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Health systems have transitioned, over the past few

decades, from an era of expansion to an era of cost-

containment and, more recently, an era of outcomes.1

Scarce resources and an ever-increasing number of

healthcare innovations have resulted in the introduction

of evaluation methods and mechanisms to prioritise

the adoption of more effective interventions for achiev-

ing the desired outcomes. For primary care outcomes,
it is more relevant to assess effectiveness jointly with

quality. To that effect, the Institute of Medicine (IOM)

has defined quality as ‘the degree to which health care

services for individuals and populations increase the

likelihood of desired outcomes and are consistent with

current professional knowledge’.2 This emphasised

the central role of the patient and expanded upon

the notion of desirable outcomes two decades later:

the health care system should define safety, effectiveness,

patient-centeredness, timeliness, efficiency, and equity using

measures determined by the outcomes patients desire,

although clinicians should not be asked to compromise

their ethical values. Desirable personal health outcomes

include improvement (and prevention of deterioration)

of health status and health-related quality of life, and

management of physical and psychological symptoms.

Desirable outcomes also include attention to interpersonal

aspects of care, such as patients’ concerns and expec-

tations, their sense of dignity, their participation in

decision making, and in some cases reduced burden on

family and caregivers and spiritual well-being. Such

outcomes can be described at both the individual level

(e.g. improvement in individual health status) and the

population level (e.g. reduced aggregate burden of illness

and injury in a population).3

It is apparent from this expanded definition of desir-

able outcomes, that quality in healthcare can only be

achieved through integrated care-delivery models,

with a strong focus on promotion and prevention and

well-developed, interdisciplinary primary care, and

with general practice serving as the ‘bedrock’ of the

healthcare system.4 In addition to IOM, the World

Health Organization (WHO) has highlighted the im-

portance of focusing on health systems as a whole, and

on the quality of the outcomes they produce, further
noting that the principles of quality management are

largely identical, independent of the country in which

they are applied.5 For this very reason, Quality in

Primary Care has embarked on publishing a series of

papers in which frameworks and tools for quality

improvement in primary care are being critically

examined;6 various aspects, such as the quality com-

ponents of clinical governance, including evidence-
based practice, clinical audit, risk management, mech-

anisms to monitor the outcome of care and lifelong

learning, were recently highlighted, when the political

dimension for quality improvement was reported

upon in the last Editorial of Quality in Primary Care.

Quality in primary care at a time
of crisis: an existing or foregone
opportunity?

We are living in an ever-changing world in which the

effects of the financial crisis that has taken over Europe

during the past few years raise questions about its

impact on quality in primary care. There have been

many papers in the literature reporting on the various
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effects of the global financial crisis of the last 10 years

as the loss of operational financial resources, com-

bined with increasing unemployment and a steep rise

in the cost of medicines, placed unprecedented press-

ure on healthcare systems.7–12 There are even papers

assessing whether the crisis may be a good thing: a
comparison of health-compromising versus health-

promoting behaviours stemming from the crisis in the

case of Iceland highlights the increase in health-

promoting behaviours, such as a reduction in alcohol

and tobacco consumption, noting, nonetheless, that

these effects are largely determined by price increases.13

Thus, despite a number of reports, numerous ques-

tions remain on how quality improvement could be
achieved in the context of austerity and within the

rapidly changing sociopolitical and economic envir-

onment and the highly divergent cultural and contextual

factors at play in many European countries, including

those that the crisis has affected more gravely: Greece,

Spain, Portugal, Italy and Ireland. Despite potential

commonalities in these countries, where primary care

was underdeveloped to varying degrees in comparison
with countries like the United Kingdom (UK), the

Netherlands and Scandinavia, it is important to note

that the effect of the crisis can vary greatly depending

on the degree of development of existing care and

support structures and mechanisms; for example,

whether outreach efforts utilising community and

human resources for prevention and promotion had

already been established, or whether national illness
prevention and health promotion programmes were

already implemented, in other words, the point in

time when the crisis ‘hit’ a particular country and the

corresponding, existing, degree of reform its primary

care system had already undergone modulated the

effect of the crisis.

Primary care physicians and the clinical practice of

primary care comprising first contact, longitudinality
(care over time), comprehensiveness and co-ordi-

nation have also been considered an effective means

to reduce health inequalities.14 The financial crisis has

had a serious effect on all the fundamental com-

ponents of primary care and a major question is how

equity can be served. The financial crisis has also had a

serious impact on disadvantaged groups across

Europe, in Greece for example, the period of austerity
has led to incidents of hostility, racism and violence

against immigrants.

It is a period during which many voluntary actions

have appeared in an attempt to alleviate the burden of

disadvantaged groups, while the voices of scientific

consortia, like that of the RESTORE project consor-

tium, have been raised to protect the right to health-

care for all.15 There is ample evidence suggesting that,
coupled with the impact on social life and the increase

in unemployment, and more particularly in youth

unemployment, access inequalities will lead to increased

morbidity and early mortality along with a steep rise in

mental illness and suicidality, particularly in vulnerable

groups.8,16,17 We can also safely assume that these effects

are not transient, but rather longer lasting, and measures

to address them should take this into consideration.

General practitioners (GPs) could be instrumental
in counteracting the particular effects of the crisis in

these groups, but they face additional challenges at

times of crises as familial discord, divorce rates and

violence also increase. There is strong evidence to suggest

that training and supporting primary care physicians

to recognise and treat depression result in decreased

suicide rates.17,18 Consequently, mental healthcare, a

sector in which resources are extremely limited and
inequitably distributed in most low- and middle-

income countries, could be substantially supported

by well-developed primary care.19 Mental health risks

also increase greatly in high-income countries at periods

of economic crisis, with some researchers suggesting

that the only way to effectively prevent mental health

consequences is through ‘accessible and responsive

primary care services support[ing] people at risk’;20

further reports indicate that expanding mental health

services in primary care settings may help in coping

with the increasing number of mental health disorders

in areas strongly hit by the recession.21

Apart of the impact of the financial crisis on quality

in primary care, there have recently been a strong

focus and heated debate on how compromised quality

of care results in serious patient safety issues, as high-
lighted by the Francis report.22 More evidence is needed

on the measures to be adopted and there is a need for

greater transparency in procedures for greater safety.

The National Patient Safety Agency in the UK National

Health Service (NHS) reported on the seven steps to

patient safety in general practice, the first being to

build a safety culture that requires leadership, team-

work accountability, understanding, communication,
awareness of workload pressures and safety systems.23

A recent report from Cretan GPs serving rural areas

highlights the impact of financial crisis on the quantity

and quality of healthcare services and the threats to

patient safety.24

The primary prevention of cancer, which is also tied

to primary care and general practice, can be used as

an example of where the long-term impact of the
financial crisis should be examined in more detail.

Researchers emphasise the importance of primary and

preventive care for this leading cause of mortality, but

go further, indicating that long-term planning can

lead to reduced costs only through the provision of

comprehensive cancer care in an integrated fashion,

with screening programmes, and by utilising synergies

and shared infrastructures at times of crisis.25,26 This
implies the existence of a basic network for the provi-

sion of integrated care, hopefully, benefiting from

national screening programmes.
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Similarly, communicable diseases, which are often

neglected during periods of economic crisis, should be

given particular attention. Vulnerable people repre-

sent a much larger portion of the general population

during an economic downturn, and carry a dispro-

portionately high burden of infection,27,28 exacerbat-
ing inequalities and reducing the overall quality of care

of any particular care system.

Researchers further emphasise an element of quality

that is often neglected, that of sustainability in terms of

both financial and human resources.27,28 According to

a recent report from the King’s Fund, sustainability

should be considered ‘an essential dimension of quality

akin to equity or accessibility, with mechanisms to
monitor and hold the system to account for its envir-

onmental performance. Transformation [needed] should

also involve services organized in new ways, with dif-

ferent components of care integrated more closely’.29

How do all of these factors interact to affect the

quality of healthcare services? It is known that un-

insured people consume fewer primary care services

and this leads to a lack of continuity of care. Poor
disease management thus exacerbates inequalities

in healthcare provision. Barriers in access, either to

healthcare services or medicines, can result in inap-

propriate treatment, thus compromising patient safety.

Research from Italy indicates that there are common-

alities, despite regional heterogeneity: priority should

be given to promoting actions to counter reduced care

demand and compromised access to prevention in
vulnerable or uninsured groups.30 The economic crisis

also compromises the physician response to the in-

creasing health needs of the population because it

reduces the financial incentives provided, dispropor-

tionately augments workload and adversely affects

professional or academic careers. Physicians and patients

turn to more opportunistic and acute healthcare con-

sumption and provision with greater use of urgent
services; patient behaviour can inadvertently become

a central theme in the patient consultation.

How can all of these impacts and effects of the

financial crisis be discussed and addressed? Barbara

Starfield’s work supported focusing on meeting people’s

needs as expressed in their own terms and by them,

rather than by professionals.14 Patient experience is of

paramount importance for high-quality outcomes.
The voice of both patients and physicians appears to

be neglected under the pressing conditions imposed

by the financial crisis. Greece presents such a situation,

where primary care remains fragmented and general

practice lacks support, the necessary financial and

human resources and an absence of standards, even

prior to the financial crisis.31,32 It is important to

remember, however, that although the patients’ own
assessment of quality is essential to measuring primary

care quality, it cannot replace the need for records-

based measures of good clinical practice.33

This Editorial raises questions on a number of issues

that have been brought about by the financial crisis

and its implications for quality delivery. The extent to

which this painful period may ultimately prove to be

an opportunity for the introduction of interventions

that will achieve high-quality integrated primary care
remains to be seen. However, all the ingredients to

build and implement standards of quality and patient

safety, and to establish the right indicators to measure

the successful implementation of interventions, are

lacking in most European settings affected by the

financial crisis. A final question, which has been much

less examined, is how feasible is it to change the

existing practice culture to respond to the crisis and
the challenges it poses? A recently published paper,

with a focus on the Greek case, discusses the essential

elements of a primary healthcare reform that should

follow the economic crisis, but more research focusing

on the transferability of interventions and evidence-

based reform measures are required.34

A shift in the healthcare system to primary care is

also a frequent political statement, but there are many
questions to be answered when such a policy is intended

for implementation in countries where, even prior to

the crisis, primary care was underdeveloped and often

ineffective, with lack of continuity and integration

being majors issues. Decision-makers and politicians

should, of course, be informed by relevant research

and scientific expertise; the mix of primary care and

high technology is bound to keep changing as the two
become more intertwined, making health technology

assessment and appraisal much more complex.

Patients and physicians can do a lot to contribute

towards a professional and public mandate in the

direction of improved quality. A fundamental shift

in the level of public engagement in health is key for

people to learn how to use primary care and self-care

more effectively and efficiently, and to allow for large
gains to be made in the longer term by refocusing

health services towards prevention, health promotion

and early detection, as recently highlighted by the

Wanless report.35 It is clear that the financial crisis

requires the voice of both GPs and patients in a

concerted effort to establish and maintain standards

of quality of care. It is, therefore, perhaps more rele-

vant than ever before to reflect upon the words of
Avedis Donabedian:36

I believe, with a passion, that, at heart, the best interests of

healthcare practitioners and consumers are congruent

and that the political system will be the most responsible

to quality enhancement when healthcare professionals

and consumers present a united front. It is, therefore,

necessary that individual practitioners be always com-

pletely open and truthful with their patients about the

ways in which public policy shapes what they are able to

do. How else could patients act intelligently in their other

role: as citizens in a democracy?
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