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Practicig EBM involves integrating individual clinical expertise 

with the best available external clinical evidence from 

systematic research. 

 

Clinical guidelines are user-friendly statements that bring 

together the best external evidence and other knowledge 

necessary for decision-making about a specific health 

problem. 
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Advantages 

 Provide guidance, a consistant basis for decision-making 

 Practical framework for common problems, chronic diseases 

 Summarize the available research evidence 

 Can be used as a basis for continuing medical education 

 Can aid cost-effective use of limited resources 

 Facilitate the audit-cycle 

 

Disadvantages 

 Poor quality guidelines can reinforce poor practice 

 Lack of relevance of the guidelines in primary care 

 Tendency to uniformity 

 Resistance to change 

 Increases risk of litigation 

 Cost – they are time consuming to develop and update 

 Guidelines that are not user-friendly will not be used 
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 The systematic critical analysis of quality of health care. Its purpose is to 
appraise current practice (What is happening?) by measuring it against 
preselected standards (What should be happening?) to identify and implement 
areas for change (What changes are needed?) and thus improve 
performance. 

 

The audit cycle 

 Choosing a topic Any practice matter – clinical or administrative 

 Choosing criteria Specific statements of what should be happening: ‘gold 
standard’ care, evidence based criteria 

 Setting standards Minimum levels of acceptable performance for a criterion, set 
realistic standards, e.g. standards achieved by other practices, or that of previous 
audits 

 Observing practice Collect information from the computer, medical records, 
questionnaires 

 Comparing results with standards Why standards haven’t been met? What 
should be done? 

 Identify changes needed 

 Implement change 

 Monitor the effects of change 

                                      University of Debrecen               

                                     Faculty of Public Health  

          Department of Family and Occupational Medicine 

Audit 



5 

     

 Good communication is essential for all aspects of GP’s work. 

Consultation is the cornerstone of general practice. 

 

 Patient-centredness in which the patient’s viewpoint is considered and 

integrated into the diagnosis and decision making process. It improves patient 

satisfaction and health outcomes. 

 Length: average length is 7 min in the UK. 

 Time-keeping: start on time, make appointments long enough, book double 

appointments for difficult problems, break difficult or multiple problems up into 

chunks. 

 Potential barriers to effective communication: lack of time, language 

problems, differing gender, age, ethnic or social backgroung of doctor and 

patient, sensitive issues to address, prior difficult meetings, lack of trust. 
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 The consultation has been extensively studied. 

 

 Traditional medical model: history taking, examination, investigation, diagnosis, 

treatment, follow-up. 

 

 Byrne and Long 1976: doctor establishes a relationship with the patient, 

discovers the reason for attendance, conducts verbal and physical examination, 

they consider the condition, doctor details treatment and investigation, 

consultation is terminated. 

 

 Pendleton 1984: The doctor’s tasks: define the reason for attendance, consider 

other problems (continuing problems and risk factors), choose an appropriate 

action for each problem (involves negotiation), achieve a shared understanding of 

the problem, involve the patient in the management, use time and resources 

appropriately, establish and maintain a relationship. 

 
                                      University of Debrecen               

                                     Faculty of Public Health  

          Department of Family and Occupational Medicine 

Consultation models 



7 

     

 Points to consider when taking a history of pain: 

 

 S Site of pain Where? 

 O Onset When and how did it start? What started it? Change  over time? 

 C Character of pain type of pain – burning, shooting, stabbing, dull  

    Pattern of pain – colicky, constant 

 R Radiation Does the pain go anywhere else? 

 A Associated features Are there any skin or joint changes  bruising, redness or 
  swelling? Numbness where pain felt? 

 T Timing/pattern Is it worse at any ime of day? Is it  associated with any particular 
  activities e.g. movement,  urination, eating, passing stool, coughing? 

 E Exacerbating and relieving factors 

 S Severity Record, especially if the pain is chronic to  measure change over time, 
  patient diary (pain intensity 1- 10, interference with sleep or usual activities, pain 
  relief) 
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 In all diseases, the goal is prevention. 

 

Definitions 

 Primary prevention: Prevention of disease occurrence (e.g. immunization) 

 Secondary prevention: Controlling disease in early form (e.g. carcinoma in situ, 

screening) 

 Tertiary prevention: Prevention of complications once the disease is present (e.g. 

diabetes) 

 

Screening: The ability to diagnose and treat a potentially serious condition at an early stage 
when it is still treatable. An ideal screening test must pick up all those who have the 
disease (have high sensitivity) and must exclude those who do not (high specificity). It 
must detect only those who have the disease (high positive predictive value) and should 
exclude only those who do not have the disease (high negative predictive value). 
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 Disease 

Present Absent 

 

  Positive true positive false positive 

Test       (a)         (b) 

  Negative false negative true negative 

         (c)         (d) 

 

Sensitivity=a/(a+c) Negative predictive value=d/(c+d) 

 

Specificity=d/(b+d) Positive predictive value=a/(a+b) 
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 The condition being screened for is an important health problem. 

 Natural history of the condition is well understood.  

 There is a detectable early stage. 

 Treatment at early stage is of > benefit than treatment at late stage. 

 There is a suitable test to detect early stage disease. 

 The test is acceptable to the target population. 

 Intervals for repeating the test have been determined. 

 Risks, both physical and psychological, are < benefits. 

 Costs are worthwhile in relation to benefits gained. 
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  Cervical cancer screening prevents ~1000-4000 deaths/y in the UK from 

squamous cell cancer of the cervix.  

  Pap smear test is routinelly offerd to all women age 25-64y who are sexually 

active. Frequency of screening depends on age: 25-49y 3 yearly interval 

         49-64y 5 yearly interval 

 Breast cancer : stage I tumours – 5y survival 84%, stage IV tumours – 5y 

survival 18% 

  Women >50y: two-view mammographic screening is available to women aged 

50-70y every 3y. Older women can also request screening.. 70-80% of 

screening-detected cancers have good prognosis. 

  High risk women <50y:women with a family history of breast cancer should be 

screened aged 40-49y. MRI surveillance is offered to women known to have 

genetic mutation 
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 Colon cancer: Patients presenting with tumour confined to the bowel wall have >90% long-
term survival.Without screening, most tumours are detected at advanced stages and 
overall 5y survival is ~40%. 

  Faecal occult blood (FOB) test : kits are sent every 2y to all patients aged 60-69y, 
above 70y they can also request tests. 

  If 60% of those aged 60-69y do the FOB test 1200 deaths can be prevented each year. 

  If a patient has one first degree relative with colorectal cancer, risk is 2-3x lager, in these 
cases colonoscopy is offered once in every 5y. 

 Antenatal screening:  

  Pre-pregnancy genetic screening: risk assessment 

  Basic screening tests: blood group, antibody screening, urine screening for proteinuria, 
rubella susceptibility, hepatitis B status, HIV status, combined screen 

  Ultrasound scan: early USS at 11-13wk, high resolution anomaly scan at 18-20wk 

  Chorionic villus sampling: at 11-12wk, 2% miscarry 

  Amniocentesis: At>15wk , 1% miscarry 
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 Neonatal bloodspot: PKU (phenylketonuria), CHT (congenital hypothyroidism), 

CF (cystic fibrosis) 

 Neonatal hearing 

 Child health survaillance: to discover physical developmental or behaviour 

problems as early as possible 

 Diabetic retinopathy: most common cause of blindness in people of working 

age in industrialized countries (risk >20x compared with non-diabetic) 

 Chlamydia:major cause of pelvic pain and infertility in women 

  Young people aged 16-24y, self-test kits, decreases the prevalence and 

incidence of pelvic inflammatory disease. 
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Benefits 

 Improved prognosis for some cases detected by screening 

 Less radical treatment for some early cases 

 Reassurance for those with negative test results 

 Increased information on natural history of disease and benefits of treatment at early stage 

 

Diasadvantages 

 Longer morbidity in cases where prognosis is unaltered 

 Overtreatment of questionable abnormalities 

 False reassurance for those with false-negative results 

 Anxiety and sometimes morbidity for those with false-positive results 

 Unnecessary intervention for those with false-positive results 

 Hazards of the screening test 
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Source: Loeppke R, Taitel M, Richling D, Parry T, Kessler RC, Hymel P, Konicki D. Health and productivity as a business strategy. J Occup 

Environ Med 2007; 49(7):712-21. These data were obtained from medical and pharmacy claims data over 12 months from four companies, and 

included about 58,000 employees. Survey data about health and work performance were obtained from about 15,000 of these. The 27 most 

common conditions were selected and recorded if they were the primary diagnosis on the claims form. This chart identifies the top ten health 

conditions occurring on medical claims and pharmacy claims. Conditions costing the most in terms of medical and pharmacy costs are in the left 

column; all but two are conventional biomedical diagnoses. The middle column shows that the most costly conditions in terms of lost productivity 

are primarily symptoms or signs; only three are conventional diagnoses. Lost productivity costs were more than four times medical and 

pharmacy costs. As a result, total costs reflected the occurrence of symptoms and signs rather than conventional medical conditions. That is, 

the mostly costly problems to employers are people’s problems, not their diagnoses. 
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The challenges in primary care practice are person-focused rather than disease-focused. Most people have more than 

one health problem, increasingly as they age. Therefore, attention to health needs in primary care requires an 

awareness of the simultaneous presence of more than one health problem, which must be taken into account in 

providing person-focused care, at the very least in order to avoid conflicting management strategies. 
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Source: Thorpe KE, Florence CS, Howard DH, Joski P. The rising prevalence of treated disease: effects on private health insurance spending. 

Health Aff 2005; W5: 317-25 (http://content.healthaffairs.org/cgi/reprint/hlthaff.w5.317v1). With progressively decreasing thresholds for 

diagnosis of disease, and possibly with real increases in some diseases, the prevalence of diseases under treatment is increasing rapidly 

throughout the world. This chart shows the very large increases in prevalence of particular diseases in the US in the fifteen years between 1987 

and 2002. As this information comes from populations with private insurance, the estimates of prevalence undoubtedly understate the true 

prevalence of disease in the entire population, as people without insurance have more illness. In five of the 10 conditions, the prevalence has 

more than doubled in the fifteen years; in the case of hyperlipidemia, the prevalence has increased over four-fold. Thus, at the same time that 

mortality rates have been increasing, the treated prevalence of major illnesses has been increasing. 45 

http://content.healthaffairs.org/cgi/reprint/hlthaff.w5.317v1


Socially disadvantaged people are more likely to have a large number of different diagnoses as compared with those who are more socially 

advantaged. This diagram shows that those enrolled in community health clinics for low-income people in the US are at least 3 times more likely 

to have more than 5 different types of diagnoses in a year. As socially disadvantaged people are less likely to receive adequate health care, the 

greater health disadvantage shown in this diagram is likely to be an underestimation of the increased morbidity among socially disadvantaged 

people. 
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The data in this chart, based on experiences in the United States, show that the best predictor of subsequent costs of care is the ACG morbidity 

burden measure (number of different types of diagnosed morbidity – ADGS – or number of different types of serious (major) morbidity types). 

Neither hospitalization nor costs in the prior year predicted subsequent resource use as well as the morbidity measure. (Not shown is the ACG 

measure of combinations of types of morbidity – which does as well or better for uses of the ACG system that concern utilization of different 

types of morbidity and prediction of subsequent morbidity.) 
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This graph, concerning people of age 65 and over in the US, shows that rates of hospitalization for causes that should be preventable by good 

primary care, rates of complications during hospitalization, and costs of care increase rapidly with increases in comorbidity (as measured by the 

number of types of chronic condition per person). That is, comorbidity is associated with higher costs, higher hospitalization for preventable 

conditions, and more adverse effects. Source: Wolff JL, Starfield B, Anderson G. Prevalence, expenditures, and complications of multiple 

chronic conditions in the elderly. Arch Intern Med 2002; 162(20):2269-2276. 
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This diagram shows that as comorbidity increases, so does the likelihood of a repeat diagnosis of urinary tract infection (UTI) (which is generally 

not considered a chronic disease) in the year after a previous diagnosis. Those with a diagnosis of UTI in one year are not very likely to have it 

diagnosed in the subsequent year if they have little or no comorbidity, but are more likely to have a repeat diagnosis with increasing comorbidity. 

The same is the case for other conditions. That is, persistence of a health condition is more likely in the presence of other health conditions. 
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These data, from one province in Canada, show that there is little difference in resource use for people with only acute conditions, people with 

any chronic conditions, or people with only serious chronic conditions when the morbidity burden is the same. However, increasingly higher 

morbidity burden (i.e., more multimorbidity) is associated with progressively higher resource use, and the increase is the same regardless of the 

type of diagnosis (acute, chronic, major chronic). Chronic conditions alone do not, by themselves, imply high need for resources. Source: 

Broemeling A-M, Watson D, Black C. Chronic Conditions and Comorbidity among Residents of British Columbia. Vancouver, BC: University of 

British Columbia, 2005. 
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Calculated from Table 2 in Sibley LM, Moineddin R, Agha MM, Glazier RH. Risk adjustment using administrative data-based and survey-derived 

methods for explaining physician utilization. Med Care 2010;48:175-82. In a study of adults of ages 20-79 seen over a two-year period, the 

number of different types of morbidity was the leading influence on both the number of primary care and specialist visits. The second most 

important influence was the extent of morbidity, that is, the pattern of different combinations of different kinds of diagnoses as reflected in 

resource use. Other influences were weaker. 
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