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Dear Colleagues, Dear Friends,

On behalf of the Finnish Association for General Practice and the Organising Committee it is our 
great pleasure to welcome you to the 18th Nordic Congress of General Practice. We are extremely 
happy that more than 1100 delegates have accepted our invitation to join the congress in these late 
summer days.
 The congress is devoted to collaboration and partnership with our patients. Partnership is a 
core concept in the realm of a general practitioner/family doctor. In daily work a doctor and his/her 
patient comprise a core team of two members, but quite often a number of family members of the 
patient are asked to join the team as well. When we take care of our patients we are not alone. GPs 
are in the central position of the whole social and health care system. We work together with other 
clinical specialists, social care workers, psychologist and other professionals to promote our patients’ 
health and well-being. In a nutshell, we GPs, are professionals in making contacts and building net-
works. Those networks, when acting properly, are based on mutual respect and understanding 
among the team members, including the patient. They are based on partnership.
 During the 18th Nordic  Congress  of General Practice we have for a while left behind both our
patients and our organisations, but not the partnership.  Here in Tampere, we have assembled to-
gether in order to change results of scientific research as well as experiences of everyday clinical 
work. Let us do it in partnership with colleagues from 20 countries by choosing the most interesting 
events from 55 workshops and symposia and 26 scientific sessions and poster walks, let alone the 
richness of the social programme.

We hope you enjoy the congress and your stay in Tampere. 

Welcome!
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Elise Kosunen     
Chair of the Organising Committee
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Dear Colleagues,

As chair of the Nordic Federation of General Practice I proudly wish you welcome to our 18 th Nordic 
Congress of General Practice in Tampere 21– 24 August this year.
 The congresses are important meeting places for general practitioners and reseachers in the 
Nordic countries. NFGP runs the congresses through the five national colleges of general practice 
every second year.

Our congresses involve:

 • Clinical updates on best practice (e.g. clinical symposia focusing on relevant evidence 
  regarding specific medical conditions)

 •  Presentation of recent and ongoing research in primary healthcare (e.g. free-standing  
  paper, research-oriented symposia presenting empirical research as well as theory 
  development)

 •  Opportunities for critical reflection regarding the current status and future development 
  of the discipline (e.g. by way of cutting-edge plenary sessions and symposia)

 •  Opportunities to discuss issues concerning educational programmes and research 
  activities for young doctors in primary healthcare.

The theme of the congress in Tampere will be ”Promoting partnership with our patients – a chal-
lenge and a chance for primary care.”  I think this is a very good and relevant main theme for our daily 
work as general practitioners, and I am really looking forward to the congress and seeing you all.

Welcome to Tampere!

Gisle Roksund
Chair NFGP   

Pekka Honkanen   
Chair of the Finnish Association 
for General Practice
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CONGRESS ORGANISATION  

Elise Kosunen
Chair of the Organising 
Committee

Tuomas Koskela
Chair of the Scientific 
Committee

Tuomas Mäntykoski
Secretary General

Other members of the Organising Committee

• Arja Helin Salmivaara, The Finnish Association for General Practice

•  Sirpa Lindroos, The Family Medicine Association, Member of the Board

• Kari Mattila, Professor in General Practice 

• Doris Holmberg-Marttila, Medical Director, Head of Center of General Practice

• Irma Virjo, Professor in General Practice, Emerita

• Arto Virtanen, General Practitioners in Finland (GPF), Chairman

•  Leena Sulonen, Congress Manager, Tampere Conference Service

Scientific Committee

•  Tuomas Koskela, Clinical lecturer, University of Tampere, Chair of the Scientific Committee

•  Johan Eriksson, Professor in General Practice, University of Helsinki

•  Pekka Honkanen, Professor in General Practice, University of Oulu

•  Raimo Isoaho, Adjunct Professor, emeritus

•  Helena Liira, National Editor of Scandinavian Journal of Primary Health Care

•  Pekka Mäntyselkä, Professor in General Practice, University of Eastern Finland

•  Markku Sumanen, Clinical lecturer, University of Tampere

GENERAL INFORMATION

Congress venues 
Most of the scientific programme will take place in the Tampere Hall (address: Yliopistonkatu 55), 
but some sessions will be arranged in the main building of the University of Tampere (address: Kale-
vankatu 4) which is located just on the other side of the street. Young GPs’  programmes on Thursday 
afternoon are held in the club of medical students called Club Amos, some 200 metres away  from 
Tampere Hall (address: Varastokatu 3). See the maps on the last spread of the book. 

Registration and service desk is in the main entrance hall of the Tampere Hall. The desk is open 
on Wednesday at 10.00–19.30, Thursday–Friday 8.00–15.30, Saturday 8.30–12.30. The personnel 
will be happy to help you, if you have questions concerning, for example, registration & payment, 
hotel bookings, social events or transportation.

Registration desk’s international telephone number is +358 3 366 4400.

Registration fee  On-site fee Delegate 880 €, GP Trainee 520 €, Accompanying person 150 €.

Registration fee includes:
- Opening Ceremony and Get-together party with buffet on Wednesday
- Lunch on Thursday and Friday
-  Refreshments during coffee breaks on Thursday, Friday and Saturday
-  City Reception with cocktails on Thursday
-  Conference material and a name badge
-  Admission to all scientific sessions
-  Admission to the exhibition

Registration fee for Accompanying persons includes:
-  Opening Ceremony and Get-together party with buffet on Wednesday
-  City Reception with cocktails on Thursday
-  Closing Ceremony on Saturday
-  A name badge
-  Possibility to register to other social and evening events by paying the appropriate fee

The exhibitor’s badge includes:
lunches and refreshment mentioned in the programme as well as the Opening Ceremony, Get-
together party and Tampere City Reception. The exhibitor’s badge does not include access to the 
auditoriums or lecture rooms. Exhibitors can register to other social and evening events by paying 
the appropriate fee.

Badges and Tickets 
Please wear your name badge at all times; it is your entrance ticket to all sessions, lunches, coffees 
and exhibition area. No badge, no entry! Accompanying guests may not enter the lecture rooms. 
If you have lost your badge or left it at your hotel, please contact the registration desk and ask for 
a new badge at a cost of 10 €.

Badge colours: 
Participant – white     One-day participants – yellow
Organising Committee – blue         Exhibitor – green
Assistant – pink         Press – lilac
Visitor – orange
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Assistants 
Voluntary conference assistants (medical students) will be happy to help you with practical matters. 
They will assist the speakers and chairpersons in the lecture rooms and will be at your service at the 
registration desk, too. The assistants can easily be recognised from the blue T-shirts.

Bulletin & message board 
A bulletin board for programme changes, messages and phone call requests is located next to the 
registration desk. Information messages will be tweeted also by twitter (#nordicgp2013) during the 
congress.

Certificate of attendance  
The certificate of attendance is in the congress bag.

Coffee breaks
Coffee/tea is included in the congress fee for congress participants twice a day at times given in the 
programme. Please show your badge, which is your coffee ticket. Coffee is served on Thursday and 
Friday in the exhibition area in the Park Hall (1st floor) and on Saturday in the 1st and 2nd floor foyer 
of the main building.

Conference rooms 
Keynote lectures are held in the Main Auditorium on Thursday and Friday, in the Small Auditorium 
on Saturday. Most sessions are held in Tampere Hall’s conference rooms, some sessions are held in 
the premises of the University of Tampere which is located just across the street from Tampere Hall. 
Please see a map of the conference venues/rooms. The name of the room is given after the title of 
the presentation. 

Currency exchange 
Forex Tampere branch, at Rautatienkatu 14 b, is open Mon–Fri 8.30–19, at Stockmann’s Department 
Store (2nd floor) Hämeenkatu 4, Mon–Fri 9.00–21, Sat 9–18, Sun closed.

Lunch 
is served in two different places: in the Park Hall and in Restaurant Fuuga on the 2nd floor during 
the hours stated in the programme. Please show your delegate badge, which is your lunch ticket.

Café Soolo 
on level 1 is open on Wednesday 10–22, Thursday and Friday 8–18, Saturday 8.30–14. Coffee, re-
freshments, snacks, wine & beer will be available. Smoking is allowed in the Café’s outdoor terrace.

Speakers’ service desk 
is located in the main lobby. Speakers are asked to bring their slides/PowerPoint presentations at 
the speakers’ service desk at least 3-4 hours before the time of their presentation; preferably the day 
before. If you have sent your presentation by e-mail in advance and have received confirmation, you 
do not need to go to the Speakers’ room anymore.

WiFi  
There is a free WiFi in Tampere Hall: network: TampereHall, password: customer2012

First Aid and Pharmacy 
There is a first aid room in Tampere Hall for urgent situations. If you need help, please contact any 
of the conference assistants or Tampere Hall personnel. In case you need a doctor consult the re-
gistration desk to contact local health care services or hospitals. The nearest pharmacy (in Finnish 
‘APTEEKKI’) is located at Tullintori Shopping Mall, only a few minute walk from Tampere Hall. Open 
Mon-Fri at 10.00–18.00, Saturday 10.00–16.00. Yliopiston Apteekki -pharmacy at Hämeenkatu 16 is 
open every day 7–24.

How to get to Tampere-Pirkkala Airport? 
Tampere-Pirkkala Airport is situated 15 kms from Tampere city centre. The easiest and fastest way to 
the airport is to take an Airport Taxi. The one-way fare is 19 €/person. You need to book the Airport 
Taxi well in advance. The airport taxi operates between the Tampere-Pirkkala airport and Tampere 
city centre and vice versa. Passengers may have one bag along the ride. Make sure you book the 
ride from city centre to the airport in good time and while booking, state the departure time of your 
flight. The taxi centre then informs you the time of the pick-up. The cost of a normal taxi from the city 
centre to the airport will be about 35–45 €. To call an airport taxi dial 0100 4131 (+358 100 4131).

Taxi 
There are several taxi points around Tampere, one just near the entrance of Tampere Hall. To call 
a taxi dial 0100 4131 (+358 100 4131). We recommend making an advance booking for an early 
morning pick-up. The advance booking must be made at least 30 minutes prior to the pick-up. For 
an advance booking, the customer is charged an extra fee of 6,60 € which is stated in the taxi meter.

ATM Cash points 
The nearest cash point to Tampere Hall is situated in Tullintori shopping mall.

Incoming messages and message board 
The service desk’s international telephone number is +358 3 2434 120. When calling in Tampere, 
dial 03 243… During conference registration hours this number can take incoming messages for 
conference participants. Messages received by the service desk will be posted on the message board 
in front of the registration desk. Participants may also use the board to leave messages for other 
delegates.

Luggage store 
at Tampere Hall is in the cloakroom in the main entrance hall. There are also luggage lockers opera-
ted with a 1 € deposit in the main entrance hall.

Mobile phones must be switched off during sessions.

Photocopying service is available at Tampere Hall at your own cost. For details and prices contact 
the registration and info desk.

Shopping 
Department stores are open Mon–Fri 9–21, Sat 9–18, Sun 12–18. Shops at Koskikeskus shopping 
mall are open Mon–Fri 10–19, Sat 10–17, Sun 12–17 (not all shops).

Smoking is prohibited inside Tampere Hall. Ashtrays are located outdoors, for example, in front of 
Café Soolo and Park Hall.

Toilets 
There are toilets on the ground, 1st and 2nd floors of Tampere Hall’s Main Building. There is a dis-
abled toilet on the first floor beside the Cloakroom. There is a baby care room on the ground floor.

Tourist Information – Visit Tampere
Rautatienkatu 25 A (at the Tampere railway station)
Mon–Fri 9.00–18.00, Sat–Sun 10–15
Tel. 03 5656 6800
visittampere@visittampere.fi
http://www.visittampere.fi
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INFORMATION TO PRESENTERS AND CHAIRS

Congress language
The official language of the congress is English. Keynote lectures and parallel sessions (symposia, 
workshops and poster presentations) will be held in English if not stated otherwise. The chairs 
should be prepared to facilitate language problems (translations of questions from Scandinavian to 
English and vice versa) to encourage dialogue between participants

Symposia and workshops
Each session has a time limit of 90 minutes. The chairs of the session are responsible for opening,
disposing time and closing the sessions in strict accordance with the time frames given in program-
me.

Oral presentations
Each oral presentation session will last 90 minutes. The chairs are responsible for disposing time. 
There will be 3–6 presentations in each session with a time frame, as follows:
 •  Introduction of the presenter/presentation (1/2 minute)
 •  Presentation (10 minutes)
 •  Discussion (2–4 minutes)
 •  Closing of the presentation (1/2 minute)

Technical information for oral presentations
Each lecture room is equipped with a PC laptop computer, one data/video projector and one large 
screen. The native resolution of the projector is 1024x768. The software installed on the computer 
includes:
 •  MS Office 2007 Suite (PowerPoint, Word)
 •  Adobe Acrobat Reader
 •  Internet Explorer
 •  Windows Media Player
 •  Skype

If you have not sent your presentation in advance, you should take your presentation on a USB stick 
to the speakers’ service desk at least 3-4 hours before the time of your presentation.
 In case your PowerPoint-presentation contains videos, please ensure that both files (PowerPoint 
and video files) are included. We recommend that you primarily include your video clips in a Power-
Point presentation. However, if you wish to use video facilities, DVD player or slide projector in your 
presentation, you should inform the personnel at the speakers’ room in advance.

Speakers’ service desk
Speakers’ service desk is located in the main lobby. Speakers are asked to bring their slides/Power-
Point presentations at the speakers’ service desk at least 3-4 hours before the time of their presenta-
tion; preferably the day before. If you have sent your presentation by e-mail in advance and have 
received confirmation, you do not need to go to the Speakers’ room anymore.

Poster presentations
We will arrange six chaired poster walks, which will last up to 90 minutes and include presentations 
by the authors of up to ten posters. The time frame at each poster will be eight minutes, distributed 
as follows:
 •  Presentation by author (3 minutes)
 •  Discussion (5 minutes)

Posters
Posters will be on display in the Tampere Hall’s Park Foyer 1 (1st floor) from Wednesday to Satur-
day. Posters must be mounted before 10.00 o’clock on Thursday and are not allowed to taken down 
before 17.30 on Friday. After each poster walk participants (excluding authors) are encouraged to 
nominate their favorite of the session to win the poster prize. After the last poster walk chairs will 
pick the best poster of the congress to win the prize.

Information to chairmen
Chairmen of the sessions of oral presentations are required to arrive in the meeting room 15 minutes 
before the start. They shall make sure that every speaker is available. Chairmen will briefly introduce 
each speaker. The chairs are responsible for disposing time.
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SPONSORS AND EXHIBITION

The main sponsor of the conference is

Orion Oyj Orion Pharma

The following companies and exhibitors invite you to the Exhibition area and their stands in the Park 
Hall (Sorsapuistosali). The exhibition will be opened at the Get-together on Wednesday evening at 
19.30. Exhibition opening hours on Thursday 9.30–17.00 and Friday 9.30–15.30. On Saturday the 
exhibition is closed. Lunch and coffee will be served in the Exhibition area. 
 
•  Almirall Nordic
•  Bayer Oy
•  Center for Primary Health Care Research (CPF) / Lund University and Skåne Regional Council
•  GlaxoSmithKline Oy
•  Karolinska Institutet
•  MSD Finland Oy
•  Novo Nordisk Farma Oy
•  Orion Oyj Orion Pharma
•  Päijät-Hämeen sosiaali- ja terveysyhtymä Peruspalvelukeskus Aava-Liikelaitos
•  Studentlitteratur.se
•  Tillotts Pharma AG
•  Department of Community Medicine, University of Tromsø
 

Other sponsors (not participating in the exhibition)

•  Boehringer Ingelheim Finland Ky
•  Oy Bristol-Myers Squibb (Finland) Ab & Pfizer allianssi
•  Hämeenlinnan Terveyspalvelut
•  ratiopharm Oy

SOCIAL PROGRAMME

All participants, accompanying persons and exhibitors, who have registered for the congress and 
have a congress badge, are warmly invited to take part in the social events hosted by the Finnish 
Association for General Practice. Unless otherwise mentioned, the events are included in the regis-
tration fee. You need to have made a reservation, and you need a ticket, which you received when 
you registered on-site. You can ask for possible tickets at the registration desk.
 

      Wednesday • 21 August    
   

Opening Ceremony and Get-together party
Place: Tampere Hall, Main Auditorium
at 18.00–21.00
The congress will be opened in the Main Auditorium of Tampere Hall. After the Opening ceremonies 
we will gather together in the Exhibition Hall for the Opening of the Exhibition. There we can have a 
toast and sample Finnish delicacies of the buffet.
 

      Thursday • 22 August

Tampere City Reception
Place: the Old City Hall, address: Keskustori 10
at 18.30–20.00
The City of Tampere cordially invites us for cocktails at the Old City Hall, located at the Central 
Square, in the midst of Tampere. This neo-renaissance building from the year 1890 has lot of beauti-
ful art to admire while enjoying the cocktails in good company of friends and colleagues.

Church Concert: Vocal Ensemble Lumous: Duty and Desire
Place: the Old Church (Vanha kirkko), address: Keskustori (Central Square)
at 20.15
Price: 15 €

“Lumous” is an ensemble of five professional woman musicians, 
founded in 2007. Artistic director Debra Gomez-Tapio holds 
degrees in choral conducting and early music. The ensemble 
has been a recipient of several national grants to achieve its’ 
musical goals. Lumous is the Finnish word for enchantment, 
a noun used to describe the ensemble’s rich, clear sound and 
musical interpretation.
In the Middle Ages and Renaissance, women had no way in 
selecting their future. The two possibilities were to have a hus-
band or to be put in a cloister to serve God. This concert presents 
songs from these periods that describe the thoughts and solutions 
women employ to reconcile their duty and desire. The concert
will be held in the Old Church at the Central Square.
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Evening in the Pub-Restaurant Plevna
Place: Pub-Restaurant Plevna, address: Itäinenkatu 8
at 20.00–
Price: 30 € 
This informal get-together takes place in the Plevna Brewery Pub & Restaurant in the old Finlayson 
cotton mill area just a short walk from the Central Square. You can come right after the City Re-
ception or after the Church Concert. Plevna Buffet and one award winning house-brewed beer are 
included in the price (as well as music entertainment). In addition to their own brews, Plevna has 
a long list of other interesting beers from around the world to taste. And last but not least, you can 
enjoy good company of your colleagues in a relaxed atmosphere. Music entertainment.

     Friday • 23 August

Congress Dinner
Place: Scandic Hotel Rosendahl, address: Pyynikintie 13
at 20.00–01.00
Price: 90 €
It is time to dress up a little, put dancing shoes on and head for the Congress Dinner on the beauti-
ful lakeside Hotel Restaurant Rosendahl. Delicious Buffet with good choice of wines will be served. 
Entertainment music and dancing will conclude the happy evening.

Bus transportation from the following hotels to Scandic Rosendahl as follows. If you are not staying 
in any of the hotels mentioned, you can take the City bus no. 25 to Rosendahl (towards Tahmela) or 
join either bus no. 4 or 5.

Bus 1: Hotel Kauppi 19.30 (Pohjolankatu street), Scandic Tampere Station 19.40 (bus stop at Itse-
näisyydenkatu 3), Sokos Hotel Tammer 19.45. (bus stop in Satakunnankatu 16,  in front of the fire station)
Bus 2: Tampere Hall (Sokos Hotell Villa and Holiday Inn) 19.40, Scandic Tampere Station/Holiday 
Inn 19.45 (bus stop at Itsenäisyydenkatu 3)
Bus 3: Scandic Tampere City and Cumulus Rautatienkatu 19.35 (bus stop at Rautatienkatu 13, in 
front of the small park), Sokos Hotel Tammer 19.45
Bus 4: Sokos Hotel Tammer 19.40 (bus stop in Satakunnankatu 16, in front of the fire station)
Bus 5: Sokos Hotel Ilves and Cumulus Koskikatu 19.40 (bus stop in Hatanpäänvaltatie 2, in front of 
Paapan kapakka)

Return transfer to the city centre from Rosendahl at: 22.45, 23.00, 23.15, 23.30, 23.45, 24.00, 00.15 
and 00.30.
The shuttle bus route: Rosendahl -Hämeenkatu - Itsenäisyydenkatu - Kalevan puistokatu - Pohjolan-
katu – Lapintie – Rosendahl. Please see a map of the route at the conference info desk in Tampere Hall.
The city bus no. 25 drives by Rosendahl. (direction west, to Tahmela) You can also use these buses.

     Saturday • 24 August

Prize Awards and Closing Ceremony
Place: Tampere Hall, Small Auditorium
at 11.00–13.00
All good things must come to an end – the Closing Ceremony with Prize Awards will conclude the 
Congress. Friederichs Nordic Research Prize will be awarded to a colleague who has promoted GP 
relevant research in the Nordic countries. The Best Poster Prize will be awarded for the best poster 
of Tampere congress.

TOURS AND EXCURSIONS

    Wednesday • 21 August 

Practice visits to local health centres  
Place: Departure from Tampere Hall, the main lobby
at 14.00
Duration 1-1,5 hours (with transportation)
Pre-registration required. These visits are fully booked - you can ask for cancelled places at the re-
gistration desk.
Pre-registered delegates are divided in 5 groups in advance (max. 15 per group). One group walks to 
the Tammelakeskus (500 m). Four other groups travel by bus, which leaves from Tampere Hall. Local 
GPs will speak about their work and how it’s organised at their practice. 
Departures: Bus 1 from Tampere Hall to Hatanpää and Omapihlaja. Bus 2 travels to Tipotie and Ylö-
järvi Health Centre.
 

Pre-congress physical exercise in Pispala
Meeting place: Departure from Hotel Cumulus Hämeenpuisto, address: Hämeenpuisto 47
at 14.30 
Duration 1-1,5 hours
This is a guided tour either by running or Nordic walking to the top of the Pispala ridge. It takes 310 
steps to ascend to the top of the ridge. From the top of the ridge you will see magnificent panoramic 
views to the two lakes split by the ridge. Requirement: good shoes. The organisers will provide walk-
ing poles.

Lunch cruise on Lake Pyhäjärvi
Place: Departure from Laukontori harbour right in the city centre, address: Laukontori
at 12.30–14.00
Price 40 €
Finland is known as the Land of Thousand Lakes, and Tampere is situated between two particularly 
beautiful expanses of water. Enjoy the beauty of the clear blue lake, splintered by islands, and the 
city scenery seen from the Lake - along the route you will see, for example, the cliffs of Pyynikki ridge 
and Pispala ridge with it’s colourful and picturesque houses. Join us on this thoroughly relaxing 
lunch cruise on Lake Pyhäjärvi on m/s Tampere. Buffet lunch will be served. After the cruise you can 
join the city sightseeing by bus. The bus will come to Laukontori harbour to pick you up.

Tampere Sightseeing Tour
Place: Departure from Tampere Hall, in front on the main entrance by bus,
you can also hop in from Laukontori harbour at 14.00 o’clock
at 13.45-15.45
Price 27 €
The guided city tour will show you the best parts, the most beautiful places and the most impor-
tant sights in Tampere. You will hear the story of its birth under the Swedish kingdom, about the
life in Tampere during the Russian autonomy, and how it developed into the vibrant city of techno-
logy and know-how of today. You will see the red brick facades of the old industrial town with its 
beautiful lakes, parks and market places. Important sights include the Central Square, the Cathed-
ral, the picturesque Pispala village and the impressive Pyynikki Ridge and Park.
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      Saturday • 24 August

Post-congress physical exercise in Pispala
Meeting place: Departure from Hotel Cumulus Hämeenpuisto, address: Hämeenpuisto 47
Duration 1–1,5 hours
at 14.00 
This is a guided tour either by running or nordic walking to the top of the Pispala ridge. It takes 310 
steps to ascend to the top of the ridge. From the top of the ridge you will see magnificent panoramic 
views to the two lakes split by the ridge. Requirement: good shoes. The organisers will provide walk-
ing poles.

Guided historial walk tour along the Tammerkoski Rapids and Finlayson Area
Place: Departure in front of Sokos Hotel Ilves, address: Hatanpään valtatie 1
at 15.00–17.00
Price 25 €
The walk along the banks of the rapids gives a vivid picture of the industrial city. The scenery with 
red brick factory walls and chimneys was declared as a national landscape by the Finnish Ministry 
of Environment in the 1990´s. The roaring rapids formed the basis for developing an industrial city. 
King of Sweden Gustav III established the city for industry and trade in 1779, depending on the 
power of water. Even though industrial production ended in the factories in the 1970-90´s, today 
new activities are pursued behind the old factory facades. This guided walk gives a picture of a city 
that has met the challenges of the industrial change successfully. Old and new hand in hand. The 
tour will end in the Finnish Labour Museum Werstas at the Finlayson area where you can visit the 
Textile Industry Museum, the Steam Engine Museum as well as the Labour Museum’s changing and 
permanent exhibitions.

KEYNOTE LECTURERS
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       Key-note lecture   Thursday 22 August
 
 

Kirsti Malterud                     
Professor, University of Bergen, Norway

Professor Kirsti Malterud MD, PhD, is working at the Research Unit for General Practice in Bergen 
(Uni Health), University of Bergen, and the Research Unit for General Practice in Copenhagen. She 
is a specialist in general practice and her long time experience from clinical practice is an essential 
asset for her research activities. Her research has included clinical communication, women’s health, 
especially focusing the medically unexplained disorders, and patients’ strong sides. The last decade, 
she has mainly explored illness and health care experiences among patients from various vulnerable 
groups and their GPs. Lesbian women, obese individuals, people with potentially harmful drink-
ing patterns, and patients with very serious heart disease provide examples of different aspects 
of marginality where Malterud search for people’s strength and how health care can be improved. 
Malterud has also been developing and promoting qualitative methods in medical research and has 
presented a large number of methodological as well as empirical publications. In 2012, she pub-
lished a textbook about focus group research.

       ABSTRACT
Voices from the margins - knowledge about strength and 
vulnerability in general practice 

Clinical knowledge from different sources is needed to solve the problems in general practice. Anat-
omy, physiology, pharmacology, and epidemiology are important, but not sufficient, foundations 
for quality care. The GP should look not only for pathology and risk factors, but also for the patients’ 
strong sides, in order to support healing and coping.  However, we do not always know what to 
look for, or where. As medical doctors, providing evidence based care, we are better trained regard-
ing majority issues than for matters belonging in the margins of culture and society. However, an 
acquaintance with particulars, essential for the GP, requires also a competence to look beyond the 
average or the assumed normality, in order to learn from the lifeworlds of patients who are not 
exactly similar to ourselves. I shall present general practice research where voices from different 
kind of margins have been specifically explored and discuss what can be learnt from this kind of 
experiences. I shall argue that knowledge about strength and vulnerability from marginal positions 
can provide important contributions to sustainable clinical practice, also applicable within the core 
population of our patients. 

     
      Key-note lecture   Thursday 22 August
 
 

Jan De Maeseneer     
Professor, Ghent University, Belgium

Jan De Maeseneer (born 1952, Ghent, Belgium) graduated as a Medical Doctor in 1977 at Ghent 
University (Belgium). Since 1978, he has been working part-time as a general practitioner in the 
community health centre Botermarkt in Ledeberg. Since 1991, he chairs the department of Family 
Medicine and Primary Health Care at Ghent University. Since 1.10.2008 he is the vice-dean for stra-
tegic planning at the Faculty of Medicine and Health Sciences.His research activities are focused on: 
epidemiology of general practice, functioning of GPs, prescription behaviour, medical decision mak-
ing, medical education, health systems research, equity in health care, menpowerplanning, health 
outcome and health and poverty.In 1990-1991, he has been advisor on primary health care of the 
federal Minister of Health. Since 1997, he has been a member of the Flemish Health Council. Actu-
ally, he is the chairman of the Flemish Strategic Advisory Council for Welfare, Family and Health. Prof. 
J. De Maeseneer was a member of the Knowledge Network “Health System” of the WHO Commis-
sion on Social Determinants of Health. Since October 2010 he is leading the International Centre for 
Primary Health Care and Family Medicine, a WHO Collaborating Centre on Primary Health Care. He is 
promoter of the Primafamed-network (www.primafamed.ugent.be), a network involved in training 
of family physicians in Africa. Since September 2007, Jan De Maeseneer  is the Secretary General of 
the Network “Towards Unity for Health” (www.the-networktufh.org). Prof. De Maeseneer is chair-
man of the European Forum for Primary Care since 2005 (www.euprimarycare.org). Since 2012 he is 
a member of the “Global Forum on Innovation in Health Professional Education” of the Institute of 
Medicine of the National Academies (Washington – USA).

       ABSTRACT
Person- and people-centeredness: challenges for general practice

Person- and People-centeredness is an essential strategy, advocated in the WHR2008: “Primary 
Health Care: now more than ever!”. This approach is needed, in order to enable general practice to 
respond to two major challenges: on the one hand the demographical and epidemiological tran-
sition, on the other hand the increasing inequity in health (care), enhanced by the financial and 
economic crisis in Europe.
 Nowadays, chronic conditions are increasing steadily, with multi-morbidity becoming rather 
the rule than the exception. Classical mono-disease oriented approaches lead to fragmentation of 
care and “inequity by disease”.  Moreover, patients with multi-morbidity, confront us with contradic-
tory guidelines. Though, for these patients, we need a new approach: a fundamental paradigm-shift 
from problem-oriented towards goal-oriented care, starting from the goals as defined by the indi-
vidual, in terms of quantity and quality of life.
 The WHO “Commission on Social Determinants of Health” reports clearly that primary care has 
an essential role to play in addressing the health (care) inequities. In general practice we cannot 
restrict our approach to the individual patient, but need a people-centered approach, in order to 
tackle the upstream causes of ill-health. One of the strategies to make that happen is: “Community 
Oriented Primary Care”. This approach will be illustrated with practice-examples. 



       Keynote lecture   Friday 23 August
  

Johan Eriksson     
Professor, University of Helsinki, Finland 

Johan Eriksson (born 1958), MD, DMSc, graduated from medical school in 1986 (University of Hel-
sinki, Finland) and obtained his specialist degree in internal medicine in 1994 and in general prac-
tice in 2005. He defended his doctoral thesis on “Psychosomatic aspects of coronary artery bypass 
surgery” in 1988. In 1995 he received docentship in experimental endocrinology at the University 
of Helsinki. Since graduation he has been working as a primary health care physician, occupational 
health physician as well as a hospital-based physician. In 2001 he became the Head of the Diabetes 
and Genetic Epidemiology Unit at the National Public Health Institute and in 2006 he became full 
professor of General practice at Helsinki University.  His research interests have included pathogen-
esis and prevention of type 2 diabetes. He has been involved in the planning and conduction of the 
Finnish Diabetes Prevention Study (DPS) – which was the first study to show that prevention of type 
2 diabetes through lifestyle intervention is possible. Another area of research has been the early 
programming of health and disease. Helsinki Birth Cohort Study (HBCS) has been initiated by Johan 
Eriksson and he is the primary investigator of the study. Within the HBCS the group has been focus-
ing upon early life origins of several common non-communicable disease including type 2 diabetes 
and coronary heart disease. The importance of prenatal life and growth during infancy has been 
stressed. Also the importance of maternal health prior to and during pregnancy has received great 
interest. Over 100 original publications are based upon findings in HBCS and he has in total over 300 
original peer-reviewed international publications. The findings from HBCS have influenced several 
funding agencies including EU and NIH as well as influenced statement by WHO.  
 

       ABSTRACT
Early life origins of health and disease  

The global burden of non-communicable diseases is rapidly increasing. Much of the risk of these dis-
orders is not explained by traditional risk factors and thus remains outside the scope of etiologically 
based prevention. The concept of Developmental Origins of Health and Disease (DOHaD) proposes 
that early life environmental adversities, e.g. materno-fetal metabolic disturbances and psychoso-
cial stress, may, in part through changes in epigenomic patterns and gene expression, alter tissue 
and organ function, resulting in phenotypic differences, largely affecting health and later disease.
 An accumulating body of evidence suggests that maternal factors including lifestyle, before 
and during pregnancy, determine not only her own health but also the later health of her offspring. 
Numerous studies have identified prenatal life as a period of development when an organism is 
particularly vulnerable to environmental insults. Slow growth both during fetal life and infancy is as-
sociated with an increased risk of coronary heart disease, type 2 diabetes and cognitive decline later 
in life. This early pattern of growth is associated with an increased disease risk especially when fol-
lowed by a relative gain in body size later in childhood. In other words there is a mismatch between 
early growth and growth later in childhood, predisposing to non-optimal health.
 Our extensive previous work, capitalizing on the Helsinki Birth Cohort Study (HBCS) has been 
in the world forefront in supporting the DOHaD concept. While previous findings have been of ut-
most importance in underlining that many common diseases have early life origins, a consensus 
within the DOHaD-field is that further epidemiological studies and follow-ups of the existing co-
horts will not be sufficient to advance understanding of disease etiology and to develop novel ways 
to prevent disease. More focus is needed on underlying mechanisms explaining these associations. 
The DOHaD concept may provide a base to understand disease etiology and prevention better. 
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       Keynote lecture   Friday 23 August
 
 

Ilkka Kunnamo    
Adjunct Professor, University of Helsinki, Finland

Ilkka Kunnamo, MD, PhD, developed the original idea of Evidence-Based Medicine Guidelines, a 
comprehensive electronic guideline database published by Duodecim Medical Publications Ltd., 
and served as its editor-in-chief between 1988 and 2008. He now serves as the editor-in-chief of 
the international version, which has been translated into 8 languages. Since 1986 he has worked as 
general practitioner at the Health Centre of Karstula in Central Finland. In 2009 he was appointed 
adjunct professor of general practice in the University of Helsinki. He has been involved in a number 
of projects on primary care computing, medical informatics, and the organization of primary care. 
In 2002 he was the leader of the team that produced the plan for the development of a nationwide, 
standardized electronic health record for Finland. Presently he develops a comprehensive multi-
lingual decision support service (Evidence-Based Medicine electronic Decision Support, EBMeDS, 
www.ebmeds.org) utilizing the key data sets in the health records and providing patient-specific au-
tomatic reminders, interactive algorithms, and care plans. He has published research papers in infor-
matics, rheumatology, gastroenterology, sinusitis, and diabetes care. He is a member of the Editorial 
Board of BioMed Central (London), a member of the international GRADE group (www.gradework-
inggroup.org), and a founding member of the Guidelines International Network Implementation 
Working Group. His current activities also include development of tools for controlling polyphar-
macy in the elderly within the PRIMA-eDS Consortium funded by the European Union, and par-
ticipation in research and development in the United States Clinical Decision Support Consortium. 
 

       ABSTRACT
Information technology for care planning and patient empowerment  

Access to reliable health information is essential for patient empowerment. In Finland the use of the 
citizens’ health portal (www.terveyskirjasto.fi) has increased rapidly, with 33 million opened articles 
yearly. The Swedish health advice online www.1177.se attracts over 40 million yearly visits. 
 At Kaiser Permanente (USA), 45% of patients have registered in My Health Manager which in-
cludes viewing of test results and visit notes, secure e-mail, scheduling appointments, and requesting
repeat prescriptions. The proportion of e-mail encounters has increased to almost one third of all 
contacts.
 Patients can record their history and symptoms, blood pressure, and a variety of other data 
in personal health records (PHRs). Increasingly, monitoring devices send data automatically, and 
virtual video home visits will improve communication. All data, either recorded by professionals or 
by patients, should be available for viewing and as input to decision support and care management 
tools. Interactive tools for service requests will replace phone calls, and even prepare prescriptions. 
Initial results of on-line health coaching programs are promising.
 In Finland a structured care plan is piloted for promotion of the chronic care model. It contains 
both individually selected numeric targets and free text. The latter contains fields for needs, goals, 
interventions, and follow-up. The needs and goals are set by the patient during conversation with 
the professional (often a nurse), and expressed in the patient’s own words: “I have identified as my 
health needs…”; “I have decided to…”.  The patient and professional share a screen when creating 
and updating the plan. The patient receives a print copy, and the plan is available in the PHR.
 If all patients had a structured care plan, the future need of services could be estimated, and 
resource shortages prevented by modifying the plans at the time when they are created. 
 A virtual health check is a procedure where data from a population of patients is screened by 
a number of clinical decision support rules, and patients whose care needs improvement are listed. 
Risk stratification tools can be used to sort out patients who could most benefit from interventions.
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       Keynote lecture   Saturday 24 August
 
 

Martyn Evans   
Professor, Durham University, United Kingdom

Martyn Evans (born 1956, United Kingdom) joined Durham University in 2002, as Professor of Hu-
manities in Medicine. In 2008 he was appointed as Principal of Trevelyan College (having been Prin-
cipal of John Snow College at the University in the preceding six years). He hails from Wales where, 
after a doctorate in the philosophy of music he taught philosophy and ethics of medicine at the Uni-
versity of Wales for several years. He was founding joint editor of the Medical Humanities editions 
of the Journal of Medical Ethics, from 2000 to 2008. He has published variously on the aesthetics 
of music, ethics and philosophy of medicine, and the role of humanities in medical education. His 
current interests concern music and medicine; the nature and role of humanities in medicine; and 
philosophical problems in medicine. In 2005 he was made an honorary Fellow of the Royal College 
of General Practitioners and he was elected President of the UK Association for Medical Humanities 
in 2006. In 2008 he and colleagues gained a Wellcome Trust Strategic Award in Medical Humanities, 
for which he is Principal Investigator and grant-holder; he is co-Director of the ensuing Centre for 
Medical Humanities at Durham University.

 

        ABSTRACT
Medicine, the body and an invitation to wonder  
 
Among several distinctive and philosophically-interesting aspects of clinical general practice, one 
in particular frequently stands out: that the patient presents with a problem in his self-experience 
and his experience of daily living – what we might call a problem primarily in the existential realm 
– while the doctor’s expertise and authority, and the help she can offer, seem to lie primarily in the 
material realm. How these aspects are fused in embodied human experience, and how the GP fuses 
her own experience of living a vulnerable mortal life into her scientific, material understanding of 
her patients’ bodies is, I will argue, an enduring and inescapable wonder – albeit one that is charac-
teristically either dismissed (as supposedly arising from an out-dated attachment to dualism) or 
simply overlooked altogether.
 Proceeding from an illustration of this within my own ‘career’ as a patient in the care of a gene-
ral practitioner, I will try to explore the wonder of our embodied state, of our embodied experience, 
and of that philosophically-extraordinary ‘meddling in flesh’ that we more comfortably call physical 
medicine. On this basis, I will review what I take to be the importance of a cultivated, wide-awake 
sense of wonder on the part of patient and physician alike, arguing en route for a reconsideration of 
where we identify the moral ‘centre of gravity’ in medicine and in medical ethics.
 I will explore some aspects of the notion of wonder more generally; recognise some challenges 
in discerning and understanding wonder; acknowledge limitations on and dangers within a sense of 
wonder; and perhaps suggest future research questions in the philosophy of wonder that I believe 
may be of value to clinical medicine at large. Finally, in the crucial and special case of the clinical gene-
ral practitioner, I will suggest that an awareness of the wonder of our mortality and our finitude is an 
under-recognised yet continually-demanded (and continually-rewarding) source of understanding 
in the GP’s difficult challenge of journeying with, and the through, the ‘lives of others.’

Abbreviations used in the scientific programme

  WS = workshop
  Sy = symposium
  OP = oral presentation
  PP = poster presentation

Auditoria and Lecture rooms:

  Main Auditorium
  Small Auditorium
  Studio
  Rondo
  Sopraano
  Sonaatti 1 
  Sonaatti 2
  Basso
  Aaria 
  Opus 2-3
  Opus 4 
  University A05, A06, A07
  Exhibition Hall Corridor
  Amos Club
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      Thursday 22 August
 

8.20 House keeping information

Keynote lectures:
8.30 – 10.00    Main Auditorium
Chair: Professor Sirkka Keinänen-Kiukaanniemi, Finland

Person- and people-centeredness: challenges for general practice,
Professor Jan De Maeseneer, Belgium

Voices from the margins - knowledge about strength and vulnerability in general practice, 
Professor Kirsti Malterud, Norway 

             Thursday 10.30 – 12.00

WS – 1     Main Auditorium
PATIENTS WITH MULTIMORBIDITY IN GENERAL PRACTICE
Susanne Reventlow; Doris Holmberg Marttila; Lars Borgquist; Margret Olafia Tomasdottir; 
Niels Olivarius; Ann Dorrit Guassora; Mogens Vestergaard

Sy – 1     Small Auditorium
MOST CHILDREN ARE HEALTHY BUT… CHALLENGES IN GENERAL PRACTICE 
WHEN CHILDREN ARE NOT WELL
Anette Hauskov Graungaard; Ole-Rikard Haavet; Tone Smith-Sivertsen

Sy – 2    Studio
PRIMARY CARE HEALTH CENTERS IN PAST, PRESENT AND FUTURE – EVOLUTION IN FINLAND 
Raimo Isoaho; Pertti Kekki

Sy – 3     Rondo
IS IT POSSIBLE TO CHANGE THE PRACTICES OF HEALTH CARE?
Klas Winell; Minna Kaila; Sakari Ritala; Anu Mutka

WS – 2     Sopraano
Europrev WORKSHOP: IMPACT OF GUIDELINES IN PREVENTION OF CARDIOVASCULAR 
DISESASE IN DIABETIC PATIENTS (Euro-Heart II PROJECT)
Mateja Bulc; Carlos Brotons; Sirkka Keinänen-Kiukaanniemi

WS – 3     Sonaatti 1
IS SELF-RATED HEALTH AN OVERSEEN RESOURCE THAT SHOULD BE ACCOUNTED 
FOR IN CONSULTATIONS?
Anni Brit Sternhagen Nielsen; Hans Johan Breidablik; Eivind Meland; Göran Waller

Sy – 4     Sonaatti 2
IS THERE EVIDENCE FOR PREVENTION IN OLD AGE?
KH Pitkälä; TE Strandberg; M Björkman; ML Laakkonen 

WS – 4     University A05
HOW TO GIVE FEEDBACK TO TRAINEES – LEARN FROM OUR ROLE PLAYS!
Paula Vainiomäki; Arnoldas Jurgutis; Alise Nicmane; Merja Ellilä; Ruth Kalda

WS – 5     University A06
BENEFITS AND HARMS OF GENERAL HEALTH CHECKS – LIFELONG LEARNING IN GENERAL 
PRACTICE: HOW TO READ AND USE SCIENTIFIC LITERATURE
John Brodersen; Atle Klovning; Klaus Witt; Helena Liira; Marjukka Mäkelä

Oral presentations, session 1: Doctor-patient relationship      Basso
Chairs: Sirpa Lindroos, Carl Edvard Rudebeck

OP – 1 
‘I DEAL WITH THE SMALL THINGS’: 
The doctor–patient relationship and professional identity in GPs’ stories of cancer care
May-Lill Johansen; Knut Arne Holtedahl; Annette Sofie Davidsen; Carl Edvard Rudebeck

OP – 3 
Symptom attribution to medically unexplained conditions in general practice
Hedda Tschudi-Madsen; Mona Kjeldsberg; Bård Natvig; Camilla Ihlebaek; Jørund Straand; 
Dag Bruusgaard

OP – 4 
A better understanding of frequent attenders problems
Håkan Bergh

OP – 5 
“I keep thinking of my complaint daily nowadays.” Primary health care patients’ reasons 
for complaint-related worry and relief
Virpi Laakso; Päivi M. Niemi

OP – 6 
Differences in patients’ language use describing their medical problems – Preliminary 
results from a comparative qualitative study on patients’ concepts about primary health 
care utilization
Wolfram J. Herrmann; Alexander Haarmann; Uwe Flick; Markus Herrmann; Anders Bærheim

Oral presentations, session 2: Mental health     Aaria
Chairs: Pekka Mäntyselkä, Charlotte Tulinius

OP – 7
Talking about patients with depression: interviews with GPs and psychiatrists
Hanne Saederup Pedersen; Annette Sofie Davidsen

OP – 8
Little effect of antidepressants
Sven Frederick Østerhus; John Sahl Andersen

OP – 9
What is depression? A qualitative study of psychiatrists’ and GPs’ experience of diagnosis 
and the diagnostic process
Annette Sofie Davidsen; Christina Fogtmann Fosgerau
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OP – 10
Negotiations of antidepressants in consultations with general practitioners and psychiatrists
Annette Sofie Davidsen; Christina Fogtmann Fosgerau

OP – 11
Low quality of life and depressive symptoms are connected with unhealthy lifestyle
Jorma Sakari Savolainen; Hannu Kautiainen; Juhani Miettola; Leo Niskanen; Pekka Mäntyselkä

Oral presentations, session 3: Cancer     Opus 4
Chairs: Peter Vedsted, Dorte Gilså Hansen

OP – 12
Quality deviations during the diagnostic pathway increases the time to diagnosis for 
Danish cancer patients - Prevalence and type assessed by General Practitioners and
the impact on the diagnostic time.
Henry Jensen; Aase Nissen; Peter Vedsted 

OP – 13
GP role in the diagnosis of childhood cancer: How and when do children with cancer 
present in primary care?
Jette Møller Ahrensberg; Peter Vedsted

OP – 14
Epidemiological studies of gastrointestinal symptoms and cancer alarm symptoms
in Denmark – A population-based study.
Sanne Preus Hatting; Jens Søndergaard; Pia Veldt Larsen; Dorte Ejg Jarbøl

OP – 15
Cancer patients in General Practice - continuous support of from the GP
Aase Nissen; Anette Sonne Nielsen; Hans Christian Møller; Nickie Larsen; Mikkel Granlien

OP – 16 
Cancer rehabilitation for couples in general practice
Anne Nicolaisen; Dorte Gilså Hansen; Nina Rottmann; Henrik Flyger; Katrine Søe; Anne Pedersen; 
Mariët Hagedoorn; Christoffer Johansen

OP – 17
Diagnostic value of ‘warning signs of cancer’ in Norwegian general practice
Susanne Ingebrigtsen; Benedicte Scheel; Børge Hart; Tommy Thorsen; Knut Holtedahl

Oral presentations, session 4: Antibiotic prescriptions      Opus 2–3
Chairs: Pekka Honkanen, Lars Bjerrum

OP – 18
General practitioners’ assessment of quality indicators for antibiotic treatment of 
respiratory tract infections
Malene Plejdrup Hansen; Lars Bjerrum; Bente Gahrn-Hansen; Rene dePont Christensen; 
Anders Munck; Dorte Ejg Jarbøl

OP – 19
Improving antibiotic prescribing in acute respiratory tract infections. Use of academic 
detailing in the Rx-PAD study, a cluster-randomised trial from Norwegian general practice.
Svein Gjelstad; Morten Lindbæk; Jørund Straand

OP – 20
Can – and should – delayed antibiotic prescribing for respiratory tract infections 
be implemented in routine care?
Sigurd Høye; Morten Lindbæk

OP – 21
Sore throat in Primary Health Care –   GP´s actions and difficulties
Andre Malin; Annika Brorsson; Hedvig Gröndal; Katarina Hedin; Eva Lena Strandberg

OP – 22
Investigating cultural determinants for antibiotic prescribing and consumption in Europe
Siri Jensen; Pia Toboul-Lundgren; Morten Lindbæk; Johann Drai

Poster presentations, round 1: Health promotion      Exhibition Hall Corridor
Chair: Jørgen Nexøe

PP–1
Flawed oral health of a non-smoking adolescent predicts smoking in adulthood
Antti J. Saari; Jukka Kentala; Kari J. Mattila

PP–2
Differences between HOMA-IR, TC/HDL-C, LDL-C, CRP levels and waist circumference in 
clinically healthy Latvian individuals with and without NAFLD
Vija Silina; Mesfin Kassaye Tessma; Gita Krievina; Ilze Jakobsone; Guntis Bahs

PP–3
Gender related differences of waist, insulin resistance index, atherogenic index and hepatic 
density and their predictive value regarding NAFLD
Vija Silina; Mesfin Kassaye Tessma; Ilze Jakobsone; Guntis Bahs

PP–4
Alcohol screening and brief intervention activity in consultations among primary health 
care physicians and nurses – a prospective study
Kati Seppänen; Mauri Aalto; Kaija Seppä

PP–5
Acupuncture for acute non-specific low back pain: a protocol for a randomised, controlled, 
multicenter intervention study in general practice – the ACUBACK study.
Trygve Skonnord; Holgeir Skjeie; Mette Brekke; Margreth Grotle; Iréne Lund; Arne Fetveit

PP–6
Health promotion intervention in Latvian practice
Alla Sokalska

PP–7
Introducing the Overseas Trained Doctor National Education and Training Program
Murray Towne; Jane Harte
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             Thursday 13.30 – 15.00

Sy – 5      Main Auditorium
LIFESTYLE DIALOGUE WITH YOUR PATIENTS: WHAT TO SAY, AND HOW TO FOLLOW UP
Lars Jerdén; Risto Kuronen; Jan-Helge Larsen; Åsa Wetterqvist

Sy – 6      Small Auditorium
MENTAL HEALTH IN PRIMARY CARE – MEETING THE CHALLENGE OF DIAGNOSIS, TREATMENT, 
AND CO-MORBIDITY
Marie Mortensen; Tine Jepsen Nielsen; Karen Kjær Larsen; Anders Prior Bjerre-Olsen; Kaj Sparle 
Christensen; Mogens Vestergaard; Anette Riisgaard Ribe

Sy – 7      Studio
SYMPTOM RESEARCH IN PRIMARY CARE – PREVALENCE, PATTERNS AND EXPERIENCE
Marianne Rosendal; Susanne Reventlow

WS – 6      Rondo
SUCCESSFUL CHANGES IN PRIMARY CARE
Minna Kaila; Anu Mutka; Sakari Ritala; Klas Winell

Sy – 9      Sonaatti 1 
Perspectives from the Nordic Risk Group:
BALANCING THE EVIDENCE OF BENEFITS AND HARMS OF MEDICAL SCREENING
John Brodersen; Minna Johansson; Bruno Heleno; Jakob Fraes Rasmussen

Sy – 10      Sonaatti 2
NURSING HOME MEDICINE – PATIENTS’ AND DOCTORS’ PERSPECTIVES
Sabine Ruths; Einar Engtrø; Kristina Iden; Kristian Jansen; Anette Fosse

WS – 7      Sopraano
BACKGROUND, EXPERIENCE, DEATH AND TABOOS – THINGS WE SELDOM DISCUSS, 
BUT WHICH INFLUENCE OUR WORK
Anders Mickos

WS – 8      University A05
CLINICAL BEHAVIOR – ELEMENTS TO CONSIDER WHEN PLANNING INTERVENTIONS 
IN PRIMARY CARE
Flemming Bro; Frans Waldorff

WS – 9      University A06
HOW TO ASK A GOOD RESEARCH QUESTION
Marjukka Mäkelä; Klaus Witt 

WS – 10, part 1      Amos Club 
FUTURE OF GENERAL PRACTICE – VASCO DA GAMA SESSION
Marjo Parkkila-Harju; Mikko Purhonen; Suvi Vainiomäki; Roar Maagard; Ruth Kalda; 
Paula Vainiomäki; Markku Timonen

Oral presentations, session 5:  Chronic conditions       Basso
Chairs: Johan Eriksson, Annelli Sandbæk

OP – 23
Multimorbidity in Danish Primary Care
Maja Skov Paulsen; Jens Sondergaard; Jesper Lykkegaard; Henrik Schroll; Janus Laust Thomsen

OP – 24
General practitioners may reduce all-cause mortality among patients with psychiatric 
disease and type 2 diabetes by increasing the quality of their diabetes treatment
Niels de Fine Olivarius; Julie Rask Larsen; Volkert Dirk Siersma; Frans Boch Waldorff; 
Susanne Reventlow; Annette Sofie Davidsen

OP – 25
Association between treatment quality in primary care and hospital costs 
– a two-stage matching approach applied on diabetes patients
Kim Rose Olsen; Troels Kristensen

OP – 26
Resources allocation and quality indicators in diabetes care in Danish GP clinics
Troels Kristensen; Kim Rose Olsen; Anders Halling

OP – 27
Management of hypertension and diabetes in Finnish health centres
Simo Kokko; Tuulikki Vehko

OP – 28
Scandinavian Journal of Primary Health Care: Paper of the year 2011:
Effect of “motivational interviewing” on quality of care measures in screen detected 
type 2 diabetes patients: A one-year follow-up of an RCT, ADDITION Denmark
Sune Rubak; Annelli Sandbæk; Torsten Lauritzen; Knut Borch-Johnsen; Bo Christensen

Oral presentations, session 6: Data capture and guidelines       Aaria
Chairs: Jens Søndergaard, Jukkapekka Jousimaa

OP – 29
Targeted prevention and early detection of chronic diseases through systematic collection 
and registration of life style risk factors in the GPs EPR – a feasibility study
Lars Bruun Larsen; Janus Laust Thomsen; Jens Søndergaard; Anders Halling

OP – 30
Quality monitoring of a back pain management programme
Peter Qvist; John Banke

OP – 31
Development of the Survey Email Scheduler (SES) software, a tool that may improve data 
collection and logistics of clinical trials in general practice.
Trygve Skonnord; Finn Steen; Atle Klovning

OP – 32
Patients, health information and clinical guidelines: a focus group study
Helena Liira; Jukkapekka Jousimaa; Osmo Saarelma; Ilkka Kunnamo
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OP – 33
Guidelines go mobile – a focus group study on ultra-short guidelines with mobile interface
Heidi Alenius; Jukkapekka Jousimaa; Martti Teikari

OP – 34
McMaster Duodecim service – automated literature retrieval system for 
guideline developers
Jukkapekka Jousimaa; Heidi Alenius; Ilkka Kunnamo

Oral presentations, session 7: Chronic respiratory diseases       Opus 4
Chairs: Peter Haastrup, Raimo Isoaho

OP – 35
Missed opportunities for treating patients with severe COPD in Danish general practice
Jesper Lykkegaard; Jens Soendergaard

OP – 36
Partnership based self-management program for individuals with mild to moderate COPD 
and their families
Helga Jónsdóttir; Alda Gunnarsdóttir; Birgir Hrafnkelsson; Bryndís St. Halldórsdóttir; 
Gunnar Guðmundsson; Ingibjörg K. Stefánsdóttir; Jón Steinar Jónsson; Ólöf R. Ámundadóttir; 
Rósa Jónsdóttir; Þ.Sóley Ingadóttir

OP – 37
Overcoming Anthonisen’s criteria
Carl Llor; Ana Moragas; Carolina Bayona; Marc Miravitlles; Silvia Hernandez; Josep M. Cots

OP – 38
Lack of evidence for influenzavaccinations: A summary of Cochrane reviews
Sven Frederick Østerhus

Poster presentations, round 2:  Patient perception       Exhibition Hall Corridor
Chair: Tuomas Koskela

PP – 8
How patient centred care has been implemented in the care of coronary heart disease 
patients in primary care in Finland?
Aki Kuusisto; Tuomas Koskela; Irma Nykänen; Esko Kumpusalo

PP – 9
Levels and factors impacting the patient dissatisfaction in the primary care visits based 
on the cross-section measurement – A prospective Finnish study
Erkki Soini; Tuomas Koskela; Veera Kangaspunta; Olli-Pekka Ryynänen

PP – 10
From bodily signs to symptoms. An anthropological study of health-seeking practices.
Sara Marie Hebsgaard Offersen; Peter Vedsted; Rikke Sand Andersen; Mette Bech Risør

PP – 11
Social inequality, symptoms and health seeking - a comparative anthropological analysis
Camilla Merrild; Rikke Sand Andersen; Mette Bech Risør; Peter Vedsted

PP – 12
Somatic symptoms in patients with stress related exhaustion. 
Does gender or age predict the long term course?
Kristina A. Glise; Inglbjörg H. Jonsdottir; Gunnar Ahlborg jr.

PP – 13
Risk perception and compliance – a population-based mixed method study comprising 
GPs and their patients
Benedicte Lind Barfoed; Jens Søndergaard; Mogens Lytken Larsen; Dorte Ejg Jarbøl; Palle Mark 
Christensen; Pia Veldt Larsen; Maja Skov Paulsen; Jesper Bo Nielsen

PP – 14
Need for care, age and sex, are they associated with how a Swedish population 
will choose their primary care provider?
Karin Ranstad; Anders Halling

PP – 15
Care Coordination of Chronic Diseased Patients
Steffen Holst Holmvard; Sebastian Lassen Cristoffanini; Jakob Klitkou; Lars Lejbølle; Jørgen-Peter 
Ærthøj; Karin Bang; Britt Plambech-Nielsen

              Thursday 15.30 – 17.00

Sy – 11      Main Auditorium
HOW SHOULD ASTHMA AND COPD PATIENTS BE ASSESSED IN PRIMARY CARE
-a symposium of the results from the Diolup and Pexaco studies
Hasse Melbye; Peder A. Halvorsen

Sy – 12       Small Auditorium
HOW TO GET PUBLISHED? THE SCANDINAVIAN JOURNAL OF PRIMARY 
HEALTH CARE SYMPOSIUM; 
Peter Vedsted; Helena Liira; Anders Bærheim; Emil Sigurdsson; Hans Thulesius; Jørgen Nexø

Sy – 13      Studio
THE GP EFFECT: NEW AREAS OF HEALTH ECONOMIC 
AND ORGANIZATIONAL RESEARCH IN THE GP SECTOR 
Kim Rose Olsen et. al.

WS – 10, part 2      Amos Club
FUTURE OF GENERAL PRACTICE – VASCO DA GAMA SESSION
Marjo Parkkila-Harju; Mikko Purhonen; Suvi Vainiomäki; Roar Maagard; Ruth Kalda; 
Paula Vainiomäki; Markku Timonen

WS – 11      Rondo
HOW TO DEVELOPE YOUR WORK AND PRACTICE – BASICS AND SHARING
Johanna Tulonen-Tapio; Kaija Hannula; Liisa Länsipuro

WS – 12      Sopraano 
STRAIGHT TO THE POINT – HOW TO APPLY TOOLS OF SOLUTION-FOCUSED THERAPY 
IN GENERAL PRACTICE
Outi Seppälä; Leif Lindberg    
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Sy – 14      Sonaatti 1
Perspectives from the Nordic Risk Group
SHOULD WE TREAT MILD HYPERTENSION- WHY OR WHY NOT? 
Hans Blomberg; Hálfdán Pétursson; Marje Oona

Sy – 15      Sonaatti 2
DEVELOPMENT OF QUALITY OF CARE IN NURSING HOMES
Kaisu Pitkälä; Harriet Finne-Soveri; AL Juola; H Soini

Sy – 16      University A05
CANCER REHABILITATION IN PRIMARY CARE: HOW TO MEET PATIENTS IN NEED?
Dorte Gilså Hansen; Susanne Thayssen; Astrid Gisèle Veloso; Jens Søndergaard

WS – 13      University A06
PARTNERSHIP WITH PATIENTS: PATIENT PERCEPTION OF THE CLINICAL ENCOUNTER
Pirkko Salokekkilä; Arja Helin-Salmivaara

Oral presentations, session 8: Out of hours       Basso
Chairs: Helen Brandstorp, Jarmo Kantonen

OP – 39
Prescriptions in out-of-hours primary care – room for reduction?
Linda Huibers; Grete Moth; Morten Bondo Christensen

OP – 40
Capacity and adaptations of general practice during an influenza pandemic
Kristian Anton Simonsen; Steinar Hunskaar; Hogne Sandvik; Guri Rortveit

OP – 41
Use of OOH in general practice by people with chronic diseases
Lone Flarup; Peter Vedsted; Morten Bondo Christensen; Grete Moth; Mogens Vestergaard;  Frede Olesen

OP – 42
Patient safety culture in Norwegian out-of-hours emergency primary health care 
services and regular GP practices.
Gunnar Tschudi Bondevik; Dag Hofoss; Elisabeth Holm-Hansen; Håkon Bjorheim Abrahamsen; 
Ellen Catharina Tveter Deilkås

OP – 43
Occupational violence in emergency primary health care – waiting for a serious incident
Tone Morken; Ingrid H Johansen; Kjersti Alsaker

Oral presentations, session 9: Children and adolescents      Aaria
Chairs: Anni B.S. Nielsen, Annette Davidsen

OP – 44
The majority of sick children receive paracetamol during the winter
Ruth Kirk Ertmann

OP – 46
Infectious morbidity in 18-month-old children in Iceland.
Gudrun Johanna Georgsdottir; Vilhjalmur Ari Arason; Sesselja Gudmundsdottir;  Johann A. Sigurdsson
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OP – 47
I expect the doctor to listen– it could be something uncommon! 
– Parents’ recall of a factual worrying infection episode of their preschool child
Adriana Maria Ioan; Margareta Elin Söderström

OP – 49
Impact of sports on adolescent self-rated health and body image
Aase E Dyremyhr; Esperanza Diaz; Eivind Meland

Oral presentations, session 10: Diagnosis       Opus 4
Chairs: Knut Holtedahl, Helena Karppinen

OP – 50
Social, age and gender differences in testing and positive rates for Chlamydia Trachomatis 
urogenital infection – a register based study.
Kasper Stenalt Pedersen; John Sahl Andersen

OP – 51
Urine culture doubtful in determining etiology of diffuse symptoms among 
elderly individuals.
Pär-Daniel Mattias Sundvall; Peter Ulleryd; Ronny K Gunnarsson

OP – 52
The increasing role of diagnostic self-testing in patients’ self-management
Geert-Jan Dinant; Martine Ickenroth; Trudy Van der Weijden

OP – 53
Cancer suspicion in general practice: 
The role of symptoms and patients characteristics, and association with subsequent cancer
Benedicte Scheel; Susanne Ingebrigtsen; Tommy Thorsen; Knut Holtedahl

OP – 54
Gynecological cancer alarm symptoms– prevalence and distribution in a general population
Kirubakaran Balasubramaniam; Jens Søndergaard; Pernille Ravn; Pia Veldt Larsen; Dorte Ejg Jarbøl

OP – 55
Validity of microscopy in the diagnosis of urinary tract infections in women
Carl Llor; Aitor Alfaro; Silvia Hernández; Nuria Sierra; Ana Moragas; Teresa Martínez
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Poster presentations, round 3: Quality improvement       Exhibition Hall Corridor
Chair: Jon Steinar Jonsson

PP – 16
Multidisciplinary approach to diagnose and treat musculoskeletal shoulder diseases
Mikkel Granlien; Morten Hasselbalch

PP – 17
Interprofessional collaboration in primary care team: 
Lithuanian general practitioners‘ and community nurses‘ perspective
Lina Jaruseviciene; Ida Liseckiene; Jorune Vysniauskyte Rimkiene

PP – 18
“Kronikerkompasset” - The Professional Staff and their Experiences with 
Quality Development and Patient Self-Care in General Practice
Søs Malherbes Jensen

PP – 19
An easier access to general practitioner (gp) – a case study in Espoo, Finland
Soila Tuulikki Karreinen

PP – 21
Implementation of ICPC as a tool for quality improvement
Henrik Rasmussen; Marianne Rosendal

PP – 22
Medical Engagement Scale – a cross cultural adaptation into Danish
Peder Ahnfeldt-Mollerup

PP – 23
Collaboration between general practice and municipalities – a study protocol
Julie Høgsgaard Andersen; Thorkil Thorsen; Marius Brostrøm Kousgaard

PP – 25
Improving treatment of hypertensive patients in primary health care by 
systematic data collection?
Susanne Lis Larsen; Dines Heeholm Sønderstrup; Jakob Heeholm Sønderstrup; Jens Christian Toft

     Friday 23 August
 

8.20 House keeping information

Keynote lectures:
8.30 – 10.00       Main Auditorium
Chair:  Adjunct Professor Helena Liira 

Professor Johan Eriksson, Finland
Early life origins of health and disease  

Adjunct Professor Ilkka Kunnamo, Finland 
Information technology for care planning and patient empowerment 

             Friday 10.30 – 12.00

Sy – 17      Main Auditorium
QUALITY DEVELOPMENT OR PRODUCTIVITY CONTROL – POSSIBILITIES AND PITFALLS FOR 
PATIENTS AND GPs WITH AUTOMATIC DATA COLLECTION
Anders Munck; Jesper Lykkegaard; Jens Søndergaard; Janus Laust Thomsen; Pia Therkildsen

Sy – 18      Small Auditorium
INTERNATIONAL OUT-OF-HOURS PRIMARY CARE – SIMILAR ORGANISATIONS, DIFFERENT 
SOLUTIONS
Linda Huibers; Morten Bondo Christensen; Grete Moth; Gunnar Tschudi Bondevik; Jarmo Kantonen

Sy – 19      Studio
HOW DO I MOTIVATE MY PATIENT TO QUIT SMOKING?
Svein Høegh Henrichsen; Anders Østrem

Sy – 20      Rondo
THE WEDGE OF CRANES – CLIENT CENTERED HIGH QUALITY HEALTH SERVICE SYSTEM
Doris Holmberg-Marttila; Ulla Harala; Anna Leimumäki; Jaakko Lähteenmäki

Sy – 21      Sopraano
EDUCATION FOR DIABETES PATIENTS IN PRIMARY CARE 
– FOCUS ON IMMIGRANT PATIENTS
Per Wändell; Anh Thi Tran; Merja Laine

Sy – 22      Sonaatti 1
Perspectives from the Nordic Risk Group (NRG)
MORE FOCUS ON PERSONHOOD – AND WHAT THAT IMPLIES
Henrik Vogt; Irene Hetlevik; Anna Luise Kirkengen 

WS – 14a      Sonaatti 2
CONVERSATIONS INVITING CHANGE
Helen Halpern; Richard Walthew; Jo Sudell

WS – 15      University A05
THE CONSULTATION – TAUGHT BY FIVE CARDS
Jan-Helge Larsen; Charlotte Hedberg
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Kefalex 500 mg ja 750 mg tabletti. Vaikuttava aine: Kefaleksiini. Käyttöaiheet: Kefaleksiinille herkkien patogeenien aiheuttamat infektiot, kuten iho- ja pehmytkudosin-
fektiot, virtsatieinfektiot sekä hengitystieinfektiot. Annostus ja antotapa: Aikuisille 1-4 g/vrk jaettuna 2-4 antokertaan. Munuaisten vajaatoimintaa sairastaville annosta on 
pienennettävä. Vasta-aiheet: Yliherkkyys kefaleksiinille, muille kefalosporiineille tai jollekin valmisteen apuaineelle. Varoitukset ja käyttöön liittyvät varotoimet: Mahdol-
linen ristiallergia otettava huomioon penisilliinille/amoksisilliinille yliherkillä potilailla. Allergiaoireiden ilmetessä hoito on lopetettava välittömästi. Käyttöä on vältettävä 
akuutin porfyrian yhteydessä. Coombsin kokeesta ja ei-entsymaattisin menetelmin tehtävistä virtsan glukoosimäärityksistä voidaan saada harhaanjohtavia positiivisia 
tuloksia kefaleksiinihoidon aikana. Yhteisvaikutukset: Antagonistisen vaikutuksen takia kefaleksiinia ei tule käyttää samanaikaisesti bakteriostaattisesti vaikuttavien 
kemoterapeuttien tai antibioottien kanssa. Samanaikainen probenesidin käyttö saattaa nostaa kefaleksiinin pitoisuutta plasmassa. Ehkäisytablettien teho voi heikentyä 
kefaleksiinihoidon aikana. Raskaus ja imetys: Kefaleksiini läpäisee istukkaesteen. Raskaudenaikaisen käytön ei ole todettu aiheuttavan riskiä sikiölle, mutta toisaalta 
riittäviä tutkimuksia käytön vaarattomuuden varmistamiseksi ei ole tehty. Imetyksenaikainen käyttö suositelluilla annoksilla ei todennäköisesti aiheuta haittaa imeväiselle. 
Vaikutus ajokykyyn ja koneiden käyttökykyyn: Ei vaikutusta. Haittavaikutukset: Yleisimpiä haittavaikutuksia ovat pahoinvointi, oksentelu, ripuli, vatsakipu, ihottuma ja 
nokkosrokko. Pakkaukset, hinnat (1.5.2013) ja korvattavuus: Kefalex 500 mg 14 tabl. (9,28 €), 500 mg 20 tabl. (11,70 €), 500 mg 30 tabl. (7,74 €), 100 tabl. (45,46 €), 750 mg 
14 tabl. (6,13 €), 20 tabl. (7,51 €). Peruskorvattava. Reseptivalmiste. Lisätiedot: valmisteyhteenveto, www.terveysportti.fi, info@ratiopharm.fi P. 020 180 5900. Perustuu 
13.3.2012 päivättyihin valmisteyhteenvetoteksteihin. FI/GEN/12/0007_12/2012.

• Iho- ja pehmytkudosinfektiot
• Hengitystie- ja virtsatieinfektiot

Bakteerien 
aiheuttamien 
tulehdusten hoitoon

GP2013-konferenssin ohjelmakirja _Kefalex_146x218_FI_GEN_12_0007_12_2012.indd   1 7.5.2013   12:54:52

WS – 16      University A06
ACCREDITATION OF DANISH GENERAL PRACTICE – THE EXPERIENCES SO FAR
Ynse de Boer; Marianne Rosendal; Jørgen Peter Ærthøj

WS – 17a      University A07
GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE 
Helena G. Nielsen; Outi Seppälä; Tuula Arvonen; Marja Kylä-Utsuri
Note! WS 17a and 17b will be organized in English. WS 17c will be organized in Finnish.

Oral presentations, session 11: Predictors of health        Basso
Chairs: Markku Sumanen, Cecilia Björkelund

OP – 56
Apparently healthy individuals – is there any?
Päivi Elina Korhonen

OP – 57
Difficult childhood as a predictor of multimorbidity – mediated by allostatic load?
Margret Olafia Tomasdottir; Linn Getz; Johann Agust Sigurdsson; Halfdan Petursson; Anna Luise 
Kirkengen; Steinar Krokstad; Bruce McEwen; Irene Hetlevik

OP – 58
DanChild – the Danish Child Cohort in General Practice
Kirsten Lykke; Jakob Kragstrup; John Sahl Andersen; Anette Graungaard; Susanne Reventlow; 
Anne-Marie Nybo Andersen; Pernille Stemann Larsen

OP – 59
Effects of Finnish comprehensive school reform on gender and socioeconomic inequalities 
in mortality and hospital utilization
Hannu Oiva Ensio Vessari; Eddy van Doorslaer

OP – 60
Estonian young physicians as health promoters – A seventeen year follow-up
Alar Sepp

OP – 61
A history of hard physical work and associations with physical performance in late mid-life. 
A retrospective cohort study in Denmark.
Anne Møller; Ole Steen Mortensen; Johan Hviid Andersen; Kirsten Avlund; Susanne Reventlow

Oral presentations, session 12: Geriatrics        Aaria
Chairs: Kaisu Pitkälä, Mette Brekke

OP – 62
Living wills and the reality at the end of life – a community-based follow-up
Helena Karppinen; Marja-Liisa Laakkonen; Timo E Strandberg; Reijo S Tilvis; Kaisu H Pitkälä

OP – 63
Cognistat as a multi-domain test for detection of cognitive impairment in primary care
Maria M. Johansson; Anna Maria Segernäs Kvitting; Ewa Wressle; Jan Marcusson
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OP – 64
A Delphi Consensus Process for the development of a new set of explicit criteria 
for determining potentially Inappropriate medication use in nursing homes
Gunhild Nyborg; Jørund Straand; Atle Klovning; Mette Brekke

OP – 65
Melatonin for withdrawal of benzodiazepine-type hypnotics in older primary insomniacs: 
randomised double-blind placebo-controlled trial
Ritva Helena Linnea Lähteenmäki; Juha Puustinen; Tero Vahlberg; Markku Partinen; 
Pertti J. Neuvonen; Ismo Räihä; Sirkka-Liisa Kivelä

OP – 66
Prescription Peer Academic detailing (Rx-PAD) to reduce inappropriate prescribing for 
elderly patients in general practice. A cluster-randomized educational outreach intervention.
Sture Rognstad; Mette Brekke; Arne Fetveit; Ingvild Dalen; Jørund Straand

OP – 67
GPs prescription patterns of potentially addictive medication to elderly patients. 
Study based on The Prescription Peer Academic Detailing (Rx-PAD) study.
Anne Cathrine Sundseth; Svein Gjelstad; Jørund Straand; Elin O. Rosvold

Oral presentations, session 13: Pregnancy and birth     Opus 4
Chairs: Elise Kosunen, Jon Steinar Jonsson

OP – 68
Planned hospital birth vs planned home birth for low risk women
Ole Olsen; Jette Aaroe Clausen

OP – 69
Drug use in early pregnancy – Cross-sectional analysis from the Childbirth and 
Health study in primary care, Iceland.
Thury Osk Axelsdottir; Emil L. Sigurdsson; Anna Margret Gudmundsdottir; Hildur Kristjansdottir; 
Johann A. Sigurdsson

OP – 70
Planned home birth – why is it such a controversial issue?
Ole Olsen

OP – 71
Smoking during pregnancy- Maternal factors associated with smoking during pregnancy 
in primary care setting in Iceland
Asthildur Erlingsdottir; Emil L. Sigurdsson; Jon Steinar Jonsson; Hildur Kristjansdottir; 
Johann A. Sigurdsson

OP – 72
Psychological Ill-being in pregnancy after abortion – First-time mothers’ and their 
partners’ experiences
Susanna Kirsi Maria Holmlund; Niina Junttila; Hannele Räihä; Anne Kaljonen; Juha Mäkinen; 
Päivi Rautava

Oral presentations, session 14: Drugs and prescriptions       Opus 2–3
Chairs: Irma Virjo, Klaus Witt

OP – 73
Increasing patients’ knowledge on and adherence to medicines, with information
– What works?
Marianne Møller

OP – 74
GPs’ shifting agencies in choice of treatment. A comparison in WTP space.
Line Bjørnskov Pedersen; Julie Riise Kolstad; Arne Risa Hole; Dorte Gyrd-Hansen

OP – 75
Rapidly increasing use of proton pump inhibitors in primary care: 
a nationwide observational study
Peter Haastrup; Maja Skov Paulsen; Jon Eik Zwisler; Luise Mølenberg Begtrup; Jane Møller Hansen; 
Sanne Preus Hatting; Dorte Ejg Jarbøl

OP – 76
Quality and Cost of Oral Anticoagulation Therapy (OACT) in General Practice Before and 
After Introduction of INR Point-of-Care Testing (PoCT).
Thomas Løkkegaard

OP – 77
Chronic anticoagulation treatment: self-care and time-in-therapeutic-range (TTR)
Jaana Puhakka; Jukka Holvitie; Irmeli Suvanto; Kari Korhonen; Janne Pitkäniemi; Minna Kaila

Poster presentations, round 4: Education        Exhibition Hall Corridor
Chair: Arja Helin-Salmivaara

PP – 26
New GP specialist training program in Denmark
Andrew Lurie; Roar Maagaard; Søren Olsson

PP – 27
The POMOR program – a new part of continual medical education in general practice in 
Northern Russia
Elena Alexandrovna Andreeva; May-Brith Lund; Inga Vladimirovna Aniskova; Anton Giæver; 
Vladimir Viktorovich Popov; Svein Steinert

PP – 28
Suicide prevention tutorial course in Arkhangelsk region
Nadezhda Nikolaevna Ryzhkova; Elena Alexandrovna Andreeva; Sergey Vyacheslalovich Shchukin; 
Elena Vladislavovna Proselkova; Odd Arild Haugen; David Goldberg

PP – 29
Attitudes towards uncertainty and medical errors among GPs in Finnish primary care
Maarit Kristiina Nevalainen; Liisa Kuikka; Kaisu Helena Pitkälä

PP – 30
Is it possible to integrate population based care and improve the qualifications in manage-
ment and organization in a course for doctors in specialty training in general practice?
Helene Louise Juhl-Olsen; Louise Hjelm Thomsen; Cecilie Marie Lodal Vestergaard; Søren Olsson



42 43

SCIEN
TIFIC PRO

G
RA

M
M

E

PP – 31
Praksis Plus – the process of devising an electronic handbook for newly qualified GP’s.
Eva Schandorf Kristensen; Ulrik Lystbæk Kirk

PP – 32
The effect of continuing medical education (CME) on cancer risk assessment skills 
in Danish general practice
Berit Skjoedeberg Toftegaard; Flemming Bro; Peter Vedsted

             Friday 13.30 – 15.00

Sy – 23      Main Auditorium
STRUCTURED DATA AND QUALITY REGISTERS 
– A TOOL FOR BETTER QUALITY OR A WASTE OF TIME?
Henrik Schroll; Janus Laust Thomsen; Ilkka Kunnamo; Klas Winell; Jörund Straand; André Malin

Sy – 24      Small Auditorium
ACCESS TO PRIMARY CARE OUT OF HOURS – PATIENT CHOICES AND TRIAGE
Morten Bondo Christensen; Lone Flarup; Linda Huibers; Grete Moth

Sy – 25      Studio
PRACTICE VARIATION IN DANISH PRIMARY CARE: A REFLECTION OF EVERYDAY CLINICAL 
PRACTICE, AVAILABLE DIAGNOSTIC OPPORTUNITIES, ORGANIZATIONAL REGULATORS, 
AND GP-RELATED FACTORS
Peter Vedsted; P Hjertholm; L Mahncke; RS Andersen; CM Andersen; AF Pedersen 

Sy – 26      Rondo
DEVELOPING HEALTHCARE TOGETHER WITH PATIENTS
Anna Leimumäki; Sirkkaliisa Virtanen; Marika Järvinen; Pasi-Heikki Rannisto 

Sy – 27      Sopraano
CREATING MEANING IN MEDICAL CONSULTATION – 
CHECHOV’S A CASE HISTORY AS AN EXAMPLE
Martyn Evans; Raimo Puustinen 

WS – 18      Sonaatti 1
Perspectives from the Nordic risk group: 
EXISTENTIAL AND RELIGIUS DIMENSIONS IN MEDICAL PRACTICE 
Eivind Meland; Lars Englund; Göran Waller

WS – 14b      Sonaatti 2
CONVERSATIONS INVITING CHANGE
Helen Halpern; Richard Walthew; Jo Sudell

WS – 19      University A05
HEALTHY BEHAVIOUR COUNSELLING – LEARN FROM OUR ROLE PLAYS!
Paula Vainiomäki; Kadri Suija; Merja Ellilä

Sy – 28      University A06
CAN AUDIT BE HAPPY?
Activities in the Nordic APO network
Birgit Niclasen; Annika Olsen; Sten Johannesen; Lars Bjerrum; Eva-Lena Strandberg; Carl Llor; 
Andrzej Zielinski; Anders Munck; Jørgen Nexø

WS – 17b      University A07
GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE (in English)
Helena G. Nielsen; Outi Seppälä; Tuula Arvonen; Marja Kylä-Utsuri
Note! WS 17a and 17b will be organized in English. WS 17c will be organized in Finnish.

Oral presentations, session 15: Research and clinical trials      Basso
Chairs: Markku Timonen, Kirubakaran Balasubramaniam

OP – 78, 
The ultimate partnership: a research agenda for a patient organization
Tiny van Merode; Ben Steenkiste; Silvia Boers; Trudy van der Weijden

OP – 79
Clinical drug trials in Norwegian general practice: a ten-year overview of protocols
Anja Maria Brænd; Kaspar Buus Jensen; Atle Klovning; Jørund Straand

OP – 80
Clinical trial: Long-term treatment with probiotics in primary care patients with irritable 
bowel syndrome – a randomised, double-blind, controlled study
Luise Mølenberg Begtrup; Ove B Schaffalitzky de Muckadell; Jens Kjeldsen; 
René dePont Christensen; Dorte Ejg Jarbøl

OP – 81
Effectiveness of exercise intervention and health promotion on exercise habits 
in middle-aged men: A randomized controlled trial
Helena Liira; Svetlana From; Jenni Leppävuori; Juha Liira; Kaisu Pitkälä; Taina Remes-Lyly; 
Heikki Tikkanen

OP – 82
Lifestyle intervention in primary care
– what is the impact on different socioeconomic groups?
Maria Beatrice Waller; Tine Högberg; Nashmil Ariai; Ann Blomstrand; Cecilia Björkelund

OP – 83
Effectiveness of risk-a tailored short intervention in primary care to prevent chronification 
of low back pain
Jean-Francois Chenot; Michael Pfingsten; Gabi Lindena; Ulf Marnitz; Klaus Pfeiffer; 
Thomas Kohlmann; Carsten Oliver Schmidt

Oral presentations, session 16: QI in different primary care settings       Aaria
Chairs: Kari Mattila, Anne Møller

OP – 84
Post training changes in primary health care provided by family doctors and nurses
Vanya Delgermaa; Elena Maximenco; Arnoldas Jurgutis; Adiya Munkhtaivan; 
Shagdarsuren Ouynbileg; Sodov Sonin

OP – 85
The effectiveness of a semi-tailored facilitator based intervention to optimise chronic care 
management in General Practice: A randomised controlled trial
Tina Drud Due; Thorkil Thorsen; Marius Brostrøm Kousgaard; Volkert Dirk Siersma; Frans Boch Waldorff
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OP – 86
Primary healthcare professionals’ management of low back pain
Peter Silbye; Jens Damsgard ; Nis Alnor; Hans Andersen; Anders Munck

OP – 87
The long-term effect of patients payment for interpreters 
at Doctors in the Region of Southern Denmark
Morten Gunnersen

OP – 88
Scandinavian Journal of Primary Health Care: Paper of the year 2012:
Poor communication on patients ’ medication across health care levels
leads to potentially harmful medication errors
Karin Frydenberg; Mette Brekke

Oral presentations, session 17: Referrals and telehealth      Opus 4
Chairs: Mauri Laakso, Susanne Reventlow

OP – 89
Video Consultations in General Practice
Elisabeth Søndergaard; Imran Rashid; Susanne Reventlow

OP – 90
Upskilling rural GPs and GP Registrars in using telehealth
Jane Louise Harte; Claire Palmer; David Jukes; Philip Greenup

OP – 91
The consultants’ role in the referring process with GPs – partners or adjudicators?
Olav Thorsen

Poster presentations, round 5: Drugs and prescriptions     Exhibition Hall Corridor
Chair: Hans Thulesius

PP – 33
Appropriateness of antibiotics for upper respiratory tract infections in general practice
– Comparison between Iceland and Denmark
Nanna Run Sigurdardottir; Anni Brit Sternhage Nielsen; Lars Bjerrum

PP – 34
Interactive Medication Review of Danish Polypharmacy Patients’ Medications
Berit Enggaard Kaae; Birgitte Aagaard Lund; Mikala Holt Havndrup; Jens Markussen; 
Charlotte Vermehren; Hans Okkels Birk; Kirsten Schæfer

PP – 35
Rational use of opioids
Marianne Siersbæk; Kirsten Nielsen; M Ohrt; M Juul-Larsen; A Schou-Olesen; B Klindt Poulsen; 
H Plet; K Dencker Christensen; N Brunsgaard

PP – 36
Trends of irrational use of drugs against adhd among adults
Dorte Glintborg; Søren Ilsøe Moreno; Bine Kjøller Bjerregaard; Jesper Hallas; Anton Pottegård

PP – 37
Associations between patients’ concerns about medicines and generic substitution: 
a cross-sectional questionnaire and register study
Jette Rathe; René DePont Christensen; Jens Søndergaard; Dorte Ejg Jarbøl; Morten Andersen

PP – 38
Paracetamol or ibuprofen in the management of mild to moderate pain in children.
Mette Bolvig Poulsen; Mette Brassøe

PP – 39
The effect of withdrawal of long-term benzodiazepine and related drug use 
on balance and handgrip strength: a longitudinal study in older adults.
Janne Antero Nurminen; Juha Puustinen; Ritva Lähteenmäki; Tero Vahlberg; Pertti J. Neuvonen; 
Markku Partinen; Ismo Räihä; Alan Lyles; Sirkka-Liisa Kivelä

PP – 40
Quality control in elderly medications
Pamela J. Miettinen; Leena Kaarlonen; Anni Jaakkola-Andersson; Pertti Andelmin

PP – 41
Should we use data capture in primary health care to implement clinical guidelines 
for antithrombotic therapy of patients with atrial fibrillation?
Susanne Lis Larsen; Dines Heeholm Sønderstrup; Jakob Heeholm Sønderstrup; Jens Christian Toft

               Friday 15.30 – 17.00

Sy – 29     Main Auditorium
HOW TO ACHIEVE PARTNERSHIP WITH OUR OLD PATIENTS IN ORDER TO AVOID POISONING 
THEM WITH PRESCRIBING DRUGS – IMPLEMENTING SYSTEMATIC MEDICATION REVIEW 
FOR THE ELDERLY IN A GENERAL PRACTICE SETTING
Jørund Straand; Inger Nordin Olsson; Palle Mark Christensen; Merete Willemoes Nielsen; 
Bente Overgaard Larsen; Dorte Glintborg,

Sy – 30      Small Auditorium
HOW TO MANAGE WITH CLINICAL DECISION SUPPORT IN PRIMARY CARE 
– PROBLEMS AND SOLUTIONS
Seija Eskelinen; Virpi Kröger; Rasmus Paetau 

Sy – 31      Studio 
CHALLENGES IN URINARY TRACT INFECTIONS (UTIs) CONCERNING EPIDEMIOLOGY, 
DIAGNOSIS AND TREATMENT IN THE VARIOUS PRIMARY CARE SETTINGS
Morten Lindbæk; Lars Bjerrum

WS – 20     Rondo 
PATIENT-CENTERED CARE WITH TEAMWORK
CASE Potku-PROJECT 
(POTilas KUskin paikalle – PUTTING THE PATIENT ON DRIVER’S SEAT)
Risto Kuronen; Liisa Länsipuro; Jukka Karjalainen; Raimo Rintala

WS – 21     Sopraano 
PRACTICAL SKILLS IN PATIENT-CENTERED CLINICAL COMMUNICATION
Edvin Schei; Eivind Meland; Øystein Hetlevik



46 47

SCIEN
TIFIC PRO

G
RA

M
M

E

WS – 22      Sonaatti 1 
DESCRIBING THE HUMANISTIC ELEMENTS OF LIFE IN NORDIC GENERAL PRACTICE: 
DEVELOPMENT OF RESEARCH METHODS USING CREATIVITY AND THE ARTS  
Charlotte Tulinius; Carl Edvard Rudebeck; Per Stensland; AnnDorrit Guassora; Arthur Hibble

WS – 14c      Sonaatti 2
CONVERSATIONS INVITING CHANGE
Helen Halpern; Richard Walthew; Jo Sudell

WS – 23      University A05
GP PATIENT ENCOUNTERS – A WAY OF LEARNING
Arto Virtanen; Hans Blomberg; Eila Kujansuu

Sy – 32      University A06
EDUCATION PROGRAMS FOR RECRUITMENT AND RETENTION OF PHYSICIANS 
IN RURAL AREAS – EXPERIENCES FROM NORWAY
Ivar J. Aaraas; Peder A. Halvorsen; Karsten Kehlet; Helen Brandstorp; Svein Steinert; Peter Prydz

WS – 17c      University A07
GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE (in Finnish)
Helena G. Nielsen; Outi Seppälä; Tuula Arvonen; Marja Kylä-Utsuri
Note! WS 17a and 17b will be organized in English. WS 17c will be organized in Finnish.

Oral presentations, session 18: Risk Factors       Basso
Chairs: Pekka Mäntyselkä, Ulf Lindblad

OP – 92
Utility of using old cholesterol values for cardiovascular risk assessment in primary prevention
Aniela Angelow; Carsten Oliver Schmidt; Henry Wallaschofski; Wolfgang Hoffmann; 
Jean-François Chenot

OP – 93
BMI at the age of 5 years relation to adiposity harmful to health in adulthood
Lise Graversen; Thorkild IA Sørensen; Liselotte Petersen; Ulla Sovio; Marika Kaakinen; 
Annelli Sandbæk; Jaana Laitinen; Anja Taanila; Anneli Pouta; Marjo-Riitta Järvelin; Carsten Obel

OP – 94
Cardiovascular risk estimation in a general Norwegian population: 
modelling analysis based on the HUNT 3 Study
Hálfdán Pétursson; Linn Getz; Jóhann Ágúst Sigurðsson; Irene Hetlevik

OP – 95
Overweight and Health Related Quality of Life
Tellervo Seppälä; Päivi Korhonen; Pekka Mäntyselkä

OP – 96
Smoking cessation and long term weight gain in the general population
Rasmus Køster-Rasmussen

OP – 97
Amputations and foot ulcers in patients with type 2 diabetes. Identification of patients 
at high risk of these complications
Christine Bruun; Volkert Siersma; Ann Dorrit Kristiane Guassora; Anni Brit Sternhagen Nielsen; Per 
Holstein; Niels de Fine Olivarius

Oral presentations, session 19: Education       Aaria
Chairs: Maarit Nevalainen, Jaana Franck

OP – 98
Types of question in the consultation process when used by medical students
Shireen de Fine Bangash; Klaus Witt

OP – 99
Teaching Agricultural Health in Rural Medicine Vocational Training
Jane Harte; Scott Kitchener; Susan Brumby

OP – 100
Measuring the effect of e-learning when teaching consultation skills to medical students
Klaus Witt; Merete Jørgensen

OP – 101
GP as a leader: Management programme for junior doctors
Marjo Parkkila-Harju; Taina Mäntyranta; Santeri Huvinen; Minna Kaila; John Ovretveit; 
Mats Brommels

OP – 102
Teaching medical students the patient centered methods. 
Identifying difficulties in the process.
Christel Jackson; Merete Jorgensen

OP – 103
Does gender matter in educational groups for general practitioners?
Helena Galina Nielsen

Oral presentations, session 20: Quality Improvement       Opus 4
Chairs: Doris Holmberg-Marttila, Anders Munck

OP – 104
Decreasing trends in patient satisfaction, accessibility to and continuity of care 
in Finnish health centres – a 14-year follow-up questionnaire study
Risto Raivio; Doris Holmberg-Marttila; Kari Mattila

OP – 105
General practitioners and privately held health insurance A survey on attitudes 
and daily practice
Jørgen Nexøe; Michael Dupont; Kjeld Møller Pedersen; Jakob Kragstrup; Anders Munck

OP – 106
Are we organizing our work in the right way in Danish general practice?
Tomas Holm; Anders Munch; Flemming Bro

OP – 107
The impact of financial incentives on registration practice in Primary care
Helena Ödesjö; Jörgen Thorn; Staffan Björck

OP – 108
How do we inspire GPs to develop their practice?
Heidi Bøgelund Frederiksen; Lars Gehlert Johansen; Jesper Gerdes; Lone Grønbæk
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OP – 109
The GP-clinic as learning arena
Torgeir Gilje Lid; Sverre Nesvåg; Eivind Meland

Poster presentations, round 6: Cancer, women and children health issues; 
  Exhibition Hall Corridor
Chair: Tone Smith-Sivertsen

PP – 42
A comparison of participants and non-participants in a study of couples adjustment 
to breast cancer.
Helene Høyer Bentsen; Nina Rottmann; Pia Veldt Larsen; Dorte Gilså Hansen

PP – 43
Development of a web-based patient questionnaire for needs assessment 
of cancer patients in a primary care setting
Astrid Gisèle Veloso; Susanne Thayssen; René dePont Christensen; Jens Søndergaard; 
Janus Laust Thomsen; Dorte Gilså Hansen

PP – 44
Do the GP and the patient agree when reporting quality deviations during 
the diagnostic pathway for Danish cancer patients?
Henry Jensen; Cecilie Sperling; Mette Sandager; Peter Vedsted

PP – 45
A qualitative study of needs assessment instruments in cancer rehabilitation. 
Perspectives of patients and general practitioners.
Susanne Thayssen; Helle Ploug Hansen; Palle Mark Christensen; Astrid Gisèle Veloso; Dorte Gilså Hansen

PP – 46
”I think we’ve had a little accident”
– girls’ interpretations related to an unplanned pregnancy
Marjo Hannele Kuortti; Rita Jähi; Pirjo Lindfors; Elise Kosunen

PP – 47 
Pregnancy and Health Related Quality of Life (HRQoL)
Niina Susanna Sahrakorpi; Risto P Roine; Saila Koivusalo; Beata Stach-Lempinen

PP – 48
Data capture in the prevention programs for pregnant women and children 
in general practice in Denmark. 
John Sahl Andersen; Anette Graungaard; Jakob Kragstrup; Kirsten Lykke; 
Anne-Marie Nybo Andersen; Pernille Stemann Larsen; Susanne Reventlow; Lars Bjerrum; 
Ruth Ertmann; Janus Laust Thomsen; Maja Poulsen

PP – 49
When life hurts – A mixed-method study of health, quality of life and 
resources in 8-15 years old children when a parent has cancer
Anette Hauskov Graungaard

PP – 50
Nordic Research Network on Children and Adolescents in General Practice
Anette Hauskov Graungaard; Marit Hafting; Ruth Kirk Ertmann; Tone Smith-Sivertsen; Per Lagerløf; 
Ole Rikard Haavet; Frøydis Gullbrå; Charlotte Oja; Kirsten Lykke

     Saturday 24 August
 

Keynote lecture:
Chair: Professor Raimo Puustinen

9.00 – 9.45        Main Auditorium
 Medicine, the body and an invitation to wonder  
 Professor Martyn Evans, United Kingdom 

9.45 – 10.30  Panel discussion
 Panellists: Edvin Schei, Charlotte Tulinius, Carl Edvard Rudebeck, Raimo Puustinen

10.30   Coffee 

11.00 – 13.00 Closing Ceremony
 Friederichs Nordic Research Prize
 Poster Prize Award
 Music: Finnish Boys Choir - Pirkanpojat
 Invitation to the next Nordic Congress

Pirkanpojat is a Boys Choir from Tampere. Their Conductor is Jouni Rissanen.
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   WS-1

PATIENTS WITH MULTIMORBIDITY IN GENERAL PRACTICE

Susanne Reventlow1; Doris Holmberg Marttila2; Lars Borgquist, Sweden  
Margret Olafia Tomasdottir3; Niels Olivarius1; Ann Dorrit Guassora1; Mogens Vestergaard4

1 The Research Unit for General Practice (RUGP), Copenhagen, Denmark
2 Centre of General Practice, Pirkanmaa Hospital District, Finland
3 Department of Family Medicine, University of Iceland
4 Department of General Practice, Institute of Public Health, Århus, Denmark

Objectives: To identify important challenges for general practice in caring for patients with multi-
morbidity. We wish to identify gaps in our knowledge and suggest research which may be rele-
vant for general practice and look at possibilities for collaborative research in the Nordic countries. 

Background: The number of patients with multimorbidity – several concurrent medical conditions
in one person – is increasing worldwide. While the treatment of isolated chronic diseases has im-
proved considerably in recent decades, treatment of patients with multimorbidity is subject to great 
clinical complexity. The challenges of multimorbidity includes classification, variations in burden 
of illness, treatment goals and priorities, patients’ self-care, communication, and coordination. 
Research to improve the treatment and life of patients with multimorbidity is in great demand.  

Domain: Research and clinical practice 

Content and questions: This workshop will address the following issues concerning multimor-
bidity in general practice:
 •  The epidemiology of multimorbidity: Definition according to purpose, from co- to multi- 
  morbidity, clinical complexity etc. 
 •  Multimorbidity with reference to allostatic load and the life-course as a mechanism for  
  disease development.
 •  Patient involvement and patients perspectives on management and self care. 
 •  Negotiating priorities of self care of patients with multimorbidity in the consultation. 
 •  Care pathways for patients with multimorbidity – individualized and tailored to 
  patient’s needs.
 •  How does multimorbidity influence health care costs? Organizational perspectives.
 •  Summing up. Where can the different Nordic countries contribute with more knowledge?  
  Identification of focus areas for future collaborative research. 

Method: Short presentations and interactive discussions with participants, both in small groups 
and in plenum. We invite clinicians and researchers to contribute in developing a new research 
agenda.

    Sy-1

MOST CHILDREN ARE HEALTHY BUT… CHALLENGES IN GENERAL PRACTICE 
WHEN CHILDREN ARE NOT WELL

Anette Hauskov Graungaard1; Ole-Rikard Haavet2 ; Tone Smith-Sivertsen2 

1 The Research Unit of General practice, Copenhagen, Denmark
2 The Research Unit for General Practice in Bergen, Uni Health, Norway

Objectives: To highlight challenges that children and adolescents may face which may cause re-
duced mental and physical wellbeing. Furthermore to address GPs’ identification and counseling of 
these children.

Background: In the western world, and especially in the Nordic countries, most children are 
healthy, secure and taken well care of. Still, an important minority of children struggle with health 
problems, lack of care or severe strain in the family. These children are sometimes difficult to identify 
and may not always get the support and treatment they need, at the time when they need it. Lack of 
treatment, help and support in childhood may cause long-lasting ill-health and impaired function-
ing. This symposium focuses on some specific groups of children and adolescents who face extra 
challenges, with reduced health and reduced quality of life as possible long-term consequences. 
The symposium is presented by a new Nordic research network having children and adolescents in 
general practice as target groups.

Content: Challenges in evaluating psycho-social wellbeing in small children in general practice will 
be presented, followed by results from a study of recurrent pain in school children and their mothers’ 
health and wellbeing. Next, a study of GPs’ coping with children whose parents suffer from severe 
somatic disease, mental illness or substance abuse follows. Finally, aspects of health care utilization 
in adolescents linked to school dropout are presented.

Title presentations:
 •  The General Practitioners’ examination of psycho-social wellbeing in small children
 •  Pain, use of medication and health-related quality of life in school children
 •  The general practitioner and children as next of kin
 •  Can use of health care services in 15-year-olds predict an increased risk of high school  
  dropout?  
 • Results from a prospective cohort study 

Method: Short presentations
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    Sy-2

PRIMARY CARE HEALTH CENTERS IN PAST, PRESENT AND FUTURE 
– EVOLUTION IN FINLAND

Raimo Isoaho1; Pertti Kekki 2

1 MD, Docent in General Practice, Institute of Family Medicine, University of Turku, Finland
2 MD, ScD, Professor of General Practice and Primary Health Care (retired), Department of General           
  Practice and Primary Health Care, University of Helsinki

Objectives: To describe, analyze and discuss the phases of evolution and development of primary 
care health centers in Finland

Background: For many years Professor Pertti Kekki has carried out research on the history of pri-
mary health care in Finland. His book titled “Forty Years of Health Centers. Memoirs and Facts.” was 
published in Finnish by the Finnish publishing company WSOY in 2012. In this book he describes 
and analyzes the development from 1972 on until March 2012. Numerous journal and newspaper 
articles have also appeared in which he has presented proposals to politicians as to how to improve 
the present situation. Docent Raimo Isoaho has worked as health center physician since 1973 and 
later as university teacher and professor of general practice.  Prior to being retired he also worked 
as chief medical officer in a union of communities for three and a half years. At present he develops 
teaching health center activities for the City of Vaasa. The foundation for health centers was created 
during a few years in the 1970s. New legal codes (Public Health Law) became effective in the spring 
of 1972. The first few years were time for fast collaborative effort between the State and communi-
ties. However, as early as in the 1980s, health center development was observed to have slowed 
down following an initial interest in the matter. The economic recession of the early 1990s together 
with new legislation further contributed to the slow- down. Declines in quantity and quality of 
health center activities, recruitment of physicians becoming increasingly more difficult, and even 
increase in inefficiency are typical features of the present time. 

Content: The workshop will consist of two introductory presentations, photographs, videos and 
discussions on the topic.

    Sy-3

IS IT POSSIBLE TO CHANGE THE PRACTICES OF HEALTH CARE?

Klas Winell1; Minna Kaila2; Sakari Ritala3; Anu Mutka3

1 Conmedic;
2 Duodecim and Helsinki University;
3Jyväskylä Health Centre

Objectives: To present results of research on making changes in the ways of working in health care, 
give practical examples of change and discuss the necessity to measure after changes in working 
processes.

Background: Research has shown that it is difficult to accomplish changes in the ways people work 
in health care. Some methods have proven to have no value, but some seem to help in making 
changes. It is important that the valid methods are used when we want to reach improvement. 
Finnish health centres struggle with the work load, and there is a continuous strive to produce 
health services in new ways that demand less resources. Too bad, in most cases both on national 
and local level, there is no follow up system to measure the value of change.  Jyväskylä health centre 
has a long tradition to systematically improve working methods and processes. Changes and evalu-
ation of changes will be presented. 

Content: Research results of making changes in health care will be presented and methods of fol-
lowing up the change process will be discussed. Jyväskylä health centre has a long tradition to 
systematically improve working methods and processes. Changes and evaluation of changes will 
be presented. 

Method: The session is built on three presentations, each of them followed by a discussion.
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   WS-2

Europrev WORKSHOP: IMPACT OF GUIDELINES IN PREVENTION OF 
CARDIOVASCULAR DISESASE IN DIABETIC PATIENTS (Euro-Heart II PROJECT)

Mateja Bulc1; Carlos Brotons2; Sirkka Keinänen-Kiukaanniemi3

1 Dpt of Family Medicine, Medical Faculty of Ljubljana University, Ljubljana, Slovenia 
2 Sardenya Primary Health Care Cente, Barcelona, Spain
3 Department of General Practice, University of Oulu, Finland.

Objectives: 
 •  to assess if European GPs/family physicians are acquainted with diabetes guidelines,
 •  to assess if the recommendation of diabetic guidelines are broadly implemented in 
  European primary care practices.

Background: Diabetes is a becoming one of the common health problems in primary care (preva-
lence is about 10%). Since it is associated with significant morbidity and mortality rates, it presents 
a big burden to national health services. Although several diabetes guidelines had been published 
at European and national level, there is still a gap between knowledge and performance.
 Questions raised in our workshop are related to general barriers to implementation of guide-
lines, difficulties in reaching objectives in diabetic patients and suggestions for improvement of 
diabetes management in family medicine.

Content: Presentation of results of a European study: GPs’ knowledge of diabetic guidelines, spe-
cific test and treatments as well as targets to be reached.
 Presentation of results of European descriptive study of clinical information, registered in medi-
cal records of diabetic patients.
 Participants’ discussion on the gaps between recommendations and clinical practice will fol-
low, including also the reasons and barriers to overcome these gaps. WS will conclude with solu-
tions and suggestions for better performance.
  
Methods: 
 •  Two short presentations
 •  Group work: Two small groups will separately discuss barriers for implementation of 
  diabetic guidelines and define realistic targets.
 •  Plenary presentation of group work.

To be considered in advance:
 • Maximum number of participants: 50
 • Recommended reading:

Literature:
1. Guidelines on diabetes, pre-diabetes, and cardiovascular diseases: executive summary. The Task Force on Diabetes and 
 Cardiovascular Diseases of the European Society of Cardiology (ESC) and of the European Association for the Study of 
 Diabetes (EASD). Eur Heart J. 2007 Jan;28(1):88-136. http://www.escardio.org/guidelines-surveys/esc-guidelines/guidelines 
 documents/guidelines-diabetes-es.pdf

2. ADA guidelines. http://care.diabetesjournals.org/content/36/Supplement_1/S11.full

3. Madsbad S, Larsen ML, Adeler HF, Kryhlmand M, Westergaard M.Implementation of clinical guidelines in general practice.  
 The effect of journal audit and continuing education for the treatment of cardiovascular risk factors in patients with and  
 without type 2 diabetes. Ggeskr Laeger. 2006 ; 24;168(17):1640-5.  (Article in Danish).

4. Manna DR, Bruijnzeels MA, Mokkink HG, Berg M. Less ethnic knowledge in the Dutch College of General Practitioner’s 
 practice guidelines on type 2 diabetes mellitus, hypertension and asthma in adults than in the supporting literature]. 
 Ned Tijdschr Geneeskd. 2003 Aug 30;147(35):1691-6. (Article in Dutch).

5. Stratil M, Phillips P, Holmwood C, Popplewell P. Diet and Type 2 diabetes. Guidelines for general practice. Aust Fam Physician.  
 1993 Sep;22(9):1591-3, 1596, 1598-600.

   WS-3

IS SELF-RATED HEALTH AN OVERSEEN RESOURCE THAT SHOULD BE 
ACCOUNTED FOR IN CONSULTATIONS?

Anni Brit Sternhagen Nielsen1; Hans Johan Breidablik2; Eivind Meland3; Göran Waller4

1 Section of General Practice, University of Copenhagen, Denmark. 
2 Helse Forde, Norway. 
3 Department of public health and primary health care, University of Bergen, Norway. 
4 Section of Family Medicine, Umeå University, Sweden. 

Objectives: Based on knowledge from the literature and results from research in self-rated health 
within the Nordic countries we are going to discuss the use of self-rated health in questionnaires 
and General Practice.

Background: Patients’ self-rated health has in several studies, also among children and in patients 
suffering from chronic illnesses such as diabetes, shown that those who rated their health excellent 
had a relatively lower risk for future hospitalization, nursing home placement, morbidity, mortali-
ty, health care consumption, sick leave and disability benefits vs. those who rated their health as 
poor even if patients present with identical objective measured risk factors. This means that some 
patients who actually have no objective health complaints at all have an increased morbidity and 
mortality risk when rating their health poor as compared to those who rated their health excellent 
and vice versa.
 • Does the patient have a personal knowledge of some resources/predisposing “factors”  
  that we as GPs not always recognize? 
 •  Why does subjective information about health overrule objective measures when it  
  comes to future risk of morbidity and mortality?

The patients grounds for rating their health has in qualitative interviews shown to probably rep-
resent a personal estimation of health and longevity, which may be completed by accounting for 
current or previous physical health, symptom perception, personal resources and physical function-
ing together with health behavior, comparison with the health of age peers, and a knowledge of 
possible familial dispositions for illness.

Content: Presentations and discussion of: The concept of self-rated health and the pros and cons of 
using self-rated health as a statement of health and as a possible health resource when managing 
patients, especially chronic care patients, in general practice. Furthermore, we will discuss how dif-
ferent wording of the question may impact the patients rating of their health. Finally, we will debate 
whether (and how?) it is possible to improve a person’s self-rated health. 

Workshop method: Short presentations. Small group discussions. Maximum 30 participants.
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    Sy-4

IS THERE EVIDENCE FOR PREVENTION IN OLD AGE?

KH Pitkälä1; TE Strandberg2; M Björkman2; ML Laakkonen1 

1 University of Helsinki, Unit of General Practice
2 Primary Health Care and Department of Geriatrics

Background: Prevention can be divided into primary, secondary and tertiary prevention. Primary 
prevention intends to avoid the development of disease. Therefore, it is considered something to 
be done early during the lifespan. Secondary prevention attempts to treat an existing disease in its 
early stage before significant morbidity or complications appear whereas treatments in tertiary pre-
vention aim to reduce the negative impact of established disease by restoring function and reduc-
ing disease-related complications. There is accumulating evidence suggesting that even primary 
prevention may be beneficial in old age.

Objectives: Aim of this symposium is 1) to introduce the concepts of prevention and significance 
of prevention in old age populations, and 2) to present examples of primary, secondary and tertiary 
preventive models that have been shown in randomized trials to be effective in old age.

Contents: In old age the main aims of prevention is to prevent disability, cognitive decline, and to 
restore quality of life. The symposium will shed light on how exercise and nutrition – primary pre-
vention strategies – may have role in preventing frailty and falls in old age. Loneliness is a strong risk 
factor for dementia, disability and mortality. Alleviating loneliness and empowering older people in 
self-management skills is an effective primary prevention model. Treating cardiovascular risk factors 
is typical example of secondary prevention. In this symposium we will discuss the dilemma of risk 
factors and risk markers in old age and the evidence how far in old age we should treat risk factors. 
Dementia affects 30% of those over 80 years or older. It is a major question how we can postpone 
deterioration, disability and institutional care among people with dementia. This symposium will 
give some examples how tertiary prevention can be effective among people with dementia. 

Organisation of the session:
 •  Cardiovascular prevention - Timo Strandberg
 •  Prevention of frailty, falls and fractures - Mikko Björkman
 •  Self-management in dementia families - Marja-Liisa Laakkonen
 •  Preventing loneliness among older people - Kaisu Pitkälä

    WS-4

HOW TO GIVE FEEDBACK TO TRAINEES – LEARN FROM OUR ROLE PLAYS!

Paula Vainiomäki1, clinical teacher; Arnoldas Jurgutis2, professor; 
Alise Nicmane3,  family doctor; Ellilä Merja4, clinical teacher; Ruth Kalda, professor5

1  University of Turku, Finland, 
2  University of Klaipeda, Lithuania
3  Latvian Association of Family Doctors, Latvia
4  University of Turku, Finland
5  University of Tartu, Estonia

In roles we see Merja Ellilä, Arnoldas Jurgutis, Alise Nicmane

Objectives: More emphasis on feedback is given in training. Skills for receiving and giving feedback 
are learned. Pitfalls in feedback giving are understood

Background: GPs are more and more responsible for teaching medical students and postgradu-
ates and primary health care institutions are more and more often environments for learning for 
medical schools. Medical skills are not enough for this issue. Feedback getting is a crucial element 
in learning. But also feedback giving is a skill to learn. Theory knowledge, rehearsing and reflection 
are needed to do these in a proper way.

Content: Feedback situations are seen as role play and assessed in a guided discussion to deepen 
the understanding on feedback.

Method: Role-plays, lectures and guided discussion

To be considered in advance: Maximum number of participants 30
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    WS-5

BENEFITS AND HARMS OF GENERAL HEALTH CHECKS – LIFELONG LEARNING IN 
GENERAL PRACTICE: HOW TO READ AND USE SCIENTIFIC LITERATURE

John Brodersen; Atle Klovning; Klaus Witt; Helena Liira; Marjukka Mäkelä

Objectives: After this workshop the participants will know the basics of how to read a systematic 
literature review and interpret a meta-analysis and be able to assess if:
 •  the research valid?
 •  what are the results?
 •  should we apply the research in our practice?

Issue: What are the benefits and harms of general health checks? This workshop will invite partici-
pants to read the recent published Cochrane review about general health checks and scrutinise the 
paper using the method of critical appraisal. 

Background: GPs often experience difficulties in keeping up-to-date, and at times feel they reach 
the outer boundaries of their knowledge. The practice of medicine in which the busy physician 
finds, assesses, and implements methods of diagnosis and treatment on the basis of the best avail-
able current research, clinical expertise, and combines this with the needs and preferences of the 
patient, is termed evidence-based medicine. By learning and practising the principles of evidence-
based medicine, GPs will have a tool to assist life-long learning in practice. Based on the questions 
that arise in daily practice, we can learn by doing.

Content: The didactic method used in the workshop is mostly small group activities with eight 
participants and two tutors in each group. The participants will be sent two scientific papers: the 
BMJ-version of the Cochrane review about general health checks and a paper about how to read a 
systematic review. Furthermore, a check list about which issues in the empirical paper to scrutinise 
will be posted to the participants. 

Method:
 •  Lecture: Welcome and how to work in small groups – 15 minutes (plenary room)
 •  Small groups: Critical assessment of the empirical paper – 60 minutes (smaller rooms)
 •  Plenary: Summary and final discussion – 15 minutes (plenary room)

Other considerations:
 •  Pre-registration will be required
 •  Between 8 and 48 participants
 •  Reading two scientific papers in advance

    OP-1

‘I deal with the small things’: 
The doctor–patient relationship and professional identity in GPs’ stories of cancer care

May-Lill Johansen1; Knut Arne Holtedahl1; Annette Sofie Davidsen2; Carl Edvard Rudebeck1

1 University of Tromsø, Norway; 
2 University of Copenhagen, Denmark

Background: An important part of GPs’ work consists of attending to the everyday and existential 
conditions of human being. In these life world aspects, biomedicine is often not the relevant theory 
to guide the GP; nevertheless they are a part of GPs’ professional domain.Our study explores and 
critically discusses relational aspects of being a GP, in the heightened situation of attending to peop-
le with advanced cancer.

Research questions: How do GPs experience the doctor-patient relation throughout the course of 
cancer illness? Which are the professional values at stake for the GPs?

Methods: We interviewed fourteen purposively sampled Norwegian GPs about accompanying pa-
tients through a cancer illness. Their stories were analysed using a thematic narrative approach. 
To explore values, we looked for the GPs’ evaluations of crucial events, challenges, dilemmas and 
conflicts.

Results: The GPs expressed a strong commitment to their patients with advanced cancer, a loyalty 
which in some cases could be weakened by GPs’ subordination to the opinions of specialists. The 
GPs had an ideal of honesty and openness about death, which they sometimes failed. Biomedical 
and existential aspects of the patients’ condition were often narrated as interwoven. The notion of 
shared humanness also pointed to how GPs got emotionally involved with the patients and their 
family and how this involvement often lacked a closure when the patient died.

Conclusion: In view of the GPs’ close knowledge of their patients’ background and history their 
subordination to specialists was a paradox, mirroring a hierarchy of medical knowledge. The GPs 
seemed to learn from being with their patients that bodily and existential suffering were connected, 
and thus learned implicitly to overlook the body–mind dualism. This practical wisdom lacks a theo-
retical anchoring, which is a problem not only for general practice.

Points for discussion:
 1) How come that even experienced GPs might think of themselves as dealing with the  
  “small things” in medicine?
 2) How could general practice increase its theoretical contribution to medicine?
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    OP-3

Symptom attribution to medically unexplained conditions in general practice

Hedda Tschudi-Madsen1; Mona Kjeldsberg1; Bård Natvig1; Camilla Ihlebaek2; 
Jørund Straand1; Dag Bruusgaard1

1 University of Oslo, Institute of health and Society, Norway; 
2 Section for Public Health Science, ILP, University of Life Sciences, Ås, Norway

Background: Symptoms for which a clear etiology cannot be established, medically unexplained 
symptoms (MUS), are frequent in general practice. Different unexplained syndromes overlap to a 
great degree, and general practitioners (GPs) will inevitably face all syndromes. Patients’ percep-
tion of their symptoms may predict health outcomes, and may be helpful in providing acceptable 
explanatory frameworks.

Research questions: To which degree have patients in general practice considered their symptoms 
to stem from unexplained conditions? Are such concerns associated with sociodemographic fac-
tors, symptom load and life stressors reported?

Methods: A cross-sectional study in general practice. 909 unselected patients completed ques-
tionnaires (863 had complete data, response rate 88.8%). Dependent variable: whether patients 
had been diagnosed with, or had themselves considered suffering from, at least one of eight unex-
plained conditions (amalgam poisoning, candida syndrome, fibromyalgia, food intolerance, burn-
out syndrome, chronic fatigue syndrome and irritable bowel syndrome). Independent variables: 
sociodemographic variables, report of 38 symptoms experienced last 7 days and life stressors with 
negative impact on present health. Descriptive statistics and logistic regression analyses were per-
formed.

Results: 39.6% of the patients reported at least one unexplained condition. Reporting was higher 
in women, in those who were separated/ divorced or out of work, and increased linearly with the 
number of symptoms and the number of life stressors reported. Patients with negative experiences 
in childhood/adolescence, family- and work-related problems had the highest odds of reporting 
unexplained conditions.

Conclusion: GPs should acknowledge that many patients consider suffering from conditions which 
are often regarded as unexplained, especially among patients with a high symptom load and many 
life stressors. This indicates that many patients may be open to discuss conditions without clear 
biomedical explanations, and that GPs should pursue clues to life stressors.

Points for discussion:
 1) Do GPs explore patients’ own perception of their symptomatology in general, and  
  whether they have considered any specific syndrome/diagnosis in particular? Do GPs  
  consider patients’ illness perceptions important?
 2) To which extent do GPs consider the integrative symptom profile of patients?
 3) Do GPs explore whether patients consider life stressors, past or present, to have had  
  negative impact on their current health?
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   OP-4

A better understanding of frequent attenders problems

Håkan Bergh

Region Halland, Sweden

Background: A small percentage of the population uses a disproportionately large amount of 
health care resources; this group of patients is referred to as frequent attenders (FAs). The high con-
sultation rate among FAs is regarded as a problem by GPs, and they have often been labelled as 
“heartsink patients”, or “difficult patients”.

Research question: How does GPs classify the complexity in their FAs problem in a biomedical- 
social- and psychological model?

Methods: GPs (n=142) have interactively classified their FA’s problem in a three dimensional model 
with the axis: biomedical- social- and psychological complexity.

Results: 79% of the FAs have a low biomedical complexity, 65% a high social and 66% a high psy-
chological complexity. 28 % of the FAs have a combination of a low biomedical-, a high social- and 
a high psychological complexity.

Conclusion: The complexity in FAs problem with dominance of psycho-social issues is probably a 
reason why they are regarded as “difficult patients” by the GPs.

Points for discussion: To analyze the FAs problem in this three dimensional model enables a better 
understanding of the patient and thereby possibilities for an appropriate support.

   OP-5

“I keep thinking of my complaint daily nowadays.” 
Primary health care patients’ reasons for complaint-related worry and relief

Virpi Laakso1; Päivi M. Niemi2

1 Health Care District of Forssa Region, Finland; 
2 University of Turku, Finland

Background: Primary health care patients are commonly worried about their complaints when 
attending their doctor, but there is very little research about their reasons for their worry. Even less 
is known about the patients’ reasons for post-consultation worry and relief. This knowledge would 
help doctors to plan reassuring actions.

Research question: Are specific reasons for primary health care patients’ complaint-related pre-
consultation worry associated with specific reasons for post-consultation worry or relief?

Methods: The study was carried out in a municipal primary health care centre in Forssa, Finland. 
Forty patients, aged 18-39 years, with a somatic complaint that caused them significant pre-consul-
tation worry were interviewed immediately before and after a doctor’s consultation. The patients 
were asked to describe in their own words their reasons for pre- and post-consultation worry and 
for possible post-consultation relief. The patients’ answers were analysed qualitatively using the-
matic content analysis.

Results: Worries based on the nature of the complaint (e.g. duration or intensity) or on not know-
ing what was wrong were relieved by getting an explanation. In contrast, worries about the ability 
to function tended to persist, and were only relieved by getting treatment. In addition, uncertainty 
based on worries over death or psychological consequences of the complaint (e.g. negative emo-
tions, difficulties to concentrate) tended to persist and were often associated with mistrust in health 
care.

Conclusions: Doctors should bring up patients’ worries into discussion in order to be able to re-
spond to them appropriately. Different kinds of worries may be relieved by different kind of reas-
suring actions.

Points for discussion: Would doctors benefit from knowledge about how patients with different 
kind of worries perceive different kind of reassuring interventions?
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   OP-6

Differences in patients’ language use describing their medical problems 
– Preliminary results from a comparative qualitative study on patients’ concepts 
about primary health care utilization

Wolfram J. Herrmann1; Alexander Haarmann1; Uwe Flick2; Markus Herrmann11; 
Anders Bærheim3

1 Otto-von-Guericke-University of Magdeburg, Germany; 
2 Alice Salomon Hochschule University of Applied Sciences Berlin, Germany; 
3 University of Bergen, Norway

Background: Primary health care utilization differs widely between Norway and Germany. How-
ever, socio-demographic factors and different organization of health care systems cannot explain 
the amount of the difference.

Research question: What differences in patients’ subjective concepts about ambulatory health 
care utilization can be explored between Norwegian and German patients?

Methods: A comparative qualitative study with patient interviews and participant observation. We 
interview 20 Norwegian and 20 German patients recruited in primary care practices matched with 
each other according to key variables. The interviewers ask repeatedly for experienced episodes. 
Additionally, we conduct participant observation in four German and four Norwegian practices 
for one week each. Analysis is done by thematic coding within the methodological framework of 
grounded theory.

Results: In a preliminary analysis of the first half of the interviews, we could construct two types of 
lay language used: The “lay expert” - type uses an expert language, especially using technical terms, 
official diagnoses and insider language as used by medical professionals. These types seem not to 
correspond to health literacy. The “lay lay”- type uses primarily lay language and everyday words in 
describing medical problems. The “lay lay” - type seems to emphasize the GP’s role of explaining. 
The “lay expert” - type seems to emphasize the GP’s role of collecting and storing information. The 
Norwegian interviewees seem to tend more towards the “lay lay” - type whereas the German inter-
viewees seem to tend more towards the “lay expert” - type.

Conclusion: Different use of language to describe medical problems hints at conceivably different 
models for patients’ roles and GPs’ roles. As a next step we are going to prove or disprove this pattern 
in the ongoing interviews and in the participant observation.

Points for discussion:
 1)  Is the language used by patients influenced by social representations of health, 
  illness and disease?
 2)  Does the use of “lay lay”- or “lay expert

   OP-7

Talking about patients with depression: interviews with GPs and psychiatrists

Hanne Saederup Pedersen; Annette Sofie Davidsen

University of Copenhagen, Denmark

Background: In Denmark as well as in other countries there has been an expressed wish to estab-
lish shared care between general practice and psychiatry on patients with depression. This has, 
however, not been established, and the cooperation between the sectors is still sparse. This may be 
due to different understandings of the depression and of patients with depression. An interdiscipli-
nary research project at the University of Copenhagen aims to examine this.

Research question: We aimed to study how understandings of depression are expressed in psy-
chiatrists’ and GPs’ narratives about their patients.

Methods: The study is a linguistic analysis of semi-structured interviews with eleven psychiatrists 
and twelve GPs selected purposively from two regions in Denmark. The analysis combines narrative 
theory and speech presentation theory to examine how patient identities are constructed in the 
physicians’ narratives.

Results: Preliminary findings show a difference in the way the two groups construct identities of 
patients with depression in terms of narrative elaboration, voicing, and participants’ perspective. In 
short, the two groups display the following characteristics in their storytelling:
 •  Different ways of telling stories when asked the same question by the interviewer
 •  Different degrees of vividness, level of detail and reference to patient’s background
 •  Different uses of speech presentation and frequency in different character voices
 •  Both groups use primarily ‘institutional’ voices - the patient’s perspective is often absent
 •  Both groups use the most direct form of speech presentation, ‘direct speech’, primarily to  
  represent their own point of view in the story, rather than e.g. the patient’s voice

Conclusions: The findings suggest that the two groups of physicians have different understandings 
of patients with depression and different ways of constructing patient identities. These differences 
may hamper cooperation across sector borders.

Points for discussion:
 1)  Do different understandings influence cooperation between sectors?
 2)  How can linguistic narrative theory illuminate understandings of depression?
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   OP-8

Little effect of antidepressants

Sven Frederick Østerhus1; John Sahl Andersen2

1 Region Zealand, Denmark; 
2 Forskningsenheden for almen praksis, Københavns Universitet

Background: Antidepressants are widely used in the western world, and are often prescribed by 
general practitioners. Unfortunately, the evidence for antidepressant medication mostly comes 
from its’ producers, the pharmaceutical industry. Often studies showing negative results are not 
published, while positive studies do not describe their clinical relevance.
       This study examines the effect of antidepressants, when unpublished studies are included in 
systematic reviews. Other biases influencing the effect/side-effects-ratio are also discussed.

Research questions: What is the effectiveness of antidepressants, and for whom are they indi-
cated, based on clinical evidence?

Method: Pubmed was systematically searched for meta-analyses and systematic reviews regard-
ing antidepressants including unpublished studies. Their references were used to find additional 
studies.

Results: The effect of antidepressants is small, averaging a reduction of 1.80 points more than pla-
cebo on the Hamilton scale for depression with 17 items (HAMD-17). Only the most severe forms 
of depression showed a difference between antidepressants and placebo of more than 3 points, 
which is the criterion set by the English National Institute of Clinical Excellence as being clinically 
relevant. One article stated citalopram had “significantly greater improvement”, without calculating 
the reduction on HAMD-17, which was only 1.90 more than placebo. This shows, that although an 
effect is statistically significant, it may not be clinically relevant. Generally, results in the antidepres-
sant litterature are heavily biased. Correcting for publication bias by including unpublished studies 
reduced the effect of antidepressants by 1/3 in one study. Many other forms of biases exist, further 
diminishing the effect of antidepressants.

Conclusions: Only the most severe forms of depression respond to antidepressants. There is there-
fore no evidence supporting its’ current widespread use. Information on the correct diagnosis of 
depression, the small effectiveness of antidepressants and alternative treatment modalities like 
cognitive therapy is essential to avoid overdiagnosis and overtreatment.

Points for discussion:
 1)  Do general practitioners diagnose depression correctly? Are normal reactions being  
  classified as depressions?
 2)  Is antidepressant medication a quick-fix, without actually fixing the problem?
 3)  What other, non-pharmacological treatments are available for depressive patients?

   OP-9

What is depression? A qualitative study of psychiatrists’ and GPs’ experience 
of diagnosis and the diagnostic process

Annette Sofie Davidsen; Christina Fogtmann Fosgerau

University of Copenhagen, Denmark

Background: The diagnosis of depression is constructed as a syndrome where the boundary bet-
ween normality and disorder is drawn arbitrarily in a complex process of professional dispute 
among psychiatrists. The diagnosis may possess context-specific usefulness as a working concept 
for clinicians, but the validity of the diagnosis across sector borders can be questioned.

Research question: How do psychiatrists and general practitioners (GPs) conceptualize depression 
and experience the process of diagnosing the condition in their clinical work.

Method: The study is qualitative with data-material consisting of semi-structured interviews with 
12 GPs and 10 clinical psychiatrists, purposively selected with stepwise recruiting from two diffe-
rent regions in Denmark. Analysis was carried out using Interpretative Phenomenological Analysis.

Results: Most psychiatrists in this study consider the diagnosis of depression a pragmatic and 
agreed construct and most of them do not question the validity of the diagnosis, nor do they have 
specific reflections on the concept and its clinical use. GPs have more elaborate reflections and 
some question the clinical utility of the concept of depression. GPs feel that rating scales often give 
misleading or useless results and they give more credence to their own clinical impressions, high-
lighting the need to validate rating scales in general practice. Psychiatrists also said that a diagnosis 
of depression depended on their clinical impressions and their intuition, but they had difficulty 
describing these. Even though depression is defined by ICD-10 criteria, the diagnosis seems to be a 
construct agreed by consensus reached in professional environments.

Conclusion: Different conceptualizations may have developed in a general practice setting com-
pared to a psychiatric setting. To understand how people with mood disorders get appropriate help 
across sector borders, it is important to have knowledge of how physicians from primary and se-
condary care conceptualize depression and diagnose the condition.

Points for discussion:
 1)  Do different conceptualizations of depression in primary and secondary care contribute  
  to maintaining the gap between sectors?
 2)  Is the psychiatric diagnosis of depression useful in general practice?



70 71

O
P-10              TH

U
RSD

AY 10.30 – 12.00

O
P-11              TH

U
RSD

AY 10.30 – 12.00

  OP-10

Negotiations of Antidepressants in Consultations with 
General Practitioners and Psychiatrists

Annette Sofie Davidsen; Christina Fogtmann Fosgerau

University of Copenhagen, Denmark

Background: An increasing number of patients are treated with antidepressants. Side effects to 
these medications have been studied. Patients’ emotional concerns about antidepressant treat-
ment and physicians’ responses to these concerns in consultations with patients with depression 
are, however, rarely studied.

Research question: The aim was to investigate the processes of negotiating antidepressant treat-
ment in consultations between GPs or psychiatrists and patients with depression; in specific, to 
investigate patients’ emotional concerns about starting and using antidepressants and the ways in 
which GPs and psychiatrists responded to these concerns.

Methods: The data material consisted of video recordings of consultations with 12 general prac-
titioners (GPs) and 10 psychiatrists and patients with depression. Analysis was carried out using 
Conversation Analysis and Systemic Functional Linguistics.

Results: None of the psychiatrists encouraged patients to elaborate on their emotional concerns. 
Patients only disclosed emotional concerns in consultations with GPs. Concerns included feelings of 
shame and inability to retain as sense of agency. GPs responded by being attentive and they gener-
ally acted non-authoritatively and understandingly towards patients’ perspectives on antidepres-
sants and their emotional concerns but without prompting patients to elaborate on the concerns. 
Patients not already treated medically only expressed doubt, rejection or conflicting ideas about 
starting medication in consultations with GPs, not in consultations with psychiatrists. GPs did not 
try to persuade patients to start medication; however, an opaque recommendation was identified. 
GPs approached the topic of starting medical treatment stepwise and indirectly, orienting toward 
the issue as possibly delicate to the patients. Psychiatrists approached the topic in a direct way.

Conclusions: GPs act non-authoritatively and flexibly, keeping in line with patients’ opinions as 
regards treatment with antidepressants. They do not challenge or urge patients to reflect on emo-
tional concerns that might take the consultation to less predictable areas. They try to maintain an 
untroubled and non-conflicting relationship with their patients.

Points for discussion:
 1) Do GPs’ and psychiatrists’ different approaches to antidepressant medication reflect 
  different opinions as regards depression? 
 2) Does the indirect approach apply specifically to antidepressants or is it more general?

   OP-11

Low quality of life and depressive symptoms are connected 
with unhealthy lifestyle

Jorma Sakari Savolainen1,2; Hannu Kautiainen3; Juhani Miettola2; Leo Niskanen4,5; 
Pekka Mäntyselkä3,6

1 The Unit of Primary Health Care at Kuopio University Hospital, Kuopio, Finland, Finland; 
2 University of Eastern Finland, Kuopio, Finland Institute of Public Health and Clinical Nutrition,     
 Primary Health Care, School of Medicine; 
3 Unit of Primary Health Care, Turku University Hospital, Turku, Finland; 
4 University of Eastern Finland, Faculty of Health Sciences, School of Medicine, Kuopio, Finland; 
5 Finnish Medicines Agency Fimea; 
6 Institute of Clinical Medicine, Family Medicine, University of Turku, Finland

Background: Health related quality of life (HRQoL) is increasingly used as an outcome in clinical tri-
als, effectiveness research, and research on quality of care, but there are only few studies exploring 
the association between life-style as a whole and HRQoL. Lapinlahti 2005 – 2010 study was carried 
out to explore cardiovascular disease risk factors, changes of lifestyle and quality of life in Lapinlahti 
residents in eastern Finland.

Research question: Our aim was to study the association between lifestyle and health related 
quality of life (HRQoL) at baseline (N=376) of the followed up cohort.

Methods: A trained research nurse measured weight, height, waist circumference and blood pres-
sure. Self-reported HRQoL was measured using 15D questionnaire. BDI-21 inventory was used to 
assess presence of self-reported depressive symptoms. Lifestyle factors (nutrition, physical activity, 
smoking and alcohol use) were examined by structured questionnaire. Each life style item was val-
ued as -1, 0, or 1 depending on how well it corresponded to the recommendations. According to the 
index the participants were divided into three life style sum tertiles: I = unhealthy, II = neutral and 
III = healthy. Age and sex adjusted linear trend between tertiles was tested.

Results: 15D score had a positive linear relationship with lifestyle tertiles (P= 0.0048; for linearity, 
age and sex adjusted). Respectively, self-reported depressive symptoms were less frequent among 
subjects with healthier lifestyle (P=0.010).

Conclusions: People who are expected to strive most to change their lifestyle have the lowest qua-
lity of life and psychological welfare, which should be taken into account in both clinical work and 
health promotion.

Points for discussion:
 1)  Should the quality of life have more important role in clinical and preventive work?
 2)  How should the quality of life be taken into account in prevention and health promotion?
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   OP-12

Quality deviations during the diagnostic pathway increases the time to 
diagnosis for Danish cancer patients – Prevalence and type assessed by 
General Practitioners and the impact on the diagnostic time.

Henry Jensen1,2; Aase Nissen3; Peter Vedsted1

1 The Research Centre for Cancer Diagnosis in Primary Care (CaP), The Research Unit for General 
    Practice, Health, Aarhus University, Aarhus, Denmark; 
2 Section for General Medical Practice, Health, Aarhus University, Denmark; 
3 Quality and Patient Safety, the Danish Cancer Society, Copenhagen, Denmark

Background: Reducing delay and ensuring high quality in every phase of a cancer diagnosis is 
important to lower the risk of adverse effects. Most studies on QDs in cancer diagnosis show diverse 
findings. To our knowledge, no studies have investigated QDs that arise during GPs’ decision-mak-
ing processes in the context of diagnosing cancer.

Research question: To describe the prevalence and type of quality deviations (QDs) during the 
diagnostic pathway and to analyse the association between these QDs, the cancer type and the 
General Practitioners’ (GP’s) interpretation of presenting symptoms and the impact on the length 
of the diagnostic interval.

Methods: The study was a cohort study based upon questionnaire data from 7,996 incident cancer 
patients’ general practitioners (GPs). The prevalence of QDs was estimated by exact methods. The 
association between QDs and diagnosis as well as the GP’s symptom interpretation were estimated 
by prevalence rate ratios using Poisson regression. The association between QDs and the time to 
diagnosis was estimated using quantile regression analysis.

Results: QDs were present for 31.9% (95%CI: 30.4;33.4) of cancer patients with variation between 
diagnoses. The most prevalent QD was, “Retrospectively, one or more of my clinical decisions were 
less optimal”, which was reported in 23.5% (21.1;26.0) of the QD cases. QDs were most prevalent 
among patients with symptoms interpreted by the GP as less severe (24.1% for alarm symptoms vs. 
39.5% for vague or ill-defined symptoms (p<0.001)). Patients with a presence of QDs had a longer 
median diagnostic interval of 44.5 (42.2;46.7) days compared to those without QDs.

Conclusion: The GP noted at least one QD in nearly a third of newly diagnosed cancer patients. 
Strong associations were seen between QDs and the seriousness of the presenting symptom. The 
presence of at least one QD increased the time to diagnosis significantly.

Points for discussion:
 1)  Should we test if an routine audit for cancer patients in general practice have an effect  
  on QIs prior to the diagnoses?
 2)  How can attention towards patients with vague symptoms and negative tests be   
  increased?

   OP-13

GP role in the diagnosis of childhood cancer: How and when do children 
with cancer present in primary care?

Jette Møller Ahrensberg1,2; Peter Vedsted1,2

1 Danish Research Centre for Cancer Diagnosis in Primary Care; 
2 Research Unit for General Practice, Aarhus University

Background: Early detection of childhood cancer (CC) is challenged by the rarity and non-specific 
clinical presentation of the disease. Yet, the general practitioner (GP) has a core function in singling 
out the few children with this serious disease. Although presenting symptoms and diagnostic in-
terval (DI) in primary care may constitute important prognostic factors, only little is known about 
these factors.

Research questions: To investigate presenting symptoms for CC patients, GP interpretation of 
symptoms, and to describe the DI from first presentation in general practice until diagnosis.

Methods: A population-based cohort study with 550 children < 15 years with an incident cancer 
diagnosis (Jan 2007-Dec 2010). Data were collected through questionnaires to parents (response 
rate = 69%) and GPs (response rate = 87%). Presenting symptoms, symptom interpretation and DIs 
were described. The DI was categorised as short or long based on quartiles. Associations between 
long DIs (4th quartile) and variables were assessed using logistic regression.

Results: The GPs were involved in the diagnostic pathway in four of five children (80.3%). The most 
frequently reported symptoms were pain, swelling/lump and weakness/tiredness (reported for 25% 
of the patients). The GPs interpreted symptoms as vague in 25.4%, serious in 50.0% and alarm in 
19.0% of cases. The median DI was 18 days (IQI: 5-50 days). The DI was associated with age (p < 0.05) 
and cancer type (p < 0.0025). Symptom interpretation and referral letter wording were associated 
with DI (p < 0.001); the shortest DIs were observed when cancer suspicion was raised in the letter.

Conclusions: Children with cancer may present vague and non-alarm symptoms in primary care. 
The study indicates that GP symptom interpretation depends on both the specific symptoms 
prompting the encounter and factors such as the medical history, the clinical picture and the way 
parents express their concern. GPs play an important role in recognizing early signs of CC as their 
symptom interpretation and referral wording have a profound impact on the diagnostic process.

Points for discussion: Vulnerable patient groups: Possible social inequalities in health-care-seek-
ing/management in primary care. Teenagers adults with cancer – obstacles in early diagnosis.
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   OP-14

Epidemiological studies of gastrointestinal symptoms and cancer alarm 
symptoms in Denmark – A population-based study.

Sanne Preus Hatting; Jens Søndergaard; Pia Veldt Larsen; Dorte Ejg Jarbøl

Research Unit of General Practice, Institute of Public Health, University of Southern Denmark.

Background: Gastrointestinal symptoms are highly prevalent in the population. It is characteristic 
of these symptoms that they are diffuse and of varying severity and implications for the individu-
al. The three most common conditions in gastroenterology are: gastroesophageal reflux disease 
(GERD), dyspepsia and irritable bowel syndrome (IBS). According to guidelines there is a number of 
well-defined alarm symptoms of gastrointestinal cancer that should be further investigated. How-
ever, these symptoms have a low predictive value.
        Previous studies have dealt with the phenomenon that there are more people with dyspepsia, 
GERD or IBS, which also meet the criteria for one of the other symptom complexes or all three, i.e. 
an overlap between symptom complexes. Studies exploring the overlap between these symptoms 
complexes and cancer alarm symptoms are needed.

Research questions: What is the prevalence of GERD, dyspepsia, IBS and cancer alarm symptoms? 
How common is an overlap between the individual symptom complexes and cancer alarm symp-
toms?

Methods: A cross-sectional study based on a random sample of the Danish population. A total of 
100 000 Danish adults aged 20 years or above were invited to participate. The participants received 
a letter respectfully requesting them to log on to a website and complete a survey on bodily symp-
toms and sensations and contacts to their GP. Rome III criteria were used for IBS and dyspepsia. 
Reflux disease was defined based on the Montreal criteria. Moreover, the questionnaire comprised 
questions concerning general symptoms, management of symptoms, behaviour regarding medical 
attention, self-rated health and social network.

Results: In total 49 700 responded to the questionnaire, yielding an overall response rate of 49.7 %. 
The median age among participants was 52 years, 47% were men and 53% women.
        Currently the analyses are in progress. Results describing reflux disease, dyspepsia and IBS as 
well as the prevalence of gastrointestinal cancer alarm symptoms and the overlap between symp-
toms complexes and alarm symptoms will be presented.

Point for discussion: Are symptom complex criteria, e.g. Rome III, useful for the GP?

   OP-15

Cancer patients in General Practice - continuous support of from the GP

Aase Nissen1; Anette Sonne Nielsen2; Hans Christian Møller3; Nickie Larsen4; 
Mikkel Granlien4

1 Danish Cancer Society, Denmark; 
2 Capital Region, Denmark; 
3 General Practice, Copenhagen; 
4 General Practice, Allerød

Background: Both cancer patients and general practitioners (GP) experience a weaker interper-
sonal contact, when the GP hands over examination and care of cancer patients to the hospital. 
Most patients express needs for support from their GP to cope with the treatment of cancer.

Research questions: How can GP offer cancer patients support throughout the cancer pathway 
according to the patients individual needs and expectations? How can GP in different settings or-
ganize the care of each individual cancer patient?

Methods: Five patients and eight GPs were interviewed about their contact patterns throughout 
the patient´s cancer pathway. Several themes of concern were identified and will be discussed in a 
workshop in March 2013. Patients as well as general practice nurses and GPs will participate. Results 
and recommendations from the interviews and the workshop will be published. An inspiration-
catalogue for cancer patients and GPs towards establishing models of contact and professional sup-
port during the cancer pathway will be published.

Results: Different attitudes and experiences among patients as well as GPs are presented in the 
interviews.Many patients appreciate the GP´s proactive (ongoing) contact without prior patient re-
quest. Several GPs emphasize the importance of care regarding the entire individual patient – being 
proactive in handling patient crises in relation to troublesome messages etc.
A model of care from a general practice clinic in the city of Allerød, involving a proactive contact 
from practice nurses towards cancer patients covering the organizational structure in the clinic as 
well as the outcome for the clinic and patients will be presented as a case story.

Conclusions: GP initiating on-going contact during the course of the cancer pathway represents 
a paradigm shift in the model of cancer care. We recommend that the GP and new cancer patient 
discuss an individual model of contact throughout the patient´s cancer pathway according to the 
individual need, expectation and possibilities.

Points of discussion: 
 1)  How can the diversity of general practice organizations implement a proactive support 
  of the individual cancer patient throughout the cancer pathway?
 2)  Which factors should be taken into account before deciding a model of care for 
  cancer patients?
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   OP-16

Cancer Rehabilitation for Couples in General Practice

Anne Nicolaisen1; Dorte Gilså Hansen1; Nina Rottmann1; Henrik Flyger2; Katrine Søe3; 
Anne Pedersen4; Mariët Hagedoorn5; Christoffer Johansen6

1 Research Unit of General Practice, University of Southern Denmark, Denmark; 
2 Department of Breast Surgery, Herlev University Hospital, Denmark; 
3 Department of Breast Surgery, Odense University Hospital, Denmark; 
4 Department of Breast Surgery, Ringsted Hospital, Denmark; 
5 Department of Public Health and Health Psychology, University of Groningen, The Nederland’s; 
6 Survivorship, Danish Cancer Society Research Center, Danish Cancer Society, Denmark

Background: In most northern countries the planning of long-term rehabilitation of patients is 
placed in general practice. Cancer often has a high impact on everyday life in relation to practi-
cal challenges and emotional strain of both the patient and his/hers relatives. This study aims to 
increase couples’ ability to jointly getting through their new challenging life situation, when the 
woman is diagnosed with breast cancer. The study will obtain knowledge about the effect of early 
involvement of the partner in the breast cancer patient’s rehabilitation and suggests how general 
practitioners (GPs) can address partners of breast cancer patients.

Research questions: Can a psychological intervention aiming to support couples facing breast
cancer in strengthening their emotional bond:
 • reduce symptoms of distress in both patients and their partners?
 • enhance psychological well-being of both patients and their partners?

Method: A randomised controlled trial assessing the effect of a psychological intervention com-
pared to a control group receiving current healthcare practice. A total of 200 women recently diag-
nosed with breast cancer and their partners were recruited at breast surgery departments at Herlev 
University Hospital, Ringsted Hospital and at Odense University Hospital, Denmark. The inclusion 
ended February 2013.
The intervention comprises four to eight couple sessions conducted by a psychologist one to five 
months after the cancer diagnosis. Data will be obtained through questionnaires from both pa-
tients and partners one month after surgery and then 5 and 10 months later. The primary outcome 
is cancer-related distress of the patient. Secondary outcomes are cancer-related distress of the part-
ners, symptoms of depression and anxiety and changes in mood of both patients and partners.

Results: This study is ongoing. The presentation of preliminary results will include perceived prob-
lems and emotional distress for both patients and partners.

Points for discussion: Should GPs address relationship problems and challenges when patients are 
diagnosed with cancer?

   OP-17

Diagnostic value of ‘warning signs of cancer’ in Norwegian general practice

Susanne Ingebrigtsen; Benedicte Scheel; Børge Hart; Tommy Thorsen; Knut Holtedahl

UiT, Norge

Background: Early diagnosis of cancer is an important challenge in general practice. Most patients 
with cancer consult the GP before diagnosis.

Research question: Assess the association between symptoms presented and subsequent cancer.

Methods: Cohort study of patients consulting consecutively in 283 general practice surgeries, ten 
working days. Prospective recording of cancer diagnosis; new cancer or new relapse.
 During patient consultations GPs registered seven focal symptoms and three general symp-
toms, commonly considered as warning signs of cancer (WSC). Follow-up 6-11 months later with 
registration of any subsequent diagnosis of cancer.

Results: Of 51073 patients, 6321 (12.4 %) had recordings of 7704 WSC. During a median follow-up 
period of 8 months, 263 patients were diagnosed with cancer; 59 of them with relapse of previously 
diagnosed cancer. Of the cancer patients, 106 (40 %) had presented one or more WSC during a 
preceding consultation. Examined symptoms were valid symptoms of cancer, with likelihood ra-
tios from 1.5 to 8.2. General symptoms were rarely associated with cancer unless a focal symptom 
had been recorded as well. Positive predictive value varied from 0.8% to 3.8%. More organ specific 
symptoms have higher sensitivity, but not necessarily higher PPV. Multiple symptoms increased the 
probability of cancer.

Conclusion: 12.4 % of patients consulting a GP presented with WSC. Conventional warning signs of 
cancer are valid signs of cancer, although to a varying degree. Positive predictive value of any single 
symptom is low, and decisions about referral require additional information. A general symptom 
has its greatest cancer diagnostic value when it occurs along with a focal symptom.

Points for discussion: What are the practical consequences of quantifying frequencies for you as a 
GP? What are the practical consequences of estimating symptom validity and cancer probabilities 
for you as a GP?
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   OP-18

Cancer Rehabilitation for Couples in General Practice

Malene Plejdrup Hansen1; Lars Bjerrum2; Bente Gahrn-Hansen3; Rene dePont Christensen1; 
Anders Munck4; Dorte Ejg Jarbøl1

1 Research Unit of General Practice, Institute of Public Health, University of Southern Denmark,  
 Denmark; 
2 Department of Public Health, Section of General Practice and Research Unit for General Practice,  
 University of Copenhagen, Denmark; 
3 Department of Clinical Microbiology, Odense University Hospital, Denmark; 
4 Audit Project Odense, Research Unit of General Practice, Institute of Public Health, University of  
 Southern Denmark, Denmark

Background: In 2008 a set of 41 quality indicators for antibiotic treatment of respiratory tract infec-
tions (RTIs) in general practice were developed in an international setting as part of the European 
project HAPPY AUDIT.

Research question: How do Danish general practitioners’ (GPs’) assess a set of internationally de-
veloped quality indicators and is there an association between the GPs’ assessment of the indicators 
and their practice characteristics as well as their antibiotic prescribing pattern?

Methods: A total of 102 Danish GPs were invited to assess the 41 quality indicators. The GPs were 
categorised into two groups according to their assessment of indicators. Data concerning practice 
characteristics and antibiotic treatment were obtained during a 3-week registration of patients with 
RTIs and were linked to the GPs’ assessments of the indicators.

Results: A total of 62 (61%) responded. Quality indicators focusing on the frequency of prescribing 
of narrow-spectrum penicillin were rated as suitable by more than 80% of the Danish GPs, while 
quality indicators concerning cephalosporins or quinolones were rated suitable by less than half of 
the GPs. The antibiotic prescribing pattern differed significantly and the GPs who disagreed on the 
majority of the indicators prescribed more macrolides and less narrow-spectrum penicilllin than the 
GPs who agreed on the majority of the indicators.

Conclusion: Even though an international expert panel agreed on a set of quality indicators for 
antibiotic treatment of RTIs, only a few of them were rated suitable by the GPs, who are supposed 
to use them.

Points for discussion:
 1)  Should quality indicators be used for quality improvement and quality assessment in  
  general practice?
 2)  Why did the antibiotic prescribing pattern differ significantly between the two groups  
  of GPs?

   OP-19

Improving antibiotic prescribing in acute respiratory tract infections. 
Use of academic detailing in the Rx-PAD study, a cluster-randomised trial 
from Norwegian general practice.

Svein Gjelstad; Morten Lindbæk; Jørund Straand

University of Oslo, Norway

Research Question: To assess the effects of a multifaceted educational intervention in Norwegian 
general practice aiming to reduce antibiotic prescription rate for acute respiratory tract infections 
(ARTIs) and to reduce the use of broad-spectrum antibiotics.

Methods: Cluster-randomised controlled study where the control group received another interven-
tion based on medication among the elderly.
Existing Continuing Medical Examination (CME) groups were recruited and randomised to interven-
tion or control. Seventy-nine groups, comprising 382 general practitioners, completed the interven-
tions and data extractions. The CME groups had two visits by peer academic detailers, the first pre-
senting the National clinical guidelines for antibiotic use and recent research evidence on ARTIs, the 
second based on feedback reports on each GP’s antibiotic prescribing profile from the preceding 
year. Regional one-day seminars were arranged as a supplement. Prescription rates and proportion 
of non-penicillin V (non-pcV) on the group level before and after the intervention compared with 
equivalent data from the control group.

Results: The intervention group (39 CME groups, 183 GPs) had a modest, but statistically significant 
reduction in prescribing rate compared with the control group (40 CME groups, 199 GPs), and a sub-
stantial reduction in the prescribed proportion of broad spectrum antibiotics. The detailed results 
will be presented at the conference, as all analyses are not yet final.

Conclusions: The intervention had significant effects on improving antibiotic prescribing for res-
piratory tract infections in a representative sample of Norwegian GPs, and the courses were feasible 
to the GPs.
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   OP-20

Can – and should – delayed antibiotic prescribing for respiratory tract 
infections be implemented in routine care?

Sigurd Høye; Morten Lindbæk

University of Oslo, Norway

Background: Antibiotics are often prescribed for respiratory tract infections (RTIs) in primary care, 
despite their minimal effect for most RTIs. Widespread use of antibiotics promotes the develop-
ment of resistant bacteria. Delayed antibiotic prescribing is an effective method of reducing the 
consumption of antibiotics for RTIs. However, interventions to promote its use remain unexplored.

Research questions: Will 1) an educational intervention for GPs that included a recommendation 
of delayed prescribing and 2) a computerized pop-up reminder on delayed prescribing alter the 
proportion of antibiotic prescriptions filled at pharmacies?

Methods: Controlled trial nested within a cluster-randomized controlled trial targeting GPs in Nor-
way. Educational intervention and control groups were randomly populated from 81 continuing 
medical education groups. Within the intervention arm, 107 of the 156 participating GPs were as-
signed to having a pop-up reminder installed on their computers. Data on prescribed and dispensed 
antibiotics from one year before and one year during the intervention were collected and linked.

Results: Valid data were obtained from 328 GPs (75 %). At baseline, 92.1 % of prescriptions were 
filled at pharmacies. In an adjusted, multilevel model, the effect of the educational intervention 
was a 13 % reduction in odds (OR 0.87, 95% CI 0.69 to 1.09) of antibiotics being dispensed, while 
the combined effect of the educational and pop-up reminder intervention was a 28% reduction in 
odds (OR 0.72, 95 % CI 0.60 to 0.86). The absolute effect of the combined interventions was a 2.2 % 
reduction in dispensing rate. Sinusitis and otitis gave high odds for delayed prescribing and low 
odds for dispensing.

Conclusions: Promoting delayed prescribing through education and computerized reminders 
gives a significant, but small reduction in the proportion of prescribed antibiotics filled at pharma-
cies. The strategy’s potential for reducing consumed antibiotics seems to be low in Norway.

Points for discussion: 
 1)  As far as we know, among the Nordic countries, only the Norwegian guidelines for  
  antibiotic treatment in primary care recommend delayed prescribing for RTIs. Why?
 2)  Is this strategy not suiting for countries with relatively low antibiotic use and antibiotic  
  prescribing rates?

   OP-21

Sore throat in Primary Health Care –   GP´s actions and difficulties

Andre Malin1; Annika Brorsson2; Hedvig Gröndal3; Katarina Hedin2; Eva Lena Strandberg2

1 Uppsala University, Sweden; 
2 Lund University, Sweden; 
3 Stockholm University, Sweden

Background: Sore throat is generally considered to be a rather simple clinical problem. There are 
clear guide-lines for its management. In spite of this, antibiotic usage for this condition is excessive.

Research question:
 1)  How do GPs perceive their management of sore throats?
 2)  What difficulties do they experience in the consultation?
 3)  How do they comment their deviations from guide-lines?

Methods: A qualitative design was chosen as the most suitable to explore experiences and percep-
tions. Twenty-five GPs from different parts of Sweden were interviewed. The interviews were semi-
structured with open-ended questions. The interviews were transcribed and analysed according to 
qualitative content analysis.

Results: In the analysis two groups of GPs were identified; a minority who stated management ac-
cording to guidelines and a majority who did not. The group that reportedly followed the guidelines 
had often developed a common policy in the centre. They used diagnostic tools correctly and had 
hardly any worries or concerns about differential diagnoses. In the group that stated that they did 
not comply with the guidelines, irrelevant diagnostic tools were used, there were homemade theo-
ries, misconceptions, and considerable concern about potentially dangerous differential diagnoses. 
However, a few doctors in this group reported management deviating from guidelines only with 
regard to the use of strep A-test.

Conclusion: Many GPs do not seem to be aware of prevailing guidelines for management of sore 
throat. This makes the consultations heavy and entails a considerable amount of worry. The remedy 
could be a mix of information and dialogue with colleagues.

Points for discussion:
 1)  How can a more effective CME concerning sore throats be designed?
 2)  How can effective management of sore throats be promoted within the health center?
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   OP-22

Investigating cultural determinants for antibiotic prescribing and 
consumption in Europe

Siri Jensen1; Pia Toboul-Lundgren2; Morten Lindbæk1; Johann Drai2

1 University of Oslo, Norway; 
2 Hôpital de l’Archet , France

Background: Antibiotic resistance is a growing problem world wide. Research shows a clear con-
nection between a high consumption of antibiotics and the development of resistance.There are 
great variations between the European countries when it comes to consumption. In spite of several 
interventions, the variations seem to be constant. Cultural differences are often cited as an explana-
tion for these variations.

Research questions: Is it possible to identify the cultural determinants for antibiotic use in primary 
care in Europe?

Methods: A systematic literature review aiming to identify different cultural determinants and how 
they influence antibiotic prescription and consumption. Two research teams, in France and Norway, 
made two independent literature searches using the same predetermined inclusion and exclusion 
criteria. The inclusion criteria were cross cultural studies concerning antibiotic use in primary care 
in at least two European countries. The articles were selected mainly through the MeSH thesaurus 
using the key words “cross cultural comparison” and “antibacterial agents”.

Results: A total of 18 papers corresponding to the inclusion criteria were identified. These were the 
same for both research teams. A number of cultural factors that can be linked to antibiotic prescrip-
tion and consumption were found. These seem to influence from the first symptoms felt by the 
patient to the prescription or not by the practitioner. The definition of culture is however fluid and 
difficult to define, Social and cultural determinants are sometimes difficult to separate. The need for 
further research to better understand the complex effect of cultural factors is highlighted in several 
publications.

Conclusion: To further understand these factors we aim to conduct qualitative and quantitive stud-
ies among patients and practitioners in Norway, France and Poland. Three countries with very differ-
ent profiles when it comes to prescription and consumption of antibiotics.
We hope by understanding cultural factors and their determinants better, it can help adapting in-
terventions aiming to reduce the prescription and consumption in the different populations.

Points for discussion: Are there any cultural determinants that are more dominant in the Nordic 
countries than in the European? Is it possible to change people’s attitude towards the use of antibi-
otics, and if so, how?

     PP-1

Flawed oral health of a non-smoking adolescent predicts smoking in adulthood

Antti J. Saari1,2; Jukka Kentala3; Kari J. Mattila1,4

1 University of Tampere, Finland; 
2 JYTA, Tunkkari Health Care Center, Veteli, Finland; 
3 City of Vaasa; 4Pirkanmaa hospital district, Center of General Practice, Tampere, Finland

Background: Tobacco smoking causes oral health problems. In this study we wanted to find out 
if there is also causality to the other direction; if poor oral health in adolescence is connected to 
smoking behavior in adulthood.

Research question: Are there more smokers in adulthood among those nonsmoking adolescents, 
who have oral health problems in adolescence?

Methods: A prospective cohort-study with quantitative analysis. We used an age cohort born in 
1979 (n=2,582) that took part in annual oral health checkups when they were 13–15 years old. 
Those who self-reported non-smoking were used as study population. A follow-up questionnaire 
was sent to the cohort when they were 29 years old. As our measures we had DMF (Decayed, Miss-
ing and Filled teeth and surfaces) and D (Decayed teeth) indices and smoking behavior from the oral 
examinations at the ages of 13–15 and their smoking behavior at the age of 29 (from the follow-up 
questionnaire). We used cross tabulations, χ2-tests and binary logistic regression.

Results: There was a greater risk of becoming smokers in adulthood for those non-smoking ado-
lescents who had at least one decayed tooth at the age of 13 (OR 1.4, 95 % CI 1.1–1.9) or 14 (OR 1.7,
95% CI 1.3–2.4). Those who were non-smokers at the age of 13, 14 and 15 and had at least one 
decayed tooth at the age of 14, had higher risk of being a smoker by the age of 29 (OR 1.6, 95% CI 
1.1–2.4). DMF index had no forecasting value on adulthood smoking behavior.

Conclusions: Oral health problems, especially decayed teeth in a non-smoking adolescent are 
a sign of a greater likelihood to smoke in adulthood.

Points for discussion: What methods should be tested to prevent the onset of smoking for those 
nonsmokers, who have been found to have decayed tooth/teeth?
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Differences between HOMA-IR, TC/HDL-C, LDL-C, CRP levels and waist 
circumference in clinically healthy Latvian individuals with and without NAFLD

Vija Silina1,2; Mesfin Kassaye Tessma3; Gita Krievina4; Ilze Jakobsone2; Guntis Bahs1

1 Riga Stradins University, Department of Family Medicine, Latvia; 
2 Family physician’s practice; 
3 Karolinska Institutet, Department of Learning, Informatics, Management and Ethics; 
4 University of Latvia; Institute of Experimental and Clinical Medicine

Background: Non-alcoholic fatty liver disease (NAFLD) is considered a significant cardiovascular 
diseases (CVD) risk factor due to insulin resistance, atherogenic dyslipidemia and subclinical inflam-
mation. However, information on differences among insulin resistance index (HOMA-IR), athero-
genic index (TC/HDL-C), low density lipoprotein cholesterol (LDL-C), C-reactive protein (CRP) levels 
and waist circumference between individuals with and without NAFLD residing in Latvia is scarce, 
especially in clinically healthy individuals, when there is still an option for primary prevention of 
CVD.

Research question: What significant differences could be found among HOMA-IR, CRP, LDLC and 
TC/HDL-C values and waist circumference in clinically healthy Latvian overweight and obese indi-
viduals with or without NAFLD?

Methods: A cross sectional survey in Riga, Latvia included 91 clinically healthy individuals (31 men, 
age 36,4±4,0, BMI 32,8±4,0; 60 women, age 37,1±4,2, BMI 32,0±4,5) having body mass index ≥25 
m2/kg visiting primary care physician. Individuals were divided in two groups according to hepatic 
density measured on computed tomography: with NAFLD (N=32, 19 men, 13 women) and without 
NAFLD (N=60, 12 men, 47 women). Differences between groups were estimated by comparing ap-
propriate means of both groups.

Results: We found that individuals with NAFLD compared to those without NAFLD had significantly 
higher HOMA-IR (4,0±2,1 and 2,8±1,4 respectively; p=0,001) and TC/HDL-C (4,4±1,1 and 4,8±1,2 
respectively; p=0,019) levels and larger waist circumference (106,9±12,9 and 96,0±9,6 respectively; 
p=0,001). There was no statistically significant difference between CRP and LDLC levels.

Conclusions: In Riga, Latvia individuals with NAFLD had significantly higher HOMA-IR and TC/
HDL-C compared to those without NAFLD that could be related to already known effects of NAFLD. 
There is no difference in CRP and LDLC levels.

Points for discussion:
 1) Why there is difference in TC/HDL-C and no difference in LDLC levels?
 2)  Why CRP levels are not different?
 3)  Could HOMA-IR and TC/HDL-C be used for further studies regarding NAFLD related risks?

     PP-3

Gender related differences of waist, insulin resistance index, atherogenic index 
and hepatic density and their predictive value regarding NAFLD

Vija Silina1,2; Mesfin Kassaye Tessma3; Ilze Jakobsone2; Guntis Bahs1

1 Riga Stradins University, Department of Family Medicine, Latvia; 
2 Family physician’s practice; 
3 Karolinska Institutet, Department of Learning, Informatics, Management and Ethics

Background: Motivating clinically healthy overweight and obese individuals to bring lifestyle be-
havioural changes need adequate knowledge of risk factors in an individual. Non-alcoholic fatty 
liver disease (NAFLD) is considered a significant cardiovascular diseases (CVD) risk factor. Screening 
for NAFLD in overweight and obese individuals and implementing early lifestyle changes could re-
duce the incidence of CVD. Sex, body mass index (BMI), waist, insulin resistance index (HOMAIR) and 
atherogenic index (TC/HDL-C ratio) are widely used for CVD risk screening, however their predictive 
value regarding NAFLD is not unambiguous

Research question: Which of following CVD risk indicators (sex, BMI, waist, HOMAIR and TC/HDL-C 
ratio) could be used for prediction NAFLD in Latvian overweight and obese individuals?

Methods: A cross sectional survey of 30 to 45 years old clinically healthy men (N=31, age 36,4±4,0, 
BMI 32,8±4,0) and women (N=60, age 37,1±4,2, BMI 32,0±4,5) having body mass index ≥25 m2/
kg was conducted in Riga, Latvia. Gender related differences of waist, HOMA-IR, TC/HDL-C ratio and 
hepatic density (HD) (NAFLD indicator on CT scan) were estimated using Mann-Whitney U test, as 
well as correlations of hepatic density with other CVD risk factors were calculated as Spearman’s 
rho. Logistic regression model was used to estimate predictive value of CVD risk factors regarding 
NAFLD.

Results: We found that men compared to women had significantly increased waist circumference
(107,8±10,8 and 95,7±10,5 respectively; p<0,001), TC/HDL-C (4,9±0,8 and 3,5±1,1 respectively; 
p<0,001) and decreased HD (50,0±0,8 and 57,0±7,6 respectively; p<0,001). There was no signifi-
cant difference regarding HOMA-IR (3,5±1,8 in men and 3,0±1,7 in women). In the whole group 
HD negatively correlated with BMI (r=-0,316, p=0,002), waist (r=-0,467, p<0,001), TC/HDL-C (r=-
0,287, p=0,006) and HOMA-IR (r=-0,277, p=0,008). Binary logistic regression model including 
sex, waist, HOMA-IR and TC/HDL-C, however, showed that only male gender increases NAFLD risk 
(Exp(B)=5,310, p=0,014).

Conclusions: BMI, waist, HOMAIR and TC/HDL-C ratio negatively correlate with hepatic density, 
however, only male sex could be considered as a NAFLD predictor in overweight and obese indi-
viduals residing in Riga.

Points for discussion: Which tests should be most appropriate for NAFLD screening?
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     PP-4

Alcohol screening and brief intervention activity in consultations 
among primary health care physicians and nurses – a prospective study

Kati Seppänen1; Mauri Aalto2; Kaija Seppä1

1 University of Tampere, Finland; 
2 National Institute for Health and Welfare

Background: It is estimated, that 20 % of male and 10 % of female patients in primary health care 
are hazardous drinkers. According to our previous study 17,2 % of physicians in primary health care 
offer brief intervention regularly and 61,3% occasionally.

Research question: The aim of this study was to prospectively examine the activity of screening al-
cohol use and offering brief intervention in physicians` and nurses` consultations in primary health 
care.

Methods: The data was gathered with a questionnaire. The physicians and nurses of seven health 
care centres were asked to fill in information of 30 consecutive adult (>18 years) patients includ-
ing age, gender, whether the patient was considered hazardous drinker, whether alcohol use was 
asked and brief intervention offered and whether alcohol-related information was marked in pa-
tient documents.

Results: Altogether 43 physicians and 35 nurses participated in this study. Information was docu-
mented of 1242 patients by physicians and of 805 by nurses. Mean age of the patients consulted by 
physicians was 55 years, 63,3% were women. The corresponding figures among patients consulted 
by nurses were 57 years and 58,3%.
According to the physicians 81 (11,3%) and according to the nurses 34 (8,9%) of patients whose 
alcohol use was asked were hazardous drinkers.
 Figure 1.  Patients (%) who were asked alcohol use by physicians and nurses in present  
  consultation, earlier consultations and never.
 Figure 2.  Hazardous drinkers (%) who were offered brief intervention by physicians and  
  nurses in present consultation, earlier consultations and never.
Alcohol-related documentation of hazardous drinkers by physicians and nurses was found in rela-
tion to the present consultation in 19,5% and in relation to the earlier consultations in 53,1%.

Conclusions: Brief intervention activity of primary health care professionals is rather high if the 
patient is considered a hazardous drinker. However, screening figures of physicians and nurses still 
remain low which makes a future challenge in primary health care.

     PP-5

Acupuncture for acute non-specific low back pain: 
a protocol for a randomised, controlled, multicenter intervention study 
in general practice – the ACUBACK study.

Trygve Skonnord1; Holgeir Skjeie1; Mette Brekke1; Margreth Grotle2; Iréne Lund3; 
Arne Fetveit1

1 Department of General Practice, Institute of Health and Society, University of Oslo, Norway; 
2 FORMI, Clinic for surgery and neurology Oslo University Hospital, Ullevaal, Oslo, Norway; 
3 Department of Physiology and Pharmacology, Karolinska Institutet, Stockholm, Sweden

Background: Low back pain (LBP) is a very common presentation in general practice, and repre-
sents a considerable impact on the patient as well as society.
Some general practitioners (GPs) treat acute low back pain (LBP) with acupuncture, despite lacking 
evidence of its effectiveness for this condition.

Research questions: Can one single treatment-session with acupuncture reduce time to recovery 
when applied in addition to standard LBP-treatment according to the Norwegian national guide-
lines?
What are the prognostic factors for recovery?
What is the cost-effectiveness of the treatment?

Methods: In this randomised, controlled, multicenter study in general practice in Southern Norway, 
270 patients will be allocated into one of two treatment-groups, using a web-based application 
based on block randomisation. Outcome assessor will be blinded for group allocation of the pa-
tients.
       The control group will receive standard treatment, while the intervention group will receive 
stan-dard treatment plus acupuncture treatment. There will be different GPs treating the two 
groups, and both groups will just have one consultation. Adults who consult their GP because of 
acute LBP will be included. Patients with nerve root affection, “red flags”, pregnancy, previous sick 
leave more than 14 days and disability pension will be excluded. The primary outcome of the study 
is the median time to recovery (days). The secondary outcomes are rated global improvement, back-
specific functional status, sick leave, medication, GP visits and side effects. A pilot study will be 
conducted.

Results: The main study will start within January 2014 and will last for 2 years. Results from this 
study, positive or negative, will be disseminated in scientific medical journals.

Conclusion: This study aims to explore whether acupuncture is a useful clinical tool for treating 
acute LBP in general practice.

Trial Registration: ClinicalTrials.gov Identifier: NCT01439412.

Points for discussion: Can faster recovery of LBP reduce the risk of chronification of the pain?
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Health promotion intervention in Latvian practice

Alla Sokalska

Health Centre no. 3, Riga, Latvia

Background: Patient hospitalization has been under discussion mainly due to its infamous high 
costs. In order to reduce the burden on hospitals, one of suggestions is to increase prevention type 
of care. In this report, I investigated an impact of home visits on AH control, blood glucose level and 
amount of referrers to the hospital.

Research question: How do regular home-visits to elderly patients impact on AH control, blood 
glucose level and amount of referrers to the hospital?

Methods: Within 4 months an appointed student from Riga Stradins’ University visited 180 patients 
at their homes. He visited patients with unsatisfactory AS and CD compensation every day until a 
sign of recovery; while others – once in a week. All patients selected were registered in my practice. 
I selected people who were over 60 years old and:
 • had not made appointments to GP within last three years
 • or didn’t use antihypertensive medication regularly
 • or had not made appointments to an endocrinologist within last three years.
Out of 180 recruited patients 57 were older than 80 years, 11 patients had not made an appoint-
ment for GP in the last three years and 43 patients had not made appointments to an endocrinolo-
gist within the last three years.

Results: The main outcome measure was an improvement in patients’ health condition due to reg-
ular observations by primary care specialist. After four months of regular checking patients’ use of 
antihypertensive medicine, the average BP for everybody decreased 18 mmHg. Regarding diabetes 
mellitus, within the study period, several cases of glucose intolerance were diagnosed:
         Increased glucose level was found in 43 patients. Glucose intolerance disorder was found in 15 
patients. Suspect of DM, pancreatic was found in 2 patients. Hypoglycemia episode was found in 1 
patient.

Conclusions: General practitioners can decrease to some extent the amount of hospitalization of 
elderly patients who do not want or cannot come to GP office by regular home visits.

Points for discussion:
 1)  What are other alternative ways to decrease the burden on hospitals?
 2)  How do you see the advantages and disadvantages of this intervention in perspective  
  of your country?

     PP-7

Introducing the Overseas Trained Doctor National Education 
and Training Program

Murray Towne; Jane Harte

Queensland Rural Medical Education, Australia

Background: Overseas Trained Doctors (OTDs) have been filling gaps in rural general practice in 
Australia for many years, yet various attempts at providing appropriate education and support to 
them have had mixed success. This poster overviews a new federally funded initiative, the Overseas 
Trained Doctor National Education and Training (OTDNET) program, which aims to provide OTDs 
with access to education and training which supports individual learning needs in gaining general 
medical registration and/or Specialist (GP) Registration and provides information about the success 
to date of the initiative.

Research questions: How successful is OTDNET in meeting the individual needs of QRME’s regional 
OTDs in preparing them for relevant Australian Medical Council or College exams?

Methods: The federal funding body has involved Regional GP Training Providers (RTPs) in the roll-
out of OTDNET in 2013 across the country. These localised training programs, of which QRME is one
of 17, will conduct:
 •  Induction into the OTDNET program ,
 •  Medical educator visits and/or external clinical teaching visits,
 •  Medical educator structured mentoring,
 •  Education and training activity and support and
 •  Simulated examination / assessment training

Evaluation of the program will be initiated at the induction session, during which a needs assess-
ment will be undertaken, and follow through with individualised monitoring of OTDs through their 
participation.

Results: It is expected that at the end of the first OTDNET year, participating OTDS will have suitably
progressed toward sitting for their registration and / or college exams.

Conclusions: It is expected that OTDs’ specific learning needs will have been met through OTDNET 
and by the time they are ready to sit the appropriate exams, they will be adequately prepared as a 
result.

Points for discussion:
 1) Use of OTDs in filling gaps in rural general practice
 2) Challenges faced by OTDs in rural and remote Australia
 3) Learning needs identified by OTDs
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LIFESTYLE DIALOGUE WITH YOUR PATIENTS: 
WHAT TO SAY, AND HOW TO FOLLOW UP

Lars Jerdén1; Risto Kuronen2; Jan-Helge Larsen3; Åsa Wetterqvist4

1 Jakobsgårdarnas vårdcentral, Borlänge, Sweden, chairmen of the Committee for lifestyle
  questions in SFAM (contact person)
2 Primary Health Care Unit of Päijät-Häme, Finland
3 Tårbæk lægehus, Copenhagen, Denmark, organizer of Kalymnos Courses, Greece
4 Sigtuna vårdcentral, Sweden, and Swedish National Institute of Public Health 

Objectives: To provide guidance to the family physician concerning lifestyle dialogues with pa-
tients, and to discuss the role of family medicine in lifestyle modification efforts.

Background: In Sweden, the National Board of Health and Welfare has issued National guidelines 
concerning lifestyle modification in healthcare. Concerning smoking and hazardous use of alcohol, 
counselling on the basis of patient centredness and dialogue is recommended, not brief advice. The 
Swedish Society of Medicine and SFAM have taken active part in the development of the guidelines 
and in the implementation. In this process, many ethical and practical questions have been widely 
discussed among family doctors, e.g. the recommendation of ”exercise on prescription” together 
with counselling; and demands from some county councils to register the lifestyle of all patients. 

Content: The workshop starts with a practical exercise, where the participants will test two ways 
to talk about change. Perspectives of lifestyle counselling in Denmark, Finland and Sweden will be 
presented. What is the evidence for lifestyle counselling? What are the traditions of such counselling 
in the Nordic countries? How to react to expectations and demands from our patients and from the 
authorities, and to find a patient centred way to handle this issue?

Method: The workshop starts with the practical exercise. Perspectives from three Nordic countries 
will be presented. After that Nordic panel discusses together with the audience.

Reading in advance: The Swedish Guidelines and information about the project “Physicians’ life-
style dialogues” is found at www.sls.se/levnadsvaneprojektet

      Sy-6

MENTAL HEALTH IN PRIMARY CARE 
– MEETING THE CHALLENGE OF DIAGNOSIS, TREATMENT, AND CO-MORBIDITY

Marie Mortensen1 MSPH, Nurse; Tine Jepsen Nielsen2, Medical student; 
Karen Kjær Larsen1,2 MD, PhD student; Anders Prior Bjerre-Olsen1, MD, PhD student; 
Kaj Sparle Christensen1, Senior Researcher, PhD, GP; 
Mogens Vestergaard1,2, Professor, PhD, GP; Anette Riisgaard Ribe1, MD, PhD student

1 Research Unit for General Practice and 
2 Section for General Practice
  Department of Public Health, Aarhus University, Denmark

Objectives: The overall aim of this symposium is to present findings from our research group on 
mental health in primary care (the MEPRICA research group) on the following research questions:
 • Can we improve the diagnosis and monitoring of depression and anxiety disorders in  
  primary care by using web-based psychometric instruments?
 • What is the impact of mental health status, depression, and anxiety on the long-term  
  outcome of persons with myocardial infarction?
 • What is the effect of severe mental illness (SMI) and antipsychotic treatment on the  
  outcome of persons with physical diseases? 

Background: The vast majority of persons with mental disorders are primarily managed in primary 
care. Unfortunately, several studies have shown that mental disorders are often underrecognized 
and undertreated worldwide. Thus, more research on diagnosis and treatment are needed. 
        Physical health and mental health are intimately related. Poor mental health is associated with 
an increased risk of diseases such as cardiovascular disease, diabetes, and cancer, just as poor physi-
cal health can increase the risk of mental disorders. Persons with mental and physical diseases often 
require complex services from a collaborating healthcare system, but coordination of care among 
specialties often remains inadequate. However, little is known about the treatment and the long-
term outcome of persons with mental and physical multimorbidity.
 
Content:
 • Validation of the web-based diagnostic instruments Major Depression Inventory (MDI)  
  and Anxiety System Scheme (ASS) for depression and anxiety disorders in primary care.
 • Anxiety, depression and mental health status following myocardial infarction – relation  
  to prognosis and clinical perspectives.
 • Overall and cause-specific mortality for persons suffering from both SMI and diabetes.
 • Post-stroke mortality and severity of stroke in patients treated with antipsychotics.

Method: Short presentations
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SYMPTOM RESEARCH IN PRIMARY CARE 
– PREVALENCE, PATTERNS AND EXPERIENCE

Marianne Rosendal1; Susanne Reventlow2

1 Senior researcher, PhD, Research Unit for General Practice, Aarhus University (contact person)
2 professor, DMSc, Research Unit for General Practice, Copenhagen University

Objectives: We aim to present new knowledge of symptom epidemiology in the general popula-
tion and in primary care. Furthermore, we intend to bring attention to clinically important symptom 
patterns of medically unexplained symptoms and functional disorders.

Background: Symptoms are often presented as the entry ticket to primary care, yet research in 
symptoms as a generic phenomenon is scarce. Most research has been focused on symptoms in 
relation to specific diseases, e.g. cancer or diabetes. Early diagnosis of severe disease is undoubt-
edly a main task for general practice. However, new symptoms are rarely explained by well-defined 
disease as the frequency of sensations and symptoms tends to be high in the population as well 
as in primary care. Hence, there is a need to see symptoms in a broader context when these are 
presented in primary care.

Content:
1) Dorte Jarbøl: The symptom iceberg in Denmark
 Epidemiological studies of the relationships between symptom experience and GP visits.

2) Sandra Elnegaard: Symptoms and factors of importance for health care seeking.
 Results from a population based study of symptom interpretation and factors of importance for  
 doctor visits.

3) Grete Moth: Symptoms presented in primary care - prevalence and GP interpretation.
 Results from a cross sectional study of 4000 face-to-face encounters in primary care with focus  
 on prevalence of symptoms without final diagnosis and the GPs’ assessments of problems  
 presented.

4) Mette Trøllund Rask: Multiple symptoms – a risk indicator
 Results from a mixed methods study on GPs’ perceptions of ‘multiple symptoms’ as an indicator  
 of risk, its prevalence and association with sickness absence in a general practice cohort. 

5) Anna Budtz -Lilly: Bodily distress syndrome - a symptom cluster for functional disorders
 Results from a large cross sectional sample of primary care patients on new diagnostic criteria  
 proposed for functional disorders. The symptom patterns previously described were confirmed  
 in this study using factor and latent class analyses.

     WS-6

SUCCESSFUL CHANGES IN PRIMARY CARE

Minna Kaila1; Anu Mutka2; Sakari Ritala3; Klas Winell4 

1 Duodecim and Helsinki University
2J yväskylä Health Centre
3J yväskylä Health Centre
4 Conmedic

Objectives: The workshop collects and shares good experiences of making a change in primary 
care.
 
Background: It is difficult to accomplish changes in health care. According to research in the sub-
ject, some methods have proven to have no value. Accomplishing changes is dependent on time 
and place. Attitudes, like why do we want to change, can play a major role. 
Good empirical examples from Nordic countries would be valuable. 

Content: The workshop will try to answer following questions: Why do we need changes in health 
care? What motivates us to changes? How did we run a successful change? What did make this 
change a success? 

Methods: The workshop participants will discuss the questions in small groups. Answers to the 
two first questions are collected from notes to the screen. Answers to the two last questions will be 
reported back to the plenary. Each discussion is preceded with 1-2 power point slides to present the 
questions. Ideas of good experiences are collected for final words.

To be considered in advance: Maximum number of participants: 36
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Perspectives from the Nordic Risk Group:
BALANCING THE EVIDENCE OF BENEFITS AND HARMS OF MEDICAL SCREENING

John Brodersen; Minna Johansson; Bruno Heleno; Jakob Fraes Rasmussen; 

Objectives:
 • To list intended benefits and unintended harms of screening programmes
 • To understand why benefits and harms of screening cannot be adequately balanced 
  using current methods

Background: Medical screening, e.g. cancer and abdominal aorta aneurism, can lead to intended 
benefits and unintended harms. However, there is no internationally accepted methodology to ba-
lance these two opposing effects. Furthermore, harms of screening are generally poorly investi-
gated and reported. In medical screening, there are two main levels of decision-making: the societal 
level, which involves screening provision and the individual level, which involves screening partici-
pation. Ideally, balancing the benefits and harms should be possible at both levels. 

Content: The following research projects about harms of screening and about how to balance the 
benefits and harms of screening will be presented:
 • The reporting of harms versus the reporting of benefits in randomized trials of cancer  
  screening
 • The psychosocial consequences, somatic adverse events, and the derived healthcare  
  costs in comparison with the benefits of lung cancer CT-screening
 • The psychosocial consequences in comparison with the benefits of abdominal aorta  
  aneurism screening
 • The changes in the balance between benefits and harms of cervical cancer screening  
  following HPV vaccination and how to optimize the information to the vaccinated  
  women
 • The correlation between: 1) actual screening participation and risk communication in  
  information leaflets, and 2) measured attitude to screening and reading patterns of the  
  leaflets

Method:
 • 10 min lecture about intended benefits and unintended harms of medical screening
 • 10 min short-presentation on each specific project including time for clarifying questions
 • 5 min summary
 • 25 min for panel discussion, questions and debate
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NURSING HOME MEDICINE – PATIENTS’ AND DOCTORS’ PERSPECTIVES

Sabine Ruths1,2; Einar Engtrø1,3; Kristina Iden1; Kristian Jansen1; Anette Fosse1 

1 Research Unit for General Practice, Uni Research, Bergen, Norway
2 Dept of Global Public Health and Primary Care, University of Bergen, Norway
3 Kavli Research Centre for Ageing and Dementia, Bergen, Norway 

Background: Demographic changes indicate increasing numbers of frail old persons, posing new 
challenges to our health care systems. To close the gap between hospitals and primary health care, 
intermediate care nursing home units have been developed that provide more comprehensive 
treatment and rehabilitation. Knowledge is needed about which patients profit most from such 
units in terms of functional level and survival. Nursing home doctors provide medical services to 
heterogenic populations with complex health problems and functional impairment. Depression 
and dementia are prevalent, posing great challenges regarding diagnostics and treatment. Patient 
pathways may provide insight into changing health care needs from admission to death. About 
44% of deaths in Norway take place in nursing homes. Insight into patients’ and doctors’ perspec-
tives regarding end-of-life care is a prerequisite to identify relevant problems and to take initiatives 
for optimising care for these patients. 

Objectives: Based on research and clinical experience we will illuminate some of the topics men-
tioned above.

Content:
 • Challenges to nursing home medicine in Norway (S Ruths, 15 min)
 • Frailty among older people in an intermediate care unit (E Engtrø, 15 min)
 • Depression and antidepressants use in newly admitted patients (K Iden, 15 min)
 • Drug prescribing to people approaching death (K Jansen, 15 min)
 • Patients’ and relatives’ perspectives on dignified dying (A Fosse, 15 min)
 • Panel discussion (15 min)

     WS-7

BACKGROUND, EXPERIENCE, DEATH AND TABOOS 
– THINGS WE SELDOM DISCUSS, BUT WHICH INFLUENCE OUR WORK

Anders Mickos

Specialist in General Practice, Senior medical officer coordinating education in the Itä-Uusimaa 
region, Sipoo Health Center

Objectives: The main objective of the workshop is to increase the participants’ self-knowledge by 
facilitating reflection on hidden factors that may influence their clinical work. Another aim is to give 
the participants permission to discuss taboos and other things physicians often keep quiet about. 
Thirdly the method of the workshop gives an opportunity to practice good listening skills.

Background: A physician’s work is influenced not only by medical knowledge, but also by per-
sonal background. This includes cultural background, family and upbringing, experiences from 
studies and work, religious beliefs, political views and many more. Some of these factors we are 
not consciously aware of. Others we are aware of, but do not discuss with our colleagues. Bringing 
these factors out in the open increases our self-knowledge and gives us a possibility to compare our 
thoughts with other physicians. As a result we may be able to diminish the possible negative influ-
ences these factors have on our clinical work.
       To facilitate discussion and reflection on personal background factors, two medical educators 
in the Netherlands (Veronica Selleger and Benno Bonke) developed a method based on question 
cards. With their permission we have translated their original questions and printed a Finnish-Swed-
ish-English version. The method was originally developed for use among medical students, but in 
Finland we have successfully used the method with different groups of post-graduate physicians.

Content: After a short presentation of idea, background and method, we will move on to discussion 
in small groups, using the reflective question cards. At the end there will be a brief discussion about 
the method and the ways it can be used. 
Every participant will receive a set of the question cards used in the workshop.

Method: The main method is reflective discussion in small groups using reflective question cards.

To be considered in advance: Maximum number of participants: 36 (6 tables á 6)
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CLINICAL BEHAVIOR – ELEMENTS TO CONSIDER WHEN PLANNING 
INTERVENTIONS IN PRIMARY CARE

Flemming Bro1; Frans Waldorff2

1 Research Unit for General Practice, Aarhus University
2 Research Unit for General Practice, University of Copenhagen
  + 4 researchers who will present own projects

Objectives: To introduce a systematic approach to development of interventions aiming at chang-
ing clinical behavior based on the “behavior change wheel”(BCW) model

Background: The ultimate aim of most interventions in the medical field is to improve patients’ 
health. Often this entails the health professionals should change their clinical behavior - use a new 
diagnostic test, change their communication, treat the patient in a particular way or refer the pa-
tient under certain conditions or it may be a combination of several elements. But how can clini-
cians behavior be changed? We need to explore the mechanism governing clinical behavior and to 
be more systematic in our approach to how change can be induced.

Content: The workshop will introduce a comprehensive method for characterizing and designing 
behavior change interventions. Three essential conditions may determine behavior change: 
 1) The capability, 
 2) The opportunity, 
 3) Motivation to change. 

This forms the hub of a “behavior change wheel” around which are positioned nine intervention 
functions aimed at addressing one or more of these conditions. 
      The audience for this workshop is health care professionals working with implementation or 
intervention in a primary care setting.

Method: The workshop will introduce the “behavior change wheel” model and based on two qual-
ity development projects the participants will use the BCW model as an analytical frame to analyze 
and discuss the mechanisms governing the clinicians’ behavior. The workshop will require active 
participation.

To be considered in advance:  Maximum number of participants 24

Reading in advance:
Michie et al. Implementation Science 2011, 6:42
http://www.implementationscience.com/content/6/1/4

     WS-9

HOW TO ASK A GOOD RESEARCH QUESTION

Marjukka Mäkelä1; Klaus Witt2

1 Finohta (Finnish Office for Health Technology Assessment) at THL (National Institute for Health  
 and Welfare), Finland, and Institute of General Practice, Department of Public Health, University  
 of Copenhagen, Denmark
2 Research Unit for General Practice in Copenhagen, Denmark

Objectives: Being able to use a PICOt format when planning research.
Knowing how to select a suitable study design for a well formulated research question. 

Background: General practice researchers need to think about their study questions clearly and in 
sufficient detail before starting a new research project. When the question is well formulated, it is 
easier to see what type of study design would be useful and what resources would be necessary.

Content: Study ideas or questions from the participants will be used as examples in discussion. 
The study questions will be formulated by clarifying PICOt: the Patients or Population, the Interven-
tion to be studied, the Comparator (the old intervention or no intervention / placebo), the Outcome 
(or several outcomes) and the Time for follow-up.

Method: Participants’ questions will be used as material for joint discussion and formulation of a 
detailed PICOt question. Flip charts are used for working on the question; quick literature searches 
in PubMed support the discussion. Participants with a topic get their flip chart along at the end.

To be considered in advance: Pre-registration required: At least 10 people with study topics. 
The session can then accept others to fill the group, but those providing a topic will benefit more. 
Maximum number of participants: 25

Assignment: To think about a topic for a study, a question about work in general practice, or 
a problem you want to solve by research. Participants are asked to send their study topic / question 
/ problem to the organizers when registering for the workshop. 
2–5 lines about the idea are enough.
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Future of General Practice – a Vasco Da GaMa session

Place and time:  Amos club (medical students’ facilities in Tampere, close to Tampere-talo)
Thursday  22nd August 2013 13.30–15.00 and 15.30–17.00 

Goals:
 •  To gather GP trainees and GPs together
 •  To share experiences from each  country 
 •  To discuss challenges within the profession and look for new solutions
 •  To raise interest towards international ideas in general practice and especially VdGM – 
  movement inside WONCA (http://www.vdgm.eu/)

Participants:
Trainees in general practice and recently qualified GPs (within three years after completing specia-
list training)

Tutors from EURACT (http://www.euract.eu/)
 •  Roar Maagard, Denmark
 •  Ruth Kalda, Estonia 
 •  Paula Vainiomäki and Markku Timonen, Finland

Group hosts from Finland: 
Marjo Parkkila-Harju (VdGM European council) 
Mikko Purhonen  (VdGM participant)
Suvi Vainiomäki (past member VdGM European council)
VdGM participant (TBC)
 
Methods:
Small group work and presentation of results, lectures, discussions

Content:
 •  Vasco da Gama Movement - Europe Working Group for New and Future General 
  Practitioners, Marjo Parkkila-Harju
 •  Finnish Health Care system, short introduction; Suvi Vainiomäki and Mikko Purhonen 
 •  Introduction to group work
  Themes: training in GP, image of GP, research in GP, GP’s role in health care system,  
  GPs’ work or other themes chosen by the participants
 •  Group work with coffee break
 •  Presenting group work, four groups 15 minutes for each (discussion included)
 •  My career as a GP, GP Jorma Savolainen, Lapinlahti Municipal Health Care Centre, Kuopio  
  University Hospital, University of Eastern Finland 
 •  Closing, Finnish hosts

  OP-23

Multimorbidity in Danish Primary Care

Maja Skov Paulsen1; Jens Sondergaard1; Jesper Lykkegaard1; Henrik Schroll2; Janus Laust 
Thomsen1,2

1 Research Unit of General Practice, Denmark; 
2 Danish Quality Unit of General Practice, Odense, Denmark

Backround: An increasing number of patients have two or more diseases at the same time. When a 
patient has co-occurrence of diseases, the patient is said to have mulitmorbidity. Multimorbidity of-
ten requires complex treatment strategies, which many clinical guidelines do not take into account. 
Although the occurrence of diseases increases with age, knowledge of the number and types of 
diseases in patients treated in Danish primary care is essentially unknown. For example, how many 
and what other diseases are patients typically treated for, in addition to diabetes, cardiovascular 
disease (CVD) or chronic obstructive pulmonary disease (COPD).

Research question: To analyse the pattern of multimorbidity in Danish primary care patients diag-
nosed with at least one major chronic disease.

Methods: We used the Danish General Practice Database to include general practitioners (GPs) 
and their patientsaged over 18 years. For all patients we retrieved information on the following 
diagnoses using the International Classification of Primary Care system: diabetes, CVD, hyperten-
sion, COPD, asthma, anxiety/depression and lipid disorder. We further extracted information on 
prescribed medication in years 2011 and 2012.

Results: We included 83 GPs and their 177,449 patients. Approximately 6.0% (10,614/177,449) of 
all patients had a diagnosis of diabetes, 16.3% (28,850/177,449) had hypertension, 4.0% CVD, 2.6% 
COPD, 1.8% asthma, 4.3% anxiety/depression and 4.2 % had a lipid disorder. Among patients with 
diabetes 46.5% (4,935/10,614) had hypertension, while 13.9% had CVD, 7.6% had COPD and 11.7%
had a lipid disorder. The pattern of multimorbidity for patients within each chronic disease will be 
described like the example with diabetes.

Conclusion: A substantial proportion of patients treated in primary care have more than one 
disease to treat.

Points for discussion:
 1) Priority of treatment; the GP’s or the patient’s decision?
 2) How should multimorbidity be incorporated in disease-specific guidelines?
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  OP-24

General practitioners may reduce all-cause mortality among patients 
with psychiatric disease and type 2 diabetes by increasing the quality 
of their diabetes treatment

Niels de Fine Olivarius; Julie Rask Larsen; Volkert Dirk Siersma; Frans Boch Waldorff;
Susanne Reventlow; Annette Sofie Davidsen

University of Copenhagen, Denmark

Background: Patients with psychiatric disease (PD) experience a dramatically reduced life expec-
tancy. One of the explanations may be that the treatment of their somatic comorbidities is inad-
equate.

Research question: Is the effect of an intervention of structured personal care in type 2 diabetes 
more pronounced in the high-risk group of patients with PD than among those without PD?

Methods: This is a 19-year observational follow-up of the Diabetes Care in General Practice study, 
which was a pragmatic, open, multicentre, cluster randomised controlled trial of 6 years of struc-
tured personal diabetes care from diagnosis. 1381 patients aged ≥40 years and newly diagnosed 
with type 2 diabetes were followed up in national registries for 19 years. Of the 1381 patients, 179 
were identified with a psychiatric diagnosis in the Danish Central Psychiatry Register. The origi-
nal 6-year intervention included regular follow-up and individualized goal-setting supported by 
prompting of doctors, clinical guidelines, feedback, and continuing medical education. The regis-
try-based endpoints were analysed in Cox regression models: all-cause mortality, diabetes-related 
death, any diabetes-related endpoint, myocardial infarction, stroke, peripheral vascular disease, 
and microvascular disease.

Results: During 19 years of registry-based monitoring, and after extensive multivariable adjust-
ment, the intervention had a more pronounced effect (hazard ratio (HR); 95% CI) on mortality 
among patients with PD (0.63; 0.42-0.94, p=0.023) than among those without PD (0.96; 0.83-1.11, 
p=0.58). The same was seen for diabetes-related deaths (0.57; 0.36-0.90, p=0.015 vs. 1.01; 0.84-1.21, 
p=0.92), and any diabetes-related endpoint (0.47; 0.30-0.73, p=0.0009 vs. 0.83; 0.71-0.96, p=0.014). 
A similar tendency (HR) was seen for myocardial infarction (0.48 vs. 0.84), stroke (0.63 vs. 0.93), 
peripheral vascular disease (0.40 vs. 0.92), and microvascular disease (0.81 vs. 0.90).

Conclusions: The very high over-all mortality of patients with both PD and type 2 diabetes may be 
reduced considerably by structured personal care from diabetes diagnosis. The results suggest that 
patients with PD are more susceptible to intervention than patients without PD.

Points for discussion: 
 1) Can we identify the mechanisms behind this intervention effect and behind the over 
  mortality of patients with PD? 
 2) How can we increase the quality of the treatment of somatic disease among psychiatric  
  patients?

  OP-25

Association between treatment quality in primary care and hospital costs 
– a two-stage matching approach applied on diabetes patients

Kim Rose Olsen; Troels Kristensen

University of Southern Denmark, Denmark

Background: It is often argued that high treatment quality in primary care will reduce costs in 
secondary care. The suggested association has however been difficult to show empirically. It is un-
known whether the lack of evidence is a matter of poor data and limited possibilities of following 
patients’ treatment path between sectors.

Research question: The aim of this paper is to use a dataset that deals with many of the data prob-
lems defined in the literature and to compare hospital costs between diabetes patients listed with 
GPs defined as having high performance in diabetes treatment quality with diabetes patients listed 
with low performing GPs.

Methods: We use an extensive dataset of 4000 primary care diabetes patients belonging to 92 GP 
clinics. In a first stage we use the fixed effects from a multilevel model to rank the GP clinics based 
on their performance in achieved hBcA1 control for their patients. As patient level confounder vari-
ables we use age, gender, socioeconomic variables, years with diabetes and co-morbidity. In stage 2 
we divide the GPs in high-, low- and average performing clinics and use propensity score matching 
(on age, gender, years with diabetes, socioeconomic status and comorbidity) to compare aggregate 
24 month hospital cost between patient listed with a performing GP as compared to patients listed 
with a non performing GP.

Results: We find that 18 % of the variation in achieved patient level diabetes control rest on systema-
tic variation among the GPs. We interpret this a clinical relevant GP level variation and divide the 
GP is high performing, low performing and average performing clinics. Stage two analysis is work 
in progress.
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  OP-26

Resources allocation and quality indicators in diabetes care in Danish GP clinics

Troels Kristensen; Kim Rose Olsen; Anders Halling

University of Southern Denmark, Denmark

Background: In some countries, a desire to improve quality of care has changed the system to 
allocate resources among patients from standard mixed capitation and fee-for-service (FFS) sys-
tems towards pay-for-performance systems. In Danish general practice clinics, there are no pay-for-
performance systems.

Research question: We analyzed FFS expenditure of type 2 diabetic patients visiting Danish GP 
clinics and aimed to assess what proportion of FFS expenditure variation are explained by type 2 
diabetes patient characteristics and GP clinic quality indicators.

Methods and data: We use patient morbidity characteristics such as diagnostic markers and multi-
morbidity casemix adjustment based on adjusted clinical groups (ACGs) and FFS expenditure for 
a sample of Danish primary care type 2 diabetes patients for the year 2011. Our sample included 
19,683 patients in 164 general practices. We applied a multi-level and fixed effect approach. Control 
activity of HbA1c and blood pressure were used as quality indicators.

Results: The average annual FFS expenditure of caring for diabetes in general practice was about 
346 euro per patient. Much of the variation in the expenditures was driven by multi-morbidity char-
acteristics. Expenditures increased progressively with the degree of multi-morbidity. In addition, 
expenditures were higher for patients who suffered from diagnostic makers based on ICPC-2 (body 
systems and/or components such as infections and symptoms). Nevertheless, 22-23% of the varia-
tion in expenditure was related to the clinic in which the patient was cared for.

Conclusion: Patient morbidity and GP clinic characteristics are significant patient related FFS ex-
penditure drivers in diabetes care. Our preliminary results indicate that it may be relevant to in-
troduce a pay-for-performance system to allocate resources in type 2 diabetes care according to 
quality indicators.

Points for discussion: Is it useful to introduce a pay-for-perfomance system based on quality indi-
cators in diabetes care?

  OP-27

Management of hypertension and diabetes in Finnish health centres

Simo Kokko1; Tuulikki Vehko2

1 Unit of Primary Health Care, Northern Savo health authority, Finland, Finland; 
2 National Institute for Health and Welfare, Finland

Background: Primecare, an EU project seeking to measure quality and costs of primary health care 
in 7 countries, initiated a study of quality indicators in the care of patients with hypertension and 
diabetes type 2. Using the representative sample and data collected for this study, we broadened 
the scope to address nationally interesting questions.

Research questions: 
 1)  To what extent are the Finnish municipal health centres (among other care providers) 
  in charge of management of hypertension and diabetes type 2?
 2)  How is the care given in the health centres organized in terms of division of tasks 
  between doctors and nurses?

Methods: A nationally representative sample of individuals aged 25 to 75 years and with a “stand-
ardized” diagnosis of either disease was constructed, using complex techniques of stratification. 
Their medical records were analysed with special focus on the time period 2010-2011. The review 
covered 1937 patients with hypertension and 837 with diabetes type 2.

Results:
 1)  During 2010-2011, the health centres were in charge of management of 66 % of the  
  patients with hypertension and of 76 % of the diabetes patients. There were differences  
  in the intensity of care and also in the degree of reliance of home monitoring in care.  
  We can assume that a large share of the patients missing from the care of health cen 
  tres, are in the care of the occupational health services, but this calls for extended
   analyses. There were wide urban-rural differences in the role of health centres.
 2)  The division of tasks between PHC doctors and nurses is a complex task to analyse. 
  A simple count of the records for 2010-2011 shows that the encounters with nurses  
  accounted for 50,4 % with diabetes patients and 45,4 % with patients with hyper-
  tension out of all face-to-face encounters related to either diabetes or hypertension.

Conclusions: The two sets of results provide information on distributions and proportions not ear-
lier known. Next steps in the analyses of this data will include further analytical breakdowns and 
comparisons between care relationships of different durations and between different types of com-
munities.
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  OP-28

Scandinavian Journal of Primary Health Care: Paper of the year 2011:

Effect of “motivational interviewing” on quality of care measures
in screen detected type 2 diabetes patients: 
A one-year follow-up of an RCT, ADDITION Denmark

Sune Rubak1,2; Annelli Sandbæk3; Torsten Lauritzen3; Knut Borch-Johnsen4,5; 
Bo Christensen3

1 Department General Practice and Research Unit of General Medical Practice. Institute of 
  Public Health University of Aarhus
2 Department of Paediatrics, Skejby Hospital
3 Department General Practice. Institute of Public Health, University of Aarhus
4 Steno Diabetes Center
5 The Faculty of Health Sciences, University of Aarhus, Denmark

 
Objective: “Motivational interviewing” (MI) has shown to be broadly applicable in the management 
of behavioural problems and diseases. Only a few studies have evaluated the effect of MI on type 
2 diabetes treatment and none has explored the effect of MI on target-driven intensive treatment. 

Methods: Patients were cluster-randomized by GPs, who were randomized to training in MI or not. 
Both groups received training in target-driven intensive treatment of type 2 diabetes. The interven-
tion consisted of a 1½-day residential course in MI with half-day follow-up twice during the first 
year. Blood samples, case record forms, national registry files, and validated questionnaires from 
patients were obtained. 

Results: After one year significantly improved metabolic status measured by HbA1c (p < 0.01) was 
achieved in both groups. There was no difference between groups. Medication adherence was close 
to 100% within both treatment groups. GPs in the intervention group did not use more than an 
average of 1.7 out of three possible MI consultations. 

Conclusion: The study found no effect of MI on metabolic status or on adherence of medication in 
people with screen detected type 2 diabetes. However, there was a significantly improved meta-
bolic status and excellent medication adherence after one year within both study groups. An expla-
nation may be that GPs in the control group may have taken up core elements of MI, and that GPs 
trained in MI used less than two out of three planned MI consultations. The five-year follow-up of 
this study will reveal whether MI has an effect over a longer period.

  OP-29

Targeted prevention and early detection of chronic diseases through 
systematic collection and registration of life style risk factors in the GPs EPR 
– a feasibility study

Lars Bruun Larsen; Janus Laust Thomsen; Jens Søndergaard; Anders Halling

University of Southern Denmark, Denmark

Background: The prevalence of chronic diseases is increasing in Denmark. This is mainly due to 
changes in lifestyle risk factors such as smoking, alcohol consumption, inappropriate diet and physi-
cal inactivity. Among Danish general practitioners (GPs) chronic diseases have high priority. On the 
other hand, prevention has low priority, and risk factors are often not registered in the GPs’ elec-
tronic patient record (EPR).

Research question: Is it feasible to develop a model that systematically collects and uses informa-
tion on risk factors and diagnoses to target prevention and early detection of people at high risk of 
being diagnosed with a chronic disease?

Methods: We used a 15-item questionnaire based on a consensus report from the Swedish National 
Board of Health and Welfare. Questionnaires were sent to 1138 patients in the age group 39 to 59 
from 4 general practices in western Denmark. A total of 706 patients (63%) returned the question-
naire. Data were subsequently transferred to GPs’ EPR and the Danish General Practice Database 
(DAMD) using Sentinel Data Capture, an IT program automatically collecting patient data from the 
GP’s EPR, and combined with patient-specific data already present in the database. The combined 
data were run through an algorithm made up of risk calculation models, assigning the patient to 
one of four risk categories: already known risk, high risk, moderate risk and low risk.

Results: Collection, transfer and use of questionnaire data in risk calculations were found to be fea-
sible. 35% of respondents were already known in the EPR. Some 19% of the two thirds not at known 
risk were assigned to the high risk group, 21% to the moderate risk and 60% to the low risk group.

Conclusion: It is feasible to develop a model that systematically collects and uses information on 
risk factors and diagnoses to target prevention and early detection of people at high risk of being 
diagnosed with a chronic disease by means of questionnaires, current information from the GPs’ EPR 
and risk calculation models.

Points for discussion: 
 1) Is it a task for GPs to work proactively with prevention and early detection?
 2) Do the model target the “right” persons?
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  OP-30

Quality monitoring of a back pain management programme

Peter Qvist1; John Banke2

1 The Region of Southern Denmark, Denmark; 
2 The Region of Southern Denmark, Denmark

Background: Patients suffering from attacks of lower back pain are at considerable risk of becom-
ing chronically disabled with far-reaching medical and social consequences. For these patients the 
main task in general practise is to prevent progression of the condition to a chronic stage. To add-
ress this issue a disease management programme was implemented and monitored by electronic 
data capture.

Research questions:
 •  Is it possible to develop a data capture system to monitor quality indicators for the 
  management of low back pain?
 •  Are indicator data useful for GP’s in terms of quality improvement?

Methods: A number of quality indicators were proposed by an expert group representing both 
general practise and reumatologists in the region of South Denmark. Draft indicators were subse-
quently adjusted as a result of a national hearing process. Nine indicators comprising clinical exami-
nation, StarT stratification, referrals and treatment were then incorporated into an electonic data 
capture module. The module was constructed as a serial pop up system to allow the GP to register 
patient data in a three month period from the patient’s first encounter. Following a preliminary 
technical pilot, fifteen GP’s volunteered to test the system in a small clinical trial. Five month later, 
the participating GP’s received data feed back. Focus group interview was performed to assess the 
impact of the data feed back.

Results: By and large the serial pop up system worked well and only a few adjustments had to be 
made. The participating GP’s included 203 patients with an acute attack of lower back pain. Adher-
ence to the management programme was assessed by indicators showing the GP’s clinical decisions 
related different degrees of severity of the disease.

Conclusions: This study confirms that data capture in a serial pop up system is possible for general 
practice. Data feed back provides the GP’s with useful information both on the individual and aggre-
gated level.

Points for discussion:
 1)  Feasibility of data capture and indicator monitoring for patients with lower back pain
 2)  Proper use of data feed back to support quality improvement

  OP-31

Development of the Survey Email Scheduler (SES) software, a tool that may 
improve data collection and logistics of clinical trials in general practice.

Trygve Skonnord1; Finn Steen2; Atle Klovning1,2

1 Dept. of General Practice, Institute of Health and Society, University of Oslo, Norway; 
2 Centre for Medical Web Research, cmwr.org

Background: Conducting research in general practice faces some methodological challenges that 
limit the use of Randomized Controlled Trials (RCTs), especially with respect to trial logistics. In-
terventions take place in small and busy practices, and the researchers usually undertake the trial 
logistics and data collection themselves, as funding of research assistants who can do phone inter-
views or send out reminders is uncommon. Web-based questionnaires may greatly ease the data 
collection, but we discovered in the planning of an RCT, that there was no software that could au-
tomate the sending of emails. We have therefore produced our own software to manage the email 
scheduling necessary for our own study.

Research question: Is it possible to develop a tool that can schedule emails to trial participants 
who are included at different points of time?

Methods: The planned RCT will consecutively include 270 patients in general practice with acute 
low back pain, but at different times over a period of 1-2 years. Data will be collected using web-
based questionnaires at 19 defined points of time, from before treatment to 1 year after treatment. 
We will need to send out separate emails for each of the questionnaires, generating 5130 emails. 
This process must be done automated.

Results: We have searched and tested many different applications, but none of them have met the 
specifications that we have defined necessary for our trial logistics. We have therefore developed 
a program called Survey Email Scheduler (SES), which will manage the necessary email scheduling 
for our trial. After testing it in a pilot study and the main study, we plan to develop SES to an ”Open 
Source Software” which can be used in future trials in general practice for other GP researchers.

Conclusion: The Survey Email Scheduler (SES) will in the future contribute to make it possible to 
carry out larger RCTs in general practice, thereby improving the quality of research possible to un-
dertake in general practice.

Points for discussion:
 1)  What functions should a Survey Email Scheduler contain to become a useful tool in  
  general practice research?
 2)  How can the methodological quality in general practice clinical trials be improved?
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  OP-32

Patients, health information and clinical guidelines: a focus group study

Helena Liira1; Jukkapekka Jousimaa2; Osmo Saarelma2; Ilkka Kunnamo1,2

1 University of Helsinki, Finland; 
2 Duodecim Medical Publications Ltd, Finnish Medical Society Duodecim, Finland

Background: Evidence-based clinical guidelines might support shared decision-making and help 
patients to actively participate in their care. However, it is not well known how patients consider 
guidelines as a source of health information. This qualitative study aimed to assess patient perspec-
tives to health information and guidelines, and to their presentation formats.

Research question: What is the role of guidelines as health information for patients and how could 
the implementation of evidence-based information for patients be improved?

Methods: A qualitative study with focus group interviews that followed a semi-structured topic 
guide. Focus group interviews were audiotaped and transcribed and analyzed thematically.

Results: Five focus groups were interviewed in 2012 with altogether 23 participants. Patients 
searched health information from Internet or consulted health professionals or their personal net-
works. Less than third of the interviewees had heard about guidelines. They linked guidelines to 
recommendations by a physician, standards of care and resourcing. Patients felt that health infor-
mation was abundant and its quality sometimes difficult to assess. They respected conciseness, clar-
ity, subtitles, and specialists or well-known organizations as authors of health information. Most 
patients would like doctors to deliver and clarify written materials to them or point out to them the 
relevant Internet sites.

Conclusions: Internet, health professionals and personal networks are the most important sources 
of health information for patients. The concept of guidelines is not well known among patients. They 
experience challenges in assessing the quality of health information in Internet. Patients would like 
to receive written information and clarifications from their doctors but this rarely happens so far.

Points for discussion:
 1)  What is your experience of using guidelines in doctor-patient communication?
 2)  What helps and hinders general practitioners from printing out health information 
  or short versions of guidelines for patients?

  OP-33

Guidelines go mobile – a focus group study on ultra-short guidelines 
with mobile interface

Heidi Alenius; Jukkapekka Jousimaa; Martti Teikari

Duodecim Medical Publications Ltd, Finland

Background: Guidelines are generally accepted as an effective way to implement research eviden-
ce into practice. However, guidelines tend to be very rigorous and extensive at the cost of usefulness 
during consultation. Shorter guidelines available via mobile interfaces might make them easier to 
use at the point of care.

Research question: Are shortened guidelines and mobile guideline practical in clinical settings?

Methods: Evidence-Based Medicine Guidelines (EBMG) collection of 90 ultra-short guidelines 
(“Quick References”) and a new mobile interface were launched in January 2012. In May 2012, a fo-
cus group of 6 clinicians with various backgrounds discussed with 3 interviewers the pros and cons 
of shortening the guidelines and using them via mobile devices. The clinicians joining the focus 
group discussion were one 3rd year medical student, two GPs, one occupational health physician 
with research background, one geriatrist and one oncologist. Four participants were male and two 
female, with ages from 22 to 52 years.

Results: The focus group was presented with two different versions of two guidelines: Benign pro-
static hyperplasia both in the “traditional” and in the Quick Reference form and hepatitis presented 
in a narrative and in a table form. Regarding prostatic hyperplasia, the short version was generally 
considered to be a lot more useful than the longer one. However, there were doubts that junior 
doctors with little experience might need more precise information than what can be presented in 
a very short form. Regarding hepatitis, the table form was generally considered to be too large and 
complicated. When there is more text to be presented, narrative form would be more explicit. Ultra-
short guidelines would work well in mobile phones when used in clinical settings outside of usual 
consultation rooms e.g. during home visits.

Conclusions: Very short guidelines may be clinically more useful than longer ones, especially when 
used by more experienced doctors. Mobile devices can be useful in consultations taking place out-
side stationary clinical settings.

Points for discussion:
 1) Is there a risk that shortening the guidelines too much may possibly lead to   
  misinterpretations?
 2) Should guideline presentation forms be designed separately when intended 
  to be used with mobile devices?
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  OP-34

McMaster Duodecim service – automated literature retrieval system 
for guideline developers

Jukkapekka Jousimaa; Heidi Alenius; Ilkka Kunnamo

Duodecim Medical Publications Ltd., Finland

Background: Clinicians need to keep up with new literature, and this is especially true with guide-
line authors. The Finnish EBM guideline collection (EBMG) includes a guideline author service, that 
dispatches new automatically pre-selected article abstracts from McMaster PLUS Database. The 
selected abstracts deal with the authors´ own guideline subject.

Research question: Do the guideline authors feel, that the tailored literature retrieval service helps 
them keep up-to-date?

Methods: EBMG Guideline authors who had subscribed to the service were sent a webropol ques-
tionnaire. The questions were re-sent once to non-responders. The authors were first asked if they 
recalled having received e-mails including tailored abstracts including subject discipline, estimated 
relevance to practice, newsworthiness and PubMed link (full text if available). For authors who re-
called having received e-mails containing abstracts, opinions about the features of the service were 
asked using 5-point Likert scale and free text field. These authors were also later contacted individu-
ally by telephone to gain qualitative data.

Results: As usual with email questionnaires, the response rate remained low. This shortcoming was 
partly attempted to bypass by collecting qualitative data with phone interviews.
         Until the beginning of the study, 62 guideline authors out of the total of 468 authors (13 %) had 
subscribed to the literature retrieval service. Of these 62 authors who were sent the email, 15 replied 
(24 %). Of these authors 11 remembered having received abstracts, 3 said they had not received 
abstracts and 1 did not remember.
          Out of the 11 authors who remembered received abstracts, 8 (72 %) considered that at least one 
of the abstracts was linked with his/her guideline topic. From this sample, 6/8 (75 %) thought that 
at least 25 % of the received abstracts were useful. Likert scores (1 best, 5 worst) from this sample 
were 2,25 for keeping up-to-date and 2,63 for assisting in guideline updating. Likert scores for pre-
estimated relevance and newsworthiness were both 2,50.

Conclusions: Automatic tailored literature retrieval system may assist guideline authors to keep 
up-to-date and prepare and update their guidelines.

Points for discussion: What kind of features does an ideal literature retrieval system include?

  OP-35

Missed opportunities for treating patients with severe COPD in 
Danish general practice

Jesper Lykkegaard; Jens Soendergaard

Research Unit for General Practice, Institute of Public Health, University of Southern Denmark

Background: In patients with severe chronic obstructive pulmonary disease (COPD) inhaled medi-
cation improves quality of live and reduces the risk of hospitalisation by more than 20%. Therefore 
COPD should be diagnosed and treated before hospitalisation becomes a necessity.

Research question: What is the frequency of encounters, spirometries, and treatment with inhaled 
medication in Danish primary care patients with COPD prior to their first hospitalisation with the 
disease?

Methods: In Denmark year 2008, using health administrative data, all patients first-time hospitali-
sed with COPD were identified. The patients’ primary care and pharmaceutical records in the year 
before hospitalisation were analysed.

Results: 6793 patients were identified of whom 6727 were listed with a general practice (GP) and 
6161 with the same GP throughout the year prior to their first hospitalisation with COPD. In that 
year, among the latter mentioned patients 8% had no GP consultations, 28% had 1-4 consultations, 
35% had 5-10 consultations, and 29% had > 10 consultations. 29% had a home visit from the listed 
practice, 17% had a spirometry, 50% were treated with inhaled corticosteroids; 42% were treated 
with long-acting beta2agonists, and 27 % were treated with long-acting anticholinergs. Treatment 
rates were equal to those among patients not listed with a GP.

Conclusion: In Danish general practice patients with COPD have many encounters before the first 
hospitalisation with the disease. Nevertheless, too few are diagnosed and treated for the disease.

Points for discussion: What are the barriers for improving the rate of spirometries and recom-
mended inhaled medication for patients with severe COPD in Danish general practice?
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  OP-36

Partnership based self-management program for individuals with mild 
to moderate COPD and their families

Helga Jónsdóttir1,2; Alda Gunnarsdóttir2; Birgir Hrafnkelsson2; Bryndís St. Halldórsdóttir2; 
Gunnar Guðmundsson2,4; Ingibjörg K. Stefánsdóttir2; Jón Steinar Jónsson5,6; Ólöf R. Ámun-
dadóttir2; Rósa Jónsdóttir2; Þ.Sóley Ingadóttir2

1 Faculty of Nursing, University of Iceland; 
2 Landspítali-university Hospital Reykjavík; 
3 Faculty of Computer Science, University of Iceland; 
4 Faculty of Medicine, University of Iceland; 
5 Garðabær Health Center Iceland; 
6 Facultiy of Family Medicine, University of Iceland

Background: Self management programs are an important part of the treatment of advanced 
COPD. The effect of such interventions in milder forms of COPD is not widely studied.

Reasearch question: Does family partnership-based self-management program have effects on 
health related quality of life, illness intrusiveness, anxiety and depression, self reported exercise, 
smoking status and self-reported exacerbations in patients with mild and moderate COPD?

Methods: The study had a randomized control design. The intervention was based on 3-4 individu-
al and/or family conversations, smoking cessation and one group meeting during 6 months period. 
The control group received usual care. Follow-up time was 12 months. Various scales were used to 
measure the quality of life, illness intrusiveness, anxiety and depression.

Results: 48 patients in the intervention group finished the program and 52 in the control group. 
Fifty percent did smoke. There was no difference between the intervention group and the control 
group on the total score of St. Georges Respiratory Questionnaire, the sub-scores of Symptoms, 
Activity and Impacts, Hospital Anxiety and Depression Scale, self reported exercise, smoking status, 
self reported exacerbations at 12 month follow up. The intervention group was less influenced by 
the disease demonstrated on the total score of the Illness Intrusiveness Rating Scale at 12 month.

Conclusion: Intervention with self-management program in a group of patients with mild and 
moderate COPD did not seem to be more effective according to quality of life, exacerbations, smok-
ing status and exercise than usual care.

Points for discussion: Is the study population too small to answer the study question?

  OP-37

Overcoming Anthonisen’s criteria

Carl Llor1; Ana Moragas1; Carolina Bayona2; Marc Miravitlles3; Silvia Hernandez1; 
Josep M. Cots4

1 University Rovira i Virgili, Primary Care Centre Jaume I, Tarragona, Catalonia; 
2 Primary Care Centre Valls, Catalonia; 
3 Pneumology Unit. Hospital de la Vall d’Hebron, Barcelona, Catalonia; 
4 Primary Care Centre La Marina, Barcelona, Catalonia

Background: The decision to guide the need of antibiotics in acute exacerbations of chronic ob-
structive pulmonary disease (COPD) is usually taken with the aid of the combination of the three 
so-called cardinal symptoms described 25 years ago by Anthonisen in a randomized placebo-cont-
rolled trial in severe patients with exacerbations of COPD. These criteria have been extrapolated to 
all patients with COPD irrespective of the severity of airflow obstruction.

Research question: To evaluate the best predictors for outcomes in acute exacerbations of mild-
to-moderate COPD (AEMM-COPD) not treated with antibiotics.

Methods: We used data from 152 patients of the placebo arm from a randomised trial of amoxi-
cillin/clavulanate for AEMM-COPD (FEV1>50% predicted) (trial registry: NCT00495586). Clinical re-
sponse in relation to Anthonisen’s criteria and point-of-test serum C-reactive protein (CRP) level 
(cut-off 40 mg/L) was assessed. A multivariate logistic regression analysis was carried out in order to 
analyse the criteria that better predicted the clinical failure without antibiotics.

Results: Clinical failure without antibiotics was 19.9% compared to 9.5% with amoxicillin/clavula-
nate (p=0.022). The only factors of the exacerbation significantly associated with an increased risk 
of failure without antibiotics were the increase in purulence of sputum (OR 6.1, 95% CI 1.5-25.0; 
p=0.005) and a CRP concentration >40 mg/L (OR 13.4, 95% CI: 4.6-38.8; p<0.001). When both fac-
tors were present, the probability of failure without antibiotics was 63.7%. The Anthonisen’s criteria 
showed an area under the curve (AUC) of 0.708 (95% CI: 0.616 - 0.801) for predicting clinical out-
come. By adding the CRP the AUC rose significantly to 0.842 (95% CI: 0.76 – 0.924); p<0.001. Among 
the factors related to the patient, only FEV1<65% predicted was associated with increased risk of 
failure in multivariate analysis (OR 3.0; 95% CI: 1.3-7.2; p=0.012).

Conclusions: Among the Anthonisen’s criteria, only increase in purulence of sputum is a significant 
predictor of failure without antibiotics. The use of a point-of-test CRP increases significantly the 
predictive accuracy of failure.

Points for discussion:
 1)  Do these changes simplify or complicate the approach of patients with AEMM-COPD?
 2)  Is the systematic use of CRP rapid testing in patients with AEMM-COPD realistic?
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  OP-38

Lack of evidence for influenzavaccinations: A summary of Cochrane reviews

Sven Frederick Østerhus

Region Zealand, Denmark

Background: In many Western countries, the government offers free vaccinations against influenza 
to the whole population, or to certain groups classified as having high-risk of developing complica-
tions to influenza (like pneumonia and death).
 Although costly and time-consuming, little is being said about the efficacy of the vaccine, or 
the evidence behind this widespread practice.
 After linking the recent H1N1-vaccine to narcolepsy, vaccine safety is also of growing concern.

Research questions: How effective in preventing morbidity and mortality is vaccinating against 
influenza?

Methods: Pubmed and The Cochrane Library were searched for meta-analyses and systematic re-
views regarding influenzavaccinations.

Results: Several meta-analyses were obtained from the Cochrane Library, including influenzavac-
cinations to children and people of old age, people with various chronic diseases (asthma, chronic 
obstructive lung disease, bronchiectasis, cystic fibrosis, heart disease and malignancies), health-
workers and healthy adults.
 Generally, the evidence for the benefit of influenzavaccinations is scarce and of low quality. 
Many high-risk groups had no benefit. Some studies showed a small benefit, but the results usually 
had a high risk of bias.
 Side-effects are poorly investigated in most studies.

Conclusions: There is a widespread acceptance of influenzavaccinations against morbidity and 
mortality to high-risk individuals. This practice is based on observational studies, showing a small 
but significant effect. Observational studies may be severely biased by including healthy subjects in 
the vaccinated group, while the control group consists of patients with weaker health, causing the 
vaccine to be wrongly credited for the health benefit.
 Current clinical evidence does not show any significant effect of influenzavaccinations, without 
having a high-risk of bias, and does not support the results in the observational studies.
 Influenzavaccinations may have debilitating side-effects. Their lack of high-quality trials makes 
it difficult for the patient to make an informed consent.

Points for discussion:
 1)  Should general practitioners be more restrictive giving influenzavaccinations?
 2)  Should we be more worried about side-effects (e.g. narcolepsy as seen in Finland and  
  other countries after the H1N1-pandemic)?

   PP-8

How patient centred care has been implemented in the care 
of coronary heart disease patients in primary care in Finland?

Aki Kuusisto1; Tuomas Koskela1; Irma Nykänen2; Esko Kumpusalo2

1 University of Tampere, Finland; 
2 University of Eastern Finland, Finland

Background: Patient centred care is one of the core competencies of general practice. It’s deploy-
ment correlates well with patient satisfaction. We report how patient centred care is perceived by 
Finnish coronary heart disease patients in public primary care.

Research question: How different aspects of patient centred care are perceived by primary care 
coronary heart disease patients?

Methods: Data was collected 2008-2009 from 13 health centres from different regions and of dif-
ferent size. Patients with coronary heart disease (n=236), recruited by general practitioners, filled 
in a Finnish translation of Patient Assessment of Chronic Illness Care (PACIC) questionnaire as part 
of the European Practice Assessment of Cardiovascular risk management (EPA Cardio) study. The 
questionnaire consists of 26 statements that should hold true in a patient centered setting. Patients 
graded each statement in Likert scale 1-5 on the basis of how often the particular statement was 
true in their care. Distribution of this data was acquired and analyzed.

Results: In 15 of the 26 statements, more than 50% of patients saw that the statement “generally 
not” or “almost never” held true in their case. 47% of patients answered that their care plan could 
not be followed in every day life. 66% of the patients answered that they were not asked ‘what 
things they would like to discuss concerning their illness at that visit’. Still only 8% of patients were 
not satisfied with the organization of their care.

Conclusions: There is need for improvement in the patient centred care of finnish coronary heart 
disease patients in primary care. The Finnish patients seem to be happy with a modest quality of 
care.

Points of discussion: What could be done to improve patient centred care?
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   PP-9

Levels and factors impacting the patient dissatisfaction in the primary care 
visits based on the cross-section measurement – A prospective Finnish study

Erkki Soini1; Tuomas Koskela2; Veera Kangaspunta2; Olli-Pekka Ryynänen3

1 ESiOR Oy, Finland; 
2 University of Tampere, Finland; 
3 University of Eastern Finland, Kuopio, Finland

Background: A key dimension in health care evaluation is satisfaction, defined as the level of meet-
ing user’s expectations for the service, which predict compliance and clinical outcomes. Patient 
satisfaction is partly determined by patient, clinician and organization characteristics. How-
ever, less is known regarding the factors impacting the patient dissatisfaction.

Research questions: Based on patient’s subjective view, what is the level of dissatisfaction after a 
visit? Which factors impact the dissatisfaction and how?

Methods: A prospective survey to primary care patients visiting 3 health centres (Linnainmaa, 
Omapihlaja, Pirkkala) in Pirkanmaa district in Finland during 31.1–11.2.2011 was done. No inclu-
sion/exclusion criteria were used. Comprehensive patient-, clinician- and centre-related data was 
collected. The patient’s satisfaction was measured immediately after the visit in the form of han-
dling problem during a visit (Likert range 0–10). This was inversed to assess the drawback related 
to the visit (0=full benefit; problem was solved – 10=no benefit; no problem solving). A prelimi-
nary explorative statistical analysis was done including multivariate data mining in order to find the 
model with the best Akaike information criteria. The model was used to demonstrate the independ-
ent factors impacting the drawback and control heterogeneity.

Results: 90.1% of the full sample (n=647) had answered to the drawback question. 40.3% of the 
patients had problem solved during the visit (i.e. reported 0) and just 6.9% of the patients expe-
rienced drawback >5. The factors increasing the drawback in the established multivariate model 
(stepwise ordinary least squares regression with the +1 ln-transformation for the drawback, N 331) 
were longer waiting time (p=0.075), asthma/copd (p=0.140) and male sex (p=0.124), and the fac-
tors decreasing the drawback were patient’s higher subjective health status (p=0.110), patient’s 
higher subjective health status in comparison to others of same age/sex (p=0.109), some long-term 
conditions (rheumatoid disease, allergy, hip/knee joint erosion, all p<0.050), clinician’s longer expe-
rience (p=0.066), clinician in specialising education (p=0.107) and certain health centre (p=0.050, 
p=0.098).

Conclusions: Some 60% of the patients experienced that their problem was not fully handled. Mul-
tiple factors impact the drawback and potential re-visit which should be notified in planning.

Point for discussion: Which of the factors decreasing/increasing the drawback are modifiable?

  PP-10

From bodily signs to symptoms. 
An anthropological study of health-seeking practices.

Sara Marie Hebsgaard Offersen; Peter Vedsted; Rikke Sand Andersen; Mette Bech Risør

University of Aarhus, Denmark

Background: One out of five people diagnosed with cancer in Denmark experience symptoms for 
three months or more before they seek medical care. Existing studies of health-seeking have pri-
marily been conducted retrospectively and with a focus on already diagnosed patients. We do not 
know much about how or when current bodily changes, signs and sensations are experienced as 
symptoms of illness. Hence, there is a need to explore the social and interpretive processes that oc-
cur before people contact their doctor. This prospective study provides in-depth knowledge on how 
everyday life influences bodily experiences and symptom interpretation and vice versa.

Research question: Under which circumstances are bodily sensations interpreted as symptoms in 
need of medical assessment in the everyday life of Danish middleclass people?

Methods: The project is based on 12 months ethnographic fieldwork in a Danish middleclass sub-
urban neighbourhood of single-family houses. Twenty households are followed through partici-
pant observation, key informants are interviewed 3-5 times and will systematically register symp-
tom experiences for six months. Field notes, interview transcripts and symptom registrations are 
systematically coded and analysed.

Results: Results from this on-going study will be analytically inspired by embodiment theory in in-
terpretative processes and decision-making practices in everyday life. Since fieldwork and analysis 
is still work-in-progress, the poster will mainly focus on existing research in this particular field in 
relation to the project.

Conclusions: It is expected that the prospective design of this study will generate new perspec-
tives to the scientific debate about the time from symptom experience to care-seeking. Following 
participants in their everyday life as it unfolds and exploring bodily experiences as they happen 
will broaden our understanding of symptom interpretation and health-seeking practices among 
Danish middleclass households as well as bodily changes and sensations as culturally embedded 
experiences.

Points for discussion: 
 1)  In which ways can bodily symptoms be viewed as social and culturally embedded 
  phenomenons?
 2)  How do health information campaigns affect health-seeking behaviour and could 
  they be informed by results from this study?



122 123

PP-11             TH
U

RSD
AY 13.30 – 15.00

PP-12              TH
U

RSD
AY 13.30 – 15.00

   PP-11

Social inequality, symptoms and health seeking 
– a comparative anthropological analysis

Camilla Merrild1; Rikke Sand Andersen1; Mette Bech Risør2; Peter Vedsted1

1 CAP, The Research Unit for General Practice, Aarhus University, Denmark; 
2 Det Helsevitenskapelige Fakultet, Universitetet i Tromsø

Background: Social inequality in health is well documented, and statistics demonstrate that mor-
bidity and mortality are unevenly distributed. Possible explanations may be found in differences in 
health seeking behaviors, where health literacy or communication gabs are often pointed out as 
prime reasons for differences in access. However, we know very little about what illness is taken to 
mean, how the body is interpreted and acted upon, or how health seeking is practiced in everyday 
life of different social groups.

Research questions:
 •  How are embodied experiences of physical changes and sensations ascribed meaning  
  as potential symptoms?
 •  How are health seeking decisions established and legitimized in different social groups?

Methods: The study is based on longitudinal comparative fieldwork, carried out in two provincial 
areas in Denmark, inhabited by two social groups at opposite ends of the socioeconomic spectrum. 
The lower working class informants are recruited from a disadvantaged area of public housing, and 
the higher middle class from an exclusive private residential area. The methods used are participant 
observation, repeated semi-structured interviews and diaries.

Results: 
Preliminary results illustrate how: 
 1)  Social groups differ in the ways in which physical changes and sensations are registered  
  and perceived. Thus different degrees of sensitivity and “registration levels” are structu-
  red by the socioeconomic situation (e.g. family situation, personal network, social and  
  financial resources)
 2)  Health seeking decisions are established differently in diverse social groups, as they
   are framed by a broad range of conditions of everyday life. Thus cultural, social and  
  financial capital, play a vital role in shaping when and how health seeking decisions are  
  made and acted upon

Conclusion: Experiences of being sick and managing or preventing illness are influenced by the 
broader socio-cultural context, which structures how the body is perceived, and how health seeking 
practices are established.

Points for discussion:
 1)  How do we develop our understanding of social inequality in health within the context  
  of egalitarian welfare systems, shaped by ideals of equity and equal access for all?
 2)  What are the possible divergences between the practice of different lives and public  
  health promotion messages?

  PP-12

Somatic symptoms in patients with stress related exhaustion. 
Does gender or age predict the long term course?

Kristina A. Glise; Ingibjörg H. Jonsdottir; Gunnar Ahlborg jr.
The Institute of Stress medicine, University of Gothenburg, Sweden

Background: Both mental and somatic symptoms are commonly reported by patients seeking 
health care for stress-related problems and it is important to elucidate this multifaceted clinical 
problem.

Method: We included 228 patients (69% women, mean age 43 years) who fulfilled the criteria for 
Exhaustion Disorder. Somatic symptoms were assessed at baseline, three, six, 12 and 18 months 
using the questionnaire Primary Care Evaluation of Mental Disorders. Prime MD. Prevalence of dif-
ferent symptoms was compared between men and women and patients over and under 40 years 
of age.

Results: Tiredness is the core symptom in these patients but almost all (98%) reported at least one 
somatic symptom and 45% reported six symptoms or more. Nausea or indigestion and headaches 
were most common (67% and 65%) followed by dizziness (57%). Number of symptoms reported 
was clearly related to the severity of mental health. Male and female patients did not differ regard-
ing prevalence of somatic symptoms except that chest pain and problems during sexual intercourse 
- more common among males. Older patients more often reported pain in arms, legs or joints. Nei-
ther sex, age, symptom duration before seeking medical care or any other variable tested were 
shown to predict symptom recovery in patients reporting six symptoms or more.

Conclusion: Somatic symptoms were equally common in males and females and in younger and 
older patients seeking for stress-related exhaustion. Reporting more than six symptoms was com-
mon which brings to attention the complicated burden of both somatic and mental symptoms in 
patients with stress-related mental health problems.
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  PP-13

Risk perception and compliance – a population-based mixed method 
study comprising GPs and their patients

Benedicte Lind Barfoed1; Jens Søndergaard1; Mogens Lytken Larsen2; Dorte Ejg Jarbøl1; 
Palle Mark Christensen3; Pia Veldt Larsen1; Maja Skov Paulsen1; Jesper Bo Nielsen1

1 Reserach Unit for General Practice, Denmark; 
2 Department of Cardiology, Odense University Hospital; 
3 Lægerne Lærkevej, Otterup

Background: There is considerable variation in patients’ compliance with medical treatment. Only 
a small part of this variation is explained by e.g. morbidity, socioeconomics and health organisa-
tion. This lack of compliance is a problem of major impact and has considerable consequences for 
the patients’ health and for healthcare costs to society. There is increasing focus on patients’ and 
doctors’ perceptions of risks and benefits of medical treatment. Risk perception is probably indi-
vidual and influenced by e.g fear, sense of control, the character of the risk, personal experiences, 
socioeconomic conditions and the context. It is a common assumption that an individual’s gene-
ral behaviour is associated with risk perception and probably also to some extent influenced by 
other persons’ behaviour. Hence we assume that individuals’ decisions to take their medicine as 
prescribed is associated with their risk perception.

Research question: How is patients’ compliance associated with their own and with their GP’s risk 
perception?

Methods: Mixed methods comprising qualitative interviews, questionnaires sent to GPs and pa-
tients and register data on drug consumption, prescribing patterns, practice characteristics, diag-
nosis and treatment. Our study comprises all Danish GPs and their patients in addition to a patient 
questionnaire with 47,500 respondents.

Results: The study is in its preliminary phase and qualitative interviews are being carried out.

Conclusions: This study will provide new knowledge on important aspects of compliance and 
strengthen the basis for future investigations and educational initiatives.

Points for discussion:
 1)  Important aspects of GPs’ risk perception.
 2)  Strategies for obtaining a high GP response rate.

  PP-14

Need for care, age and sex, are they associated with 
how a Swedish population will choose their primary care provider?

Karin Ranstad1; Anders Halling2

1 Blekinge centre of Competence, Vårdskolev 5, S 37144 Karlskrona, Sweden; 
2 Professor Forskningsenheden for Almen Praksis Syddansk Universitet, Denmark

Background: Focus in health care changes towards complex health problems rather than isolated 
deceases, increasing the importance of primary care. A majority wants to have a primary care pro-
vider of their own choice, a complex choice under uncertainty affected by many factors. Research 
on why and how these choices are made needs to be widened from business perspectives and 
hypothetical survey questions.
      Computerized Swedish patient records and health registers give unique possibilities to study 
associations between individual characteristics in a population and the choices of primary care they 
have actually made.

Research question: How are health care utilization, multimorbidity level, age and sex associated 
with active choice of primary care provider in a Swedish population? Are they associations in pri-
mary care different from those in all health care?

Methods: Cross sectional population study, county of Blekinge, Sweden, 2007.
Main outcome: Active choice of primary care provider registered 31 12 2007
Explanatory factors: Number of consultations with a physician, multimorbidity level measured with 
ACG Case Mix System in primary care and all health care. Age and sex.
Statistic analysis: logistic regression methods using STATA

Results: 98 600 out of 151 731 inhabitants were actively listed, 70 % females and 60 % males. 
Elderly are more likely to be actively listed than younger. Individuals with many consultations and 
higher multimorbidity level are more likely to be actively listed than healthy with few consultations.
Controlling for age and sex both consultations and multimorbidity level measured in primary care 
had a stronger effect than measured in all health care.

Conclusions: Number of consultations, multimorbidity level, age and sex are important individual 
factors when studying active listing. Both number of consultations and multimorbidity level could 
be interpreted as aspects of need for care with a stronger association with active choice of primary 
care provider when measured in primary care. The reasons for choosing primary care provider are 
not fully explained by this study. Modeling these explanatory factors predicts correctly in 70% of 
the choices.

Points for discussion: This study could explain 70% of the choices of primary care provider. How 
to explain more?
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  PP-15

Care Coordination of Chronic Diseased Patients

Steffen Holst Holmvard; Sebastian Lassen Cristoffanini; Jakob Klitkou; Lars Lejbølle; Jørgen-
Peter Ærthøj; Karin Bang, Britt; Plambech-Nielsen

Dep. of health and continuity (sundhed og sammenhæng) Region Nordjylland, Denmark

Background: Patients with chronic diseases meet a variety of health-care offers. There exists a 
vagely defined shared-care system, shared by the public hospitals, general practice and munici-
pal projects.This pilot-study will give some insight as to what characterizes the most challenged 
chronic diseased patients and summarize the findings in a proposed model to unify shared-care 
programmes in a case-management setting.

Research questions: What socio-economic, psychological, and medical characteristics does the 
most challenged patients posses? Which findings are important in unifying shared-care manage-
ment programmes?

Methods: We included 45 type-2 diabetes patients from 3 GPs based on data from a national GP-
dataregister. The DM2-patients were selected from 3 groups; a moderate-severe hypertension-
group, a Hb1Ac >9.0 %-group, and patients lacking check-up the past 2 years. We interviewed 12 
patients, registered socio-economic data, and performed a diabetes-knowledge questionnaire. We 
registered data from GP-visits, regarding medical status and shared-care status.

Results: Based on interviews and socio-economic data, patients divide into two groups; Resource-
ful -and disadvantaged patients. Disadvantaged patients are more dependent on guidance from 
different health authorities, have a lower diabetes questionnaire-score, suggesting less compre-
hension of their disease complexity. Both groups were referred equally frequent as outpatients to 
the hospital from their GP, but disadvantaged patients were more frequently referred to municipal 
projects. In the municipal setting we found remarkable less active HbA1c-patients than active hy-
pertension-patients, with the exact opposite being the case regarding hospital outpatients. The GP-
data showed primary referring-activity in the HbA1c-group, in spite of a greater disease-complexity 
amongst hypertensive-patients.

Conclusions: We suggest a model that considers the patients socio-economic, psychological sta-
tus, and medical complexity, before referring the patient to a relevant programme. The existing 
programmes need to be restructured in acknowledgement of the difference between resourceful 
and disadvantaged patients. A central case manager could collect the information, and refer the 
patient to the best qualified programme.

Points for discussion:
 1) GPs referral of challenged chronic diseased patients
 2) The existing coordination between sectors, and the offered programmes does not 
  consider biopsychosocial complexity
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HOW SHOULD ASTHMA AND COPD PATIENTS BE ASSESSED IN PRIMARY CARE
– a symposium of the results from the Diolup and Pexaco studies

Background: The assessment in primary care of asthma and COPD patients during stable phase 
and during exacerbations varies between GPs, and it is not obvious how be take into consideration 
symptoms and signs, spirometry, pulse oximetry and blood tests in the clinical evaluation. This chal-
lenge will be addressed in this symposium.  378 patients diagnosed with asthma or COPD from 7 
Norwegian GP offices were thoroughly examined during stable state and during excerbations in the 
Diolup/Pexaco studies. Results from these studies will be presented and discussed.

Objective: To present new knowledge on the assessment of patients with asthma and COPD, based 
on the Diolup and Pexaco studies.

Facilitators and content:
Chair: Hasse Melbye and Peder A. Halvorsen

 •  Hasse Melbye: Introduction
 •  Katja Oshaug: Should chest examination be reinstated in the early diagnosis of COPD?
 •  Lene G. Dalbak: Usefulness of pulse oximetry when assessing COPD patients 
 •  Salwan Al-ani: Predictors of  increased risk of exacerbations in COPD and asthma 
 •  Salwan Al-ani: Predictors of antibiotic and prednisolone  
  prescribing in asthma and COPD exacerbations
 •  Anne H. Davidsen: Blood gas measurements in severely ill patients, a task for primary care?
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   Sy-12

HOW TO GET PUBLISHED? THE SCANDINAVIAN JOURNAL OF 
PRIMARY HEALTH CARE SYMPOSIUM

Peter Vedsted1; Helena Liira2; Anders Bærheim3; Emil Sigurdsson4; Hans Thulesius5; 
Jørgen Nexø6

1 Research Unit for General Practice, Aarhus University, Denmark
2 Department of General Practice and Primary Care, University of Helsinki, Finland 
3 Department of Public Health and Primary Health Care, University of Bergen, Norway
4 Department of Family Medicine, University of Iceland, Iceland
5 Kronoberg County Research Centre, Lund University, Sweden
6 Research Centre of General Practice, University of Southern Denmark, Denmark

Objectives: To present the essence of getting published by knowing how to structure a scientific 
manuscript, how to use specific standards for writing manuscripts for specific study types, the writ-
ing process, and the editorial process. 

Background: For academic family medicine in the Nordic countries, it is very important to be able 
to succeed in scientific publishing at a high international level. Thus, a researcher has to write a read-
able, well-structured and scientifically sound manuscript, and to submit it in a way that enhances 
the possibility for publication.
The Editorial Board of the Scandinavian Journal of Primary Health Care has many years’ experience 
in writing, assessing and promoting scientific writing within Nordic family medicine.

Content: The symposium will include a presentation of how to structure a manuscript for both 
quantitative and qualitative research. There will be an introduction to specific standards for writing 
manuscripts for specific study types. There will be a session about how to interact with co-authors 
and about the editorial process. A specific part of the session will include advices on how to prepare 
your manuscript and your letter to the editor to increase the chances of attracting the Editorial 
Board’s interest.
This symposium is important for every congress participant engaged in scientific publishing. People 
who are considering preparing a manuscript for the first time will indeed gain valuable output.

Method: The symposium will include short presentations combined with discussions among par-
ticipants. It will be possible for the participants to present specific issues they would like the Board 
to comment on.
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   Sy-13

THE GP EFFECT: NEW AREAS OF HEALTH ECONOMIC AND 
ORGANIZATIONAL RESEARCH IN THE GP SECTOR

Kim Rose Olsen, Ass. Professor, Ph.d. and others

Objectives: The objective is to introduce contemporary research agendas in health economic and 
organizational research in the GP sector.

Background: Tight government budgets mean that the health care sector has huge political focus 
in most Nordic countries. For the GP sector the focus has been on changing remuneration systems 
towards more budgetary control. Other organizational issues as efficiency improvements, medical 
leadership, care of chronic and multimorbid patients puts the sector under pressure. Not much evi-
dence is available about these organizational issues but the research area is increasing and due to 
high quality registers data in the Nordic countries we have much to offer.

Content: During the workshop we will discuss recent developments in the organizational research 
agenda. Focus will be on the application of multilevel models where GP organizational perfor-
mance is being measured by assessing the unexplained patient level variation in organizational 
outcome measures. We will cover topics as medical leadership index, efficiency analysis, preference
elicitation, remuneration systems, knowledge implementation, task division, inter sectorial rese-
arch, multimorbidity, and generic substitution.

Method: Short presentations, panel discussions and case studies

  WS-11

HOW TO DEVELOPE YOUR WORK AND PRACTICE – BASICS AND SHARING

Johanna Tulonen-Tapio1; Kaija Hannula2; Liisa Länsipuro3

1 South Karelia Social and Health Care District;
2 Kirkkonummi Health center;
3 Tampere Health center 
 
Objectives:
 • To present participants tools to develop their own work and improve clinical practices  
  and therapy in primary care. 
 • To share experiences and develop with peers and colleagues from different countries  
  and create opportunities for collaboration.
 • To strengthen general practitioner’s and family doctor’s identity. Problems are alike 
  while solutions may vary in different countries. 

Background: There are plenty of literature concerning large scale change and implementation of 
best practices and rational therapy published. In Finland, The Centre for Pharmacotherapy Develop-
ment ROHTO created a network of regional facilitators in hospital districts and local facilitators in 
primary care health centres. These facilitators are trained doctors and nurses, who organise tailored 
Rohto activities in their health centres along with other primary care co-workers. These “evidence 
into practice” activities take place using methods based on the growing body of scientific evidence 
concerning guideline implementation and change management. Most challenges presuppose in-
ter-professional learning and discussions in order to bring about changes. Development and imple-
mentation are seen as change management in organisations rather than learning at the individual 
level. Combination of multiple interventions, combinations of small group learning methods and 
quality improvement tools are proved to be efficient in making change. Barriers and enhancers to 
change should be identified and analysed. Discussions within and between professional groups 
are recommended. True inter-professional developing supports genuine teamwork and helps to 
optimise the division of tasks and responsibilities. Development work is done everywhere and by 
sharing experiences we can empower each other. Facilitators of this workshop are Rohto-trained.

Content: We start with discussion and introduction to the subject. We share some ideas and meth-
ods that have been used by the participants or their co-workers, and adding more practical tools to 
apply. We introduce the Finnish model, ROHTO -developing and some of its results. We have some 
examples of successful developing and then we practice in small groups how to develop in primary 
health care, not forgetting sustainability. 

Method: Interactive sessions, shared experience, small group team work and short presentations.

To be considered in advance: Maximum number of participants: 40 persons



132 133

W
S-12             TH

U
RSD

AY 15.30 – 17.00

Sy-14              TH
U

RSD
AY 15.30 – 17.00

  WS-12

STRAIGHT TO THE POINT – HOW TO APPLY TOOLS OF SOLUTION-FOCUSED 
THERAPY IN GENERAL PRACTICE

Outi Seppälä1; Leif Lindberg2

1 GP, psychotherapist, Helsinki Health Care Centre, Finland;
2 GP, Vantaa Medical Centre, Occupational Health Care, Finland

Objectives: To demonstrate how physicians in general practice can take advantage in their work of 
the key principles and tools of solution-focused brief therapy. 

Background: General practitioners require good communication skills to be effective in the work 
with patients. It has been estimated that up to 25–30 % of the patients in general practice have 
psychological problems or psychiatric symptoms. In addition, GPs need to encourage behavioural 
change related to smoking, obesity, diabetes, high blood pressure etc. Solution-focused brief ther-
apy offer GPs a number of useful tools that can help them to become better at handling patients 
with psychological and psychosomatic and even somatic problems. These tools can also help to 
build stronger physician - patient relationships, which in turn helps to improve treatment results 
and compliance.

Content: Modern general practice and solution-focused brief therapy have much in common. They 
both are patient-centred and future-oriented, they encourage independence and autonomy, aim 
for solutions and deliberately avoid unnecessary pathologization. Providing praise and positive 
feedback, building on patients’ past successes, resources and competences, and using simple tools 
such as reframing and scales improves outcome with a large variety of GP patients including those 
presenting symptoms of depression, anxiety, insomnia, obesity, diabetes, substance abuse, and 
multi-problem cases.

Method: 
The session has three parts: 
 1. lecture describing the key solution-focused methods illustrated with case examples;  
 2. practice for trying out the presented methods in small groups; and 
 3. discussion for sharing thoughts and reflexions. 

To be considered in advance: Pre-registration is not required and there is no upper limit to the 
number of participants. Participants will work for a brief period of time in small discussion groups 
(4–5 persons) and therefore a room with movable chairs is preferred. 
      No preparation or advance reading is required. The facilitators have presented the workshop 
ideas previously at the 2009 annual congress of European Brief Therapy Association (EBTA).

  Sy-14

Perspectives from the Nordic Risk Group
SHOULD WE TREAT MILD HYPERTENSION- WHY OR WHY NOT?

Hans Blomberg1; Hálfdán Pétursson2; Marje Oona3

1 Sipoo Health Center, Finland
2 Department of Public Health and General Practice, Norwegian University of Science and 
 Technology, Norway
3 Medical Faculty, Department of Family Medicine, University of Tartu, Estonia 

Objectives: Make GP:s aware of the reasons for treating or not treating mild hypertension. 

Background: Treating patients with stage I (mild) hypertension (systolic blood pressure >140-159
mmHg and diastolic 90-99 mmHG, or both, has no benefit a Cochrane review of studies conduc-
ted in the United Kingdom, Australia, and the United States has found (1.) These findings rises the
question should doctors change their way of treating mild hypertension, allowing patients to throw
away their blood pressure pills and focus instead on more effective as well as evidence based app-
roaches, such as exercising, smoking cessation, and eating a DASH (diet against systolic hyper-
tension) or Mediterranean diet? 

Content: A critical evaluation of the European and National guidelines for management of arterial 
hypertension with focus on treatment of mild hypertension.  The capacity of the health system 
and the society to deal with mild hypertension will also be dealt with, presenting different ways of 
managing the problem.

Method: 
Short presentations: 
 1) of evidence why, and when you should treat mild hypertension. 
 2) of evidence why and when you should not treat mild hypertension 
 3) do we have effective methods and resources to treat mild hypertension? 
The participants will be activated to discuss these issues.

To be considered in advance: Maximum number of participants 50. 

Recommended reading in advance: 1. Diao D, Wright JM, Cundiff DK, Gueyffier F. 
Pharmacotherapy for mild hypertension. Cochrane Database Syst Rev 2012;(8): CD006742.
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DEVELOPMENT OF QUALITY OF CARE IN NURSING HOMES

Kaisu Pitkälä1; Harriet Finne-Soveri2; Anna-Liisa Juola1,3; Helena Soini1,4

1 University of Helsinki, Unit of General Practice and Primary Health Care; 
2 The National Institute of Health and Welfare;  
3 Kouvola Health Center; 
4 Helsinki City, Social Services and Health Department 

Background: Nursing home care has undergone significant changes in a number of care areas du-
ring the past 10 years. It has been shown in international studies that there are gaps in quality of 
care in nursing homes in drug treatment, in nutritional care, in management of pain, pressure sores 
and use of restraints. 

Objectives: 
Aim of this symposium is 
 1) to introduce some major achievements in improving quality of care in Finnish nursing  
  home during the last decade, 
 2)  show how RAI-benchmarking system benefits nursing homes in improving their 
  quality of care.

Contents: This symposium will tell about the policy of Finnish elderly care: a shift from institutional 
care to home-based care and how this has affected the care and resident characteristics during the 
last decade in Finnish nursing homes. In addition, it will show how systematic, large scale imple-
mentation of Resident Assessment Instrument (RAI) in Finland has improved the use of psychotrop-
ic drugs, and the management of pain and pressure sores. RAI has allowed benchmarking of wards. 
The symposium will also tell about a 10-year developmental project and its outcomes in Helsinki 
nursing homes to improve the residents’ nutritional care. It will also tell preliminary findings of a 
randomized trial conducted in Helsinki nursing homes to decrease the use of inappropriate drugs 
and to improve the use of evidence-based drugs in these wards. 

Organisation of the session:
 • InterRAI in developmental work of nursing homes - Harriet Finne-Soveri
 • Development of nutritional care of nursing home residents - Helena Soini
 • Development of drug usage in nursing homes - Anna-Liisa Juola
 • Changing the concept, environment and residents of Finnish nursing homes  –  Kaisu Pitkälä

  Sy-16

CANCER REHABILITATION IN PRIMARY CARE: HOW TO MEET PATIENTS IN NEED?

Dorte Gilså Hansen1MD, PhD; Susanne Thayssen PhD student; 
Astrid Gisèle Veloso PhD student; Jens Søndergaard 2 Professor

1 National Research Center for Cancer Rehabilitation, Research Unit of General Practice, 
 University of Southern Denmark, Odense;
2 National Research Center for Cancer Rehabilitation, Research Unit of General Practice, 
 University of Southern Denmark, Odense

Objectives: To discuss management of cancer patients in general practice with regard to the im-
portant role of facilitating rehabilitation and supportive care during the cancer trajectory. The over-
all goal is that participants take home inspiration on how to improve care during a systematic app-
roach within the scope of everyday practice.

Background: There is an increasing focus on the physical and psychosocial problems that cancer 
patients may experience due to their disease and treatment. Problems and needs of professional 
help may appear in the very early phase of the cancer trajectory or long time after the cancer treat-
ment has ended. However, many patients experience unmet needs of support for their physical 
and psychosocial problems. General practitioners have a key role in supporting patients during all 
phases, but lack ways of identifying and addressing cancer patients’ needs of rehabilitation.  How 
can patients most in need be identified, guided and treated? What is the evidence of interventions?

Content: This symposium will include a presentation of the evidence of rehabilitation to cancer 
patients and their relatives and, furthermore, patient questionnaires for use in the clinical consul-
tation. The discussion will focus on ways to change everyday practice in primary care towards a 
systematic approach that favours the most important problems and patients most in need.

Method: A combination of short presentations, demonstration of instruments for needs assess-
ment, case discussion in small groups, and discussion in the lecture hall.

To be considered in advance: Think about 1–3 of your cancer patients. Did they have physical, 
psychological or social problems due to the cancer and its treatment? What was their experience 
about the way you addressed these problems? And what was your own experience?
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  WS-13

PARTNERSHIP WITH PATIENTS: 
PATIENT PERCEPTION OF THE CLINICAL ENCOUNTER

Pirkko Salokekkilä1; Arja Helin-Salmivaara2

1 MD, PhD, Helsinki City Health Centre
2 MD, PhD, Primary Health Care Unit of Helsinki University hospital

Objectives: The aim is to come up with novel ideas how to improve the process of the consultation 
in collaboration with the patient and make a commitment to implement at least one change in own 
practice.

Background: Since the patient is the only one who can fully understand the whole entity of his or 
her health problem, it is natural to involve the patient  actively in the development of  future health 
care processes. Consultation is about interaction so both providers and patients have influence on 
the outcome. 

Content: Two expert patients will participate the workshop as informers. They will share their own 
experiences and interpretations of two different encounters with physicians.  One encounter will 
be a successful visit and the other a failed one. The expert patients will describe what makes the 
encounter with a doctor a positive and beneficial or a negative and failed experience from the pa-
tient’s viewpoint in these particular cases. A brief discussion with the participants of the workshop 
about the immediate feelings based on the narratives of the informants will follow.
        After this comes a short introduction of the results and conclusions of the dissertation study by 
Pirkko Salokekkilä about the user perceptions of the quality of the interactions with the health care 
system. The topics that will be discussed are factors that predict a successful visit and a failed one 
as well as the concepts like outcome orientation, benefit gained, unnecessary visits and perceived 
doctor competence. 
          The final part of the workshop will consist of small group discussion and reflections on the ideas 
for the new consultation process based on the themes that emerge from the narratives of the expert 
patients. The participants will be encouraged to contemplate how these ideas will be translated into 
personal plans for implementation when returning home.

  OP-39

Prescriptions in out-of-hours primary care – room for reduction?

Linda Huibers; Grete Moth; Morten Bondo Christensen

Aarhus University, Denmark

Background: Out-of-hours (OOH) primary care is often organised in large-scale settings, accessib-
le by telephone. Demands are increasing and a large part of contacts is handled by telephone alone. 
So far no information is available on prescriptions in OOH care, while the appropriateness of pre-
scribing behaviour is under debate, particularly in relation to high costs and antibiotic resistant 
bacteria.

Research question: What is the prescription behaviour at OOH primary care services, in relation to 
contact type, in particularly focusing on antibiotics.

Methods: Ongoing study: we conduct a retrospective cohort study of all contacts with one regional 
Danish OOH primary care service during a 12 month period in 2010-2011, using registration data. 
Variables are patient age and sex, date of contact, time of contact, time until office hours for general 
practitioners, contact type, number of prescriptions, and ATC code of prescription. Descriptive and 
comparative analyses are performed, for variables predicting an antibiotic prescription.

Results: We plan to show the frequency of contacts with OOH primary care and the percentage of 
contacts with a prescription. We will also present the percentage and type of prescriptions per con-
tact type, including relevant groups of antibiotics. Finally, we will focus on antibiotic prescriptions, 
presenting characteristics of contacts involving antibiotic prescriptions and predictors.

Conclusion: Antibiotics are frequently prescribed in OOH primary care, including a considerable 
part in telephone consultations. The frequency of these prescriptions could possibly be reduced.

Points for discussion:
 1) What type of prescriptions are reasonable in OOH primary care, particularly for 
  telephone consultations?
  2) What could be strategies to reduce the prescription rate at OOH primary care?
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  OP-40

Capacity and adaptations of general practice during an influenza pandemic

Kristian Anton Simonsen1,2; Steinar Hunskaar1,3; Hogne Sandvik3; Guri Rortveit1,2

1 Research Group for General Practice. Department of Global Public Health and Primary Care, 
 University of Bergen, Norway; 
2 Research Unit for General Practice, Uni Health, Bergen, Norway; 
3 National Centre for Emergency Primary Health Care, Uni Health, Bergen, Norway

Background: GPs play a major role in influenza epidemics, and most patients with influenza-like-
illness (ILI) are treated in general practice or by primary care doctors on duty in out-of-hours ser-
vices (OOH). Little is known about how these two primary care services adapt to increased pressure 
as was seen during the 2009 pandemic, and how the relationship between them changes.

Research question: To investigate how general practice and OOH services were used by patients 
during the 2009 pandemic in Norway and the impact of the pandemic on primary care services in 
comparison to a normal influenza season.

Methods: Data from electronic remuneration claims from all OOH doctors and regular GPs for 2009. 
We conducted a registry based study of all ILI consultations in the 2009 pandemic with the 2008/09 
influenza season (normal season) as baseline for comparison.

Results: The majority of ILI consultations during the 2009 pandemic took place in general practice. 
There was a 5.5-fold increase of ILI consultations in OOH services during the 2009 pandemic season 
in comparison to the 2008/09 season. Children and young adults with ILI were the most frequent 
users of OOH services during influenza periods. 

Conclusions: The autumn pandemic wave resulted in a significantly demand on primary care ser-
vices. However, GPs in primary care services in Norway have the ability to increase capacity at situa-
tions with increased patient encounters.

  OP-41

Use of OOH in general practice by people with chronic diseases

Lone Flarup; Peter Vedsted; Morten Bondo Christensen; Grete Moth; Mogens Vestergaard; 
Frede Olesen

Research Unit for General Practice, Aarhus University, Denmark

Background: The recent decade has seen an increased focus on early detection, medical treatment 
and follow-up of patients with chronic diseases. According to The World Health Organisation (WHO) 
chronic diseases are the leading cause of mortality in the world, representing 63% of all deaths. 
General practitioners (GPs) hold an important and central role being the first in line at daytime as 
well as out-of-hours (OOH). A close daytime contact to the GP intends to prevent a need for acute 
medical treatment OOH regarding the chronic disease. Still, these patients experience acute medi-
cal problems and thus a need for OOH primary care services. Previous studies indicate that patients 
with chronic diseases form a large proportion of frequent attenders at the OOH services. However, 
we do not know the reason for encounter (RFE), severity of the symptoms or how they are handled 
at the OOH services.

Research question: The aim is to describe contacts with the OOH primary care from patients with 
heart disease, chronic respiratory diseases, severe psychiatric diseases, diabetes and cancer in terms 
of RFE, diagnosis, severity of symptoms assessed and actions taken by the GPs.

Methods: The study was based on data from the LV-KOS project; a large research study performed 
in Central Denmark Region describing GP registrations of OOH primary care contacts, RFE, diagno-
sis, severity and action taken. The study population of patients with chronic diseases was identified 
from the LV-KOS population based onICD-10 diagnostic codes and specific algorithms.

Results: The analyses are ongoing and results will be presented at the congress, including results 
on each group’s use of OOH, the RFEs, the GPs assessment and examinations and treatments cho-
sen. The results will be compared between groups and with patients with and without one or more 
of these chronic diseases.

Point for discussion:
 1) Are our findings comparable to what you experience out-of-hours?
 2) What other perspectives would be of high relevance to explore for these patient groups?
 3) Can OOH contacts due to chronic disease be considered avoidable?
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  OP-42

Patient safety culture in Norwegian out-of-hours emergency primary 
health care services and regular GP practices.

Gunnar Tschudi Bondevik1,2; Dag Hofoss3; Elisabeth Holm-Hansen4; 
Håkon Bjorheim Abrahamsen1,2,5; Ellen Catharina Tveter Deilkås6,7

1 Research group for General Practice, Department of Global health and Primary care, 
 University of Bergen, Norway; 
2 National Centre for Emergency Primary Health Care, Uni Health, Uni Research, Bergen, Norway;
3 Institute of Health and Society, University of Oslo, Norway; 
4 Haraldsplass Deaconess University College, Bergen, Norway; 
5 Department of Research, The Norwegian Air Ambulance Foundation, Drøbak, Norway; 
6 Norwegian Knowledge Centre for the Health Services, Norway; 
7 Health Services Research Unit, Akershus University Hospital, Norway

Background: Adverse events are not uncommon in primary health care. Patient safety culture (PSC) 
reflects how attitudes and interactions among health professionals may affect the risk of adverse 
events. We present results from a PSC study among health professionals working in Norwegian out-
of-hours (OOH) emergency primary care and regular GP practices.

Research questions: What are the characteristics in PSC in primary care in Norway? Are there any 
differences in PSC between health professionals working in OOH emergency primary care and those 
working in regular GP practices?

Methods: In October 2012, a translated version of the Safety Attitude Questionnaire was distri-
buted by e-mail to all health professionals working at seven OOH clinics (the “Watchtowers”) and 17 
of the regular GP practices in Sogn & Fjordane County. The items in this questionnaire are related to 
six factors: Teamwork climate, Safety climate, Stress recognition, Working conditions, Job satisfac-
tion and Perception of management. Statistical analyses are done to investigate whether there are 
differences in patient safety scores between health professionals working in OOH emergency cli-
nics and those working in regular GP practices. We are also studying possible differences in attitude 
between nurses and medical doctors.

Results: Of the 510 invited health professionals, 266 (52%) answered the questionnaire - 72% of 
the nurses and 39% of the medical doctors. Preliminary results indicate that there are major varia-
tions in scores between the six factors describing PSC. Further, there are clear differences in scores, 
both between OOH emergency clinics and regular GP practices – and between nurses and medical 
doctors working in these settings. Details regarding the results will be presented at the conference.

Conclusions: For some of the six factors related to PSC, there are important differences between 
health professionals working in OOH emergency primary care and those working in regular GP 
practices. In addition, nurses and medical doctors seem to have different attitudes to patient safety.

Points for discussion:
 1) What could be the reasons for the differences in PSC between clinical staff working at  
  OOH emergency clinics and regular GP practices?
 2)  What could be the reasons for the differences between nurses and medical doctors?

  OP-43

Occupational violence in emergency primary health care 
– waiting for a serious incident

Tone Morken1; Ingrid H Johansen1; Kjersti Alsaker1,2

1  National Centre for Emergency Primary Health Care, Uni, Health, Uni Research, Norway; 
2  Faculty of Public Health and Social Sciences, Bergen University College, Bergen, Norway

Background: Working in emergency primary health care is associated with a high risk of experien-
cing violence from patients and visitors. In Norway, one in three has been physically abused during 
their work-time career. Despite the established risk of workplace violence, there is little knowledge 
about how health personnel handle threats and violence in this setting. Such knowledge may give 
valuable information on prevention of occupational violence.

Research question: The aim was to explore and describe emergency primary health care person-
nel’s experiences of managing threats and acts of violence from visitors or patients.

Methods: During 2012 and 2013 a focus-group study was performed among doctors and nurses 
from emergency primary health care centres in Norway. Participants were invited through lectures 
at relevant conferences and nurses’ higher education, by email sent via managers of emergency 
primary health care centres in selected parts of Norway, and by snowball sampling. All interviews 
were recorded by digital sound-recorder, and transcribed verbatim. The text analysis was based on 
systematic text condensation.

Results: The stories were mainly about threats of violence from patients contacting the emergency 
primary health care centre for help. The participants expressed fearing that something serious could 
happen and a feeling of loneliness, having nobody to talk with after an incident. They talked about 
a lack of security systems - or a lack of trust in them when they existed. Furthermore there seemed 
to be a difference in how they responded to threats understood as part of psychopathology as 
opposed to threats from “normal” persons. The data analysis is in progress and more results will be 
presented at the congress.

Points for discussion: How can knowledge from this study be used to improve personnel safety in 
emergency primary health care?

Reference: 

Malterud K. Systematic text condensation: A strategy for qualitative analysis. Scand J Public Health. 2012 Dec;40 (8):795-805.
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  OP-44

The majority of sick children receive paracetamol during the winter

Ruth Kirk Ertmann

University of Copenhagen, Denmark

Background: Fever in childhood is a common symptom, it often worries parents and they may 
try to reduce discomfort by giving the child paracetamol. Studies found that the most prominent 
reason for the use of paracetamol given by parents is that they were hoping to relieve the child 
from fever. The sale of paracetamol has increased, and it is now the most commonly sold over the-
counter medicine for children in Denmark.

Research question: To investigate parent administered paracetamol in toddlers during a winter 
period in relation to symptoms, doctor contacts and severity- rated illness.

Methods: Infants were recruited from a birth cohort of 183 infants born in February 2001 in a dis-
trict of the capital area in Denmark. A questionnaire covered illness experiences for birth until the 
age of 11 months. Thereafter the infants were followed prospectively using a diary from 11 to 14 
months. The diary data consisted of a) selected symptoms, b) doctor-contacts and c) parent-rated 
illness severity. For each participating family, the prevalence of the various events was calculated as 
the number of occurrences in the 90-day diary period

Results: A total of 119 toddlers (65%) received paracetamol at least once during the study period; 
9.3% of the toddlers received paracetamol for more than ten days. The administration of paraceta-
mol rose as the number of symptoms increased. Paracetamol was given in 37% of days with fever. 
The most frequent combinations of symptoms to trigger paracetamol administration were fever /
earache and vomiting/earache with a probability of 64% and 60%. In the rare cases with mono-
symptomatic fever, some 23% used paracetamol.

Conclusions: The majority of ill toddlers received paracetamol if they had several symptoms. This 
use of paracetamol seems reasonable as the parents differentiate between degrees of illness and 
withhold paracetamol until the second day of the illness episode

Points for discussion:
 1) The use of paracetamol for monosymtomatic fever.
 2) The use of paracetamol ”to promote sleep” / ”to prevent the disease from worsening”.
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  OP-47

I expect the doctor to listen– it could be something uncommon! 
– Parents’ recall of a factual worrying infection episode of their preschool child

Adriana Maria Ioan; Margareta Elin Söderström

The Section of General Practice, Department of Public Health and The research Unit for General 
Practice, Copenhagen University

Research question: To explore parents’ dread related to their ill child and elucidate anxious parents’ 
attitudes.

Methods: Qualitative study using answers in a questionnaire inquiring for parental memory recall 
of a worrying episode of infection of their preschool child. 169 preschool children 3-5 years of age 
from nine preschools in Malmö, Sweden, participated in spring 2009.

Results: A total of 117/169 (69%) shared their concerns. 20% stated they had never experienced an 
infection episode that worried them. Remembered episodes occurred equally often when the child 
was newborn (0-3 months of age), >3-12 months and older (>1-5 years of age). Common symptoms 
created anxiety, such as fever, coughing and vomiting. Uncommon diseases, namely ileus, fever sei-
zures, Henoch-Schönlein purpura, hip arthritis were also reported. The most anxious element was, 
not knowing what disease the child had. Parents wanted to see a doctor when the child was feverish 
and apathetic, but also simply just for being examined. They had to persuade medical staff, begging 
for investigations and pointing out that something was wrong with their child. Parents knew where 
to seek medical help, finding their way into the doctor anyhow.

Conclusions: GPs should, besides updating their knowledge on common childhood diseases, learn 
more about the common of the uncommon diseases to meet modern parents´ expectations. Still, 
listen to the parents´ concerns seems to be the wisest thing to do, catching severe and uncommon 
diseases. Fever still remains the perpetuate reason to medical encounter and fever has to be demys-
tified by health professionals.

  OP-46

Infectious morbidity in 18-month-old children in Iceland.

Gudrun Johanna Georgsdottir1; Vilhjalmur Ari Arason1; Sesselja Gudmundsdottir2;
Johann A. Sigurdsson2,3

1 Fjördur Health Care Centre, Hafnarfjördur, Iceland; 
2 Developmental unit, Primary Health Care of the Capital Area; 
3 Department of Family medicine, University of Iceland

Background: Infections are common among children and the most common reason for contact 
with the health care personnel at the primary care setting among children and parents with young 
children. Of those who seek help, respiratory tract infections are the most common. Prospective 
studies on this problem are rare, and little is known about infections in young children and their 
families, which does not lead to contact within the health care system.

Research question: What is the prevalence of infectious diseases among young children and their 
families? How much of the infectious symptoms do the families deal with themselves, what is the 
rate of doctors’ visits and antibiotic prescriptions?

Methods: Similar study has been carried out before in Sweden (Hedin, K et al). Parents who come 
for routine check-ups with 18-month old children at their Health Care Centres are asked to partici-
pate. They are asked to answer a questionnaire, and fill out a logbook, day by day during the next 31 
days, regarding the child, s.a. specific infectious symptoms, health care visits, antibiotic consump-
tion, and parent’s sick leave. Our study started in November 2012, with about 30 children participat-
ing per month. It will be running until Mars 2014.

Results: Preliminary results after the first months, were the flu has been generally spread through-
out the country, showed prevalence of 48% (476/ 989 person-days) with symptoms of infectious 
diseases, mostly upper respiratory symptoms or 39%. During the observation period 70% of the 
children had medical visits and 21% were treated with antibiotics, mostly amoxicillin

Conclusions: Infections are very common among 18-mohts old children. Parents manage to deal 
with most of them.

Points for discussion:
 1) Are families with young children prepared for the high incidence of infectious diseases  
  among their children?
 2) Can medical advice and support be improved to families with young children
 3) Can antibiotic prescribing be improved?
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  OP-49

Impact of sports on adolescent self-rated health and body image

Aase E Dyremyhr; Esperanza Diaz; Eivind Meland

University of Bergen, Norway

Research question: To examine if and how adolescent self-rated health and body image are associ-
ated with physical activity, focusing on amount of exercise and type of sports.

Methods: The study was based on three cross-sectional surveys carried out in 2001, 2005 and 2009 
among Norwegian adolescents. The questionnaire was based on a World Health Organization cross-
national survey (Health Behavior in School Aged Children), and some questions were added by the 
chief investigator and nurses and teachers at the participating schools. The independent variables 
were amount of time spent on exercise during a week (small, moderate or great) and what type of 
sports one devoted most time to (team sports, individual sports with or without advantage of lean-
ness), with the non-sporting group as reference category. The relation between amount and type 
of exercise and self-rated health and body image was tested with binary logistic regression and 
presented as odds ratios with 95 % confidence intervals. We adjusted for gender, age and categori-
cal BMI.

Results: The response rate was 87-93 % and a total sample of 2527 students (52 % females) com-
pleted the questionnaires. Increasing amount of time spent on sports was related to improved self-
rated health and less dieting or desire to lose weight, but increased desire to change the body. Team 
sports were related to good self-rated health and decreased weight concern, whereas individual 
sports with advantage of leanness were correlated to increased desire to change the body.

Conclusions: Team sports are associated with increased self-rated health and positive body ima-
ge. Physical activity is most strongly associated with good self-rated health. Adolescents active in 
sports with leanness advantage are not more concerned with weight than their nonsporting peers. 
We have to be aware, however, that body dissatisfaction is more prevalent amongst adolescents 
spending much time on sports or engage in individual sports activities. Hence, exercise ought to 
be implemented as a natural, positive and fun part of everyday life, rather than means to an end.
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  OP-51

Urine culture doubtful in determining etiology of diffuse symptoms 
among elderly individuals.

Pär-Daniel Mattias Sundvall1,2,3; Peter Ulleryd4; Ronny K Gunnarsson1,2,5

1 Research and Development Unit, Primary Health Care in Southern Älvsborg county, Sweden.; 
2 Department of Public Health and Community Medicine, Institute of Medicine, The Sahlgrenska  
 Academy, University of Gothenburg, Sweden.; 
3 Sandared Primary Health Care Centre, Sandared, Sweden.; 
4 Department of Infectious Diseases, Institute of Biomedicine, Sahlgrenska Academy, University of  
 Gothenburg, Sweden.; 
5 Cairns Clinical School, School of Medicine and Dentistry, James Cook University, Australia.

Background: As many as half of elderly residents at nursing homes have asymptomatic bacteriu-
ria. Thus it’s hard to know if a new symptom is related to findings of bacteria in urine or not. There 
are different opinions on the possible connection between different non-specific symptoms and 
urinary tract infections (UTI). Non-specific symptoms in combination with diagnostic uncertainty 
often lead to antibiotic treatments of uncertain value. Antibiotic overuse increases the prevalence 
of antibiotic resistant bacteria.

Research question: What is the relationship between bacteria in the urine and new or increased fa-
tigue, confusion, restlessness, aggressiveness, not being herself/himself, dysuria, urgency and fever.

Methods: In this cross-sectional study symptoms were registered and voided urine specimens col-
lected for urine cultures from 651 elderly residents in 32 nursing homes located in south-western 
Sweden. Correlation between bacteriuria and presence of a symptom at group level were deter-
mined using logistic regression. To estimate the clinical relevance of correlations at group level posi-
tive and negative etiological predictive values (EPV) were calculated. EPV takes into account the 
presence of asymptomatic bacteriuria.

Results: In this study 207/651 (32%) of urine cultures were positive. Fatigue, restlessness and confu-
sion were the most common symptoms. Logistic regression indicated some correlations at group 
level. Aside from Escherichia coli in the urine and not being herself/himself present for at least 
one month, but less than three months, EPV indicated no clinically useful correlation between any 
symptoms in this study and findings of bacteriuria.

Conclusion: Urine cultures are insufficiently specific when evaluating elderly patients at nursing 
homes presenting with new or increased restlessness, fatigue, confusion, aggressiveness, dysuria 
or urgency.

Points for discussion: Urine cultures provide little or no useful information when evaluating non-
specific symptoms among elderly residents of nursing homes. Either common urinary tract bacterial 
findings are irrelevant, or urine culture is an inappropriate test. What’s your opinion? Could there be 
a new supplementing test to identify a small percentage that nevertheless has a symptomatic UTI?
This study is published in BMC Family Practice (open access). 
Link to the publication: www.biomedcentral.com/1471-2296/12/36

  OP-50

Social, age and gender differences in testing and positive rates for 
Chlamydia Trachomatis urogenital infection – a register based study.

Kasper Stenalt Pedersen; John Sahl Andersen

Section of General Practice and Research Unit of General Practice, 
University of Copenhagen, Denmark

Background: Chlamydia Trachomatis is suspected to cause female infertility and is the most wide-
spread STD with a prevalence about 5-10 % and a peak in younger individuals. The number of per-
sons diagnosed with C. Trachomatis in Denmark has increased since the 1980´s although this could 
be due to an increase in the number of tests performed. Chlamydia infection is more prevalent 
among lower social classes. The test activity in general practice (GP) and at venerological clinics (VC) 
in Denmark is not documented.

Research question: The association between age, gender and social status and testing and posi-
tive rates was investigated in the age group 15-24 years.

Methods: Data from Department of Microbiology, Hvidovre University Hospital, Copenhagen in-
cluding test performed on patients aged 15-24 years at GPs (21 887 persons) and at a venerological 
clinic (3177 persons) in 2011. These data were linked with the parental educational status delivered 
by Statistics Denmark, which also delivered a matched control group for a case-control design. The 
impact of social status was analyzed using logistic regression.

Results: Women were significantly overrepresented among tested individuals (GP: 76.6 %, VC: 60.4 
%), but men had higher positive rates at the GP (17.1 % vs. 10.6 %). In the VC no gender difference 
was found in positive tests (male 13.3% vs. female: 12.4%). Both at the GPs and in the VC most 
persons tested was in the age group 20-24 years (range: 78.1-88.5 %). At the GPs the positive rates 
for women were significant higher in the age group 15-19 years (range: 13.8-16.1%) than in the age 
group 20-24 years (range: 8.1-11.7%). Higher social status of parents was associated with higher test 
frequency, but positive testing was related to lower social status. The same associations were found 
for women in the VC, but not for men.

Conclusions: The pattern of Chlamydia testing and positive rates study enlightens a need for rela-
tively stronger focus on males, younger patients and individuals with lower social status regarding 
testing of C. Trachomatis.

Points for discussion: Which patients should be tested for C. Trachomatis in general practice?
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  OP-53

Cancer suspicion in general practice: The role of symptoms and patients 
characteristics, and association with subsequent cancer

Benedicte Scheel; Susanne Ingebrigtsen; Tommy Thorsen; Knut Holtedahl

UiT, Norge

Background: Awareness of detail in ambiguous complaints may help a GP suspect cancer when a 
malignancy is present.

Research question: To study the contribution of symptoms and patient characteristics to GPs’ can-
cer suspicion, and to what degree suspicions were confirmed.

Methods: During patient consultations GPs registered cancer suspicion occurring when a patient 
presented at least one of seven focal symptoms and three general symptoms, commonly consid-
ered as warning signs of cancer. Follow-up questionnaire was sent to the GPs 6-7 months later with 
registration of any subsequent diagnosis of cancer.

Results: In a study population of 51073 patients, 6321 patients presented WSC whereof 106 had a 
subsequent cancer diagnosis. 1515 (24%) patients with WSC were suspected of having cancer; this 
was correct for 3.8% of suspected cases and for 55% of the cancer patients. Correct cancer suspicion 
was six times more frequent than erroneous lack of suspicion. Different WSC vary in their propensity 
to produce suspicion. Multiple symptoms, previous cancer, comorbidity and multiple consultations 
increased the probability of cancer, but only multiple symptoms and previous cancer increased sus-
picion. Suspicion increased the number of diagnostic procedures. The proportion of cancer cases 
where no suspicion was registered was relatively small but important.

Conclusion: Selected warning signs of cancer appropriately raised cancer suspicion as well as pre-
viously diagnosed cancer and multiple symptoms. Comorbidity and multiple consultations were 
underestimated by the GPs as factors associated with cancer. Before a cancer suspicion can become 
strong, the GP needs more information than single symptoms can give.

Points for discussion: 
 1)  What do you think contribute most to raising your cancer suspicion in your surgery? 
 2)  How to balance between under-referral and over-referral?

  OP-52

The increasing role of diagnostic self-testing in patients’ self-management

Geert-Jan Dinant; Martine Ickenroth; Trudy Van der Weijden

Maastricht University, The Netherlands

Background: In recent years, diagnostic self-tests on body materials, with the aim to diagnose 
a certain disease or risk factor, without consulting a health professional first, have become wide-
spread available through the internet, drug stores, pharmacies and direct-access laboratories.

Research questions: Which self-tests are currrently available; how frequently are self-tests used; 
what is the change in self-testing behavior between 2006 and 2011; what are consumers’ reasons 
for self-testing; what is the quality of availble information on a selected set of self-tests; what is the 
effect of a web-based decision aid on self-testing?

Methods: A series of observational studies (qualitative and quantitative) and one single-blinded 
randomised controlled trial. Pregnancy tests and monitoring tests were excluded.

Results: We found more than 30 different self-tests on diseases and risk factors. Between 15 and 
20% of the Dutch population ever used a self-test. Determinants of self-testing fill a broad spec-
trum. Available information on self-tests is limited and biased. Our web-based decision aid showed 
a significant increase of knowledge among (future) self-testers for diabetes, but no effect on knowl-
edge among (future) cholesterol self-testers.

Conclusions: Diagnostic self-tests are widely available and a part of patients’ and not-yet-patients’ 
self-management. Consumer information is incomplete and biased. Among (future) users of self-
tests, knowledge of the pro’s and con’s is limited and difficult to improve.

Points for discussion: 
 1) What about the future of diagnostic self-testing in Western countries? 
 2) How can we (further) improve knowledge of self-testing among (future) users 
  of self-tests? 
 3) What about the role of general practice in self-testing?
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  OP-55

Validity of microscopy in the diagnosis of urinary tract infections in women

Carl Llor1; Aitor Alfaro2; Silvia Hernández2; Nuria Sierra2; Ana Moragas2; Teresa Martínez2

1 University Rovira i Virgili, Spain; 
2 Primary Healthcare Centre Jaume I

Background: In general practice the diagnosis of urinary tract infections (UTI) is often reached by 
a dipstick test, however, the validity of this method has shown to be limited. In some Scandinavian 
countries a microscopic study is also used.

Research question: To validate detection of bacteriuria by dipstick and urine microscopy in female 
patients with UTIs.

Methods: The study was carried out from October 2007 to October 2012 in six surgeries. Women 
aged 14 or older with suspected uncomplicated UTI were recruited consecutively. Participants were 
instructed on how to obtain a midstream clean-catch urine specimen and fresh urine samples were 
aseptically collected in sterile containers. For each patient three samples were taken: one was trans-
ported to the microbiology laboratory, one was tested with dipstick test, and 50 microlitres of un-
spun urine was examined by a phase-contrast microscopy by the same physician who was blind 
to the clinical symptoms and tests performed. A gold standard of a positive culture of more than 
100,000 cfu/ml with a pathogenic organism was used and the sensitivity, specificity and positive 
and negative predictive values (PPV/NPV) were calculated.

Results: 521 urine samples were collected during the study. 412 (79%) were midstream or clean-
catch samples. The sensitivity and specificity of the dipstick test was 32.6% and 81.9% for nitrates 
and 90.3% and 19.8% for leucocyte-esterase. The PPV was higher for nitrates (47.5%) and the higher 
NPV was observed with leucocyte-esterase dipsticks (80.2%). By means of microscopy, the practi-
tioner correctly identified 150 of 176 samples with bacteriuria (sensitivity 85.2%) and 177 of 347 
samples without significant bacteriuria (specificity 51%). The PPV of microscopy was 46.9% with a 
NPV of 87.2%.

Conclusions: Phase-contrast microscopy performed comparably to urine dipstick in the diagnosis 
of UTI. The data do not support the use of microscopy. The ideal method for detection of bacteriuria 
in general practice is yet to come. However, it should be accurate, quick, inexpensive and esay to 
perform.

Points for discussion:
 1) Should we continue using dipstick tests for the diagnosis of UTIs in primary care?
 2) Will Flexicult replace the use of dispticks and microscopy?

  OP-54

Gynecological cancer alarm symptoms
– prevalence and distribution in a general population

Kirubakaran Balasubramaniam1; Jens Søndergaard1; Pernille Ravn2; 
Pia Veldt Larsen1; Dorte Ejg Jarbøl1

1 Research Unit of General Practice, Institute of Public Health, University of Southern Denmark,
  Denmark; 
2 Department of Obstetrics and Gynaecology, Odense University hospital, Denmark

Background: Cancer-related mortality in Denmark is among the highest in developed countries. 
This includes the gynecological malignancies. Furthermore, Danish cancer patients are often diag-
nosed with late stage cancer diseases, maybe contributing to the high mortality rates. To counter 
this, clinical guidelines based on so-called cancer alarm symptoms have been implemented. These 
guidelines are based on retrospective data, and the predictive value of these cancer alarm symp-
toms in an unselected population is probably low.

Research questions: What is the prevalence of gynecological cancer alarm symptoms? How are 
these symptoms distributed in the population?

Methods: A population-based prospective cohort study of 51,000 women aged 20 and above, 
based on a random sample of the Danish population. The participants were invited by postal letter 
containing informed consent form and individual log-on information to an internet-based ques-
tionnaire. Besides items regarding the presence of gynecological cancer alarm symptoms based 
on a thorough literature search on Medline, the questionnaire contains items concerning lifestyle 
factors, social network, risk preferences etc.

Results: Approximately 26,350 women completed the questionnaire. Data are currently being ana-
lysed. Results showing prevalence rates will be presented at the conference. Furthermore, possible 
clustering of symptoms into symptom complexes will be shown.

Points for discussion: It is assumed that some of the symptoms will cluster into symptom com-
plexes. These complexes together with lifestyle factors in different age groups may be useful in 
identifying individuals with higher risk of development of malignant diseases.
 1)  How do we ensure that the symptom complexes depict clinically relevant situations?
 2)  How do lifestyle factors influence on the above-mentioned symptom complexes 
  and risk assessments?
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  PP-17

Interprofessional collaboration in primary care team: 
Lithuanian general practitioners‘ and community nurses‘ perspective

Lina Jaruseviciene1; Ida Liseckiene1; Jorune Vysniauskyte Rimkiene2

1 Lithuanian University of Health Sciences, Lithuania; 
2  Vytautas Magnus University, Lithuania

Background: Team approach in primary care has proved its advantage in achieving better out-
comes in care and using human health care resources more efficiently. However, research indicates 
the constraints in collaboration within Lithuanian primary care teams.

Research question: What is the Lithuanian general practitioners and community nurses teamwork 
experience?

Methods: Six focus groups were performed with 29 GPs and 27 community nurses from the Kaunas 
Region of Lithuania. Discussions were recorded; transcribed verbatim and thematic analysis of data 
was performed.

Results: There were identified six thematic categories related to teamwork in primary care: the 
structure of the primary health care team, the alliance between the primary care team members, 
the explicitness of the roles and responsibilities of team members, the competency of the primary 
care team members, the communication between primary care team members and organizational 
background for team work. Based on these findings thematic model of teamwork that embraces 
formal, individual and organizational factors was developed.

Conclusions: The need for efficient teamwork in primary care is widely consented issue; however, 
the process of team building is often taken for granted in Lithuanian primary health care. Our study 
reveals that aiming to strengthen primary care teams both formal and individual – behavioral fac-
tors should be targeted. Our study underscores the urgent need for Lithuania to provide an explicit 
formal description of roles and responsibilities of primary care team members and to set involve-
ment boundaries. The training of team members is an essential, although not unique component 
of team building process.
Study was performed in the frame of the Project „Intersectorial collaboration solving health care 
problems in social risk families”, funded by Lithuanian Science Board (No.SIN-13/2012).

Points for discussion: What should be the main components of formal framework for team work 
in primary care?

  PP-16

Multidisciplinary approach to diagnose and treat 
musculoskeletal shoulder diseases

Mikkel Granlien1; Morten Hasselbalch2

1 Allerødlægerne, Denmark; 
2 Allerød Fysioterapi & Træning, Danmark

Subtitle: Cooperation between the GP, the physiotherapist and ultrasound diagnostic

Background: It is often difficult to make an exact diagnose of shoulder diseases and complains. 
It may involve, that patients are referred to different specialists including imaging examinations 
which can be time consuming and confusing for the patients. In order to promote a more efficient 
process of diagnosing and treatment of shoulder diseases, this study creates and tests a multidis-
ciplinary setup which encompasses both the GP and a physiotherapist which also includes ultra-
sound diagnosis. The multidisciplinary setup presents the results of treatment of 12 patients with 
inflammatory shoulder problems.

Methods: Whenever the GP and/or the physiotherapist suspect an inflammatory condition, the 
physiotherapist can immediately undertake an ultrasound examination as in a single consultation 
combining the expertise of both specialists. If the clinical condition and the ultrasound findings 
indicate an inflammatory condition, the patients are immediately treated by the GP with an ultra-
sound guided injection of a depot steroid. Three months after the treatment, the patients are inter-
viewed about their experience of the treatment and their condition of shoulder diseases.

Results: This study presents the results of the multidisciplinary approach which promotes accurate 
diagnosis and effective treatment of 12 patients with shoulder diseases. In addition, the study also 
demonstrates a tested setup for an integrated knowhow collaboration and consultation practise 
between the GP and the physiotherapist with considerable improved time efficiency for both the 
specialists and the patients. (Scheme)

The benefits of the multidisciplinary approach are:
 • combining the expertise of both specialists. (1+1=3?)
 • fast diagnosis and treatment
 • no referrals

Conclusions: The combined examination by the GP, physiotherapist and ultrasound scan in the 
same séance is an alternative way off collaboration in the primary health system.
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  PP-19

An easier access to general practitioner (gp) – a case study in Espoo, Finland

Soila Tuulikki Karreinen

Espoo city, Finland

Background: Access to GP is often delayed. People need to wait for an appointment even up to 6 
weeks. This increases the pressure in acute care and causes dissatisfaction in patients and staff. Lep-
pävaara health station participated in a project aiming to improve access to GP’s consultation using 
“breakthrough collaborative”.

Research questions: Can accessibility to GP’s consultation and occupational well-being of the staff 
be improved by just re-organizing work instead of hiring more staff?

Methods: Accessibility is often indicated by T3 measure (third appointment available). The main 
goal was shortening T3 to 14 days. Others were improving occupational well-being, optimizing the 
percentage of calls answered, enhancing doctors’ sense of control in work by scheduling nurse con-
sultations, encouraging doctors to stay for longer periods, and standardizing triage and appoint-
ment calendars.
        Two measurements were completed to assess the demand of consultations in 2010 and 2011. 
Long-term follow-up was performed by measuring T3, VAS-scale (0-10) of occupational well-being, 
the percentage of calls answered and number of vacant positions.

Results: Leppävaara health station was able to cut down the median T3 to GP’s consultation from 
6 weeks to approximately 16 days in two years time. The first changes were accomplished when 
team-based system was implemented in the centre. Occupational well-being rose from 4,5 to 7. 
This was closely related to shortening of T3. The vacancies have been fully occupied and several 
permanent occupants have been recruited. Practically all calls were answered after the initiation of 
call-back system. Two vacancies were established in 2011 to respond to population growth.

Conclusions: By measuring the demand and its variation we could re-organize our work. This im-
proved accessibility and occupational well-being. Changes were easier to accept because they were 
set by the staff.

Points for discussion:
 1)  How to make changes that are sustainable even if staff members and the surrounding  
  circumstances change?
 2)  How to make sure that policies within the city are coherent but still units are aloud 
  to develop starting from their own needs?

  PP-18

“Kronikerkompasset” – The Professional Staff and their Experiences 
with Quality Development and Patient Self-Care in General Practice

Søs Malherbes Jensen

Central Denmark Region, Denmark

Background: In 2011 and 2012 550 GPs from Central Denmark Region and 650 members of their 
clinical staff carried out the most extensive quality development project in general practice so far. 
75 % of the GPs participated in Kronikerkompasset.The overall aim of Kronikerkompasset was to 
support structured quality development within the realm of chronic care in general practice.
In the course of the project, the participants worked with e.g.:
 •  Population overview
 •  Stratification
 •  Identification, development and implementation of new practices
 •  Organisation, interdisciplinary cooperation and task transition between the different 
  professional staff in the clinic
 •  Patient self-care
The interdisciplinary cooperation within the clinic was a significant factor in the quality develop-
ment approach. Combined with in-service training of the professional staff and the task transition 
taking place in many clinics, the project has been an eye-opener for the professional staff in terms of 
bringing their resources and competences into play in relation to the work on quality development 
and patient self-care.

Research Questions: How did the professional staff experience their competences and resources 
being brought into play in relation to quality development and patient self-care through their par-
ticipation in Kronikerkompasset and in-service training?
For instance, how did the staff experience:
• Changes regarding their relations with and treatment of the patients?
• Changes regarding the organization of their clinical tasks?
(including the issue of co-decision).

Methods: The survey is organized as a qualitative study with seven semi-structured interviews and 
one focus group interview with professional staff who have participated in Kronikerkompasset and 
attended the in-service training.

Results: The study is presently being conducted. The research findings and excerpts from the inter-
views will be published in an inspiration booklet to be distributed among the conference participants

Points for discussion:
 1) How can the clinical staff help support quality development and the focus on patient  
  self-care in general practice?
 2)  Is the involvement of clinical staff a prerequisite for successful quality development 
  in general practice?
 3) How can general practice strengthen the role of the clinical staff in relation to quality  
  development and patient self-care?
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Implementation of ICPC as a tool for quality improvement

Henrik Rasmussen1; Marianne Rosendal1,2

1 Quality Improvement Committee for General Practice in the Region of Southern Denmark, 
 Denmark; 
2 Research Unit for General Practice, School of Public Health, Aarhus University

Background: Electronic communication and information retrieval has become part of everyday 
clinical work and is largely based on the classification of symptoms and disorders. The domain of 
primary care is best described using the International Classification of Primary Care (ICPC). All Dan-
ish general practices use Electronic Medical Records, and coding of patient contacts by the ICPC 
became mandatory in 2013. Furthermore, all practices have installed Data Capture, which transfers 
ICPC codes to the national Danish General Practice Database. From this database, quality reports are 
generated and returned to each individual practice. The potential benefits of such reports rely on 
consistent ICPC coding of all patient contacts.

Methods: This quality improvement project aims to 1) increase the validity of ICPC coding in rou-
tine care and 2) facilitate the implementation of derived quality reports.
        Since 2008, an ICPC team appointed by the regional Quality Improvement Committee for Ge-
neral Practice has worked on facilitating the implementation process. The ICPC team includes GPs 
who are familiar with electronic medical record systems, quality improvement consultants and IT 
consultants. Implementation initiatives have been based on multifaceted strategies involving both 
GPs and their staff. Focus has been on valid classification, use cases and how to get started with the 
use of quality reports.

Results: We will present the implementation strategies provided by the ICPC team and important 
barriers encountered during the implementation process. We also wish to illustrate how the pro-
gression from the implementation of ICPC coding to the employment of quality reports has in-
creased the complexity of the implementation process since we had to meet the needs of the GPs, 
including cultural and organisational changes in general practice.

Conclusion: Implementation of diagnostic classification and quality reports in General Practice is 
complex, and barriers are substantial. Multiple strategies were developed to facilitate this process. 
Essential components were opinion leader support, meaningful use cases and facilitator availability 
to practices. The next step is to promote benefits of quality reports use in daily clinical work and to 
increase GPs’ motivation for implementing changes which may improve the quality in patient treat-
ment and increase equity in primary health care.
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  PP-23

Collaboration between general practice and municipalities – a study protocol

Julie Høgsgaard Andersen; Thorkil Thorsen; Marius Brostrøm Kousgaard

The Research Unit for General Practice, Department of Public Health, University of Copenhagen, 
Denmark

Background: Structural reforms in the Danish public sector have delegated increased responsibil-
ity for health care to the municipalities. In response, the municipalities have established a range of 
new education and rehabilitation programs for patients with chronic diseases. These developments 
have accentuated the need for collaboration between the municipalities and general practice. One 
of the most widespread programs for patient education is ‘Learn how to live with a chronic disease’, 
which is based on the Stanford Model for self management of chronic disease. However, referral 
rates to the program from general practice have been relatively low, and according to the munici-
palities this is the case for other similar programs in the municipalities as well.

Research questions:
 1)  How do municipalities and general practices collaborate on the referral of patients with  
  chronic diseases to patient education and rehabilitation programs in the municipalities?
 2)  What are the reasons for the low referral rates from general practice to patient 
  education and rehabilitation programs in the municipalities?

Methods: The data collection process is divided into three parts: 1) The first phase is comprised by 
a literature study combined with explorative interviews with key actors at local and national level. 
2) The second phase consists of a comparative qualitative case study of collaborative relations in six 
municipalities. The case-municipalities will be selected on the basis of variations on the following 
criteria: Number of referrals from GPs to ‘Learn how to live with a chronic disease’, population size 
and geographic location. 3) In the third phase, we perform a questionnaire study among a repre-
sentative sample of GPs, inquiring into their knowledge about, attitudes towards and experiences 
with referring patients with chronic diseases to patient education and rehabilitation programs in 
the municipalities.

Conclusion: The empirical results of this study will contribute to the ongoing discussion of what 
collaborative relations between general practice and the municipalities should look like and how 
these relations can be supported.

Point for discussion: What reasons could GPs have for not referring patients with chronic diseases 
to patient education and rehabilitation programs?

  PP-22

Medical Engagement Scale – a cross cultural adaptation into Danish

Peder Ahnfeldt-Mollerup

Research Unit of General Practice, Institute of Public Health, University of Southern Denmark

Background: The need to involve doctors in healthcare leadership has long been recognized. A 54 
item General Practitioner Medical Engagement Scale (GP-MES) has been designed in UK to develop 
strategies to create a culture of greater medical engagement in management and leadership. The 
Medical Engagement Scale shows promise use in Denmark.

Objective: To adapt the GP-MES for use in Denmark by: translating and adapting the GP-MES into 
Danish; and testing the suitability and content coverage in a Danish GP setting.

Methods: Forward and back translations of GP-MES were completed. A series cognitive debrief-
ing interviews were held with 5 GP’s to elicit additional concepts important to their medical en-
gagement. Following the group interviews all of the items identified by the GPs were field tested 
among a group of 5 GPs and five non-GPs with degrees in psychology, communication, and Danish. 
A group of experts reviewed the results, and after this a detailed cognitive debriefing process was 
performed. A pilot test among 20 GPs followed this process before a stable and clearly understood 
final Danish version of the GP-MES was obtained.

Results: The initial back translation of the Danish version of the GP-MES and the cognitive debrief-
ing interviews identified 18 items, that did not seem to be relevant or acceptable for a Danish GP 
setting. These were all excluded from the questionnaire. Linguistic improvements were made after 
the field test and pilot test. The result was a 36 item GP-MES which had good content validity.

Conclusion: This detailed process proved to be extremely valuable in ensuring the items were ac-
curately interpreted by Danish GPs in Denmark. Changes based on the cognitive debriefings inter-
views suggest that expert verbatim translation alone is not sufficient. The Danish version of the GP-
MES is well understood by GPs in Denmark. Next steps will be to test associations between Medical 
Engagement with efficiency and quality of care.

Points for discussion:
 1) Is Medical Engagement in leadership and management relevant for GPs?
 2) Is a cross-cultural adaptation of a questionnaire better than a forward-backward 
  translation?
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Improving treatment of hypertensive patients in primary health care 
by systematic data collection?

Susanne Lis Larsen1; Dines Heeholm Sønderstrup1; Jakob Heeholm Sønderstrup1; 
Jens Christian Toft2

1 Laegehuset i Borup, Denmark; 
2 Department of medicine, Slagelse Sygehus

Background: Most patients with hypertension are treated in primary health care, but treatment 
may be suboptimal. Sentinel Data Capture is an IT program designed to collect data automatically 
from GPs’ electronic health record system. Data include ICPC diagnoses, National Health Service 
disbursement codes, laboratory analyses, and prescribed drugs.

Research question: The purpose of the study, was to demonstrate the value of systematic data 
collection among patients with hypertension in primary health care.

Methods: In our GP clinic we have introduced ICPC diagnoses since 2009. We have 5500 patients, 
and from July 2012 we began to use systematic data collection among our patients with hyperten-
sion.

Results: The prevalence of hypertension was 16%.On average every patient got 2 antihypertensive 
drugs. 73 % of the patients were well controlled with a systolic BP < 140 mm HG, while 24 % had 
a systolic blood pressure >140, but < 160 mm HG, and 3 % had a systolic blood pressure on more 
than 160 mm HG. 30 % of the males, and 59 % of the females had LDL cholesterol levels above 2,5 
mmol/l and were not treated with a statin. Three patients had microalbuminuria without being in 
ACE inhibitor treatment.

Conclusion: Systematic data collection and the use of ICPC diagnoses in primary health care are 
effective tools to find hypertensive patients for whom treatment can be improved, and they carry 
the potential for improving quality in primary health care, and thereby improving treatment for the 
vast majority of hypertensive patients.
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   Sy-18

INTERNATIONAL OUT-OF-HOURS PRIMARY CARE 
– SIMILAR ORGANISATIONS, DIFFERENT SOLUTIONS

Most facilitators are part of an international research network on out-of-hours 
primary health care (EurOOHnet).

1,2Linda Huibers, PhD, MD; 1Morten Bondo Christensen, GP, PhD, MD; 1Grete Moth, MHSc, 
PhD; 3Gunnar Tschudi Bondevik, GP, PhD, MD; 4Jarmo Kantonen, GP, MD

1 Research Unit for General Practice, Aarhus University, Denmark
2 University Medical Centre Nijmegen, IQ healthcare, the Netherlands
3 National Centre for Emergency Primary Health Care & Department of Global Public Health and  
 Primary Care, University of Bergen, Norway
4 Emergency services, Attendo LTD, Finland

Objectives: To inform participants on variations in out-of-hours primary care organisations, in-
clu-ding pros and cons. To inspire health professionals to look at their organisation from different 
perspectives.

Background: Out-of-hours primary care is an important part of health services, providing care to 
patients with acute health problems during a considerable period of the day. In response to several 
problems, many European countries have been changing the organisation of out-of-hours primary 
care, mainly into large-scale services. Currently, health care is facing several challenges, such as high 
demands and increasing costs, in a time of economic drawback. The high demands also affect out-
of-hours care, where the majority of health problems are non-urgent, resulting in a high workload. 
Even though countries mostly provide out-of-hours primary care in large-scale services, different 
choices have been made concerning the organisation (e.g. the use of telephone triage, consultation 
nurses, and diagnostic access). Managing patients’ use of - and entrance into - out-of-hours care is 
an important aspect, using telephone access and telephone triage. Getting insight into different 
organisations, as well as their pros and cons, can inspire health professionals to look at their organi-
sation from different perspectives. This could influence their behaviour and provide input for new 
developments. Thus, our aim is to present information on organisational models for out-of-hours 
care from a European perspective.

Content: We plan to present up-to-date information on out-of-hours primary health care. We start 
with a brief overview of existing organisational models for out-of-hours primary care. Next, we 
present study results from five countries, focusing on interesting differences concerning specific 
themes such as organisation, access, triage, consumption, and patient satisfaction. Per theme we 
debate relevant issues. Finally, there will be room for discussion.

Method: The 90 minutes symposium consists of five presentations concerning the main themes, in 
which the facilitators provide some input from their national perspective. After each presentation, 
there will be room for questions. The symposium ends with an overall discussion, providing the 
audience the possibility to ask questions and to give input.

   Sy-17

QUALITY DEVELOPMENT OR PRODUCTIVITY CONTROL – POSSIBILITIES AND 
PITFALLS FOR PATIENTS AND GPs WITH AUTOMATIC DATA COLLECTION

Anders Munck1 GP (AM); Jesper Lykkegaard2 GP, PhD (JL); Jens Søndergaard3 GP, Professor 
(JS); Janus Laust Thomsen4 GP (JT); Pia Therkildsen5 GP (PT)

1 Head of Audit Project Odense, Research Unit of General Practice, University of Southern Denmark;
2 Research Unit of General Practice, University of Southern Denmark;
3 Head of Research Unit of General Practice, University of Southern Denmark;
4 Director Danish Quality Unit of general Practice, associate professor, PhD, Research Unit of 
 General Practice, University of Southern Denmark;
5 Audit Project Odense, Research Unit of General Practice, University of Southern Denmark

Objectives: With regard to automatic data collection and feedback of structured data in general 
practice, to discuss the possibilities and pitfalls for patients and GPs. 

Background: In several countries, continuous automatic data collection and feedback of structured 
data from electronic patient records are increasingly being used. The purpose of introducing such 
systems is to facilitate quality development. However, so far only little knowledge exists on the pre-
sumed benefits and possible pitfalls: How do we initiate and implement the systems, how can they 
be used to improve quality of care, and how do they affect GPs and patients in the everyday clinic?

Content: A description of the Danish system of automatic data collection and feedback of struc-
tured data in general practice. What are the new possibilities for patients and GPs (JT)?
 • Review on quality development in Danish general practice. How can we keep and   
  improve the benefits of the old well-proven quality development concepts while 
  introducing the modern automated way of audit and feedback (AM)?
 • Using automated data collection and feedback in an on-going quality development  
  project. Does it meet the challenges (JL)?
 • Novel possibilities for epidemiological and clinical research provided by automated data  
  collection.  How can experiences with quality improvement projects be systematically  
  collected for use in other practices and countries (JS)?
 • Clinicians’ and patients’ view on possibilities and pitfalls with automatic data collection.  
  Quality development or productivity control (PT)?

Method: Five short presentations of 10 minutes each. Each presentation raises a question to be 
discussed in small groups and plenum.
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   Sy-20

THE WEDGE OF CRANES 
– CLIENT CENTERED HIGH QUALITY HEALTH SERVICE SYSTEM

Doris Holmberg-Marttila1; Ulla Harala2; Anna Leimumäki2; Jaakko Lähteenmäki3

1 Centre of General Practice, Pirkanmaa Hospital District;
2 Pirkanmaan Sydänpiiri;
3 VTT

Objectives: The symposium session addresses a new service system tailored to the clients’ needs 
while at the same time being clear, effective and cost-efficient. We will present both technological 
and social service innovations being applied to a specific case of treatment of heart patients.  The 
service innovations provide individualized and well-timed support for self-care, while giving the 
professionals information about the quality and effects of the treatment and an opportunity to 
manage the services. 

Background: Based on collected information, patient forums and testing, the following problems 
in the care of heart patients were identified: (i) unsatisfactory follow-up treatment of patients after 
heart attack, (ii) regional inequality of information and services, and (iii) insufficient role of patients 
in treatment. The aim of the Kurkiaura-project is to reform the traditional organisation-centred 
model of care pathways into a patient-centred model. The pathway describes a service system that 
is individualised and tailored to clients’ needs while at same time being clear, effective and cost-
efficient.  We have utilised our functional systems to draw up care pathways that bring together a 
group of multi-professional experts from different organisations all around the Pirkanmaa area. In 
order to consider the various needs of patients, we also designed a navigator that helps both pa-
tients and experts to recognize different kinds of customerships as well as a personal health record 
system, which is integrated into electronic medical records.

Content: Introduce how to identify and typecast different client relationships that take into consid-
eration the various needs of the clients, how to build in new, concrete, seamless and client-oriented 
care pathways and how to design objectives for a personal health record system integrated into 
electronic medical records.

Method: Short presentations

   Sy-19

HOW DO I MOTIVATE MY PATIENT TO QUIT SMOKING?

Svein Høegh Henrichsen1; Anders Østrem2

1 GP Langbølgen Legesenter, Oslo, Norway
2 GP Gransdalen Legesenter, Oslo, Norway
 

Objectives: To increase the knowledge and confidence in delivering smoking cessation in primary 
care.
 
Background: Primary care will, in the years to come, face an increased challenge in tackling non-
communicable diseases (NCDs).  The four main NCDs are diabetes, chronic pulmonary disease like 
COPD, coronary heart disease and cancer.  Smoking is a major risk factor for many for these condi-
tions and if we aim to succeed in reducing morbidity and mortality we need to tackle the smoking 
epidemic. Primary care has a central role in reducing smoking and our knowledge of our patients 
over time enable us to tailor interventions to individual needs. 
 
Content: This workshop will address several aspects of smoking cessation: barriers in a busy pri-
mary care practice, motivational issues of patients, medical therapy and practical advice on how to 
get started!

Method: The topics will be introduced with a short presentation followed by interactive discussion.  
There will be ample time for questions and emphasis will be put on practical aspects of smoking 
cessation.
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   Sy-22

Perspectives from the Nordic Risk Group (NRG)
MORE FOCUS ON PERSONHOOD – AND WHAT THAT IMPLIES

Henrik Vogt, MD, PhD-fellow; Irene Hetlevik, MD, PhD; Anna Luise Kirkengen, MD, PhD 

General Practice Research Unit, Department of Public Health and General Practice, Norwegian Uni-
versity of Science and Technology (NTNU)   

Objectives: We want to reflect upon current trends in biomedicine such as personalized medicine, 
person-focused medicine and person-centered medicine and delineate the differences implicit in 
these concepts.   

Background: We are aware of emerging signs of a crisis in modern medicine, engendered by the 
predominance of technological cure over human care in clinical practice. Inherent in this process 
is a double dynamic, a gain and a loss: while technological medicine grows increasingly powerful 
in certain situations, it becomes increasingly depersonalized and disempowered in many respects. 
In other words: scientific medicine becomes scientistic as a naturalistic frame of references gains 
status as “the measure of all things” in the biomedical realm, both in knowledge production and 
clinical practice.

Content: We describe and discuss how a growing schism between the double task of curing and 
caring has generated certain kinds of “movements” in western medicine, aiming at re-introducing 
the person into clinical practice. A diversity of developments in the realms of “cure” and “care” are 
observed, all intended to “broaden the medical scope”.

Method: Four short presentations of the following topics will be given:
 1) Systems medicine or systematic medicalization?
 2) Is medical knowledge about persons?
 3) De-personalized, personalized or person-centered medicine?  
 4) Will systems biology change General Practice?
These will engender lots of questions which lead into a broad plenary discussion about the position 
of GPs in this development.

   Sy-21

EDUCATION FOR DIABETES PATIENTS IN PRIMARY CARE 
– FOCUS ON IMMIGRANT PATIENTS

Per Wändell1; Anh Thi Tran2, Merja Laine3

1 Karolinska Institutet, Stockholm, Sweden;
2 University of Oslo, Norway;
3 Vantaa Health Care Centre, Finland

Objectives: Presentation and discussion of education of immigrant patients with diabetes in pri-
mary care in the Nordic countries. 

Background: Diabetes prevalence is higher in some immigrant groups than in the indigenous 
populations in the Nordic countries, and this is true especially for non-Western immigrants. A cor-
nerstone in the diabetes treatment is the patient education, as the basics for self-care. Diabetes 
education within this context needs special skills for the care-givers in primary care, and special 
components. Different models have been discussed and also used in clinical practice, but for the 
future it is important with further discussions and to see the good examples. 

Content: In this symposium/workshop we will present and discuss models for patient education in 
primary care for non-Western immigrants with diabetes. We will present review articles in the field, 
firstly on the topic of group-based education of patients with type 2 diabetes and secondly on the 
topic of education of minority group patients with type 2 diabetes. We will also present models from 
Sweden and Norway regarding different models for patient education, including planned activities.

Method: Short presentations, followed by a panel discussion, including questions from the audi-
torium.
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  WS-15

THE CONSULTATION – TAUGHT BY FIVE CARDS

Jan-Helge Larsen1; Charlotte Hedberg2

1 GP, late Associate Professor;
2 GP, Karolinska Institute, Stockholm

Objectives: The consultation can be divided into three parts: The Patients’, the Doctors’ and the 
Common part. We want to share our experiences using a new and simple tool to make it easy for you 
to make the Patients’ part into a patient-centred consultation and work less.

Background: This workshop applies for all clinical working doctors because it presents some sim-
ple and effective tools for the consultation. The workshop gives you an easy way to find, train and 
learn the underlying dimensions of patient-centred care. Also it gives you the opportunity to try the 
tools and decide for yourself if they are useful for you.

Content: First we will present the consultation divided into three parts. The five cards in the Pa-
tients’ part we will then present and in a role-play show how to use them. Then participants in 
groups of three will role-play, one being the observer who might help the doctor handing over 
cards during the role-play. 
While letting the patient tell his story, you will have to imagine you have got five cards: 
 1) Acknowledgement card. Of this card you can give as many as you can and the 
  patient  will feel listened to and stimulated to go on. 
 2) Control card. Every time you summarize what the patient has told you, he will listen  
  to you. That gives you the opportunity to control the conversation and play one of 
  the following cards.
 3) Idea card. This card you must give at least one time.
 4) Concern card. Also this card you must give at least one time
 5) Expectation card. Give it at least one time, because it will clarify what you have to 
  do in the consultation.

Method: We will give a short presentation, role-play ourselves and then ask participants to role-
play in pairs of three. Finally we will have a plenary discussion.

To be considered in advance: 30-40 participants (depending on facilities for small group work)

   WS-14a

CONVERSATIONS INVITING CHANGE

Dr Helen Halpern; Dr Richard Walthew; Dr Jo Sudell

London Deanery, University of London 

Objectives: To understand some concepts underlying the model of Conversations inviting change. 
To practise skills. To experience working with the model using material from participants’ own pro-
fessional practice

Background: Clinicians, educators and managers need sophisticated communication skills and this 
workshop covers an advanced conversational model. No specific prior knowledge is required. 
 The workshop will introduce participants to Conversations inviting change, a communication 
model based on narrative studies and systemic family therapy. First developed at the Tavistock Clinic 
in London by John Launer and Caroline Lindsey, it is now taught widely to clinical teachers in both 
primary and secondary care in London.  Conversations inviting change is a generic model that can 
enrich all professional encounters with patients and their families, and with colleagues, trainees, ap-
praisees and teams.  It has an emphasis on curiosity, contexts and complexity. The skills – including 
‘circular questions’ – are particularly useful in helping people to move on in situations where they 
feel stuck.
 Ideally participants should come with a specific, but anonymised case example where they 
have a current dilemma or concern that they would be prepared to talk about within a confidential 
peer group setting. People may also be interested in participating even if their particular case is not 
used as there is often learning that can be transferred from joining in the discussion.

Content and method: Short presentations on underlying themes of Conversations inviting change. 
A demonstration of this model using a case brought by a participant. An opportunity to reflect on 
similarities and differences between this model and other models of supervision with which partici-
pants may be familiar. Skills practice in small groups with coaching from a facilitator. Feedback and 
discussion on how to develop and apply skills further.

To be considered in advance: Three sessions are available, 90 minutes each. Pre-registration is 
required. Maximum number of participants per session is 20. 
Reading in advance: http://www.faculty.londondeanery.ac.uk/e-learning/supervision/
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  WS-17a

GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE

Note! WS 17a and 17b will be organized in English. WS 17c will be organized in Finnish.

Facilitators in English session
Helena G. Nielsen1 GP, Balint group leader; Outi Seppälä GP, psychotherapist, supervisor2

1 University of Copenhagen 
2 Helsinki Health Care Centre

Facilitators in Finnish session
Tuula Arvonen3, specialist in general practice, group supervisor; 
Marja Kylä-Utsuri, specialist in general practice4 
3 Vantaa
4 Salo Health Care Centre

Objectives: The aim of this workshop is to demonstrate the potential of clinical  supervision in 
groups.

Background: Clinical supervision is an important part of medical education and professional de-
velopment. The Balint group is one of the first known models of supervision groups for GPs, where 
the doctor-patient relationship is the main focus.  Another well known  supervision model  is the 
reflecting team. In Balint groups as well as in reflecting team, shared reflection on issues concern-
ing doctors’ work is encouraged and supported, and empathy with challenging patients can be 
regained. Topics which may have arisen during the congress among group members concerning 
partnership with patients may be illustrated.

Content: In the workshop the Balint method will be demonstrated in a “fish bowl”. A “fish bowl” 
consists of two circles. While the participants in the inner circle are reflecting on a case presented 
by a person from the inner group, the outer circle is reflecting on the process going on in the inner 
group. The group work is facilitated by the supervisor and the co-supervisor.

Method: Small group work followed by discussion in a larger group

To be considered in advance: Maximum numbers of participants 24 persons. Pre-registration is 
required.

 WS-16

ACCREDITATION OF DANISH GENERAL PRACTICE – THE EXPERIENCES SO FAR

Ynse de Boer1, GP; Marianne Rosendal2 Senior researcher, PhD; Jørgen Peter Ærthøj, GP3

1 Danish College of General Practice;
2 Quality Improvement Committee for General Practice, Region of Southern Denmark
3 Nord-KAP (the Unit for Quality Improvement , Region of Northern Jutland)

Objectives: We aim to present the Danish Quality Model for General Practice and discuss expe-
riences with the implementation in daily practice.

Background: There is a growing demand for transparency and documentation of good quality in 
relation to health care services. For this purpose Denmark has developed the Danish Quality Model 
(DDKM), based on implementation of quality standards, use of the quality circle and accreditation. 
The model has been applied in secondary care and pharmacies, and has now been expanded to 
include general practice.
       In Denmark, we have developed 19 standards in 5 domains: patient care pathway, patient in-
volvement, patient safety, organisation and diabetes. These standards have been pilot tested in 26 
practices and are currently redefined, based on the experiences of the participating facilitators and 
practices. 

Content:
 •  Y de Boer: Presentation of the Danish Quality Model, the standards developed for  
  general practice and the results from the evaluation of the pilot test.
 • JP Ærthøj and M Rosendal: Introduction to small group work: We will invite the audience  
  to discuss one of the Danish  standards: 1) “how would you implement this standard in  
  your own working environment?” and 2) “would a standard like this change the quality  
  of work in your daily working environment?”
Accreditation is a method in use in several countries, but it has yet to be proven that this method 
leads to actual quality improvement. We would like to open a debate about which parameters 
would be relevant and meaningful in clinical practice in order to make the accreditation process a 
valuable tool for quality improvement in general practice. 

Method: Short lectures, group-work and plenary discussion

To be considered in advance: Maximum number of participants: 30. Reading in advance: for those 
interested: http://www.ikas.dk/IKAS/English.aspx
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  OP-57

Difficult childhood as a predictor of multimorbidity 
– mediated by allostatic load?

Margret Olafia Tomasdottir1; Linn Getz2; Johann Agust Sigurdsson1; Halfdan Petursson2; 
Anna Luise Kirkengen2; Steinar Krokstad3; Bruce McEwen4; Irene Hetlevik2

1 Primary Health Care of the Capital Area, Reykjavík, Iceland; 
2 Department of Public Health and General Practice, Norwegian University of Science and 
 Technology, Trondheim, Norway; 
3 The Nord-Trøndelag Health Study Centre, Trondheim, Norway; 
4 Laboratory of Neuroendocrinology, The Rockefeller University, New York,

Background: Complex and chronic diseases often cluster in the same patients. Research indicates 
that chronic dysregulation of major adapative systems caused by accumulated mental and/or phys-
ical strain, allostatic overload , may represent an underlying common denominator (“cause behind 
the causes”). It has also been documented that adverse childhood experiences are associated with 
disease development later in life.

Research question: Is a self-reported difficult childhood associated with markers of allostatic over-
load and multimorbidity in a general population?

Methods: Our data come from the Nord-Trøndelag Health Study, HUNT 3 (2006-8) with 47.959 
participants (20-79 years). 21 chronic disease conditions were counted, and two or more defined 
as multimorbidity. Ten factors indicative of allostatic load were measured. The participants were 
grouped according to the self-reported quality of their childhood (posed as one question, alterna-
tives ranging from ‘very good’ to ‘very difficult’).

Results: Overall, 84% of participants reported a ‘good’ or ‘very good’ childhood; 3.4% ‘difficult’ and 
1% ‘very difficult’. The mean age of respondents with a very good childhood was 50.8 years, com-
pared to 46.3 years of those with a very difficult childhood (p<0.001). Among people aged 40-59 
years, 43% with a very good childhood had multimorbidity, compared to 80% among those with a 
very difficult childhood (p<0.001). 48% of the latter group had four or more diseases. The findings 
were similar in both genders. In the age group 20-59 years, we found a clear trend indicating higher 
allostatic load in individuals with a more difficult childhood.

Conclusions: Our data show a clear connection between childhood difficulties and multimorbidity 
in adulthood. The documented trend towards higher allostatic load, strengthens the hypothesis 
that chronic physiological dysregulation represents a causal pathway.

Points for discussion:
 1) Difficult childhood and health problems later in life – implications for practice and  
  further research?
 2)  Can further development of the concept allostatic load facilitate a deeper under 
  standing of multimorbidty as a phenomenon?

  OP-56

Apparently healthy individuals – is there any?

Päivi Elina Korhonen

University of Turku, Finland, Satakunta Hospital District, Central Satakunta Health Federation 
of Municipalities

Background: Cardiovascular disease (CVD) remains the major cause of premature death in Europe. 
Primary prevention strategies of CVD depend on the accuracy of the assessment of health and ill-
ness. We evaluated health states of apparently healthy persons based on their own perceptions and 
on the observations of general practitioner.

Research question: How healthy are apparently healthy subjects?

Methods: Using a targeted screening method, we identified 462 individuals aged 45-70 years with-
out previously undetected illnesses but with ≥1 cardiovascular risk factor.
Hypertension was diagnosed if the mean of home blood pressure (BP) monitoring for one week 
was ≥135/85 mmHg. Glucose disorders were classified according to the WHO criteria by perform-
ing 2-hour oral glucose tolerance test. Ankle-brachial index (ABI) ≤0.90, calculated by dividing the 
lower ankle systolic BP by the higher brachial systolic BP, was considered peripheral arterial disease 
(PAD). Estimated glomerular filtration rate was determined using the MDRD Study equation and 
levels <60 ml/min/1.73 m2 were considered renal insufficiency.
 Before the clinical examinations, health-related quality of life (HRQoL) was assessed by the SF-
36 questionnaire.

Results: In the 462 apparently healthy adults (mean age 57±7 years, 50% female), the prevalence of 
previously undiagnosed conditions were: hypertension 113/462 (24%), diabetes 19/462 (4%), renal 
insufficiency 23/462 (5%), and PAD 17/462 (4%). Eighteen subjects had at least two of these condi-
tions. Thus, 154/462 (33%) of the apparently healthy subjects were not truly healthy.
 The mean SF-36 score in general health perception was lower in not-healthy than in healthy 
subjects (60.8 vs. 65.7, p=0.005).

Conclusions: A third of apparently healthy cardiovascular risk subjects are not truly healthy when 
assessed by diagnostic methods easily available for a general practitioner. Undiagnosed conditions 
affecting vasculature may impair an individual´s HRQoL.

Points for discussion: 
 1)  Can we help our patients by giving a diagnosis to his or her ill-health instead of naming  
  risk factors?
 2) Should we use more intensive preventive interventions at population level?
 3) Should general practitioners be more involved in community orientation?
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  OP-59

Effects of Finnish comprehensive school reform on gender and 
socioeconomic inequalities in mortality and hospital utilization

Hannu Oiva Ensio Vessari1; Eddy van Doorslaer2

1 Tampere University, School of Management, Economics; 
2 Erasmus University Rotterdam, Erasmus School of Economics

Background: As part of building Nordic welfare state, Finland adopted a comprehensive school re-
form between years 1972 and 1977. The main change in the reform was the increase of school track-
ing age of children from 10-11 years of age to 15-16 years of age. The reform was passed through 
the country region by region starting from northern Finland and spreading towards south.

Research question: To examine the causal effects of the reform on health in a quasi-experimental 
setting.

Methods: By combining Finnish Longitudinal Census data and National Hospital Discharge records, 
the effects of the reform on all-cause mortality analyzed with Cox regression and hospital utiliza-
tion with negative binomial regressions. Explanatory variables included exposure to the reform, sex, 
birth cohort, region, and parental socioeconomic status indicators (father’s education and parental 
income).

Results: The main findings are that the comprehensive school reform may have had a pro-female 
effect on mortality between sexes, which suggests that the reform should have increased the life 
expectancy gap between genders. As such, it does not help to explain the observed reduction in 
differences between period life expectancies between males and females after 1978. Secondly, the 
reform didn’t have a significant effect of socioeconomic distribution of health measured by morta-
lity and hospital utilization. Third, parental income is associated adulthood mortality and hospital 
utilization regardless the socioeconomic status in adulthood. And finally fourth, the comprehensive 
school reform reduced the association of parental income on number of hospital admissions espe-
cially among lower socioeconomic groups, and reduced the importance of father’s education on 
hospital admissions within lowest educational group.

  OP-58

DanChild – the Danish Child Cohort in General Practice

Kirsten Lykke1; Jakob Kragstrup1; John Sahl Andersen1; Anette Graungaard1; Susanne 
Reventlow1; Anne-Marie Nybo Andersen2; Pernille Stemann Larsen2

1 Research Unit for General Practice and Section of General Practice, Department of Public Health,     
  University of Copenhagen, Copenhagen, Denmark,; 
2 Department of Public Health University of Copenhagen

Background: There is good evidence that influences early in life plays a crucial role for health later 
in life. This knowledge is mainly achieved by means of large birth cohorts carried out in Denmark 
and abroad.
 Denmark has some of the best records on health and disease, and is also one of the countries 
in the world that have the greatest experience in implementing large cohort studies. “The Danish 
National Birth Cohort” was started over 15 years ago where approx. 100.000 pregnancies where 
enrolled. This cohort has so far contributed valuable knowledge, but the world continues to evolve, 
and exposures that the population lived with 15 years ago are not the same today. Also, disease 
patterns have changed significantly.
 In Denmark, all citizens, regardless of age, ethnicity and social position are seen by their gen-
eral practitioner (GP) continuously. The first time a pregnancy is registered is in general practice, and 
at the antenatal care visits the GP records information on maternal lifestyle factors, occupational 
status, social relations, medication etc. Also, information on biological specimens and the woman’s 
well-being are recorded. From age 0-5, the child is invited (through the parents) to seven preventive 
health examination, where information on development and well-being are recorded. The informa-
tion recorded could be used in a very cost-effective way for etiological child health research.

Research question: The aim is to generate data, that will lead to greater knowledge about how 
disease can be prevented and health can be promoted from the beginning of life.

Method: The cohort will come to encompass a large group of children born in Denmark, who will 
be enrolled through their mother at the first antenatal care visit. Data recorded during pregnancy 
and at the preventive health examinations will be captured from the medical files, thereby using 
information that is currently recorded by the GP for child health research.

Conclusion: A new birth cohort based on data from general practice has many advantages and will 
be able to contribute with new knowledge.

Points for discussion: Important health problems that can be studied in Child Cohort based on 
data from General Practice?
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  OP-61

A history of hard physical work and associations with physical performance 
in late mid-life. A retrospective cohort study in Denmark.

Anne Møller1; Ole Steen Mortensen2; Johan Hviid Andersen3; Kirsten Avlund4; 
Susanne Reventlow1

1 The Research Unit for General Practice and Section of General Practice, Department of Public  
 Health, University of Copenhagen, Denmark; 
2 Department of Occupational Medicine, Køge Hospital, Denmark; 
3 Danish Ramazzini Center, Department of Occupational Medicine, Regional Hospital Herning,  
 Denmark; 
4 Section of Social Medicine, Department of Public Health, University of Copenhagen, Denmark

Background: Patients and doctors often associate a history of hard physical work with poor physi-
cal performance in late mid-life. However in the literature, hard physical work has been suggested 
both strengthening and deteriorative to physical performance.

Research questions: Is a history of hard physical work associated with physical performance 
(hand-grip strength, balance and chair-rise ability) in late mid-life?

Methods: The Copenhagen Aging and Midlife Biobank (CAMB) provided data about employment 
and measures of physical performance in 3,843 Danes. Exposure to lifting was used as a proxy for 
hard physical work. Individual job histories, including duration of employment in specific jobs, were 
assigned exposures from a job exposure matrix. Summation of exposure to lifting throughout work-
ing life was standardized to ton-years (lifting 1000 kg each day in one year). The effect of ton-years 
on physical performance (hand grip strength, balance and chair-rise) was analyzed in linear and 
cubic multiple regression models, adjusted for potential confounders.

Results: In men, lifting was associated with poorer chair-rise performance (-0.013 chair-rises/30 sec 
per ton-year (p=0.012)) but not associated with hand grip strength or balance. In women, lifting 
was not associated with measures of physical performance. The cubic regression analyses showed 
signs of non-linear associations between lifting and physical performance in both genders.

Conclusion: In this cohort a history of hard physical work was associated with decreased chair-rise 
performance in men though the numerical difference was small. In women, no associations be-
tween hard physical work and physical performances were seen. Signs of both strengthening and 
deteriorating effects were seen in non-linear regression models.

Point for discussion:
 1)  Implications for general practice
 2)  What is the impact of work on physical performance in late midlife compared to 
  other factors?
 3)  Gender differences in the associations between hard physical work and physical 
  performance

  OP-60

Estonian young physicians as health promoters - A seventeen year follow-up

Alar Sepp

Tallinn Health Care College, Estonia

Background: The physician’s professional identity has changed together with the changes in Esto-
nian society

Research question: The aim of the study is to find out what are the physician’s opinions on these 
changes.

Methods: The web questionnaire was used to study to what extent Estonian young physicians 
identify themselves as health promoters. What are the differences between physicians working in 
clinical practice or in primary health care practice and what changes have taken place during re-
cent years? Altogether 1802 physicians were questioned in 1995 (graduated in 1982-1991), 2563 
physicians (graduated in 1982-1996) and 457 family doctors in 2000 and 1025 physicians in 2005 
(graduated 1982-2001) and 891 physicians in 2011 (graduated in 1997-2006). The response rates 
were 64%, 68%, 73%, 64%, and 64,5%, respectively.
The answers were analysed as longitudinal study and quantitative research methodology demands.

Results: Physicians working in primary health care practice (family doctors) identified themselves 
in health promotion activities more frequently than physicians working in clinical practice. Female 
doctors identified themselves in health activities more frequently than male doctors. During a 17-
year period the activities in health promotion area have increased. Among physicians who have 
graduated recently the proportion of health promotion activities is higher than among older physi-
cians.

Conclusions: Doctor’s point of view is important when we are thinking how to develop our health-
care system to be more health promotion centred.



182 183

O
P-62             FRID

AY 10.30 – 12.00

O
P-63              FRID

AY 10.30 – 12.00

  OP-63

Cognistat as a multi-domain test for detection of cognitive 
impairment in primary care

Maria M. Johansson1; Anna Maria Segernäs Kvitting2; Ewa Wressle1; Jan Marcusson1

1 Division of Geriatric, Dept. of Clinical and Experimental Medicine, Faculty of Health Sciences,  
 Linköping University, Dept. of Geriatric Medicine, Linköping, Sweden; 
2 Division of Community Medicine/General Practice, Dept. of Medical and Health Sciences, Faculty  
 of Health Sciences, Linköping University, Linköping, Sweden

Background: The prevalence of dementia for people 65 years and older is 5 – 10% and increasing. 
Primary health care plays an important role in early detection of cognitive dysfunction. Early detec-
tion may facilitate future health care planning for the patients. Clearly, diagnostic cognitive evalua-
tion requires validated and applicable primary care instruments.

Research question: This study investigates the validity of a multi-domain screening test (Cogni-
stat) in dementia evaluations in a primary care population.

Method: Eighty-one Swedish participants from four primary care centres were recruited. 52 par-
ticipants had suspected cognitive symptoms and 29 were visiting a primary care facility for other 
medical reasons and were presumed cognitively healthy. All participants were tested using the 
Mini-Mental State Examination (MMSE), the Clock Drawing Test (CDT) and the Cognistat. The diag-
noses were blinded from these tests and were based on independent neuropsychological examina-
tions and medical examination findings. Cognistat was validated against clinical diagnosis using the 
results of the neuropsychological tests, the lab results, the CT scan, and the consensus conclusions 
provided by the neuropsychologist and a geriatric specialist.

Results: The sensitivity, specificity, positive predictive value, and negative predictive value of Cog-
nistat for detecting cognitive impairment were 85%, 79%, 85%, and 79%, respectively. These results 
indicate that the test is more sensitive (and still specific) than the MMSE in this population. In com-
parison with the combination of MMSE and CDT, Cognistat is still more sensitive (with the same 
specificity). The area under Receiver Operating Curve (AUC) for memory was 0.84 and the AUC for 
construction was 0.73. The other subtests were below 0.70.

Conclusion: Cognistat showed fairly good validity for detecting cognitive impairment in primary 
care. The instrument is usable for basic dementia evaluations but could also be a complement when 
MMSE and CDT results are questionable.

Points for discussion:
 1)  Do you think Cognistat is a usable multi-domain cognitive instrument for diagnostic  
  dementia evaluations in primary care?
 2)  What is your experience about diagnostic dementia evaluations in a primary 
  care setting?
 3)  Are there any ethical questions to considerate if general practitioners have a more  
  active approach to dementia assessments?

  OP-62

Living wills and the reality at the end of life – a community-based follow-up

Helena Karppinen1, 2, Marja-Liisa Laakkonen2, 3, Timo E Strandberg1, 2, 4

Reijo S Tilvis1, 2, Kaisu H Pitkälä1, 2

1 University of Helsinki; 
2 Helsinki University Central Hospital; 
3 Department of Social Services and Health Care, Laakso Hospital, Helsinki; 
4 University of Oulu

Background: Living will (LW) documents have been suggested to act in patients’ best interests in 
end-of-life care. It is unclear, however, whether the LWs influence medical decisions when death is 
impending, especially among older people in Europe.

Research question: Does a pre-existing LW among community-dwelling older people have an influ-
ence at the end of life?

Methods: In a community-based longitudinal cardiovascular prevention trial (DEBATE) in Helsinki, 
home-dwelling older people with an atherosclerotic disease (n=378, mean age 80.2 years) were 
questioned about the pre-existence of a written LW at baseline (n= 44) in 2000. In 2010, all death 
certificates (n= 207) were analysed. Data concerning place and cause of death, event history, inten-
sity of care, decision-making process, and length of the dying process were collected from the death 
certificates. People with a LW (n=30) at baseline were compared with those without one (n=177).

Results: Of the deceased, 77% died in hospital. Intensity of end-of-life treatment or cause of death 
did not differ between the groups. Half of the deceased had an active acute treatment before death, 
one in three had a palliative treatment plan, and one in ten was resuscitated in both groups. How-
ever, dying at home was more common among persons with a LW (16.7% vs. 5.6%, p=0.031), and 
length of the dying process was shorter in this group (<1week in 50.0% vs. 27.1%, p=0.013).

Conclusions: Length of the dying process was often shorter and home death more common among 
older people with a signed LW. More insight into the decision-making and dying process is required.

Points for discussion:
 1) How can we ensure that the decision-making process accommodates better the 
  preferences of older people?
 2) In-hospital deaths are extremely common in Finland.
 3) Is the involvement of primary health care crucial for repeated discussions with patients  
  about end-of-life issues?
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  OP-65

Melatonin for withdrawal of benzodiazepine-type hypnotics in older 
primary insomniacs: randomised double-blind placebo-controlled trial

Ritva Helena Linnea Lähteenmäki1; Juha Puustinen1; Tero Vahlberg1; Markku Partinen2; 
Pertti J. Neuvonen2; Ismo Räihä1; Sirkka-Liisa Kivelä1, 2

1 University of Turku, Finland; 
2 University of Helsinki, Finland

Background: Primary insomnia in older adults is often associated with the chronic use of benzo-
diazepine-type drugs (here BZD) as hypnotics. The risks of tolerance, dependence and abuse are 
substantial. How to support the patients in the BZD withdrawal in primary care? This trial presents 
one protocol for BZD withdrawal.

Research questions: Does controlled-release melatonin and psychosocial support aid the short-
term and long-term withdrawal of chronic BZD use.

Methods: A double-blind, randomized, controlled, single centre trial performed in a primary care 
outpatient clinic in Finland. 92 men and women (≥55 years) with primary insomnia, chronic temaz-
epam, zopiclone or zolpidem use and willingness to withdraw their BZDs received either melatonin 
(2 mg, controlled release) or placebo nightly during one month. At the same time BZDs were gradu-
ally withdrawn. A primary care physician and nurse gave individual sleep hygiene counselling and 
psychosocial support. Withdrawal rates and adverse events were followed. Complete BZD with-
drawal during one month, the reduction of BZD use, and BZD abstinence up to 6 months were 
recorded.

Results: The demographic variables did not differ between the groups. 89 participants (97%) com-
pleted the trial; 2 drop-outs on melatonin, 1 on placebo. After the one-month withdrawal period, 
31 participants (67%) in the melatonin and 39 (85%) in placebo group had withdrawn their BZDs 
completely (P=0.074 between groups). At six months, 14 participants (30%) in the melatonin and 
20 (43%) in placebo group were BZD abstinent (P=0.277). The reduction in BZD use was significant 
in both groups expressed in defined daily doses (P<0.001). However, the reduction was smaller in 
the melatonin than in placebo group. Withdrawal symptoms were similar in both groups (P=0.252). 
There were no serious adverse events.

Conclusions: Both melatonin and placebo combined to psychosocial support and gradual dose 
reduction of BZDs produced high short-term and moderate long-term BZD abstinence. Melatonin 
did not improve the withdrawal results.

Points of discussion:
 1)  Have you seen hypnotic dependent older people in your practice?
  Have they had any harms?
 2)  Have you tried to withdraw chronic BZD-users?

  OP-64

A Delphi Consensus Process for the Development of a New Set of Explicit Criteria 
for Determining Potentially Inappropriate Medication Use In Nursing Homes

Gunhild Nyborg; Jørund Straand; Atle Klovning; Mette Brekke

Department of General Practice/Family Medicine, Institute of Health and Society, University of 
Oslo, Oslo, NorwayUniversity of Oslo, Norway

Background: Residents of nursing homes are often very frail. Many have multiple comorbidities 
and some degree of organ dysfunction. This calls for a particularly attentive medication use in this 
population, in order to balance the need of medication versus increased risk of negative side-effects 
and interactions from drugs.

Research question: To develop a new set of explicit criteria for inappropriate medication use in 
nursing homes through a consensus validation.

Methods: The authors, acting as facilitators, developed a suggestion of 27 criteria based on the 
NORGEP criteria, extensive literature searches and their own knowledge and clinical experience. The 
survey was conducted as a three-round modified Delphi process. Panelists were given each state-
ment with a brief explanation and relevant references and were encouraged to give their comments 
for additional references and criteria. In the second and third rounds the panelists were shown re-
sults from the former round when asked to give their new score. Main outcome was the panelists’ 
evaluation of the clinical relevance of each criterion on a digital VAS-scale from 0 to 10. Degree of 
consensus was measured by 95% confidence intervals from the mean VAS-scale response. If the 
lower limit of the CI was above 7, the statement was included in the tool.

Results: Altogether 80 specialists in geriatrics and clinical pharmacology, doctors in nursing homes 
and especially experienced pharmacists agreed to take part in the survey. 65 (77.5%) completed the 
first round, thus being included in the next round. 49 (61.2%) panelists completed all three rounds 
(75.4% of those entering the survey). Preliminary analyses show that the degree of consensus in-
creased with each round. No criterion was voted out of the list. Suggestions from the panel lead to 
seven additional criteria in round two. All of these were kept in the final validated version.

Conclusion: A validated list of 34 explicit criteria for potentially inappropriate medication use in 
nursing homes was developed through a three-round, modified Delphi process.

Points for discussion
 1) The clinical use of lists of explicit criteria as tools for assessing inappropriate 
  medication use
 2) The need for increased knowledge concerning medication use in the very old and frail



186 187

O
P-66             FRID

AY 10.30 – 12.00

O
P-67              FRID

AY 10.30 – 12.00

  OP-67

GPs prescription patterns of potentially addictive 
medication to elderly patients.

Study based on The Prescription Peer Academic Detailing  (Rx-PAD) study. 

Anne Cathrine Sundseth; Svein Gjelstad; Jørund Straand; Elin O. Rosvold

Background: Elderly people are at particular risk of harmful side effects  from use of potentially 
addictive medication (PAM). Still, use of benzodiazepines, z-hypnotics and opioids increase among 
elderly. The majority of the prescriptions are  carried out by general practitioners (GPs). It is there-
fore important to assess the GPs’ prescribing patterns of potentially addictive medication to elderly 
patients. 

Research question: How are the GPs’ prescription patterns of potentially addictive medication to 
elderly patients?

Methods: 150 Norwegian GPs participating in an educational intervention study aimed at improv-
ing GPs’ on prescribing (Rx-PAD study) were included in a study of prescription of PAM to patients 
70 years or older. For a pre-interventional period of eight months we obtained data on all target 
prescriptions and consultations from the GPs’ electronic patients records combined with data from 
the Norwegian Prescription Database. The patient-doctor contacts were divided into direct consul-
tations (office-consultations and home-visits) and indirect  consultations (brief office-visit without 
consultation, contact by telephone, mail  and between doctor and home-based nurses/other care-
takers). 

Results: Preliminary results show that most prescriptions of PAM were filled by the patients regular 
GP and more than one third of  the prescriptions were filled without direct doctor-patient consulta-
tions. Prescribed quantities of 100 tablets or more were given in more than 50%, and use of two 
or more different addictive substances was common. Z-hypnotics (particularly zopiclone) was the 
drug most commonly prescribed, both during indirect- and direct doctor-patient contacts.  
More results will be presented at the Congress. 
   
Conclusions: Most prescriptions for PAM to elderly patients were issued by the patients regular GP. 
However, the results clearly implicate potentials for improving GPs’ prescription patterns, especially  
by endeavoring to prescribe more during direct doctor-patient consultations. 

Points for discussion:
 1)  Is overlooking and misinterpreting older patients’ signs and symptoms of potentially  
  addictive medication side-effects and overuse an underestimated problem ?  
 2)  To which extent should GPs endeavour  withdrawing potentially addictive medicines  
  among their elderly patients?

  OP-66

Prescription Peer Academic detailing (Rx-PAD) to reduce inappropriate 
prescribing for elderly patients in general practice. 
A cluster-randomized educational outreach intervention.

Sture Rognstad; Mette Brekke; Arne Fetveit; Ingvild Dalen; Jørund Straand

Department of General Practice, University of Oslo, Norway

Background: Elderly patients are at particular risk for adverse drug reactions a large share of which 
are preventable. Interventions targeting potentially inappropriate prescriptions (PIPs) are consi-
dered important measures to minimize drug related harm, especially in the general practice setting 
where most prescriptions for elderly patients are issued.

Research question: To study effects of a multifaceted educational intervention in general practice 
aiming to reduce the prevalence of a set of listed PIPs for elderly patients.

Methods: Cluster-randomized educational intervention study in Norwegian general practice. Pre-
study data were captured from January 2005 to December 2005 and poststudy data from June 2006 
to June 2007. The educational intervention was carried out from January 2006 to June 2006.
 Eighty continuing medical education (CME) groups (465 GPs) were randomized to receive this 
(41 CME groups; 256 GPs) or another educational intervention (39 CME groups; 209 GPs) being cont-
rols for each other. GPs’ prescription data from before and after the intervention were assessed 
against a list of 13 explicit criteria addressing PIPs to be avoided whenever possible for elderly (70 
years and over) patients. The criteria addressed a wide spectrum of therapeutic areas, seven criteria 
addressed single drugs while the rest were drug-drug combinations.

Results: 449 GPs (96.6%) completed the study, 250 in the intervention group and 199 in the cont-
rol group. Significant improvements were obtained for 12 out of 13 predefined explicit criteria for 
inappropriate prescriptions. In the intervention group, the number of PIPs per 100 patients was re-
duced by 17.9%, as opposed to 6.2% in the control group. Unadjusted net reduction of PIPs per 100 
patients was 12.1%, and 10.3 (5.9 – 15.0)% when adjusted for baseline differences and intra-cluster 
effects.

Conclusion: Educational outreach visits with audit using GPs as academic detailers in GPs’ CME 
groups reduced PIPs for elderly patients ≥ 70 years in general practice.

Points for discussion:
 1)  Educational interventions using audit and feedback, a useful tool for continous medical  
  education in general practice?
 2) Should we use peers as academic detailers for improving GPs’ prescribing practice?
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  OP-69

Drug use in early pregnancy – Cross-sectional analysis from 
the Childbirth and Health study in primary care, Iceland.

Thury Osk Axelsdottir1; Emil L. Sigurdsson1; Anna Margret Gudmundsdottir1; 
Hildur Kristjansdottir2, 3; Johann A. Sigurdsson1,4

1 Department of Family Medicine University of Iceland, Solvangur Health Centre,   
 IS-220 Hafnarfjordur, Iceland.; 
2 Directorate of Health, Reykjavik, Iceland.; 
3 Department of Midwifery, University of Iceland, Reykjavik Iceland.; 4Centre of Development,  
 Primary Health Care of the Capital Area, Thonglabakka 1 IS-109, Reykjavik, Iceland.

Background: The epidemology of drug use in primary care setting in pregnancy in Iceland is largely 
uncharted. The aim of the present study was to get an overview of drug use amongst pregnant 
women, prior to and during early pregnancy with special focus on psychotropics and analgesics.

Research questions:
 • Describe drug use during pregnancy in primary care setting.
 • Which, if any, sociodemographic factors might be associated with drug use during 
    pregnancy

Methods: A total of 1765 women were invited by convenient consecutive manner and 1111 partici-
pated. They were stratified according to residency, followed by a postal questionnaire with focus on 
women´s experience of maternity services, their health, well-being, attitudes and expectations dur-
ing pregnancy and after birth. Questions regarding self-reported drug use at 11-16 weeks and six 
months prior to pregnancy were included in the questionnaire. Limited number of drug categories, 
sleep medication, analgesics, antidepressants, relaxants, vitamins, minerals, hormones, nicotine 
and homeopathic medicine, were screened for.

Results: Any of the aforementioned drugs were taken by 1026 of the women or 92%. With the ex-
clusion of vitamins, minerals, remedies and homeopathic medicines, 541(49%) were using drugs in 
pregnancy, thereof 490 one drug, 44 two drugs and seven three drugs. A total of 667 women (60%) 
were taking drugs six months prior to conception, 545 one drug, 93 two drugs, 13 three drugs and 
three four drugs. Associated factors include drug use prior to pregnancy (p=<0.001.), smoking prior 
(p=< 0.01) and during pregnancy(p=<0,05), multiparity (p=< 0.01),being single/dirvorced/sepa-
rtated (p=<0,05) been made redundant(p=<0,05), serious financial crisis(p=<0,01), forced to move 
house(p=<0,001) or to change job(p=<0,01).

Conclusions: Overall drug use was reduced during pregnancy, compared to six months prior to 
conception. Lower socioeconomic status and some adverse life events are associated with con-
sumption. Drug use prior to conception was strongly associated with drug use in early pregnancy.

Points for discussion:
 1) Drug use in pregnancy – is 11% reduction in drug consumption enough?
 2) Clinical implications.

  OP-68

Planned hospital birth vs planned home birth for low risk women

Ole Olsen1; Jette Aaroe Clausen2

1 The Research Unit for General Practice, Denmark; 
2 Department of Midwifery, University College Metropol, Copenhagen, Denmark

Background: Observational studies of increasingly better quality and in different settings suggest 
that planned home birth in many places can be as safe as planned hospital birth and with less 
intervention, fewer complications, and better breast feeding. What is the best available evidence?

Research question: What are the effects of planned hospital birth compared with planned home 
birth in selected low-risk women, assisted by an experienced midwife with collaborative medical 
back up in case transfer should be necessary?

Methods: A systematic review according to the Cochrane Pregnancy and Childbirth Group guide-
lines was done. The review was peer reviewed, revised and published in The Cochrane Library. We 
included trials according to the research question. Choice of outcomes was thoroughly discussed.

Results: Two RCTs met the inclusion criteria but only one trial involving 11 women provided some 
outcome data and was included. The evidence from this trial was of moderate quality and too small 
to allow conclusions to be drawn.

Conclusions: There is no strong evidence from randomised trials to favour either planned hospital 
birth or planned home birth for low-risk pregnant women for any of the outcomes. However, the tri-
als show that women living in areas where information about the possibility of home birth is scarce 
may welcome ethically well-designed trials that would ensure an informed choice. As the quality of 
evidence in favour of home birth from observational studies (e.g. fewer cesarean sections, epidu-
rals, severe perineal tears, and infections, and less augmentation and post partum bleeding) seems 
to be steadily increasing, it might be as important to prepare a regularly updated systematic review 
including observational studies as described in the Cochrane Handbook for Systematic Reviews of 
Interventions as to attempt to set up new randomised controlled trials.

Points for discussion
 1)  How would you inform pregnant women about the currently available evidence?
 2)  Would you feel better informed if you had access to a regularly updated systematic  
  review of observational studies?
 3)  Would you invite or support invitations to pregnant women to participate in a 
  randomised clinical trial?
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  OP-71

Smoking during pregnancy- Maternal factors associated with smoking 
during pregnancy in primary care setting in Iceland

Asthildur Erlingsdottir1, 2; Emil L. Sigurdsson1, 3; Jon Steinar Jonsson1,2; 
Hildur Kristjansdottir4, 6; Johann A. Sigurdsson1, 3, 6

1 Department of Family Medicine, University of Iceland; 
2 Gardabaer Health Center, Gardabaer, Iceland; 
3 Solvangur Health Center, Hafnarfjördur, Iceland; 
4 Department of Midwivery, Faculty of Nursing, University of Iceland; 
5 Directorate of Health, Iceland; 
6 Centre of Development, Primary Health Care of the Capital Area, Reykjavik, Iceland

Background: It is important for general practitioners and others who provide prenatal care to be 
able to identify women at risk for smoking during pregnancy so that they can be offered treatment.

Research question: What is the prevalence and predictors for smoking during pregnancy in Ice-
land?

Methods: This study is a part of a larger study, The Childbirth and Health study, which is a popula-
tion based cohort study of pregnant women answering postal questionnaire early in pregnancy and 
after delivery. Women in the 11th -16th week of pregnancy, attending antenatal care at 26 primary 
health care centers in Iceland were invited to participate. Participants answered a comprehensive 
questionnaire about factors such as socio-demographic background, physical and emotional well-
being, use of drugs and social support. Smoking habits before and during pregnancy (yes or no and 
the number of cigarettes smoked per day) were assessed.

Results: The prevalence of smoking during pregnancy was 5% (53/1111) in the study sample. In 
comparison to women who stopped smoking during pregnancy, those who continued to smoke 
had a significantly lower level of education, had smoked more cigarettes per day before pregnancy 
and were more likely to use nicotine replacement therapy during pregnancy. Increased number of 
cigarettes consumed per day before pregnancy and a lower level of education were the strongest 
predictors for continued smoking during pregnancy.

Conclusions: The majority of Icelandic women who smoke, stop when they become pregnant and 
the prevalence of smoking during pregnancy in Iceland is low. Heavy smoking before pregnancy 
characterizes the women who do continue to smoke during pregnancy.

Points for discussion:
 1)  Is there any acceptable prevalence of smoking during pregnancy?
 2)  How can we assist those women who are unable to stop smoking on their own 
  during pregnancy?
 3)  Is the use of nicotine replacement therapy justifiable despite the lack of its efficacy  
  and safety during pregnancy?

  OP-70

Planned home birth – why is it such a controversial issue?

Ole Olsen

The Research Unit for General Practice, Denmark

Background: Observational studies of increasingly better quality suggest that planned home birth 
can be as safe as planned hospital birth, with less intervention, fewer complications, and better 
breast feeding. In Denmark home birth is an option within the public health care system, but ex-
tremely few general practitioners tell their pregnant women about this option.

Research questions
 1)  Will well-informed general practitioners feel prepared to inform low risk pregnant  
  women about the possibility of planning a home birth?
 2)  Why are some doctors prepared to inform women while others are not?

Methods: Focus-group interviews, each with a purposive sample of two or more general practi-
tioners. The participants were invited to speak about their thoughts after an initial meeting about 
the evidence, and after they had been asked if they would personally be willing to hand over the 
leaflet about home birth from the local hospital or health authority. The audio-recorded interviews 
were transcribed. The analysis applied Systematic Text Condensation inspired by Giorgi’s approach, 
searching for issues describing themes of importance in the participants’ decision making.

Results: The study is on-going and results will be presented at the conference. In addition to the 
scientific evidence, several topics have been mentioned as being of some importance for the in-
dividual doctor’s decision making: Personal experiences (both professional and private), attitudes 
towards the mind-body interaction, oxytocin, adrenalin, stress, iatrogenic effects, the lack of public 
support for antenatal classes, and the importance of the opinion of obstetricians and authorities.

Conclusions:
 1)  A non-negligable number of well-informed general practitioners seems to be prepared  
  to inform low risk pregnant women about the evidence and the possibility of planning 
  a home birth.
 2)  The values of the individual doctor may have as large an influence on his or her decision  
  making process as his or her assessment of the quality of the evidence.

Points for discussion:
 1)  Would you inform pregnant woman about the available evidence?
 2)  When is the evidence sufficiently good to allow women to make their own informed  
  decision?
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  OP-73

Increasing patients’ knowledge on and adherence to medicines, 
with information – What works?

Marianne Møller

Medicinsk Dialog, Denmark

Background: Non-compliance with medicines is a major obstacle, leading to an increased risk of 
both negative consequences, and decreased effect, of medicine use. The advantages of enabling 
patients to take active part in planning and shaping their healthcare situation have been well de-
scribed, and successful patient-information and -communication are among the factors acknowl-
edged to be essential for a good treatment outcome.

Research question: How medicine information can improve patients knowledge on and adhe-
rence to medicines? How the language used can influence patients understanding of health mes-
sages

Method: Through literature search and research into patient information and communication on 
medicines. The focus will be on written information and both quantitative and qualitative data will 
be included.

Results: There is evidence that patient information materials (printed and electronic) can have a 
beneficial effect on patients’ knowledge and understanding of their condition. The information 
must be well-designed, targeted and available at the right time. Information has greater impact 
when it is personalized and reinforced by verbal information from clinicians/health persons.
Decision aids can increase patient’s involvement, and improve knowledge and realistic perception 
of outcomes.Involving patients in development of information materials can result in more relevant 
information that is readable and understandable to patients, and can also improve patients’ knowl-
edge.
Words and language used in patient information and communication has an impact on patients 
understanding of health messages. Finally A beneficial effect on health economy is suggested.Nor-
dic and international research is included.Examples from daily practice will be used to highlight the 
theory.

Conclusion: Targeted patient information on medicines can increase knowledge and enhance pa-
tient empowerment in medicines use. Words and language used has an impact on patient’s un-
derstanding of health messages, which suggests more user-involvement and testing. A beneficial 
effect on health economy is suggested.

Points for discussion:
1)  Is it possible to increase use of reliable, written patient information on health and medicines in  
 daily practice – and how?
2)  Who can pay the cost of improving patient information on medicines – and can we afford not to?

  OP-72

Psychological Ill-being in Pregnancy after Abortion 
– First-time Mothers’ and their Partners’ Experiences

Susanna Kirsi Maria Holmlund1; Niina Junttila2; Hannele Räihä3; Anne Kaljonen4; Juha 
Mäkinen5, 6; Päivi Rautava1, 7

1 Department of Public Health, University of Turku, Finland; 
2 Turku Institute for Advanced Studies, University of Turku, Finland; 
3 Department of Psychology, University of Turku, Finland; 
4 Turku Institute for Child and Youth Research, University of Turku, Finland; 
5 Department of Gynaecology and Obstetrics, University of Turku, Finland; 
6 Department of Obstetrics and Gynecology, Turku University Hospital, Finland; 
7 Turku Clinical Research Centre, Turku University Hospital, Finland

Background: Psychological effects of an abortion have been discussed in journals for some time. 
The subject is important because of the commonness of induced abortions. Stress and adverse psy-
chological symptoms during pregnancy have been shown to affect not only the mother but also the 
fetus and the child’s psychological development even years later.

Research question: Do first-time mothers and their partners experience pregnancy psycho-emo-
tionally differently depending on abortion history?

Methods: Altogether 680 Swedish- or Finnish-speaking first-time mothers and their partners were 
recruited in cooperation with maternity health clinics (09/2007-08/2009), 9.8% of these women 
had experienced abortion previously. Beck’s depression inventory (BDI-II), Edinburgh postnatal de-
pression scale (EPDS), McMaster family assessment device (FAD), pregnancy related anxiety ques-
tionnaire (PRAQ), revised dyadic adjustment scale (RDAS), the social phobia inventory (SPIN), the 
University of California, Los Angeles, Loneliness-scale (UCLA) and visual analogue scales (VAS) on 
happiness, anxiety, and depression were filled in at the 20th pregnancy week by both soon-to-
become parents.

Results: Lower educational status and living apart from their partner are positively correlated to 
mothers whom had an abortion. There were no significant differences between the study and the 
control group with psychological ill-being during the on-going pregnancy, though the relationship 
and depression inquiries showed a trend for mothers with prior abortion to be dissatisfied with their 
present well-being.

Conclusion: MHC care may be important to negate the negative psychological ill-being effects that 
a previous abortion in first-time mothers may cause. A rigorous service including information from 
and conversations with MHC personnel and thorough care of first-time mothers with previous abor-
tions, could be a solution to helping first-time mothers cope with their abortion history.

Points for discussion:
1)  How much does the free and functioning maternity health care system contribute to these results?
2)  What kind of psychological “burden” could be expected from experiencing an abortion?
3)  Attitudes towards abortion vary greatly depending on the society as well as cultural and  
 religious views. Does the woman choosing an abortion experience its effects either positively,  
 negatively or indifferently based on the acceptance or condemning of the surrounding society?
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  OP-75

Rapidly increasing use of proton pump inhibitors in primary care: 
a nationwide observational study

Peter Haastrup1; Maja Skov Paulsen1; Jon Eik Zwisler1; Luise Mølenberg Begtrup1; 
Jane Møller Hansen2; Sanne Preus Hatting1; Dorte Ejg Jarbøl1

1 University of Southern Denmark, Institute of Public Health, Research Unit of General Practice,      
  Denmark; 
2 Department of Medical Gastroenterology S, Odense University Hospital

Background: Empirical antisecretory treatment is widely used in primary care for the management 
of uninvestigated dyspepsia, despite guidelines recommending a more cost-effective strategy. Re-
imbursement modifications have been made in Denmark to reduce costs related to use of antisecre-
tory drugs (ADs). However, knowledge about development in the use of ADs over the past decade 
and the impact of the reimbursement modifications is sparse.

Research questions: How has the use of ADs changed in Denmark 2001-2011? What impact has 
interventions made to enhance adherence to guidelines and reduce unnecessary use had on pre-
scribing of ADs?

Methods: The Register of Medicinal Product Statistics includes all sales and redeemed prescriptions 
nationwide covering the entire Danish population of currently 5.5 million inhabitants. The register 
was searched September 2012 for the ADs proton-pump inhibitors (PPIs) and histamine-2-receptor 
antagonists. The variables turnover, paid reimbursement, volume sold, sector (primary care vs. hos-
pital), age, gender and number of users through the years 2001-2011 were used. Prescriptions for 
ulcerogenic drugs (acetylsalicylic acid and non-steroidal anti-inflammatory drugs) redeemed by 
persons aged 65 years and older were included, since ulcer prophylaxis could be an indication for 
prescribing of ADs to that age group.

Results: A total of 96.8% of all ADs sold are proton-pump inhibitors (PPIs) and 96.5% of the PPIs are 
prescribed in primary care. No more than 3% are sold over-the-counter. Use of PPIs has increased by 
243% during the past decade. Both number of users and the average individual use have increased. 
Use of ulcerogenic drugs among the elderly has stagnated in the same time period. Reimburse-
ment modifications and scientific guidelines do not seem to have had a substantial influence on the 
steadily increasing use of PPIs.

Conclusions: Use of ADs (predominantly PPIs) has increased substantially during the past decade. 
Interventions made to enhance adherence to guidelines and promote rational use of PPIs do not 
seem to have had a substantial influence on the steadily increasing prescribing rate.

Points for discussion:
 1) What factors among patients might be related to the increasing use of PPIs?
 2) What factors among doctors might be related to the increasing use of PPIs?

  OP-74

GPs’ shifting agencies in choice of treatment. A comparison in WTP space.

Line Bjørnskov Pedersen1; Julie Riise Kolstad2; Arne Risa Hole3; Dorte Gyrd-Hansen1

1 University of Southern Denmark, Denmark; 
2 University of Bergen, Norway; 
3 University of Sheffield, England

Background: Earlier studies have shown that general practitioners’ (GPs’) prescribing behaviours 
are influenced by effect, patient costs and costs to society, patient attitudes and own experience.

Research questions: This study builds on this knowledge and explores how prescribing behaviour 
is affected when choices are made in different contexts, where the conflicting roles as agents for the 
patient and society, respectively, are stressed.

Methods: A total of 309 Danish GPs were randomly allocated to one of three versions of a web-
based questionnaire, which included a discrete choice experiment. WTP space models were esti-
mated with and without accounting for stated attribute non-attendance.

Results: Results show that the GP’s role as agent for his patients is clearly strengthened in the pre-
sence of national recommendations. In contrast, when recommendations are not present and when 
GPs face a patient currently taking an expensive, albeit effective, medication, the GP takes on his 
role as agent for society. We find no evidence of status quo bias in such a setting, with a majority of 
GPs opting for a medication which offers less certainty about effectiveness at lower cost.

Conclusions: GPs’ prescribing behaviour is concluded to be context-specific.

Points for discussion:
 1)  What are the GPs’ main challenges in serving both patients and society? 
  (Being a double agent)
 2) How can this role be eased, e.g. by national recommendations, information on effect,  
  costs etc.?
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  OP-77

Chronic anticoagulation treatment: 
self-care and time-in-therapeutic-range (TTR)

Jaana Puhakka1; Jukka Holvitie1; Irmeli Suvanto1; Kari Korhonen1; Janne Pitkäniemi2; 
Minna Kaila2

1 City of Helsinki; Department of Social Services and Health Care, Finland; 
2 University of Helsinki, Hjelt-institute

Background: A self-care and e-services for anticoagulation (ANTIKO) project is underway to im-
prove patient care in the City of Helsinki. In Helsinki there are 26 Health Care Units (HCU) serving a 
population of approximately 560 000. In 2012, 10 000 patients on warfarin were INR tested 140 000 
times; about 65% of the tests were on target (2.0 -3.0).This pilot study was carried out in Paloheinä 
HCU (PHCU), with 6 physicians, 6 nurses and population of 12000.

Research question: This is a pragmatic development project carried out in real-life setting with 
before and after measurements to determine change from nurse-led to patient self-care. The main 
question is how does self-care affect the TTR- levels?

Methods: Decision rules were developed based on risks, willingness and capability. Patients were 
allocated to three groups according to caretaker: the traditional physician-led, nurse-led and pa-
tient self-care. At the PHCU nurse-led care had been in place since 2003.
The project intervention consisted of
 •  information on self-care and new solutions for receiving dosing instructions 
  (patients and professionals)
 •  education and post testing knowledge (patients and professionals)
 •  testing materials and tools for the project.
Patients were defined to be on chronic warfarin treatment when their INR was tested at least twice a 
year with maximum test interval of 65 days. TTR was calculated using the modified Roosendaal for-
mula as a measure for the quality of care; high percentage indicates more time in therapeutic range.

Results: INR was measured 2896 times from 184 patients (98 in self-care). TTR values among 
patients assigned to self-care during the study period were as follows: TTR after the assignment 
follow-up period was 75.5% (29488 days in therapeutic range / 39057 total days) and before assign-
ment 73.0% (45780/62666). The difference 2.5% (1.89%; 3.00% CI 95%; p<0.001) was statistically 
significant.

Conclusions: Results need to be interpreted with caution. The decision rules allocate risk patients 
to professional care. However, the pilot results indicate that self-care works.

Points for discussion: TTR can be used as a quality measure. Self-care may be better than tradi-
tional.

  OP-76

Quality and Cost of Oral Anticoagulation Therapy (OACT) in General Practice 
Before and After Introduction of INR Point-of-Care Testing (PoCT).

Thomas Løkkegaard

Research Unit for General Practice and Section of General Practice, Department of Public Health, 
University of Copenhagen, Copenhagen, Denmark

Background: INR PoCT as opposed to centralized laboratory measurements for managing patients 
requiring OACT is increasingly being used by GPs in Denmark. It is not known what consequences 
this change has had for the quality and cost of OACT in Denmark

Research question: Is management of OACT on the basis of INR PoCT superior to and more cost-
effective than management based on INR measurements performed at a centralized laboratory?

Methods: The study was an observational, retrospective study. Patients who had been prescribed 
warfarin in our practice from January 1, 1999 to July 1, 2012 with at least 5 consecutive INR measure-
ments were included. Patients who had their treatment monitored elsewhere were excluded. Mean 
INR values, mean time-intervals between INR measurements, and Time in Therapeutic Range (TTR) 
was calculated for INR measurements performed at an external laboratory (Copenhagen Labora-
tory for General Practitioners (KPLL)) and in our clinic using Coaguchek. The average yearly cost per 
patient was estimated.

Results: In all, 77 patients met the inclusion criteria. A total of 3309 INR values were available for 
analysis: 1869 performed at KPLL and 1440 on CoaguChek. The mean of the INR-values was 2.5 
(SD=0.77) for KPLL and 2.47 (SD=0.80) for PoCT (Difference: 0.054; 95% CI, -0.016 to 0.125; p=0.13). 
Mean TTR was 64.7% (SD=17.5) for KPLL and 70.6% (SD=18.9) for PoCT. The average time interval 
between INR measurements performed at KPLL was 34.7 (SD=22.8) days and 25.2 (SD=24.8) days 
for PoCT (Difference: -7.90; 95% CI=-12.99 to -2.80; p=0.0024) corresponding to a number of 10.5 
and 14.5 tests per patient/year respectively. The average yearly cost per patient managed at KPLL 
was 358 Euro/year versus 468 Euro/year per patient managed by PoCT.

Conclusions: OACT managed with INR PoCT was superior to OACT based on INR measurements 
performed at a centralized laboratory, and led to higher cost due to decreased time intervals be-
tween measurements.

Points for discussion:
 1)  Is OACT based on INR PoCT better than laboratory measurements?
 2)  Is INR PoCT cost-effective?
 3)  How do we insure the quality of OACT using PoCT in general practice?
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  PP-27

The POMOR program – a new part of continual medical education 
in general practice in Northern Russia

Elena Alexandrovna Andreeva1; May-Brith Lund2; Inga Vladimirovna Aniskova3; 
Anton Giæver4; Vladimir Viktorovich Popov1; Svein Steinert5

1 Northern State Medical University, Russian Federation; 
2 Langnes legekontor, Hopet, Norway; 
3 Ministry of Health of the Murmansk region, Russian Federation; 
4 Skansen legekontor, Tromso, Norway; 
5 National Centre of Rural Medicine, Norway

Background: The POMOR program is a collaboration project including the University of Tromsø, the 
Ministry of Health and Care Services (Norway), the Norwegian Medical Association, the Northern 
State Medical University (Arkhangelsk), and the Ministry of Health and Social affairs of the Mur-
mansk region. The primary goal was to establish tutorial groups for a two year specialist training 
program for GPs in Northern Russia.

Research question: Can the POMOR program be implemented in continual medical education of 
GP in Northern Russia?

Method: The program comprises 20 small group meetings for exchange of clinical experiences and 
practical training. Each group was supervised by one Russian and one Norwegian tutor. Ten gradu-
ating tutors disseminate the project through five new groups.

Results: The first phase of the program was implemented in April 2009 and completed in June 
2011. Russian tutors recruited one group of GPs in Arkhangelsk and one in Murmansk, eight GPs 
in each group. The second phase of the program was started in April 2012 with 5 new groups, one 
group in rural, two in urban areas and two mixed groups. Two graduating Russian tutors have been 
chosen to manage each group. The groups have conducted 6 to 11 meetings until March 2013. Four 
seminars have been arranged for 10 Russian group leaders in collaboration with the two Norwegian 
tutors, and one pedagogical seminar in collaboration with Peter Prydz from the Norwegian Medical 
Association. Two textbooks (“Two years together” and “Travelling together as GPs”) have been trans-
lated from Norwegian to Russian. The project will continue until June 2014 with local meetings, and 
two or three seminars together with Norwegian mentors.

Conclusion: The goals for the program have been met, and it is a compound part of the postgradu-
ate education system for GPs in Northern Russia.

Points for discussion:
 1)  How to involve participants in active learning process?
 2)  How to convince the head physicians of the need to tutor process?

  PP-26

New GP specialist training program in Denmark

Andrew Lurie; Roar Maagaard; Søren Olsson

Danish College of General Practitioners (DSAM), Denmark

Background: It has been almost ten years since the last overhaul of the specialist education for 
general practitioners in Denmark. During this time, demands put to GPs have changed, both from 
patients and from collaborators in the primary and secondary sectors. Over the past 3 years, the 
educational committee in The Danish College of General Practitioners has developed a new plan 
for GP specialist education. After much negotiation, it has recently been approved by the Danish 
Ministry of Health and awaits final implementation by the Danish Regions.
        GP specialist training in Denmark is a five year education program, including obligatory courses 
in management, patient care, and research training. Clinical rotations are divided equally between 
general practice and hospital departments. Hospital training includes internal medicine, acute 
medicine including focus on basic surgical competencies, pediatrics, psychiatry, and gynecology. 
The general structure of the program will be more flexible in implementation than before, and more 
in accordance with the different local conditions in the five hospital regions in Denmark.

Research question: To ensure quality GP specialist education in Denmark, better reflecting the 
current and future challenges facing the general practitioners.

Methods: GP trainees must achieve 84 competencies, which have been revised in both content 
and number. These competencies must be assessed by specific methods used by the GP trainers. 
Requirements for GP trainers are adjusted to reflect these changes.

Methods for assessment include:
 •  Structured problem based interviews between the trainer and GP trainee
 •  “360 degree feedback” where trainees are assessed by all staff in the GP clinic
 •  Direct observation by the trainer of trainees’ consultation skills
 •  Structured observation of clinical skills
 •  Analysis of the trainee’s abilities for analytical thinking, flexibility and reflection

Conclusion: We believe that the new GP training program in Denmark will produce GPs better pre-
pared for the challenges presented in their careers, including increasing patient involvement and 
trans-sectoral cooperation. We hope the new program and new competencies will be an inspiration 
for CME/CPD. Implementation of the new training scheme will take place in fall 2013.
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  PP-29

Attitudes towards uncertainty and medical errors among GPs 
in Finnish primary care

Maarit Kristiina Nevalainen1,2; Liisa Kuikka1,2; Kaisu Helena Pitkälä1,2

1 Helsinki University, Finland; 
2 Helsinki University Central Hospital, Finland

Background: Tolerance of uncertainty is a major challenge in GPs’ work. Little is known about the 
differences in attitudes towards uncertainty and medical errors among younger and more expe-
rienced GPs. We have explored these attitudes amongst general practitioners of varying age and 
experience.

Research question: To investigate how the young and experienced doctors in primary care experi-
ence and differ in their attitudes towards uncertainty and medical errors.

Methods: In 2011 a survey was sent to a convenience sample of doctors working in primary care 
in Southern Finland. The questionnaire inquired about demographic variables, including the years 
of working experience of the respondents. There were also questions about the views of the par-
ticipants concerning their tolerance of uncertainty and committing a medical error, how they cope 
with these issues and which factors influence their ability to avoid errors.

Results: Of doctors, 165/244 responded (response rate 68%). The experienced GPs tolerated un-
certainty better than the younger GPs. The younger doctors (working experience ≤5y, n=85) ex-
perienced significantly more often fear of committing a medical error (70.2% vs. 48.1%, p=0.004), 
than the experienced doctors (n=80). In addition, they admitted having committed a medical error 
during the past year more often than the more experienced ones (83.5% vs. 68.8%, p=0.026). The 
younger doctors were also less prone to apologize to the patient about an error (44.7% vs. 65.0%, 
p=0.009). The younger doctors found on-site consultations and electronic databases more useful in 
avoiding mistakes than the experienced doctors.

Conclusions: Medical errors are frequent among doctors, and they are feared by a larger proportion 
of younger doctors than more experienced ones. A minority of doctors will always tolerate uncer-
tainty poorly. This group will, however, grow smaller with accumulating experience.

Points for discussion:
 1)  What could be done to alleviate the fears of younger colleagues?
 2)  How could more experienced doctors help the younger colleagues to cope 
  with their experiences of uncertainty?

  PP-28

Suicide prevention tutorial course in Arkhangelsk region

Nadezhda Nikolaevna Ryzhkova1; Elena Alexandrovna Andreeva2; Sergey Vyacheslalovich 
Shchukin3; Elena Vladislavovna Proselkova4; Odd Arild Haugen5; David Goldberg6

1 Rikasikha Health Center, Arkhangelsk region, Russion Federation; 
2 Northern State Medical University, Arkhangelsk, Russian Federation; 
3 Kegostrov Health Center, Arkhangelsk, Russion Federation; 
4 Arkhangelsk psyconevrology dispenser, Russian Federation; 
5 Directorate of Health , Norway; 
6 Institute of Psychiatry, King’s College, London, United Kingdom

Background: The Arkhangelsk region is an area of the Russian Federation with a sparsely distribut-
ed population. Existing primary care staff has had very little training in the management of mental 
health disorders, despite the frequency of these in the population (suicide mortality rate 38.3 per 
100000). The personnel requested special teaching on suicide prevention.

Research question: How the tutorship can improve the knowledge of primary care personnel in 
the field of suicide prevention?

Methods: At the onset of our training course we tested both the factual knowledge and the clinical 
practices of the participants, and these were tested again at least 3 months after they had returned 
to work. We opted for a 5 day full time course which required the development of two skills – the 
ability to give a short introductory lecture that leads directly into a discussion of relevant issues 
with the audience and the ability to persuade staff to practice new skills in role play as a preparation 
for trying them out with their patients. We arranged for the participants to try and give a course of 
their own.

Results: The professional background of the participants was: 18 GPs and 7 practice nurses, as well 
as 4 psychologists and a teacher from the nursing training college. The participants had on average 
18.5 years of clinical experience (range 9 to 26 years). Role plays are the most difficult part of the 
seminars for our tutors. There were highly significant improvements in knowledge about suicide 
for the whole group. There have been more than 40 seminars organized, with 48 doctors and 118 
nurses taught about suicide prevention. Every year there has been a conference open to primary 
care workers.

Conclusion: It is possible to achieve reasonable outcomes by providing an intensive 5-day training 
course for future trainers. It is necessary to get away from a model where teaching consists of didac-
tic lectures without any discussion, to one that maximally encourages participation by the trainees, 
and practice of new clinical skills in a safe environment.

Points for discussion: How we can persuade GPs to engage patients with mental disorders?
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  PP-31

Praksis Plus – the process of devising an electronic handbook 
for newly qualified GP’s.

Eva Schandorf Kristensen1; Ulrik Lystbæk Kirk2

1 Lægehuset Dagmar, Denmark; 
2 Danish College of Family Medicine

Background: In “The New GP’s Handbook” by Davies et al. the process of going from being a GP 
trainee to a qualified GP with your own practice is described like “falling off a cliff”. We decided to 
explore whether newly qualified Danish GPs experienced this bewilderment, and afterwards we 
asked them to work out practical solutions to these basic questions. To make the data easy acces-
sible an electronic handbook was edited and created, which hopefully can help the newly qualified 
GPs in their first 1-5 years in practice. The electronic handbook is available on the Danish College of 
General Practitioners’ homepage, www.dsam.dk.

Research questions: How to choose the right practice as a newly qualified GP, and what practical 
difficulties do you encounter in the first 1-5 years of your GP working life?

Methods: First 8 focus groups were held in four of the five Danish regions to emphasize the difficul-
ties and challenges of the participants (GP trainees and nearly qualified GPs). All interviews were 
transcribed and cataloged, and on behalf of this data, 3 workshops were held. The participants were 
asked to work out solutions to these specific questions as well as comment on existing flow-charts 
from the Danish Medical Association.

Results: Many newly qualified GPs expressed a lack of knowledge regarding the practical aspects 
of management, business skills and leadership, and they expressed frustration about difficulties 
finding accessible answers. Despite the fact that more than 60 GP trainees and newly qualified GPs 
participated, not all aspects of a GP’s first years in their own practice were described.

Conclusions: The project had a surprising motivational factor to the GP trainees and newly quali-
fied GPs, because it revealed an unspoken and hidden need.

Points for discussion:
 1)  Could the Danish electronic handbook be an inspiration for the other Nordic countries?
 2)  How to update and maintain the handbook?
 3)  How to enable newly qualified GPs for more practical tasks? Courses and/or network  
  groups?

  PP-30

Is it possible to Integrate Population Based Care and Improve 
the Qualifications in Management and Organization in a Course for Doctors 
in Specialty Training in General Practice?

Helene Louise Juhl-Olsen; Louise Hjelm Thomsen; Cecilie Marie Lodal Vestergaard; 
Søren Olsson

The North Denmark Region, Denmark

Background: The Danish Institute for Health Services Research stresses in a report from 2009 that 
there is a growing need to priortise ressources and counteract inequality in health, in order to treat 
patients in general practice on a population level.
 The report recommends identification of patients in need of better treatment and to give them 
priority in consultation – sometimes in favor of the patients who seek treatment by their own initia-
tive.
 At the same time evaluations from specialist training reveals, that there is a need to promote 
focus on management and organizational skills in order to equip the trainees to their future as self-
employed doctors.

Research questions: How can we integrate population based care in the GP specialty training in 
Denmark?
And is it possible to impart management and organization competency by combining formal edu-
cation and population based projects?

Methods: The Education Unit of Region Nordjylland planned a course in 2012 to improve the edu-
cation in population based care for doctors in specialty training in General practice. Nine fellow 
doctors joined the course. Before the first day of the course, the participants had planned a subject 
for at quality assurance project.
 The course consisted of traditional teaching, introduction to- and help for project work (2½ 
days) as well as independent project work with quality assurance in their education clinic.
 Questionnaires on the first and third day were used to evaluate what the participants had 
learned about quality assurance, management and organization.

Results: Several of the doctors in the course implemented a project that resulted in optimized med-
ical treatment for the patients. The results, as experienced by the fellow doctors, were increased 
management and organizational skills due to their projects.

Conclusions: The evaluations suggest that it is possible to increase competency while developing 
quality at a population based level.

Points for discussion: 
 1)  How does treatment on population basis challenge partnership with the patients?
 2)  How does the GP specialist training in other countries manage to meet the 
  challenges of training management during specialist training?
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The effect of continuing medical education (CME) 
on cancer risk assessment skills in Danish general practice

Berit Skjoedeberg Toftegaard; Flemming Bro; Peter Vedsted

Research Unit for General Practice, Department of Public Health, Aarhus University, Denmark

Background: A fast-track pathway for suspected cancer was introduced in Denmark in 2008-2010 
to ensure earlier and faster cancer diagnosis and better survival rates. Each general practitioner 
(GP) will see 8-10 new cancer patients per year. Cancer patients tend to have increased GP visits 3-6 
months before diagnosis. Less than half of the cancer patients are referred to a fast track. Neverthe-
less, 25% of the cancer patients wait more than 20 days in general practice for referral.

Research questions: Can CME in early cancer diagnosis optimize the GPs’ risk assessment skills? Do 
increased risk assessment skills reduce the primary care interval for patients referred to a fast-track 
pathway?

Methods: Participants: 842 GPs from 418 practices located in the Central Denmark Region. GPs 
completed a form for each fast-track referral within a period of 8 months. Data included presented 
symptoms, assessment of cancer risk (predictive value) at the time of referral, date for referral and 
date for first presentation of a cancer-related symptom to a general practitioner. During this period, 
all GPs were offered a three-hour CME training course in early cancer diagnosis in general prac-
tice. The CME was multifaceted and focused on knowledge of symptoms, positive predictive values 
(PPVs), false negative tests and reflective debate on risk-taking. GPs were invited to complete an 
electronic questionnaire assessing their knowledge on PPVs one month before and six months after 
the CME.

Results: We will present a before-after analysis of the primary care interval and assessed risk among 
referred patients. Further, we will look at the changes in GP knowledge on PPVs based on the ques-
tionnaires. Data collection is ongoing, and we will present preliminary results at the conference.

Conclusion: We will get a much better insight into GPs’ idea of cancer risk at the time of referral and 
into whether risk assessment skills in general practice can be optimized by CME.

Points for discussion: 
 1)  What could be the effect of increasing the GPs’ knowledge on diagnostics of l
  ow-prevalence conditions in a health system where GPs have a gatekeeping role? 
 2) Could CME in early cancer diagnosis have side effects?
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  Sy-23

STRUCTURED DATA AND QUALITY REGISTERS 
– A TOOL FOR BETTER QUALITY OR A WASTE OF TIME?

Henrik Schroll1, MD, Ph.D, GP; Janus Laust Thomsen2, MD; Ph.D, GP; Ilkka Kunnamo3 MD, 
GP, PhD; Klas Winell4 GP; Jörund Straand5, Professor; Malin André6 G.P., Ph.D

1 Former Director of DAK-E.dk, Denmark 
2 Director of DAK-E., Denmark 
3 Editor-in-Chief, Duodecim Medical Publications Ltd, Finland
4 Quality network coordinator, Conmedic, Finland 
5 Department of general practice, University of Oslo, Norway
6 Chairman for the National Primary Care Register, Uppsala, Sweden

Objectives: The objective of the session is to give an overview of quality measurement in the Nordic 
countries and discuss the pros and cons as well the prerequisites for quality register in primary care. 

Background: There is a need for clinical data in quality improvement (QI) and research in general 
practice. Finland has used samples and is now developing data capture for QI. In Denmark data 
capture is already in use. In Sweden preparations for data capture data are done for a pilot study in 
the spring of 2013.

Content: This symposium will show the different routes to build up QI and/or quality register in the 
Nordic countries. 
 •  Denmark: “How to collect data from the primary health sector and use data to quality  
  development”? “Can data from General Practice be used for research”? 
 •  Finland: “Quality Improvement in Primary Care” The presentation will take up   
  strengths and weaknesses of register and sample data in QI, experiences of register  
  and data capture use and emphasize the need of QI infrastructure.
 •  Norway:  “Using EPR-data and quality indicators as tools for improving GPs’ 
  prescribing practice.“  A multifaceted educational intervention by large following the  
  steps in a quality circle, the Rx-PAD study, will be presented briefly. Significant 
  improvements were obtained within the targeted fields (antibiotics for respiratory  
  tract infections; safer prescribing for the elderly). 
 •  Sweden “The first steps in building a national register for primary care in Sweden 
  – experience from a pilot study” 

Method: The symposium will consist of short presentations and discussions.

   Sy-24

ACCESS TO PRIMARY CARE OUT OF HOURS – PATIENT CHOICES AND TRIAGE

Morten Bondo Christensen1, GP, PhD; Lone Flarup1, MHSc, Ph.D. student; 
Linda Huibers1, 2, MD, PhD; Grete Moth1, MHSc, PhD

1 Research Unit for General Practice, Aarhus University, Denmark
2 University Medical Centre Nijmegen, IQ healthcare, the Netherlands

Objectives: To provide information on patient decisions and triage. Which factors influence pa-
tients’ pathway (i.e. patient behaviour, clinician’s behaviour, organisation), and how can we increase 
the quality of out-of-hours primary care?

Background: Out-of-hours primary care is a specific area of primary care, covering 75% of all time 
and dealing with patients who experience an acute health problem. The care pathway is deter-
mined by actual health problem but also by the point of access and the telephone triage. Patients 
choose the point of access themselves. Unfortunately, they do not always choose to contact the 
most optimal health care service, possibly implying negative consequences for themselves as well 
unnecessary use of resources. Triage is performed at the first contact, holding the estimation of 
urgency and health care needed. As such, triage is of great importance and optimisation of this may 
help patients by directing them to the right care at the right time.
Patient demands are high, in particular of non-urgent contacts, which emphasises the importance 
of managing patients’ entrance into out-of-hours care. Telephone triage is an effective way to 
reduce workload. Thus, both patient decisions and telephone triage are important venues in add-
ressing current demands. 

Content: We plan to present up-to-date information from the out-of-hours primary care research 
field on the core issues of patient decision and triage. Together with patient cases this will serve as 
a basis for discussions concerning the topic ‘access to out-of-hours care’.
As we are part of an international research network on out-of-hours primary health care (EurOOH-
net) and one of us is a Dutch researcher, we will present our workshop in an international perspec-
tive.

Method: Short presentations including patient cases and discussions
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  Sy-25

PRACTICE VARIATION IN DANISH PRIMARY CARE: 
A REFLECTION OF EVERYDAY CLINICAL PRACTICE, AVAILABLE DIAGNOSTIC 
OPPORTUNITIES, ORGANIZATIONAL REGULATORS, AND GP-RELATED FACTORS

Peter Vedsted; P Hjertholm; L Mahncke; RS Andersen; CM Andersen; AF Pedersen 

Research Unit for General Practice, The Research Centre for Cancer Diagnosis in Primary Care (CaP), 
Aarhus University, Denmark.

Objectives: This symposium will discuss determinants of practice variation in primary care with 
specific focus on cancer diagnostic. 

Background: In Denmark, general practitioners (GPs) are gatekeepers to secondary care and they 
play a central role in cancer diagnosis. There is a great variation in GPs’ use of diagnostic procedures 
when patients present with symptoms and the reasons for this are not understood. 

Content:
1)  Introducing the topic. How does the problem of practice variation present in the Danish health 
 care system characterized by being tax-funded and providing free healthcare to all residents?  
 (PV)
2)  Variations in GPs’ PSA test ordering. Is variation in PSA test ordering associated with prognosis  
 of prostate cancer and can ‘an optimal test ordering’ be determined? (PH)
3)  Variations in GPs’ referral rates of patients with symptoms of lung cancer to a fast CT scan. 
 Are variations in GPs’ requests for the CT imaging investigation associated with patient and  
 disease-related characteristics? (LM)
4)  The organization of primary care as a regulator of the patient-physician communication. 
 Does primary care educate patients to communicate about their symptoms in a certain way  
 and does this influence the diagnostic reasoning of the GP? (RSA)
5)  The ‘GP-Profile’. Are GP-related factors such as risk-taking and attachment associated with a  
 positive attitude to the use of gut-feelings and with variations in GP diagnostic activities? 
 (CMA and AFP)

Method: The symposium consists of six presentations rounded off by a summary of the key points 
and a discussion of how the observed practice variation may influence early diagnosis of cancer in 
primary care and whether the variations can be used to determine the quality of the GP’s perfor-
mance.

   Sy-26

DEVELOPING HEALTHCARE TOGETHER WITH PATIENTS

Anna Leimumäki1; Sirkkaliisa Virtanen2; Marika Järvinen3; Pasi-Heikki Rannisto4

1 Pirkanmaan Sydänpiiri;
2 Pirkkala Health Center;
3 Pirkanmaa Hospital District;
4 City of Tampere

Objectives: The main objectives of the symposium are to promote to professionals the need for de-
veloping healthcare together with patients and to develop tools and ideas intended to give citizens 
an opportunity to engage in the development healthcare.

Background: Customer orientation is the only way towards more effective, efficient and profi-
table services in social and healthcare. Thus the patient/ customer/ user of services should be in 
the centre of the development of services that concern them and their freedom of choice over 
services should be increased. The effectiveness of the healthcare system, patient satisfaction and 
job satisfaction of personnel can be increased by developing healthcare together with patients. 
The patient’s role in the system can vary from a producer (client controls development of services), 
consumer (client engages in development of services), prosumer (client has freedom of choice of 
services) and conducer (organizations oriented services). There are many ways to increase the part-
nership of patients and professionals, but there is still a lack of opportunities for patients to impact 
the development of healthcare. 

Content: The symposium offers means to understand the significance of patients’ experiences in 
developing healthcare and to take advantage of patient-involvement. It gives methods and tech-
niques to commit citizens in the development of social and healthcare services, such as narratives as 
a means to construe and mediate patient experiences, client forums, service designs etc..

Method: Short presentations
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CREATING MEANING IN MEDICAL CONSULTATION 
– CHECHOV’S A CASE HISTORY AS AN EXAMPLE

Martyn Evans1 Professor; Raimo Puustinen2 Professor

1 Durham University, UK;
2 University of Tampere Medical School, Finland 

Objectives: Illustrate the potential of the Humanities when addressing the human condition in 
medical research. Illustrate the dialogic nature of establishing diagnosis in medical consultation by 
using an example in literature.

Background: When addressing the human body medicine applies biological concepts and meth-
ods for its inquiry. Given the fact that a human body exists and acts in a certain sociocultural context 
in a certain historical period of thime which largely determine the ways the particular body falls 
ill, biology does not, by defininion, offer us tools to examine and understand those contextual de-
terminants. Medicine needs, therefore, to apply tools from other sciences for its inquiries into the 
human condition. Social sciences, such as sociology and psychology, have gained a central role in 
medical studies thus far. In this workshop we ask, whether, and in what ways, the humanities, such 
as literature, philosophy, history etc, may have a role in medical research.

Content: Prof Martyn Evans gives a 20 minutes introduction to the topic followed by 10 minutes for 
discussion. Dr. Raimo Puustinen examines clinical dialogue by using Chekhov’s short story A Case 
History for 30 minutes. The rest 30 minutes will be used for discussion.

Method: Two lectures, general discussion.

To be considered in advance:  Pre-registration is required. Maximum number of participants 30. 
The participants are adviced to read the novel beforehand. E.g. in: Chekhov A. The princess and 
other stories. The World’s Classics. Oxford University Press 1990:179-188.

  WS-18

Perspectives from the Nordic risk group: 
EXISTENTIAL AND RELIGIUS DIMENSIONS IN MEDICAL PRACTICE

Eivind Meland1 professor, GP; Lars Englund2 MD, 
GP; Göran Waller, PhD student, GP, Bachelor of Divinity

1 Universitetet i Bergen 
2 Senior medical consultant, Swedish Transport Agency. 

Objective: To discuss and share experiences of existential and religious dimensions in relation to 
health in order to promote partnership with our patients.

Background: There is a close connection between religious practices, conceptions of health and 
practices of healing as the history of religions demonstrate. To our knowledge, no society or major 
outlook of life fail to incorporate health-beliefs and healing practices in its sphere, modern western 
philosophy and science being no exception. However, awareness of religious and existential dimen-
sions is sparsely reflected in current medical practice. Natural and psychological sciences predomi-
nate, and technological reassurance has become substitution for “religious needs”. Nevertheless, 
experiences of the “Holy” as a sense of awe, gratitude and life source are common according to 
research in the field. These experiences are profoundly human as is the connection to health and 
healing. Can these insights be transformed and utilised promoting partnership with our patients in 
primary care? 

Content: Firstly, a presentation of the concept of holiness will be given with reference to religious 
history and psychology. Secondly, an outline of the “history of health” will be given starting in the 
18th century to present ideas of health. The evolution of the concept of health will give rise to 
considerations if modern technology and modern concepts of health are able to give existential se-
curity and confidence or on the contrary contribute to limitless growth of futile health care. Thirdly 
and mainly, the workshop will discuss the relevance of existential and religious dimensions in medi-
cal practice and if promoting health is possible in relation to these areas. Examples will be given on 
interventions promoting belonging and confidence in life. Can this approach promote partnership 
with our patients?

Method: The workshop will be interactive with room for discussion throughout the entire program. 
Case vignettes will be presented and discussed.
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  WS -14b

CONVERSATIONS INVITING CHANGE

See the abstract at page 172.

  WS-19

HEALTHY BEHAVIOUR COUNSELLING – LEARN FROM OUR ROLE PLAYS!

Paula Vainiomäki1; Kadri Suija2; Merja Ellilä1

1 University of Turku, Finland 
2 University of Tartu, Estonia

In role plays we will meet Merja Ellilä as a GP, Marjukka Takala as a nurse and Oskari Ellilä as a patient.

Objectives: The main objectives of this workshop are to discuss important aspects of healthy be-
haviour counselling, e.g. motivation, change process, patient expectations and how counselling 
could be implemented to everyday work of a general practitioner (GP).

Background: Healthy behaviour counselling is an important part in everyday work of general prac-
tice. However, it is often one of the most challengeable issues for GP. Moreover, there exist signifi-
cant gaps between GP’s knowledge, skills and attitudes in counselling.

Content: In this workshop patient’ expectations, motivation, change process and adjusting healthy 
behaviour counselling techniques into everyday work will be discussed.
After the workshop the participants are aware of the challenges in the counselling process and are 
more sensitive to patient expectations. 

Method: Readymade role-plays, short presentations, small group team work

To be considered in advance: “We may serve first come first served” principle. Maximum number 
of participants 40
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   Sy-28

CAN AUDIT BE HAPPY?
Activities in the Nordic APO network

Birgit Niclasen1 GP (BN); Annika Olsen2 GP (AO); Sten Johannesen3 GP (SJ); 
Lars Bjerrum4 GP, Professor (LB); Eva-Lena Strandberg5 Socionom (ELS); 
Carl Llor6 GP (CL); Andrzej Zielinski7 GP (AZ); Anders Munck8 GP (AM); Jørgen Nexø9

1 Nuuk, Greenland; 
2 Thorshavn, Faroe Islands;
3 Trondheim, Norway;
4 Copenhagen, Denmark;
5 Blekinge, Sweden;
6 Barcelona, Spain;
7 Karlskrona, Sweden;
8 Head of APO, Odense, Denmark
9 Research Unit of General Practice, University of Southern Denmark, Denmark

Objectives: The workshop will describe how the APO concept is developing by giving examples of 
recent and actual activities in the Nordic countries and by discussing how future activities could be.

Background: Audit is traditionally looked upon as a tool for controlling professional performance.   
However, the concept developed during the last two decades by Audit Project Odense (APO) is 
based on inquisitiveness, motivation and professional ambitions and has proved to be an effective 
tool for quality development in primary health care.  A Nordic network was formed in 1995 and 
many APO activities have since been carried out in all the Nordic countries as well as in many other 
countries, using the same, simple tool for data collection. 

Content:
 1) Principles and possibilities for development of the APO concept (AM)
 2) APO audit as an instrument to describe violence- and alcohol-related acute healthcare  
  visits in 
 3) Greenland (BN)
 4) The results from an APO audit on diabetes in the Faroe Islands (AO)
 5) Audit in a children’s department in a Norwegian community (SJ)
 6) Audit on respiratory tract infections in Russia and the Baltic countries (AZ and ELS)
 7) Spin-off from HAPPY AUDIT (LB and CL)
 8) Discussion concentrating on future activities 

Method: Six short presentations of 10 minutes each.  After each presentation a brief discussion  and 
at the end of the session a 10 minute discussion on future activities.

  WS -17b

GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE

See the abstract at page 175.
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  OP-78

The ultimate partnership: a research agenda for a patient organization

Tiny van Merode; Ben Steenkiste; Silvia Boers; Trudy van der Weijden

Maastricht University, The Netherlands

Backround: Patient-centered care is increasingly more important in research, also in general prac-
tice, and many subsidising institutions now ask for patients in researchprojects. Partnership with 
patients in research is also a challenge and a chance from now on.

Research question: In this contribution the process of a patient organization asking for the deve-
lopment of a research agenda is presented: in a way the ultimate partnership.

Methods: In 2011 the Dutch patient organization CMWP (for patients with multiple myeloma or 
M. Waldenstrom) approached the research group for Implementation of Evidence and Patient-cen-
tered care at Maastricht University with a grant for helping them to formulate a research agenda 
for their organization: what research the patients themselves thought important and necessary in 
their field?
 Following the guidelines of Abma et al. (Patient participation as dialogue: setting research 
agendas, Health Expectations, 2010), the project group conducted a literature search, individual 
interviews and focusgroups with patients suffering from multiple myeloma or M. Waldenstrom to 
develop a questionnaire, that was sent to all members of the patient organization.

Results: The results of this questionnaire were discussed in a dialogue meeting with patienst and 
experts, and a research agenda was formulated.
 The novelty of this approach was that patients themselves sponsored researchers to detect in 
a scientific and reliable way through qualitative research not only missing knowledge in the field of 
their disease, but also to acknowledge the priorities patients had in this respect.
In the presentation the steps of this novel partnership, and some of the outcomes will be elaborated 
on.

  OP-79

Clinical drug trials in Norwegian general practice: 
a ten-year overview of protocols

Anja Maria Brænd; Kaspar Buus Jensen; Atle Klovning; Jørund Straand

University of Oslo, Norway

Background: Drugs that are primarily prescribed in general practice should ideally be tested in 
that setting; however, little is known regarding industry-initiated drug trials in general practice. 
The former assessment of trial protocols by the Norwegian College of General Practitioners has 
been largely bypassed by the industry after criticism was raised regarding trials seemingly designed 
for marketing purposes. Our aim was to describe drug trials in Norwegian general practice over a 
decade.

Research question: What were the trial characteristics and research areas of clinical drug trials 
involving Norwegian GPs?

Methods: Based on a hand-search of the Norwegian national medicines agency archive for the ten-
year period 1998-2007, we identified all trials involving GPs as clinical investigators. We analysed 
the number of trials, drug company involvement, patients, participating doctors, payment, medica-
tions tested and main diagnostic criteria for inclusion.

Results: Out of 2,054 Norwegian clinical drug trials, 196 (9.5%) were conducted in general practice. 
The trials were planned to be completed in the period 1998 to 2012. 93% were multinational, 96% 
industry-funded and 77% included patients both from general practice and specialist care. A total 
of 23,000 patients in Norway and 340,000 patients internationally were planned to be included in 
the 196 trials. A median of five GPs participated in each trial (range 1-402). Only 0.7% of 831 GP 
investigators had general practice university affiliations. Median compensation for participating 
investigators was 1,900 EUR (range 0-13,500 EUR) per patient completing the trial. Thirty pharma-
ceutical companies were involved. Drugs most commonly studied were antidiabetics (21%), ob-
structive airway disease medications (12%), agents acting on the renin-angiotensin system (10%), 
and lipid modifying agents (10%).

Conclusions: Less than 10% of all clinical drug trials in Norway were conducted in general practice, 
only about 2% were solely general practice trials. Almost all were industry-initiated without input 
from academic general practice. There was a large variation in the number of patients, participat-
ing doctors, and economic compensation for trial investigators, with some investigators receiving 
substantial payments.

Points for discussion:
  1) What kind of drug research is relevant for GPs?
  2) How can we promote relevant and valid drug research in general practice?
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  OP-80

Clinical trial: Long-term treatment with probiotics in primary care patients with 
irritable bowel syndrome – a randomised, double-blind, controlled study

Luise Mølenberg Begtrup1, 2; Ove B Schaffalitzky de Muckadell2; Jens Kjeldsen2; 
René dePont Christensen1; Dorte Ejg Jarbøl1

1 Research Unit for General Practice, Institute of Public Health, University of Southern Denmark,  
 Denmark; 
2 Department of Gastroenterology, Odense University Hospital, University of Southern Denmark,  
 Odense

Background: Irritable bowel syndrome (IBS) is a common and very troublesome functional disor-
der in primary care. Meta-analyses have indicated effect of probiotics on IBS. However, few long-
term trials have been conducted and uncertainty remains as to the effectiveness in a primary care 
setting as well as to the long-term effect of treatment.

Research question: To compare the effect of probiotics compared with placebo in the manage-
ment of IBS in general practice during a 6-month treatment period and with a 6-month follow-up.

Methods: IBS-patients were randomised into receiving two capsules twice daily either containing 
placebo or a probiotic mixture of Lactobacillus paracasei ssp paracasei F19, Lactobacillus acidophi-
lus La5 and Bifidobacterium Bb12 in an amount of 2 x 109 – 10 x 109 CFU.
Primary endpoint was proportion of responders defined as patients reporting adequate relief (AR) 
at least 50% of the time in the 6-month treatment period. Secondary outcomes were proportions of 
patients reporting AR at different time points, and change in gastrointestinal symptoms and health-
related quality of life (HrQOL) after 6 and 12 months.

Results: A total of 131 patients were included in the study. The proportion of responders was 52% 
(35/67) in the probiotic group vs. 41% (32/64) in the placebo group, p=0.18. Overall we found no 
change in gastrointestinal symptom scores during treatment. After 6 and 12 months patients im-
proved in HrQOL, but with no statistically significant difference between the groups.

Conclusion: During a 6-month treatment period we were not able to detect a positive effect of the 
probiotic mixture when compared with placebo.

Points for discussion: 
  1)  We found a difference in proportion of responders of 11% between the groups.
  2)  How large a difference is clinically relevant?
  3)  Do we maintain the patients in a sick role by treating them with probiotics?

  OP-81

Effectiveness of exercise intervention and health promotion on 
exercise habits in middle-aged men: A randomized controlled trial

Helena Liira1,2; Svetlana From1; Jenni Leppävuori3; Juha Liira4; Kaisu Pitkälä1,2; 
Taina Remes-Lyly5; Heikki Tikkanen3

1 University of Helsinki, Department of General Practice and Primary Health Care, Finland; 
2 Helsinki University Central Hospital, Unit of Primary Health Care; 
3 University of Helsinki, Department of Sports and Exercise Medicine and Foundation of Sports 
 and Exercise Medicine, Helsinki, Finland; 
4 Finnish Institute of Occupational Health, Helsinki, Finland; 
5 Kirkkonummi Health Center, Kirkkonummi, Finland

Background: To prevent cardiovascular disease, effective interventions are needed that help mid-
dle-aged men at elevated risk to change their lifestyle habits. We recruited 35 to 45 year old men 
with elevated cardiovascular risk to a health promotion trial.

Research question: What is the effect of a 12-week exercise intervention as compared to health 
promotion by a nurse or no intervention on exercise habits in middle-aged med with at least two 
cardiovascular risk factors?

Methods: We performed a three-arm randomized controlled trial in Kirkkonummi health center. 
After screening and randomization, one study group received a 1,5-hour health promotion inter-
vention by a public health nurse. The other intervention group received, in addition to public health 
nurse intervention, a guided group exercise intervention of 12 weeks. The third group was rand-
omized to serve as a control, and men in this group had chance to participate in the intervention 
after one year, should they wish to. The outcomes were assessed at 3 and 12 months.

Results: 168 men were randomized: 60 to health promotion alone (A), 54 to both health promotion 
and an exercise intervention (B), and 54 to control group (C). At baseline, 65% (A), 61% (B), and 78% 
(C) of men exercised at least once a week briskly for 30 minutes. After 3 months the percentages 
were: 78% (A), 85% (B), and 82% (C) (n=107), and after 12 months 77% (A), 91% (B), and 89% (C) 
(n=112).

Conclusions: The health promotion interventions increased the rate of 30 min brisk exercise in 
middle-aged men, and the largest changes were seen in the exercise intervention group. However, 
the drop out rate was high (33%).

Points for discussion:
 1)  What is the feasibility of this kind of health promotion activities for GPs in other 
  Nordic countries?
 2)  Are the possibilities of exercise interventions understood in primary care and 
  what helps and hinders them?
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  OP-82

Lifestyle intervention in primary care 
– what is the impact on different socioeconomic groups?

Maria Beatrice Waller1; Tine Högberg1; Nashmil Ariai1; Ann Blomstrand1; 
Cecilia Björkelund1

1The Sahlgrenska Academy, University of Gothenburg, Sweden; 

Background: Unhealthy lifestyle as smoking, extensive use of alcohol, physical inactivity and un-
healthy diet causes burden of diseases in Sweden today. There is a strong association between 
socioeconomic gradient and unhealthy living. Individuals with low education and economically 
vulnerable show poorer eating habits and are less often physically active than higher educated. At 
the same time it has been shown, that socioeconomically vulnerable groups are not reached by and 
engaged in lifestyle intervention in the same extension than higher educated groups. We wanted 
to study whether the group with socioeconomic risk could be reached by and engaged in a life-
style promotion-program in the primary health care organization designed to provide individually 
adapted support at the right time and level.

Research question: Do we reach the groups with a socioeconomic and ethnic burden with this 
new health promotion methodology to lifestyle-changes in primary care?

Methods: Our target group was participants in Hälsolyftet, an intervention-study in primary health 
care context. 3691 men and women aged 18-79 chose to participate from baseline with a health 
profile, health dialogue, and blood pressure/glycemic checks. Socioeconomical vulnerability was 
defined as; low education, unemployment and born outside Scandinavia. The three vulnerable 
groups were compared with other participants concerning biological parameters and lifestyle-
changes.

Results: Out of the 3691 participants in the program, 27% were low educated, compared to 45% 
in the community, 18% were unemployed compared to 27% and 16% were born outside Scandi-
navia compared to 28% in the community. 2121 participants in the program attended the 1-year 
follow-up. 30% were low educated. 19% were unemployed. 11% were born outside Scandinavia. 
Change from baseline to 1-year was compared between the groups. Improved biological markers, 
even more in the vulnerable groups were p-glucose, systolic blood pressure and BMI.

Conclusion: The method seems acceptably feasible to reach socioeconomically vulnerable groups 
of patients as well as to initiate lifestyle-change.

Points for discussion: Health promotion methodology to lifestyle-changes in the primary care 
context.

  OP-83

Effectiveness of risk-a tailored short intervention in primary care 
to prevent chronification of low back pain

Jean-Francois Chenot1; Michael Pfingsten2; Gabi Lindena3; Ulf Marnitz4; Klaus Pfeiffer5; 
Thomas Kohlmann1; Carsten Oliver Schmidt1

1 University Medicine Greifswald, Germany; 
2 University Medicine Göttingen, Germany; 
3 Clara Institute, Kleinmachnow; 
4 Back Centre, Berlin; 
5 University Erlangen Nürnberg

Background: A significant proportion of patients with low back pain (LBP) will reconsult within 
few months or develop chronic LBP. Many mainly psychosocial risk factors for chronification of LBP 
have been identified. The effectiveness of interventions to prevent chronification of LBP is not well 
established.

Research question: To assess the effectiveness of a risk-tailored short intervention for acute LBP 
compared to routine care to prevent chronification and reduce consultations for LBP?

Method: This was a cluster-randomized study in 35 General Practices were all patients consulting 
for acute LBP were classified in three risk groups for chronification with the Örebro questionnaire. 
The intervention for low risk was a brochure, for intermediate risk a 2x2 h educational intervention 
focusing on basic information concerning LBP and physical activity and for high risk additionally a 
2x2 h educational session focusing on relaxation and pain coping strategies. Outcomes were chroni-
fication (Disability, pain intensity according to von Korff), functional capacity and frequency of con-
sultation for LBP in the following 12 months. Data was analyzed with a cluster-adjusted regression 
model per protocol and intention to treat.

Results: We were able to analyze 111 patients in the intervention group and 143 patients in the 
control group. The participation rate in the interventions was relatively low, especially in the high 
risk group. At baseline there was no difference between both groups. All outcomes were in favor of 
the intervention group. However, only effects on disability achieved statistical significance. The re-
consultation rate for LBP within was 34% in the intervention group compared to 44% in the control 
group (p=.15).

Conclusion: Screening of patients with acute LBP for a risk-tailored intervention in General Practice 
was feasible. Only a small proportion of patients at risk participated in the intervention. Although 
the effects were all in favor of the intervention, the effect size was mostly small and did not achieve 
statistical or clinical relevance except for reconsultation rates.
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  OP-84

Post training changes in primary health care provided 
by family doctors and nurses

Vanya Delgermaa1; Elena Maximenco2; Arnoldas Jurgutis2, 3; Adiya Munkhtaivan4; 
Shagdarsuren Ouynbileg2; Sodov Sonin2, 5

1 School of Public Health, Health Sciences University of Mongolia; 
2 EPOS Health Management; 
3 Klaipeda University, Lithuania; 
4 Health Project of Millennium Challenge Account-Mongolia; 
5 Mongolian Family Doctors’ Association

Background: In the framework of the Health Project of Millennium Challenge Account-Mongolia, 
several phased trainings which titled “Prevention of non-communicable diseases and health pro-
motion” were organized for family doctors and nurses.

Research question: To evaluate changes in primary health care provided by family doctors and 
nurses after the trainings.

Methods: The qualitative study was conducted in March 2012 and multi-stage sampling was used. 
Totally 6 Family Health Centers including rural Soum Health centers were selected in Bayan-Zurkh 
and Songino-Khairkhan district of Ulaanbaatar and Darkhan-Uul and Tuv provinces. In our study 6 
focus group discussions (in total 26 family doctors and 22 family nurses including feldshers) were 
carried out. A topic guide was developed to prompt discussion. Each focus group was recorded, 
transcribed, anonymised and analyzed using thematic analysis.

Results: It is clear to see that the goal of the training “Prevention and control of NCD and health 
promotion” has fulfilled in practice while we have observed implementation of approach to work as 
a team, content and scope of consultation and primary health care provided by the family doctors 
and nurses. As a result of improved knowledge and skill to evaluate risk factors of NCD, patient cen-
tered health care and individual based comprehensive consultation are given to everyone who is 
over 18 years old in order to define risk factors while measuring weight, height, blood pressure, glu-
cose, cholesterol, level of physical activity, content and ingredient of daily nutrition, dieting, daily 
salt use. Most of the physicians and nurses that attended the discussion had noted that community 
based health promotion activities have sustained with participation of individuals as a result of co-
operation with decision makers and individuals from other sectors at those family and soum health 
centers in order to reduce risk factors of NCD and to prevent population from the disease.

Conclusion: General physicians and nurses that have attended the training are effectively using 
their knowledge and skill that they have gained during the trainings for their daily professional 
practice. Positive changes are observed in attitude and beliefs of patients/clients at family and soum 
health centers.

  OP-85

The effectiveness of a semi-tailored facilitator based intervention to optimise 
chronic care management in General Practice: A randomised controlled trial

Tina Drud Due; Thorkil Thorsen; Marius Brostrøm Kousgaard; Volkert Dirk Siersma; 
Frans Boch Waldorff

The Research Unit for General Practice and Section of General Practice, Department of Public Health, 
University of Copenhagen, Copenhagen, Denmark

Background: Facilitator based interventions are used internationally to support development and 
implementation of guidelines in General Practice. Although the concept is widely used, it is not 
well defined and the research field is characterised by inconclusive evidence. This study assesses a 
large-scale facilitator based intervention in a Danish context and is combined in a PhD study with a 
qualitative study exploring the role of the facilitator and changes occurring.

Research question: What is the effectiveness of a semi-tailored facilitator based intervention re-
garding implementation of disease management programmes for COPD and type-2-diabetes.

Methods: 
Design: A randomised controlled trial with a nine month intervention and a 12 month follow-up 
period
Setting: General Practice in the Capital Region of Denmark
Participants: 189 general practices in the Capital Region of Denmark
Intervention: The practices were offered up to three one-hour visits by a facilitator. The practices 
chose the focus of the visits among a range of possible topics within the scope of the disease man-
agement programmes.
Outcome measures: The primary outcome was annual chronic disease controls per person affiliated 
with the practice. Secondary outcomes were: number of practices with few annual chronic disease 
controls, use of annual controls for DM2 and COPD, sign up to an IT-system providing patient related 
quality data, the use of ICPC diagnosis-coding and patient stratification for diabetes and COPD.

Results: At follow-up there was no difference between allocation groups for the primary outcome 
(p=0.2788). However, some secondary outcomes were in favour of the intervention: A higher re-
ported use of ICPC-diagnosis coding for diabetes and COPD (p=0.0050, p=0.0243 respectively), a 
higher reported use of stratification for COPD (p=0.0185) and a faster initial sign up rate for the 
IT-system providing patient related quality data.

Conclusion: The semi-tailored facilitator based intervention did not have a significant effect on the 
primary outcome, but some effects on the secondary outcomes.

Points for discussion:
 1)  Variations in definition and practice of the concept of facilitation and comparison 
  of dissimilar interventions.
 2)  RCT of an intervention with a high degree of flexibility and challenges in the 
  choice of outcome measures.
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  OP-86

Primary healthcare professionals’ management of low back pain

Peter Silbye1 GP; Jens Damsgard1 GP; Nis Alnor Chiropractor; 
Hans Andersen Physiotherapist; Anders Munck2 GP

1 Køge, Denmark; 
2 Audit Project Odense, University of Souhtern Denmark

Background: Low back pain (LBP) is one of the most frequent reasons for encounter in primary 
health care - both with GPs, chiropractors and physiotherapists. In Denmark patients have free ac-
cess to their GP as well as a chiropractor, whereas visits to physiotherapists require referral from the 
GP. New recommendations for better treatment of patients have been available for some time for all 
professionals managing LBP in the Danish Region of Zealand.

Research question: By describing and discussing daily practice among the 3 different professional 
groups to find better ways of collaborating, both internally in the primary healthcare sector and 
with the secondary sector. Also to evaluate to what degree the new recommendations are followed.

Method: During a 10-week period in the autumn of 2012 61 GPs, 39 physiotherapists and 35 chi-
ropractors registered all their consultations with patients with low back pain according to the APO 
method.

Results: A total of 894 GP consultations, 2802 chiropractor consultations and 1995 physiotherapist 
consultations were registered. Several marked differences between the three professional groups 
were observed according to sex distribution of patients, severity of symptoms, treatment, referrals 
and communication. Frequency of patients with pain radiating to the leg was for example 35% 
at the chiropractor, 44% at the GP and 49% at the physiotherapist. Furthermore, the chiropractor 
was visited by a higher proportion of males and younger people. The results as well as the new 
recommendations for better coordination of the treatment of patients with lower back pain were 
discussed at follow-up meetings and initiatives to improve collaboration were proposed – e.g. local 
collaboration and educational meetings involving all the 3 professional groups. Three months after 
the courses held in the beginning of 2013 we asked the participants about what actual activities 
had been initiated.

Conclusion: Discussion between the three primary care professional groups dealing with patients 
with LBP based on registration of actual performance seems to be a fruitful way of improving coor-
dination of the treatment of patients with LBP and of improving collaboration between the health-
care professionals.

  OP-87

The long-term effect of patients payment for interpreters at 
Doctors in the Region of Southern Denmark

Morten Gunnersen

Region of Southern Denmark, Denmark

Backround: The presentation shows the long-term consequences of the introduction of a fee for in-
terpretation for citizens living in Denmark for more than 7 years in The Region of Southern Denmark 
(RSD) from June to December 2011. The analysis focus on the effect for seeking medical service in 
general practice from patient with insufficient knowledge in Danish language, which allows GP’s to 
request an interpreter.

Methods: The study is based on a quasi-experimental design to evaluate interventions without the 
use of randomization.
     The method of analysis is segmented regression which is a method for statistically modeling 
interrupted time-series data to give a conclusion of the impact of the intervention of interest. A 
multiple regression analysis estimates the parameters. The model with the best explanatory values 
regarding adjusted-R2 and p-significance is presented.
         Data was downloaded from The Danish National Health Insurance Service Registry on a monthly 
basis and consist of all patients in RSD in contact with a GP. Data is limited to the period of the 1st of 
January 2009 to the 31th of December 2012.

Results: The model explained 89,2 % of the variance in the trend. By January 2009, an estimate 
of 1.491 patients (p<0.001) visited a GP using interpretation. The monthly change in number of 
patients was -3,6 (p=0.05). In December (Christmas), on average there came 137 patients less 
(p<0.006). July (summer holiday) had in average 687 less patients (p<0.001). The implementation 
of the payment for interpreters lowered the appearance immediately by 188 (p<0.001).

Conclusion: The analysis shows that the payment for interpreters lowered the appearance of pa-
tients with pour Danish language by 14 % every month. The trend after the period with patients 
payment for interpretation shows no significant return to the initial level for monthly numbers of 
patient where GP’s has to use interpreter.

Points for dicussion:
 1)  Does the result shows unnecessary demand for medical service before the 
  introduction of the fee?
 2)  What are the long-term medical consequences going to be?
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  OP-88

Scandinavian Journal of Primary Health Care: Paper of the year 2012:

Poor communication on patients ’ medication across health care levels
leads to potentially harmful medication errors

Karin Frydenberg1,2,3; Mette Brekke3

1 Skreia Medical Center, Skreia, Norway;
2 Department of Medicine, Innlandet Hospital Trust Gj ø vik, Norway;
3 Department of General Practice, Institute of Health and Society, University of Oslo, Norway

Objective: General practitioners have a key role in updating their patients’ medication. Poor com-
munication regarding patients’ drug use may easily occur when patients cross health care levels. We 
wanted to explore whether such inadequate communication leads to errors in patients’ medication 
on admission, during hospital stay, and after discharge, and whether these errors were potentially 
harmful. 

Design: Exploratory case study of 30 patients. 

Setting: General practices in central Norway and medical ward of Innlandet Hospital Trust Gjø-
vik, Norway. Subjects. 30 patients urgently admitted to the medical ward, and using three or more 
drugs on admission. 

Main outcome measures: Discrepancies between the patients’ actual drugs taken and what was 
recorded on admission to hospital, during hospitalization, at discharge, and five weeks after hospi-
tal stay. The discrepancies were grouped according to the NCC Merp Index for Categorizing Medica-
tion Errors to assess their potential harm. 

Results: The 30 patients used a total of 250 drugs, and 50 medication errors were found, affecting 
18 of the patients; 27 errors were potentially harmful, according to NCC Merp Index: 23 in category 
E, four in category F. Half of the errors originated from an incomplete medication list in the referral 
letter. 

Conclusion: The majority of the medication errors were made when the patients were admitted 
to hospital, and a substantial proportion were potentially harmful. The medication list should be 
reviewed together with the patient on admission, and each patient should carry an updated medi-
cation list provided by his or her general practitioner.

  OP-89

Video Consultations in General Practice

Elisabeth Søndergaard1; Imran Rashid2; Susanne Reventlow1

1 The Research Unit for General Practice, Copenhagen, Denmark; 
2 MD, GP, Kastrup Lægeklinik, Denmark

Background: The expansion and integration of telemedicine plays an increasingly important role 
in the everyday life of general practitioners and their patients. Undoubtedly telemedicine holds a 
great potential with regard to cost effectiveness and access to healthcare but the development is 
also subject to critical debate. This study will examine general practitioners and patients’ percep-
tions, experiences and aspirations in relation to video consultations in a Danish setting.

Research questions:
Which types of health problems are suitable for online video consultations?
What did the video consultation require of the doctor and the patient in terms of time, technical 
skills and communication?

Methods: The study tests video consultations among a small group of 10 motivated general prac-
titioners practicing in the capital area of Denmark. Quantitative data will be collected from both 
patients and doctors through online questionnaires answered immediately after each completed 
video consultation (480 video consultations in total). Qualitative data will be collected through ob-
servations of video consultations in the clinics, in-depth interviews with the participating doctors 
and purposely selected patients, and finally 2 focus group discussions with the participating doc-
tors.

Results: This project will provide insight into the practice of video consultations between general 
practitioners and their patients in a Danish context. The study will present a description of the op-
portunities as well as the challenges that exist if video consultations were implemented as an al-
ternative to established consultation forms. Furthermore, the project will suggest which type of 
patients this specific type of consultation is best suited for.

Conclusion: This project provides a better understanding of the way video communication affects 
the relationship between the patient and the practitioner, whether professionals and patients are 
satisfied with the method and finally, it examines if it in practice would work as an alternative con-
sultation method for clinical diagnosis.

Points for discussion:
 1)  What does communication via webcam do to the relationship between 
  the doctor and the patient?
 2)  What are the worries – if any – you as a doctor would have if video consultations  
  became an option in your clinic?
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Upskilling rural GPs and GP Registrars in using telehealth

Jane Louise Harte1; Claire Palmer1; David Jukes2; Philip Greenup2

1 Queensland Rural Medical Education, Australia; 
2 St Vincent’s Hospital, Brisbane, Australia

Background: The use of telehealth in rural and remote Australia provides the opportunity for pa-
tients and their general practitioners to access specialist advice whilst remaining in their own loca-
tion, yet little over 60% of general practices we have surveyed utilise it. This paper reports on a study 
of the uptake and use of telehealth over a twelve month period.

Research questions: What is the level of interest, the specific needs, uptake and outcomes of a 
broad telehealth initiative which aims to educate and inform rural GPs and GP Registrars?

Methods: After initial feedback was gained about the uptake of telehealth, an assessment of tel-
ehealth needs and preferred information delivery formats was undertaken with QRME accredited 
general practices and general practitioners in the SE Qld region. This informed the development of 
a web page, information packs, educational materials and a video, which were distributed to the 
practices and introduced during face-to-face information sessions with GPs and Registrars. At the 
end of the twelve month period (May 2013), an evaluation of the uptake of telehealth will be under-
taken, in addition to the collection of qualitative information about the usefulness of the material 
developed and how this might be improved in the future.

Results: It is expected that at the end of the project period, the uptake of telehealth in the general 
practices surveyed will have increased and that general practitioners’ knowledge of the technical, 
ethical and etiquette aspects of using telehealth with patients will have been enhanced.

Conclusions: It is expected that the needs and challenges assessed at the beginning of the project 
will have been met through the material developed, and that this will have contributed to an in-
crease in uptake of telehealth.

Points for discussion:
 1)  Challenges in the use of telehealth in rural and remote Australia
 2)  Developing appropriate information packages and materials on telehealth
 3)  Specialties of most need which can benefit GPs and their patients through telehealth

   OP-91

The consultants’ role in the referring process with GPs 
– partners or adjudicators?

Olav Thorsen

University of Bergen, Norway

Research question: Identify and describe hospital consultants’ reflections on and attitudes to the 
referral process and cooperation with GPs.

Methods: Qualitative study of semi-structured interviews with consultants analyzed using system-
atic text condensation. Interviews conducted from February 2011 to October 2012.
Twelve hospital consultants representing eight different specialties, who had practiced for 20 to 37 
years.

Results: The consultants reported a considerable workload assessing referrals from GPs and prior-
itizing patients for specialist services. They assessed referrals according to individual standards and 
guidelines. Good referrals could make the prioritizing process easier. The specialists expressed a 
deep concern about securing a fair priority of patients and a willingness to give reasonable advice 
back to the referring GP when rejecting a referral. Better communication, like a phone call to confer 
with a hospital specialist before referring, was meaningful.

Conclusions: Both GPs and hospital consultants have a potential for better communication and 
cooperation, which could make the referral process more balanced, and the participants more like 
partners.
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  PP-33

Appropriateness of antibiotics for upper respiratory tract infections in 
general practice – Comparison between Iceland and Denmark

Nanna Run Sigurdardottir; Anni Brit Sternhage Nielsen; Lars Bjerrum

University of Copenhagen, Denmark

Background: The prevalence of antimicrobial resistance has since 2004 been 4-5 times higher in 
Iceland than in Denmark. Could this difference reflect another prescription pattern and/or use of 
other clinical criteria for antibiotic prescribing? The majority of antibiotics are prescribed in general 
practice where 2/3 of all prescriptions are for respiratory tract infections.

Research questions: Have Icelandic general practitioners (GPs) a higher rate of inappropriate an-
tibiotic prescribing for upper respiratory tract infections (URTIs) as compared to Danish GPs? Do 
Icelandic GPs use other clinical criteria when prescribing antibiotics?

Methods: Comparable data on antibiotic prescribing for acute otitis media, acute sinusitis, and 
acute pharyngotonsillitis from Danish and Icelandic GPs who participated in a three-week audit in 
the winter 2008 and 2009, respectively. The GPs recorded patients’ symptoms and signs at encoun-
ter, symptom duration, use of diagnostic tests, presumed aetiology and diagnosis. The appropriate-
ness of antibiotic prescriptions was classified according to internationally agreed recommendations 
(HAPPY AUDIT and EPOS) into three classes: 1) probably appropriate, 2) possible appropriate and 3) 
possible overprescribing.

Results: Patients totalled 1,428 (Denmark=1,208/Iceland=220). Generally, Icelandic patients had 
longer symptom duration before attending general practice. Danish patients with acute otitis me-
dia more frequently had fever, but no other differences were found for signs and symptoms. Point 
of care tests were more frequently used by Danish GPs as compared to Icelandic GPs. Icelandic GPs 
more frequently prescribed antibiotics as compared to Danish GPs (58.7-98.6% vs. 46.3-75.5%). A 
larger proportion of possible overprescribing was found in Denmark than in Iceland (5.7-19.7% vs. 
4.1-14.7%).

Conclusion: GPs in Iceland have not a higher rate of inappropriate prescriptions of antibiotics for 
URTIs as compared to Danish GPs. Antibiotics were however, more often prescribed in Iceland. This 
difference cannot fully be explained by the difference in the use of clinical criteria.

Points for discussion
 1)  Are Icelandic patients more “ill” when attending their GP?
 2)  Are the diagnostic test used to justify antibiotic prescribing in Denmark?
 3) Could the patients’ demands influence the GPs’ decision to prescribe antibiotics?

   PP-34

Interactive Medication Review of Danish Polypharmacy Patients’ Medications

Berit Enggaard Kaae1; Birgitte Aagaard Lund2; Mikala Holt Havndrup2; Jens Markussen2; 
Charlotte Vermehren2; Hans Okkels Birk2; Kirsten Schæfer2

1 Gundsølægerne, Denmark; 
2 Region Zealand, Denmark

Background: Major polypharmacy (defined as 6+ drugs) is often associated with reduced treat-
ment quality. In order to promote rational pharmacotherapy in Region Zealand, one of five public 
bodies responsible for provision of public health care in Denmark, an interdisciplinary medication 
review of polypharmacy patients’ medications was performed by using an interactive IT-system.

Research questions:
Is it possible to facilitate medication review by way of an IT-system and registry data?
Is it possible to achieve savings for patients and the region?

Methods: A new IT-system, developed by Region Zealand, Denmark, was used to identify polyphar-
macy patients in existing patient registers and to extract data about drugs used by each patient. The 
participating GPs received a dataset and selected polypharmacy patients for medication review. The 
individual patient’s medication was reviewed by an interdisciplinary team consisting of a specialist 
and a clinical pharmacist. Subsequently, suggestions for changes to be considered were submitted 
to the GP. Upon agreement with the GP, the changes were registered in the IT system. A medication 
review report including recommendations was generated by the IT-system for each patient.

Results: Eighty-four (15 %) of the GPs of Region Zealand participated in the study, and 465 polyp-
harmacy patients were included. The mean age of the patients was 72 years and on average they 
were in treatment with 12.4 drugs. On average 3.3 changes were suggested per patient. The most 
frequent suggested change was discontinuation of medications. If all agreed medication changes 
were implemented, the total savings for the 465 patients and the region would be Euro 8,422,000 
per year.

Conclusions: Interdisciplinary medication review facilitated by the use of an IT-system and admin-
istrative registers, was found to be a relevant, accurate and time-saving way to identify patients in 
suboptimal drug treatment and to review their medications. In addition, potential savings for the 
patients and the region was quantified.

Points for discussion:
 1) To what degree does bias in selection of GPs and polypharmacy patients present 
  a problem for the study? 
 2) How large savings is it realistic to achieve by way of the present intervention?
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Rational use of opioids

Marianne Siersbæk1; Kirsten Nielsen1; M Ohrt1; M Juul-Larsen2; A Schou-Olesen3; 
B Klindt Poulsen4; H Plet2; K Dencker Christensen5; N Brunsgaard6

1 Pharmacology Unit of General Practitioners, NORDKAP; 
2 Hospital Pharmacy, North Region, Denmark; 
3 Multidisciplinary Pain Clinic, Aalborg; 
4 Department of Clinical Pharmacology, Aalborg Hospital; 
5 Himmerland Hospital; 
6 Palliative Team, Aalborg Hospital

Background: Use of opioids varies remarkably between various regions of Denmark. The use is 
especially high in the Northern Region (NR) which might imply an irrational use. In particular the 
use of “non-recommended” opioids constitutes a problem.

Purpose: The aim is to develop and implement a guideline for rational use of opioids for both the 
primary and the secondary healthcare system, motivated by as well quality as economic improve-
ments. It was anticipated that the guideline would help reducing overall use of opioids and espe-
cially the “non-recommended” opioids.

Methods:
1. Drug recommendations were streamlined.
2. The above named multidisciplinary team developed an “easy-to-use” guideline named 
 A Handbook of Pain Relief
3. The guideline was distributed to all doctors in NR in 2010, and was made available online. 
 New update released April 2013
4. The medicine for use in hospital wards were adjusted to the recommendations
5. A planned press release about the guideline contributed to increase focus
6. Hospital staff meetings were conducted to introduce the guideline
7. Scheduled visits in general practice focused on the importance of proper pain management 
 and opioid use
8. The use of opioids is continuously monitored

Results: A guideline on “how-to-use” opioids” was released in a paper and an online edition, both 
updated April 2013. Statistics shows an immediate reduction in the use of oxycodone (“non-rec-
ommended”). The total consumption of opioid analgesic (DDD) is decreasing very slowly, a slightly 
larger decrease in RN compared to the rest of the country.

Conclusion: The study showed that multidisciplinary team effort, led to implementation of the 
guideline. It supports that it is possible to influence the use of opioids, and make prescribing prac-
tices more rational and less expensive. However, the efforts will need to be followed by continuous 
monitoring, information and education.

   PP-36

Trends of irrational use of drugs against ADHD among adults

Dorte Glintborg1; Søren Ilsøe Moreno1; Bine Kjøller Bjerregaard2; 
Jesper Hallas3; Anton Pottegård3

1 Institute for Rational Pharmacotherapy, Denmark; 
2 Statens Serum Institut, Denmark; 
3 Clinical Pharmacology, Institute of Public Health, University of Southern Denmark

Background: In Denmark, drugs used for attention deficit/hyperactivity disorder (ADHD) are only 
licensed for treating children and adolescents (6–17 years), and there is a lack of guidelines for di-
agnosis and treatment of adults. GP´s are not allowed to initiate treatment but may be responsible 
for maintenance therapy.

Research question: We characterized the use of ADHD drugs in Denmark, focusing on prescribing 
patterns and treatment persistence among adults.

Methods: Data on 1,085,099 prescriptions for ADHD drugs issued to 54,024 persons was extracted 
for the period January 1995 to 30 September 2011 from the Danish Registry of Medicinal Product 
Statistics. Drug utilization was characterized using descriptive statistics.

Results: The use of ADHD drugs rapidly increased during the last 10 years from about 1.600 preva-
lent users in 2001 to 25.800 prevalent users in 2011 of which more than half were adults. General 
practitioners (GP) initiated treatment in 1 out of 5 adults in the age group 18-50+ years and were 
also widely involved in the prescribing of maintenance treatment. Dropout after receiving only one 
prescription was seen in 1 out of 7 adults.

Conclusion: The rapidly increasing use in adults, the prescriber profile for treatment initiation 
together with the high drop-out rate indicate the need for development and implementation of 
cross-sectorial national guidelines for diagnosing and treating adults with ADHD.

Points for discussion:
 1) How are the Danish results reflecting the use in other Nordic countries?
 2) Why do we se this increasing use?
 3) Which interventions are needed?
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Associations between patients’ concerns about medicines and generic substitution: 
a cross-sectional questionnaire and register study

Jette Rathe1; René DePont Christensen1; Jens Søndergaard1; 
Dorte Ejg Jarbøl1; Morten Andersen2

1 Research Unit of General Practice Odense, Institute of Public Health, University of Southern  
 Denmark; 
2 Centre for Pharmacoepidemiology, Karolinska Institutet, Department of Medicine Solna, 
 Stockholm, Sweden

Background: Generic substitution means that a medicinal product is replaced by another con-
taining the same active substance within a bioequivalent range. For patients, substitution entails 
changing to another drug having the same effect, but being different with regard to brand name, 
price, form, size, colour and taste. Knowledge about whether medicine users become more con-
cerned about medication due to generic substitution is sparse.

Research question: This study aimed to assess if patients’ concerns about medicines are associated 
with generic substitution.

Methods: Cross-sectional survey comprising responses from 2272 randomly selected persons aged 
20 years or older and living in the Region of Southern Denmark, who had redeemed generically sub-
stitutable drugs in September 2008. Patients were identified in a prescription database. For each pa-
tient we focused on the purchase of one generically substitutable drug (index drug). We applied the 
specific concerns subscale from the Beliefs about Medicine Questionnaire (BMQ) to elucidate lack of 
confidence in treatment. We also included general beliefs about medicine (BMQ), views on generic 
medicine and confidence in the healthcare system. Data were analysed using linear regression.

Results: There was no difference in BMQ concern score between generic switchers and non-
switchers of the index drug (-0.02 95% CI: -0.10;0.05). Having switched 1-4 times to medicine within 
other drug groups led to increased concern (0.13 95% CI: 0.03;0.22), but more switches were not 
associated with concerns. Viewing medicines as harmful in general was also associated with in-
creased concerns (BMQ General Harm: 0.39 95% CI: 0.30;0.47 and BMQ General Overuse: 0.28 95% 
CI: 0.20;0.35). Patients having high confidence in the healthcare system showed less concern (-0.16 
95% CI: -0.27;-0.06).

Conclusion: We found no association between concerns about medicine and generic substitution. 
Having experienced a few generic switches within other drug groups increased concerns. Patients 
with confidence in the healthcare system were less concerned about their medication. The percep-
tion of medicines as harmful and over-prescribed led to increased concerns.

Points for discussion: Can we conclude based on our results that generic substitution does not 
cause more concerns about medicine to the patient?

   PP-38

Paracetamol or ibuprofen in the management of mild 
to moderate pain in children.

Mette Bolvig Poulsen; Mette Brassøe

Region nord, Denmark

Background: Treatment of pain and discomfort in children is a common motive for consultation 
in primary care. The drug of first choice in Denmark is paracetamol and doctors are reluctant in 
prescription of NSAID to children.

The purpose of the this study was to evaluate whether ibuprofen can be prescribed in equal with 
paracetamol in treatment of mild to moderate pain in children.

Research questions: Are there any differences in safety and efficacy of paracetamol and ibuprofen 
in the treatment of mild to moderate pain in children?
Is there any benefit of combined treatment compared with the use of each drug alone ?

Method: We performed a literature search on Pubmed using the Mesh words “acetaminophen” and 
“ibuprofen”. Inclusioncriterias were metaanalyses and reviews directly comparing treatment with 
paracetamol and ibuprofen for mild to moderate pain in children aged 6 months to18 years. Only 
articles in English and Danish from the period 1990-2012 were included.

Results: Three articles compared the analgesic effect plus safety and tolerance of paracetamol and 
ibuprofen. In one article both metaanalysis and review found a significant superior effect of ibupro-
fen and in two articles the effect were equal.
 In all four articles concerning safety and tolerance there were no differences between the two 
treatments. In particular no cases of Reyes Syndrome we observed in either group.
 Only one review evaluated the evidence of combination-therapy and found no benefits or 
harm compared to mono-therapy.

Conclusion: Ibuprofen is safe to use in treatment of children and at least equal to paracetamol 
considering the effect on mild to moderat pain. There is no evidence of superior painrelief using 
combined therapy.
 We still consider paracetamol as first drug of choice in treatment of pain in children as the 
statistically significant superior effect of ibuprofen is difficult to asses from a clinical perspective be-
cause pain is a subjective experience. There is no evidence of being reluctant in ordering ibuprofen 
if paracetamol is not sufficient.

Points for discussion:
 1)  Is it possible to asses pain in children?
 2)  Are parents compliant when analgesic therapy is prescribed for their children?
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The effect of withdrawal of long-term benzodiazepine and related drug use on 
balance and handgrip strength: a longitudinal study in older adults.

Janne Antero Nurminen1; Juha Puustinen2; Ritva Lähteenmäki1; Tero Vahlberg3; 
Pertti J. Neuvonen4; Markku Partinen5; Ismo Räihä1; Alan Lyles6; Sirkka-Liisa Kivelä6

1 Department of Family Medicine, University of Turku; 
2 Division of Clinical Neuroscience, Turku, and University Hospital and Department of Neurology,  
 University of Turku; 
3 Department of Biostatistics, University of Turku; 
4 Clinical Pharmacology, University of Helsinki, and HUSLAB, Helsinki University Central Hospital; 
5 Sleep Clinic and Research Laboratory, Vitalmed Research Center, Helsinki, and Department of  
 Neurology, University of Helsinki; 
6 Division of Social Pharmacy, University of Helsinki, and Satakunta Central Hospital, Pori

Background: Benzodiazepines and benzodiazepine related drugs are widely used among older 
adults. They predispose to serious adverse outcomes including falls and fractures. There is a clinical 
need to further understand mechanisms behind this increased risk.

Research question: To study the effects of benzodiazepine withdrawal on balance and muscle 
strength in older adults.

Methods: This was a prospective longitudinal study including 89 users (60 women, 29 men) of 
temazepam, zopiclone or zolpidem aged ≥55 years who were recruited in the benzodiazepine with-
drawal program. One-month benzodiazepine withdrawal period was performed and participants 
were followed up to six months. Participants were divided into short-term withdrawers and non-
withdrawers according to benzodiazepine residual plasma concentration at the end of the with-
drawal. Division to long-term withdrawers and non-withdrawers was determined with interviews at 
the end of the follow-up period. Participants’ balance (Berg’s Balance Scale) and handgrip strength 
were tested seven times during the study. Test results were compared statistically in order to deter-
mine differences between the groups.

Results: No differences in balance test were found between withdrawers and non-withdrawers. 
Similarly, no differences in handgrip strength were found in men. However, women who had with-
drawn improved their handgrip strength significantly compared to non-withdrawals.

Conclusion: Significant improvement was seen in handgrip strength in older women who had 
withdrawn from benzodiazepines compared to non-withdrawers.

Points for discussion:
 1)  Why was the statistically significant result found only in women?
 2)  The participants were relatively well-conditioned in this study. How would have 
  the results changed if the participants were frailer?

   PP-40

Quality control in elderly medications

Pamela J Miettinen; Leena Kaarlonen; Anni Jaakkola-Andersson; Pertti Andelmin

City of Salo, Finland

Background: The Health Center of Salo, Finland, serving a population of 55 000, has officially been 
dedicated to quality control since the adoption of the SHQS standard in 2000. We present an exam-
ple of the development of a quality control process for medication in the elderly which stemmed 
from a clinical observation. The development process was fostered by the synergy provided from 
the formulation of the patient safety plan, required by the National Institute for Health and Welfare 
(THL) and a program implemented by the Finnish Medicines Agency (FIMEA) for the rationalization 
of elderly medications.

Research question: In September 2012, a substitute health center hospital physician took note of 
the high proportion of elderly patients recovering from falls and the high prevalence of medications 
that predisposed to falls. Means for fall prevention were sought.

Methods: The medication lists and blood pressure charts of all patients >74years treated for falls at 
the emergency ward were reviewed by the health center pharmacist and the chief doctors for elder 
and outpatient care during a pilot survey in October 2012

Results: 91% of patients (n=23) had medications predisposing to falls. A practice of reporting all 
falls of patients >74 years to the health center pharmacist for review of medication was adopted. 
Her report is sent to the attending physician. In addition, several continuing education events for 
physicians have been staged. An apprentice physician has previewed prescription renewals and 
medication lists of home care patients. The service of the pharmacist is also available to physicians 
upon request.

Conclusions: The rationalization of medication in the elderly is an ongoing process which is fos-
tered by the cooperation of the attending physician, nurses, patients and family, employing the 
service of the pharmacist in high risk patients or those with extensive medications. There has also 
been an attempt to improve coordination of the work of the attending physician with the homecare 
nurses.

Points for discussion:
 1)  Weighing the benefits and risks of medication in the elderly
 2)  Non-pharmacological treatment of depression, insomnia and agitation
 3)  Weaning patients from harmful medications
 4)  Adjusting target goals for blood pressure and blood glucose in elderly
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Should we use data capture in primary health care to implement clinical guidelines 
for antithrombotic therapy of patients with atrial fibrillation?

Susanne Lis Larsen1; Dines Heeholm Sønderstrup1; Jakob Heeholm Sønderstrup1; 
Jens Christian Toft2

1 Laegehuset i Borup, Denmark; 
2 Department of medicine, Slagelse Sygehus

Background: The under use of antithrombotic therapy among patients with atrial fibrillation has 
been reported in primary health care. Guidelines are changing due to new drugs, and CHA2DS2-
VASc (Congestive – Hypertension - Age(+75 year) – Diabetes – Stroke - Vascular disease - Age(+65 
year) - Sex) and HASBLED (Hypertension - Abnormal liver and renal function – Stroke - Bleeding - 
Labile INR – Elderly - Drugs or alcohol) scores have been introduced.

Research questions: Is the actual - real life - antithrombotic treatment of our patients with atrial 
fibrillation in accordance with the guidelines?
Is data capture a useful tool to implement new guidelines?

Methods: Single center general practice. 5500 patients all coded with ICPC diagnoses. All patients 
coded with atrial fibrillation (k 78) have been evaluated, and the antithrombotic treatment has been 
compared to the therapy recommended by ESC (the European Society of Cardiology). Patients have 
been evaluated by CHA2DS2-VASc and HASBLED scores. Sentinel Data Capture is an IT program 
designed to collect data automatically from an electronic health record system. The data include 
ICPC diagnoses, National Health Service disease codes, laboratory analyses and prescribed drugs.

Results: 55 patients had atrial fibrillation. Prevalence 1%. 3 patients should receive warfarin or 
NOAC (novel oral anticoagulant drugs) instead of aspirin. 10 patients were in dual treatment with 
warfarin and aspirin, and aspirin was stopped according to the guidelines.

Conclusion: The antithrombotic treatment of patients with atrial fibrillation is complex. Our study 
confirmed, that the under use of anticoagulation therapy is seen in general practice, however, we 
also found patients in dual therapy with aspirin and warfarin which is a treatment no longer recom-
mended. The antithrombotic treatment can be optimized by the use of data capture, which offers 
decision support. It is an effective tool to implement new guidelines.

Points for discussion:
 1) Should we use IT decision support in general practice and can it stand alone?
 2) How can we implement new guidelines in general practice?
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HOW TO ACHIEVE PARTNERSHIP WITH OUR OLD PATIENTS IN ORDER TO AVOID 
POISONING THEM WITH PRESCRIBING DRUGS – IMPLEMENTING SYSTEMATIC 
MEDICATION REVIEW FOR THE ELDERLY IN A GENERAL PRACTICE SETTING

Jørund Straand1; Inger Nordin Olsson2; Palle Mark Christensen3; 
Merete Willemoes Nielsen4; Bente Overgaard Larsen4; Dorte Glintborg4

1 University of Oslo, Norway;
2 The National Board of Health and Welfare, Sweden; 
3 University of Southern, Denmark;
4 Denmark

Objectives:
 1)  To provide the participants skills in medication review for the elderly in a general  
  practice setting. 
 2)  Establishing a Nordic network group dealing with medication review for the 
  elderly in a general practice setting.

Background: Elderly people tend to get an increasing number of drugs and perhaps too many? 
Clinical useful tools for general practice are available in order optimize the medication review. 
These tools will be presented and discussed.  

Content:
5 min Short introduction (JS)
5 min  Case 1: Multimorbidity – polypharmacy (PMC)
20 min Explicit criteria for potentially inappropriate medications in older adults (SR, DG, INO)
  - NORGEP criteria (Norway)
  - IRF-list (Denmark)
  - Quality indicators in drug treatment (Sweden)  
20 min How to implement medication review in daily practice? (JS, PMC, BOL, MWN, DG, INO)
5 min Case 2: Preventive treatments in the very olds (PMC)
10 min Why the single disease models often fail in the very olds (JS)
20 min Establishing a Nordic Working group focusing on medication review for the elderly in 
 a general practice setting? (JS, INO, PMC)
5 min  Concluding remarks (JS, INO, PMC)

Method: Short oral presentations based on patient-cases as an appetizer for semi-structured 
dialog between participants.

   Sy-30

HOW TO MANAGE WITH CLINICAL DECISION SUPPORT IN PRIMARY CARE 
– PROBLEMS AND SOLUTIONS

Seija Eskelinen1 MD, Editor EBMeDS; Virpi Kröger2 Chief Physician; 
Rasmus Paetau3 MD, Editor EBMeDs

1 Duodecim Medical Publications Ltd.;
2 Hämeenlinna Health Services;
3 Duodecim Medical publications Ltd.

Objectives: The objective of this workshop is to familiarize with clinical decision support (CDS) as 
a tool in quality improvement and discuss barriers and solutions for successful implementation. By 
the end of this session, participants are informed on objectives and opportunities of CDS. They will 
be able to promote CDS in their organizations.

Background: Clinical Decision Support provides health care professionals (or patients) patient-spe-
cific guidance based on data in electronic health records. The Evidence-Based Medicine electronic 
Decision Support (EBMeDS) is a platform-independent service, which can be integrated into any 
EHR containing structured patient data. It is based on a simple but efficient technology, and both 
installing and updating the system is easy.

Content: Different functions of CDS and data on its effectiveness regarding patient safety and quali-
ty of care are presented in an introductory session. Then we focus on implementing EBMeDS in 
primary care in Hämeenlinna Health Services as an example. Identified barriers and solutions for 
implementation are presented, and then discussed together. 

Potential questions to be discussed:
 1)  How to promote structuring of electronic medical records (which is an absolute  
  requirement for CDS) 
 2)  Reasons for poor acceptance or unintended consequences of implemented CDS 
  interventions
 3)  Elements of successful implementation

Method: 
Short presentations
Discussion
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CHALLENGES IN URINARY TRACT INFECTIONS (UTIs) CONCERNING EPIDEMIOLOGY, 
DIAGNOSIS AND TREATMENT IN THE VARIOUS PRIMARY CARE SETTINGS

Morten Lindbæk1 professor; Lars Bjerrum2 professor

1 University of Oslo
2 University of Copenhagen
  

Objectives: The main objectives of this workshop is discuss evidence on epidemiology, diagnosis, 
treatment and handling of acute UTIs in general practice and present new studies on the topic. 
Furthermore to focus on Nordic guidelines on acute cystitis and discuss relevant gaps.

Background: This workshop is relevant for handling of acute UTIs in general practice and nurs-
ing homes in view of the developing antibiotic resistance which is evident in UTIs in all Nordic 
countries. It will also be discussed whether symptomatic treatment with NSAIDs is a possible new 
option in patients with uncomplicated UTI .

Content:
Presentation on diagnostic strategies of UTIs
Presentation on guidelines for treatment of UTI in the Nordic countries.
Presentation on handling of UTIs in emergency rooms by nurses.
Presentation on ongoing new treatment studies.
Presentation on studies on UTI in nursing homes.

Method: The methods used during the workshop will be short presentations with discussion after 
each presentation and a final panel discussion.

   WS-20

PATIENT-CENTERED CARE WITH TEAMWORK
CASE Potku-PROJECT (POTilas KUskin paikalle 
– PUTTING THE PATIENT ON DRIVER’S SEAT)

Risto Kuronen1; Liisa Länsipuro2; Jukka Karjalainen2; Raimo Rintala3

1 Primary Health Care Unit of Päijät-Häme
2 City of Tampere
3 Primary Health Care District, Kauhava

Objectives: The main objectives of the workshop are to present the change management strate-
gies we use in chronic disease prevention and treatment as well as to share ideas from other organi-
zations with similar agendas.

Background: One of the central challenges of primary health care in the future is the prevention 
and treatment of chronic diseases and comorbidity. In the Chronic Care Model, which enjoys wide 
support internationally, the aim is to raise the patient’s role from stagehand to star with respect 
to his health care. In primary health care teams will empower patients, offering self-management 
support and services that offer tangible gains in patient health. The main tool is the patient’s care 
plan, which should be used systematically. Implementation requires a major change for all parties 
involved: patients, health care professionals and institutions. Changes in attitude, approach and 
methodology are all needed. Commitment and participation of the whole organization at all levels 
are the prerequisites for success.

Content: In workshop participants discuss in groups the challenges and successes they have en-
countered in their work related to the prevention and treatment of chronic diseases. In between 
POTKU-project related experiences will be delivered in the form of short presentations – from the 
perspective of both patients and health care professionals.

Methods:
Small teamwork groups
Short presentations
Video

To be considered in advance:  
Maximum number of participants is 30.
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  WS-21

PRACTICAL SKILLS IN PATIENT-CENTERED CLINICAL COMMUNICATION

Edvin Schei; Eivind Meland; Øystein Hetlevik

Department of Global Public Health and Primary Care, University of Bergen
  
 
Objectives: The workshop will demonstrate and rehearse skills, teaching strategies and tech-
niques for core GP communication tasks:
 • Efficient problem identification
 • Structuring consultations, keeping time
 • Motivating and empowering patients for change 
 • Facilitating trust and therapeutic alliance

Background: “Communication” in clinical medicine designates the endlessly varied processes that 
allow doctor and patient to establish a working relationship, to develop an understanding of each 
other’s roles and perspectives, and to adequately use medical competence, knowledge, infrastruc-
ture and technology in ways that are helpful to the patient. Good clinical communication is in itself 
therapeutic. A number of studies show that doctors commonly communicate in ways that produce 
misunderstandings, wrong diagnoses, inappropriate use of medication, unnecessary referrals, and 
dissatisfaction both in patients and doctors. Developing a professional level of clinical communica-
tion is a lifelong and personal process, fuelled by theory, rehearsal, supervision, clinical experience 
and ongoing reflection. 

Content: The workshop will demonstrate teaching methods that allow participants to identify their 
own learning potentials, and provide strategies, methods and skills for teaching and supervising 
clinical communication in groups of 20 to 100. We will demonstrate group-based activities focusing 
on the acquisition of skills that enable doctors to establish trust and clarify the patient’s perspective 
in the early phase of consultations. The approach is based on the Calgary-Cambridge model of the 
consultation.

Method: The method has been developed at the University of Bergen. After a brief presentation 
and instructions to the groups, participants will be divided into small groups. We will explore com-
municative challenges in clinical work and discuss useful tools to improve the interaction with the 
patient. Participants must be ready for dialogue and role-play in groups. 

To be considered in advance:  Maximum number of participants 40. 

Reading in advance: Schei E. Doctoring as leadership: the power to heal. Perspectives in Biology 
and Medicine 2006;49(3):393-406.

   WS-22

DESCRIBING THE HUMANISTIC ELEMENTS OF LIFE IN NORDIC GENERAL PRACTICE:
DEVELOPMENT OF RESEARCH METHODS USING CREATIVITY AND THE ARTS

Charlotte Tulinius1; Carl Edvard Rudebeck2 GP; Per Stensland3; 
AnnDorrit Guassora4; Arthur Hibble5

1 University of Copenhagen, Denmark; 
2 Västervik Sweden, University of Tromsø, Norway; 
3 University of Bergen, Norway; 
4 University of Copenhagen, Denmark; 
5 Anglia Ruskin University, Cambridge, UK 

Objectives: Developing the understanding of how to use creativity and the arts in general practice
research.
 
Background: Although there is a central core of professionalism, being a GP is modelled by the area 
we work in, the people who are our patients, and the structures of our local community. Describing 
general practice work these features are however often reduced to a few words about the necessity 
to contextualize according to needs. To better understand the different contexts, we need to know 
more about the humanistic elements of the lived lives of our patients and ourselves as doctors. 
Across all researched disciplines there is a growing awareness of the necessity to use creativity and 
the arts to study the humanistic elements of life. This development of qualitative research is now 
also reaching the medical disciplines.
 
For the Nordic GP conferences in 2009 and 2011, GPs submitted and exhibited artistic representa-
tions of what it means to be a GP in the Nordic Countries. The contributions are analysed as quali-
tative research data, and will be communicated in a photo book. Have we captured the right
elements? How do we give back to the community of Nordic GPs the insight we have gained
with the same level of emotional, aesthetic and sensual understanding? 

Method and content  
We will run a research ‘experimentarium’:  
 1)  A short presentation of the results of our study and the development of this area in  
  other scientific disciplines,  
 2)  Using scenarios from the photo book, small group discussions of what it means to  
  be a GP in the Nordic countries; what the methods of our study adds; and how we  
  can ensure giving back our gained insight to the community of Nordic GPs.  
 3)  Sharing of new understanding through a poster/gallery walk.
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  WS-14c

CONVERSATIONS INVITING CHANGE

See the abstract at page 172.

   WS-23

GP PATIENT ENCOUNTERS – A WAY OF LEARNING

Arto Virtanen1 MD; Hans Blomberg2 MD; Eila Kujansuu3 MD

1 Nurmijärvi health center, Finland
2 Sibbo health center, Finland
3 Tampere City, health center

Objectives: Help the general practitioner deal with everyday patient problems.

Background: General practitioners encounter patients with a great variety of problems. Physicians 
have many ways of solving clinical problems. General practitioners from the Nordic countries could 
learn something about problem solving from each other.
 
Content: Presentations of patient cases, which include some problem, knowledge, understanding 
or statement, that can be discussed by the participants.

Method: The participants in this workshop will be able to make short presentations of their own 
patient cases. Participants should have submitted their cases in advance. The facilitators will com-
ment these cases and there will be plenty of time for discussion. Statements and questions may also 
be presented in Finnish and translated to English. If there are not enough cases to be discussed the 
moderators will provide the number of cases needed.

To be considered in advance: Pre-registration is required as the maximum number of partici-
pants is 25. Participants are encouraged to submit their own patient cases in advance. Patient cases 
should be sent to the facilitators not later than 31.7.2013. The facilitators reserve the right to choose 
the cases to be discussed. Please send your contribution to: arto.virtanen@pp.fimnet.fi.
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   Sy-32

EDUCATION PROGRAMS FOR RECRUITMENT AND RETENTION OF PHYSICIANS 
IN RURAL AREAS – EXPERIENCES FROM NORWAY

Ivar J. Aaraas1; Peder A. Halvorsen1; Karsten Kehlet1; Helen Brandstorp1; 
Svein Steinert1; Peter Prydz2

1 National Centre of Rural Medicine, University of Tromsø, Norway;
2 Norwegian Medical Association, Educational Section

Objectives: In Norway, education measures to enhance recruitment and retention of GPs include 
rural placements in medical school, decentralized group tutorials and in- service training programs. 
Our objective is to enable the participants to expand their understanding of useful and less useful 
educational measures towards rural recruitment and retention related to their own settings and 
health care systems.

Background: In 2010 the World Health Organization (WHO) launched guidelines on recruitment 
and retention of health care workers in rural and remote areas.  One of the recommendations is to 
design continuous education and professional development programs that meet the needs of rural 
health care workers, that are accessible from where they work and live. In this symposium we will 
present Norwegian experiences related to this recommendation.

Content: After presenting Norway’s attempts to improve recruitment and retention of GPs in rural 
areas, we will discuss our experiences and how they may be relevant to other rural settings and 
health care systems.

Method: We set the stage for discussions with the audience via four focused presentations: 1) The 
Senja doctor project: Municipalities cooperate to create a powerhouse of rural medicine (Karsten 
Kehlet).  2) Training program for rural emergency medicine teams: Team building, leadership and 
multidisciplinary interaction (Helen Brandstorp). 3) Group tutorials for young GP residents: Where 
does the shoe pinch in everyday practice? (Svein Steinert).  4) Decentralized postgraduate group 
tutorials: Specialist training for rural GPs where they are (Peter Prydz). 
Ivar J. Aaraas and Peder A. Halvorsen will chair the session.

To be considered in advance:
Recommended reading: J. Rourke, WHO Recommendations to improve retention of rural and re-
mote health workers - important for all countries, Rural and Remote Health, 10, 1654, (2010)

   WS-17c

GROUP SUPERVISION AS PART OF CLINICAL WORK IN FAMILY MEDICINE 
(in Finnish)

See abstract at page 175.
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  OP-92

Utility of using old cholesterol values for cardiovascular risk assessment in 
primary prevention

Aniela Angelow1; Carsten Oliver Schmidt2; Henry Wallaschofski3; Wolfgang Hoffmann4; 
Jean-François Chenot1

1 Department of General Practice, University Medicine Greifswald, Germany; 
2 Study of Health in Pomerania (SHIP), Institute for Community Medicine, University Medicine  
 Greifswald, Germany; 
3 Institute of Clinical Chemistry and Laboratory Medicine, University Medicine Greifswald, 
 Germany; 
4 Section Epidemiology of Health Care and Community Health, Institute for Community Medicine,  
 University Medicine Greifswald, Germany

Background: Total cholesterol (TC) is essential to assess cardiovascular disease (CVD) risk in pri-
mary prevention. However, the optimal TC screening interval is unclear and TC can’t be readily as-
sessed at the physician’s office. Frequently, previous TC measurements are available and could be 
used to estimate CVD risk.

Research question: Can CVD risk in primary prevention be correctly assessed using TC measure-
ments available from previous tests?

Methods: We analysed data of the population based cohort Study of Health in Pomerania covering 
a 10-year period. TC was calculated for all subjects without prior history of myocardial infarction 
or stroke and complete data on TC who attended baseline and follow-up examinations. 10-year-
CVD risk was estimated using ESC SCORE Germany at 5- and 10-year follow-up using current and 
baseline TC for subjects aged 40 to 69 years. Descriptive statistics were calculated for TC. Agreement 
between the CVD risk estimated with current versus previously measured TC was assessed using 
Cohen’s Kappa coefficient.

Results: 1916 subjects (mean age 46.8 years, SD 13.4 years) were included at baseline. Mean TC 
decreased from 5.77 mmol/l (SD ± 1.24) at baseline to 5.59 (SD ± 1.14) and 5.51(SD ± 1.12) after 5 
and 10 years of follow-up. 10.37% and 11.10% of subjects were estimated to be at a fatal 10-year-
CVD risk of > 5% using current TC values. When 5- and 10- year old TC values were used, 11.07% and 
12.85% of subjects were predicted to be at high CVD risk. Cohen’s kappa was 0.87 (95%-CI 0.83-
0.92) and 0.84 (95%-CI 0.80-0.89) for CVD risk at 5- and 10-year follow-up. The estimated coefficients 
were consistent with a very good agreement.

Conclusions: The available previous TC measurements can be used to estimate CVD risk in primary 
prevention alternatively to repeat TC measurements. This allows prompt identification of high risk 
patients and can reduce medical resource use and costs.

Points for discussion:
 1)  What level of misclassification of CVD risk is acceptable to clinical practice?
 2)  In which situations TC levels should be repeated?

  OP-93

BMI at the age of 5 years relation to adiposity harmful to health in adulthood

Lise Graversen1; Thorkild IA Sørensen2, 3; Liselotte Petersen4; Ulla Sovio5, 6; 
Marika Kaakinen7, 8; Annelli Sandbæk1; Jaana Laitinen9; Anja Taanila7; Anneli Pouta10, 11; 
Marjo-Riitta Järvelin6–8, 10, 12 *; Carsten Obel1 *
1 Section of General Medical Practice, Department of Public Health, Aarhus University, Denmark; 
2 Institute of Preventive Medicine, Bispebjerg and Frederiksberg University Hospital, The Capital  
 Region, Copenhagen, Denmark; 
3 Novo Nordisk Foundation Center for Basic Metabolic Research, Faculty of Health and Medical  
 Sciences, University of Copenhagen, Denmark;
4 National Centre for Register-Based Research, Faculty of Social Sciences, Aarhus University, 
 Denmark; 
5 Department of Non-communicable Disease Epidemiology, London School of Hygiene and 
 Tropical Medicine, UK; 
6 Department of Epidemiology and Biostatistics, Imperial College, London, UK; 
7 Institute of Health Sciences, University of Oulu, Finland;  
8 Biocenter Oulu, University of Oulu, Finland; 
9 Finnish Institute of Occupational Health, Finland; 
10 National Institute for Health and Welfare, Oulu, Finland; 
11 Department of Obstetrics and Gynecology, University of Oulu and Oulu University Hospital;
12 Oulu University Hospital, Unit of Primary Care, Oulu Finland; 
* Equal contribution.

Background: BMI at the age of 5 years is strongly associated with overweight in adolescence and 
this association has been shown to be stable over time. As a consequence, BMI at the age of 5 years 
is feasible to estimate risk of later overweight in future generations. Prenatal risk indicators of later 
overweight are also related to metabolic changes in adulthood. The aim of this study is to test the 
association between BMI at the age of 5 years and adiposity harmful to health in adulthood in terms 
of obesity, central adiposity and metabolic changes.

Methods: The Northern Finland Birth Cohort 1966 (NFBC1966) (N=4111) is a population based co-
hort followed from birth to the age of 31 years where participants were invited to a clinical examina-
tion including, height, weight, waist, blood pressure, fasting glucose, HDL and triglycerides.

Results: We plan to test the association between BMI at the age of 5 years and obesity, central 
adiposity and metabolic changes in adulthood.

Conclusions: When risk estimation tools to identify children at high-risk of future overweight are 
developed, it is crucial to ensure that we estimate the risk of overweight harmful to health and not 
just mere BMI. If BMI at the age of 5 years is associated with adiposity harmful to health in adulthood 
it may be possible to develop such a risk estimation tool by combining BMI at 5 years with prenatal 
risk indicators.
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  OP-94

Cardiovascular risk estimation in a general Norwegian population: 
modelling analysis based on the HUNT 3 Study

Hálfdán Pétursson1; Linn Getz1; Jóhann Ágúst Sigurðsson1, 2; Irene Hetlevik1

1 General Practice Research Unit, Department of Public Health and General Practice, Norwegian 
  University of Science and Technology, Trondheim, Norway; 
2 Department of Family Medicine, University of Iceland, Reykjavik, Iceland

Background: Studies indicate that physicians follow clinical guidelines on cardiovascular disease 
(CVD) prevention only to a limited degree. This is true even when custom-made implementation 
strategies are applied. A suggested reason has been the workload generated by the guideline 
recommendations, and that the guidelines overestimate the CVD risk. The main objective was to 
estimate the workload associated with the current (2009) national Norwegian guidelines on CVD 
prevention.

Research question: To estimate: a) the 10-year risk of fatal CVD in a general Norwegian population 
according to the guidelines´ risk estimate; and b) the proportion of the population recommended 
to receive clinical intervention.

Methods: Analyses were performed on data from the cross-sectional, Norwegian HUNT 3 Study 
(2006-08), including 25,910 participants aged 40-69 years. The NORRISK model was applied to the 
study population and 10-year risk of fatal CVD event estimated for every participant, based on sex, 
age, smoking status, systolic blood pressure, and cholesterol levels. Guideline recommendations 
based on the NORRISK combined risk estimate were also modelled on the study population.

Results: Preliminary results show that 24.1% (6,244) of the participants had established CVD, dia-
betes, or were receiving antihypertensive treatment; additionally 1.8% had ≥ 10% risk; 5.1% had 
5-9% risk; 25.7% had 1-4% risk; and 43.2% had less than 1% estimated risk. Apart from the afore-
mentioned 24.1% already receiving treatment, 9.9% (2,570) of the participants were recommended 
to receive drug treatment and/or active medical follow-up.

Conclusion: According to the current Norwegian guideline recommendations, 34% of a general 
Norwegian population aged 40-69, should receive active clinical follow-up and/or medical treat-
ment for CVD risk. This proportion is lower than in previous modelling studies based on European 
guidelines for CVD prevention. The current Norwegian guidelines thereby appear more valid and 
implementable than previous European recommendations.

Points for discussion
 1) How large proportion of the population is both manageable and appropriate for 
  receiving treatment for CVD prevention?
 2)  Are the European and the Nordic national guidelines on CVD prevention appropriate 
  and implementable?
 3)  What are currently the most urgent tasks regarding cardiovascular public health?

  OP-95

Overweight and Health Related Quality of Life

Tellervo Seppälä; Päivi Korhonen, Pekka Mäntyselkä

Turku University, Finland

Background: Overweight and obesity are significant health concerns. For most people, overweight 
is a chronic condition which is associated with many diseases. Obesity also appears to have a sub-
stantial impact on a person’s quality of life. Little is known about the influence of quality of life on 
the success in weight management.

Research question: How does health related quality of life (HRQoL) affect success in weight man-
agement and how to utilize this information.

Methods: A population based longitudinal study carried out in rural towns of Harjavalta and 
Kokemäki in southwestern Finland in 2005- 2007. There were 4421 subjects aged 45-70 years will-
ing to participate, and those 2752 with at least one cardiovascular risk factor but no long-lasting 
disease were invited to laboratory tests and physical examination. These subjects completed the 
SF-36 questionnaire at the clinic before examinations. Subjects with BMI≥25 were instructed to 
gradually lose weight at least 5%. A three-year follow-up visit was scheduled to high risk subjects, 
and 1049 participated.

Results: We examined 906 overweight or obese persons, a mean BMI of 30.6±4.6kg/m². During 
the three-year follow-up period, 63 subjects (18%) lost at least 5% of their weight, 637 (70%) had 
stable weight, and 106 (12%) gained weight at least 5%. Those who had gained weight were less 
frequently married or cohabiting, had lower blood pressure values and more often normal glucose 
tolerance, used more alcohol and had depressive symptoms more often than those who managed 
to lose or stabilize their weight.
Subjects who had gained weight had worse results in every item of HRQoL both mental and physi-
cal.

Conclusions: Poor quality of life may hinder overweight and obese individuals from succeeding 
in weight management. Identifying and treating depression is essential before results in lifestyle 
counselling can be expected. Health care providers should also recognize that depressed people 
may be at increased risk for obesity.

Points for discussion: 
 1)  How should we take patient’s weight and HRQoL into consideration? 
 2)  Are overweight and obesity general practitioner’s duty only or a problem of 
  the whole society?
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  OP-96

Smoking cessation and long term weight gain in the general population

Rasmus Køster-Rasmussen

Research Unit for General Practice in Copenhagen, Denmark

Background: Danish clinical guidelines estimate that smoking cessation result in a weight gain of 
1-4 kg. However, the existing documentation mainly derives from trials with short term follow up or 
from highly selected populations. This study describes the long term weight development related 
to smoking cessation in a general practice population in Scandinavia.

Research question: Is smoking cessation associated with a clinically relevant weight gain in the 
general population?

Material: Baseline data were collected in 1998-1999 by Poul Erik Heldgaard, the general practi-
tioner in Ørum in Denmark. Of all adult patients on his list 70 % participated in a cohort study of 
diet, lifestyle and metabolic health. Among other measures a detailed history of smoking behavior 
was obtained at baseline and at follow up after 9 years.

Methods: Linear multiple regression analysis of observational data. The dependent variable was 
weight change. The exposure of interest was smoking cessation during the follow up period. The 
analysis was controlled for gender, age, BMI, education, physical activity, fasting insulin, and alcohol 
and energy intake.

Results: Of the 1374 citizens who participated in the baseline study 418 were smoking daily. Of the 
323 baseline smokers who participated in the follow-up study (8 died and 87 were lost to follow-
up), 223 were still smoking and 100 had stopped. The median weight gain among the citizens that 
successfully quit smoking was 5.7 kg (IQR 1.5 - 10) and 1.0 kg (IQR (-1.5) - 4.5) among those who 
continued to smoke. In the multivariate analysis smoking cessation was associated with a weight 
gain of 4.6 kg (CI: 3.2 - 6.1). Male gender was associated to weight gain (2.0 kg. CI: 0.5 – 3.5). Higher 
BMI (-0.5 kg/BMI-unit at baseline, CI: (-0.7) – (-0.4)) and age (-0.16 kg/year at baseline. CI:(-0.22)-
(-0.10)) were associated with weight loss.

Conclusion: Smoking cessation was associated with a long term weight gain of 4.6 kg. Clinical 
guidelines may underestimate the increase in body weight caused by smoking cessation in an un-
selected general practice population.

Points for discussion:
 1)  Is the finding trustworthy?
 2)  How can we present this new knowledge to our weight-concerned smoking 
  patients?

  OP-97

Amputations and foot ulcers in patients with type 2 diabetes. 
Identification of patients at high risk of these complications

Christine Bruun1; Volkert Siersma1; Ann Dorrit Kristiane Guassora1; 
Anni Brit Sternhagen Nielsen1; Per Holstein2; Niels de Fine Olivarius1

1 The Research Unit for General Practice and Section of General Practice, Department of Public  
 Health, University of Copenhagen, Copenhagen, Denmark; 
2 Department of Dermato-Venerology and Copenhagen Wound Healing Centre, Bispebjerg 
 University Hospital, Copenhagen, Denmark

Background: Amputations and foot ulcers in patients with type 2 diabetes are serious and feared 
complications. For early prevention identification of high-risk patients is necessary for GPs as pri-
mary caretakers and gatekeepers.

Research questions: Does the risk of foot ulcers and amputations vary with age and sex? Is this risk 
influenced by comorbidities and patient motivation and effort in diabetes control and treatment?

Methods: In a population-based cohort of patients newly diagnosed with type 2 diabetes from the 
“Diabetes Care in General Practice” study, we determined the prevalence of foot ulcers and the inci-
dence of amputations during 19 years. We examined the excess risk of foot ulcers and amputations 
related to gender, age, comorbidities and patient motivation and effort by odds ratios and hazard 
ratios from logistic and Cox regression models respectively, adjusted for potential confounders.

Results: After multivariate adjustment significant predictors (HR; 95% CI) of amputations were pe-
ripheral neuropathy (2.09; 1.19-3.69), peripheral arterial disease (3.43; 1.65-7.12), microalbuminuria 
(2.11; 1.21-3.67), retinopathy (6.42; 2.59-15.90), and male gender (2.40; 1.31-4.41). Men diagnosed 
with diabetes below age 65 had the highest risk of amputations (8% over 19 years) compared to 
women and older patients. Poor (vs. very good) motivation for diabetes management increased 
the amputation incidence (7.57; 2.43-23.57), but adjustment attenuated the association (3.34; 0.91-
12.28). GPs’ indication of a poor influence of the patient’s effort in diabetes management increased 
the incidence (7.12; 3.40-14.92) also after further adjustments (4.17; 1.67-10.45). Foot ulcer results 
were similar.

Conclusions: Patients at particularly high risk of foot ulcers and amputations were identified to be: 
men diagnosed with diabetes < 65 years, patients with diabetes-related comorbidities, patients 
with poor motivation and effort as judged by the GP.

Points for discussion:
 1)  How can we translate these insights about patients with increased risk of 
  developing foot complications into clinical practice in primary care?
 2)  Which barriers can we identify?
 3)  Prompt referral is important, but how do GPs as gatekeepers identify patients at  
  high risk of foot ulcers and amputations?
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  OP-98

Types of question in the consultation process when used by medical students

Shireen de Fine Bangash; Klaus Witt

Copenhagen University, Denmark; 

Background: During the clinical course in family medicine, medical students have their own pa-
tients and videotape their consultations. We teach them to use open-ended questions in the Patient 
Part of the consultation and closed-ended questions in the Doctors Part. But do they do that?

Research question: This project aims to describe the type of questions and answers in the consul-
tation process between medical students and their patients in general practice, specifically empha-
sizing the significance of closed-ended questions.

Methods: 11 consultation videos between medical students and their patients, recorded for teach-
ing purposes. were included in the project. All questions and answers were continually registered 
and analyzed in a specially designed scheme. All closed-ended and open-ended questions and an-
swers were subsequently registered in a different scheme.

Results: Based on my results, I found that my material was sufficient and that my classification 
method was exhaustive and exclusive and suited for a full-scale study. I defined closed-ended, 
open-ended and double questions and answers.

Conclusion: In relation to these results, I observed that the closed-ended questions are present in 
greater number than the open-ended questions and that this may lead to a lack of important infor-
mation if the non-verbal component of communication is not included in the consultation. Luckily, 
the patients often answered the closed-ended questions with an open-ended answer which limited 
the consequences of the closed-end question. The specially designed registration form proved use-
ful.

Points for discusssion: How do we train medical students to be effective in using different types 
of questions?

  OP-99

Teaching Agricultural Health in Rural Medicine Vocational Training

Jane Harte1; Scott Kitchener1; Susan Brumby2

1 Queensland Rural Medical Education, Australia; 
2 National Centre for Farmer Health

Background: Rural Medicine Practitioners in agricultural communities need to understand and 
respond to agricultural health issues, yet teaching in medical schools and vocational training pro-
grams in this area is limited and fragmented. Here we report on the delivery of an integrated Agricul-
tural Health program for vocational trainees in Rural Medicine and General Practice in Queensland.

Research question:
How can we best provide targeted educational development for rural vocational trainees in relevant 
agricultural health topics?

Methods: A comprehensive educational program was developed for rural general practice regis-
trars over a six month period into the first year of supervised rural practice or rural hospital practice 
of the Qld Rural Medical Education syllabus for Australian General Practice Training program Re-
gistrars. This follows an orientation to Rural Medicine workshop in the first week of the year, with 
a subsequent workshop integrating rural clinical issues six months later. Interspersed are practice-
based teaching and small group learning in the context of Registrars’ rural practice plus a visit to an 
operating mixed farming property.
         A mix of qualitative and quantitative methods are used to evaluate the program, based on par-
ticipant feedback according to a seven-point scale relating to the relevance of the topics to current 
rural practice, whether the program added to knowledge, was at an appropriate level and main-
tained interest. The program delivery, clarity and achievement of learning objectives are evaluated 
in an appraisal of the modes of teaching. General comments are sought on the program.

Results: All 56 Registrars completing the two programs conducted to date have positively evalua-
ted it, with a median 6 for relevance, adding to knowledge, appropriateness of academic level and 
interest. Evaluation data also confirm that the mixed mode of educational delivery is appropriate.

Conclusions: Results indicate that appropriate educational development for rural vocational train-
ees in relevant agricultural health topics is best provided over a six months period, with appropriate 
topics covered in mixed delivery modes.

Points for discussion:
 1)  Agricultural health topics which are appropriate
 2)  Limitations of the program
 3)  Applicability of the program across geographic areas and other industry sectors
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  OP-100

Measuring the effect of e-learning when teaching consultation 
skills to medical students

Klaus Witt1, 2; Merete Jørgensen2, 1

1 The Research Unit for General Practice, Copenhagen, Denmark; 
2 Section of General Practice, University of Copenhagen, Denmark

Background: Last year medical students on the five-week course of general practice have 8 days 
of consultations with real patients. These consultations are videotaped for feedback and used to-
gether with DanSCORE, a 40-item checklist, to develop skills in consultation analysis.
Research question: Do medical students’ skills in consultation analysis change after adding an e-
learning program, and does DanSCORE measure this change?

Methods: A prospective controlled study in medical students (n≈200) on the last semester gene-
ral practice course at the Copenhagen University. We compare the effect of an added e-learning 
program on students’ consultation skills with a control group that only gets the usual teaching 
program. The students analyze a consultation video on the first and last day of each course. We 
measure changes in the distribution of individual students’ answers to DanSCORE after applying it 
on a video, and differences between the groups. To avoid risks of bias, the questionnaires are kept in 
sealed envelopes until after the final exams.

Results: Data collection continues from January to June 2013. We then code the answers and ana-
lyze them using excel. The procedures were piloted on a previous course that ended in January and 
the preliminary results are positive.

Conclusion: Final results and conclusions will be presented at the congress.

Points for discussion: Can DanSCORE be used in developing the consultation skills of practicing 
clinicians?

  OP-101

GP as a leader: Management programme for junior doctors

Marjo Parkkila-Harju1; Taina Mäntyranta2; Santeri Huvinen3; 
Minna Kaila3; John Ovretveit2; Mats Brommels2

1 City of Helsinki, Department of Social Services and Health Care, Finland; 
2 Karolinska Institute, MMC, Sweden; 
3 University of Helsinki, Hjelt Institute, Finland

Background: Clinical leadership is a vital part of GP’s work. Effective clinical leadership improves 
patient outcomes, and patient and provider satisfaction. Most medical schools provide little or no 
structured leadership or management training for young doctors. Existing programmes are usu-
ally limited to one specialty. We describe an innovative management programme developed at the 
University of Helsinki.

Research question: How to support clinical leadership of GP trainees?

Methods: Setting: Since 2009 a management development programme of 30 ETCS is mandatory 
for all physicians in specialty training at University of Helsinki. The aim is to obtain knowledge, skills 
and attitudes of frontline clinical managers. The design is based on principles of experiential learn-
ing. The individually planned programme can be completed during the specialist training, in 3-5 
years. An e-learning platform and e-portfolio enhance individual planning, tailoring, reflection and 
evaluation of learning.

Results: Junior doctors specializing in general practice form the biggest group of learners. Each 
leaner has a licensed GP as mentor. Real-life experiences of the young doctors and case-based 
learning methods are used. Both individual and shared reflection is endorsed. Group reflection and 
discussion among young doctors aiming at different specialties receive positive feedback. Practice-
based improvement projects allow active experimentation and create new concrete experiences. 
Improvement projects can be related to service delivery, e.g development of house rules or care 
pathways, or personnel management, e.g. introduction file for new personnel. Evaluation of im-
provements in learning and practice will be gathered.

Conclusions: The competence-based programme covers all specialties. It offers a platform for dis-
cussions between general practice and hospital specialties. The chosen learning methods are sup-
porting both learning and improvement of care.

Points for discussion:
 1)  Targetting one specialty or all specialties together?
 2)  Choice of the development projects based on theory and centrally given 
  topics, or according to the needs identified in the service system?
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  OP-101

GP as a leader: Management programme for junior doctors

Marjo Parkkila-Harju1; Taina Mäntyranta2; Santeri Huvinen3; Minna Kaila3; 
John Ovretveit2; Mats Brommels2

1 City of Helsinki, Department of Social Services and Health Care, Finland; 
2 Karolinska Institute, MMC, Sweden; 
3 University of Helsinki, Hjelt Institute, Finland

Background: Clinical leadership is a vital part of GP’s work. Effective clinical leadership improves 
patient outcomes, and patient and provider satisfaction. Most medical schools provide little or no 
structured leadership or management training for young doctors. Existing programmes are usu-
ally limited to one specialty. We describe an innovative management programme developed at the 
University of Helsinki.

Research question: How to support clinical leadership of GP trainees?

Methods: Setting: Since 2009 a management development programme of 30 ETCS is mandatory 
for all physicians in specialty training at University of Helsinki. The aim is to obtain knowledge, skills 
and attitudes of frontline clinical managers. The design is based on principles of experiential learn-
ing. The individually planned programme can be completed during the specialist training, in 3-5 
years. An e-learning platform and e-portfolio enhance individual planning, tailoring, reflection and 
evaluation of learning.

Results: Junior doctors specializing in general practice form the biggest group of learners. Each 
leaner has a licensed GP as mentor. Real-life experiences of the young doctors and case-based 
learning methods are used. Both individual and shared reflection is endorsed. Group reflection and 
discussion among young doctors aiming at different specialties receive positive feedback. Practice-
based improvement projects allow active experimentation and create new concrete experiences. 
Improvement projects can be related to service delivery, e.g development of house rules or care 
pathways, or personnel management, e.g. introduction file for new personnel. Evaluation of im-
provements in learning and practice will be gathered.

Conclusions: The competence-based programme covers all specialties. It offers a platform for dis-
cussions between general practice and hospital specialties. The chosen learning methods are sup-
porting both learning and improvement of care.

Points for discussion:
 1)  Targetting one specialty or all specialties together?
 2)  Choice of the development projects based on theory and centrally 
  given topics, or according to the needs identified in the service system?

  OP-102

Teaching medical students the patient centered methods. 
Identifying difficulties in the process.

Christel Jackson; Merete Jorgensen
1University of Copenhagen, Denmark

Background: We teach students during the clinical course in family medicine to use the Consulta-
tion Process Scheme and emphasize the presence of clear and well-defined Patient Part, where 
you clarify the patient’s expectation for the consultation. We also aim to find out to what extent 
the patient and the student gain a common understanding of the solution to the health problem.

Research Question: The project aims to identify difficulties for students when dealing with pa-
tients in general practice, during their course in Family Medicine.

Methods: 21 consultation videos between medical students and their patients, shot for teaching 
purposes, were included in the project. The lengths of the Patient Part in the consultations, the time 
before each patient was asked about their expectations was noted (if this occurred) and analyzed 
in a specially designed scheme. It was also noted whether a common understanding was reached 
in each case.

Results: The students had some difficulties getting used to the Patient Part of Consultations, as 
they have been more accustomed to asking questions concerning anamnesis instead of letting the 
patient express thoughts, feeling and expectations.

Conclusion: They especially found it difficult to ask questions about the patients’ expectations, 
whereas they seem to experience fewer problems reaching a common understanding with the pa-
tients.

Points for discussion: When teaching medical students the Patient Centered Method, it is impor-
tant to emphasize the presence of a Patient Part to clarify the patients’ expectations.
Other ways of training active listening and questions must be explored. Could a more intensive use 
of role play and use of professional actor in the patient role be useful. The idea of reaching a com-
mon understanding requires less emphasis, as this seems to come quite easily.
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  OP-103

Does gender matter in educational groups for general practitioners?

Helena Galina Nielsen

Research Unit for General Practice Research Unit of General Practice, Copenhagen, Denmark

Backround: Supervision and participation in an educational group have shown to be preventive 
of burnout. As a part of continuing professional development about one third of GPs in Denmark 
attend a supervision group. A survey shows that significantly more women participate, and more 
women express it as a relief to share professional difficulties in a group. The question is if and how 
the needs for participating in a supervision group differ and if and how these different needs might 
influence educational groups for male and female GPs.

Methods: The data were collected from the questionnaire which had been sent to a representative 
sample of Danish GPs and a qualitative study of three different supervision groups with experienced 
GPs, which included 17 woman and 10 men. The groups were followed in six months by means of 
observations of group sessions, interviews with individual GPs and supervisors, and a group inter-
view. Two male GPs who had discontinued in a supervision group were also interviewed. The inter-
views were recorded digitally and transcribed verbatim. The data were analyzed using systematic 
text condensation with a focus on the gender perspective.

Results: The analysis showed many similarities in needs, expectations and benefit for those who 
participated, but also some differences between genders were expressed. The genders shared the 
expectation of high professional standard and the benefit of improved job satisfaction. Women 
were more concerned on group dynamic and the learning perspective of all group members. In the 
group women were more talkative and more inclined to share personal professional difficulties. 
The male GPs who had discontinued in groups, which were dominated by women, found that their 
needs were not met in the group. The possible impact these differences might have in continuing 
professional development, will be discussed in relation to the fact that an increasing number of GPs 
in the future will be women and more men seem to be inclined to high stress and burnout.

Points for discussion:
 1)  How are men’s different needs met?
 2)  Do group leaders need to be aware of these differences?
 3)  Or do we need other approaches?

  OP-104

Decreasing trends in patient satisfaction, accessibility to and continuity of care in 
Finnish health centres – a 14-year follow-up questionnaire study

Risto Raivio1, 3; Doris Holmberg-Marttila2; Kari Mattila2, 3

1 Päijät-Häme Social and Health Group, Finland; 
2 Pirkanmaa Hospital District, Finland; 
3 University of Tampere, Finland

Background: Accessibility and continuity of care are important aspects of good general practice. 
Prior to this study, there have been no systematic longitudinal studies measuring patient assess-
ment of access to and continuity of care in Finnish health centres.

Research questions: The aim here was to ascertain how health centre patients´ satisfaction with 
the health care services, their accessibility to and continuity of care changed during the years 1998-
2011.

Methods: Nine questionnaire surveys were administered over a period of 14 years to all patients 
attending within one week in the 65 health centres of Tampere University Hospital catchment area, 
Finland. We had a total of 147,394 respondents from a sample of 333,648 patients. We asked the 
patients to rate their satisfaction with care (“The service in the health centre was so good that I can 
recommend it to my family and friends”), followed by questions regarding ease of access to care 
(“How easy was it to contact the health centre when making an appointment?”) and continuity 
of care (“When visiting the health centre, do you usually see the same doctor?”). In the statistical 
analysis we used frequencies and share percentages of the best option.

Results: Satisfaction with care had decreased by nearly 9% in Finnish health centres from 1998 to 
2011. The decrease in satisfaction was most marked in the age group of over 64-year-olds. There 
was a 20% reduction in ease of access as reported by patients. Respondents also reported that the 
continuity of care had deteriorated.

Conclusions: Despite the reforms in Finnish health care policy, patients seem to be less satisfied 
with health centre services in general, and especially with ease of access to and continuity of care.

Points for discussion:
 1)  How are GPs going to be able to reverse the decreasing trends?
 2)  What should the authorities do to reverse the current trends?
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  OP-105

General practitioners and privately held health insurance A survey on attitudes 
and daily practice

Jørgen Nexøe1; Michael Dupont2; Kjeld Møller Pedersen3; 
Jakob Kragstrup4; Anders Munck5

1 Research Unit of General Practice, University of Southern Denmark, Denmark; 
2 General Practitioners’ Organisation, Denmark; 
3 University of Southern Denmark, Denmark; 
4 University of Copenhagen, Denmark; 
5 Audit Project Odense, Research Unit of General Practice

Background: In Denmark close to 1,000,000 patients are covered by an employer paid health in-
surance as a supplement to the tax-paid healthcare system. It is believed that additional health 
insurance will reduce waiting time for elective surgery and reduce long-term sickness absence. Em-
ployees with health insurance coverage can obtain additional treatment or faster access to health-
care from private hospitals, specialist doctors, psychologists, physiotherapists, chiropractors, and 
reflexologists.

Research questions: We aimed to investigate the general practitioners’ (GPs’) opinions and referral 
practices in relation to private health insurance. Possible impact on the relation between doctors 
and patients was also examined.

Methods: An internet-based questionnaire was mailed to 3,320 GPs with an email address known 
to the General Practitioners’ Organisation. The questionnaire mainly focused on two issues: First a 
general issue concerning the impact of an insurance system on one of the core values of the Danish 
healthcare system – free and equal access to health service for all citizens. The second issue was the 
impact of the decisions that the GP makes concerning the individual patient – was there a differ-
ence between patients with insurance and those without?

Results: When the study closed after 8 weeks 2,085 questionnaires had been completed (response 
rate 65%).
A vast majority (90%) of participating GPs agreed that equal access to health care is a core issue, and 
82% found that privately held health insurances tend to create inequality in access to health care. 
However, 39% found that it is fair that people in employment are given privileged access to health 
care. A total of 46% of the GPs admitted that they often refer patients holding private health insur-
ance to specialist care, even though not medically justified.

Conclusion: Despite the fact that most Danish GPs find equal access to health care important, the 
GPs seem to have mixed feelings with regard to privately held health insurances supplementing the 
National Health Service.

Points for discussion: Some participants in the survey pointed out that supplementary health in-
surances ought to be superfluous, as the Danish National Health Service is supposed to be world’s 
leading healthcare system with regard to efficiency.

  OP-106

Are we organizing our work in the right way in Danish general practice?

Tomas Holm1; Anders Munch2; Flemming Bro3

1 Primary Care, Central Region, Denmark; 
2 Research Unit of General Practice, University of Southern Denmark; 
3 Research Unit for General Practice, Aarhus University, Denmark

Background: In Denmark, the number of patient contacts to General practice (GP)is increasing 
(10,5 % from 2006-12). Within the same period the numbers of general practitioners (GPs) de-
creased (-2,0%). This leads to the need of reconsidering the organization of general practice. Are 
GPs ready to meet these challenges in the current setup - or is an organizational change needed? 
Special focus is on delegation of work to practice staff.

Research question: To examine to what extent the GPs decide to terminate the contact, make a 
new appointment or refer the patient to the practice staff. To examine and consider the structure 
and organization within general practice, based on GPs’ own registration.

Methods: All GPs in the Central Denmark Region were invited to participate in an audit according 
to the APO-method. In all consultations during 3 days contact type, number of problems discussed 
and what was done and planned, were registered. It was also registered whether the practice staff 
was involved in the individual consultation.

Results: A total of 118 GPs (from 48 clinics) accepted to participate and registered 6032 consul-
tations during 3 days in May 2010. 31% of the consultations were acute, and of those 62% were 
completed without any planned follow-up. In contrast, only 37% of all planned contacts were ter-
minated, 34% were scheduled to be seen by the GP again, and 11% were to be seen by the staff. 
The staff was involved in 15% of all GP consultations. The GPs estimated that the staff could have 
managed 7% of the consultations alone, and another 10% under supervision.

Conclusion: The data shows that GPs handle one third of all contacts as unplanned and that most 
of them is terminated. On the other hand, the majority of planned consultations, further contact is 
arranged. The potential for task delegation has not been exploited in full at present and provides an 
unexploited resource in primary care.

Points for discussion:
 1) How can general practice handle more patients without increasing 
  the number of GPs?
 2) How can general practice involve the practice staff more than the current level?
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  OP-107

The impact of financial incentives on registration practice in Primary care

Helena Ödesjö1; Jörgen Thorn1; Staffan Björck2

1 Göteborgs Universitet, Sweden; 
2 Registercentrum, Västra Götalandsregionen

Background: In the County Västra Götaland in Sweden, a pay for performance program was intro-
duced in 200 primary care units for several clinical areas in January 2011. In diabetes care, it covers 
10 quality indicators from the national diabetes register (NDR). Six indicators covered quality in 
reporting and 3 covered proportion of patients reaching targets for HbA1c, blood pressure and LDL-
cholesterol. This program replaced payment linked only to registration. Lessons learnt from such 
interventions are important for design of future reimbursement systems in Primary care.

Research question: What is the effect of introduction of a pay for performance scheme on registra-
tion practice, data and treatment quality?

Methods: A registry based observational study of a multifactorial intervention, with pay for perfor-
mance as an important part. The study is based on data from NDR which covers about 90 % of all 
patients with diabetes in the region, 2011. The proportions of patients reaching goals from national 
guidelines were compared the year before and the year after the intervention. Another Swedish 
county without intervention served as control.

Results: The number of patients reported to NDR increased by 12 %. Missing data in reported pa-
tients, for HbA1c, blood pressure, LDL-cholesterol and smoking were reduced by 25 %, 33 %, 34 % 
and 51 % respectively. The proportion of patients reaching the target for HbA1c (< 52mmol/mol) 
was increased to 57 % which is the best result in all Swedish counties. The national average is 50.3 
%. Patients reaching the target for LDL-cholesterol (< 2.5 mmol/l) was increased by 3.3 % and for 
blood pressure (<130/80 mm Hg) by 19.7 %.

Conclusions: The pay for performance scheme had significant effects on data quality and thus on 
the reliability of data on performance measures for the primary care units. Significant improve-
ments were also seen on control of blood pressure, HbA1c and LDL-cholesterol. We are currently 
further analyzing the interactions between reporting quality and how targets are met.

Points for discussion: Effects of financial incentives on primary care

  OP-108

How do we inspire GPs to develop their practice?

Heidi Bøgelund Frederiksen; Lars Gehlert Johansen; Jesper Gerdes; Lone Grønbæk

Region of Southern Denmark, Denmark

Background: In 2009-2012 the Region of Southern Denmark developed a method to support and in-
spire GPs working with development of their organisation. The clinics were offered consultancy support 
from a GP and a management developer involving 3 systematic visits. At the first visit the clinic presented 
an action plan with a specific target. At the last visit the clinic evaluated the intervention. A total of 49 of 
the Region’s 417 general practices received a consultancy visit.

Research questions: How do the clinics assess the method, where a GP and a management developer 
facilitate a development process in the practice?

Methods: The project was evaluated by an independent company. Doctors and practice staff in the 49 
practices received a questionnaire after the intervention. There was a total of 309 respondents, 204 of 
whom completed the questionnaire, corresponding to a total response rate of 66%. A further 11 prac-
tices participated in focus group interviews.

Results: The evaluation showed that the practice had great benefit from the intervention. The greatest 
benefit was assessed to be improvement of current work procedures (73%), of communication between 
the various professional groups in the practice (71%), of management (62%) as well as improvement 
in job satisfaction (59%). The interaction between consultants and practice varied between practices 
according to problem issue. The consultants facilitated a process pointing out development possibili-
ties in the practice. The visits thus contributed to the doctors and staff seeing their own challenges and 
strengths, and the visits became a catalyst to further work with organisational development.

Conclusions: The practices assessed that the method is very useful for inspiring to and creating organisa-
tional development. The reason for this is amongst others that the wish for development is motivated by 
the practice, and that the intervention is individually adapted. This gives the practice a feeling of owner-
ship of the development process.

Points for discussion
 1)  Should consultancy assistance be offered in your region?
 2)  How is continued development created in practice?
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  OP-109

The GP-clinic as learning arena

Torgeir Gilje Lid1, 2, 3; Sverre Nesvåg2; Eivind Meland1

1 University of Bergen, Norway; 
2 Alcohol and Drug Research Western Norway; 
3 Uni Health

Background: We have earlier described how GPs adapt different strategies for case-finding to the 
clinical setting and their personal style (Lid, Malterud 2012). Their strategies were partly based on 
health incidents or other clinical signs, and partly based on targeted screening in specific situations, 
the combination of these we called pragmatic case-finding.

Research question: Is a GP-clinic a community of practice (def: a group of people who share a 
concern or a passion for something they do and learn how to do it better as they interact regularly) 
or merely a group of different practices sharing the same space?

Methods: We want to explore this question with talks about alcohol and dealing with challenging 
patients with drug problems as case. We have planned a clinical seminar (approved by the Norwe-
gian Medical Association with 15 credit points) to be held at different practices. 7 out of 9 eligible 
practices (28 out of 37 doctors) have accepted the invitation, and we aim to run the seminar for 6 
of these practices (21 doctors) before this summer. The seminar consists of 4 sessions with mostly 
3 hours every time, and some homework. The first and third session will also have a focus group 
interview.

Results: We hope to have concluded all 6 focus group interviews before the congress, and thus be 
able to present preliminary results. The first interview serves primarily to validate our earlier find-
ings on pragmatic case finding, but also to explore thoughts about the GP-clinic as a community of 
practice, and to establish a common ground. The second interview is the most important for analy-
sis. Here we aim to explore whether they have experienced changes in how they deal with these 
problems and how they talk about these patients with their colleagues and employees.

Conclusions: Preliminary conclusions will be presented.

Points for discussion:
 1)  Can we explore the GPs’ understanding about their clinic as a community of   
  practice, and can we explore changes in this understanding during the seminar?
 2)  How can this be relevant for the continuous medical education and other quality  
  work in general practice?

   PP-42

A comparison of participants and non-participants in 
a study of couples adjustment to breast cancer.

Helene Høyer Bentsen; Nina Rottmann; Pia Veldt Larsen; Dorte Gilså Hansen

National Research Center of Cancer Rehabilitation, Research Unit of General Practice, 
Institute of Public Health, University of Southern Denmark, Odense, Denmark

Background: Partners are important resources for patients, but at the same time vulnerable individuals. 
Partner perspectives are important in general practice.
However, it is a challenge to achieve high participation-rates in couples based studies in particular. Par-
ticipation is dependent on two individuals. The knowledge of selection mechanisms is sparse since infor-
mation on non-participating partners has been unavailable in most studies. Therefore, in order to inter-
pret study results and to improve participation in couple-based studies, it is important to understand the 
special selection mechanisms.
         The cohort study: “Psychosocial adjustment of patients and their partners following breast cancer” is 
a questionnaire study of women with breast cancer and their partners. From a clinical database we had 
information on all Danish females diagnosed with breast cancer between March 2011 and May 2012. The 
2,257 women living with a partner had an invitation. In total 35% of these couples choose to participate 
in the survey.

Research questions: In what ways do participating and non-participating couples in a cohort study 
of psychosocial adjustment following breast cancer differ, with regard to cancer-related characteristics, 
comorbidity and sociodemographic variables?

Methods: It is primarily a register-based epidemiological study, but additional qualitative information 
given by non-participants is included. Individual information on patients and partners of both participa-
ting and non-participating couples are retrieved from registers.
         Separate analyses will be conducted for patients and partners, respectively, in addition to analyses 
for the combined couples.

Results: The study is in an initial phase. Preliminary results will be presented. It is expected that as a 
minimum the cancer-related characteristics will be ready for presentation.

Conclusion: This study will provide insight into the selection bias in studies of couples, and thus contrib-
ute with important knowledge on how to interpret study results and improve participation in couple-
based studies among cancer patients in the future.

Points for discussion: Researh including couples from general practice is highly relevant. 
 1)  What can be done to increase participation rates? 
 2)  How can we interpret results from this and future studies with participation 
  rates lower than achieved in studies including one individual at a time?
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   PP-43

Development of a web-based patient questionnaire for 
needs assessment of cancer patients in a primary care setting

Astrid Gisèle Veloso1; Susanne Thayssen1; René dePont Christensen2; 
Jens Søndergaard2; Janus Laust Thomsen3; Dorte Gilså Hansen1

1 National Research Center of Cancer Rehabilitation - Research Unit for General Practice 
 - University of Southern Denmark; 
2 Research Unit for General Practice - University of Southern Denmark; 
3 Danish Quality Unit of General Practice - University of Southern Denmark

Background: The assessment of needs for cancer rehabilitation - e.g. physical therapy and psychosocial 
counselling or help - is a critical step in providing high quality care and achieving cancer patients’ satisfac-
tion. Hence, it is recommended that needs assessment should be offered to all cancer patients. For this 
purpose it is emphasised that validated patient questionnaires are used. However, no such tool relevant 
for the broad cancer population in primary care exists – either in Danish or other relevant languages.

Research question: Is it possible to develop and validate an adaptive, web-based patient questionnaire 
supporting needs assessment, rehabilitation and follow-up of adult cancer patients in general practice?

Methods: Based on a literature review, a prioritised list of relevant themes and items will form the basis 
for an item pool. If necessary, items will be reformulated and new items formulated. Face validity of the 
first draft of the questionnaire is evaluated by patients and by a reference group including general prac-
titioners and cancer clinicians from hospital departments.
        The prototype website is developed within the frames of Sentinel Data Capture (SDC). SDC is a pro-
gramme implemented in the electronic patient record system in all Danish general practices. The SDC 
automatically collects structured patient data from the general practitioners´ electronic patient record 
system. Based on information stored in SDC and answers given, the unique software enables continuous 
selection of individual questions. Upon completion at home, the answers are summarised electronically 
and presented to the general practitioner (GP) on the screen prior to the next consultation. The question-
naire will be field-tested among 500 cancer patients. Validation will include factor analysis, Cronbach´s 
alpha statistics and usability testing.

Results: The study is in an initial phase. Preliminary results will be presented.

Conclusion: The computerised adaptive testing technologies will provide the opportunities to collect, 
analyse, and present ready-to-use patient-reported outcomes for informed and shared clinical decision-
making at the consultations in general practice. The questionnaire is thought to improve the quality of 
the GP-patient encounter during consultation in case of cancer.

Points for discussion: Exchange of ideas and experiences about web-based patient questionnaires for 
use in general practice.

   PP-44

Do the GP and the patient agree when reporting quality deviations 
during the diagnostic pathway for Danish cancer patients?

Henry Jensen1,2; Cecilie Sperling3; Mette Sandager3; Peter Vedsted1

1 The Research Centre for Cancer Diagnosis in Primary Care (CaP), The Research Unit for General Practice,      
  Health, Aarhus University, Denmark; 
2 Section for General Medical Practice, Health, Aarhus University, Denmark; 
3 Quality and Patient Safety, the Danish Cancer Society, Copenhagen, Denmark

Background: Reducing diagnostic interval and ensuring high quality in every phase of a cancer diag-
nosis, including primary care, is important. Prolonged time intervals, missed test results and presence 
of adverse incidents for cancer cases have been reported in the US. A Danish general practitioner (GP) 
survey found that quality deviations (QDs) were present in 31.9% of cancer patients and that they had a 
longer median diagnostic interval of 44.5 days compared to those without QDs.

Research Questions: We aimed to describe the agreement between GPs and patients of reported QDs 
during the diagnostic pathway for Danish cancer patients. Furthermore, we aimed to explore the differ-
ences in types of QDs reported by the GPs and patients. Finally, we aimed to estimate the association 
between the reported QD and diagnostic interval when agreement was or was not present.

Methods: The study was a cohort study based upon questionnaire data from 6,530 incident cancer pa-
tients and their GPs. We estimated the presence of QDs and the agreement between GP and patient. 
Furthermore, we estimated the associations between the presence of QD and the median diagnostic 
interval.

Results: Data analysis is ongoing, and results will be presented in full at the Nordic Conference of General 
Practice (on acceptance).
We received responses from both the GP and the patient in 3,038 cases, from which we had full informa-
tion on QDs from 2,867 cases. Patients reported QDs in 28.4% (26.7;30.1) and the GP in 23.4% (21.9;25.0) 
of the cases. The GP and patient agreed on the presence or absence of QDs in 1,063 patients correspon-
ding to 37.1 % (35.3;38.9).

Conclusion: Preliminary results indicate QDs in more than 20% of patients, regardless of source (patient 
or GP). The overall agreement between GP and patient on presence of QD is lower than expected, and 
these findings need further analyses and elucidation.

Points for discussion:
 1)  Who should we ask about QDs during the diagnostic process of cancer?
 2)  What causes these discrepancies between the GP and patient answers?
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   PP-45

A qualitative study of needs assessment instruments in cancer rehabilitation. 
Perspectives of patients and general practitioners.

Susanne Thayssen1; Helle Ploug Hansen1,2; Palle Mark Christensen3; Astrid Gisèle Veloso1; 
Dorte Gilså Hansen1

1 National Research Center for Cancer Rehabilitation, The Research Unit of General Practice, Odense, 
  Institute of Public Health, University of Southern Denmark, Denmark; 
2 Health, Man and society, Institute of Public Health, University of Southern Denmark, Denmark; 
3 Region of Southern Denmark, Denmark

Background: Systematic assessment of cancer patients’ rehabilitation needs is recommended in cancer 
care. The use of instruments like questionnaires in this context has been debated. Little is known about 
how patients and general practitioners experience the use of a questionnaire.

Research questions:
 •  How do cancer patients experience completing a questionnaire at home and bringing it  
  to a consultation about rehabilitation?
 •  What impact does a questionnaire have on the communicative interaction between  
  patient and doctor?
 •  How do general practitioners experience using this kind of instrument when assessing  
  cancer patients’ rehabilitation needs?

Methods: Some 10-15 general practitioners in the Region of Southern Denmark are asked to include 1-2 
cancer patients each, for whom they think it would be relevant with a consultation about the patient’s 
distress, problems and need for rehabilitation. Patients are asked to complete the two-page question-
naire “Distress Thermometer and problem list along with the Impact Thermometer” at home, prior to a 
consultation based on the questionnaire. The researcher participates in these consultations to observe 
the communication between patient and doctor, and how the questionnaire is included. Furthermore, 
semi-structured interviews are conducted with patients and doctors about their experiences with the 
use of the questionnaire. Data generation and data processing are done concurrently and sequentially 
using Systematic Text Condensation inspired by Giorgi and modified by Kirsti Malterud.

Results: The project is ongoing. Preliminary results will be ready for presentation.

Points for discussion: Holistic and systematic needs assessment of cancer patients: are questionnaires 
an acceptable approach in general practice?
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 ”I think we’ve had a little accident” 
– girls’ interpretations related to an unplanned pregnancy

Marjo Hannele Kuortti1; Rita Jähi2; Pirjo Lindfors3; Elise Kosunen3

1 City of Tampere, Finland; 
2 Finnish student health service, Tampere, Finland; 
3 University of Tampere, Finland

Background: Pregnancy and motherhood among adolescents is usually seen as undesirable in the Nor-
dic societies. Adolescent pregnancies are often unplanned and they are seen as problematic. The point of 
view of the young themselves has invited little research.

Research question: What kind of questions adolescent girls contemplate when deciding what to do 
with an unplanned pregnancy? What kind of values, norms, facts and pressures are influencing these 
decisions?

Methods: The method of data collecting was process drama, which created a suitable setting for the dat-
ing story between Laura and Toni. By way of this story it was possible to simulate girls’ process of decision-
making on the continuation or termination of pregnancy. The data consisted of three videotaped process 
drama sessions. Ten 16–19-year-old girls, participated in these dramas, 3 or 4 girls in each drama. Play-
ing drama roles enabled the girls to perceive the society and its culture from different perspectives. The 
method of analysis was frame analysis. In this study the frames were understood as broad frames of in-
terpretation through which decision-making could be made understandable from different viewpoints.

Results: Seven frames were identified in the analysis. Most of them included different perspectives. The 
most important frames were the frame of rationality and the frame of social support and family connec-
tions. Other frames included the frame of carefree youth, the frame of maturity, the frame of fate, the 
frame of ethical responsibility and the frame of health. Each girl used multiple frames, but some frames 
were more top-rated than others. Some of the frames were used only when defending either an abortion 
or continuation of the pregnancy, some in both cases.

Conclusion: The best-known frame was the frame of rationality, even though the frame of social support 
and family connections appeared to be the most significant frame in personal decision-making.

Points for discussion:
 1)  Adolescent girls are aware of several rational reasons for an abortion, 
  but what are the actual grounds for their decisions?
 2)  Do we professionals understand how many different perspectives girls take into 
  account in their decision-making, and how we as GPs can support them?
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Pregnancy and Health Related Quality of Life (HRQoL)

Niina Susanna Sahrakorpi1; Risto P Roine1; Saila Koivusalo1; Beata Stach-Lempinen2

1 HUS, Finland; 
2 EKSOTE, Finland

Background: The data concerning the effect of pregnancy on womens health related quality of life 
(HRQoL) is missing, to our knowledge no data concerning HRQoL and its changes in an unselected preg-
nant population has been published. HRQoL can also be used as a tool in cost-effective analysis of medi-
cal interventions.

Research question: How does the HRQoL of unselected population change during pregnancy and up 
to 1 year postpartum?

Methods: Study was performed as a survey and conducted in Capital area and South Karelia. 374 vol-
untary pregnant women were recruited to the study from the first routine ultrasound (so called nuchal 
transluciency ultrasound) performed h10+0-13+6. Women willing to participate, filled questionnaires 
concerning their medical and obstetric history and sosioeconomical status. 15D -questionnaire was filled 
to measure womens subjective HRQoL and EPDS (Edinburgh Postnatal Depressive Scale) to evaluate 
their depressive symptoms.Subjects were asked to fill 15D and EPDS at the end of the second and the 
third trimester as well as 4-8 weeks, 6 and 12 months postpartum. Data was analyzed with SPSS. The 
main outcome was the change of 15D scores.

Results: The preliminary results suggest that socioeconomic status has only little effect on the baseline 
HRQoL of pregnant women. Women on rural area (South Karelia) reported higher HRQoL score com-
pared to women living in the Capital area (0.937 vs 0.921 p<0.05) . The HRQoL of pregnant women was 
lowest in the end of the second and beginning of the third trimester(15D-scores 0.927,0.878 and 0.906 
in each trimester) and the HRQoL 1-2 months postpartum had revived so that the 15D-score was the 
same or even slightly better than at the beginning of the pregnancy. Women expecting their first baby 
had lower, but statistically insignificantly, third trimester 15D-score than women with previous children 
(0.895 vs 0.911 p=0.136).The first postpartum 15D-score of women who had their first baby was though 
higher compared to women who had previous children (0.943 vs 0.924 p<0.05)

Conclusions: The HRQoL of pregnant women decreases during pregnancy but starts to revive at the end 
of the pregnancy and is postpartum at least as good as at the first trimester.
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Data capture in the prevention programs for pregnant women and 
children in general practice in Denmark.

John Sahl Andersen1; Graungaard Anette1; Jakob Kragstrup1; Kirsten Lykke1; 
Anne-Marie Nybo Andersen2; Pernille Stemann Larsen2; Susanne Reventlow1; 
Lars Bjerrum1; Ruth Ertmann1; Janus Laust Thomsen3; Maja Poulsen3

1 Section and Research Unit of General Practice, University of Copenhagen, Denmark; 
2 Section of Social Medicine, University of Copenhagen; 
3 DAK-E, University of Southern Denmark

Background: In Denmark pregnant women are offered three and children seven preventive consulta-
tions (age 0-5 years) by their GP. Basic parameters of the pregnancy are registered including psycho-social 
factors. The children’s general well-being and development is examined. Diseases are diagnosed. The 
family’s living conditions are revealed. The content of the examinations are described by the National 
Board of Health. It is not known whether the description is followed. The GP makes notes in the patient 
file but this is rarely done systematically and the data quality do not allow research. A tool to secure the 
quality of the examinations and the patient records is needed.

Research questions:
 1)  Secure the relevant examinations are done and registered.
 2)  Gather the information in a central database to be used for quality development 
  and research.

Method: Danish GPs are obliged to have a data capture system installed in their computers in 2013 to 
register activities with chronic patients. The same system will be used to collect data from the preventive 
examinations of pregnant women and children. To help the GP to conduct the examination a pop-up 
window will be triggered at the computer screen with the relevant questions for the actual consultation. 
The GP fill out the scheme and send the data to a central database (DAMD) at University of Southern 
Denmark. The development of the content of the pop-up windows is ongoing based upon the National 
Board of Health recommendations. The validity, feasibility and applicability will be evaluated with inter-
views and questionnaires to the GPs.

Results: The data will be easy available for the GPs quality development of the preventive work with 
pregnant and children. A unique database with basic information about exposures of the pregnant 
women and children will be created and used in research with large possibilities for merging with other 
databases.

Conclusion: Data capture from the preventive consultations for pregnant women and children has a 
potential both in relation to quality development and research.

Points for discussion:
 1)  How could GP gain knowledge from feed-back on preventive consultations?
 2)  Which research would be possible?
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When life hurts - A mixed-method study of health, quality of life and resources 
in 8–15 years old children when a parent has cancer

Anette Hauskov Graungaard

University of Copenhagen, Denmark

Background: In Denmark 2.258 children lose a parent every year, often caused by cancer, and in 2011, 
21.702 children lived with a parent who had or has had cancer. Previous studies have found increased 
risk of emotional and behavioral problems in these children and an increased risk of depression. Physical 
health complaints and long-term effects are only sparsely studied, but qualitative studies have indicated 
many symptoms and health concerns. Furthermore children’s understanding of bodily symptoms and 
disease in relation to their ill parent is not examined. Children living with an ill parent are under-investi-
gated in relation to children who have lost their parent.

Research questions: This study focuses on children living in a family with former or on-going serious 
disease. The aim with this study is to investigate health, symptoms, health related quality of life and re-
sources in 8-15 years old children, with a parent diagnosed with cancer 1-5 years ago. Additionally par-
ents’ concerns and needs regarding their child’s well-being when a parent has cancer are explored.

Methods:
1) A qualitative study with individual interviews with 8-15- years old children of a parent with cancer,  
 and interviews with their parents. Themes of bodily understanding of signs and symptoms as well as  
 their understanding of their parents’ illness and the availability of resources will be explored.
2)  A questionnaire study of; child symptoms, child mental health, diagnosis, medicine use and child  
 health-related quality of life with data from both parents and child. Parents’ somatic and emotional  
 health, family relations and the availability of support resources will be included. This part will involve  
 approximately 120 families with children of cancer patients from different oncological departments  
 and a matched control group.

Results: Data are under generation

Points of discussion: How do we identify and help these children in general practice?
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Nordic Research Network on Children and Adolescents in General Practice

Anette Hauskov Graungaard1; Marit Hafting2; Ruth Kirk Ertmann3; Tone Smith-Sivertsen4; 
Per Lagerløf 5; Ole Rikard Haavet5; Frøydis Gullbrå4; Charlotte Oja6; Kirsten Lykke1

1 Research Unit for General Practice, Copenhagen 
2 Centre for Child and Adolescent Mental Health, Uni Health, Bergen 
3 Department of Public Health, University of Copenhagen 
4 Research Unit for General Practice, Uni Health, Bergen 
5 Department of General Practice, Institute of Health and Society, University of Oslo 
6 Center of Public Health, Karolinska Institutet, Stockholm

At the Nordic Congress in Tromsø in 2011, researchers in general medicine, with an interest in research on 
child and adolescent health, created a research network. Since then, an increasing number of researchers 
have joined the network. The network has conducted meetings in Copenhagen, Bergen, and Oslo.
 The network’s objective is to establish a forum for sharing knowledge on the ongoing research on 
children and young people in general practice in the Nordic countries. The scope of the network is to 
keep its participants informed on scientific results, and to facilitate the reading of each other’s protocols/ 
articles, support each other through research funding applications, and to promote and encourage joint 
research in general practice.
 The network already covers a wide spectrum of research topics, all related to children or adolescents; 
help seeking behavior, preventive health, children as next of kin, pain, obesity, childhood cancer, mental 
health problems, and the link between use of health services, school drop-out and later marginalization 
in the workplace.
 The participants in the network keep in regular contact through a joint e-mail list and a dedicated 
website, as well as other initiatives.

For more information contact: 
Frøydis Gullbrå (Bergen, Norway), e-mail: frogull@online.no 
Kirsten Lykke (København, Denmark), e-mail: frw642@sund.ku.dk 
Charlotte Oja (Stockholm, Sweden), e-mail: Charlotte.Oja@capio.se
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Towne M PP 7
Tran AT Sy 21
Tschudi-Madsen H OP 3
Tulinius C WS 22
Tulonen-Tapio J WS 11
Ulleryd P OP 51
Vahlberg T OP 65, PP 39 
Vainiomäki P WS 4, WS 19, WS 10
Vainiomäki S WS 10
van der Gaag EJ OP 45, Sy 8
van der Weijden T OP 78, OP 52
van Doorslaer E OP 59
van Merode T OP 78
Vedsted P OP 12, OP 13, OP 41, PP 10, PP 11, 
 PP 32, PP 44, Sy 12, Sy 25
Vehko T OP 27
Veloso AG PP 43, PP 45, Sy 16
Vermehren C PP 34
Vessari HOE OP 59
Vestergaard CML PP 30
Vestergaard M OP 41, WS 1, Sy 6
Virtanen A WS 23
Virtanen S Sy 26
Vogt H Sy 22
Waldorff FB OP 85, OP 24, WS 8
Wallaschofski H OP 92
Waller G WS 3, WS 18
Waller MB OP 82
Walthew R WS 14
Werner EL OP 2
Wetterqvist Å Sy 5
Winell K Sy 3, WS 6, Sy 23
Witt K OP 100, OP 98, WS 5, WS 9
Wressle E OP 63
Wändell P Sy 21
Zielinski A Sy 28
Zwisler JE OP 75
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Contact information

Conference chair:

Dr. Elise Kosunen
e-mail: nordicGP2013@uta.fi

 

Overview map of Tampere Hall and Tampere University

Conference Secretariat:

Tampere Conference Service
Leena Sulonen and Piia Viljanen

e-mail: office@tampereconference.fi
tel. +358 (0)3 366 4400
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Varastokatu 6



04/2013 Pradaxa 110 mg ja 150 mg kovat kapselit Dabigatraanieteksilaatti – suun kautta annosteltava suo-
ra trombiinin estäjä, jota ei tarvitse monitoroida. Käyttöaihe: Aivohalvauksen ja systeemisen embolian ehkäisy 
aikuispotilailla, joilla on ei-läppäperäinen eteisvärinä ja vähintään yksi seuraavista riskitekijöistä: aiempi aivohal-
vaus, ohimenevä aivoverenkiertohäiriö (TIA) tai systeeminen embolia; vasemman kammion ejektiofraktio (LVEF) 
< 40 %; oireinen sydämen vajaatoiminta (NYHA-luokka ≥ 2); ikä ≥ 75 vuotta; ikä ≥ 65 vuotta ja jokin seuraavista: 
diabetes, sepelvaltimotauti tai hypertensio. Annostus: Suositusannos on yksi 150 mg kapseli kahdesti vuorokau-
dessa. Suositusannos on yksi 110 mg kapseli kahdesti vuorokaudessa 80-vuotiailla tai sitä vanhemmilla potilailla, 
sekä potilailla, jotka saavat samanaikaisesti verapamiilia. Potilasryhmät, joille vuorokausiannos 300 mg tai 220 
mg pitää valita yksilöllisen tromboemboliariskin tai verenvuotoriskin arvionnin perusteella: 75–80-vuotiaat poti-
laat; potilaat, joilla on kohtalainen munuaisten vajaatoiminta tai gastriitti, esofagiitti tai ruokatorven refl uksitauti; 
muut potilaat, joilla on suurentunut verenvuotoriski. Munuaisten toiminta pitää arvioida määrittämällä kreatiniini-
puhdistuma ennen hoidon aloittamista. Munuaisten toiminta pitää myös arvioida kun epäillään että munuaisten 
toiminta voi heiketä hoidon aikana (kuten hypovolemia, kuivuminen, tiettyjen lääkevalmisteiden samanaikainen 
käyttö). Lisäksi potilaiden, joilla on lievä tai kohtalainen munuaisten vajaatoiminta ja yli 75-vuotiaiden potilaiden 
munuaisten toiminta pitää arvioida vähintään kerran vuodessa tai tarvittaessa useammin, kun epäillään että 
munuaisten toiminta voi heiketä hoidon aikana. Vasta-aiheet: 
Yliherkkyys vaikuttavalle aineelle tai apuaineille. Vaikea munu-
aisten toimintahäiriö (kreatiniinipuhdistuma <30ml/min). Jatku-
va kliinisesti merkittävä verenvuoto. Vamma tai tila, johon liittyy 
huomattava verenvuodon riski (ks. tarkemmin valmisteyhteen-
veto). Minkä tahansa antikoagulantin samanaikainen käyttö, 
esimerkiksi fraktioimaton hepariini, pienimolekyylinen hepariini, 
hepariinijohdannaiset, suun kautta otettavat antikoagulantit, 
paitsi silloin kun hoito vaihdetaan Pradaxa-valmisteeseen tai 
päinvastoin tai kun annetaan fraktioimatonta hepariinia tar-
vittavina annoksina pitämään auki keskuslaskimo- tai valtimo-
katetri. Maksan toimintahäiriö tai maksasairaus, jolla uskotaan 
olevan vaikutusta eloonjäämiseen. Samanaikainen systee-
minen ketokonatsoli-, siklosporiini-, itrakonatsoli- , takrolimuusi- 
tai dronedaronihoito. Antikoagulaatiohoitoa vaativa sydämen tekoläppä. Varotoimet: Pradaxan käyttöä ei 
suositella potilaille, joilla maksaentsyymit ovat kohonneet yli kaksinkertaisiksi normaalirajasta. Varovaisuutta on 
noudatettava, jos verenvuotoriski on suurentunut tai samanaikaisesti käytetään lääkkeitä, jotka vaikuttavat he-
mostaasiin. Verenvuotoriskiä saattavat suurentaa seuraavat tekijät: Ikä ≥ 75 vuotta, kohtalainen munuaisten va-
jaatoiminta (kreatiniinipuhdistuma 30–50 ml/min), samanaikainen P-glykoproteiinin (P-gp) estäjähoito (jotkut P-
gp:n estäjät ovat vasta-aiheisia), pieni paino (<50 kg), ASA, NSAID-lääkkeet, klopidogreeli, SSRI- tai SNRI-lääkkeet, 
hyytymishäiriöt, trombosytopenia tai verihiutaleiden toimintahäiriöt, äskettäinen biopsia, merkittävä trauma, 
bakteeriendokardiitti, esofagiitti, gastriitti ja ruokatorven refl uksitauti. Näillä potilailla on harkittava dabigatraanin 
220 mg vuorokausiannosta. Pradaxa 300 mg vuorokausiannoksen  käytön yhteydessä esiintyi enemmän mer-
kittäviä ruoansulatuskanavan verenvuotoja. Riski oli suurentunut yli 75-vuotiailla. Ruoansulatuskanavan veren-
vuodon riskiä suurentavat asetyylisalisyylihapon (ASA), klopidogreelin tai steroideihin kuulumattomien tulehdus-
kipulääkkeiden (NSAID) käyttö ja esofagiitti, gastriitti tai ruokatorven refl uksitauti. Protonipumpun estäjähoitoa 
voidaan harkita ruoansulatuskanavan verenvuodon ehkäisemiseksi. Jos potilaalla ilmenee akuutti munuaisten 
vajaatoiminta, Pradaxa-hoito on lopetettava. Fibrinolyyttisten aineiden käyttöä akuutin iskeemisen aivohal-
vauksen hoidossa voidaan harkita, jos potilaan dTT- (laimennettu trombiiniaika), ECT- tai APTT-arvot eivät ylitä 
paikallista viitealueen ylärajaa. Leikkaukset ja toimenpiteet: Kirurgiset toimenpiteet voivat edellyttää dabigat-
raanieteksilaattihoidon tauottamista, ks. tarkemmin valmisteyhteenveto. Spinaalipuudutus/epiduraalipuudutus/
lumbaalipunktio: Ensimmäisen Pradaxa-annoksen annon tulee tapahtua aikaisintaan 2 tuntia katetrin poiston 
jälkeen. Yhteisvaikutukset: Muiden antikoagulanttien käyttö on vasta-aiheista (ks. vasta-aiheet). Samanaikai-
sesta käytöstä trombosyyttien aggregaatioon vaikuttavien lääkkeiden kanssa on vain rajoitetusti kokemusta. Tu-
lehduskipulääkkeet sekä SSRI- ja SNRI-lääkkeet lisäävät verenvuodon riskiä. Ei suositella yhdessä proteaasinestäji-
en kanssa. P-glykoproteiinin estäjät: Systeemisesti käytetty ketokonatsoli, siklosporiini, itrakonatsoli, takrolimuusi ja 
dronedaroni ovat vasta-aiheisia. Amiodaronia, kinidiiniä ja verapamiilia on käytettävä varoen. P-gp:n indusoijat: 
Samanaikainen käyttö rifampisiinin, mäkikuisman (Hypericum perforatum), karbamatsepiinin tai fenytoiinin kans-
sa pienentää todennäköisesti dabigatraanin pitoisuutta plasmassa ja sitä pitää välttää. Fertiliteetti, raskaus ja 
imetys: Hedelmällisessä iässä olevien pitää välttää raskaaksi tuloa hoidon aikana. Ei raskauden aikana ellei se 
ole selvästi välttämätöntä. Imetys on keskeytettävä hoidon ajaksi. Haittavaikutukset: Yleiset: verenvuodot, ane-
mia, vatsakipu, ripuli, ruoansulatushäiriö, pahoinvointi, poikkeava maksan toiminta/poikkeavat arvot maksan 
toimintakokeissa ja urogenitaalinen verenvuoto. Muut haittavaikutukset, ks. valmisteyhteenveto. Muut tiedot: Ks. 
valmisteyhteenveto. Pakkaukset ja hinnat 1.2.2013 VMH + ALV Pradaxa 110 mg  10 
kaps. 19,51 €, 60 kaps. 98,84 € Pradaxa 150 mg 60 kaps. 98,84 €. Korvattavuus: . Perus-
korvattava erillisselvityksen perusteella (351). Tromboembolian ehkäisemiseksi eteisväri-
näpotilaille erityisin edellytyksin. Hoitopäiväkustannus potilaalle 2,15 €/päivä. P35/11042013

Yliherkkyys vaikuttavalle aineelle tai apuaineille. Vaikea munu-
aisten toimintahäiriö (kreatiniinipuhdistuma <30ml/min). Jatku-
va kliinisesti merkittävä verenvuoto. Vamma tai tila, johon liittyy 
huomattava verenvuodon riski (ks. tarkemmin valmisteyhteen-
veto). Minkä tahansa antikoagulantin samanaikainen käyttö, 
esimerkiksi fraktioimaton hepariini, pienimolekyylinen hepariini, 
hepariinijohdannaiset, suun kautta otettavat antikoagulantit, 
paitsi silloin kun hoito vaihdetaan Pradaxa-valmisteeseen tai 
päinvastoin tai kun annetaan fraktioimatonta hepariinia tar-
vittavina annoksina pitämään auki keskuslaskimo- tai valtimo-
katetri. Maksan toimintahäiriö tai maksasairaus, jolla uskotaan 
olevan vaikutusta eloonjäämiseen. Samanaikainen systee-
minen ketokonatsoli-, siklosporiini-, itrakonatsoli- , takrolimuusi- 
tai dronedaronihoito. Antikoagulaatiohoitoa vaativa sydämen tekoläppä. Varotoimet: Pradaxan käyttöä ei 
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Map of Tampere Hall’s conference rooms
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