate action is dependent on the patient's preferences. Many
clinical consultations may require elements of both approaches, however. This
article describes these 2 approaches—one to address ambivalence to medically
indicated behavior change and the other to support patients in making health
care decisions in cases where there is more than one reasonable option—and dis-
cusses how dlinicians can draw on these approaches alone and in combination to
achieve patient-centered care across the range of health care problems.

Ann Fam Med 2014;270-275. doi: 10.1370¥afm.1615.
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INTRODUCTION

uring the past several decades, patients' values, preferences,
D and experiences have been given increasing emphasis in clini-
cal interactions in an effort to promote patient-centered care.'

Patient-centered care has been found to be associated with improved
patient outcomes, including improved self-management, patient satisfac-
tion, and medication adherence, and some studies have found evidence
for improved clinical outcomes.®? Data from surveys and qualitative and
observational research indicate that clinicians often do not take patients'
perspectives into account; rather, clinicians often promote or recommend
specific treatments rather than consider patients’ preferences during the
decision-making process *7

Clinicians are commonly challenged by the diversity of situations that
arise in practice when they attempt to implement patient-centered care.
For example, providing patient-centered care for a patient at the end of
life is very different from counseling a patient with a long-term health
condition or providing advice about preventative care. Each situation has
different psychosocial, cultural, and medical implications. A key factor is
the degree to which a clinical situation has acceptable alternative courses
of action, ie, situations of equipoise,® or whether there is clear evidence for
a preferred course of action. For the patient electing to have a mastectomy
or lumpectomy in early breast cancer, equipoise exists about the long-term
outcomes. Evidence for a preferred course of action is found for the over-
weight smoker with diabetes who is encouraged to consider quitting.

Clearly, different situations require different communication approaches,
and patient-centered approaches for each of these situations have been
delineated during the last few decades. We wish to focus this article on
2 specific methods, namely, shared decision making and motivational
interviewing. As researchers and practitioners, we also wish to share our
experience with both. In this article, we provide guidance for how to apply
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Figure 1. Shared decision making.

Initial Deliberation Informed
preferences preferences
Team Option Decision .
> > » Decision
talk L Tl talk o

Adapted, with permission, from Elwyn et al*? and Mulley et al.™

Motes: team talk = explain need to consider options, ensure patient feels part of a team, ie, not
abandoned to make decision on own. Option talk = describe options, pros and cons. Decision
talk = explore what matters most and help patients form preferences.

emayyeApotie¢ vyeiac Aappavouv TLG
anodAoel O ouvepyaoio HE TOov aoBevn
XPNOLLOTIOLWVTOG TIC KOAUTEPEG SLaBEoLeg
amnodeléelg, evnuepwvovtag Toug QOBOeVEiC,
gevBoappuvovTag v QVATTTUEN TWwv
TIPOCWTILKWY TIPOTLUNOEWV KO TIOPEXOVTOG
e€eldkeVEVN KaBobrynon omote armaltteital.

JTeEVA OUVOESEUEVN UE TNV ECTIAOUEVN OTOV
aoBevn dpovtida.

H amd kool amodacn CUUTANPWVEL TNV
LOOTNTO KOLL TNV WPLHOTNTA TNG OXEONC UETOEY
LatpoU Kol aaoBevou¢ pe tnv teAkn AnPn tng
KALVLKNC amodaonc.




Eotiaopevn otov acBevn ppovtida — Ta vea armo tnv

ALLEPLKN
Patient centered medical home (PCMH)

BOOLWKEC APYXEC:

X Juvexn oxéon LE TIPOOWTILKO LATPO EKTIALOEVUUEVO OTNV TIPWTN CUVAVTNON TOU LE TOV
aoBevn.

%X Mopoucio opadac KAWVIKWY EMayyEALOTIWY VYELOG TTou epyadovial wg opada Ko
avaAapBavouv tnv euBUVN tng cuvexlopevng dpovtidac.

X [MpooavaTtoALoUO 0TO CUVOAO TWV AVOYKWY TOU OTOLOU, CUUTEPLAQUBAVOUEVWY OAWV
Twv otadiwv TN¢ {wng onwe n apeon dpovtida, n xpovia dpovtida, n tpoAndn Kat n
dpovtida oto tEAOG TNS {WNC.

X [Mapouoiol CUMTTOVETIKAC KAl EUPWOTNG CUVEPYADLA LETOEY YEVIKWY LOTpWV/
TIPOCWTILKWYV LOTPWYV, ACOEVWV KOl TWV OLKOYEVELWV TWV aloBeVWV.

X Evepyn ocuppetoxn twv aoBevwyv otn AnYPn anodpacewv yla tn ppoviida vyeiog Toud.

%X Avatpododotnon yia tn dStachAaAlon NG moLdTNTOC KAl TV LKAVOTtoinon Twv
npoodokLlwv Tou acBevouc.

X BeAtlwpévn pooPaon otic ultnpeoies ppovtidag vyeiac.

Source: A. Clarke, A.B. Cohen. Bringing it all back home: can Europeans learn from recent moves toward the medical home in
US primary health care reform? European Journal of Public Health 2010; 613—-615



EvvoloAoyiLkO mMAaioLo yia UMNPECLEC OAOKANPWHEVNC
KOlL EOTLACUEVNC oTtoVv acBevn ppovtidac

Other

sectors:
education,
sanitation,

social assistance,
labour, housing,
environment

& others

’ qu ’aé
(4

Health
sector: delivery:

govemance, networks,
financing & facilities &
%\ resources practitioners

yniversal

Source: WHO global strategy on people-centred and integrated health services. Interim Report, WHO /HIS/SDS/2015.6



H téxvn tnc Mevikne lotplknc
(auTO mou pag Asimel)

Eotlaopévn otov aoBevi
dpovtida



MY kat emayyeApatiec vyetac: Tt yvwpl(OUUE;

® Auénueva emnimeda enayyeALATIKAC £€0UBEVWONG OTOUC
VEVLKOUC Latpouc tn¢ EANadac (peAeTn Twyv 14 Ywpwv)

® OLTtpoodOoKLEC Kol OL ATIOWPELC TWV LATPWV LA TN
uetappuOuon otnv NOY

® OLTIpoOodOKLEC KOl OL EKTIALOEUTLKEC AVAYKEC TWV VOONAEUTWVY
otnv NPY

® H emidpaon tn¢ olkovoukng kpionc (amoyetlc twv totpwv Tl
otnv aypotikn Kpntn)

® H KouAtoUpa Tou compasssion otouc smayyeApatiec NAOY

Source: Soler, et al. Fam Pract 2008

Sbarouni, et al. Rural Remote Health 2012

Markaki, et al. Int Nurs Rev 2006; Markaki, et al. App Nurs Res 2009
Tsiligianni, et al. Rural Remote Health 2013



Eumodia otnv eotiacpevn otov acbevn ppovtida

 Amouocia ocadoUC oplopoU TNC ECTIOOUEVNC OTOoV aoBevn
dpoviidba

e AvemapknC €udoon otnv ekmaidevon otnVv €0TIOOUEVN OTOV
acBevn ppovtida

* EAAewpn mpoowrikoU

e Amnouoia KOAwWV SLOAKTIKWY HOVTEAWV KoL TIPOYPOLUMUATWY OTNV
£0TLAOMEVN oToV a.cBevn dpovtida

e Kuplapyia tou Blolatplkov HovteEAou otnv ¢povtida vyeiag

e ATOUGCLO CUVTOVLOMOU, CUVEPYOOLOC KOlL CUVEXELOC OTN
dpovtida

Sources: R. Pelzang, Time to learn: understanding patient-centered care. British Journal of Nursing, 2010, Vol 19, No 14



EotlaopEvn otov
aoBevn ppovtida
— Ta vea armno tnv

Evupwrn
* HmnpooPaon oTLC
UTtNpPEoieq
* To oAOKANPpWUEVO
(mAnpecg) paopa twv
UTINPECLWV

* H ouvéxela otn
dpovrtida

* O OUVTOVIOHOC TWV
UTTNPECLWV OTN
dpovrtida

Research

Dionne Kringos, Wienke Boerma, Yann Bourgueil, Thomas Cartier, Toni Dedeu, Toralf Hasvold,
Allen Hutchinson, Margus Lember, Marek Oleszczyk, Danica Rotar Pavlic, Igor Svab, Paolo Tedeschi,
Stefan Wilm, Andrew Wilson, Adam Windak, Jouke Van der Zee and Peter Groenewegen

The strength of primary care in Europe:

Figure 1. Primary care structure and process
dimensions. PC = primary care.

an international comparative study

Dimensions of the PC structure

Economic conditions
of PC system

PC workforce

G f PC syst
overnance of PC system development

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

Dimensions of the PC process

Comprehensiveness
of PC services

Access to PC services Continuity of PC Coordination of PC

Total: 7 indicators

Total: 9 indicators

Total: 12 indicators Total: 10 indicators

Source: Kringos D. et al. British Journal of General Practice, November 2013



A¢loAoynon twv uninpeolwv MAPY-To EU-PHAMEU
Project

Table 1. Availability of data on primary care indicators, by dimension and country

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

Primary Economic Primary care Access Comtinuity Comprehensiveness
care conditions of workforce o of Coordination of of
governance primary care dewvelopment primary care primary care primary care primary care
Country lrr= 18] lrr=10] [rr= 1T) Mean ¥ lrr=19] (= 12) [r=9) = 10] Mean %
Austria 100 0 100 T 100 752 100 100 o4
Bealgium 100 100 100 100 100 100 100 o0 o8
Bulgana 100 100 100 100 100 100 100 100 100
Cyprus 4 20 71 21 95 50 100 70 T
Czrech Republic 100 100 100 100 95 75 100 100 oz
Denmark 100 89 100 Ph 100 92 100 100 o8
Estonia 100 100 100 100 100 QF 100 100 o8
Finland 100 89 @4 P4 95 @z 100 100 oF
France 100 100 100 100 100 9z 100 100 @8
Germnamy 100 90 100 7 100 100 100 100 100
— Greece | 50 70 94 71 a9 &7 3 70 70
Hungary 100 100 100 100 100 100 100 100 100
lceland Th 80 100 85 84 75 Ta 100 84
Ireland 100 a9 100 Db a4 75 100 o0 ar
Italy 100 100 Q4 w8 95 a8 100 90 84
Latvia 100 100 100 100 95 100 100 100 o
Lithuania 100 100 100 100 100 100 100 100 100
Luxembourg 100 o0 @4 @5 a9 &7 a9 o0 84
Malta P4 &0 5% 71 &8 &7 100 &0 T4
Metherlands 100 100 100 100 100 100 100 100 100
Morway 100 100 a8 Db as 100 a9 100 3
Poland 100 100 a8 Ph 95 92 100 o0 D4
Portugal 100 8% 100 P& 100 100 100 100 100
Romania 100 a0 100 95 100 a9 a0 N
Slovak Republic 100 100 100 100 100 100 100 100 100
Slowenia 100 100 Th w2 av 100 a9 100 95
Spain 100 100 Qs 8 av 100 100 100 T
Sweaden 100 80 82 87 5 &7 100 o0 B8
Switzerland 100 100 100 100 &3 &7 100 100 az
Turkey 100 &0 100 87 100 100 100 o0 8
LIk 100 100 100 100 100 100 100 0 @8
Mean % 97 o @5 — Qa4 a7 24 Qa4 —

Source: Kringos D. et al. British Journal of General Practice, November 2013



EAANvVika 6edopeva yia mental health

Integration

Greece Country Report
Greece: Austerity hampers halting progress

Mental Health Integration Index: Mental Health Integration Index Results
Results for Greece Overall: 38.0/100 (28th of 30 countries)
e Greece == Best === Average == Worst Environment : 46.7/100 (26th)
) Opportunities: 33.3/100 (24th)
HyuGment Access: 24.8/100 (27th)
Governance: 45.4/100 (25th)
Other Key Data

® Expenditure: Mental health budget as a proportion of
government health budget (2011): 4.43%’

® Burden: Disability-Adjusted Life Years (DALYs) resulting from
mentaland behaviouraldisorders as proportion of all DALYs
(World Health Organisation—WHO—estimate for 2012): 11.4%°

® Stigma: Proportion of people who would find it difficult
to talk to somebody with a serious mental health condition
(Eurobarometer 2010): 32% 3

Governance < €

Opportunities

H EAAGOa karardooeral otnv 281 6éon avaueoa o€ 30 Eupwiraikés xwpes ouykpivovrag 4 BaciKG XapakTnpiatika tne
OAokAnpwuévng Wuxikng Yyeiac (MepiBdAArov, MNpdoBaon, AiakuBépvnon, Eukaipisg)

Source: Mental Health and Integration-Provision for supporting people with mental iliness: A comparison of 30 European
countries. The Economist Intelligence Unit 2014




Mental health integration index — Asbopeva armno 30
EupwTaikeC YWPEC

Overall score

Score index
M so+

M 7080
I s0-70
[] 40-60

[ ] Lessthan 40

Denmark i§

Netherlands 3

France
Irelame

Paland

Romania I

Portugal,

Croatia
Cyprus

arb -
Por —J';dl- 1 ; Source: The Economist Intelligence Unit.

Intelligence

Economist Unit

Source: The Economist Intelligence Unit Limited 2014



AgloAoynon Twv urrnpeociwyv MNOPY otnv EAAGda

Zuvéxela otn ppovrtida: n i6la opada vyeiag o
HaKpoxpovia tapakoAolBnon moapapével
QVETITEUKTOC OTOXOG

H avamntuén evog nAektpovikoU StKTtUou uyesiag otov
xwpo tnG NAY Bewpeital mpotepatdotnTa aAAA N
edappoyn tou xwpic exnaidbevon dev emapkel va
KAAUEL TO VOULKO XAOUO KOl AAAEG OPYOVWOLOKEG
aduvauieg

H kaAUTepN XPRON KOl KATAVON MOPWV OTO MAALOLO
€OVIKAG oTpaTnyLKAG Lyelag eival Baolkog oTtoxog
Zuvrtoviopévn ¢ppovtida oto nepBaiiov Tou
a0Bgvoug Bewpeitat o 16avIKOG TpOmOoC emiteueng
LOOTNTAG, OTTOTEAECUATIKOTNTOG KO ATOSOTIKOTNTAG
Kivntpa yla toug emayyeApatieg vysiag yia dia Blou
eknaibeuon, avamtuén LKOVOTNTAG YLa EPEUVA Kal
e€eldikevong

To xadopa peTagu Bewpiag kal TTPAKTIKAG , Adyw TNG
TTEPIOPIOUEVNG EPEUVNVTIKAG IKAVOTNTAG oTnVv MNOY
Kal N EAAEIPN TEKUNPIWHPEVNG YVWONG, ETTNPEACE
apvnTIKG TNV IKavoTnTa Tou EAANVIKOU EZY va
TTapéxel utrnpeoieg NAY pe ouvexela, Pe
atroTéAeoua ol oAokAnpwuévn povtida MNMAPY va
TTaPAPEVEl Eva TTapapeAnUEVO BENQ.
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Abstract

Background: Over the past years. Greece has undergone severnl endeavors aimed at modemizing and improving national health care
services with a focus on PHC. However, the extent to which integrated primary health care has been achieved is still questioned.
Purpase: This paper explores the extent to which integrated primary health care (PHC) is an issue in the current agenda of policy makers
in Greece, reporting constraints and opportunities and highlighting the need for a policy perspective in developing integrated PHC in this
Southern European coantry.

Methods: A systematic review in PubMedMedline and SCOPUS, along with a hand search in selected Greek biomedical journals was
undertaken to identify key papers. repornts, editorials or opinion letters relevant to integrated health care.

Resulis: Our systematic review identified 198 papers and 161 out of them were derivad from electronic search. Fifty-three papers in total sarved
ithe scope of this review and are shortly reported. A key finding is that the long-standing dominance of medical perspectives in Greek health pol-
icy has been paving the way towards vertical integration. pushing aside any discussions abowt horizontal or comprehensive integration of care.
(Conclusion: Establishment of integrated PHC in Greece is still at its infancy, reguiring major restructaring of the cument naticnal health
system, as well as organizational culture changes. Moving towards a new policy-based model would bring this missing issue on the dis-
cussion table, facilitating further development.

Keywords

integrated care, continuity, primary health care, policy, Greece
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Table 2. Mean patient-perceived improvement scores for primary care in 34 countries, 2011-2013

Country Improvement score

H aELOAOv n 0 n va Accessibility Continuity Comprehensiveness Involvement Communication
unnpeolv NOY otnv. &8 5 5 -
/ Belgi 034 026 057 0.26 022
EUp(UTU'] - TO QUAI—ICO PC Bilgg:li-: 066 056 134 117 034
. Canada 038 o1 052 0.18 012
p rOJ e Ct Cyprus 125 140 195 147 038
Czech Republic 044 026 1.00 079 018
A A 1 Denmark 026 018 082 056 023
XapnAn mpoorttikn PeAtiwong
NG IMPOOo B(IO' LLOTNTOG OTLG Finland 045 036 081 055 021
s s Germany 033 0.27 0.81 050 0.20
UTTNPEOCLEC VUYELOG [Greece 072 108 0.70 77 024
, , , Hungary 049 049 1.05 048 030
Métpla poortikn BeAtiwong < o o o e o
'[r" q GUVE'XE laq otn d)po\['[isa Italy 051 031 091 76 042
Latvia 051 026 0.67 070 040
A A H Lithuani 052 038 0.62 0.84 024
XaunAn rpoomtikn BeAtiwong [T
Malt 060 117 136 0.65 033
T n (; OA? Khn p W H’EV n q th haerla nds 030 025 091 047 028
dpovtidbag vyeiag New Zealand 022 011 052 018 012
Norway 052 031 093 052 021
A A H Poland 0.55 056 1.02 0.90 023
XapnAn mpoorttikn PeAtiwong T
Romania 0.55 030 1.04 0.65 029
t n q EVE p,vo v C ou uuetoxn C oV Slovakia 0.74 053 112 0.63 028
ao'e EVOU g Slovenia 053 032 116 078 023
Spain 090 029 1.16 057 036
A A ! Sweden 054 062 138 0.60 027
Xaun)\n npOOTETLKn BE)\tl"wo-nq Switzerland 027 018 060 037 0.16
T r] q ET[I.KO wwv laq latp o U- ;:'2; 5::';r|ir|2a:;f1|¢1§;sn;aovn . 038 023 092 061 0.14
oaocBevou C Turkey 077 084 1.06 038 036
_United Kingdom® 042 030 77 047 021

The improvement score was calculated by multiphying the proportion of negative patient experiences with the mean importance score,
) 9 4
Cr ¥ |:|3t|c—r inkE rg r'l:I were surveyed.
72 were considered as a kow level of patient: D“[E"I ved improvernent potential. Scores between 0.73-1.34 were considered as a medium
lev -=I“ patient-perceived improvement potential. Scores between 1.35-1.95 were considered as a high level of patient-perceived improvement potential.

Source: Schafer W. LA et al. Assessing the potentlal for improvement of primary
care in 34 countries: a cross-sectional survey. Bull World Health Organ
2015;93:161-168




QUALICOPC — OL ouppetexovtec ano EANada

H KAkl Kowvwvikig & Okoyevelakng latplkng tou Navemiotnuiov KpAtng o ocuvepyaoio pe
Vv EAAnvikn Etatpeia Mevikng/Owoyevelaknc latpikng (EAETEIA) ekmpoowrninoav thv EAAGSa
oto npoypappa QUALICOPC.

2Tn HEAETN cUpPUETElXaV emTd [evikol laTpoi— oUVTOVLOTEG, 0 KaBEVOC og KABE YYELOVOULKN
MNepldepeta tng EANASAC

2Tn OUVEYXELA, UTTO TNV KaBodrynon Twv cuvtoviotwy, eTtAEXBnkav tuyaia 220 Mevikol Latpol
oo TIC eNTA YYELOVOULKEC MNepldEpeLec

Amo autoug to 80% r]tav spya(ousvm oto EOvikO ZUuotnua Yyelac (E.2.Y.) kat to 20%
epyalotav otov LOLWTIKO TOHEQ

Mo KABE CUMUETEXOVTA YEVIKO LATPO SLaveNBNKE £val AVWVULO OLUTOCUUTTANPOULEVO

EPWTNUATOAOYLO pall pe epwTROELS Yo 10 amd Toug aoBevel TouG

4+ Evvéa aoBeveic cupmAnpwoav éva epwWTNUATOAOYLO OXETLKA LE TN SLOXEIPLON TWV EUTELPLWV TWV
aocBsvwv ano Tig untnpeoieg mpwtofabuiag ppovtidag vyeiag

4+ O 6ékatog aoBevr¢ CUUMANPWOE £Va EPWTNUOTOAOYLO OXETIKA UE TG TTPOCSOKIEG TOU aTtd TIG UTINPEGCIEG
npwtoBaduiag ppovtidag vyeiag




QUALICOPC otnv EANGOO—
2XEOLOOUOC KOl OUMETEXOVTEC

%X H KAwikn Kowvwvikng & Owkoyevelakng latpikng tou Mavemotnuiou Kpntng oe ocuvepyacia
pe tnv EAAnvikn Etatpeia Mevikng/Owoyevelakng latpiknc (EAETEIA) ekmpoownnoayv tTnv

EAAGSa oto npoypappa QUALICOPC.

X Ytn peA€tn ouppeteixav enta Mevikol latpoi— ouvTovIoTEG, 0 KaBEvag og KABe YyeloVouLKNA

Nepudépela tng EANGSQC

220 levikol latpol

Fevikol latpol
eTAEELLOL o 7

YYELOVOLKEG
MNepldépeleg

2000 xpnoTeg
npwtoBaduLag
dpovtidag vyeiog

166 amno ta KEvipa
npwtoBaduLag
dpovtidag vyeiog

34 oo Tov OLWTLKO
TOUEQ

1980 xprioTeg Mou
avadEpPouV TLg
EUTELPLEG TOUG ATIO TLG
UTINPECLEC




QUALICOPC — ArtoteAeopata- Mevikol Latpot -

EmtokeeLc

%X O levikol Latpoi dSnAwoav:
+ AdLEpwon katd pEco 0po 5 wpec/efdopada os apeon ppovtida tou
acBevoug (min 1, max 56)

+ Kata péco opo 30 emadég/nuépa face-to-face pe tov acBevr) (min 0,
max 80)

+ Epyaocia katd péco 6po 40 wpec/efdopada wg yevikoi tatpo (avdpeg 40
wpec/eBdouada, yuvaikeg 35 wpeg/efdopada, p=0.309)
+ KaBoAou emadn pe tov acbevi péocw email (min 0, max 10)

+ ZuvnBlopévn SLdpkela TakTikng emiokePng aoBevoug -15 Aemtd (min 0,
max 50)

+ To 10% twv emiokeP ewv TwV AcOEVWV TTPOYUATOTOL)ONKE KATOTILY
pavteBou (10% otoug avdpeg, 5% oTLC yuvalkeg yeEVIKOUG LATPOUG,
p=0.022)

+ To 93% Ttwv yevikwv Latpwv eixav wpa Asttoupyiag(95% twv avdpwy,
91% twv yuvawkwy, p=0.356)

+ To 86% twv yevikwy Latpwv €RAemav toug acBeveic oe alho xwpo (81%
Twv avépwv, 92% twv yuvaikwy, p=0.015)




QUALICOPC — lNpoodokiec acBevwv—
dSnuoypadlka oToLxela

e 219 aoBeveic pe mAnpn edbopeva ekavayv eyypadn
* Meon nAwia 52 €tn (95% A.E. Ao 50.0 - 53.8 €1n)
* To 97% yevvnOnke otnv EAAGSQ

Epyaoiakt) katdotoon Eninedo eknaidsuong
40 | 352 45
A 38,6
35 40 36,3
30 .
©
g 75 20.1 22,4 >
g 20 14,2 - 25,1
S 15 0.1 ’g‘ 25
10 46 ’_‘ s H 8 20
5 s c
0 |_| | 15
> X D> X > 5 10
\Oﬂe \Oﬂe Qb@o \Oﬂe 440& @&6 %&J
K K < K 0 < &
A9 %e& Q@@ A &
& N \}gé’ N 0
None-primary  Upper secondary Post-secondary
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QUALICOPC - lNpocbdokiec aoBevwv— |

MapayovTeC EKTIHOVUEVOL WG TTOAD CI|ULAVTLKOL XTIO TOVG AGOEVELC

63,9

59,7

bl

57,9 571

42,1

37,7 37 36.1

28,4

That I understand That the doctor is

clearly what this
doctor explains

polite

That the doctor
asks questions
about my health
problem

That I feel able to
cope better with

That this doctor
knows important

information about my health problem
after the visit

my medical

background

That this doctor
has my medical
records at hand

That this doctor
knows about my

That this doctor
asks about possible

That this doctor
involves me in

That people at the
reception are
making decisions  other problems

polite and helpful

living situation
about treatment  besides the one |

come for




QUALICOPC - Npoodokiec acBevwv— Il

MapAayovTeC EKTUHLOVUEVOL WG TIOAV GNUAVTLIKOL A0 TOUG XOOEVELC
TPV Ao TNV EMIOKEYN OTOV LATPO
60

51,2

50

40

30

Mocooto

20

10
0
That | know which That | will keep my That the doctor has  That | don’t need to tell That | can bring a family That | have prepared for
doctor will | see appointment prepared for the a receptionist or nurse member/ friend to the the consultation by
consultation by reading details about my health consultation keeping a symptom diary

mu medical notes problem




QUALICOPC - MNMpocdokiec acBevwv— I

MapayovTeC EKTLHOVUEVOL WG TIOAV GTJUAVTLIKOL A0 TOUG AoOeVELG
TIOV 0 LATPOGC TIPETEL VX KAVEL KATA TN SLAPKELX TG EMICKEYNC
OTOV LATPO - 1

68.8
59.4
: 57.8
56,7 54,7
IJ I | |

%) [N} ~J [e]
o o (=] (=)

percentage
N
o

30
20
10
0
That the doctor ~ That the doctor does That the doctor treats ~ That the doctor ~ That the doctor takes That the doctor know  That the doctor
listens attentively not give me the me as a person and understand me me seriously when to refer me to a makes me feel
feeling to be under not as a medical medical specialist ~ welcome by making

time pressure problem cye contact
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QUALICOPC - MNpoodokiec aoBevwv— IV

MapayovTeC EKTIHOVUEVOL WG TTOAD CI|ULAVTIKOL XTIO TOVG AGOEVELC
TIOV O LATPOGC TIPETEL VX KAVEL KATA TN SLAPKELX TG EMICKEYNC GTOV
Lxtpo - II

49,5

That the doctor asks That the doctor is That the doctor asks  That the doctor is not  That the doctor asks That the doctor is

me If | have understood  respectful during me If | have any prejudiced because of  how | prefer to be  aware of my personal,
everything physical examinations questions my age, gender, treated social and cultural
and does not interrupt religion or culture background

me
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QUALICOPC - lNMpocbdokiec aoBevwv—V

MapayovTeG EKTIMOVUEVOL WG TTOAD ONUAVTIKOL XTIO TOUG AGOEVEIG TTOV
TPEMEL VA KAVOUV KA T T1) SIAPKELX TG EMICKEYTC

48,6

>

26,1 25 1

>

That I am honest and not feel That psychosocial issues (for ~ That I tell the doctor what I want That I am open about my use of That I am prepared to ask
embarrassed to talk about my example personal worries) can be  to discuss in this consultation  other treatments, such as self- questions and take notes
health problem discussed if need medication or alternative
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QUALICOPC - lNpocbdokiec acBevwv— VI

MapayovTeG EKTIMOVUEVOL WG TTOAD CT|ULAVTIKOL TIOV 0 LATPOC KAVEL
UETX TNV eMIOKEYN TOV AoOcVI) 6€ AVTOV/M

64,7

>

49,1

29,4

That the doctor gives me instructions on what to do  That the doctor gives all test results even if they show That the doctor offers me his/her telephone or email

when things go wrong

abnormalities to contact for further questions
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QUALICOPC - Npoodokiec aoBevwv— VI

MapayovTeC EKTIHOVUEVOL WG TTOAV GUAVTLIKOL a0 TOUG aoOEVELC
UETA TNV EMICKEYN TOVS GTOV/NV LATPO

That | adhere to the agreed treatment plan That | inform the doctor how the treatment That | can see another doctor if | think it is
works out necessary




TPOMNOI EMITEY=H2 E2TIAXMENH2 2TON A2OENH
OPONTIAAZ



QUALICOPC - lNMpoodokiec aoBevwv — Kupla pnvopata

ANO TIZ YMNHPEZIEZ
OPONTIAAZ YTEIAZ:

* Na yvwpilouv moLog
LaTPOC Ba Touc e€eTaoEL

* To pavtefou touc Ba
tnpnOei

ATTO TOUG LOLITPOUC TOUG:

X OtL Ba adbLepwooLV APKETO
XpOvo ko &€ Ba Toucg KAvouv
va aloBadavovtal uTto TNV Ttieon
TOU XPOVOU

X OtL Ba eival evyevikol mpog¢
QUTOUC

X OtLBa touc o€Bovtal Kal Oa
TOUC OKOUVE

*X OtL Oa Ttouc mapEYoLV cadELC
odnyieg

%X OtL Oa touc oupmepldpepBouv
WC TPOOWTIOL KAl OXL WG
npofAnuata vyeiog




QUALICOPC : Baolka Bepata mov pabape

X’Eva yeviké Béua: Twpa yvwpilovpe to mpodil twv aocBevwv mou
ETILOKEMTOVTOL TIG uTtnpeoiec NAY otnv EANada kaBwcg emiong Ka
LEPLKEG OO TIC TPOOPATEC EUTELPLEC TOUC Kol T POAOLKEC
Oe€LOTNTEC TWV VEVIKWYV LOTPWV.

X'Eva Oetikd B€pa: oL meploocotepol acBeveic dSnAwvouv OTL ol
OlVAYKEC LYELOC TOUC LKaVOTIOLOUVTOLL.

X’Eva _opvntikd Ogpa: Ta mpofARpata Twv emovaAlopBoavopsvwy
LATPLKWYV CUVTAYWV KOl N amoucia  Latplkol  CUOTAUOTOC
kataypadnc ywa Ttou¢ aobeveic mMapapeévouv akOoun To Paoikd
npoBANpata Kot gUmodla ywot pLoL TILO TIOLOTLKI T(POCEYYLON OTnV
uyeia.




Ekrtoidevovtag TouG ETayyEAMATIEC LYELOC OTNV TTAPOXN
£0TLAOUEVNC oTOV aoOevn dpovTidAC : Lol KPLTLKI OVOLOKOTINGON

2TPATNYLKEC KOTAPTLONG YLOL EOTLOCOUEVN OTOV aoBevn)

dpovtida
XpAon mMpayUaTikwy oL uTtoduoOEVWY acBevwv

Jepwaplo ekpaBonong BaolopEva O0TO TIEPLOTATIKO N
oto TPOBANUA TOU OAOKANPpwWvouV TIC OLaAEEELG,
urtodnon-poAwv, opadiky culAtnon Kol CUVAVTAOELG
HE Tov aoBevn

Juvexllopeva kivntpa ekmaidevong

»H gknaibguon ouxva UTTOVOUEVEL TNV AVATITUEN
NG €otiaong otov acBevr), mapa tnv Epdaon otov
ETIOLYYVEALQTIOMO KOl TNV NOLKA TIPAKTLKA E
ETiKEVTPO TOV cOev.

» OL Kuplapyec mpooeyyloelc otnv a€loAdynon tng
amodoong Twv GoLTtNTWV N TWV EMAYYEAUATIWV
UYELOC CUXVA ATIOTUYXAVOUV VA EVIOXUOOUV 1 va
npowBnoouv tnv eotiaon otov acBevn
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Advancing patient-centered care through
transformative educational leadership: a critical
review of health care professional preparation
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Abstract: Following a historical brief on the development of patient-centered care (PCC), we
discuss PCC’s value and rele in counterbalancing the evidence-based movement in health care.
We in turn make a case for a philosophical shift in thinking ahout the PCC concept, one hased
on a consideration for how knowledge is produced, used, and valued within care provision
processes. A “shared " ion i ed, defined, and ted ti
1o the authentic and cthical realization of “shared decision making™ between patient and health
care provider, and, more generally, of PCC. In accordance with these views, this article critically
reviews the literature on health care professional education for the development of POC. We
uncover the disturbing ways in which education frequently undermines the development of
paticnt centeredness, despite curnicular emphasis on professionalism and cthical PCC. Wi
Mantr anada also establish the need o raise awarencss of how dominant approaches to evaluating student
or practitioner performance often fail to reinforce or promote patient centeredness. Finally, we
identify successful and inspiring cases of teaching and learning experiences that have achieved
perspective transformation on PCC and on new ways of providing carc. The pertinence of

adopting the theoretical foundations of adult transformative leaming is argued, and a call ©
action is proposed to the leadership of health professional educators across all disciplines.
Keywords: patient-centered care, health professional education, transformative leaming

Introduction

Some PCC history

The intellectual pedigree of patient-centered care (PCC) may be traced back to the
1970s. Inspired by the human rights activism movement in the USA, health researchers
of that era pioneered studi patients’ per of their health and their satisfaction

communication and listening skills."

In the early 1990s, the advent of the “evidence-based movement” (EBM) in
medicine was equally associated with an increase in concern with patient involvement
in their health care. Evidence-based clinical decision making, founded on increasi ngly
higher levels of statistical ahstraction, was considered to risk distancing the health
professional from the subjective illness experience® Given its consideration for the
patient’s unique history, needs, expectations, and context, POC offered a promising

s

[rere——
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Source: M. Lévesque, R. B. Hovey, C. Bedos. Advancing patient-centered care through transformative educational leadership: a
critical review of health care professional preparation for patient-centered care. Journal of Healthcare Leadership 2013:5 35—-46



ETItUYNUEVEC EKTIALOEUTIKEC OTPATNYLKEC VIO
£0TLOOMEVN OTOV aoBevn ppovtida

AU&non aAAnAenidpaoelc Twv poltnTwV PE ToucC aocBevelg

Muwa otpodn MPOC TIC MPOOTTIKEC OTO ATOMUO CUVOALKA KoL TNV avénon tng
guoLoOntomoinonNg OXETIKA HE TO TWG OL OXECELC HE TOUuG aoBeveic
eEMNPEALOLV TIC CUMPBOUAEC TTPOC AUTOUC

AloBnon oWKewoTNTAC HEOW KATAPTIONG POCLOUEVNG OTO VOOOKOUELO Of€
NEPLBANAOV YEVIKAC TIPAKTIKAG

Avamtuén tng avtomnenoiBnong twv dolrtntwv pEcw Asmtopepouc feedback
QO TOV EKTTALOEVT)

NEoL TpOmoL emiKowwviag HE TOUC aoBeveic kal PeATIWMEVN LKOvOTNTA
AVTLHETWTILONG NG ofeBatotntac otnv ANYn amopdacewv HEOW TNG
OLETLOTNHOVLKAG KATAPTLONG

Auvénuévn evalocOntomoinon kot ektipnon tn¢ OoAloTkAC dpovtidac Kal
onuaolog TG EMOAYVEAUATIKAG TOWKIAopopdlag Kol  OLETIOYYEAUATIKOC
oeBaopoc peoa otnv opada, LECW OLETILOTNMOVIKAC KATAPTLONG

Source: M. Lévesque, R. B. Hovey, C. Bedos. Advancing patient-centered care through transformative educational leadership: a
critical review of health care professional preparation for patient-centered care. Journal of Healthcare Leadership 2013:5 35-46



ATtOTEAEOOTO TNC EKTIOLOEUTLKNC KATAPTLONC
OTNV E0TIOCMEVN O0ToV aocBevin ppoviida

MdaBnon pEoa amo TNV nmoloTNTA TwV SLATPOCWTILKWY OXECEWV UETAEY TWV
doltnTwy, TwV atcBevwy, TV EKMALOEUTWYV KL TOU TIPOOWTILKOU

JUVEXELOL OTLC OXEOELC, cuvoloBnuatTik utootApLEn Kol alodnua ektipnong

Muwa efatpetika "kwntn", €ueAKTn kol XAUNAAC TtexvoAoyiac OLSaKTLKN
TIPOCEYYLON EVOWMOTWHEVN OTnNV  eKkmaidbevon akplPwg OMwe OTo
TIPOTITUXLOKO  TIPOYPOUUO 1 o0 QAN Tipoypappota  cuvexl{opevng
ekmaidevong

Juvevteuén mapakivnong o€ KAWLIKEG BEoELC yla TNV OWKodOUNON OXECEWV
gUmLotoolvnNg HE Toug aoBeveic Kal yla TNV eVOUVAUWON TwV aoBevVwV WOTE
val KOTaVonoouv KAAUTEPO TNV KATAOTOON TNG UYELOG Toug 1 va oxedldoouv
To TAAQVO TNC Bepareiag Toug

Katavonon tng onuoaociag tng SUVAULKAG TNG OLKOYEVELAG KOL O POAOC TOU
KOWWVLIKOU TiepLBaAlovto¢ ooov adopd TNV mapoxn UTOoTNPLENG OTOUG
aoBeveig

Source: M. Lévesque, R. B. Hovey, C. Bedos. Advancing patient-centered care through transformative educational leadership: a
critical review of health care professional preparation for patient-centered care. Journal of Healthcare Leadership 2013:5 35-46
A. Gallentine, A. A. Salinas-Miranda, K. Bradley-Klug et al. “ Student perceptions of a patient- centered medical training
curriculum “. International Journal of Medical Education. 2014;5:95-102



[Tt N StdaokaAla TNC CUMITOVETIKNG ppovTidac
elval CNUOVTLKNA;

3 Baowkoi otoyoL:

»  Avamtuén KaAng SLamPoowTtKAC OXEONG LETOEL YLATPOU Kol oBevoug
» AleukoAuvon tnc avtaAlaync nAnpodopLwv

» Amno kowoU AnPn anopacswv

* 'EAeyxoc ocuvalocOnpatwy Twv aoBsvwv
e AleukoAuvon TNG oAoOKANPWHEVNGS TTAnPodOpnong tne anodaonc
* BonBela og avayvwpLon Twv ovVaykwy Twv acBevwy

*  JUMBOAN oTN HELWON TOU TTOVOU AyXOoUC Kal BeATiwon TwV KALVIKWVY
OTIOTEAECUATWVY

Fong Ha, et al 2010



Mati elval onpaviikn N CUROVOLQL;
- AlIEBVEC evDlapEPOV VI TNV Evvola

* Avaykn €0TiaonNG o€ PACIKEC AVOPWTTIVEC AVAYKEC
KAl VA ETTIOTPOPN OTOV avOpWITTIONO

* AVNOUXNTIKEC EKBEOEIC TNG EAAEIYNGC PPOVTIOAC KAl
TNG AGIOTTPETTEING OTA VOOOKOMEIX

* H duocapEoKela OTIC EYKATAOTACEIC TTPWTORABUIOC
PPOVTIOOC uyEiac

* H OIKOVOMIKN) Kpion Kal T TTAyKOOUIO YEYOVOTO
TTPOKAAOUV  aicBnon 1TNC  avikavoTntag  Kal
EYKATAAEIYPNC

Source: Chochinov H.M. Dignity and the essence of medicine: the A, B, C and D of dignity
conserving care. BMJ 2007; 335: 184-187.



2TNV KateLBuvon aAAayng TNC CUMTEPLOPAC TWV
aocBevwv oxeTika e TN ppovtida Touc: eotioon
otnVv auto-ppoviida

Koetsenruijter et al. Health and Quality of Life Outcomes 2014, 1229
hittpe//www hglo.com/content/12/1/29

L . HEALTH AND QUALITY

OF LIFE OUTCOMES

STUDY PROTOCOL Open Access

Social support systems as determinants of
self-management and quality of life of people
with diabetes across Europe: study protocol
for an observational study

Jan Koetsenruijter]', Jan van Lieshout], Ivaylo \."assilevz, Mari Carmen Porrillo3, Manuel Serrano4, Ingrid Knutsen?,
Paoli Roukovaﬁ, Christos Lioniss, Elka Todoro\.faﬁ, Christina Foss?, Arine Fi{ng.c'_rs2 and Michel Wensing1

Abstract

Background: Long-term conditions pose major challenges for healthcare systems. Optimizing self-management of
people with long-term conditions is an important strategy to improve quality of life, health outcomes, patient
experiences in healthcare, and the sustainability of healthcare systermns. Much research on self-management focuses
on individual competencies, while the social systems of support that facilitate self-management are underexplored.
The presented study aims to explore the role of social systems of support for self-management and quality of life,
focusing on the social networks of people with diabetes and community organisations that serve them.

Methods: The protocol concerns a cross-sectional study in 18 geographic areas in six European countries, invelving
a total of 1800 individuals with diabetes and 900 representatives of community organisations. In each country, we
include a deprived rural area, a deprived urban area, and an affluent urban area. Individuals are recruited through
healthcare practices in the targeted areas. A patient questionnaire comprises measures for quality of life,
self-management behaviours, social netwerk and social support, as well as individual characteristics. A community
organisations’ survey maps out interconnections between community and voluntary organisations that support
patients with chronic iliness and documents the scope of work of the different types of organisations. We: first
explore the structure of social networks of individuals and of community organisations. Then linkages between
these social networks, sel-management and quality of life will be examined, taking deprivation and other factors
into account.

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

Keywords: Quality of life, Self-management, Chrenic illness, Diabetes type 2, Secial networks, Cammunity
organisations, Deprivation

Koetsenruijter et al, Health Qual Life Outomes 2014

Eotiaon og cuotnuata
KOWWVIKNG LEPLLLVOLC
YUvOEON EMLOTNUWV
dpovtidac vyeilac pe
puxoAoyia KLa
KOolvwVLIoAoyia

O aoBevng 0To KEVTPO




Oewpliec AAoyNC ZuuTEPLPOPAC

X Kowvwvikn Nvwotikn Oswpila— ot dvBpwrot
kaBobnyouvtal amno efwTEPLKOUC AP AYOVTEC

+ Avutendpkelo— kpion tnC LKAVOTNTOC TOU OTOMOU
Vo EKTEAEL pLa cupmepLdpopa

+E€ayopevec moodokiec— kpion twv mbavwv
OUVETIELWV TIOU TIPOKOAEL pLa oupmepLpopa

+ AutoéAeyxog — LKOVOTNTA TOU OTOUOU VO EAEYXEL
TN cuumnepldopa Tou

+EvioyUoelc— KATL Tou auéavel
rOavoTNTO VOL GUVEXLOTEL pLa 4 o .

Personal factors = Environmental

. . . Social Cngni_tiue Theory Model )
Source: Bandura, A. (1986). Social Foundations of Thought and Action. Englewood Cliffs, new Jersey: Prentice-

Hall.



Ocwplec AANayNC Zuumeptdpopac— |

*  Movtélo Nenoldnoswv yla tnv Yyeia - Eva yWwoTIKO LOVTEAO TTOU SNAWVEL OTL
n cupneplpopd mpocdlopiletal amo evav apLBLO MEMOBACEWY OXETIKA UE TLC
QTELAEC YLOL TNV EVUNMEPLO EVOC ATOLOU KOL TNV QTTOTEAECUOTLKOTNTA KOlL T
QTTOTEAECUOATOL CUYKEKPLUEVWV EVEPYELWV ) CUUTIEPLDOPWV.

* Eva kaAo uovtedo yia : epunveio n mpoBAEWYn mpoTunwWV CUUTTEPLPOPAC

Perceived
susceptibility | ¥

Perceived
threat

benefits

.......

Figure 2. The Health Belief Model

Source; Theories and models of behaviour and behaviour change. Forest Research.
http://www.forestry.gov.uk/pdf/behaviour_review_theory.pdf/$FILE/behaviour_review_theory.pdf



http://www.forestry.gov.uk/pdf/behaviour_review_theory.pdf/$FILE/behaviour_review_theory.pdf

Ocwpiec AANNayNG ZupTTEpipopac— |l

e AtaBswpnTiko (ZTadiar AANAOYAC)

MovteAo — poTELVEL AAAayn WE (o ™ <y
Sladikaoia 6 otadlwv .
1. Mpwv 10 SLadoylopo — ta atopa dev €xouv TNV MPOBEoN va KAVOUV ‘_“
pLa aAAayr) oto eyyug HEANOV (EVTOC TOU EMOLEVOU €EALUNVOU) J,
2. ALaAOYLOMOG — TOL ATOUO £XOUV TNV TPOBOEDN VAL KAVOUV pLa aMavn .,__'

KOl vvaLZouv TO TTAEOVEKTH HoTa Tng aAlayn¢ aAld emtiong pmopouv v
QVOYVWPLoOOUV KOl TO LELOVEKTAHOTA (EVTOC TOU EMOUEVOU €EQUNVOU)

3. Npoetolpacio— ta dtopa £xouv oXEOL0 SpAcNC Kal EXOUV TNV
npoBeon va avaldpfouv dpdon oto apeco pEAAov (LEoa o€ Eva pAva)
4. Apaon— ta atopa aAAA{OUV TN CUUTEPLPOPA TOUG

5. Alatipnon- avormaplotd To oTddlo OTou Ta Atopa poomabouv va
LNV UTTOTPOTILAOOUV

6. TepHATIONOG— Ta ATopa £xouv 100% amodotikotnTa Kol Ba
6Latnpn00uv ™ ouuneptcbopa Sduokolo va datnpnOei kal Ta
TIEPLOCOTEPA ATOO TIOPAUEVOUV 0TO oTAdLo 5

Naintenance RELAPSE

Source: Prochaska, J., Johnson, S., & Lee, P. (1998). The transtheoretical model of behavior change. In S. Schumaker, E. Schron,
J. Ockene & W. McBee (eds.), The Handbook of Health Behavior Change, 2nd ed. new York, NY: springer.



OewpPNTLKO TTAQLOLO

2TA0onN TTPOG T CUMTTEPIPOPA
; Attitude KaBopiletal amd TNV agloAdynon Tou
Behavioral Toward ) .
Beliefs E‘f-’i" e Copyright © 2006 lcek Ajzen OTOMOU TWV OTTOTEAEOUATWY TTOU
ehavior o oXeTICOVTaI JE TN CUPTTEPIPOPY .

YTTOKEIMEVIKOI KAVOVEG avapEpovTal OTO
BaBud oTov oTT0i0 £va ATOUO TTICTEUE! OTI

. " ONMAVTIKA ATOUA 1] OJABES (TT.X. YOVEIG
NEE:;L“ Sub ;;;w: Intention LT GUCuyoc, PIAOC, CUVASEAPOI, O YIOTPOC 1 O
AoYIOTAG) Ba gykpivouv 1) Ba
ATTOOOKIUACOUV TN GUUTTEPIPOPA TOU.

AvTiIAauBavopevog EAeyXog

Control Pgr;glivgd cuprrspu’popd'g avacpépaqu OTO Baepé'

Beliefs Behavioral | 4 . OTOV OTT0i0 TO ATOHO TIOTEVEI OTI UTTOPE]

Control va eAEYEEN TN CUPTTEPIPOPA TOU KOl QUTO

o Actual TTEPINAPPBAVEI TIG TTETTOIBACEIC OXETIKA ME

\{ Benavioral TOUG TTAPAYOVTEG TTOU Ba £TTNPEACOUV TN
Contrl SUCKOAIT TNC CUPTTEPIPOPEC KAl TV
avTIAauBavouevn duvaun auTwy Twv
TTApAyOVIWV

Source: Ajzen, 1991




2TNV KatevLBuvon pLac €BVIKNC TTPOOTITIKAC

o Mpo¢ pa vea KouAtoupa otnv ekmatdevon, otnv
£PELVA KOL OTNV KAWVLKA a.oKnon

o Mpo¢ €va vEo SLOAKTLKO LOVTEAO KOl LATPLKN
Stdaktea UAN

o Eotilaon otnv aAAayn tn¢ cupmepldpopag Kot oTnv
gotiaon otov aoBevn

o Mpoc TNV avamntuén KAWLIKWY EpYOAELWV KoL
CUOTNMATWY UTTOoTNPLENC amtodaong




KYPIOTEPA 2HMEIA TH2
KKOI

<« —\ AIKTYO EPEYNAZX
(F <>ZTH FENIKH IATPIKH

- XTHN KPHTH
S r. AAMNPAKHE

\ CRETAN PRACTICE-BASED
3 RESEARCH NETWORK “G. LAMPRAKIS™

AikTuo 'Epguvag otn Nevikn
latpik oTnv KpRTtn

JPMENT OF 13 GENERAL MEDICAL GUIDELINES

KaTteuBuvtipieg Odnyieg
otnv Ny
http://mwww.greekphcguidelines.gr/
en/

Anportiké larpeio
HpakAgiou

AlayvwoTika EpyalAeia w?y |

Kévrpo Kataypagng Kapkivou

BMC
Providing Compassionate FaITI i IY PFEICtiC

Healthcare

Journal of Compassionat
- Health Care

Rural and Remote Health

Compassionate Mep1odikd
Healthcare

Providing




EYXAPI2ZTIE2 3.

Valeria
Chatzea Agapi Angelaki

Dimitra Sifaki- it
Pistolla el

Ada Markaki

Aristea Saridaki vAn’ronis Bertsias Chrisanthi Maria

George Duijker Psaroudaki Papadakaki



._,,

http://wWww. fammed uo

2AZ EYXAPIZTQ TIA THN NPOzZOXH zAz!

a7


http://www.fammed.uoc.gr/

