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Hogne Sandvik, Bystein Hetlevik, Jesper Blinkenberg and Steinar Hunskaar

Continuity in general practice as predictor of mortality,

acute hospitalisation, and use of out-of-hours care:

a registry-based observational study in Norway
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Expérimentation du Temps Partagé Solidaire pour contribuer
a lI'accés aux soins primaires dans les zones sous-denses.

Contextualisation : Avec 17% d'illectronisme dans la population, la santé numérique n'est pas une solution dans
la crise de |'acces aux soins. Cette impasse nous oblige a repenser notre organisation, pour y trouver une réponse
humaniste et de proximité. Puisqu'on ne peut pas demander beaucoup de contraintes a3 peu de médecins,
pourguoi ne pas demander peu de contraintes, mais a beaucoup de médecins ? La solidarité des médecins
généralistes vis a vis de cette population précarisée est un levier essentiel a mobiliser.

Objectifs : Immédiat : expérimenter le temps partagé solidaire. A moyen terme : créer un réseau de 150 centres
médicaux animés par un collectif national de médecins généralistes solidaires, qui consacrent une semaine de
leur agenda médical a cette activité, en marge

Méthodes : Nous avons créé un centre de santé dans un village rural qui n'avait plus de médecin depuis deux
ans. Nous avons embauché une coordinatrice, née dans le village, qui est en charge de la gestion du centre et du
planning, ainsi que de I'accueil des médecins. Ces derniers sont logés dans un gite, un véhicule leur est mis a
disposition, et le centre est totalement équipé. Les médecins sont recrutés par différents canaux, avec la
solidarité comme levier principal d'adhésion.

Résultats obtenus ou attendus : Le planning des médecins est complet Le centre médical permet chaque semaine
a 125 patients de retrouver un accés aux soins proche de chez eux. 52 médecins généralistes vont se relayer
pendant toute I'année, afin de garantir une permanence des soins.

Discussion : L'enjeu est de garantir aux patients une continuité de soins malgré la prise en charge pluri-médicale.
Le développement d'outils numériques, le role de la coordinatrice, la sensibilisation des praticiens, la tracabilité
et la transmission des dossiers en sont les axes principaux. Cette inovation permet de créer un nouveau flux
médical dans un village. Cela permet a de jeunes médecins de faire |'expérience de l'exercice dans ce territoire,
et de s'y projetter éventuellement, favorisant ainsi la possibilité d'une installation.

Conclusion et perspectives : Le projet est viable. Il ne reste qu'a le déployer. Si 10% des médecins participent,
nous pouvons ouvrir 150 centres.

= Samedi a 10h45, Salle 242B, Martial JARDEL
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QUANTITATIVE RESEARCH

Predictors of Canadian Physicians’ Prevention Counseling Practices

Erica Frank, »MD, MPH,** Carolina Segura, MD,' Hui Shen, rhb,' Erica Oberg, N0, MPH*

ABSTRACT

‘Objective: To understand predictors of Canadian physicians’ presention counseling practices.
Methods: A naticnal msiled survey of a random sample of Canadian physicians conducted Movernber 2007 -bay 2008,

Results: Primary care physicians (n=3,213) responded to the survey (41% response rate); those with better persanal bealth habits, female phiysicians,
and physicians aged 45-64 years ofd were mare lkely to report “usualhy/alvays® counsding patients than did others, but there were ne significant
dilfereres by provinge, angin of ane's MD degrée, or practice location, There was a clear and consistent relationshig between personal and ciinical
preventian practices: non-smakers were significantly mare likely to report counselng patients an smaking cessation; those wha drank alcohal ke
Trequsen iy, drank |Coser quﬂl’“lﬁi ar NWE‘]‘!& alten were more likely (o counsel on alkahol; those %EKlill’lg miore 1o counsel PM}QI'IES e AL
exercise; those eating mare fruils and vegetables to counsel patients meare aften abowt nutntion; and those with lower weight were mare Bkely to
coursel shoul nuetition, weight o exencise, Prysicians wh stronghy agnesd or agreed that “they will perdorm better counseling il they have healthy
habits” averaged higher rates af counseling (p=c.001).

‘Concluslons: Personal characteristics of Canadian physicians help predict prevention counseling. These data suggest that by encouraging physicians o
b reabthy, v can improese haallly habits amvorg their patients - an innovatie, bereficent, evidence-haded approach to encouraging physidans o

coursel patients about prevertion.

Key words: Physician; health; health education; counseling; patient counseling; Canada; prevention

La peaadfuction du sisumi s s e Tin de Fartick.

tisa health pedicy goal across North America to increase the pro-

portkon of persons appopriately counseled about health behav-

bours. ™ Spane literature from outside Canada has suggested that
one way to promote counseling may be to encourage physicians to
have healthier personal practices, as doctors may “preach what we
practice”.” However, this personal—clinical relationship has only
been reasonably well establishes] in the United Stabes,™ a country
that Is socko-culturally similar to Canada but with a very different
health system. We therefore had two questions to investigate: 1)
whether this personal-clinical relationship held in a second coun-
try (or whether there were unusual factors in the US that created
this relationship), and 2} specifically whether the personal-clinical
relationship was a function of the peculiarities of the U system or
could be found In a system with universal access, We investigated
these questions with a large survey of Canadian physicians.

METHODS

Orur survey was developed in oollaboration with the Canadian Med-
Ical Association (CMA), with input from the Assoclation of Facul-
ties of Medicine of Canada, Physician Health Program of British
Columbia, Canadian Assoclation of Intems and Hesidents, Cana-
dian Physician Health Metwork, the College of Family Physcians of
Canada, and the Royal College of Phiysiclans and Surgeons of Cana-
da. Ethical approval was obtained from the University of British
Columbia

Prior to distribution, the survey was promoted in several CydA-
related venues, and the protocol was piloted and University of
British Columbia Insttutional Beview Board -approved. We sent the
questionnaires and cover letters to 8,100 mndomly selected physi-

290 REVUE CANADIEMME DE SANTE PUBLIGUE = VOL 101, MO, §

Cove [ Pubsic Health 210 05100 (5 390-95.

wlans, excluding residents ancd retired physicians. From the origi-
nial mailing list, 166 physickans had no known mailing sddress, or
were retined, residents, or working abroad; eliminating these cases
reduced the original study population to 7,934,

All materials were available in English and French. The initial
survey mallimg (late November 20075 and first follow-up mailing
[micl-Decembrer 2007} were sent to the entire sample of 7934 physi-
clans. A reminder e-mall was sent (where e-mall addresses were
available) in January 2008, followesd by a thind survey mailing to all
non-responders, and a fourth follow-up to British Columbia physi-
ciams in March 2008, Survey responses were acoepted until May
2008, To ensure anonymity, an external third party created a blind-
e system. As an incentive, all ssmpled physicians could partici-
pate In a draw for two §1,000 prizes,
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