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[N emtdoyn evoc aAdou amnd touc €L ouvduaououc]

[KaL avTikaTtaotoon Aoyoturtou adelac orou auto exeL untel (oeA. 1, ogl. 2 kat teAevtaia)]

e Etaupeital amo tnv we avw adsta UALKO Ttou TteplhapBavetal
oTLC SLapAVELEC TOU HOBAUOTOC, KOl UTTOKELTOL 0€ AAAOU
TUrou adela xpnonc. H adela xpriong otnv omoia UTTOKELTOLL
TO UALKO aUTO avadEPETOL pNTWC.



Xpnupatodotnon

e To mopov ekMALOEUTIKO UALKO £XEL avamtuyOel ota mAaiola
Tou ekmatdeuTtikoU £pyou tou dtdaokovta.

* To €pyo «Avoilkta Akadnpaika Madnuota oto NMoaveniotipo

Kpntneg» £xeL xpnuatodotnoet povo tn avadlapopdwaon tou
ekmatdbevutikoU UALKOU.

* To €pyo vAomoleital oto nAaiolo Tou Emyelpnolakou
Mpoypappatoc «Eknaidbevon kot Ala Blou Mabnon» kot

ocuyxpnuatodoteital amno tnv Evpwmnaikn Evwon (Evpwmnaiko
Kowwviko Tapelo) kat armo eBvikouc mopouc.
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OpPLOUOL-EVVOLEC

evidence-based practice,

aro kowvou AnYn tnc ppovtidac,

ETILKEVTIPWMEVN otov aoBevn ppovtida,

KAWVLKEC KaTevBuvTnplec odnylec,
NPWTOKOAAa ppovTidac




ELoayWwYLKEG EVVOLEC KoL OPLOMOL-]

Evidence-based practice. The conscientious explicit. Judicious use of
current best evidence in making decisions about care of individuals
patients

Evidence vs research (is an important part of the evidence, is more to
evidence-based practice, all the available evidence is gathered,
evaluated and synthesized)

Ol avnouyieg Twv enayyeApatwwy vyeiag (Concern over standards of
care arising from the Bristol inquiry (9201) and Smith, 2005)

O avtiAnYeLg, mpoodokKieg KoL OL TTPOTLUNOELG Twv acBevwy otn Anyn
NG anodaong

MoAwtikn vyeiag kat evidence-based practice
KOpla mnyn: Ja qui Hewitt-Taylor, 2006



ELloaywyLlKEC EVVoLeC Kol oplopot-l

* Baolopgvn oe evdeifelc mpaktikn (Otadikacio «cUVBETNC Kall
guouveldninc ANYPnc anodAacewv nou eival BACLOUEVEC OXL LOVO OTa
SlaBcoipa otoyeia AAAQ KOl OTA XOPAKTNPLOTLKA TWV A0OEVWY, TLC
KATOLOTAOELG KOlL TLC TIPOTLLLAOELE TOUCH

Wesley and Buysse 2006; Gambrill 2003

* [Anpodopnuevn ANPn amododaonc («n ouvoAlkn Stadkaoia pe tnv
OTtol0l TO ATOUO CUAAEYEL OXETIKEC TTANPOodopleC yLa TNV Lyeia Tou amo
TOV TIPOCWTILKO TOU UYELOVOLLLKO AN Kol aTto AAAEC TTNYEC UE 1 XwPLg
aveéaptntn arnoocadnvion tnc aioc tng mAnpodopiacy)

Sheridan, et al 2004

* ApotBaia AnYPn tnc anodaonc («ocuykekpLpuevn dtadikacio ANYPng tng
arnodacng amo Tov acOevn Kal TOV UYELOVOULKO»)

United States Preventive Services Task Force



Eloaywylkeg Evvolec kot oplopot-lli

v' EmKeVTpWHEVN oToVv aloBeviy tatptkn (Autr «avalntd tnv E0TLoon TNE TPOOOXAC
TOU LATPOU OTLC ATOMLKEC OVAYKEC KOl olvnOUXLEC TOU aloBeVOUC TTaPA OE AUTEC
TWV LOTPWV»

Bardes, 2012

v' ApotBaia AfPn tng anddpoaon

The Pinnacle of Patient-Centered Care

Barry and Edgman-Levitan, 2012

v" “Nothing about me without me»

Valerie Billingham,

Through the Patient’s Eyes,

Salzburg Seminar, Session 356, 1998

(Ao to Perspective apB6po tou NEJM, 366;9 March 1, 2012
Twv Barry and Edgman-Levitan, 2012)



H eoctiacpévn otov agOevn

\ patient consults an orthope-
A7\ dist because of knee pain.
The surgeon determines that no
operation is mdicated and refers
her to a rheumatologist, who
finds no systemic inflammatory
disease and refers her to a phys-
iatrist, who sends her to a physi-
cal therapist, who administers the
actual treatment. Each clinician
has executed his or her craftwi
impeccable authority and ski
but the patient has become a
shuttlecock. Probably a hassled,
frustrated, and maybe bank-
rupt shutt!ecock. 3

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

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

The Enitish psychoanalyst Enid
Balint appears to have coined the

poVvTid

Defining “Patient-Centered Medicine”
Charles L. Bardes, M.D.

term in 1969. She described a
form of mini-psychotherapy that
general practitioners could pro-
vide for persons who had illness-
es that were partially or wholly
psychosomatic.* Her concept con-
trasted with “illness-oriented care”
and meshed well with other cri-
tiques of modern medicine’s em-
phasis on pathophysiology to the
exclusion of other means of know-
ing and treating the patient.
Landmarks in this paradigm shift
have included Engel’s proposal

for a biopsychosocial model that
would “take into account the pa-
tient, the socia! context in which
he lives, and the complementary
system devised by society to deal
with the disruptive effects of il-
ness™; Cassell's transcriptions
of clinica! encounters, which pro-
vided an empirica! basis for un-
derstanding the doctor-patient
relationship’ and Kleinman’s def-
initions of “disease” and “illness”
as contrasting the doctor's under-
standing of disordered biome-
chanics with the patient’s subjec-
tive experience of feeling sick.*

Contemporary forces have bol-
stered this movement. The grow-
ing demands for quality and safe-
ty in hea'th care have refocused
attention on patient outcomes,
even if efforts to ensure more
consistently positive outcomes
sometimes reduce the physician’s
prized autonomy. Grave concerns
about the exorbitant price of
medica! care in the United States
have led to considerations of
whether shifting care from the
subspecialist to the primary care
physician cou!d reduce its
cost. The patientcentered
medica! home wou'd reinstate
the primary care office as
f the main locus of health
| care, provided that it can of-

£
N

‘3 , fer such desiderata as !ongi-

i tudinal personal care, access

8 on demand (by visit, tele-

phone, and e-mail), coordi-
nation among subspecialists,
home-based and social ser-
j vices, open medical records,
pay for performance, and a
. functioning electronic infra-
structure. Alas, these services,
however admirable, are also
expensive and would require that
health care dollars be reappor-
tioned from procedurally based
subspecialists, whose incomes
currently vastly exceed those of
generalists.

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

a (patient centered care)

DEFINING "PATIENT-CENTERED MEDICINE"

H eotlaopévn otov aoBevn
dpovtidba og avtiBeon pe tnv
EO0TLOOLEVN OTO yLATPO Pppovtida
YrtoSnAWVEL Pl OUCLOOTLK
gLALKPLVA, apolPatia oxeon petau
ylotpou Kol aoBevoulg

O yLatpocg Sev elval To MKEVTPO
NG 0XE0NC KoL 0 al0BEVNC KATEXEL
LLLOL LOOTLLN KOLL OUCLOOTLKA 0 auTA
™ 6LafouAevon B€on pe otoxo TNV
npoodopa dpovtidac aviiotoyn
OTLG EMIOUULEG, AVAYKEC KOl
T(POTLUNOELC TOU.



H apoBaia AnPn tnc KAWLKAC
anopaonc (shared decision making)
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Evidence Based Medicine (EBM) and Shared Medical Decision Making (SDM ) are changing the nature of
health care decisions. It is broadly accepted that health care decisions require the integration of research
evidence and individual preferences. These approaches are justified on both efficacy grounds (that
evidence based practice and Shared Decision Making should lead to better health outcomes and may lead
to amore cost-effective use of health care resources) and ethical grounds (patients’ autonomy should be
respected in health care). However, despite endorsement by physicians and consumers of these
approaches, implementation remains limited in practice, particularly outside academic and tertiary
health care centres. There are practical problems of implementation, which include training, access to
research, and development of and access to tols todisplay evidence and support decision making. There
may also be philosophical difficulties, and some have even suggested that the two approaches ( evidence
based practice and Shared Decision Making) are fundamentally incompatible. This paper look at the
achievements of EBM and SDM so far, the potential tensions between them, and how things might
progress in the future,

@ 2008 Published by Elsevier Ireland Ltd.

It is 15 years since the early papers outlining Evidence Based
Medicine (EBM) were published [1,2]. Early proponents of EBM
emphasized the “need to move beyond clinical experience and
physiological principles to rigorous evaluations of the conse-
quences of clinical actions” | 2]. Participation in decision making by
patients was largely ignored—it was all about research evidence.
For example, in 1992 the requirements for practicing EBM were
outlined as (i) critical appraisal (involving a precise definition of
the patient's problem, and finding, appraising and applying the
best available research ence to it), (i) sound understanding of
pathophysiology and (iii) sensitivity to the patient's emotional
needs [1].

famous book Baby and Child Care. Spock was an American
paediatrican and his book, first published in 1954, has sold 50
million copies in 39 languages and has been described as one of the
most influential books of the 20th century. The young Dr. Chalmers
marked the passage that advised mothers to put their babies
sleep on their tummies, advice he duly passed on to his patients.
The rationale given by Spock was that babies put to sleep on their
tummies would be at lower risk of inhaling vomit and choking,
should they happen to vomit in the night. However, by the 1970s
and 1980s evidence was accumulating that this, untested theory,
was lethally bad advice. We know now that around 50,000 cot
deaths worldwide were caused because of it [4,5]. In factitis much

Appnkta cuvOedEUEVN UE TNV
TPOC ToV acBevn €0TIOOUEVN
dpovtida aAAd Kal LE TNV
evidence based Latpikn

H apoBaia An tng anodaong
OAOKANPWVEL TN OE LOOTLUN KOLL
wpLpun faon dtapopdpolpevn
oX€on UETAEL yLoTpou Kot
a00evVoUC LE TN OUOLAOTLKA
AN pag anogaong

2€ QLUTHV COUUETEXOUV KoL T
Vo mpoowma Kol 0 acBevng
gevBappuvetal v EKPPACEL TLC
aélec KaL TLC TIPOTLUNOELG TOU.



EloaywylKeC £vvolec Kot optopoi-1V: EBM kait
ovaAvon kat AQPn tng KAWIKNC amodaong

H avaluvon tng¢ amodaonc otnv _omoia Ba mpemel va otoxeVel

KABeTTPOTTUXLAKO TIPOYPAUHA ekTtaideuong Ba mpemel amAdva
evwonBel w¢ pa  Swadkaocia amAovotevonc OSUOKOAWV

npoBAnuatwv ornv uvaovouu«] npaKuKn nouv Oa emuTpEMEl

OTOUC UYELOVO niAnpodopia
=00 QIO TNV TTOCOTLKOTIOLNON TWV EMLUEPOUC CUOTATLKWYV TNC.

Mnyn: Tavakolli, Daves and Thomson, Journal of Evaluation in Clinical Pracice
2000



ELoaywyLlKEC EVVOLEC Kol OpLOpOoL-V

MBavotnta: “MBavotnta TwV KAVIKWY OITOTEAECUATWY £(val N
kKaAUtepn npoBAedn tou ylatpou, mou Baoiletal oe EUUECEC ATOOELEELC
HEoA oo SeS0UEVA KAWVLIKWVY LEAETWY OXETLKEC LE TO Bewpnua Tou
Bayes”.

Xpnowotnta: “AnoteAel mpotipnon tou a.oBevouc yla Eva amoTEAECUA
NAvw aro touc aAiouc”.

Aévtpo-Anodaon: “Ta dtadopa onpeia anopAoewV OL CUVETELEC TOUG
xaptoypadouvtal (LE TIC oUVOEOUEVEC TIIOAVOTNTEC KAl XPNOLUOTNTEC)
ylo va oxnpatioouv eva SEVTpo-amodaon we OTTLKA AvVarapaoTtaon TG
availvong twv anodpacewv”

AvaAuon evawcOnoiog: “Me tn petaBoAn TNC XPNOLUOTNTAC KOL TNG
rnBavotntag eivo Suvato va Sovue TOoo eUKOAA N amodaon UMOPEL va
aAAagel”

Mnyn: Lilford, Pauker, Braunholtz, Chard, BMJ 1998
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FIGURE sciston-tre? for the treatment of high blood pressure: group utility values for outcome health states in 32 hypertensive

subjects. Values beside each outcome health state are median and interquariile range.! Cardiovascular event (newly diagnosed
angina, myocardial infarction, coronary heart disease, siroke or transient ischaemic attack).2* Assumed io have uiilities of
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Ta évte cupPatika otadia Tov MPEMEeL vV akoAovOei o
UYELOVOMLKOG oTtn AP n TG KAWLIKAG anodaconc

YUuPpwva e tov Kabnyntn k. Zrtapo (1999), eiva:

* H kaAUtepn duvatn dlatumwaon Tou MPoBARUATOC.
* H amotipnon Twv AVTIKELLEVIKWY TIIOaVOTATWY TwV dLadopwv
eKBACEWV.

* O npoodLoplopoc TWV XPNOLHOTATWY KABe ekBaonc (oo tov
aoBevn)

* O ouvbuaopocg nMBavoTATWY Kol XpNOLUOTATWY KABe ekPaonc.

* H teAkn anmodoaon kot n erthoyn tTng Beparmeiog.

Mnyéc: Sparos, 1999 into Greek; Richardson and Detsky cited on line
http://www.cche.net/usersguides/decision.asp



ELoOyWYLKEC EVVOLEC KOl opLopoi-avadopa
OTLC KAWLKEC KatevBuvtnpleg odnyiec-|

e KAwwkec katevBuvtnplec odnyiec (clinical guidelines)
* Hyxpnotikn touc aéla:

-TIPOKTIKA TTANpodopia

-uTtooTNPLEN TNC KAWLKNG amodaonC

-OUHBOAN:

** OTOV €AEYXO KO EKTLUNON TNC TTOLOTNTAC TWV UTINPECLWYV UYELQC,

+* OTNV Mpotumonoinon Twv dladlkaclwy,

** OTN LETPNON TOU QTOTEAECLOTOC

* otnV eknaibevon

** 0T oY€oN LATPOU-acOeVOUG KUpla mtnyn: Jaqui Hewitt-Taylor, 2006



Elocaywylkeg evvolec- H oulntnon
yla Tic KateuOuvtnplec odnyiec- li

MuAape yia tov iblo 6po;

Mot katevBuvTnpLeg oONVYLEC;

Exel a&loAoynBOel n amoteAeopatikOTNTO TNC MAPEUBAONC OTNV
gdapuoyn toug;

Exel aéloAoynOeil n moLoTNTA TOUC;

ExeL eAeyxBel n ouvadela kat n Suvatotnta epappoyng Toug;
Exouv oulntnBel Sie€odika ta epmodla otnv epappoyn;

ExeL cUVEKTLUNOEL N YVWUN TwV aoBevwy;

Exouv mAotikad edpappooBel tpLv tnv €kdoon Touc;

MpoTtAocELg



Elcaywylkeg Evvolec-KatevBuvtnplec odnyisc-
€volg evputepa anodeKToc optopoc-lli

«Clinical practice guidelines are systematically developed
statements to assist practitioner and patient decisions about
appropriate health care for specific clinical circumstances»

(Field & Lohr 1990, page 38)

« KALVIKEC TIPOLKTIKEC KATELOUVTNPLEC 0ONYLEC ELVOL CUCTNULOTLKAL
QVATTTUYHEVEC ONAWOELC yLa va BonBrnoouv Tov entayyeApatio
vyelag kat tov acBevn va AdBouv amodpAacelc yia TNV KATtadAAnAn
dpovtida vyeiog o eLOLKEC KALVIKEC TIEPLOTACELGY

Field MJ, Lohr KN (Eds). Clinical Practice Guidelines: Directions for a New
Program, Institute of Medicine, Washington, DC: National Academy Press,
1990



ELoayWwYLKEC EVVOLEC KOl opLopoi-avadopa
oto TPWTOKOAAa ppovtidac-1V

* [MpwtokoAAa ppovrtidac (Care protocol)
e Care protocol vs clinical guidelines

» Care protocol vs care patways

H xpnotikn touc aéia:
-omwc¢ otic K.O.
-0TNV SLEMLOTNOVLKN cuvepyaoia

-0TtnVv EpeEvva KUpta tnyn: Jaqui Hewitt-Taylor, 2006



TéAoc Evotntoc

(

ENIXEIPHEIAKO NMPOrPAMMA
EKMAIAEYZH KAI AlA BIOY MAGHZH EZ nA

|- Lostpopn yo v avinufa

I

YTIOYPEID MAIAEIAT & BPHEKEYMATON, NIOAITIEMOY & AGAHTIEMOY
EvpwnaikqEvwon EI/AIKH YMHPESZIA AIAXEIPIZHE
Eupwaiké Kowwviké Tapgio

Me ™ ouyxpnpatodétnon e ENGSag kar e Evpwmaikrg Evwone



