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Organisational aspects

Responsibility for Organisation
The conference would be jointly organised and hibdty EURACT and ESGP/FM. The local

organisation for the meeting would be delegatedsémFYC. The more general organisation at a
European level would be provided by the Secretafithe ESGP/FM. EURACT would be responsible
for the preparation of the content of the meeting.
A small organising committee will be set up witlpresentatives from both ESGP/FM and EURACT.
As far as possible this will be a virtual committegeetings will be conducted by email correspondenc
and telephone conferences. Membership of the aoancommittee will be as follows:
Prof Jan Heyrman (chair), Prof Chris van Weel, fFrede Olesen, Dr Justin Allen, Dr Philip
Evans,Dr.Paul Mortensen from UEMO, and Dr.Juan didémas local host.
EURACT will chair the organising committee, ESGP/MMI prepare minutes and reports.
Costs incurred by the organising committee wilbloene by the three parent organisations - EURACT,
ESGP and UEMO, in proportion to their representatio

Potential Partners
WHO // UEMO /I The European Union: Healthcargelepment & Legislation

Sources of Funding
SemFYC have agreed to fund the EURACT delegatbsttotheir regular meeting and the conference.
WHO is providing the meeting place in Barcelona.
WONCA World has agreed that research funding wdl dvailable for a limited number of world
delegates.
It was agreed appropriate to approach the Europe@on to assist in the funding of the conference.
Representatives of ESGP/FM and UEMO would be furimetheir respective organisations, as would
any additional representatives from the three NetwOrganisations be funded by the individual
Network Organisations.

Participants
It is intended that this will ban expert small scale invitational conference witla maximum of

60 participants

EURACT 30 (from 27 different countries) (or can welude some experts on this
budget ??

WONCA World 6: to be negotiated further

ESGP/FM 5: as the EB of 6 includes networks, theralso room for some additional
experts

UEMO 5

EGPRW 3 : to be decided by them

EQUuIiP 3 : to be decided by them

EUROPREV 3 : to be decided by them

WHO 3 : probably the local Barcelona representative

European Union 3 : to be negotiated

Total 61

Preparation time-schedule

- end October 2000 : after the fundamental discussioaf options and planning strategy, EURACT has
to prepare a conference content document, and anfafial invitation to ESGP/FM to co-organise the
conference. Further planning of involvement of WHOQ EGPRW, EQUIP, EU in a new meeting of the
organising committee.

- end of January 2001 : the EURACT executive board hato finalise all written material for the good
preparation of the conference, to be discussed ohe executive board of ESGP/FM in February.

- Council meeting EURACT Budapest April 2001 : more mtensive preparation of the «teaching
agenda ».

- ESGP/FM meeting in Tampere June 2001 : special sé&sss on « preparing the core competencies, the
teaching, research and CPD agenda » (to plan nowre@ady with the organizing committee, Paula
Vainomaki and Gernot Lorenz)
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Barcelona Planning Group 1: What is a GP/FM?

2" DRAFT
Discussion paper for the proposed 2001 EURACT/SEMYEonference

A working party of EURACT Council has been set opconsider the fundamental questions that the segho
conference should be addressing, which include:

What is a GP? What do they currently do, and vehatuld they do?
There are many working in the discipline to a leditextent; are they to be regarded as general fitacers?
Is there a difference between a general practiticaral a specialist in family medicine?

In considering any of these questions it is impdrta understand and agree the purpose of the e — to

produce a consensus statement on those issues willickearly state the views of the educationadl @tademic
arm of the discipline, on the current educatiore¢ds and the requirements for future developmegenéral

practice in Europe. It is becoming clear that ¢hare significant differences in the way that fgmmiledicine is

practiced throughout Europe, and an overview o$e¢hdifferences, together with an authoritativeestesnt on

what family doctors should be providing in the wafyservices to patients, is long overdue. Thera farther

imperative for European Union countries, and thassiring to join the Union. EU Directive 93/ intended

to promote free movement of doctors, and, for tteteetion of patients, it is self-evident that fymiloctors

should receive training that will equip them togiree inanymember state, as their qualification entitles them
practice anywhere in the EU without further tramin

There is a role definition of a general practitiopeoduced many years ago by the Leeuwenhorst Gratyich
has had wide acceptance. It has recently suggtsiethis is outdated and needs ameniiagd an alternative
proposed. WONCA produced a statement on the rolaeogeneral practitioner / family physician in919
which included its own definitidhand WHO Europe published its framework statemertd98. There is a
great deal of common ground in all of these, arlagation of the differences will make up much leé tcontent
of the conference.

There is a lot of confusion both in language us&dua general practice / family medicfrleand its
interpretation, particularly in a European Uniomiaxt. Consensus should be sought on definitiongartis, in
order that there can be no misinterpretations sunmderstandings. For the purposes of this papefotiosving
terms are defined as:-

General practitione Synonyms, used to describe those doctors who hagergone postgradus

Family physician } training in general practice at least to the ledefined in Title 4 of the
Doctors’ Directive.

Primary care physicit A physician from whatever discipline working in @rpary care setting

Specialis A physician from whatever discipline who has undeeya period of highe

postgraduate training. (This term has, in the gaestn applied exclusively to
those working in organ/disease based disciplines)

Hospital speciali A physician who has undergone a period of highergradtiate training i
an organ/disease based discipline, and who workdopninately in that
discipline.

There are different ways of approaching the tastiefining the content of family medicine. The nthused
by the Leeuwenhorst Group, and more recently Oletseal was to define the parameters of the diswphy
describing the tasks that a family doctor carries. oAlternatively one can try to define the fundatal
principles of the discipline of general practicarmily medicine. These have been explored andldped by
WHO Europe, and Bernard Gay took this approach pmesentation to the inaugural meeting of the Eeaop
Society in Strasbourg, in 1996 The two approaches are not mutually exclusi@ay suggested that there is a
linear relationship between principles and taskhwgiome influences on the tasks from patients aachealth
care system:-
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Principles of
general practice

Patient needs Health Care

and reques
T Y 7| system

Professional tasks of
general practitioner

A 4

Core
competencies

l

The content of trainir

However when represented in this way, the plan duzsrepresent the dynamic relationship between the
underpinning principles of the discipline and thsks that family doctors have to perform, which mige
represented thus:-

Principles of
general practice

Patientneeds |« > < > Health Care
and reques systen
Professional tasks of
general practitioner
The principles of the discipline as suggested by Beare:-
« Patient centred approach » Low prevalence of serious diseases

e Orientation on family and community context ¢ Diseases at early stage
 Field of activities determined by patient ¢ Simultaneous management of multiple

needs and requests complaints and pathologies
* Unselected and complex health problems » Continuing management
»  Efficiency * Coordinated care

and are very similar to the characteristics of fgmiedicine described in the WHO framework statetafn
1998:-

* General + Collaborative
e Continuous *  Family oriented
e Comprehensive e Community oriented

« Co-ordinated

The WHO statement goes on to indicate what it méarihese 7 characteristics.
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The heading “General” encompasses:-

* Unselected health problems of the whole population

» Does not exclude categories because of age, s&ss,alace or religion, nor any category of health

problem

e Easy access, unlimited by geographical, cultudithiaistrative or financial barriers
“Continuous” it defines as:-

e Person centred

e Longitudinal health care, over substantial periofléfe, not limited to one illness episode
By “Comprehensive” it means integrated care invodvi

» Health promotion, disease prevention, curativeabdhtitive and supportive care

» Physical, psychological and social perspectives

« Clinical, humanistic and ethical aspects of thetoloe patient relationship
“Co-ordinated” is described as, where appropriate:-

e Care managed at first contact

e Referral to specialist services

e Providing information to patients on available $exg

e Co-ordinate and manage care
By “Collaborative” it refers to:-

e Working in multidisciplinary teams

» Delegating care where appropriate

« Exercising leadership
“Family oriented” care it describes as addressimtividual problems in the context of:-

e Family circumstances

» Social and cultural networks

*  Work and home circumstances
Finally “Community oriented” suggests that familgadors should consider individual problems in tlatext
of:-

e The health needs of the community

e Other professionals and agencies

The close interrelationship between the defininqhgiples of the discipline and the role of the gahe
practitioner can be seen if one examines and casphe expanded list above with the original Leeuveest

definition. This, of all the descriptions arourahpears to have the advantage of having stoodetieot time

and being widely accepted.

“The general practitioner is a licensed medicaldgede who gives personal, primary and continuing ¢ea
individuals, families, and a practice populatiamespective of age, sex and illness. It is the lssis of these
functions which is unique. He will attend his patiin his consulting room and in their homes amtetimes
in a clinic or hospital. His aim is to make earigghoses. He will include and integrate physicaijghological
and social factors in his consideration about heatid illness. This will be expressed in the cdrei® patients.
He will make an initial decision about every prohlevhich is presented to him as a doctor. He willentake
the continuing management of his patients with oluaecurrent or terminal illnesses. Prolongedtacinmeans
that he can use repeated opportunities to gatfiemiation at a pace appropriate to each patientbanid up a
relationship of trust which he can use professignale will practice in co-operation with other E@gues
medical, and non-medical. He will know how and whenintervene through treatment, prevention and
education to promote the health of his patients Hredr families. He will recognise that he also has
professional responsibility to the community.”

This definition covers many of the characteristi€slescribed in the WHO framework document, but them
into the context of day to day working general ficgc It is not quite so comprehensive, for exanquleative,
rehabilatitive and supportive care are not speadiffanentioned.

Olesen et al have stated that the original dediniit is now very much out of date, and does néiece the

reality of family medicine in Europe today. Howeyigrwould appear that much of the dissatisfacéapressed
by Olesen et al is because many of those who wagdrd themselves as family doctors are workinheaalth

care systems where it is not possible to complf wit of the characteristics. They argue that thiemr need to
up to date the definition to make it a universalpplicable. Their definition reads:
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“The general practitioner is a specialist trainedviork in a front line of the health care systend émtake the
initial steps provide care for any health problentigat patients may have. The general practitivalees care of
individuals in a society, irrespective of the patig type of disease or other personal and sohelacteristics,
and organises the resources available in the heafthsystem to the best advantage of the pati€hésgeneral
practitioner engages with autonomous individualsose the fields of prevention, diagnosis, curegcand
palliation, using and integrating the sciencesioftedicine, medical psychology, and medical soggld

Neither of the preceding definitions encompass sofribe other key features of general practicer-efample
that it is a people based discipline (as opposeqzhtbology or organ based), and that it is norpalitented (as
opposed to the abnormality orientation of secondang). These are explored by Gay, and in the statement
from WONCA, which also makes the point that thevatence of illness, and the signs at presentatiervery
different in primary care from those seen in hadpivhere these are usually taught. There is there need

for a synthesis of the various statements to ercsamleteness.

As well as individual statements being incomplétere are also appear to be differences in opimaevhich the
statements are interpreted. Much of the concel@$en et al regarding the Leeuwenhorst definéippears to
be in its interpretation in absolute terms. Fornegke what do we mean by personal care? Is it catbdsame
doctor on every occasion? If not what are the it when it is acceptable for a deputy — e.d.adworking

hours, or within two days? Or do we mean cargémple rather than pathology — the person orienmtaif care
described by Gay and the WHO? It would appear tatlatter interpretation is correct, and in tbése all
commentators appear to be in agreement.

However, if we consider the interpretation of soatker words within the definitions we run into sfgrant
disagreement. What is meant by continuing casethis care over time, and if so how long — onsagbe of one
illness, or care over a patient lifetime? Or igliout providing healthcare 24 hours a day, 365 dayear?
Here there is a range of views from the WHO desorpwhich suggests longitudinal care over subghnt
periods of life, not limited to one illness episodle the one hand, and the view of Olesen et alttr@afamily
doctor may have to work with one illness contact.

It is clear that there is a need for an authovitatiew which define the issues in the variousestents into:

1. Those essential elements of the discipline, whifind it, and are generally applicable

2. Those essential elements of the discipline, whiefind it, but are not generally applicable, assite
of contextual differences in different countriemlicit in this statement is the fact that in plaeehere
they do not apply that this is regarded as unsatiefy - an example might be that if dealing with a
ages — ie including children, was regarded as sentisl element, that this should be a policy asioin
in countries where this is not currently the case.)

3. Other elements of the discipline and its applicatichich may legitimately differ in different contisx
(an example of this might be that referral is aseatial component, but that the gate-keeping foncti
was not — there is therefore no policy decisioaddress any differences)

Any consensus statement must address these thsee$s and be absolutely clear on them — as
they will have implications on the training, qualitassurance and research agendas.

There are large contextual differences at presdntgova in an overview of European Primary Carstesys

(personal communication) described three main types

a) “Real” general practitioners providing compreheesiand continuing care to a practice population,
irrespective of age, sex, or illness, with a refesystem to specialists, who are not directly ined in
primary care services.

b) Primary care for adults, with children and obststrand gynaecology being managed by community
specialists.

c) Specialists working in primary care, seeing pafiedirectly without referral, but with optional caby
general practitioners.

Can all three types of system be regarded as pngval family doctor service for their citizens. €lproblems
faced by general practitioners in each of thestesys are very different. Although such systemsnateeasily
amenable to change we should not be afraid toqgrutsfrd a view of the ideal model.
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What are the key questions to be answered?

The following are questions on which the confereaganisers will be seeking consensus, in ordeedefine
family medicine for the Zicentury. They are derived from the various defini already quoted.

What is primary care? Is this healthcare limitedfirst contacts only?

What do we mean by personal care?

What is meant by continuing care?

What is a specialist?

Are doctors who do not deal with children, womerttar elderly to be regarded as the same as thogedehl
with all? Do they require the same training? Whhbut doctors who deal in only one of these areas?
(Olesen et al question the comprehensiveness efrglepractice in this definition -fespective of age, sex and

illness”)

What is it about the synthesis that is uniqueittisat GPs are the only doctors to synthesiserm#fdion, or is it
the areas that are unique?

Does it matter where general practitioners work®e ghey part of the community they serve? How itapb is
this? What is meant by their “professional resgbilisy to the community”?

In these days should taking the responsibilityifittial management be a negotiation with the patteWWhere
does the doctor’s responsibility end?

Should referral to specialist medicine include tege-keeping role, with the responsibility alsodenying
access?

Prolonged and repeated contacts provide opportesifor collecting information longitudinally ovemie. Is
this a desired feature of general practice in El@@plf so, to what extent is it present in healihrecsystems?

Who are the colleagues with whom a GP should wo¥Rat is their relationship? Is there a consensnghe
make up of a primary care team?

We can probably agree easily on what is meant égtinent, but what is the precise role of the famdgtor in
prevention, and education?

How should we teach the epidemiology of generattra?
Where should medical education in general, andlfamédicine in particular, be taught?
How important is the understanding of uncertaimatyg expectation of normality in our work?

Should family doctors act as care managers in retato other health and social care providers? Haowell
equipped are family doctors for this task?

How well are family doctors equipped to exercisakrship, and team management of other disciplines?
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Barcelona Planning Group 2: Competences of GP/FM iBME

Introduction

general framework

adaptation in relation to the specific conditiongach country
GP as (extramural) clinical discipline

Definition of competence versus performance

Miller
performance DO
VT — CPD - HPT
Shows how
competence Knows how BME
Knows
Competences

medical aspects

scientific aspects

personal aspects

aspects related to society and the health carerayst

Principles of general practice

direct accessibility for all health problems in stihges
continuous character

central focus on person

context

Relationship of competences and principles

Competences
. Scientific Systems / Decision analysis
Principles
Context
Consequences

BME* (see paper Harry)
VT
CME / CPD - HPT

*Example
Medical aspects

common problems
urgent problems
undifferentiated problems
chronic diseases
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¢ disease prevention and health promotion
8. Educational methods

See: Learning pyramid

* lectures

e seminars / working groups
e activities in practice

9. Assessment Educational Research

10. Literature
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Report of group discussion on Barcelona core contésonference

Group members: Bernard Gay, Dolores Forres, Md€tést, Igor Svab, Janos Szabo.
Chairing: Egle Zebiene.

Discussion was hel mainly around the definition gifneral practitioner. Information presented fois th
discussion included analysis of main issues meatlan the publication of Fred Olesen.

Dr. Bernard Gay proposed thta we should start Wighnew definition of General Practice as a digwgptather
that with definition of General Practitioner.

Group apgreed that definition of Dr. Olesen coniteyrgeneral practitioner has a number of ideas #ne
rather disputable and, as it was defined in a diraft prepared by Justin, ‘does not appear todetfiese matters
any more clearly.’

Marten Kvist made a proposal that it would be usefaccept, as a basic definition of General Riener, a
revised Statement by the Leuvenhorst Working Groage in 1981, which includes clear description of
professional in general practice and his respdiit@isi Some changes according to the changingtiito in
Europe could be made during the conferenge if rsecgs

After discussion the decision to present this apirtb the EURACT Council was made.

Egle Zebiene




