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Continuity of care: a multidisciplinary review
Jeannie L Haggerty, Robent | Resd, George K Freeman, Barbar H Starfield. Carol E Adair,

Rachael McKendry

The concept—and realty—of continuity of care cosses disciplinary and organsational boundaries.
The common definitions provided here shoukd help heakhcare providers evaluate continuity more

rgorously and improve communication
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Interprofessional education - to break
boundartes and build bridges

T Faresjo
Unit for Interprofessional Education, Faculty of Heaith Sciences, Linkoping University,
Sweden
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» A focus on the
Pay-tor-Performance Programs in Family

Practices in the United Kingdom |Ssue Of
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The median reporbed adbeevemen in the firstyear of the new conractwas 55.4 pee
cent (intergquartile range, 7E 2 o B7.0 percent). Sociodemographic characteristics of
the patients (age and scciossconomic fearares) and practices (Eize of pracios, mame
ber of patients per practibiomer, age of practitioser, ard whether the practicomer was
meedically educared in the Uniked Kingdom] had moderate bat signi ficant effects on
performance. Exception reporting by practices wasnot extersiee [median rabs, § pee
oentl, bat itwas the strongest predicor of achievament: a 1 percer ipcrease in the
rate of exception reporting was associabed with a 0.31 percent increass in reporbed
achiswement. Exception reporting was high in a small ma mber of practicss: 1 percent
of practices excladed more than 15 percent of patients.

T. Doran, et al, New England Journal of Medicine 2006



> Afocus on

New challenges for the European primary patient care

care-V

e - JMProvement
BM e e s e P

Fegister -

Home = Comment = BIMJ 2007, 334(7602):0 (19 May), doi10.1136hmj.39217 515637 BE

This article
Extract FrREE
Respond to this aricle

Read responzes to this
article

Alert me when this article is
cited

Alert me when responses
are posted

Alert me when a correction
i= posted

Services

Email thiz article to & friend
Find =imilar articles in Bhid
Addd article to my folders
Daovwenload to citation
manager

Regquest Permiszions

Google Scholar
Aricles by Godles, F.

PubMed

& BN
BMJ 2007334 (19 May), doi-10.11 36/hmj.39217 615637 BE HOW to |mprove pa“ent
o care-the role of general
Improving patient care practice/family medicine

Fiona Godlee, edifor

How to improve patient care in a country where General Practice is less developed? 5 June 2007
E;‘;iﬂ?st“;”i]f- . Responding to the Editor's key message that appeared in the BiiJ editorial of May 19, and considering this question in

Qclate Froteszor o
Social and Family countries without capacity far quality of care measurements and clinical gavernance, such as Greece, ['would like to suggest
Miedicine ey et : [ .
Suhool of Medicine, four key. aspects.that could be easily initiated and |mFIemented by mdfuu:lual (5P's, rather than the health care system:
Liriversity of Crete, {a) The introduction of a sel-assessment pracess during GP consultation
g’;egeoffzggde 71903 (b) A medical audit process that will check effectiveness in targeted and selective groups of patients, including those with
Send response to joumnal:  COMMAn prablems or at high risk
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patient care in a country . . .
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where General Practice is
less developed? {d) An evaluation meeting with patients to identity barriers to health care needs and dissatisfaction from doctar's perfarmance
Empirical and experimental research is expected ta fully explore the feasibility and effectiveness of the suggested GP-based

intiatives an quality improvement.



Introduction and Overview
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Figure 1 The PHC reforms necessary to refocus

health systems towards health for all
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Box 1 Five common shortcomings of
health-care delivery

Inverse care. People with the most means — whose needs for
health care are often less— consume the most care, whereas
those with the least means and greatest health problems con-
sume the least"’. Public spending on health services most
often benefits the rich more than the poor" in high- and low-
income countries alike®",

Impoverishing care. Wherever people lack social protection
and payment for care is largely out-of-pocket at the point of
service, they can be confronted with catastrophic expenses.
Over 100 million people annually fall into poverty because they
have to pay for health care i

Fragmented and fragmenting care. The excessive specializa-
tion of health-care providers and the narrow focus of many
disease control programmes discourage a holistic approach
to the individuals and the families they deal with and do not
appreciate the need for continuity in care 5 Health services
for poor and marginalized groups are often highly fragmented
and severely under-resourced '8 while development aid often
adds to the fragmentation””.

Unsafe care. Poor system design that is unable to ensure safety
and hygiene standards leads to high rates of hospital-acquired
infections, along with medication errors and other avoidable
adverse effects that are an underestimated cause of death
and ill-health ™.

Misdirected care. Resource allocation clusters around cura-
tive services at great cost, neglecting the potential of primary
prevention and health promotion to prevent up to 70% of the
disease burden’®?’. At the same time, the health sector lacks
the expertise to mitigate the adverse effects on health from
other sectors and make the most of what these other sectors
can contribute to health?’.
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EARLY ATTEMPTS AT IMPLEMENTING PHC

CURRENT CONCERNS OF PHC REFORMS

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

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

Concentrabion on mother and child health

Dealing wath the health of everyone in the communiy

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

A comprehensive response o people’s expectabions and
needs, spanning the range of risks and ilinesses

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

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

Simple technology for volunteer, non-professional
community health workers

Teams of health workers facilitating access 1o and
appropnate use of technology and medicines

Participation as the mobiization of local resources
and healih-centre management throngh local healih
commitiees

Institutionalized participation of civil society in policy
dialogue and accountability mechanisms

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

Piluralistic hezlth systems operating in a globalized context

Management of growing scarcity and downsizing

Guiding the growth of resources for heaith towards
universal coverage

Bilateral aid and technical assistance

Global solidanty and joint learning

Prmary care as the antithesis of the hospital

Primary care as coordinator of a comprehensive response
at all levels

PHC is cheap and reguires only a modest investment

PHC s not cheap: it requires considerable mvestment, but i



Integrating
mental health
into primary care

A global perspective
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www.who.int/mental_health/policy
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Great Britain

Liberating the NHS

Equity and excellence: Liberating the NHS QH , geﬁgggﬂem

Published: 12 July 2010

The MHS White Paper, Equity and excellence: Liberating the MHS, sets out the Government's long-term vision far the future ofthe KHES. The
vision builds on the core values and principles ofthe MNHS - a comprehensive service, available to all, free atthe point of use, based on need, not
ahility to pay. It sets out how e will:

& put patients atthe heart of everything the MHS does;

& focus on continuoush improving those things that really matter to patients - the outcome of their healthcare; and

& gmpower and liberate clinicians to innovate, with the freedom to focus onimproving healthcare services

UK Government @ rolow

Department of Health: Liberating the NHS: Improving

outcomes fDI' patients The consultation document suggests five outcome domains and sesks views on
1l 19 2010 132:29 CEST e stuchuare and the core principles that should underpin the development of the
! ' framework, as well as the more specific outcome measures that should be used.

The proposed domains are:

- Domain 1: Freventing people from dying prematuare |y
& Domain 2: Enhancing the guality of lite for people with long-term conditions

& Domain 2 Helping people o recover from episodes of ill health or following
i juiryy

& Domain < Ensuring people have a positive experience of care
& Domain S: Treating and caring for people in a sate environment and

protecting them from avoidable harm

Source: http://www.dh.gov.uk/en/Healthcare/LiberatingtheNHS/index.htm
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General Practice Education Group (GPEG)

Undergraduate Medical Education
in General Practice

GPEG aims to provide, develop and evaluate high quaity teaching for undergraduate medical students

General Medical Council e o Uy e, Gt P
The General Medical Council (GMC) registers and regulates doctors in the UK. The GMC controls

entry to the medical register and setting the educational standards for medical schools and year
one of the foundation programme.

The GMC is responsible for promoting high standards of medical education. Its Education n«wn-uw':}?zfrmum-n
Committee issues guidance on the education and training of doctors, defines and monitars the i
standards of undergraduate medical education and promotes good practice in postgraduate @
training. The 2006 GMC publication Good Medical Practice is intended to be at the centre of all

medical education. The GMC publication Tomorrow's doctors, first published in 1993, makes BMA

recommendations on the undergraduate curriculum. This document has been updated in

september 2008.  hyttyy://www.bma.org.uk/careers/medical_education/mededatozg.jsp



Netherlands

Primary care manpower 2003

Number [nhabitants per
(absolute) FTE provider
General practitioners 8,110 2,400
Pharmacists 2,650 6,100
Physical therapists 13,250 1,320
Midwives 1,500 2.280 (WFA)
PC Psychologists 11,285 16,000
Social workers 13,370 7,600

Source: NIVEL — Netherlands Institute for Health
Services Research and Utrecht University



[The contribution of general practice medicine to undergraduate medical education]
[Article in Dutch]
Rutten GE, Grundmeijer HG.

Vakgroep Huizartzgeneeskunde, Universitett van Utrecht.

Abstract
The Blueprint 1994. Objectives of undergraduate medical education, was issued in 1994 and has since been used as a

guideline by the eight medical faculties in the Netherlands. This prompted a team of representatives of all eight Institutes for
General Practice Medicine ofthe country to describe the contribution of general practice medicine to undergraduate medical
education. The team was guided by two basic principles of general practice medicine, viz. general accessibility for all health
problems at all stages and the continuous nature of the care. Qut ofthe 180 general objectives of the Blueprint, 12 were
selected of which the teaching should preferably be provided or coordinated by general practice medicine. Out of the
approximately 250 problems from the general problem list of the Blueprint, 134 were assigned to general practice medicine:
89 in view of their high incidence in general practice, 15 because ofthe emergency nature, since GPs are easily accessible,
12 in which a major disease has to be excluded and 18 regarding chronic conditions. n this way, insightis provided into the
matters regarding which medical faculties can address depantments of general practice medicine about the curriculum to be
drawn up. It appears advisable that other specialisms as well should define their potential contributions to undergraduate
medical education and the relevant priorities.



EDITORIALS

General practice and medical education:
experience in the Netherlands

C vAN WEEL

Professor of general practice H FJ M CREBOLDER
sy s 4 Professor of general practice,
University of Nijmegen, Netherlands Uriverstnof Linbors: Netherlands

British Journal of General Practice, December 1993



Sweden &Y Swedish Health Care

How is care organized?
Physicians:

Most primary care physicians are employees of the county councils, Some primary care physicians work
privately under contract with the county councils,

Hospitals:

Mainly public, operated by the county councils, A few private hospitals that generally have contracts with
the county councils, Hospital-based ambulatory care physicians are hospital ermployees,

Public input: Sweden’'s Health Care System

Generally, the county councils and municipalities both finance and provid &
responsible far planning and distributing resources, Private praviders de ™7
of health services, twenty-five percent in primary care, The National Boal
supervisory responsibilities for personnel and services,

The country of Sweden has a long tradition of delivering high quality,
economically viable health care. &nd for many years Sweden's health
care system has regularly ranked at or near the top of most
comparative analyses of various international health care systems. The
result: Sweden's healthcare professionals offer a wealth of knowledge
and insights into most medical fields and healthcare processes.

Source: http://www.swedishhealthcare.se/swedenshealthcaresystem.htmi



DISCUSSION PAPER

Problem-based medical education in general
practice: experience from Linkoping, Sweden

MATS FOLDEVI

GORAN SOMMANSSON Britich .]{Hll'llﬂl of General Pl'ﬂﬂtl('ﬁ, ()ctober 1994

ERIK TRELL

Rural and Remote Health

The Tntem stional Elactronic Joumnal of Rural and Rermote Health Research, Education  Practice and Policy

7 July 2006

EDITORIAL

Interprofessional education - to break
boundaries and build bridges

T Faresjo
Unit for Interprofessional Education, Faculty of Health Sciences, Linkoping University,
Sweden



Germany

Intemational Journal of integrated Care — Vol. 9, 20 April 2009 — ISSN 1568-4156 — http-//www.ijic.org/

Policy

Special series: Integrated primary health care
Integrated primary care in Germany: the road ahead

Sophia Schlette, Senior Expert Health Policy, Bertelsmann Stiftung, Carl-Bertelsmann-Str. 256, 33311 Giitersloh,
Germany

Melanie Lisac, Project Manager, International Network Health Policy and Reform, Bertelsmann Stiftung, Carl-Bertelsmann-
Str: 256, 33311 Giiters

Kerstin Blum, Project Abstract

Str: 256, 33311 Giiters

Problem statement: Health care delivery inGermany is hnghly fragmented, rcsulung in poor vemcal and horizontal integration a
system that is focused on curing acute illness or singlé T conditions.
or managing the health of determined populations. While it is now widely accepted that a strong primary care system can help improve

Correspondence to: K
kerstin.blum@bertelsn

The authors all work

Germany-based Berte
The network brings to;
trends and developmer
healthpolicymonitor.oi
international evidence
reform.

coordination and responsiveness in health care, primary care has so far not played this role in the German system. Primary care physicians
traditionally do not have a gatekeeper function: patients can freely choose and directly access both primary and secondary care providers.
making coordination and cooperation within and across sectors difficult.

Description of policy development: Since 2000, driven by the political leadership and initiative of the Federal Ministry of Health, the
German Bundestag has passed several laws enabling new forms of care aimed to improve care coordination and to strengthen primary care
as a key function in the German health care system. These include on the contractual side integrated care contracts, and on the delivery
side disease management programmes, medical care centres, gatekeeping and ‘community medicine nurses’.

Conclusion and discussion: Recent policy reforms improved framework conditions for new forms of care. There is a clear commitment
by the government and the introduction of selective contracting and financial incentives for stronger cooperation constitute major drivers
for change. First evaluations, especially of disease management programmes, indicate that the new forms of care improve coordination
and outcomes. Yet the process of strengthening primary care as a lever for better care coordination has only just begun. Future reforms
need o address other structural barriers for change such as fragmented funding streams, inadequate payment systems, the lack of stan-
dardized IT systems and trans-sectoral education and training of providers.

Keywords

primary care, care coordination, continuity of care, disease management programmes, gatekeeping, medical care



OPEN ACCESS Review Article

Undergraduate medical education in Germany

Medizinstudium in Deutschland

Abstract

The purpose of this article is to give international readers an overview | jean-Frangois Chenot*
Gl o= s o2 Mandatory clerkships*
AL *  Internal medicine
T S =  (General surgery

V% B TURNS *  Paediatrics

M- *  (Obstetrics & gynaecology

o Je L *  General practice -

* 3 % http:/mww.ncbi.nlm.nih.gov/ipmc/articles/PMC2716556/pdfiGMS-
07-02.pdf
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Turkey in need

of family medicine

Summary: Turkey's existing health system has
been unsuccessful in meeting the health
needs of the people living in the country. Nei-
ther the patients who spend time seeking
treatment in health centres or hospitals, nor
the health authorities or health workers, are
satisfied with current healthcare services.
Although much time has passed since the
preparation and referral of health reform pro-
posals to Parliament, they still await confir-
mation in order to be put in place. The uneven
political playing field and fundamental, even
controversial attitudes can be cited as the
main reasons for the delay. Nevertheless,
there are promising developments which sug-
gest that family medicine (FM) could be intro-
duced, such as the upgrading of FM depart-
ments in universities and the ever-increasing
number of family physicians. In sum, it can be
stated that even if it has still not been decided
that FM is a viable approach, it is undergoing
thorough discussion.

In this paper we discuss the problems of
FM in Turkey and present our own views and
observations on various aspects of it.

Ithami Unluoglu®,
Unal Ayranci®

Source: Unluoglu I, Ayranci U. Turkey in need of family medicine. Primary Care 2003.

International contacts

Emergence of the need for FM
in Turkey

Up to the year 1984, the health situation of
the country was growing increasingly con-
fused; there was no properly functioning na-
tional health system, healthcare suffered
from a poor organizational structure, health
institutions such as health centres and health
offices were only partially performing their
tasks. Health personnel suffered from lack
specialist FM education started in MoH hos-
pitals. At subsequent MoH meetings it was al-
ways emphasised that the academic future of
FM had to be assured. Of these the most ef-
fective was a group meeting entitled “FM ed-
ucation for the improvement of PHC”. It was
attended by representatives of the Ministry,
universities, the Turkish Association of Fam-
ily Physicians (TFPA) and the Turkish Med-
ical Association (TMA). The meeting urged
that all universities support specialist FM ed-
ucation, and that each university should in-
clude an FM department [18]. Today, the 11
MoH educational hospitals continue to edu-
cate FM assistants.
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Family medicine transition period training in Turkey

Siileyman Gorpelioglu®*, F. Serdar Giirel®, Fiisun Ersoy"
“Ministry of Health Department of Family Medicine, Ankara, 06434, Turkey

Received October 23, 2008: revised December 10, 2008: accepted January 02, 2009

Abstract

Vocational training of General practice is a subject of discussion since 1970 in many European countries. In 2003 a health care
reform is decided to be implemented in Turkey and by the time of implementation of reform studies, there had been negotiations
among the stakeholders wtihin general practice and It was decided that a retraining program is essential for the practicing
physicians who are medical faculty graduates or specialists other than family medicine to practice in primary care. A two phased
temporary retraining program that is called transition period training (TPT) was planned to meet the urgent need of practicing
doctors as family physicians. TPT covers all the physicians who wants to work as a family physician except the family medicine
specialists. First phase TPT is an adaptation course, conducted face to face and second phase is a blended learning (b-learning),
that is a combination of e-learning and face to face competency based skill training.

Kevwords: Type your keywords here, separated by semicolons: family medicine: vocational training: transition period: training methods; e-
learning .

Source: Gorpelioglu S, Furel F.S, Ersoy F. Family medicine transition period training in Turkey. 2009.
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PRIMARY CARE ABROAD

Spa]n Primary medical care in Spain

JULIAN TUDOR HART

SUMMARY. The extremely complex and rapidly but unevenly
developing system of primary care in Spain is described. The
health centre movement in Spain merits close attention, and
could be a useful model for our own service.

Rural primary care

The Asistencia Publica Domestica was set up in 1953. Under
this system rural areas with populations of 10 000 or less have
been served by general practitioners working from public of-
fices or their own homes. Most have worked in essentially the
same way as urban general practitioners in the ambulatorios,
but they have a 24-hour commitment, offer some preventive ser-
vices, and generally have a more personal relationship with their
patients. Posts have in the past been filled through a competitive
state examination requiring no postgraduate training, but about
10% of rural general practitioners now enter through the same
examination as health centre doctors; where this occurs, about
two-thirds of rural general practitioners have postgraduate voca-
tional training in family and community medicine.

Though most of the reforming initiatives in Spain have been
in urban health centres, remarkable pioneering work also goes
on in some rural areas, notably around Salamanca.

Nature of general practice

The level of private general practice is substantial in some areas.
Though in Catalonia and Andalusia it seems as yet almost ir-
relevant for the mass of the population, it is evidently impor-
tant in Madrid. An estimated six million people use private
general practitioners, though many of these also attend the public
services for the more administrative parts of their care. Private
practice is growing in many areas because of the generally un-
satisfactory quality of public service practice and the rising in-
comes of most employed people. A bitter struggle seems to be
going on between those who.still see private practice as the on-
ly possible growing point for better care, and those who believe
the future must lie with team care from health centres with
registered populations. There appears to be a serious and pro-
bably inevitable split between general practitioners attempting
to develop better care by a combination of private practice and
very part-time work in the Seguridad Social (two-hour sessions),
and those working full-time in health centre teams. At present
both the old and the new public systems of primary care describ-
ed below co-exist, covering about 80% and 20% of the popula-
tion, respectively.
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Lessons From Around The World

Renewing Primary Care: Lessons Learned From The Spanish
Health Care System

Jeffrey Borkan'", Charles B. Eaton?, David Novillo-Ortiz®, Pablo Rivero Corte* and Alejandro R. Jadad®

From 1978 on, Spain rapicly expanded and strengthened its primary health care system, ofienng a lesson in how to Imprave heath
outcomes In a cost-effective manner. The nation moved to & tax-based system of unwersal access for the enfire population and, &t the
local level, instituted primary care teams coordinating prevention, health promation, treatment, and community care. Gaing ncluded
Increases In lfe expectancy and reductions in infant mortality, with outcomes supenor to those in the United States. In 2007 Spain spent
32,671 per person, or 8.5 percent of ts qross domestic procuct on health care, versus 16 percent in the Unted States. Despite concems

familiar to Amenicans—about future shortages of prmary care physicians and relatively low status and pay for these physicians
offer lessons for the United States.



Portugal - Primary Health Care (2005)

10.5 million residents

351 Health Centers (1823 with
extensions)

7034 Family Physicians and Family X
Caregivers 7368 B i
11.2% of users registered but not
assigned MF

Accessibility little easier
Freedom of choice by the citizen,
his MP, or change of GP reduced

Physicians and Family Caregivers
are officials of the NHS (pay
regardless of performance) with a
low level of job satisfaction

Slide kindly provided by Dr. Luis Pisco



Portugal

- The“UNIDADES DE SAUDE FAMI
LIAR” USF, are small teams multi-
professionals formed voluntarily self-
organized, consisting of 3-8 family
physicians, for the same number of
nurses in family and administrative

rofessionals, covering a population
etween 4,000 and 14,000 people.

- These teams have technical autonomy,
organizational and functional, and most
importantly, a mixed &)ayment system
(capitation, salary and goals),
professional and financial incentives
that reward merit and are sensitive to
productivity, accessibility, but also, and
above all, quality.

Slide kindly provided by Dr. Luis Pisco



Greece
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Abstract

Background: Over the past years, Greece has undergone several endeavors aimed at modernizing 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.

Purpose: 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 country.

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

Results: Our systematic review identified 198 papers and 161 out of them were derived from electronic search. Fifty-three papers in total served
the 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 about horizontal or comprehensive integration of care.
Conclusion: Establishment of integrated PHC in Greece is still at its infancy, requiring major restructuring of the current national 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.
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A 4-WEEK COURSE OF MEDICAL STUDENTS
IN PRIMARY HEALTH CARE:
ACHIEVEMENTS AND DEVELOPMENTS
FROM CRETE, GREECE

Ch. Lionis, I. Moschandrea, A. Koutis, E. Symvoulakis, M. Mavrogiannaki, E.
Foukaki, N. Hag Efadl, A. Philalithis




Some background information-11 The clinical clerkship

(Avikr) Acknon otV MpwtoBabuia dpovtida Yyeiag - ENEAEK

ML » @Y NMpwrobdabma

TeheuTaia véa

16 May, 12:08 - ZaBBidkng Mubpyog
Farmvapr T ip oLy g Koo
Tlor, - IDYNIOE 2006
MEQLOGATERE. .

5 dpr, 12:45 - ZaBEdkng Nadpyog
Kecmervopn Toaw pormry vl Kwtpo
sl - MATDE 2008 mepuasirzpa.

23 Mar, 12:05 - ZuBBdkng Mudpryog
Kecrervopn Ty poumri ol Kvtpo
Tygiog - AMPIAIOZE 2006
TEQLOGATERE. ..

Mgl tEpEg GUNmEs; ...

EvomnTec MaBnpatoc

) ENIAOMEZ MASHMATOZ

----- ) Apykn Zehiba

----- 0 Adpraa - Zool

----- 0 Mepizwopievo

----- ) poves; Bader; Khnakng Aoknan;
[#-) YMORPEGQEELZ

----- 53 ENTYTA

----- 3 BiPhioypagpia

----- ) Kivinag Iotpieng AsovTohoyiag

Exete atoghfal g Emakentng |t

A four-week course
In primary care

Meptypapn Gepatoc

«Strong clinical

@, KNk Aoknon o MpwroBdBia Gpovrida Yyeiag - EMNEAEK orientation
MavenioTripio Kptng g

A 9 i i i i i i [ 'l
s, Zyohn Eniotnuay Yyeiac - Tunua latpiknc - Topéac Koivwvikng laTpikng =
(Khvir Aoknan ato 110-120 eEapnvo)

eIt combines training
In both, general
practice and public
health

NPOAOTOZ

Ayamnrol auvddehpol,

H Npaktikn Aoknon oty NpetobdBpia Gpoviida Yyeing rpoypotomouiAnks yio mpatn xpovd 1o 1990, To
TpAYRaPNE Kol To Teplexdpsvo TG doknang dupoppdBnrkay petd amd arev ouvepyooln Tav uneuAlvay Toy
pffpatoc e o pghn Ko Tauc ouvepydTee Tou Tapn Kotk |aTpukic kal ps Toug yiatpodc Tay Kévpay Yye @ R u ral and U I’ban
dmou Tpoypatonoeiton nAcknon. Eniong, onpayTikee Aoy oL mpotdoss Kol o Topatnpiass Twy suvadshpuy o .

Tow suppeTelxay otny doknon oTa Tponyodpsva xpowia, Me Tn aapd Toug, o dikeg oac mpotdosc Ba BonBraoouy SEttI ng

Bermicngoupe Ty Boknan aTny eMapevn Xpovid.

Amd tav lodvio Tou 1997, n Mpaktiki Aoknon otny NOY éxel evtoxBel oto Emspnotard Npdypoppa Exmaideuons
Apyuric Emanyyehpomikic Katdprions (ENEAEK).

H &vrafn quth tng Aoknone oto ENEAEK ouviBahe anpovtikd:

*Involvement of
physicians and
community leaders

o otr Behticaon Tev eknaidsutisy péowy ko duodikaowy Thg dokneng
s oTn Beiticoon tne watocshidag Tng deknong

o otny oofnon tou oolBuod tov ouveovadougoy Movddoy (K.Y, Kontne

http://pfy-epeaek.med.uoc.qr
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The clinical clerkship

"ByTund
fino 000 pnopeiTs va kaTeRamETE TO QNopamTD £YTUNG Yo T QUMMETN 00 amy i Ao,
'EyTuna ke oBnyieg yin Toug DormnTec
DBnyies ouppeTognc Sorrqray oo MNA
Zuppaon Zuppetogng dormTwy oto MA
KapreAu Nposwmikaey Zoieiwy dorrqm
Yneubuvn Aqhwon

Karakoyoc [arpikwy NMpafzwy k' ApaotnpioTnToy BormTay

Students allocated (in
rotation) to some of the 13
collaborated rural health
care centers and always to
the unique urban health care
unit of university hospital

A detailed guide

*An access to the students’
website

*Guidelines and educational
documents available on line

|nteractive sessions on a
virtual medical lab



Background information-1V
The fieldwork assessment

*Assessment of the level of knowledge
*Assessment of clinical skills

*Assessment of their capacity in reporting
community health problems

and an evaluation of their opinion towards the
course



Evaluation items

A. Evaluation of Introductory Seminar
(8 items)

B. Understanding/comprehension of
the principles of General Practice

(11 items)

C. Evaluation of the course at the
Health Centers (14 items)

D. Evaluation of the course at Rural
Clinics and House Visits (8 items)

E. Evaluation of course in the
Community/ Preventive Medicine )
(3 items)

F. Evaluation of the Organization and
* (carrying out, undertaking...) of the
course (8 Items)

G. Evaluation of General Issues

(6 items)

Decision to follow the Specialty of
General Practice

Students’ Opinion

Data
59 students out of 99 (59.6%)
Time period

10/2008 — 10/2009

Scaling grade
* 1= Low
)

° 3

° 4

- 5= High

6 = Don’ know
90 = No Response



Students’ opinion evaluation: Setting and method

AEIOAOTHEH THE EKITATAEYTIKHI ARTKHEHE AITO TOYZD
TOITHTEL

OMNOMATEINQNYMO SOITHTH: ... oo
AIAPKEIA AZEHEHEZ: ATIO .. o WEREL o

A AZTOAOTHIH EIZATQTIKOY ZEMINAPIOY

1. Hagvvohu ewdvo Tov oo 608m e gro swgotyw vk d JSpuwdpio vz to T Bo
CWTLLE TW TLTETE 0T GLEPKELD TG BT O ¢ T Tov:

TAMHAH TFHAH
1 2 3 4 5

LAEN EEPR fAEN AIIA NT=

2. H PBor8ziz 10w exmotds uvtikot ALKOD Tou gog Stewe W AnKee oy

ZAMHOAH TYHAH
1 2 3 4 5

LAEN EEPQR FAEN ATTANTR
3. H pPoriBeie wov oog SoAMKe ard To0 S0y YiKd I8 LIvEpL0 YLk THY Tpo SCpRLoyh oog
gt .Y . frow:

XAMHAH TYHAH
1 2 3 4 =

ALAEN EEPR FAEN A TTA NT:

4. H wotwvinon, ote whoiow tov swgoyvwywcol gepwoplov, Tow otdywmw TG
mpw o BRALLnG ppoveidog vyeiog Lo

LAMHAH FT¥HAH LEN EEPR /AEN 4 TTANTR
1 2 3 4 5
5. H ovovwodtntoe SULTATpwans Tov  Siugormyikold gepwoplov e whwiied

motp o ey WOT Tow wo cpopouy T mpw ToPalpie gpoviido vrelog sivon,

TAMHAH TFHAH
1 2 3 4 3

AEN EEPR fAEN ATTA N T

6. H owoyrowd T Te 1o S0 YL ¥ ol gepvopion sivon

XAMHAH T¥ HAH
1 2 3 4 5

AEN EEP: FAEN ATTANTR

A cross-sectional survey

*A pre-tested questionnaire
filled in by students at end of
the clinical clerkship
5-Likkert scale format
*Some few open questions

25 items

Data stored in a SPSS
database

*Period of evaluation:
10/2008-10/2009



A. Evaluation of Introductory Seminar
8 Items
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C: Iltems with low score

Pediatrics
Cases

69%

Acute and
Chronic
Diseases Cases

66%

Gynecology

cases

70%




Students’ Knowledge evaluation
Data

« 84 students out of 99 (84.8%)

Evaluation items

 Pulmonary diseases therapy - Time period

- Metabolic diseases 10/2008 — 10/2009
» Cardiovascular diseases

» Gastrointestinal diseases - Type of answer

- High risk patients correct / incorrect

management
« Mental disorders

« Preventive and health
promotion



FOR PATIENTS WITH TYPE 2 DIABETES
WHICH

ER2

B 0 Incorrect
B 1 Correct
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Points of discussion

- It seems that the one month clinical clerkship together with
the available educational material satisfied the great majority
of the medical students

- The duration of this training needs to be further discussion.

- The contemporary training at the remote health centres
introduces certain concerns

- The acquirement of clinical skills may predict good
satisfaction of medical students and it should be enhanced.

» These preliminary results should be confirmed by a thorough
analysis of the available data

- The entrance of a new community-based unit is a challenge



After the exams
and the social
event at the Greek
taverna



Building on Capacity-The master on general practice/family medicine and
primary care
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The wind of change: after the European definition--orienting

undergraduate medical education towards general practice/family
medicine.

Soler JK, Carelli F, Lionis C, Yaman H.

The Family Practice, Bay Street, Attard, Malta. info@thefamilypractice.com.mt

Abstract

Traditionally, medical students are trained in an algorithmic manner, to focus on excluding serious
but rare diseases by conceptualizing diagnoses through a process of exclusion based on systematic
and technological investigation of an extensive list of potential diagnoses applicable to the patient's
presenting symptoms and signs. Students are not often exposed to common diseases, and trivialize
all that which cannot be addressed within a strictly medical model. This paper reflects on the
recommendations of the EURACT Educational Agenda document, and proposes a return to
empiricism in basic medical fraining by introducing students to primary healthcare, disease, and
decision-making processes early in their training. The authors recommend the teaching of
communication skills within primary care doctor-patient encounters, the exploration of new ways of
teaching the doctor-patient relationship, and that students and young doctors be encouraged fo
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Strengthening family medicine in Europe
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