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A€10A0ynon tns No10TNTAS TNS 1ATPIKNS

Ka1 vOoOnAEUTIKNS ppovtibas otis veoouotates
povades NMAOY (TOMY) otnv EANGba péow

TNS ANOtUNWonNs twWV EUNEIPINV TWV aoBevwv

Olupnia Kwvaotavtakonouiou, Adevn KaiteAibou, Mérpos FaAdvns, ONya Ziokou,

EBvik6 ka1 Kanobiotpiakd Mavemaotiuio ABrvas

XapdAapnos Orkovépou, lMdvigio MNavemaotiuio Kovwvikawy kar MoAitkwv Emotnuav

ABSTRACT

Primary Health Care (PHC) is an integral part
of both a country's health system and of the
overall social and economic development of
the community. In Greece, in an effort to
improve the provision of the PHC services
on a national level, the Ministry of Health
established the first Local Health Units
(TOMYs) in December 2017. These new PHC
units aimed to contribute to the provision of
quality primary care services to citizens, while
at the same time favoring the health system
by improving the health of the population
and helping to reduce health costs. Within
this context, it is important for patients/PHC
services' recipients to be able to evaluate their
experiences, as accumulated during their
visits at these new health PHC structures. The
aim of this paper was to evaluate the quality
of medical and nursing care in the newly
established PHC units (TOMYs) in Greece,
using patient experience measures.

KEY WORDS: Patient experiences, Primary
Health Care (PHC), TOMYs, Greece.

MEPIAHWH

H MpwrtoBd&Buia ®povtida Yyeias (MOY) anotehef
avanéonaoto PéPos ToU oUCTNAaToS uyeias kéBe
XWPAS KA1 TS CUVONKNS KOTVWVIKAS KA1 01KOVO-
UIKNS avanwéns s kowvotntas. Ly EAGda, 1o
Ynoupyeio Yyeias, o€ uia npoondBeia BeAtiwons
s napoxns unnpeoiv MY ge eBvikd eninedo,
idpuoe 10 AekéuBpio tou 2017 us npdtes Tom-
kés Movades Yyeias (TOMY). Autés o1 vées pova-
bes MDY anookonoUoav otnv NAPOXN NOIOTUKMY
unnpeaiv MAY npos tous Nohites, BeAudvovtas
v uyeia tou NAnBuopou kar cupBdMovias ot
peiwon twv danavav yia v uyeia. e autd 1o
nAafolo, efval onpavukd o1 aoBeveis/Antes twv
unnpeoidv MNOY va pnopolv va ag§iohoyolv s
EUNEIPiES TOUS, OMWS OCUCOWPEUOVIAl KAtd tn
S18pKEI0 WV EMOKEYPEDY TOUS 0TS VEES AUTES
Sopés MAOY. Ikonds tns AUTAS TNs PEAETNS Atav
n ag§ioAdynon tns No16TNTAS NS 10TPIKAS Kal Vo-
onheutikns @povtidas ous veoolotates Povades
noy (TOMY) otnv EMGba, péow s anotinw-
ONS TWV EYNEIPIDV TWV aoBevV.

NEZEIZ-KAEIAIA: Eungipies aoBevav, MpwtoBab-
tha ®povtida Yyeias (MOY), TOMY, EMGba.
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1. Introduction

P rimary Health Care (PHC) is an important pillar of any health system as it relies on methods
and technologies made accessible to all individuals and their families in the community
through effective participation and at a cost that the community and the country can afford at
any stage. As such, it is an integral part of both a country’s health system and of the overall social
and economic development of the community (WHO, 2018).

In Greece, in an effort to improve the provision of the PHC services on a national level,
the Ministry of Health established the first Local Health Units (TOMYs) in December 2017
(Law 4486/2017). There are now more than 125 units operating throughout the country. The
objective of these units was to provide PHC services of high quality to its assigned target-
populations, as stated in TOMYs aim i.e. to implement health promotion and disease prevention
interventions and actions at a community level (family, workplace, school units, etc), risk
assessment and chronic disease management in collaboration with social care services and
other health and social care bodies. Even though the legal framework provided the general
principles and guidelines needed to carry out this reform, it did not foresee the completion
of the reform, on a technical and economic level (insufficient infrastructure and funding),
while its full implementation encountered major obstacles such as the resistance of doctors to
participate (low level of interest due to the non-satisfactory remuneration provided) and the
non-widespread information of the public so as to provide awareness about its existence and
provisions. Therefore, the chronic weaknesses (inequalities in access due to costs, inefficiencies
and geographical constraints, inadequate funding, fragmentation of service delivery, low
efficiency and poor quality control of services, lack of an effective referral mechanism, lack of
provisions for chronic disease management, mental health, home care, prevention and health
promotion, etc) of the PHC system in Greece still persist.

Based on previous research conducted in various countries, in a PHC-oriented health
system, health expenditure is more easily curtailed due to the reduced use of health services
as inpatient hospitalization rates are lower. Also, indicators related to population health are
positively affected (Garrido, Zentner, Busse 2011, Starfield, Shi & Macinko 2005, Kringos et al.
2015, CORDIS 2015). The development of TOMYs can contribute to the provision of quality
primary care services to citizens, while at the same time favoring the health system by improving
the health of the population and helping to reduce health costs. However, it is also important for
patients/PHC services' recipients to be able to evaluate their experiences, as accumulated during
their visits at these new health PHC structures.

Inrecent decades, users’ experiences, and more generally the measures used for the evaluation
of the health care recipients’ perspective, have been widely employed by health professionals as
a new tool for evaluating the services provided. Patient satisfaction has been proven a valuable
tool for assessing the different dimensions of health care (Ware et al. 1977, Linder - Pelz, 1982),
designing effective health care management strategies (Naidu, 2009) and redesigning the goals
of health services management within the framework of improving their quality. In this context,
patients’ experiences constitute one of the most essential components of the evaluation of the
quality of the health care system and health care services (Chow et al., 2009). These are the
main reasons for which the vast majority of the studies conducted in order to evaluate quality
of services have focused worldwide on measuring patient satisfaction and lately, recording and
evaluating patient experiences. According to the Beryl Institute, user experience is defined as
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“the sum of all the interactions, shaped by the culture of an organization that influences the
perceptions of the user throughout the care provided” (Wolf & Jason 2014). It is common for
users’ experience measures to be confused with satisfaction measures as they both examine the
perspective of the recipients of services, but in fact they constitute two totally separate tools.
Satisfaction is subjective and is largely influenced by factors related to the user himself/herself
and not related to the quality of the services provided, such as their expectations about the
service, their preferences, their health status, gender, age, etc. In contrast, questions about user
experiences are often more objective and specific as the corresponding answers reflect users’
interactions with the respective health care provider and are not influenced by their perceptions
(Coulter, Fitzpatrick & Cornwell 2009, Chen 2015).

The aim of this paper is to evaluate the quality of medical and nursing care in the newly
established PHC units (TOMYs) in Greece, using patient experience measures.

2. Methods
2.1 Measurement tool

A n adapted tool for the TOMYs network was based on the questionnaire for the “Evaluation
of provided healthcare by General Practitioners (GPs)/family doctors (FMs) and other primary
healthcare providers”, a tool that has been already developed and tested for its validity and
reliability and used to identify and evaluate primary health care services users’ experiences at three
levels of PHC (GP practices/FM centres, Health Centres and Hospital Outpatient Departments)
(Economou et al. 2019; Kaitelidou et al, 2019).

The questionnaire was consisted of four (4) distinct sections. The first section included items
on socio-demographic characteristics of the participants and questions regarding their visit to
the unit (number of visits to the TOMY, waiting time for the consultation etc). The second section
(patient experiences’ / patient values’ questionnaire) included items regarding several dimensions
of care (accessibility, continuity and coordination of care, comprehensiveness of care, quality of
medical care, facility amenities evaluation, quality of nursing care and care provided by other
health professionals), while patients were asked to indicate the importance of a statement (third
section), responding to the patient values’ questionnaire, which contained the same questions as
the patient experience questionnaire. Finally, the fourth section included three (3) open-ended
questions (“What gave you positive impressions during your visit today?"”, “According to you
what could the doctor and/or the other health professionals improve?” and “According to you
what could be improved in this ToMY?").

The adapted tool for the TOMYs network was accompanied by an informed consent form
and an informational leaflet/cover letter. The healthcare professionals within the TOMYs network
were also provided with instructions regarding the collection process, inclusion criteria and
contact information with the research team.

2.2 Sample and sampling methodology

The total source population consisted of 96 TOMYs that had been put into full operation up to
September 2018, including ToMYs that had been operating for at least four months. The number
of questionnaires administered per TOMY was estimated upon the responsibility population per
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ToMY. The final study population consisted of 2,620 TOMYs' services' users from 63 TOMYs
(systematic random sampling).

2.3 Eligibility/Inclusion criteria

The sample was drawn from adult patients (18 year and older) who had received care from a
Local Health Unit (TOMY) and the inclusion criteria were consenting individuals (prior to the
completion of the guestionnaire, users of TOMYs' services were asked to offer their consent by
filling in the Informed Consent Form), adults of 18 years or older having just concluded their
consultation with the healthcare professional and exited the examination room. The sample was
drawn irrespective of reason and duration of visit. Also, it was ensured that no condition-specific
or experience-specific user populations were targeted.

Finally, as far as participants with physical and mental disabilities that might interfere with
their ability to understand the questions asked and, therefore, complete the questionnaire is
concerned, it was recommended that field researchers delegated to conduct the survey should
facilitate this group of users/services’ recipients towards the completion of the questionnaire.

2.4 Data collection process

The collection process unfolded as follows:

— Every second consecutive user who had resumed his/her visit was invited to participate in
the study, i.e. the second, fourth, sixth, eighth, and so on.

— The health professional responsible to collect the questionnaires provided a pen to the
participants to complete the questionnaire and was available on-site to answer questions,
in case participants encountered difficulties in completing the questionnaire.

— The completed questionnaires and informed consent forms were placed in opaqgue
envelopes and sent by post to the research team.

2.5 Statistical analysis

Continuous variables are presented as mean, standard deviation, median, minimum value
and maximum value while categorical variables are presented as numbers (percentages). The
Kolmogorov-Smirnov test and Figures (histograms and normal Q-Q plots) were used to test the
normality of the distribution of the continuous variables. Continuous variables followed normal
distribution and parametric methods were used.

Statistical analysis included bivariate and multivariate analyses:

— Firstly, bivariate analyses were conducted and independent samples t-test was applied for
the analysis of group differences within continuous variables. Also, correlation between
continuous variables that followed normal distribution was assessed with Pearson's
correlation coefficient. Correlation between continuous variables that did not follow
normal distribution or between ordinal and continuous variables was assessed with
Spearman’s correlation coefficient.

— Then, multivariate analyses were performed in order to eliminate confounding. Variables
that were significantly different (p<0.20) in bivariate analyses were entered into the
backward stepwise multivariate linear regression analyses with scores as the dependent
variables. Criteria for entry and removal of variables were based on the likelihood ratio
test, with enter and remove limits set at p<0.05 and p>0.10. Multivariate linear regression
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analysis was applied for the control of each potentially confounding of each statistically
significant predictive factor to the others. We estimated adjusted coefficients beta with
95% confidence intervals and p-values.

Missing answers were excluded from the calculations. All tests of statistical significance were
two-tailed, and p-values<0.05 were considered significant. Statistical analysis was performed
with the Statistical Package for Social Sciences software (IBM Corp. Released 2012. IBM SPSS
Statistics for Windows, Version 21.0. Armonk, NY: IBM Corp.).

3. Results
3.1 Socio-demographics

tudy population included 2620 participants (response rate=58.3%) who visited 63 local
health units (ToMYs) from January to March 2019 (response rate=65.6%).
Socio-demographic characteristics of the participants are shown in Table 1. Mean age of the
participants was 53.1 years (SD=15.1) and 26.2% were of more than 65 years old. Two out of three
of the participants were female, while 31.2% had higher education, 22.6% finished high school
and 14.6% had after high school education. The majority of the participants was Greeks (94.0%)
and insured (91.4%) and self-estimated their health status as moderate to excellent (92.4%).
Almost half of the participants had a chronic disease (45.4%) and only 4.7% were disabled.

Table 1: Socio-demographic characteristics of the participants

Characteristic N %
Gender

Male 900 347

Female 1696 65.3
Age 53.1° 15.1°
Nationality

Greek 2454 94.0

Other 157 6.0
Highest level of education

I never finished Primary school 99 3.8

Primary school 449 17.3

Secondary school 272 10.5

High School 587 22.6

After High School education 380 14.6

Higher education 814 31.2
I .am insured

No 224 8.6

Yes 2384 91.4
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I am disabled more than 67%
No 2458 953
Yes 122 47
Self-assessment of health status
Very bad 92 35
Bad 108 4.1
Moderate 690 26.4
Good 1152 44.1
Very good 570 21.8
Chronic disease
None 1406 54.6
One 683 26.5
Two 269 104
More than two 218 8.5
I don't know 0 0.0

2 Mean value, ® Standard deviation

3.2 Participants’ responses regarding their visit

More than two out of three (68.5%) visited this facility at least one time over the last 6 months and
31.5% visited this facility for first time. Most of the participants (86.3%) made an appointment
for their visit and among them 58.5% waited less than a week and 31.7% waited from 1 week to
1 month. More than half of the participants waited for <15 minutes for the consultation (67.9%),
while 21.4% waited for 15-30 minutes and 9.7% waited for 31-60 minutes (Table 2).

Table 2: Participants’ responses regarding their visit
Characteristic N %

Number of visits/consultations at this TOMY over the last 6 months

Once 819 315

2-4 times 1393 53.6

> 5 times 326 125

I don't know/I don’t remember 60 12.5
Did you make an appointment for your visit to this facility?

No 359 13.7

Yes 2261 86.3

How many days did you wait between the appointment and this visit?

I made the appointment earlier today 463 194

I made the appointment yesterday 231 9.7
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I waited less than a week 704 294
I waited from 1 week to 1 month 758 31.7
I waited more than 1 month 171 7.1
I don't know/I don't remember 65 2.7
How long did you wait today for the consultation?
Less than 15 minutes 1638 67.9
15-30 minutes 515 214
31-60 minutes 157 6.5
More than 60 minutes 102 4.2
I don't know/I don't remember 0 0.0

3.3 Patient experience scores

Regarding patients’ experiences, we created six factors (Accessibility, Continuity/coordination
of care, Comprehensiveness of care, Quality of medical care, Facility, Quality of nursing care)
based on previous research, the literature review and the respective theory. Cronbach’s alpha
coefficients for the questionnaire in total was 0.92, while Cronbach’s alpha for the six factors
ranged from 0.61 to 0.88 indicating acceptable to very good reliability.

Descriptive statistics for total experience score and total experience scores on six factors
are presented in Table 3. All mean scores were above the mid-point of the scale (=3) indicating
positive levels of patient experience.

Positive patient experience score concerning the quality of the medical and nursing care was
the highest, followed by the respective scores referred to continuity/coordination of care, facility,
comprehensiveness of care and accessibility.

Table 3: Descriptive statistics for total experience score and total experience
scores on six factors (descending order)

Score Mean value Stapdgrd Median Minimum | Maximum
deviation Value value value
Quality of medical care 4.57 061 5.0 1 5
Quality of nursing care 4.52 061 5.0 1 5
Continuity/coordination of care 4.37 0.69 43 1 5
Facility 4.37 0.72 4.7 1 5
Comprehensiveness of care 4.33 0.77 43 1 5
Accessibility 4.25 0.66 4.3 1 5
Total experience 441 0.52 45 1 5

3.4 Quality of medical and nursing care

Participants’ responses about their experiences regarding the quality of medical and nursing care
are shown in Table 4. All mean values in items was greater than the mid-point of the scale (=3)
indicating positive experience levels.
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3.5 Bivariate and Multivariate Analysis

Bivariate analyses between independent variables and quality of medical care score and quality
of nursing care score are shown in Table 5.

Table 5: Bivariate analyses between independent variables and quality of
medical care score and quality of nursing care score

Quality of medical care score Quality of nursing care score
Independent variable
Mean SD p value Mean SD p value

Gender 0.03a 0.6?

Male 4.54 0.60 4.54 0.59

Female 4.59 0.61 452 0.61
Age 0.09° <0.001° 0.08b 0.001°
Nationality 0.2° 0.05

Greek 4.57 0.60 451 0.60

Other 4.64 0.67 4.63 0.66
Educational level -0.04¢ 0.03¢ -0.02¢ 0.4¢
Insured 0.1° 0.4

Yes 4.58 0.59 4.53 0.59

No 452 0.59 4.49 0.63
Disability 0.8 0.4

No 4.58 0.61 4.52 0.61

Yes 4.56 0.56 4.47 0.58
Self-assessment of health status 0.02c 0.4 0.01c 0.6
Chronic disease 0.5 0.5°

No 4.56 0.61 4.52 0.60

Yes 4.58 0.60 4.53 0.62
Scheduled appointment 0.7° 0.2°

No 4.56 0.65 457 0.63

Yes 4.57 0.60 451 0.60
It)hai)s/sv?se;tween the appointment and 007 0.001¢ -0.03¢ 03¢
Waiting time before the 0.13¢ 0001 | -0.13¢ <0.001¢

2 Student's t-test
®Pearson’s correlation coefficient
<Spearman’s correlation coefficient



[58] KoINQNIKH ZYNOXH KAI ANANTYZH

According to bivariate analyses, 7 independent variables were related with quality of medical
care score (p<0.20) and 4 independent variables were related with quality of nursing care score
(p<0.20), thus we performed multivariate linear regression analyses (Table 6).

Table 6: Multivariate linear regression analyses with quality of medical care
score and quality of nursing care score as the dependent variables

. 20 95% confidence interval for

Independent variable Coefficient beta coefficient beta P value
Dependent variable: Quality of medical care score
\?iiiyts between the appointment and this 0.03 -0.05 t0 -0.009 0.004
Waiting time before the consultation -0.10 -0.13 t0 -0.07 <0.001
Females vs. males 0.08 0.03t00.13 0.002
Age 0.005 0.003 to 0.006 <0.001
Dependent variable: Quality of nursing care score
Waiting time before the consultation -0.09 -0.13 t0 -0.06 <0.001
Age 0.004 0.002 to 0.005 <0.001

According to multivariate linear regression analysis, we found the following:

— Decreased number of days between the appointment and the visit was related with
increased quality of medical care score (p=0.004).

— Decreased waiting time before the consultation was related with increased quality of
medical care score (p<0.001).

— Increased age was related with increased quality of medical care score (p=0.002).

— Females had higher quality of medical care score than males (p<0.001).

— Decreased waiting time before the consultation was related with increased quality of
nursing care score (p<0.001).

— Increased age was related with increased quality of nursing care score (p<0.001).

4. Discussion

he aim of this paper is to evaluate the quality of medical and nursing care in the newly
established PHC units (TOMYs) in Greece, using patient experience measures.

Study population included 2620 participants (response rate=58.3%) who visited 63 local
health units (TOMYs) from January to March 2019 (response rate=65.6%). More than of the
ToMYs' services recipients (26.2%) were more than 65 years old, the majority (65.3%) were
women, almost one out of three had higher education, only 6% were foreigners/migrants, the
majority (91.4%) was insured and self-estimated their health status as moderate to excellent
(92.4%). Almost half of the participants had a chronic disease (45.4%) and only 4.7% were
disabled. As far as the characteristics of their visits is concerned, almost one out of three (31.5%)
visited this facility for first time and more than two out of three visited this facility at least once
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over the last 6 months. Also, most of the participants (86.3%) made an appointment for their
visit, 58.5% waited less than a week and 31.7% waited from 1 week to 1 month, and more than
half of the participants waited for less than 15 minutes for the consultation (67.9%), while 21.4%
waited for 15-30 minutes and 9.7% waited for 31-60 minutes.

In general, the study showed that the users of the TOMYs' services reported positive
experiences at all factors evaluated. All mean scores were above the mid-point of the scale (=3)
indicating positive levels of patient experience, with a mean total experience score of 4.41 (in
a scale from 1 to 5). The quality of medical and nursing care had the highest mean scores (4.57
and 4.52, respectively). Similar studies in PHC units in Greece have revealed that physicians’
scientific training, good behavior, patient involvement and good interpersonal relationships are
associated with an increased level of positive experiences and users’ satisfaction with the quality
of care they receive (Lionis et al. 2017, Pierrakos et al. 2013, Adamakidou 2009). In addition,
in a study among seven European countries on PHC in 2007 (Schoen et al. 2007), services
recipients rated their physicians positively and the majority reported that their doctor listened
carefully to them and explained clearly their situation. These increased quality of care scores,
attributed to health professionals, may indicate a doctor-patient “dependence” relation status
between patients and their physician (Beisecker 1990, Wiles & Higgins 1996, Roter 2000), as it
is anticipated to occur due to the strong therapeutic relation that is often developed amongst
the patients and their physicians.

In our study, increased age was positively related with both quality of medical and nursing
care scores. These results are consistent with the findings of similar studies (Frengidou et al. 2017,
Anagnostopoulou, Siskou & Galanis 2012), which strongly correlate age with levels of positive
patient experiences and satisfaction. In the literature, several explanations have been given for this
association. Older people usually have fewer demands and therefore evaluate the health services
provided more positively. It is also a rather expected finding as the elderly are more frequent users
of the health care services, therefore their evaluations usually mirror the level of the quality of care
provided. In fact, age has a predictive value in patient positive experience and satisfaction levels,
as in the majority of the studies on patient reported experiences and satisfaction, the findings
suggest that older patients tend to report higher levels of positive experiences and satisfaction;
this may be due to the reduced expectations of older patients or their differentiated attitude
(compared to that of younger patients) to their daily routine and life values.

Also, increased number of days between the appointment and visiting and increased
waiting time before the consultation were related with decreased experience scores (concerning
the quality of medical care), and increased waiting time before the consultation was related with
decreased quality of nursing care score. From the above it is clear that prolonged waiting times
are, as expected, negatively related to overall experience ratings. As primary care waiting times
constitute robust and widely-used quality indicators (Kringos et al. 2013, Kringos et al. 2015),
such problems have already been identified in the official evaluation of the primary care system
internationally, and on a national level as well, signifying core areas for quality improvement.
In particular, the lack of a mandatory referral or gatekeeping system tends to lead to a system
infraction with long waiting lists. Consequently, patients wait too long for physicians, and health
professionals, in general, who do not know their medical history and who are overwhelmed by
the number of patients. In order to achieve sustainable accessibility to health services, patients’
request for appointments in relation with the physicians ability to make appointments must be
revisited; patients’ request for appointments cannot be permanently greater than the physicians
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ability to make appointments (Murray & Berwick 2003). A key priority is to support GPs to manage
problems that can be resolved within the community and the PHC system and not transferred to
hospital care (Groenewegen & Jurgutis 2013).

However, there are several study restrictions that must be further taken under consideration.
This study took place in the beginning of the TOMYs' operation, therefore accessibility and short
waiting times were to be expected, as the public did not have the adequate information about
their existence and the provided services, and health professionals could be longer engaged to
each patient/user recipient individually, a reason explaining the high ratings regarding the quality
of medical and nursing care provided. Nevertheless, these positive findings must be further
pursued so as for these units to uphold to their stated objective and mission.

5. Conclusions

O ur study highlights the importance of the increased levels of medical and nursing care for the
patient and its relation with positive experiences. Given these findings, both policy makers
and health professionals, in particular those working in PHC units, should work towards enhancing
patient-centered care, both in formulating and implementing corresponding strategic options
and recommendations and in the continuous professional education of health professionals, but
also in patients’ empowerment for active participation, as reflected in their involvement in the
evaluation of services provided by investigating their experiences.

Several studies have documented that patients with active participation in their care
systematically report more positive experiences and present better health outcomes than patients
with less active participation, not even considering the decrease in health spending that can be
achieved via this positive interface, since the evaluation of patients experiences seems to be an
important tool directly related to the quality, safety and effectiveness for the PHC system.
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