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CONFERENCE ORGANIZATION

Organizing Committee: James Appleyard (President, International College of Person Centered
Medicine), Juan E. Mezzich (Secretary General, International College of Person Centered Medicine), Ted
Epperly (Program Director for the 8" Geneva Conference on Person-Centered Medicine), Michel Botbol
(World Psychiatric Association Psychoanalysis in Psychiatry Section), Tesfamicael Ghebrehiwet (Former
Officer, International Council of Nurses), Jo Groves (Former Executive Director, International Alliance of
Patients’ Organizations), Thsan Salloum (World Psychiatric Association Classification Section), Sandra Van
Dulmen (Former Officer, European Association for Communication in Healthcare), Nuria Toro Polanco
(WHO), E. Kelley (WHO), and Hernan Montenegro (WHO).

Collaborating Organizations: The Eigth Geneva Conference on Person-centered Medicine is organized
by the International College of Person-centered Medicine (ICPCM) in collaboration with the World
Medical Association (WMA), the World Health Organization (WHO), the International Alliance of
Patients' Organizations (IAPO), the International Council of Nurses ICN), the International Federation of
Social Workers (IFSW), the International Pharmaceutical Federation (FIP), the World Organization of
Family Doctors (Wonca), the World Federation for Mental Health (WEFMH), the Council for International
Organizations of Medical Sciences (CIOMS), the International College of Surgeon’s (ICS), the International
Federation of Gynecology and Obstetrics (FIGO), the Medical Women’s International Association
(MWIA), the European Federation of Associations of Families of People with Mental Illness (EUFAMI),
the World Federation for Medical Education (WFME), the International Association of Medical Colleges
(IAOMC), the Paul Tournier Association, the World Association for Dynamic Psychiatry (WADP), the
European Association for Communication in Health Care (EACH), L'Observatoire Francophone de
Medecine de la Personne, the WHO Collaborating Center at Imperial College London, the International
Francophone Psychiatric Federation (ALFAPSY), the French Psychiatric Association, the German
Association for Dynamic Psychiatry, the International Federation of Medical Students’ Associations
(IFMSA), the Zagreb University Medical School, San Fernando Medical School of San Marcos National
University of Peru, the Peruvian University Cayetano Heredia, Francisco de Vitoria University, the
Universite de Bretagne Occidentale, the Medical University of Plovdiv, the Belgrade University Institute of
Mental Health, and University of Buckingham Press, with the auspices of the Geneva University Medical
School and Hospital.

Conference Participants are clinicians and scholars in medicine and other health fields as well as other
interested individuals. ICPCM Continuing Professional Development (CME) Certificates will be e-mailed
upon request to all registered participants. The registration fee is 400 Euros for persons residing in World
Bank Group A (High Income Countries) and 250 Euros for persons in other countries. Full time students
and official representatives of patient and family organizations will pay discounted half rates.

Presentation Formats include Lectures, Symposia, Interactive Workshops, and Brief Oral Presentations.
Conference Secretariat: ICPCM Secretariat at Int'l Center for Mental Health, Mount Sinai School of

Medicine, Fifth Ave & 100 St, Box 1093, New York NY 10029, USA. E: ICPCMsecretariat@aol.com
www.personcenteredmedicine.org
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8th GENEVA CONFERENCE ON PERSON-CENTERED MEDICINE

Person-Centered Primary Health Care

Core Conference on April 27 — 29, 2015
Pre-Conference Work Meetings on April 26, 2015

Geneva University Hospital and World Health Organization

CONFERENCE PROGRAM

PRE-CONFERENCE WORKMEETINGS ON PERSON-CENTERED MEDICINE:
SUNDAY APRIL 26, 2015
Venue: Auxilliary Halls one floor below the Main Auditorium,
4 rue Gabrielle-Perret-Gentil CH-1211 Geneva 4, Switzerland.

1:00 — 5:00 PM Pre Conference Institutional Work Meetings:
Chairs: Michel Botbol (Brest, France), Sandra Van Dulmen (Nijmegen, Netherlands
a. Person-Centered Diagnosis: JE Mezzich (New York) and | Salloum (Miami) et al
b. Person-Centered Clinical Care Guiding Principles: J Appleyard (London), Ted Epperl
(Boise, USA), S Van Dulmen (Nijmegen, Netherlands) et al

3:00 — 3:15 Coffee Break
. 2015 Geneva Declaration Draft Presentation: Ted Epperly (Boise, USA) et al
. Books Workgroup: JE Mezzich(New York) et al
. Global Research Network: | Salloum (Miami)et al
. Other Workgroups
5:00 — 6:00 PM IJPCM Editorial Board Meeting

6:00 — 7:00 PM ICPCM Board Meeting

CORE CONFERENCE FIRST DAY, MONDAY APRIL 27, 2015
Geneva University Hospital Marcel Jenny Auditorium and Auxiliary Halls

8:00 — 8:30 AM Registration and check-in

8:30 — 8:45 AM Conference Opening
Welcoming words from officers of the ICPCM, Geneva University, World Medical
Association, and World Health Organization

8:45 - 9:15 AM Keynote Presentation: “Person-Centered Primary Health Care (PCPHC): Now More
Than Ever” Ted Epperly (Boise, USA)




(Organizational Note for all Sessions: Each of the regular sessions would have 3-5 scholarly
presentations (all typically involving systematic literature reviews or data-based studies) made by 1-2
core invitees, 1-2 WHO or WMA reps, 0-1 specially supported invitees, and 1-2 non-supported
contributors selected from those submitting abstracts on their own.)(Each presentation 8 minutes
followed by discussion 7 minutes, and general discussion and conclusions at the end)

9:15—-10:15 AM Plenary Symposium 1: WHO and International Experience and Perspectives on
Person- and People-Centered Primary Health Cate
Chair: J Appleyard (London)
* The WHO Perspective on Primary Care — Nuria Toro Polaf@tHO, Geneva)
* Interpersonal universal care : All Together in Dignity — David Jous#test, France)
*  How Does Person Centeredness Work? — Chris Van Weel (Nijmegen, Netherlands)

10:15 - 10:45 AM Coffee Break

10:45 —12:15 PM Plenary Symposium 2: PCPHC Throughout the Life Cycle

Chair: Ted Epperly (Boise, USA)

A WHO Perspectives on person centered care for ageing populations — Islene Araujo
de Carvalho (WHO, Geneva)
Family Centered Maternity Care — Kim Stutzman (Boise, USA)
Person and people centered primary health care in pediatrics — J. Appleyard
(London)
Personalized care planning for long-term conditions — Angela Coulter (Oxford, UK)
More Good Days: Person Centered Care at the End of Life — Molly Mettler (Boise,
USA)

12:15 - 1:15PM Lunch (open)
1:15 - 2:45 PM Parallel Sessions 1:

A: Health Care Integration

Chair: Tesfa Ghebrehiwet (Calgary, Canada)

A What is a Patient Centered Medical Home PCMH? — Dave Schmitz (Edg®&A)

* What is the Patient-Centered Medical Home Neighborhood? — T. Epperl{Boise,
USA)
Introducing individual and family continuous records for person-centered care —

Yongyuth Pongs{Beapgkok)
* Novel Measurement Models for Person Centered Care — Levent Kirisci (Pittsburgh)

B. Clinical Communication

Chairs: Herve Granier (Montpellier, France), Afzal Javed (UK)

A Basic Communication — Sandra Van Dulngdiijmegen, Netherlands)

* How do people as patients want to be spoken to? — Joannar@veg.ondon)

* Shared Decision Making and Primary Care — Jaques Cornuz (Lausanne, Switzerland
* Clinical communication across cultures — Rahid Bennegadi (Paris)

2:45 — 3:00 PM Coffee Break

3:00 — 4:30 PM Parallel Sessions 2:

A. The Linking of Medical Specialties and Health Care Disciplines in PCPHC

Chair: Ihsan Salloum (Miami)

* How Should Specialties and Disciplines Link in PCPHC? — C. Van Weel (Nijmegen,
Netherlands)
The role of behavioral health psychiatry in PCPHC — Michel Botl{Brest, France)
Organization and Trainning of Pediatrics in PCPHC - Jim Apppleyard (London)
Team Approach in PCPHC — Tesfa Ghebrehiwet (Alberta, Canada)




4:30 — 4:45 PM

4:45 — 6:45 PM

7:00 — 10:00PM

B. Brief Oral Presentations 1
Chair: HansRudolf Pfeigurich)
* Patient Centred-care and Reforms in the Latvian Primary Healthcare — Peteris
Apinis (Riga, Latvia)
Health Care Reform in Austria: Changes in Primary Care — Gottfried Endel (Vienna)
An Evidence-Based Patient-Centered Interview Makes the Biopsychosocial
Model Scientific — Rolert Smith (Michigan, USA)
Review Dialogues as an Opportunity to Develop a Person-related Overall
Diagnosis — Ottomar Bahrs (Gottingen, Germany)

C. Work Group Meeting 2: Refining the 2015 Geneva Declaration (Ted Epperly and
Declaration Workgroup)

Coffee Break
General Assembly of the International College of Person-centered Medicine

Conference Dinner

Invitation to Conference Dinner

organized by the Paul Tournier Association

Monday April2 7, 7:00 pm
All Confer ence Participants
CHF 50. -

(Dinner, music, dancing and taxes

included)

Please register at
The Conference Desk

Restaurant des
Vieux-Grenadiers

92 rue de Carouge - 1205 Geneve

Teéléphone : 022 320 13 27 -
Tram 12, 13 et 14 arrét "Augustins”

CORE CONFERENCE SECOND DAY, TUESDAY APRIL 28, 2015
Geneva University Hospital Marcel Jenny Auditorium and Auxiliary Halls

9:00 AM —10:30 AM

10:30 — 10:45 AM

10:45 AM —12:15 PM

Plenary Symposium 3: Health Services Organization to Achieve Person- and People-

Centered Primary Health Care

Chair: Otmar Kloiber (Fexfadtaire, France)

A 'The Role of the WHO in Achieving Person- and People-Centered Primary
Health Care — H. Montenegro or E. KéllelD, Geneva)

A The Ethical Framework for Person-Centered Care — M. Bouess€aHO, Geneva)

*  What Do People Want and Expect of PCPHC? — Joanna Groftesndon)

*  What is the Nursing Profession Contribution to PCPHC? — Yukiko Kusano (ICN,
Geneva)

*  What Should a Nation’s Commitment be to PCPHC? — Salman Rawabndon)

Coffee Break

Plenary Symposium 4: Collaborative Interdisciplinary Professional Training for

PCPHC

Chair: Yongyuth Pongsupap (Bangkok), Olivier Bugnon (Lausanne, Switzerland)
¢ Inter-Professional Training in PCPHC — Tesfa Ghebreh(i@aigary, Canada)




12:15 - 1:15 PM

1:15 - 2:45 PM

2:45 — 3:00 PM
3:00 — 4:30 PM

A The Integration of Primary Care and Public Health: The Journey of Asclepius and
Hygieia - Ted EppelBoise, USA)

¢ How Family Medicine Uses a Collaborative Interdisciplinary Training Model —
Ruth Wilson (Kingston, Canada)
The Integration of Behavioral Health/Psychiatry and Primary Care — |. Salloum
(Miami)
New Models of Collaborative Training for Resource Challenged Areas — Dave
Schmitz (Eagle, USA)

Lunch (open)
Parallel Sessions 3:

A. Jitendra Trivedi WPA Sections Symposium on Person-Centered Mental Health
Contributions to Primary Care

Chair: Roy Kallivayalil (WPA, Kerala, India)

* Classification Section - Ihsa Salloum (Miami)

*  Multimorbidity and polypharmacy in the severely mentally ill : the need for
guidelines and a person-centered integrated approach 8 Helen Millar (Dundee,
Scotland)

WPA Psychoanalysis in Psychiatry Section perspectives and contributions to
primary health care & Michel Botbol (Brest, France)

Spirituality Section: The adventure of living and the primacy of the person 8 John
Cox (Cheltenham, UK)

Person Centered Approach in Oncology & Palliative Care - Luigi Grassi (Ferrara
Italy

B. Shared Decision Making (SDM)
Chair: Ruth Wilson (Kingston, Canada)
* The Framework and Science of SDM — Molly Mettler (Boise, USA)

* European Experience with SDM — Angela Coulter (Oxford, UK)

* North American Experience with SDM — Don Kemper (Boise, USA)

* Shared Decision-making in Maternal and Newborn Health in Burkina Faso — Janet
Perkins (Burkina Faso and Geneva)

Coffee Break
Parallel Sessions 4:

A. Antoine Besse Interinstitutional Symposium on Person Centered Mental Health
and Primary Care

Chair: Michel Botbol (Brest, France)

* Person Centered Mental Health and Primary Care: World Psychiatry Perspectives
— Roy Kallivayalil (Kerala, India)
World Federation for Mental Health Perspectives — Mohammed ABalellLondon)
Francophone Obsetvatory for Person Centered Medicine: A short history - Brigitte
Greis (Poitiers, France)
Wortld Association for Dynamic Psychiatry (WADP) Perspectives - Maria Ammon
(Berlin)
The french concept of psychiatric primary care (ALFAPSY) - Herve Granier
(Montpellier, France)

B. Well-Being Promotion

Chair: Joanna Groves (London)

*  Wellness in Medical Education — Kim Stutzman (Boise, USA)

A Physicians Well Being and Resilience — DaveSchmitz (Eagle, USA )

* Person Centered Prevention — Don Kemper (Boise, USA)

* A New Patient Centred Approach to Unlock the Individual’s Potential to Adopt
Healthy Lifestyles: Health Coaching - AB Cinar (Copenhagen)




4:30 — 4:45 PM

4:45 — 6:15 PM

C. Wortkgroup Meeting: Person Centered Clinical Care Guiding Principles: J
Appleyard, T. Epperly, S.Van Dulmen et al

Coffee Break
Parallel Sessions 5:

A. Advocacy and Leadership Policy in Primary Care

Chair: Dave Schmitz (Eagle, USA)

* Africa & Middle Fast — Salman Reaf(Irak/UK)

* Europe: Challenges and Chances in Changing Environment — Aleksandra Weber
(Munich)
North America: The Achievement of the Triple Aim — Robert Phillips (Washington,
DC)
Asia: Advocacy/leadership for policy making in primary care— YongyutPongsupap
(Bangkok)
Latin America: Social audit for assuring accountability in maternal and newborn
health care in El Salvador — Janet Perkins (El Salvador and Geneva)

B. Brief Oral Presentations 2:

Chair: Kim Stutzman (Boise, USA)

* Intensive Mental Health Training For Medical Residents - Robert Smith (Michigan,
USA)
Resource Oriented Group Psychotherapy— llse Burbiel (Munich, Germany)
The Roots of Compassion and its Flourishing in Primary Care — Alison Gray
(Hereford, UK)

C. Work Group Meeting: Person Centered Diagnosis: J Mezzich, | Salloum, M. Botbol,
J. Appleyard, T. Epperly, J. Groves, S. Van Dulmen et al.

Dinner (On Your Own with suggested networking opportunities)

CORE CONFERENCE THIRD DAY, WEDNESDAY April 29, 2015

WHO Headquarters Salle A

8:30 AM — 9:00 AM

9:00 AM —10:30 AM

10:30 -10:45 AM

10:45 AM — 11:45 AM

Key Note Lecture:
Chairs: Jim Appleyard (London), T. Epperly (Boise, USA)
Person-centered Medicine: Professional Requirement and Ethical Commitment —

Xavier DegWMA President, Epinal, France

Plenary Symposium 5: Research Priorities for PCPHC
Chairs: Yongyuth Pongsupap (Bangkok), Eugenio Villar (WHO, Geneva)

* Research Priorities on the Conceptualization of Person Centered Medicine — Juan
MezzictNew York)

A Research Priorities for Social Determinants of Care — Robert Phillips (Washington,
DC)
Research Priorities for Person Centered Primary Care — C. van We@Nijmegen,
Netherlands)
The Futute of Shared Decision Making — Don Kemper (Boise, USA)

Coffee Break

Plenary Closing Session:

Chair: Juan Mezzich (New York, USA)




The Winds of Change: The Essential Role of Primary Care and Family Medicine
in Meeting the Changing Healthcare Needs of Society — Ruth Wilson (Kingston,

Canaal)
2015 Geneva Declaration — Ted EppefBoise, USA)

Closing Remarks — J. Appleyard and J. Mezzich

11:45 — 12:00M Light Lunch

12:00 — 2:00PM WHO Special Session: Collaborating towards the implementation of WHO’s Global
Strategy on People-centered and Integrated Services
Chairs: E Kelly (Geneva), H Montenegro (Geneva), J Appleyard (London)

* Report on the WHO Global Strategy — Nuria Torolanco (Geneva)

¢ Contributions from the 2015 Geneva Declaration on Person Centered Primary

Health Care - Ted pperly (Boise, USA)

Contributions from International College of Person Centered Medicine 1CPCM)
Collaborating Organizations

ICPCM, World Medical Association, International Council of Nurses,
International Alliance of Patients’ Organizations, International Pharmaceutical
Federation, World Organization of Family Doctors (Wonca), World Federation
for Mental Health, World Psychiatric Association, Francophone Observatory for
Person Centered Medicine, International Francophone Psychiatric Federation,
International Association of Medical Colleges, World Association for Dynamic
Psychiatry, French Psychiatric Association, German Association for Dynamic
Psychiatry, American Academy of Family Physicians, Paul Tournier Association,
International Federation of Medical Students’ Associations, Imperial College
London, University of Western Brittany, University of Geneva as well as key
scholars.

Next steps towards Implementation of and Collaboration on the WHO Global

Strategy: E. Kelley (Geneva), H. Montenegro (Gepelesard (Londany JE
Mezzich (New York)

YYYYYYYYYYYYYYY




EIGTH GENEVA CONFERENCE ON PERSON-CENTERED MEDICINE
GALLERY OF PRESENTERS

Prof. James Appleyard

President, International College of Person-centered Medicine
Vice President, International Association of Medical Colleges
Former President, World Medical Association,

London, United Kingdom.

[imapplevard2510@aol.com

Dr. Xavier Deau

President, World Medical Association.
Epinal, France.
deau.xavier(@cn.medecin.fr

| Prof. Ted Epperly
8t Geneva Conference Program Director
Program Director and CEO, Family Medicine Residency of Idaho.
Professor of Family and Community Medicine,
University of Washington School of Medicine, Seattle, Washington
Boise, Idaho, USA.
Ted.Eppetly@FMRIdaho.org

Dr. Edward Kelley

Director, Department of Service Delivery and Safety (SDS)
Health Systems and Innovation (HIS)

World Health Organization

Geneva, Switzerland.

kelleye(@who.int

Dr. Hernan Montenegro

Department of Service Delivery and Safety (SDS)
World Health Organization

Geneva, Switzerland.

monteneh@who.int

Dr. Nuria Toro Polanco
Department of Service Delivery and Safety (SDS)
World Health Organization
Geneva, Switzerland.
toropolancon@who.int |
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Prof. Jean-Michel Aubry
University of Geneva Medical School
Geneva, Switzerland.
jean-michel.aubrv@hcuge.ch

Dr. Otmar Kloiber

Secretary General, World Medical Association
Ferney-Voltaire, France
otmar.kloiber@wma.net

Prof. Juan E.Mezzich
Secretary General, International College of Person-centered Medicine
President 2005-2008, World Psychiatric Association

Professor of Psychiatry, Icahn School of Medicine at Mount Sinai,
New York, USA.

juanmezzich@aol.com

Prof. Michel Botbol

Board Director, International College of Person-centered Medicine
Chair, WPA Section on Psychoanalysis in Psychiatry

Professor of Child and Adolescent Psychiatry,

University of Western Brittany, Brest, France
botbolmichel@orange.fr

Prof. IThsan M. Salloum

Board Director, International College of Person-centered Medicine
Chair, WPA Section on Classification and Diagnostic Assessment.
Professor of Psychiatry and Behavioral Sciences,

University of Miami, Florida, USA

ihsansalloum@gmail.com

Tesfamicael Ghebrehiwet, R.N., Ph.D.

Board Director, International College of Person-centered Medicine
Former Consultant, Nursing and Health Policy

International Council of Nurses

Alberta, Canada.

tesfa@shaw.ca

Joanna Groves B.Sc., M.Sc.

Board Director, International College of Person-centered Medicine
Former Executive Director,

International Alliance of Patients’ Organizations (IAPO)

London, United Kingdom.

[oanna.m.groves@gmail.com
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Prof. Sandra van Dulmen

Board Director, International College of Person-centered Medicine
Former Officer, European Association for Communication in Health Care
Senior Researcher, Netherlands Institute for Health Services Research and
Radboud University.

Nijmegen, Netherlands

s.vandulmen@nivel.nl

Prof. Salman Rawaf

Founding Fellow, International College of Person Centered Medicine
Director, WHO Collaborating Center,

Department of Primary Care and Public Health,

Imperial College, London, United Kingdom.

s.rawaf(@imperial.ac.uk

Mzt. Christopher Woodhead
Managing Director

University of Buckingham Press
Buckingham, United Kingdom.

christopher.woodhead@buckingham.ac.uk

Prof. Chris van Weel

Past President, World Organization of Family Doctors (Wonca) 2007-2010
Emeritus Professor of Primary and Community Care,

Radboud University, Nijmegen, Netherlands.

C.vanWeel@elg.umcn.nl

Prof. Mohammed Abou-Saleh

Vice-President for Constituency Development,

World Federation for Mental Health

Professor of Psychiatry, St George’s Medical School, University of London
London, United Kingdom.

mabousal@sgul.ac.uk

Prof. Maria Ammon

Secretary General,

World Association for Dynamic Paychiatry,
Berlin, Germany.

Dapbetlin@aol.com

Dr. Peteris Apinis

Editor in Chief of the World Medical Journal
President of the Latvian Medical Association
Riga, Latvia.

peteris@arstubiedriba.lv
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Dr. Islene Araujo de Carvalho

Gynecologist and Obstetrician,

Public Health Expert and Gerontologist
Department of Ageing and Life Course,
World Health Organization

Geneva, Switzerland.
araujodecarvalho@who.int

Dr. Ottomar Bahrs

Institute of Medical Psychology and Medical Sociology
University of Gottingen,

Géttingen, Germany

obahrs@gwdg.de

Dr. Ayse Basak Cinar

The Institute of Odontology,

Faculty of Medical and Health Sciences,
University of Copenhagen

Copenhagen, Denmark.
abasakc(@yahoo.com

Prof. Rachid Bennegadi

Secretary General, World Association for Social Psychiatry
Former Chair, WPA Transcultural Psychiatry Section
Director of Research, Minkowska Center

Sigmund Freud University, Paris, France
bennegadi@minkowska.com

Dr. Marie-Charlotte Bouesseau
Department of Service Delivery and Safety
World Health Organization

Geneva, Switzerland.

bouesseaum(@who.int

Prof. Olivier Bugnon

International Pharmaceutical Federation (FIP)

Professor of Pharmaceutical Sciences, Lausanne University
Lausanne, Switzerland

oliviet.bugnon@hospvd.ch

Prof. Ilse Burbiel

German Academy of Psychoanalysis
World Association for Dynamic Psychiatry
Munich, Germany.

info.kalb@psvchoanalisebayern.de
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Prof. Jacques Cornuz

Department of Ambulatory Care and Community Medicine,
University of Lausanne,

Lausanne, Switzerland.

Jacques.Cornuz@chuv.ch

Dr. Angela Coulter

Health Services Researcher

Nuffield Department of Population Health
University of Oxford;

Oxford, UK.

acoulter@healthwise.org

Prof. John Cox

World Psychiatric Association Secretary General 2002-2008
Professsor of Mental Health, University of Gloucestershire.
Emeritus Professor, Keele University Medical School
Cheltenham, United Kingdom.

johnl.cox@virgin.net

Dr. Gottfried Endel

Head, Evidence-Based Medicine and Health Technology Assessment,
Main Association of Austrian Social Security Institutions,

Vienna, Austria.

Gottfried.endel@hvb.sozvers.at

Dr. Herve Granier

Executive Board

International Francophone Psychiatric Federation (ALFAPSY),
Montpellier, France

h-granier@wanadoo.fr

Prof. Luigi Grassi

Institute of Psychiatry,

Department of Biomedical and Specialty Surgical Sciences,
University of Ferrara

Ferrara, Italy.

luigi.grassi@unife.it

Dr. Alison J. Gray

Royal College of Psychiatrists Spirituality Special Interest Group
Consultant in Liaison Psychiatry in Hereford

Associate Priest at Great Malvern Priory

Hereford, UK.

dr.a.j.grav@gmail.com
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EIGTH GENEVA CONFERENCE ON
PERSON-CENTERED MEDICINE

ABSTRACTS

Opening Keynote Lecture

PERSOMNENTERED PRIMARWYWHEH CRE (PCPHC): NOW MOREN EVER
Ted Epperly (Boise, USA)

PersorCentered Primary Health Care is defined asnéams to achieve the triple aim of better health, improved
person being the focal point and central to their healltealacare, and lower costs2. We must build a robust arn
and wellness efforts. Primary care serves as the entwnibpairttpersarentered primary health care system now morg
into the hehltcare system for people. Primary care prothidesever to rebalance a health care system for the people {hat
first contact care that is comprehensive, continuewsgrve.

accessible, compassionate, caringhasach and above all

else persecentered. Primary care by its very naturg Ssarfield B., Leiyu S., Mackinko J., Contribution of Primifiry
integrative. It connects and catediicare for the persofareto Health Systems and Health, (Milbank Quarterly, V(.
and uses shared decision making to help value and B3spbict. 3, 2005) 4511

the personds choices as ©bmaldVnBemwicky Bhoneas W.INolam angl BohnaWhittiogifom. |
fragmented health care system. Evidence has clearlyT$teoWriple Aim: Care, Health, And Cost. Health Affairs, Iff7,
that primary care is a systems integrator and ibgthove®.3 (2008):75%9

the quality of care and the lowering of cost to both people and

populationsl. The use of the relationship of trust established

through primary care providers is an effective and efficient

Plenary Symposium \WWHO andhternational Experience and Perspectives on RensdrPeople
Centered Primary Health Care

THE WHO PERSPECTINEPRIMARY CARE
Nuria Toro Polanco (WHO, Geneva)

Back in 2008, WHO publ i s betedminants ®f Héaltho @Onle year lafeerd ivadi Héth e p o || t
primary health care; now mhobean ever 0 d@ssemblyhadoptedtairesaluiior in tvhich Member States wjtre
anniversary of the international conference-AtaAlffds urged to put people at the centre of health care.

report identifies four broad policy directions for reducing tieafitesentation will provide an overview on these pol(gy
inequalities and improving health for all: tackling dieadttions and will also introduce country examples in which
inequalities through universal coyvensiiag people atthéh e al t h s yasund tmessérengthierfing of the primary
centre of care, integrating health into broader public ganéidyave proven successful.

and providing inclusive leadership for health; and also

welcoming the final report of the Commission on Social

INTERPERSONAL UNIS/ARCARE : ALL TOBER IN DIGNITY
David Jousset (Brest, France)

First of all, | will summarize the historical debate bgtveeenp | e 6s empower ment . I n ra
holistic Primary Health Care araifiSg@HC. My hypothesigeallyian adj unct of soci al reijol
is that the evolution of PHC, especially in SelectivH&HCI| should present the contribution of the internatioifal
choosing the most effective treatment plan in terms of qostvantent ATD (Allgd@ier in Dignity) Fourth World
effectiveness, is overwhelmed by a goal of rationalzatigneci al |y the &6Merging of K
based on an economical model eéffamdivenss This enable to take into accountthre st 6 s i deas nd
evolution is a blurred vib fightgpoverty fTheit taséimorfes onderlidetespécilly thafma e
which is a new model of collaboration between care giveasri@ndo primary health care access is the humiliating attitufle
communities : health as a componenidefveipment, of



from the medical staff toward the families living in extreme

poverty. References

From the experience armiMedge of the poorest peopleMarcos Cueto. The Origins of Primary Health Care aijd
conceptual reframing of SdeetivePReimasyoHeditls Caneo Anierican Jouenal ofbPelljlicd e
using the notions of ¢ on miealtht Nodemizere2D04, VYl.®4, yo. 11 KRMI6EHA y 6 s [{c O |
personhood in her d e p e n dreancoiadlsDebiohnd.® sayté passe pad la dignité. a :
interpersonal trualt houooha Edtione Qudiiondé, @00 as fiv

Taylor, 1992), seffteem and dignity as crucial hedtiankfurt, H., 2004, The Reasons of Love, Princeto|j:
components, the ethical value created by relationshiprineatfn University Press.

(Frankfurt 2004) and the political responsibilities derivEédfaonReader « Distance, Relationship, and Moral Obligatfon
the human relationship throughout the socialtaatl eylMonist, 86 (3), 2003, p3Ba7

differences (S. Reader 2003; J. Tronto 2012). Charl es Tayl or, 1992, i Thig I
Finally, Pers&fentered Medicine may perform a medidMingjculturalism: Examining the Politics of Recognition, [A.
role between vertical and battoapproaches thanks to itSutmann (ed.), PrinceRnnceton University Press, pp. 25
integrative method and to its focus on the very core o7 8ealth

patients and relatives. Another Approach to Global Ethics. Ethics and Social Welffire
This implies a new approach of an ethics and politics ®f (3r80316.Ethics and Social Welfare 6 (31803
centered on interpersonal relationship: interpersonal universal

care.

HOW DOES PERSON GERHEDNESS WORK?
Chris Van Weel (Nijmegen, Netherlands)

Individuals experience a large variety of health probleAI dver pat i e nt 6nd indwidudliacdacommbnitys tfo r
time. Most health problems individuals experience will retaed risks.

be presented to professionals. When presented, patients will

have implicit or expli@soms for it [1], and the likely poinTbis places the episode in the framework of continuity of céje,
contact is primary health care. The mission of primaryrheddith a process of shared decision making is possible[fto
care is to provide care for all health problems in all indieiaalsthe benefits and risks of preventive and treatmejnt
and this integrated orientation makes it possible toimatentions, with the olbgtd secure the lasting capability
interventions to indiglcheeds and preferences. for the patient to function [2].

The person centered appr Balecehcesi s bui |t from the O6fi st

very start of an episode of care: 1. Olde Hartman TC, Ravesteijn H van, Lucassen P, BoverjK

AThe patientodés reason f or vanhWedaumgaotenntt van, Weel C Wieysthea b | s h
O6patientds agenda; with a teddort foroeneounted ahowd ke fincorporated in the

AThe pat i end bisory lareaihdivibual aral ranalysis of mome of car8r J Gen Pract. 2011;6%:750
community related needs and preferences; 2. Huber M Knottnerus AJ, Green L, van der Horst H, Jadhd

To this, the professional agenda will be built on: AR, Kromhout D, Leonard B, Lorig K, Loureiro MI, van ¢fer

AThe health problem identified in terms of its prognosis Bier JWM, Schnabel P, Smith R, van Weel C, Smid
benefits of treatment; complimented by: How should we define health? BMJ 20116%13:d4

Plenary Symposium RCPHC Throughout the Life Cycle

WHO PERSPECTIVESRERSON CENTERED CRBE AGEING POPULAHO
Islene Araujo de Carvalho (WHO, Geneva

The world is getting older and as people age thearbealth

needs tend to becomere complex. Older people freque@tlyrent evidence has shown that such disintegrated afid

experience more than one disease at the same time, oudodorelinated services are associated to negative health

with a lonterm condition, such as dementia. outcomes for older people such as hospitalizatio
institutionalization, disability and death. [1]. A system tlfat

The health system has a key part to play in a multidastowed coordination and integration across the continuumjof

response to population ageing, this roleerhoemesins care is critical for maintaining functional capacity ard

unfulfilled in many settings. The current ways health systenasny in older agg. [

are organized are not conducive to meet the health needs of

older people. First because health services are delisepgresentation will discuss the concept of older persjin

through vertical programmes, secondly because fragoestted and integrated care, and its implications for heajth

servicesare unaffordable for an older person who shstems

multimorbidities, and need to make multiple consultations and

payments to different providers.



Reference List 2. Ham, C., The ten characteristics of thmetfiagiming
1. Low, L.F., M. Yap, and H. Brodaty, A systematic reviewhsbnic care system. Health Econ Policy Law, 2010. 5(t
different models of home and communigraes sor 1): p. 790.

older persons. [Review]. BMC Health Services Research,
2011. 11: p. 93.

FAMILY CENTERED MANEY CARE
KimStuzman (Boise, USA)

One of the most rewarding areas in healthcare transfoamatitabor management directed by maternal and fetfl
is the remergence of family centered maternity care.phisélogy. The physical space in the clinic and delivery afea
care of a woman and her child ideally should begin imequte to be welcoming to the support team the women degns
conception and continue through the creation of heémpestant, yet provide for saligedy. Many women have
family unit. To be successful, women and their partnesscessito parts of this model but a concerted effort is requifed
to develop a relationship with a provider that they cato trastsform all our practices to family centered care syste

The provider, in turn, relies on a team of skilled caregivers,

nutritionist, lactation specialists, social workers, and hu&aeeby E., Brindis C. D. Women, reproductive health, ¢nd
The provider also has relationships with consultants to askewdth reform. JAMA. 2011. 306(2&)L 257 .

smooth transitions of care when necessary. The qualityaoimore W. L., Reynolds J.L. Family practice maternty
care is assessed and evidence based guidelines are explataeel in America: Ruminations on reproducing an

to patients and followed. Shared deudimy means that endangered speciésfamily physicians who deliver

a woman parippates in her care. This care should be timebabies. JABFP. 1994.7(6)4888

PERSON AND PEOPLE CENTERED PRIMARY HEALTH DARRINIE
J. Appleyard (London)

Children bear a disproportionate burden of prevetdabie times less per child wioereatly managed than
diseaseswith around 6 million children under the age afiivent care!

dying each year The good news is that with a peopkhgsidian led primary care has important attributes to mafke
person centered approach including improvethl pesinch integrated care possible in all health systems. Famfly
support and practical;dost interventions arounehiwds practice provides access by unselected health problems I{fis
of child deaths are preventable Indeed 20% of these deairehensive, coordinated, collaboratind local
worldwide could be avoided if WHO feeding guidedimesunity orientated with key personal longitudinal suppjprt
including exclusive breastfeeding for at least six montHenebitelren and their families

followed

Anintegrated management of childhood illness focuseskef¢hences

well being of the whole child. It aims to reduce death,lijin®ssystematic analysis for the Global Burden of Disealle
and disability, and includes both preventive and c@ttile2012 Lozano, R, éfamicet380: 2092128

elements that are implemented by families, local comn2)ritiedytic review of thegimted Management of Childhood

and health féites Evaluation of such programs is fivess Strategy Final Report 2003 World health Organisati
countries found that such an integrated approach can 3gdanggroving Health Systems: The contribution of Famif
undeffive mortality and improve nutritional statusviedicine World Organisation of Family Doctors 2002
implemented well. It is a worthwhile investment as it costs up

PERSONALIZED CARE PLANNING FORERM&ONDITIONS
Angela Coulter (Oxford, UK)

People with lotgrm health conditions play an importantwddich active involvement of patients in treatment ar
in managing their own health, but they need appropaizgement decisions is not explicitly attempted or achievizd.
support from health professionals to do this effedéecelf.und evi dence of i mpr oveme .
Personalised care planning aims to providé thagipis health, psychological health and confidence and skills [fo
tailored to the needs of individual patients by discussimgraagk their health. The process appears to work best whfen
jointly agreeing goal s aiidcludes grdparation, résimmdng, oaeerceoginatian and hile
health problems. This type of collaborative approaehieis, when it involwesre intensive support from health
encouraged by policymakers, but not routinely implememiaf@dsionals, and when it is integrated into routine care.
clhicians.

Personalised care planning is a promising approach that ofiers
We carried out a systematic review to compare the efteetpatiential to provide effective help to patients, leading|jto
personalized care planning to usual care (i.e. forms ofteterihealth outcomes.



MQRE GOOD DAYS: PERSON CENTERED CARE AT THE END OF LIFE
Molly Mettler (Boise, USA)

Gaps exist in what kind of care patients want at end offlifMland e Go o d Renteredapprosich designedtta (| n t
what kind they get. In a large scale study in the USAyronat# patients with the framework and information to h{ilp
patients with serious illness said theypwnedaldto die at them clarify their values and express their treatme
home. Yet most patients died in hospitals and care wasredeeinces for care at the end of life. In thih amgiteac
aligned with the pati ent gh@dn gsking f patientntc egh@se bétdegen more care or lgfss

Evidence suggests that patients often prefer afmpeod day o means for them. C
conservative pattern of end of life care than they attaalyi mi zi ng t he number of g 0 C
receive. Peopleidig with advanced illness and their faemjgy, ensing care that is truly patient centered. (3)
caregivers are often not asked about the care they want, and
receive little help in making decisions that reflect their values
and preferences. (2) 1. EndoflLife care. The Dartmouth Atlas of Health Care
http://www.dartmouthatlas.org/keyissues/issue.aspx?co
What can be done to close these gaps and make end oR8i#4. Accessed February 25, 2015.
caremore persecentered? 2. Transforming Advanced lllness Care. Coalition t
Transfom Advanced Care. 2014
3. Kemper, D. et al. More Good Days. Healthwise. 2013

Parallel Sessions 1:
A:Health Care Integration

WHAT IS A PATIENT CENTERED MEDICAL HOME PCMH?
Dave Schmitz (Eagle, USA)

The Agency for Healthcare Research and Quaktytheefi

Patient Centered Medical Home PCMH as having. keyency for Healthcare Research and @adikyt
domains delivering patientered care which i€entered Medical Home Resource Center:
comprehensive, coordinated, accessible, and focudettp:#pcmh.ahrg.gov/pageftestairces Accessed March
quality and safetipCMH is a model for achieving excelldr2c015.

in the delivery of primary eahei ch be st me.ePeilses B., Qereevro &, nSthdlle S., Torda, P. (Februgly
needs. Recognized strategies that place patients at the@ehjeiThe Pati€@enéred Medical Home: Strategies to Put
of primary care include: partnership with patients ergatigmgs at the Center of Primary  Care,
them in their own care, quality improvement in the itpafycmh.ahrg.gov/page/pateierednedicahome

care practice, and the development andeimgtiem of strate@sputpatientgenteiprimargare Accessed March
both policy and researthe Patent Centered Medical Hoh2e 2015.

model has evolved since its inception while it has remained

foundational in the transformation to increasingly person

centered medicine.

WHAT IS THE PATIENENTERED MEDICAL HOME NEIGHBORHOOD?
T. Epperly (Boise, USA)

The Patiestentered Medical Home Neighborhood m@as onés care with them at he
description of the other health care services thét ssppaa ml ess manner . 2 Thi s fAneifgh
connect, and integrate care for the person in conjuncticomitiinication, timely sharing of data and patient informatipn,

t he per s &Cenfesed MNedital éHonte.l Tlaad coordinated transition of care all while keeping the per{fon
Ainei ghborhoodo i s c 0 mp+ iirstleszknteroof the mealtd ¢ae aystems peci al i stfs,
specialists, hospitals, pharmacies, social workers,

psychologists, dieticians, ipalysherapists, dentist, honfe PatienCentered Primary Care Collaborative, - Patient
health nurses, hospice, and others that help provid€digéred Medical Home Neighborhood, www.pcpcc.org.

quality health care to and for the person. Both the Patidédtional Committee for Quality Assurance,- Patien
Centered Medical Home Neighborhood and the Pati€@entered Medical Home Neighborhood, www.ncqa.org.
Centered Medical Home help integrate and coordinate a

INTRODURG INDIVIDUAL AND FAMILY CONTINUOUS RECORDS FEFERERBEN CARE
Yongyuth Pongsupap (Bangkok)

To promote an empathic approach of care, develop angthérsecentered care, individual gamily continuous
relationships between patients and primary care proeidaemds are used in the Thai health care system since 199ps.


http://pcmh.ahrq.gov/page/tools-resources
http://pcmh.ahrq.gov/page/patient-centered-medical-home-strategies-put-patients-center-primary-care
http://pcmh.ahrq.gov/page/patient-centered-medical-home-strategies-put-patients-center-primary-care

These records include family folders, synthesis cpedational cards are either kept in the family file or sorted i a
operational cards, tickler files, personal tickets and pac&terdile according to the expected appointment for follow |ip.
books. This system of recording is being progreddieetickler file is useful not only for organizinguttsicons
transformed from hard copies to more and more ele@tdinating who will attend the session) but also for beijfg
records. proactive with defaulters.
The family folder basically contains information on the location
of the house and names, date of birth, and relationshipShe fhersonal ticket or personal book is handed over to tfe
family members. client to recall instructions and information about his/her cagfe.
When a person consults the primary carethaififst time,
an individual synthesis card is open. All details are nofTlateis now a move to computbezinformation system.
down at each contact, but only what should be remerhtigieskill IT (information technology) staff is mobilized to tfat
after an important episode (illness, period of risk), to effesctte The challenge is to ensure that the informatic
further continuity of care: occurrence efaroilla disease, produced will still support case management, not only facilitate
reason of an admission at the hospital and results etc. reporting. An added value of the conegusgsem should

be the accessibility of the information to all those among jjhe
When needed, an operational card is opened to faciit@#@era&@ pr ovi der 6s team who n¢led
specific process of care: for chronics (tuberculosis, diabetes,
hypertension, AIDS etc.) and preventive care to perstagvatds: family file, synthesis card, operational care,
risks (pregnancies, children under five years old, etcper3tmal ticket, global medical record

NOVEL MEASUREMENT MODELS FOR PERSON ENRERE
Levent Kirisci (Pittsburgh)

The main purpose of this presentation is to introduceneasalement model of SUD symptoms are éxptored
measurement models for the PEmupred Care Indexsample of 550 adults. In the final section, statistici
(PCI). More specifically, varemagiance structure of theecommendations are provided in selecting the best possiple
PCl is explored. Alternative modelstack tenidimensionalmodel.

bifactor, secoratder factor, eighist order factor, etc. The

PCI includes 33 items under 8 broad categories. Rbfgences:

categories are: (1) Ethical Commitment, (2) Cuteraich, J., Adams, N., Wallcraft, J., Trivedi, J., Salloum,fl.,
Sensitivity, (3) Holistic Scope, (4) Relational Focusirig®) L. (2012). Conceptual refinement et fur
Individualized Care, (6) Common Ground for Diagnosisvatapment of the Pexsmered Care Index. Paper
Care, (7) Peoptentered Systems of Care, and (8) Perpogsented at the annual meeting of the International Colleg(j of
centered Education, Training, and Researchpdintfouhe Perseoentered Medicine in Geneva.

scale (never, occasionally, frequently, always) was used to

mark the level of pregeateach indicator in a given hedihisci, L. (2014). Statistical approaches to scale developmgnt
system. The PCI also provided a global average scoamdnedinement and validaBaper presented at the annual
second study, the same measurement approach is applestitg of the International College of theCeeatsoed

DSMIV substance use disorder diagnoses symptomsviddieine in Geneva.

B. Clinical Communication

HOW DO PEOPLE AS PATIENTS WANT TO BE SPOKEN TO?
Joanna Groves (London)

The health professiguatient relatiship influences a

patient's experience of health care. In the past commuREatisrentered health care requires communication whig
often comprised of a straightforward exchange of infoematiles respect for people's needs, preferences, dignify,
where a patient gave information about the problem theglueseautonomy and indepeadethere is not a 'one size

as fNAThe Doctor knows b e std e spakerdto ifi drdeuts teel respected ltfadntheira g o c |
However, as is increasingly recognised, the patient is elge@ences can inform shared denekamy in mutually

expert; anxpert in how their condition affects their life angsting and equal partnerships with health professionals akput
what their goals are for their health and well being. their health and well being.

SHARED DECISION MAKING AND PRIMARY CARE
Jaques Cornuz (Lausanne, Switzerland)

Shared decision making, a process whereby hedltlices, is fundamental to informed consent and patiefft
professionals and patients work together to make hea#mtared care. In recent years, the number of shared decisfon



making publications in scientificnajs has surged.During the workshop, we will describe activities, opportuniife
Furthermore, more and more primary health acaréarriers of SDM for primary care professionalasas wel
professionals agree that applying shared -dedi@ignin several decision aids for preference sensitive car
clinical practice might be effective in enabling patients tot@neeations, such as screening tests and chronic conditi
collaboratively take part in decisions about their caretregbhdnts. We will also demonstrate that, in spite of the mifiny
interventions, i.e., using appropriate decision aids, haswtbsnsurrounding shared decision making, it is a feasikfe
recently adopted by several primary healthcare professidable andchdequate means to approach the clinical
societies. encounter in the 21st century.

CLINICAL COMMUNICATION ACROSS CULTURES
Rachid Bennegadi (Paris)

In this presentation, | wish to outline the three key conditieren though the process may be more complex in thfe
that make an interview or a consultation beteaimcare context of a psychiatric interview than for a physical exa
professional and a patient ethical in a transcultural contextthe underlying dynamics and objectvbe same.

1. There is no possibility for clinical care if there & hads mandatory to take into account the societal contejt
possible communication between both actors. Either @neé its conditions for healthcare access in a transcultulfs
professional and his/her patient have a language setting, be it in relation to immigration or asylu
common which isffmiiently mastered on both sides totrajectories. Lacking the proper training to work in su
allow for the metaphorisation of affects, or the professise#tings nesearily leads teatlapted care, obstacles in
resorts to an interpreter whole role is closer to mediatiealthcare access, low quality in the clinical response, ahd
than to sheer translation. the risk to sustain existing feelings of exclusion

. No diagnosis or treatment can be elaborated adequatedyiginatization for patients, as well as to creatg burn
there is nmom for the confrontation of social and cultursituations for professionals.
representations of physical or psychological suffering.

Parallel Session2:
A. The Linking of Medical Specialties and Health Care Disciplines in PCPHC

HOW SHOULD SPECIALTIES AND DISCIPLINES LINK IN PCPHC?
C. Van Weel (Nijmegen, Netherlands)

Most health care is taking place in the community Avhtsgration of various interventions into a coherent approa
people livenda to a large extent based on atdong serving inddual needs and preferences;

personal working relation between a family physiciahShakd decision making, with patients as partners of [l
patient, and built on trust and established expectatiopsoféssionals involved;

persorcentered approach is part of this [1]. APrimary health care function -twdomate and navigate
Involvement of other providers poses a risthie jEgsen  patients in case of controversial or ambiguous carnp
centeredness, in particular the caseoifhouts care and proposals.

referrals within the primary health care or to secondary care

professionals. References:

In order to preserve patienteredness it is important to ie WONCA Europe. The European Definition of Genernjl
define a framework in which profdssionhealth care  Practice/Family Medicine.
collaborate, to replace the (implicit) agreement that ehtp://www.woncaeurope.org/sites/default/files/documenifs/
professional and discipline should focus on its spedb&finition%203rd%20ed%202011%20with%20revised%(t0
expertise. The following conditions provide building blocksaofca%20tree.pdf (accessed February 27, 2015).
persorcentered linking of specialties and disciplines: 2. Elwyn G, Lloyd A, Mayd®, der Weijden T, Stiggelbout
AProfessional collaboration serves first and foremost #eEdwards A, Frosch DL, Rapley T, Barr P, Walsh [f,
interests of the person of the patient, and requires fronGadinde SW, Montori V, Epstein R. Collaborative
professionals involved a focus on personalized goalsdeliberation: a model for patient care. Patient Educ Couphs
care; 2014 97:15&4. doi: 10.1016/j.pec.2014.07.027

THE ROLE OF BEHARAL HEALTH PSYCHIATRY IN PERSON CENTERED PRIMARY HEALTH CARE
Michel Botbol (Brest, France)

Behavioral Health Psychiatry has recently emerged inrtfentd disorders, it is a way to give more space

as a new way to address mental health issues focugisgclmmlogical aspects of these disorders and to develdfpo
behavioral effects of mental and erhalioesses that approaches dealing with these dimensions in patients with [fhe
di srupt oned6s |ife aff ecdcommog goaleflassistingtimem hoirgnain, conjrob di their liyjE
goals. In a global stream where psychiatry is mainly faedsedreconnect with their families and community. In tifat
on biological and neurodevelopmental processes undergagthis isryeclose in aims to the recovery movement andg



to person centered psychiatry because it shows a bemtralani sti ¢ approach puttin
concern for the person of the patient in both his psychetdgésal at the top of its agenda, with the objective (
subjective aspects and the relevant context. empowering people rather than havingctede&idus on

disease alone. This paper will pointedly discuss how thefs
As these two othgpeoaches, behavioral health psychinéw psychiatric approaches may contribute to primary care
attempts to connect modern advances in psychiatry to a

ORGANIZATION AND TRAINNING OF PEDIATRICS IN PCPHC
Jim Appleyard (London)

The care of the newborn infants childredotestents is common but important complex disorders seen in the pediz
part of the core content of family practice. Knowledgp ®fc i al t i es . But t he hosp
normal human bio psychosocial development, growihcradingly brief with little continuity of care. It is therefq
wellbeing is an essential background to understandingeandy i mportant t hatrderg bre | d
recognizing the acute and chronic disorders and disebessexd and understood within the primary healthcare sett
childhood thin the context of the family. This should foraufipmrted by experienced clinical pediatric educators.
foundation of the educational content for child health within

family practice Practical clinical skills notably listeningRefarahces

observing the child with his or her parents and carefsTévncontribution of Family Medicine to improving Hea
narrative, annathic attitude and a supportive ethgstems. World Organisation of Family Doctors 2013
framework need to be taught in both hospital and conZmunifyeral approach to persentred paediatric care
child friendly settings. Hospitals provide a helpful legplagard W J 2011 Journal of Evaluation in Clinical Prac
environment for the more severe acute illnesses of childhp@I:373

the common problems of the anewibfant and the less

TEAM APPROACH IN PCPHC
Tesfa Ghebrehiwet (Alberta, Canada)

In an era of growing interest in pggstied care, increasegatients. However, in order to do this there is need to

consmer demand from health care, shifting disease pafpsirsam and provide opportunities for interprofessior|s

and increasing-owrbid conditions, providing quality, cedtication. In fact some argue that team approach in PCP
effective care, requires a 4emsed primary health caris unlikely to steed without interprofessional education [2].
approach [1]. Team approach can be effectively introduced in

the delivery of comtpensive primary health care serviced far presentation will highlight the implications and benefits
episodic and continuous care for patients with cteamicapproach in the delivery pf mersoed primary
conditions. health care.

It is well accepted that, within each profession, theRefarences

varying levels of competence and overlapping arg¢ap Why D, Jones J, Baskerville B, Busing, B. (20681). Pri

expertise that can be intedrab avoid fragmentatiomealth care services provided by nurse

improve cosffectiveness and outcome of care. It is @lactitioners and family physicians in shared practice. JA
clear that no single health profession can claim ownef#@Opf121D4.

knowledge that could contribute to health and wel[Beidgnsen, L. (2008). Collaborative and Interdisciplin
Working together, the healthcare providers @©PHE RHealth Care Teams: Ready or Not? Journal of Professio
team can integrate their knowledge for the benefit dduitsémng, 24 (48227.

B. Brief Oral Presentations 1

PATIENT CENTREBRE AND REFORMS IN THE LATVIAN PRIMARY HEALTHCARE
Peteris Apinis (Riga, Latvia)

During the last twenty years animpressive number of défgensibility about their own health and treatment. Given
initiatives has changed the health organizatiorg fheritage of soviet system and approach to health where
mechanism, medical staff training and the very structuneaof tifeideology was to make people dependent on systg
health care system in Latvian. Reforms strenghthenimgglthecare served as a tool to increased this depende
primary healthcare and introducing the family dwoctothe system. There was little knowledge about health ¢
especiality have been implemented. Although due disehse prevention among lay persons. Unfortunatelly ma
politically force affiast reforms, the institution of fanpéitients still now have got this attitude that their health
physician has not gained the authority and supponte$ponsibility of healthcare professionals.

community as it was envisaged before-deatiett care is To change the situation ahdpd¢iententred approach
impossible without established and strong primary hedltbccane a part of primary health care several strategies g
and patients having knowledge dhidgrnvess to takeactivities have to be implemented in Latvia:
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1. Reassessment of existing primary healthcare 3witlaboration of existing curricula for undergraduate mediffal
addequate financing for it. education emphasising family medicine and patie

2. Introducing of health education in schoplogiains centred health care

for adults on health maintenance and disease prevention

as a part of lifeng education.

HEALTH CARE REFORMJSITRIA: CHANGES IN PRIMARY CARE
Gottfried Endel (Vienna)

Objective: Austriads i isti i < @p

contact to compegisive care. Future primary care shouldylseem.
provided by a multiprofessional team and not only by aR&B3ittst e demographic changes in the field of the healt
traditional singlanded practice. The intention is caye providers and a service utilization skewed torwar|fjs
implement a continuous and comprehensive outpatiehbsgtals needs a new distribution and arrangement [bf
system as a replacement for theap@sulell as costlyresponsibilities and work load. The calculation of differghnt
hospital outpatient departments. szenarios shall support politezasionmaking in the context

oft he ongoing health care reform.

AN EVIDENGHEASED PATIEXCENTERED INTERVIEW MAKES THE BIOPSYCHOSOCIAL MODEL SCIENTIR
Robert Smith (Michigan, USA)

Medi ci neds i sol ated di s eRCI=x denfionstratirg) itsp assodatian dmvihs impeoded fheathn g
systemdbasedapproach embraced by other sciences tarigomes.
ago. Advocated to replace the diselskiomedical model,
Engel 6 s-basady diopsyohssocial (BPS) moldptopose that, by defining the BPS model, this reliable, vilid
integrates the psychosocial aspects with disease infornpatimmtentered method merits widespread adoption if
want a more scientific, syst@sed medicine.
| review that the BPS model has gjttieedaction because
there was no reliable, valid pagatdred interviewingReferences
method to define it:ddffined, general methods led 1o Smith R, Fortin AH, VI, Dwamena F, Frankel R.
inconsistent, often contradictory teaching and preclu@®idencéased Patietentered Method Makes the
interventional research, leaving a field dominated Bippsychosocial Model Scientific. Patient Educ Coulfs
desciptive work viewed as soft science-srieotific. 2013;90:26K0.
2. Smith RC, Lyles JS, Mettler J, et al. The effectiven
Our new behaviordiyfined patieoéntered method (see intensive training for residents in interviewing.
workshop) defines, for the first time, the BPS modellréaydomized, controlled study. Ann Intern Meg
efficiently eliciting relevant psychosocial data in a repeatd®8s3;128:11485.
way. A RCT showed thethod was learned well,2 two later

REVIEW DIALOGUES AS AN OPPORTUNITY TO DEVELOPREBPERSDNVERALL DIAGNOSIS
Ottomar BahtsSusanne Heim, Kaitkinz Henze, Heillarald Abholz, Katharina llse, Sabine Weil3bach,
Stefan WilnjGottingen, Germany)

Backgroundin longerm care of chronically ill patients, dlteotapes across four time points was made to ident

treatment process is rarely in the focus -tigBP professional interaction strategies.

interactions. A specific interaction tool, tive Bieldgue Results: Implementing the RD and creating an overal

(RD) , has been devel geped didagnosis in caspecifiawitie respextttd oth,tthe &Pshardy) | t

problems/risks as well as coping strategies/resourcestlamgdtents.

agree upon shared treatment objectives. Conclusions: Review Dialogues facilitate thepa@Gdht

Research questiomo periodical RDs contribute to a bettenmunication process about diagnostics and therapy helging

achievement of treamobjectives and to arrive at an ovéoathake the implied overall diagnosis explicit.

diagnosis (Balint)? Key words: @fatientnteraction, chronic illness, salutogenic

Method:GPs were randomized into either an interveoriemtation, overall diagnosis

group (extra training and regular RD with 20 chroni&aferiéince:

patients) or control group (usual care). VideossafrgplibBahrs O: The Argument on PidlsMedical Sociological

of patient§=5 per practice) were taken at four time poirixamination of the Usage and Effectiveness of Drugs; |h:

This presentation focuses on @asuple of 110 videoMayer CH, Krause C: Mental health: theoretical and empir|fal

recorded Gpatient interactions of the intervention gmigpourses on salutogenesis. A text collection.; Pabg,

analysed using a sstandardised procedure (RLI).-AnRablishers, Lengerioi2, p. 11841

depth analysis of a maximuma vario n s a mp | BahrsdOf (2011): DePBilanzierungsdiglng Chance zur
Forderung von Ressourcenorientierung in de



Langzeitversorgung von Patienten mit chronischekheiten. GGW, 11 (4% 7
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THE ETHICAL FRAMEWORK FOR PEFSBOERED CARE
M. Bouesseau (WHO, Geneva)

In march 2015 the World Health Organization launehieat should be the ethical framework forérealés,sit is

global strategy on people centred integrated health sénue@smportant to make this linkage explicit.

The ma challenge of this initiative is to adopt Time example of palliative care programs will be used to shpw
perspectives and expectations of the individuals, their feowiligee WHO global strategy on people centred integraid
and communities and actively include them in decisiontreakimgervices applies to specific health programs, answelfng
processes for all health interventions. This approach tedleliversinf needs and expectations of the people.

the need to ensubtatt people make informed autonomous

decisions, one of the pillars of clinical and public healthRetieiences:

as well as research ethics. The strategy also insists inWHeO global strategy on pempitered and integrated

need to integrate health services in the continuum of cheslth services, Interim report, 2015

from prevention to palliatiang to strengthen goo@. Public health: ethical issues, Nuffield council, 200
governance mechanisms in order to provide equitable acessdlable in http://nuffieldbioethics-org/wp

to efficient health services. Each of the five strategic directiorient/uploads/2014/07/Phigladtkethicalssues.pdf

of the strategy is embedded in fundamental components of

WHAT DO PEOPLE WANT AND EXPECT OF PCPHC?
Joanna Groves (London)

The World Health Organization's World Health Report cb&f@ge. At the core is the need to understand what peagple
titled, APri Mawy Mbeal tTth aefpactEancewant fromihealth care in order to design hegfth
renewed emphasis the values of achieving health forsgditems for the future that can respond to patients' nees,
and putting people at the centre of health care . Thesewisthessand preferences. This presenthtionsider what

are being taken forward by numerous national and pglopi@ want and expect from Person Centered Primary He{flth
initiatives to further patiggegrsonand/or peoptentered Care and how patient views and experiences can inform |he
care in order to support theemement of universal healtfevelopment and delivery of primary health care.

WHAT IS THE NURSING PROFESSION CONTRIBUTION TO PCPHC?
Yukiko Kusano@N, Geneva)

The International Council of Nurses believes that equityakangd tables and at the poinrefideere they touch and
access to primary health care (PHC) services, partioybady lives.

nursing services, are key to improving the health and well

being of all people [1]. Nurses, as the largest group oflfid@ltth. (2007). ICN Position Statement: Nurses and primjiry
professionals, and the closest, and often only availablehdedtitoare. Available at:

workers in many communities, have contributions to make in

achieving equitable access to peasdnpeopleentred www.icn.ch/images/stories/documents/publications/position|fst
PHC services. Thi s p r e saements/DOR2_Nurses Wiimaly Health Sareupdfs nulf s
contributions in eaxfhthe four sets of the PHC reforms[8gtWorld Health Orgatign. (2008). World health report

by the World Health Organizatioh [2]r o u g h nu 200& RridvarypHealts Gatdow More Than Ever. Geneva:

and peopleentredness, through their knowledge \AfitD.

experience and through their participation both at the decision

Plenary Symposium Collaborative Interdisciplinary Professional Training for PCPHC

INTERPROFESSIONAL TRAINING IN PCPHC
Tesfa Ghebrehiweilperta Canada)

Governments around the world are looking for innossgpiget among the health professions, eliminates harmjul
solutions that will ensure the appropriate supply, métesratypes, and fosters a patetrted ethic in practice.
distribution of the health workforce. One of the most priEsogrurs when students from different professions leafn
solutions can be found in interprofessional collaboratimyethdr at some point dutieir training in order to prepare
education. ftective interprofessional education (IPE) faskensto work together in health teams [1].



This means, the approach and content of medical, nurdRefeardces

midwifery and other curricula must adapt to adedthtdfyamework for Action on Interprofessional Educationf{&

prepare health professionals to practice within tleameal@otlaborative Practice: WHO 2010.

model. This will require the implementatiomplainmedl http://www.who.int/hrh/nursing_midwifery/en/).

educational strategies, IPE so that health professionals learn

together in order to work together in deliveringepérnsdn [2]. Reeves S ek dnterprofessional education: effects on

primary health care [2]. professional practice and health care outcomes. Cochrape
Database of Systematic Reviews, 2008, Issue 1

The presentation will highlight kegsisn IPE and its

benefits in the delivery of pemsatned primary health care.

THE INTEGRATION OF PRIMARY CARE AND PUBLIC HEALTH: THE JOURNEY OF A%GLHRIUS AND
Ted Epperly (BoisESA)

Asclepius was the Greek God of Medicine. Hygieia was®mgafps through electronic medical record registries usfhg
his five daughters and the Goddess of hygiene, cleaplapesation health techniques.2 Restared and people

and sanitation.1 Primary care is apergered care modetentered care using software tracking tools vatehfelp c

that focuses on individualized care of the person. Publigrioei@ishof similar people while not losing the focus of tfje
on the other hand focuses on the health of an entire pomdatidnal within the population.

of people. These two disciplines are typically separated in their

own silos of medicine and public health without toolmAstlepius. (2015, March 5). In Wikipedia, The Frep
thought about overlap and synergy. That was the pasthoyblepedia. Retrieved 16:31, March 12, 2015, fro
present rad into the future, the paths of primary h#pe//en.wikipedia.org/w/index.php?titlead&oldm=649
(Asclepius) and population health (Hygieia) are nd220887

brought together but bonded together. The transformatiBppefly, MD, T. (2014). Fractured: America's Broken Heiflth
health care will see more primary care physicians mabagingystem and What We Must Do to Heal It (Paperbgtk
populations of patients with comeoaditions such ased.). Boise, Idaho: Ted Epperly, MD.

diabetes, hypertension, heart failure, asthma, and emphysema

HOW FAMILY MEDICINE USES A COLLABORATIVE INTERDISCIPLINARY TRAINING MODEL
Ruth W8on (Kingston, Canada)

Family physicians are skilled providers of generalist pemmiy medicine resigemcograms balance the training
centred medical care. The relationship between physiceeasndof their learner, which include developing stroifg

encourage patients to present any amaddiffiérentiated family physicians function well in a team environment. Thé¢lse
problems to them. two educational needs are in tension, batreanlved with

This model of an individual phygatient relationship magareful attention.

be at odds with a model of collaborative interdisciplinaRefamences:

Certainly other health care providers have a range d¥lcWilisnney I., Freeman T. Textbook of Family Medicine. Tlfjird
which may supplement, extendepdace those of familidition 2009

physicians. And no one physician can provide 24/7 carédbegd of Family Physicians of Canada. CATNMEDS

the health needs of his or her patientbdsaanprimary Medicine 2009

care is practical, ceffective, and holds the potential to be of

higher quality.

THE INTEGRATION OF BEHAVIORAL HEALTH/PSYCHIATRY ANDRERIMARY CA
I. Salloum (Miami)

Ancient medical tradition, such as the Indian, Chinesetabrhealth care and its separation from primary care hias
Greek had a holistic view of health with integrated corimsgn sfgnificant. Even within mental health there has beejff a
healing and care. On the other hand, modern medajme fragmentation afector those with substance use
emphasized a focused and specialized approach to disaitters from other psychiatric conditions.

The call for integrated care has become increasingly dresgiigy presentation we will review experiences of calfe
with the negative consequences of fragmentation ointgyetion and their expected outcome of enhancing hegfith
especially when dealing with chronic diseases. Mentatdstaitition as well as health prevention. Further, we wvjli
is one of the key domains of primary care. Despite of tisctsst the rational for a pecsatered integrative

that most ppte seek help for mental health from primaryd@geostic model as the optimal approach for the integratiolff of
than specialized psychiatric providers, the fragmentatientahhealth and primary care.



NEW MODELS OF COLLABORATIVE TRAINING FOR RESOURCE CHALLENGED AREAS
Dave Schmitz (Eagle, USA)

Persncentered medicine will require new models of care

which place the primary care physician within the contéxt 8fbha G. W., Villela T. J., Chen E., Hammer H
highly functioning health care team that is both collalRodewheimer T. (2012). The Myth of the Lone Physicigh:
and interprofessionall. While resource challenged ar€awargd a Collaborative Alternative. Ann Fam Med, Mqdr,
definition do nobave everything common to otHdx(20) 169173.
environments, they may in fact be ideal communitietspfdwww.ncbi.nim.nih.gov/pmc/articles/PMC3315136/.

training in preparation for care in rural areas or Agcessed March 12, 2015.

delivering care to underserved populations. Given ZimitedNat i on al Rur al Heal t h ANSs s
resources, rural education is by nature morecsginpabf Distributed Rural Medical Education in Access to Qualfy
allowing physicians, mental health workers and othersttbdearh t hc ar e 0 (2
side by side in tehased care delivery2. Several nbtip://www.ruralhealthwelyofigft/poli@nd

models of medical education similarly provide trairddgogacy/polidpcumentandstatements/offiamtha

environments strained for resources to meet patientpodiegsositions . Accessed March 12, 2015.

while strerntgtned by the opportunity for collaboration in

prioritizing persoentered care delivery.

Parallel Sessior
A: Jitendra Trivedi WPA Sectidigmposiunon PersorCentered Mental Health Contributions to
Primary Care

CLASS-ICATION SECTION
I. Salloum (Miami)

The Classification Section is one of the scientific sectiogeofitimes of other international psychiatG@atmss, such

World Psychiatric Association that addresses issues refstediie Latin  American  Psychiatric Associations 0
classification, diagnostic assessment and nomenclatdeeelopment of guidelines to psychiatric diagnosis. Thfs
psychiatry and mental hedth ongoing effort and a kegyesentation will review the development of the PID as wellflas
project of this Section has been the contribution tbethdoption of this model into the Latin American Guideliifes
development of the PaGentered Integrative Diagnostar Psyiuiatric Diagnosis (GLADP).

(PID) Model as well as to collaborate with other classification

MULTIMORBIDITY AND POLYPHARMACY IN THE SEVERELY MENTALLY ILL : THE NEED FOR GUIDELINES AN
PERSONCENTERED INTEGRATED APPROACH
Helen Millar (Dundee, Scotland)

The concept of multimorbidity in the severely mentliedtinology to coordinate and assist communication acr(ss

recognition of multiple burdens of disease, reducéthelifresentation will hightighgaps in the literature in this
expectancy and the complexity of providing treatmentigathevith the need for further research to provid
current single disease model of care. Patients with s@warehensive guidelines to improve medication managemnjgnt
mental illness, Mhmmorbidity and polypharmacy under aheé optimize clinical outcomes for patients with severe meiftal
care of several specialities is therefore the norm andilieésheand multimorbidigrescribed multiptedications.
exception. References

The combination of a chronic medical condition and almétalipharmacy and medicines optimisation: Making it sgffe
health problem presents specific challenges for the curagmt sound by Martin Duerden, Tony Avery and Rupeit
single disease rftawork model of health care, by increasinB ay n e : The Kingos Fund 29
the risks of drdigug interactions and prescribing errors whichww.kingsfund.org.uk/polypharmacy.

can compromise the therapeutic safety for the individual

patient. 2. Barnett K, Mercer SW, NorbyryVatt G, Wyke S,

Guthrie B. Epidemiology of multimorbidity and implicatigps
This presentation will demonstrate the growing evidence fanthealth care, research, and medical education: a crosfs
experience for adogtan integrated persmentered model  sectional study. Lancet 2012; 388:37

of care for this population and the need for further evaluation



WPA PSYCHOANALYSIS IN PSYCHIATRY SECTION PERSPECTIVES AND CONFPRIBBRODNEAIO H CARE
Michel Botbol (Brest, France)

If it is considered only a psychotherapeutic techthicuegh many of the practical issues that are crucial in tlfis
psychoanalysis has a limited role to play in primarytymaltf clinical approach, particularly when dealing with {he
care. But if one considers, as Freud himself stated itedtato take into account subjective aspects involved in {he
psychoanalysis is also ethad to investigate the menfatienprofessional relationship and toaitetegrdynamic

processes and a set of theories produced by this metppadpximation to everyday primary health care. We vjll

this presentation we will try to show how, in a person cpreeted ent 6 s i nner wor |l d i gin e
perspective, it can inform profedsi and teams to work

SPIRITUALITY SECTION: THE ADVENTURE OF LIVING AND THE PRIMERSCN- THE
John Cox (Cheltenham, UK)

This talk will explain my advocacy of the WPA Seclibe @k concludes with a sugnof the draft statement of
Religion, Spirituality and Psychiatry, and of the more Viestifleligion and Psychiatry Section about the roles aiid
Perinatal and Infant Mental Health Section, when respassibilities of psychiatrists when considering their ojun
Secretary General of the WPA-80Q02s based on recenfaiths and valuesnd t he need to wundfers
publications in these fields, new models of health care gdetvigss, religious beliefs and spiritiiesra

(which respect the person in relationships), and on thie stmglusion it is suggested that thpsysbosocial model

which has shaped me. may no longer provide an adequate framework for health cfire
I will point to sign posts along the way. These expldlivaeyy, and that the buothdspirit paradigm (or world
interest in primary care te role of Health Visitors asew) is more fit for purpoas it contains the primacy of
beacons of hope in a turbulent health service. The Kkgt&iasships and the centrality of the Person.

unmoored from its source of values and being diminidReféience:

rampant managerialism. A new culture of care is requied &sHolden J and Henshaw C (2014) Perinatal Menfal
recommended by Robert Francis. Health: the Edinburgh Postnatal Depression Scale (EPL5)
The sign postsinclude: genetics and epigenetics (vignual. 2nd edition. RCPsych publications.

grandparents were protestant practitioners, my faterhagen P, van Praag Herman M;lbmpézCox J and
Methodist minister), the wholeness of the brain (if | wadmatsaoui D, eds (2010) Religion and Psychiatry; Beyahd
doctor | might have been a singer), seminal thB#&erslaries. WH8fackwell.

(especially the Genevan physician Paukrjouany wife

and other family members.

PERSON CENTERED APPROACH IN ONCOLOGY & PALLIATIVE CARE
Luigi Grassi (Ferrara, Italy)

Oncology and palliative care should have the person (eacktiie.g. suppories@ressive, meanoentered, dignity
family) at the center of the intervention (patiecefitandgt psychotherapy). These interventions, integrated with projfier

important that oncology and palliative care integrateetheat i ent sé6 sense of Yy,
scientific method with psychological, interpersonal and ppipsg and meaning, to lessen their sense of suffering anj to
insigks, since psychosocial needs and conditions d@cgease demoralization, anxiety and depression in all the
demoralization, distress and existential pain) as w#hses of iliness, including end of life.

psychiatric disorders (e.g. depression, -redatss

disorders) have to be addressed through aceets@d References:

approach by multidisciplinary cecaand palliative care

teams. Screening for psychosocial needs and gro@massi L., Riba (Eds) Clinical Psyl@ocology: An
psychosocial assessment are mandatory parts dhtehetional perspective. Wiley, Chichester, 2012

illness trajectory. and palliative care. Springer,

A series of psychosocial interventions havéebelmped
as helpful approaches to be applied in oncology and palliative

B: Shared Decision Making (SDM)

THE FRAMEWORK AND SCIENCENDF SD
Molly Mettler (Boise, USA)

Shared Decision Making (SDM) is a process throughamchiokher care plan strategies based on both the cliniggal
clinicians and patients work together to select tests, treatntamse shared by the clinician and aimethfgoals,



values and preferences shared by the person. SDM ptiividens and patients can gpecialized tools to achieve
patients with the support they need to make theSHedl. Patient decision aid:s
individualized care decisions while allowing providerspiofgel participate in decision making about health ca
confident in the care they prescribe. options . . . . they prepare patients to make inforred, val
based decisions )wMadrehthah hO® i r
To help providers to intcedSDM to their patients, tmandomized trials of SDM supported by pDAs have shown
Informed Medical Decisions Foundation and Healthywseple who have used these tools are more informed, m
merged ndorprofit organization in the USA, have formutetearately perceive their risks, and more often get treatme
a six step framework: (1) consistent with their values. (3)
1. Invite the patient to participate.
2. Present the patient with treatmempti 1. Wexler MD, R. Sixpsteof shared decision making.
3. Provide the patient with information on risks and benefitaformed Medical Decisions Foundation. 2012
4. Help the patient evaluate the options based on his2r Tiee International Patient Decision Aid Standard
goals and concerns. Collaboration. 2015
. Facilitate deliberation and decision making. 3. Stacey et al. Decision aids for people facing healt
. Assist with next steps. treatment or screening decisions. CochranseDaitaba
Systematic Reviews. 2014

EUROPEAN EXPERIENCE WITH SDM
Angela Coulter (Oxford, UK)

Shared decision making has been enthusiastically enthrdaadhing for clinical staff, plus support and supervision
by policy makers and professional societies in s@vekahilability of good quality patiesiodesids

European countries, but it has been slowr tintdilte7. Integration of these into electronic medical record syste
mainstream clinical practice. Experience in va&iobnstitutional support for developing and updating pati
demonstration projects leads us to believe that the followegajsion aids

adoption: decision aids
10.Measurement and feedbacktoemsui t 6 s happ
1. Research evidence that it can work in a particular local
contet The extent to which these factors are in place in five Europ
2. Effective medical leadership willing to encourage it countrie$ France, Germany, Netherlands, Spain dnd UK
3. Demand for it from patient leaders will be presented and discussed.
4. Incentives for clinicians to change their practice

NORTH AMERICAN EXPERIENCE WITH SDM
Don Kemper (Boise, USA)

While patient deion aids are widely available for freebimader integration into care. However, current shifts tow
hundreds of US and Canadian health Websites the pesgfosfjuality reimbursements, electronic medical recor
PDAs or SDM in general has been slow to developregthiements and-lme clinician training are faigntly
clinical practices. In spite ofravelind positivelyaluated increasing the likelihood of the routine use of SDM in the n
SDM demonstrations at leading Isgatdms, economicfuture.

infrastructure and mindset factors have, until now, slowed its

SHARED DECISHONRKING IN MATERNAL AND NEWBORN HEALTH IN BURKINA FASO
Janet Perkins (Burkina Faso and Geneva)

Primary health care requires that health services bd orfamiag PCAs, participants (pregnant women, husbands, he
around peopl ebs needs, werkepseconmnaunity leadess) identifydand wiaritze MNHuné
context. Community participation in deakiog within theand problems, and propose solutions which are the
health sector is an essential component in accomplishintetrsted in the district healttonagilan. Integrated
Since 2006, Enfants du Monde, a Swigeveammental interventions include: promotion of birth preparedness; trai
organization (NGQh collaboration with the local N@e&alth care providers in counselling skills; building awaren
Fondation pour le Développement Communautaire/Btirkiea on MNH issues and their capacity to support wom
Faso (FDC/BF), has been supporting Ministry of Hestlbngthening community bodies to managealbatetr
Burkina Faso to include communities in -de&isign neonatal complications. These actions contribute to ensu
related to maternal and newborn health (MNEQritetttet hat heal th services are o
of i mpl ementing the Wor | rdalitiebetlus moking primgrahealtlz care forovardd s f r
for Working with Individuals, Families and Communities to

improve MNH.[1] Participatory community assesdfjente World Health Organization. Working with Individug
(PCAs) are conducted to provide a platform for commuRdiedie®nd Communities to improve maternal and newbo
be involved in tdecisiomaking within the health sectorfizhlth. Geneva: The World Health Organization; 2010.

S



[2] Perkins, J; Fyon, C; Capello, C; Sankara, T; BargothArhood in Tenkodogo distrikin@&aso. The African
Santarelli, C. Barriers Woomead$suwdiong3balome2d®@E1;r iOgzh:t

Parallel Session&
A. Antoine Besse Interinstitutioi@&tmposiunon Person Centered Mental Health and Primary Care

PERSON CENTERED MENTAL HEALTH AND PRIMARY CARE: WORLD PSYCHIATRY PERSPECTIV
Roy Kallivayalil (Kerala, India)

There are severe constraints for mental health resouocganized Health Systems Performance Round Tables for
many parts of the world. Paucity of mental health persgioredAfricasAsia Pacific, Americas and Europe in 2013,
and poor infrastructure are important among them. Tinghiseme for the upcoming WPA International Congress
context, mental health through priragppaars tobetheBuc har e st in June 2015 s
only viable alternative. The WHO has developed a repantmro vat i ons and Transdi sci
6l ntegrating Ment al He a lart hnternational 8tudy omaDepresse@radg @ :Primary
Perspectiveb (2008) wh i cQare i China,melia, fran antd Ramanip (MWECP Madridc28
advantages of such an initiative and how some health fydtenrganisations like World Association of Social Psychi
have successfully implemented it. The WPA Institutiamalso made significant contributions.

Programme on Psychiatry for the Person approved by its

General Assembly in 2005, where the whole persoRefeasnces:

conceived as the centre and goal of clinical care lis Mezzich J. Psychiatry for the Person: articulatin
important landmark (Mezzich 2007). Fhea#/R Section  medicie's science and humanism. World Psychiatr
on O0Psychiatry, Medi ci ne (200VH6(2)®/i mar y Carebd whi ch
implement many of these goals and foster person céntéikdld Health Organisation. Integrating Mental Health |
mental health through primary care. The WPA had da&sonary Care: A Global Perspective (2008)

WORLD FEDERATION FOR MENTAL HEALTH PERSPECTIVES
Mohammed AbBaleh (London)

The Wall Federation for Mental Health (WFMH) doadumers and families at the centre of the decision mak
launched on the World Mental Health Day 2009, Mentaptéeakh in order teduce stigmatization, ensure fair
in Primary Care, the campaign that focussed on thedisititaltion of resources, equal access to health care,
role that mental health advocacy organizations, aloregjuweitihepresentation at government level.

patient/service user groups, oegldyt in shaping the majdthe WFMH has demonstrated global leadership in t
general health and mental health reform movememevébopment and the launch of the WHO Global Mental He
achieving parity in the delivery of mental health servidkstiandPta (2012020), the Great Push for Mental Health ,
the effective integration of mental health into primarycd#ec o pl eds Charter for Ment a
The WFMH has maintained this campaign in deadbpstrongly endorse the Pef3emtered approach and the
delivering key work programmes and initiatives includimgntey of integrating mental health into primary care in|f
establishment of the WHEPLM Alliance in 2011 toountries.
promote its longstanding principles of inclusiveness of

FRANCOPHONE OBSERYRY FOR PERSON CENTERED MERGNERT HISTORY
Simon Daniel KIPMAN, OFMP PregiBanis)and Brigitte GrejOFMP Vice Presid€Rbitiers, France)

OFMP is a new french speaking organization whose purap$®ok has been written by caregivers, patients, nurs
is to link associations, institutimaspersons around theloctors gathed together with a common objective: humaniz
complexity of the question : what is medicine, by the avegoofetimes too technical medicine, without losing
local experiences, researches, and reflexions. technical and/or scientific qualities.
But nothing could have happened without the person cente
It seems too early to explain the OFMP history, becauyssychiatry program story, launc2@@%hy Juan Meizh,
still too small compared to the whole history of iediciméo was, at that time, president of the WPA.
as creators, it is difficult for us to explain and conmmiérgnce, that initiative has been transmitted by a book
something that is still evolving. Manifeste pour une psychiatrie de la personne » ( Doin 20(
But, at the same time, the medical world is compkex,inmportant work in the psychiatric field that was spre
difficulties, and it is a necessity to know it from insidetfopogh the Geneva cemfegs, and the creation of the
purpose: let everybody be ableotw ikitiatives when theynternational College.
occur, help them, in the very moment when they are gr&eingilion and revolution.
OFMP was born from a collective book: « manifeste p@kMBRevas born from two rebellions and one revolution
médecine de la personne » (Doin, 2010) The first rebellion is well known by the caregivers all over
world. It is against the submissiveness of many 6f parts




health systems to the lobbies organized by the health ihdostryone wor d, ités to notife
It is also a rebellion against the strong economical ttlvagltterized by his own story, his own group of reference, his
which conducts to a min daéuwmlcomgarenthis thoiaes ; and, therelffor
exhaustion of medical clinics. OFMP tries to disrupt the at
That thinning out is not only accamtess of jobs, it alsshattered and diversified medicine, according to

goes against the needs and interests of sick people, @mpatences and specialties.

those who are involved in the caring industry. That @aksP pushes to respect p
everybody. treatments, as for in hislden

works, their loss of autonomynindf more and more rigi@mily isolation.
behavioral rules, to the point of becoming absurd; pD&hiRy sustains and discuss every initiative in the field [bf
them to be less and less invobeeless effective. person centered medicine.
Practitioners, in theiri d®OrRWPoffersdbppreachexs andt deal wi't t
so do the patients and they feel themselMesndoned. -a medicine for one person, in extension of the field of tfie
However, they try to gather together their acts, their initiat®waalized medicine.
their ideas. OFMP has been created for that. -a medicine BY people, showing the importance of persolfal
We add also an ancient rebellion against the universainvsdvefment in our works, and the training involved
our language. After all, we always have to speak to examahgenedicine WITH people, linking the collective dimensfon
usingthpat i ent 6s own | angua ga team, ring, network, service.. ; and also, widely, care ghd
Let it be in the same wamglicalbealizationenrall dimgnsions, t.eG esconammcal €6. f o r
one of the ways to struggle against standardization bsl@B&S OF OFMP
persons, groups, people; standardization of thoughts GNP is a mode of linking, of liaison between the hegfth
methods. industry actors, it has a few possibilities.
We cannot keep denying patients amdweréktrs; denyinglt is constituted by individual members and associations for
their own originality. institutions asaginers. Those partnerships are various :
scientific associations for experiences and research |J;
At last a revolution: that means that we have to revemeféissional trade unions for the management and workihg
tendency to confine contemporary medicine into teaumdélpns, insurances, research groups, public institutions| ;
automatic, and material fields. We have to restore, to remove
theory and methods of the ¢umedicine, considering theFMP METHODS
important technical progresses of the last century. Thane of the first OFMPs action i s t helf f
restoring ancient concepts for instance the therapeuticcoalyress of person centered medicine in Poitiers ( mangh
of personal implication of health workers, in their obseR@t@ns
and methods. But a congress is not enough. We have an alert duty and|fan
The general idea is:ingkaway biological and technidaflormation duty, a function for research and reflection (jpr,
knowl edge i s I i ke cut t i preciselyy wee dars HEL® researdhdfrafe .do ndt svdni to g aw
psychological knowledge, particularly unconscious; takdikiee place of any research institution ?)
cutting off the other arm. One of OFMP goals is to pafiiaipate her mor e, we favorize aflfre
into the actual scientific movement, thatlmeaiences of by the fund donors : the « meditative research », alone or ifot.
complexity, and coordinated approaches. Thatdéds a form of resear ch |l wh
nealing many funds.
FROM PERSON CENTERED PSYCHIATRY TO PERS@ON s, revi ews, participatifng
CENTERED MEDICINE. Some committees : Atelier
As you know, a person centered program in psychiatondas teaching/training, of which work is splitted
been launched by Juan Mezzich at the WPA. We all régdickithg health for everybody
that the search ofidniants in each way was one of thefessional training ludimg therapeutic relationship
source of contemporary knowledge. So, what we all wootéessional implioat teaching by experience.
psychiatry for a person may be applied to medicineaastl@er on announcement of illness
whole. That means also that psychology is a medical sge@#igr on death management
as part of the others, closer to sother, frotm others. -another on theory and practice in medicine.
That was conduct to the Geneva Conferences, well kiBwoficourse we have many other projects ;
that journal.
OFMP is currently a member of the International Colle§e, aschuge is the project, so frightening are perspectives. |But
tries to help and to support those conferences. everytimg is on his own way.
Hereford nothing, neither the conservative reluctances, neither
OFMP GOALS difficulties in terms of time, availability, or resources, can st{ind
OFMP goals are to detect links around fherssick: links in the way of that movement which arouses enthusiasfic
with caregivers, links between caregivers, links betweenamdiens by all those who continue t@ helieare in
culture and society where they are given. medicine. They were in search of a reason of hope fijir
themselves, for patients, for colleagues, for all of ulf.




THE FRENCH CONCEPT OF PSYCHIATRIC PRIMARY CARE
Herve Granier (Montpellier, France)

France has progressively implementezk ,tl# 60s, an The integration of psychiatry in primary care has needed|f a
original and advanced primary care organization, as graitafional shift towards different modalities of ambulatfjry
French psychiatric tradition which attaches great valoaréo(acare in the community ) and thehredfearoew
humanistic approach to mental health care, still insplb@drme with hospitalization also considered as a primary cfire
classic French psychodynamic references and the platheofefusal to dissociate hospitalization and ambulatdry
psychoanal ysi s i n 0 Fr e pooshltations | ate weryssignifieant, a@agbly, iino respaise tolfhe
approach is no longer an exception but shared momeci@ade in request for care, the new patholdyies suf
more by all Frenchspeaking countries all over the worktldictions and the intricacy of social problems. The care infhe
In France, psychiatry has always been influenced domarunity always has a limit when the patient , in the fifst
epistemologicalfleetion coming from outside of psychiatsyance, must be removed from his family or sociifl
from sociology and especially philosophy. environment . I n these sitijfat
The organization is based on the complementary betsveer & e r O .

public mental health sector and a psychiatric sector ofBmEidEs , an imbalance in the system,( for instance, a syst{{m
practice, financially covered entirely Imatiweal health which leans too much towards ambulatory and negledis
insurance system, therefore accessible and affordabléndspitdlization) sparks a failure of primary care and tlfe
patients whatever their mental health or social conditiggagients end up in the inappropriate overstretched emergelfjcy
whatever their income. services or, at worgh the streets or in prisons.

The public offer of care comprises of around 6000

psychiatrists and 55 000 beds in ps$ychi@pitals . ( Beyond this organization, a psychiatric primary care is, firs|f of
including the university services) and alternative struatuees.initial meeting, and first and foremost a relationship
The private offer of care is very developed and compcdsesnof er ed care which requiries
6000 psychiatrists and 12000 beds in private clinicsamdd i t i on s fal pathoof & paterst with méngl nt
alternatives structures. suffering and distress .

| stress the fact that, cugremquivalent numbers of patieds you know, psychiatric treatment always depends on {he
with serious disorders are being treated in both sectarenddyet of mental illness that you have. Mental iliness is [hot
single splitting line is only the violence. a disease like any other but inherent to the human conditia
Public or private psychiatrists are not confined tdetitallyllipatients are also sick of their history, their lives
hospitals , they assure the initial care and fol{otiveuptheir family ties , and cannot be reduced to a biological [fbr
essential continuity of care ), in the community with thegbalgtiofdisorder. They insist on wanting to stay human, tlfey
general practitioners, in private offices , publiec meeécbprimary transference, that is to say , to believe that what
psychological centers and different alternative structurebey areaying, their symptoms, means something. They wa|jt
Complementary of the sectors, liberty of the professtonialik @nd to be listened to at liberty , and in a respectifil,

nstallation consul t at i oonfidentalmaenagrment and prescripffio
diversityo of practices, Notabtso!l uit mpencceaitctae¢ pmatnifa dte{hd i
choice of the psychiatrist by the patient, easy access sop@aue this primary transference is the first atep to
are the key words of thisadled trustworthy relationship . The confidence allows t
finon hierarchical pr of e seamergence lof climoalneahifestatiorsfta reacha diaghosisfimp h

initiativeo. the transfer and , in the meantime , a real engagement i a
relationship centered mental health care

B. WeliBeing Promotion

WELLNESIN MEDICAL EDUCATION
Kim Stutzman (Boise, USA)

Much work has been done to address the stress and btateoaof wellness and review potential models of programsffto
of medical education and the impact it has on learner'srgliditg student, resident -bsely.  Although these

to provide safe and effective patient care. Workproguams oftetarget individual health, their overwhelming
limitations have been &eelfor close to a decade in mamylity is in changing the medical culture to accept thg
countries but this has not had the attended consequeresgzonsibility of caring for ourselves and each other with jjpe
improved resident or studenb&iely or safer patient careame voracity that we care for our patients.

In order to achieve these goals we need to change the

definition of wellness from just a lackafttand distress tal. Eckleberyunt J., Van Dyke A., LickTDcciarone J.
encompass the global-beiig of the learner. The focus dahanging the Conversation From Burnout to Wellnegs:
be seen by some as a desire to work less but it truly is Rlogsicimn Wellbeing in Residency Training Programs. Jouifhal
to strengthen oneself to maintain resilience alongf @raduate Medical Education. 2009: DOI: 10.43D0/JGME
challenging path of medical education. To dcthisiglisl 0900026.1: 22530.

of weltbeing many training sites are developing wellness

programs. We will discuss measures to assess the current



2. Keim S. M., Mays M. Z., Williams J. M.J.Skf@dos R. Teacher. 2006: 28(4)-374.

B. Measuring wellness among resident physicians. Medical

PHYSICIANS WELL BEING AND RESILIENCE
Dave Schmitz (Eagle, USA)

Resilience can be defined as the capacity to respond ta.sfpstein R. M., Krasner, M. S. (2013). Physician resilien[te:
in a healthy way aisda key to enhancing quality of caMhat It Means, Why It matters, and How To Promote
quality of caring, and sustainability of the healthAcademic ddicine. 88(3): 3803.
workforce.1 Studies have identified substantial rategp:journals.lww.com/academicmedicine/Fulltext/2013/03(F00
physician burnout with differences observed by specialBhysgiitian_Resilience_ What_It Means, Why It.12.aspx
the highest rates occurring amongigrigy/sit the front lineAccessed March 12, 2015.

of care access, including primary care.2 Concepts asshcittadafelt T. D., e{2012). Burnout and Satisfaction With
with the Patient Centered Medical Home model of cai®@iliclie Balance Among BBysicians Relative to the

as collaboration, quality and safety may reduce faetoesal US Population. Arch Intern Med. 172(18B83.377
associated with provider burnout. Delivery afguersah Doi: 10.1001/archinternmed.2012.3199.
medicine must be reflective afeselfresilience and a wothttp://archinte.jamanetwork.com/article.aspx?articleid=135185
environment which promotes healthcare provider well beidgcessed March 12, 2015.

PERSON CENTERED PREVENTION
Don Kemper (Bse, USA)

Prevention needs a new brand. The current consumer Bensdnsl care plans built around the goals of the individifal
challenged by three problems: may help to advance a greater sense of value for the
[ The pain is immediate preventive services that protect chances for gréetiegwell

[ The benefitis delayed and happiness.

0 Rarely can you tell if it helped at all

What 6s needed is a more deferemees: way to | ink preventiflve
to the welbleing or happiness of the individual. One skigigush Am J Health Promo 2008283:18
qguestion, asked of every patient, gatoledign prevention

opportunities with outcomes that really matter to the person.

A NEW PATI ENT CENTRED APPROACH TO UNLOCK TH
TO ADOPT HEALTHY LIFESTYLES: HEALTH COACHING
Ayse Basak Cinar (Copenhagen)

Health Coaching (HC), a pa&iepowerment focusedhe figures for HE groups weresigwmificant. Daily
approach, is guided and supported by the méatthbrushing was correlated with change at HbAlc alfd
professional, to facilitate patient to explore, unlock and eegiviate physical activity in HC groupsondtsttered

his/her seffotential to adopt healthy lifestyles. HC, a wappl®ach focusing on multidisciplinary collaboration (s
person and also a populiised approach, can benddf essential to improve the wholdeudl of individual in daily

as a systemvide innovation aiming positive social chantiie, And thereby the society, in line with WHO 2014 Gengva
NHS review showed that there is promising evidenceDablawation. HC, a promising new approach, can speak as (jne
HC, particularly for supporting behaviour changel. H®fithelkey implementations/approaches at heakftiogse
international intervention project, to our knowledge, is tsedeer this essentiality.

the fist time as a holistic health promotion approach fRetesnces:

health and diabetes management; in line WEH(2DB7)2 1. Does health coaching work? A rapid review of empiriffal
declaration stating that oral health promotion should beeypiaerafe. NHS, 2014. https://www.eoeleadership.nhs.uk/
diabetes management. Our study's preliminary resultg. $b&wDiabetes and oral health. httpdivenglordlealth

that at posttervention there was a significant reductioftedtomponentellbeing.

HbA1C (Turkey:0.7%, Denmark:0.4%, p=0.001) in HC groups.

Parallel Sessiorns
A. Advocacy and Leadership Policy in Primary Care

EUROPE: CHALLENGES AND CHANCES IN CHANGING ENSIRONMENT
Aleksandra Weber (Munich)

Heath is the main asseteofifimary care is baekbone of individual needs and interests regardless of

the health care system and a camteglating point ofsocioeanomic ogeographic origins, ethnicity or education
individual regular care with the broad spectrum of prewéhtigé manner of acute and chronic physical, mental alfid
and curative services. Ceotthe concept is the patient with



social health issues, including multiple chronic disesigefficant challenge of rapidly ageing citizens and also
Integrated collaboration among all providers is essentiahireased number of patients with cogmitienent dn

the quality and efficignof care applying principles mfiltimorbidity. Health care systems are operating
evidenckased medicine in a person centeimutation permanently changing enviroement

through mutual decisiaking process. The WHO with the

target 6heal t h intégmlr andaihclusiveGaadtl,t AH; Nbulley, AS: Ptinfary Care Medicine. Lippinc
primary health care strategy. The aim ofdpeas Forum Williams&Wilki, 2014

for Primary Care idrtprove the health of the populatiorhtig://www.euprimarycare.org

promoting strong primary care. European societies are facing

NORTH AMERICA: THE ACHIEVEMENT OF THE TRIPLE AIM
RobertPhillips (Washington, DC)

The United States spends more on healthcare than arandthbérdge to abandonfdeservice payments.2 The Triple
developed nation yet ranks near the bottom in A@altts on an aggressive track whichangsUs health
outcomes. The Patient Protection and Affordable Camgst@nis in a state of schizophrenia as they try to figure ¢
ushered in a mibiflion dollar effort to rectifyntitialance. how to move to a vdbased system from a volbased

The Triple Aim for Healthcare has become the orgagsemg. This presentation will review some of the mentio
focus. The Triple Aim proposes to achieve better healtlexipettenents and will also review examples where experime
healthcare, at lower cost.1 This focus has spawned a areghbginning to demonstrate the Triple Aim.

of experiments including: 1) Medicare waivers like the Vermont

BluePrint for Health; 2) the multipayer Comprehensive RrirBaryvick DM, Nolan TW, Whittington J. The Triple Ainp:
Care Initiative; 3) facilitated change through the Transfori@erg, Health, And Cost. Health Affairs. May 1, 200
Clinical Practice Initiative; and, 4) expansion of hed&008;27(3):75%9.

insurance. There is also an increasing focus on pati@urwell SM. Setting \Wlased Payment Goal$iHS
centered outcomesicluding an entirely new research Efforts to Improve U.S. HE€altk. New England Journal
agency, and an increased focus on social determinant®fdfledicine.0(0):null.

health. The latest strategy is a move tbasddegpayments

ASIA: ADVOCACY/LEADERSHIP FOR POLICY MAKING IN PRIMARY CARE
Yongyuth Pongsupap (Bangkok)

This presentation reports on two aspects of primarghadrey the same goal. Each category of staff has its ada
development in Thailand. There is on the one haxg achal u e s , which <cannot be r ¢
of paradigm in terms of policy making: from disease ostatedy for training family doctors which was launched
and hospitaentered care toward persamd people 2012. The concept at stake is that family, somticrsy in
centered care. On the other hand, there is an evolutionoeidtéealth care systems, should be able to provide dir
to capacity buil ding: t heéealthrcare toiddividuals and faniilies, But0akd suppdrt hét
Learningg (CBL) in order to impreveronvipemohobmamda mifl ye Xi
human resources. CBL has been a stimulating factor fa@uodjayith nurses working at health centre letralnifigis
making through different processes like demonstratioshasits facilitate the implementation of family care team.
exchange of experiences at different levels (district, provincial,
regional rad national), synthesis of lessons learnt BbiWIL concerns all staff involved in reinforcing health syst
experiences in different contexts etc. Conversely, thergaeisation. In particular, it intends to train the district hei
policy supports CBL. system management actors through their supporidb a dist
Two examples of CBL influencing/supporting policy hesthgproject. It is a move to reinforce the partners
may be underscored: i) capacity building of healttbetar®en the district key stakeholders and their capabilities
providers in tiiemily and in the community (Family Praatick together: the community hospital, the district health o
Learning FPL) and the Family Care Team policy (FCigspdnsible for health centres, local governments, a
capacity building of district/local health managementnteatherof the community. There is a process to set uf
(District Health Management LearnidigML) and the district health boards which may be responsible for plann
settingup of a new managerial steidtr the health careand supporting district health activities, and answerable
system, the District Health Board (DHB). health district responsiveness to needs and demands of
district population. In board, there should be a balanced
Each person should be able to refer to a family carenbeafrepresentatives of people and representatives of he
made of a doctor from the hospital, a nurse from thephefglisions from the health care system.
centre, a community volunteer and a care giver frdeniniagy care strengthening within the district local hea
family. Despitketr difference, or thanks to their differesgstem is a move towards a Thai responsive health ca
(specificities), they should be able to contribute to quakiysteare This requires both operational and administrati
provision to the related patients. Competencies ofineagiation: family care teams and district health boardfs.
member can be broader developed through interaCapasity building and policy making can reinforce each ot
working together in the teeaninlma nner of figtlsleffectal ent t eamo




LATIN AMERICA: SOCIAL AUDIT FOR ASSURING ACCOUNTABHRNALNANME NEWBORN HEALTH CARE
IN EL SALVADOR
Janet Perkins (El Salvador and Geneva)

Accountability of health services to the people they sexperiences utilizing health services and identify issues t|jat
essential to primary health careand to quality improveseento be addressed. This survey brought to light a numlifer
Increasingly, community participation iuringassof areas for improvement which have been taken to tlfe
accountability is being explored as a strategy.[1] ihterBéctoral mupal committees and to health authorities at
Salvador, social audit in which communities participatgoiral level, in charge of following up the implementatior|j of
assuring accountability is included in the national healtlapolagysiate solutions. This process allows communities |fto
the reproductive health policy and other strategic docactargly; contribute to increased accountability and quality|jof
howeer, implementation has been limited. Enfants du Mealtleservices.

(EdM) has been supporting Ministry of Health (MoH) to

implement this within the context of a programme baldd Hofhann, K.D. The Role of Social Accountability i
the World Health Organi zlaproviogh Blealth f Quamesw ©vekviewf and ANdtysisk|pf n g
Individuals, Families and Caitiesl to improve matern&elected International NGO Experiences to Advance the Fiffld.
and newborn health (MNH). [2] In this effort, four SocisWasiniitgton, DC: CORE Group; 2014.

Commissions were formed, composed of male and [nTdle World Health Organization. Working with Individugfls,
leaders, members of community health committeeBammilies and Communities to improve maternal and newb|irn
intersectoral municipal committees. These Commissiohealére Geneva: The World Health Organization; 201).
supported to conduct a survey to understand peopl eb (

B. Brief Oral Presentations 2:

INTENSIVE MENTAL HEALTH TRAINING FOR MEDICAL RESIDENTS
Robert Smith (Michigan, USA)

With >85% of mental hepdtients under the sole carevid a fulime onenonth rotation. In RB3J, objectivess3

untrained physicians, we must better prepare the latterare the focus in a&mtal health clinic. Lectures and Balint
groups are in all years.

Based on RCTs with positive patient outcomes,1 | present a

HRSAsupported mental health curriculum for mediped/post, quasiperimental design evaluates: a) simulated

residents.2 patient interviews for ObjecthBsb)l knowledge and-self
efficacy with all objectives.

Two fellowshimined (by us) primagye faculty train 39

medical residents in mental health daederences

(http://bpsmedicine.msu.edu). 1. Smith RC, Lyles,JSardiner JC, et al. Primary Care

Clinicians Treat Patients with Medically Unexplaing}

Residents master objectives for: 1) -patiemed Symptoms A Randomized Controlled Trial. J Gen Inter

interviewing model; 2) model of shared tealsiayn 3) Med 2006;21:671PMCID: PMC1924714.

mental health treatment model;1 4) persoeakssyadb) 2. Smith R, Laifdlck H, D'Mello D, et al. Addressing Mental

working in a mudisciplinary team. Health Issgein Primary Care: An Initial Curriculum for

Medical Residents. Patient Educ Couns 2042;94:33
At ~70 hours each year in the same settings where residents
other training occurs., in-RPGdbjectives3lare the focus

RESOURCE ORIENTED GROUP PSYCHOTHERAPY
llse Burbiel (Munich, Germany)

In the literature and in clinical practice we often findndnlthe multiple transference and eoamséerence
descriptions of indibal psychotherapy when we look gfbhenomena in order to enable emotionally (re)constructipn
Aresources oriented p s y aidadéevhl@gmentpfacilitating Bracéssesddr the patients. l{jis i
cannot do clinical work without group psychotherapy tfeg thien of the authors tscdbee the variety of these

healing process of patients with early attachment disomoezsses and the therapeutic methods and to explain why fthe
development arrestment, family inducethedxt and/or group with its specific resources represents an essentfal
compl ex trauma di sor der stherapeutic defrfedopnueihta space far thasepatientsy Tradijitc o
according to Ginter Ammon and others authors. Thaegildyps fare in the past but is alwayst pnede¢he group
indeed provides a suit algdoeenoiigh erwitorariesipe to @e)consbruct the seleé Then f c e
psychignental and social demands for repair with the séstfic resources oriented method in group psychothergby
of mirrgrreflection, resonance and mentalization proced$és illustrated with short clinical examples.



THE ROOTS OF COMPASSION AND ITS FLOURISHING IN PRIMARY CARE
Alison Gray (Hereford, UK)

All round the world doctors experience high rates of zareouhere need to be appropriate, healthy structures aljd
leading to unhappiness, many leaving the profession angstems. Individuals and teams need realistic staffing levgls,
suicide. UK healthcare is in crisis, the National Health &mm®$seto supportive supervision (e.g. Schwartz rounds), gnd
is failing in many places. Individattipnars are strugglingme for reflection andaatfipassion.

to deal with unrealistic workloads and many are retiring early.

It is hard to maintain person centred care againstReteriences:

pressures. The Francis report into a recent UK hospital

scandal speaks of the importance of compassigriaie c&ex J and Gray A. 2014. Medicine Of The Person: A Chaifier
does not define compassion or state how this virk@ i€hange Following The Mi8taffordshire Francis
developed and maintained. In my presentation | will outinguing. European Journal for Person Centered Healthcifre
history and significance of empathy and compassi@(2timEOl: 10.5750%2Fejpch.v2i2.739

underpinning science, and how compassion is cultivated and

sustained. Calis avoid depersonalisation and treat pat@&nky A. and Cox J. 2015. The RdoBompassion And

as whole people have been heard since at least 1927; Bmdsby: Implementing The Francis Report And The Sealfch
need to ensure that healthcare staff are treated asReohdlew Models Of Health Care.

people, not just cogs in a machine to be discarded whdaunapaan Journal for Person Centered Healthcare 3(1) (in
out. For staff to flourisd aantinue to give person centnekss.

Key Note Lecture

PERSONENTERED MEDICINE: PROFESSIONAL REQUIREMENT ANDNEVIHIRANTO
Xavier Deau (WMA President, Epinal, France)

Persortentered medicine should not only be a profesSionthuing professional education, reference documen(s,
requirement, but it should also be considered an ethaitocols, and theory courses must all integrate persa
mandate. centered medi ci neds i ternfs
professional career, and starting in medical school. Tlfe
Reasons to return to a pecsotered medicine were often doctopatient relationship is not only about applying
enumerated, blet us consider how to take concrete stepsxpert skills, but also about interpersonal skills.
towards its implementation
5. KEY IEMS of persaentered medicimeedical practice
1. RECONSIDER THE LOGICS OF ADMISSION T0d consultation remain the basics
MEDICAL SCHOOL on the basis of scientific disciplihabitus
exclusively, and shift the admission focus on the basimtdrview, dialogue
student s6 hutitume:e val ues- alnidal exgm
to the peculiarity of the dgettient relationship - diagnosis
to respect the human bei dffgréntial dagnbsist vy : a combinatifon
flesh and spirit », its relation to an affective family anfbrmation
professional environment - consent
to listen : « | listen to you and | welocome y - therapeutic conduct
to be empathetic at the same time as be able to respeateompanying the patient
the independence and freedom of choice » of patients
Required qualities of the practitioner:
. A CORE TRAINING IN THE HUMANITIES during the &mspathy
five years of medical education onretaiesl themes - respect
such as the patieltictorelationship. Include exams in dignity
such disciplines as philosophy and sociology, with thelity of the gaze, listening ability, ability to personalijfe
same coefficients as in scientific disciplines. each physical exam
- does not dissociate body and spirit
. PRACTICING PERSCOBNTERED GENERAL takes into account the social determinants specific to eggth
MEDICINE: mandatory internships in general medighaient
during the first five yedrsnedical school, before any engages in a true partnership between doctor and patie
specialization. The practice of pegatared general- provides intelligible and quality information
medicine must be mandatory for all students, and it-canmaterstands the singularity of eaeht jzatd not his/her
be merely taught through course attendance, but throdigease

the experience direct contact with patients. - is conscious of the vulnerability proper to each patient
Without forgetting about fundamental ethical principles in [he
. THE DYAMICS OF PERSGENTERED MEDICINE practice of medicine:
- the doctorod6s independence



confidentiality It is paramount for our university faculty to integrate all the

the protection of privacy ethical items in their teaching on medical practice

the absece of conflict of interest

the sustaining of professional skills through conReusoltentered medicine could thus lkegotrmerely a «

training professional necessity » but also « an ethical duty for ev
medical practitioner »

Plenary Symposiub Research Priorities for PCPHC

RESEARCH PRIORITIES ON THE CONCEPTUALIZATION OF PERSON CENTERED MEDICINE
Juan Mezzich (New York)

What is Person Centered Medicine (PCM)? An edlsigiédd of a research project on systematic conceptualizat
commitment? A scientific theory or method? An expeaiedicradasurement of peraod peplecentered care. It was
journey? It may be argued that there are reasons to batiedeon critical literature reviews and broad internatio
that PCM is all of them. Each proposition, however, needsuitations. The key concepts emerging from this projec
be examined carefully. underlying persoentered medicine are ethical commitment,
holistic scope, cultural sensitivity, rélatiofiscus,
The process of advancing the conceptualization of Pi@dilvidfialized care, common ground for joint diagnos
understanding its principles and components mayndbeestanding and shared clinical dewiog, people
illuminated by the consideration of multiple anglesntered systems of care, and pmstered education and
perspectives. Among these are philosophical, historiogesphich. From these concepts and their components
cultural, clinical, epidesgiohl, organizational, and statistijgadtotype Persorrered Care Index is being developed and
viewpoints. validated.

Philosophical analyses may include particularly axi@agic&leneva Conferences and our Journal offer specif
and epistemological approaches. Historical considevafponginities for addressing progressively  the
may look at both ancient civilizations and their dwoadptualization of Person Centered Medicine.
understanding of health apdrsonalized approaches to
restore and improve health as well as at contemPBefargnces
developments in medicine from narrow focus on orgahs Medzich JE, Appleyard J, Botbol biel@dwet T, Groves
disease and ensuing compartmentalization of the fikl&aitoum IM, Van Dulmen S: The Sixth Geneva Confere
recent encompassing and contextualized approachesatw fherson centered health research. International Journa
who person. Person Centered Medicine-B0992013.

2. Mezzich JE, Kirisci L, Salloum IM: Towards Develop
Our collaborative institutional journey to build person chlgtasedes to Asseddrogress towards Persand
medicine is based on early contributions from rBet@iEentered Care. Technical Report, International Colleg
organizations, and includes eight yearly Geneva ConfefePessn Centered Medicine, New York, 2014.
and their main themes and associated Geneva DeclagatiSnagdal J: World Medical Association Perspectives
the siyear old International Network (now Colleg&thifs and Person Centered Medicine. International Journa
Persorcentered Medicine and its scholarly JournalParsbn Centered Medicine 416592014.
workgroups. And we are being enlightened by the ongoing

RESEARCH PRIORITIES FOR SOCIAL DETERMINANTS OF CARE
Robert Phillips (Washington, DC)

It is estimated that 40 percent of deaths are causeambyunitgentered interventions translate in to -patient
behavior patterns that could be modified by prewasrieeed outcomes. In the U.S., our largest federal hea
interventions.1 Many of these behavioral pagteatated insurance programs have declared population health a prigfi
to social determinants of health, both personal and ecdbmgisabnd are shifting from vdiasszl payments to value
Several developed countries now use indices of mssdl payments to suppastreiv focus. We need new
determinants to allocate more resources to spegfib services research on how payment policy best ser
neighborhoods.2 It would be helpful to test howaddoEssing social determinants to improve health.
measures correlatighvirealth outcomes, what the right blend

of ecologic and individual elements are to imprové. theGinnis J, Foege WH. ACtual causes of death in t
correlation, how to use them clinically, and which call uitited states. JAMA. 1993;270(1822PD7

community partnership. Community Oriented Primarg. Gameversity of OtagW. Socioeconomic Deprivation
has held promise for more than 50 yebvee éinally have  Indexes: NZDep and NZiDep, Department of Publ
the geospatial tools to define and characterize the populatitwadth. 2013;

of our practice. Now we need to understand what tchitjo:/ferww.otago.ac.nz/wellington/otago020233.pdf. Acces
change the impact that social determinants have on Bebruary 27, 2015.

patients and our communities. We need to study how




RESEARCH PRIORITIES FOR PERSON CENTERED PRIMARY CARE

C. van Weel (Nijmegen, Netrett)

Primary health care is directed at individuals, in their societéhe acuity of diagnosis and prognostication;
context. This is the conceptual basis of cooniealety - The safety of interventions;
primary health care, with person centeredness and fiedplapr ovement of the sensi tli vi
centeredness as core elements [1]. and risk stratification of individuals in that population {pr
prevailing social deteamis of health;
There is strong evidence twnmunityriented primaryA Sustainable financing incentives that reward the creatiljn
health care is a major determinant of effective, efficient, e&feealth rather than the provision of interventions.
health care, with concomitaneffestiveness. This makes
primary health care essential in every health systeRefamdnces.
insight of the mechanisms through wheraté®s, importantl. Maeseneer J de, Weel C van, Daeren L, Leyns C, Dedfat
for further improvement. A major issue is that, althoughjs Boeckxst aens P, Avonts||f D,
clear that persand peopleenteredness, continuity of care,iper sono t o Apeopl eod: t hie [
a comprehensive holistic approach and tstaridimg centered health care. Int J Person Centered Medicirfe
relation of trust are essential determinants ofitit@ses 2012; 2: 66314.
[2], insight in how this works is scant. And this limits Zurttaer Weel C. Primary Health Care and Family Medicinefat
improvement of primary health care. the Core of Health Care: Challenges and Priorities in H
to Further fingthen Their Potential. Front. Med. doi:

From this priorities for research are: 10.3389/fmed.2014.00037
A Understand the mechanisms through which continuity of

care, the relation of trust and other phadtty care

values influence

THE FUTURE OF SHARED DECISION MAKING
Don Kemper (Boise, USA)

Even after three decades of evidence that SDM improges the t h e patient ds a

use. Economic, infrastructure, and mindset barrierpresicisly penalizedclinans fr om encourfmgi
combined to block mainstream use in all but a few hadagn treatment decisions. And, A and iperson

health systems in tt&® &hd elsewhere. skill building opportunities for clinicians are availabte to re

Now, there is good reason to expect a much morebehlpid about the importance of SDM within clinical practice.
advance of SDM due to significant changes in all threeThas@&rchanges plus the dggdecertification of patient

areas. The advances in electronic medical records aredraisiog aids and incentives for their use should cause a ragpid

it easier both to send a patient decision aid to a gpatienegpansion in the use of SDM over the next five years.

PlenaryClosing Session

THE WINDS OF CHANGE: THE ESSENTIAL ROLE OF PRIMARY CARE AND FAMILYEVINBCINE IN ME
THE CHANGING HEALTHCARE NEEDS OF SOCIETY
Ruth Wilson (Kingston, Canada)

Primary care and family medicine are the backbonemmfr@nresponsive to the needs of peoplengasalto
effective health care system. Health care systems whielehiaving this vision, and family medicine's response to th¢fse
strong primary care, including the contributionsy of dlaatiénges will be addressed.

medicine, have better outcomes at less cost. They are also

able to mitigate the adverse effects of social inequiBefemdnces:

consequent adverse effects on health. Characteristics of family

persorcentrd, providing  <@udination,  continuitySystems: A guidebook from the World Organization of Farjfily
communitigased, wholistic services. Countries arounddab®ors, Second Editi®BN: 9781846195549

world are expanding their primary care and family mBdigiiseed: June 2013 Radcliffe

workforces. Director General Dr. Margaret Chan of theedittitCMichael Kidd

has stated that pimascateéesdglet h system where

backbone and family doctors are the bedrock delivers fhieebest Barbara Starfield Collection. WONCA
health outcomes, at the lowest cost, and with the greatbstpuseww.globalfamilydoctor.com/Internationallssues/Barbifira
satisfactionfA. The rati ortafieddadpor structuring heal't S
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Title of event: 8" Geneva Conference on Person Centered Primary Health Care
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Please use this form to mark your attendance at ICPCM-CPDP approved sessions and add up
at the end the number of credits earned. One credit is equivalent to 60 minutes of approved
learning experience. After the event, complete and sign this form, scan it and e-mail it to
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Dates
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Periods

Session Titles

Session times and
credits earned

Check-off
attendance

27.04.2015

8:45 -9:15

Keynote presentation 1

30 minutes, 0.50

9:15-10:15

Plenary Symposium 1

60 minutes, 1.00

10:45-12:15

Plenary Symposium 2

90 minutes, 1.50

1:15-2:45

Parallel session 1(A)

90 minutes 1.50

Parallel session 1(B)

90 minutes 1.50

3:00-4:30

Parallel session 2 (A)

90 minutes 1.50

Parallel session 2 (B)

90 minutes 1.50

28.04.2015

9:00-10:30

Plenary symposium 3

90 minutes 1.50

10:45-12:15

Plenary symposium 4

90 minutes 1.50

1:15-2:45

Parallel session 3 (A)

90 minutes 1.50

Parallel session 3 (B)

90 minutes 1.50

3:00-4:30

Parallel session 4 (A)

90 minutes 1.50

Parallel session 4 (B)

90 minutes 1.50

4:45-6:15

Parallel session 5 (A)

90 minutes 1.50

Parallel session 5 (B)

90 minutes 1.50

29.04.2015

8:30 -9:00

Keynote presentation 2

30 minutes 0.50

9:00 -10:30

Plenary session 5

90 minutes 1.50

10:45-11:45

Plenary Closing Session

60 minutes 1.00

12:00 -2:00

WHO Special Session

120 minutes 2.00

Total Credits Earned (Maximum: 18.50) :

Name: -

Email:

Signature:
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