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Pre-implementation Workshop - Ljubljana, June 2018
Aims
 to build the capacity of WP7 partners with pilot actions to
perform and report in an uniform way the steps of preimplementation phase, as defined by the guidelines with the
use of Quality Criteria and Recommendations (QCR Tool)
 to share and discuss methods
 to define templates
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Workshop on Interim Follow UP- Belgrade, December 2018
Aims
•

To provide interim follow-up on the use of QCR Tool

•

To support the capacity of partners for patient
involvement into the pilot sites implementation and
to study visits

•

To support the capacity of partners to plan, organise
and deliver their study visits

•

To discuss and agree on Intermediate evaluation
plan

•

To continue with the collaborative methodology
used in Ljubljana: experience-sharing and crossfertilisation
Co-funded
by the Third Health Programme
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Study visits: March - April 2019

Slovenia
Finland
Croatia
Greece
Serbia

March 5-6
March 12-13
March 26-27
April 9-10
April 24-25

In collaboration with EPF
and the participation of EHFF
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Agenda
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Tuesday 16:45 - 17:45
Wednesday 11:00 - 11:50

Posters

General Hospital and Community Health Centre Novo Mesto (Slovenia)
chrodis.eu

Description & knowledge

Tamara Poljičanin, MD, PhD, Croatian Institute of Public Health, Croatia
Description & knowledge
• Health care professionals don’t provide
good quality data on their patients.
• Not all the persons with diabetes are
being treated equally.
• Diabetes registries are proven to be
efficient in quality improvement: help
in reducing frequency of emergency
department visits and hospitalizations,
as well as health-care expenditures.

Rationale
Well established electronic patient
registries improve quality indicators of
diabetes control at population level due
to better insight in patients’ health status,
improved health care delivery and better
patient compliance as well as continuous
organisational improvement within and
between involved health care providers.

Specific aims
To use QCR Tool to pilot an intervention
to increase the use of diabetes control
check-list for improvement of health care
quality in diabetes.

Key performance indicators
 Agreement on Minimum Data Set
 Recommendations delivered
 Diabetes panels shared

Th e a im o f the pilo t is to in creas e the us e o f d iab etes
con tro l ch eck-lis t w ith in dia betes reg istry as w ell a s iden tify
b arriers fo r th eir full im p lem en ta tio n in p rim ary h ealth ca re
settin g s. S tu dy w ill ena b le q ua ntification of a va ila b ility a nd
q ua lity o f d iab etes ca re ind icators a nd im p a ct of structured
ed uca tio n a n d p erfo rm an ce feedb ack on th eir q u ality.
GROUP 1

GROUP 2

GROUP 3

analysis of indicators (HbA1C, lipids, album in/creatinine ratio, systolic
and diastolic blood pre ssure and fundoscopic examination)
-in terview
- edu ca tion o n project a nd
MD S/reg istry
- feedb ack o n perform an ce

-letter w ith inform ation
abo ut pr oject and t heir
mo nitorin g

analysis of indicators (after 6 m onths)

-interview

As a p a rt o f th e in terven tio n o n go vern an ce, edu cation a n d
tra in ing lev el, LIW G p latform en ab les influ en ce o n the
sta keh old ers ’ pro ces ses a n d activities. Th ese inclu de
ch a ng es in dia b etes pa n el tha t ena b le com plete a greem en t
with M DS an d im p rov in g a w a ren es s o f GP s a nd pa tients o n
po ten tia l b en efits f ro m M D S.

Chronic wound management is complex, involving
variety of stakeholders from different levels of
healthcare and surrounding community.
Organisation of care within and outside health care
is often fragmented which reinforces
communication barriers between health
professionals (HPs) and between HPs and patients
and their carers.

Quality Criteria and Recomm endations (QCR)

chrodis.eu

• Involvement of patient
representatives
• Availability of educational materials
• Support from the Chrodis+ core team
for increasing awareness and
visibility of the project
• Unclear institutional mandate
• GPs are generally overworked
• Low awareness of the importance of
standardised clinical practice and health
information systems
• Importance of diabetes registry not
perceived by patients
• The QCR Tool provides a useful
framework for designing practices to
improve the quality of care for people
with diabetes and other chronic diseases.
• Diabetes registries can serve to
interventional purposes and are proven
to be efficient in quality improvement
trough implementation of standardised
MDS.

Ivan Pristaš, Marko Brkić,
Marija Švajda, Domina Vusio

The recruitment of participants in the mosque
using the FINDRISC diabetes risk score
 Informed consent to participate in the pilot

BASELINE MEASUREM ENTS

Rationale

Body w eight, body height, waist circumference,
blood pressure, accelerometer, questionnaires

• Type 2 diabetes is preventable by lifestyle
counselling provided to high-risk individuals
• In Finland, a national model (StopDia) for
diabetes risk identification and prevention
on the individual, environmental and
societal level has just been developed

Analysing the measurements and informing the
participants of the results

INTE RVENTION

Specific aims
• To use the QCR tool to develop and pilot a
lifestyle intervention specifically tailored to
the Somali population using the StopDia
model
• To examine the effects and suitability of the
StopDia-concept on this specific population

Face-to-face group intervention:
6 meeting s over 12 weeks, delivered by a
professional with Somali background and
volunteer health care students
+

Key performance indicators

BitHabit
mobile app

Training completed
Recruitment completed
Three intervention groups: female, male,
app only
Group meetings completed
Evaluation measurements completed
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Hi, I’m Idil

OUTCOM E EVALUATION
Measurements & questionnaires repeated
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Enablers:
• Focus group discussions and workshops at the
pre-implementation phase
• Co-operation with the Mosque
• Volunteer health care students with Somali
background
• Comprehensive training of the volunteers
• 18 women and 6 men participating in lifestyle
intervention (separate groups)
• The pilot intervention and the data collection
completed by the mid of April, 2019
Barriers:
• The recruitment of men was difficult, as they
tended to have low risk factor levels
• Some participants had difficulties in attending the
scheduled counselling sessions due to the lack of
time
Next steps:
• Evaluation of the pilot action
• Discussions about the continuation and scale-up
of the piloted practice

The intervention is guided by the principles of
patient empowerment and patient centred
integrated care.
Patient's role should be based on partnership with
health professionals and treatment plans
developed together according to patient's needs.

Specific aims
• Establishing a model structured by QCR
(developed in the JA CHRODIS) and transferable
to other domains of healthcare.
• Patient needs assessment.
• Active patient involvement in practice
development.

Ch. Savopoulos1 , I. Kanellos1, Th. Vontetsianos2, D. Gennimata2, A. Vontetsianos2,Th. Katsaras2, D. Theofanidis3
First Propaedeutic Dept. of Internal Medicine, Aristotle University of Thessaloniki, AHEPA University Hospital, Greece
2 Greek Network EIPonAHA, Athens, Greece . 3 “Alexander” Technological Educational Institute of Thessaloniki

• Meaningful and active involvement of patient
representative(s) in LIWG.
• Patient needs assessment with patients
participation.
• Development and implementation of Protocol of
collaboration.
• Systemic and long term support by Ministry of
Health and local stakeholders.

Greek health system presents weak primary
care and chronic disease prevention, high
morbidity and high costs for the State health
budget.
• Lack of potential education of medical and
paramedical personnel regarding
preventive medicine and integrated care
• Lack of potential self-management training
of chronic disease patient from health
system personnel.
The importance of self-management,
secondary prevention and Integrated Care
approach in people with hypertension and
diabetes, has been extensively proved.
• Improvement of hypertension and
diabetes patients’ self-management
through education and training.
• Improvement of involved professionals’
(medical and paramedical healthcare
personnel) capacities for the management
of hypertension and diabetes and for
patient’s education on lifestyles and selfmanagement.

PATIENT VOICE
PATIENT EDUCATION

Acknowledgements: Idil Hussein, Jaana Lindström,
volunteers and members of the Somali community.
This presentation arises from the Joint Action
CHRODIS PLUS.

TRAIN THE
TRAINER

BREAK THE
BARRIERS
OVERCOME GREEK POLICY BARRIES
AND STAFF CULTURE ENFORCING SELF
MANAGEMENT OF DIABETES AND
HYPERTENSION

Four improvement areas with 2-3 key
performance indicators for each area were
defined.
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• Stakeholders stiffness culture
• Legislative barrier
• Financial Crisis

Establishing DCU at
PHCC
Establishing
National Diabetes
Centre

Quality Criteria and Recommendations (QCR)

R. Pryss1, J. Schobel 1, A. Stampf 1, J. Haug1, F. Haug1, V. Koutkias2, K. Votis2 , E. Polychronidou2, M. Spiliopoulou3 , M. Schleicher 3, V. Unnikrishnan3 , W. Schlee4,
P. Neff4, C. Fernández-Viadero5 , P. Gonzalez-Alvarez5, I. Lapuente Heppe5 , A. Delgado Diego 5, M. Lopez-Cano 5, P. Dimitrov 6, D. Velikova6 , M. Strandzheva6
1
Ulm University (DE), 2Centre for Research & Technology Hellas (GR), 3University of Magdeburg (DE), 4University Hospital Regensburg (DE),
5Regional Ministry of Health of Cantabria & Cantabrian Health Service (ES), 6 National Center of Public Health and Analyses (BG)

 Diabetes affects over 60 million
European citizens, introducing a
significant burden to their life and the
healthcare systems
 Tinnitus affects ~50.8 million EU citizens,
of which 5.1 million severely bother by it.
 Lifestyle is a major contributing factor in
chronic diseases that has to be
controlled
chrodis.eu

Stakeholders support

• Ministry of Health Republic of Serbia
• Faculty of Medicine, University of Belgrade
• Clinic for Endocrinology, Clinical center of
Serbia
• PHCC
• Republic Institute of Public Health
• Patient Association

Available know ledge
1. Patient voice in not a usually “tactic” in Greek
medical culture (revealed by using the QRC tool).
2. Greek people health prevention culture is at
very low level (revealed by using the QRC tool)
3. Patients’ resignation from the education and
training process for their disease/s and for their
treatment regimens (revealed by using the QRC
tool)
4. The QRC tool must be developed in a parallel
way with flexibillity according every country
special needs.
5. The QRC tool could be a possible potential
way to <broke> the barriers between politics the
stakeholders.

We thank all the stakeholders (medical and
paramedical staff for their contribution

Lifestyle modification are effective in
prevention of type 2 diabetes (T2D).
Managing chronic diseases requires
improvement of health care service.

Education for HCP in DCU

Human resources
Financial resources
Legislative barriers

R ationale
Based on the data regarding growing
incidence of T2D, there is a need for
improvement and promotion of quality
of diabetes care at PHC level.

Diabetes care at primary level
needs to be improved

Specific aims
• Implementation of stepwise screening
procedure and preventive intervention
in high-risk individuals for T2D at PHCC
in each DCU.
• Additional diabetes care for people
with T2D provided by DCU.
• Training and education of physicians
working in DCUs

Education of patients with T2D
and high risk individuals

P ict ur e 3 Gat he rin g o f t h e l oca l st ake ho ld ers ( mun icip al ity, ge ne ra l
h osp it al, commu n it y h ea lth ce nt re, Ce n tre fo r socia l se rv ice, NGO s),
d ecisi on -ma kers‘ (Mo H, Nat io na l in su ra nce in sti tu te ) , p at ien t
rep re sen t at ive s an d int e rn at io na l C hro di s+ S tu d y visi t g ro u p i n
No vo mest o, Slo ve ni a

Implementation of m He alth tools to foste r quality of care
for patients with chronic diseases

Prof. Dr Vesna Bjegovic Mikanovic, Prof. Dr Nebojsa Lalic, Faculty of Medicine, Belgrade

Data from National Health Survey show
that 8.1% of Serbian population has
diabetes.
One third of them has one or more late
complications at the time of diagnosis.
In 2005, Diabetes care units (DCU) in
Primary Health care centers (PHC) were
cancelled.

Pi ctu r e 2 M ee ti ng of t he Lo cal imp leme nt at io n wo rkin g g ro u p
in No vo mest o, Slo ven ia

 The Q CR tool provides a useful framework for
designing practices to improve prevention and
care of chronic diseases
 List of criteria is comprehensive and covers all
necessary dimensions
 QCR tool guides the implementers to see the
whole picture at the beginning of the project and
forces to ponder practical details in advance

chrodis.eu

Problem description

P ict u r e 1 P at ien t re p re sen ta ti ve Duša n J u kić e xp re ssin g h is vi ew s
o n pa t ien t ‘s ne ed s in h ea lt hca re in No vo me st o , Slo ve n ia
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Problem description

• High level of education and knowledge
from Greek trainers (Experts in Greece are
very familiar with the educational
procedure since a lot of seminars and
lectures in Greek medical societies events
and congresses took place every year)
• Social media are very strictly and well
corporates with doctors in health topics
and supports patient voice
• Communities of patients with chronic
disease already exist

The m odel enables a m ore effective
coordinatio n of care and commun ication
betw een health professionals at variou s
levels of healthcare. It also engages the
comm unity to add ress patient n eeds
prev ious ly id entified.

Key performance indicators

Abstract
1

• The healthcare system is fragmented, it is
“disease centred” and not “patient centred”.
• Organisation of healthcare, budgeting and
professional culture make integration of
care difficult.
• Information is not systematically shared
between HPs at different levels of care.

Rationale
chrodis.eu

RISK SCR EENING

• Type 2 diabetes is more common among
Somali origin population compared with
other immigrant groups or native Finns
• The differences between ethnic groups can
be partly explained by genetic and lifestyle
factors, such as diet and exercise habits
• There are no existing public health
interventions targeting the needs of
immigrant population groups

• Motivated LIWG members and support
from partner institutions.
• Information infrastructure that can improve
collaboration between health professionals.
• Strong support from Ministry of Health

Slovene pilot action is based on the outcomes of
the Analysis of healthcare system in Slovenia, the
Resolution on National healthcare plan 2016-2025
and other important National documents that
strongly support the need for integrated care.

Eeva Virtanen and Katja Wikström, National Institute for Health and Welfare, Finland
Description & knowledge

O ur institution s joined fo rces to establish new ways of collaboration
between tho se who are (and could be) included in chro nic woun d
patient care. We took chronic wo und as a 'model condition' to help
us developing a m odel o f integrated care within and ou tsid e
health care.

Due to high prevalence of diabetes, there
is a need for increase in quality of
diabetes care.
Due to high prevalence of late
complications there is a need for
systematic approach and preventive
programme.

 The p ilo t on m Health too ls aim s to as sess to w hat exten t
variou s self-m anagemen t an d patient emp ow erm ent
featu res (i.e. ecolog ical m om entary as sessm ents [EM As] ,
pers on alised feed back an d ed ucatio n) co ntribute in patient
co ntrol o ver their ch ron ic disease
 The p ilo t brings to geth er 3 techno log y p ro viders (ULM ,
CERTH, OVGU) an d 3 pilot s ites (C SC, NCP HA , UHREG)
 Dis eas es o f focus: Diabetes (CSC , N CPHA) & Tinn itus (UHREG)

Available knowledge

The EMA part of
the mHealth app

 Self-management strategies can
decrease the need for medical attention,
with downstream impacts on healthcare
costs
 Increasing health litera cy and reinforcing
self-ma nagement are key components
for patient empowerment

Information & Communication
Technologies (ICTs)

 ICTs can contribute in better self-management
of chronic diseases, giving patients the
opportunity to be involved in their own care
and facilitate their behavioural change
 The value of ICT tools for this purpose has
been illustrated in multiple projects (mostly
research-oriented)

Barriers
Knowledge & Organisational Gaps
There are important gaps hampering the
introduction of ICT-based tools in actual clinical
practice, such as lack of expertise, lack of
resources, difficulty in adapting the ICT in the
current clinical setting, as well as poor digita l
literacy for the patients.

Specific aims

Key message

To what extent the above features
contribute in patient control over the
disease: (a) EMAs, (b) Personalised
feedback, and (c) An interactive educational
agent

Key performance indicators

ICT to inform health policy making

Interactive educational agent

Data analytics

 Recordings in the enrolment vs final day
of patient participation
 Basic vs. extended features of the app
 Patient compliance with the treatment
plan
 Caregiver satisfaction
 Factors of patient behavioural change

The current pilot will provide important
insights as regards the contribution of various
ICT-based self-management and patient
empowerment components to patient control
over the disease, aspiring to inform health
policy makers for the adoption and uptake of
relevant interventions

Aknowledgements
To all the members of the Local Implementation
Working Groups
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Regular education of HCP enables
establishment of sustainable
diabetes care.

Key performance indicators
For each improvement area 3-5 key
performance indicators were defined.
CHRODIS PLUS Budapest Conference 14-15 May 2019
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CHRODIS+ Conference - Wednesday

27 April 2018
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The Joint Action on Implementing good practices for chronic diseases
(CHRODIS PLUS)
This presentation arises from the Joint Action CHRODIS PLUS. This Joint Action is addressing chronic diseases through crossnational initiatives identified in JA-CHRODIS to reduce the burden of chronic diseases while assuring health system
sustainability and responsiveness, under the framework of the Third Health Programme (2014-2020). Sole responsibility lies
with the author and the Consumers, Health, Agriculture and Food Executive Agency is not responsible for any use that may be
made of in the information contained therein.
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