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These citations have been derived from PubMed.

ACCESS TO CARE

Deb,P., & Trivedi,P.K. (2008). Provider networks and primary-care signups: do
they restrict the use of medical services? Health Economics 18" December 2008

http://dx.doi.org/10.1002/hec.1432

http://pmid.us/19097145

This article analyzes the effect of gatekeeper and network restrictions on use of health-
care services using simulation-based estimation methods. Data from the Community
Tracking Survey (1996-1997) show significant evidence of selection into plans with
gatekeeper and/or network restrictions. Enrollees in plans with networks of physicians
have fewer office-based visits to non-physician medical professionals, but more
emergency room visits and hospital stays. Individuals in plans that require signups with a
primary-care provider have more visits to non-physician providers of care, more surgeries
and hospital stays but substantially fewer emergency room visits. Enrollees of plans that
do not pay for out-of-network services have more office-based and emergency room
visits, but less surgeries and hospitalizations. Copyright (c) 2008 John Wiley & Sons, Ltd

Godager,G., & Luras,H. (2008). Dual job holding general practitioners: the effect of
patient shortage. Health Economics Epub 19/8/2008

http://dx.doi.orqg/10.1002/hec.1418

http://pmid.us/18973224

In 2001, a listpatient system with capitation payment was introduced in Norwegian
general practice. After an allocation process where each inhabitant was listed with a
general practitioner (GP), a considerable share of the GPs got fewer persons listed than
they would have preferred. We examine whether GPs who experience a shortage of
patients to a larger extent than other GPs seek to hold a second job in the community
health service even though the wage rate is low compared with the wage rate in general
practice. Assuming utility maximization, we model the effect of patient shortage on a
GP's decision to contract for a second job in the community health service. The model
predicts a positive relationship between patient shortage and participation in the
community health service. This prediction is tested by means of censored regression
analyses, taking account of labour supply as a censored variable. We find a significant
effect of patient shortage on the number of hours the GPs supply to community health
service. The estimated marginal effect is 1.72 hours per week.


http://dx.doi.org/10.1002/hec.1432
http://pmid.us/19097145
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http://pmid.us/18973224

Gravelle,H., & Siciliani,L. (2008). Third degree waiting time discrimination:
optimal allocation of a public sector healthcare treatment under rationing by
waiting. Health Economics 30/10/2008

http://dx.doi.org/10.1002/hec.1423

http://pmid.us/18973149

In many public healthcare systems treatments are rationed by waiting time. We examine
the optimal allocation of a fixed supply of a given treatment between different groups of
patients. Even in the absence of any distributional aims, welfare is increased by third
degree waiting time discrimination: setting different waiting times for different groups
waiting for the same treatment. Because waiting time imposes dead weight losses on
patients, lower waiting times should be offered to groups with higher marginal waiting
time costs and with less elastic demand for the treatment. Copyright (c) 2008 John Wiley
& Sons, Ltd

O'Donnell C, & et al (2008). Asylum seekers" expectations of and trust in general
practice: a qualitative study. British Journal of General Practice Advance Online
Publications November 2008

http://dx.doi.org/10.3399/bjgp08X376104

Background The UK has substantial minority populations of short-term and long-term
migrants from countries with various types of healthcare systems. Aim This study
explored how migrants' previous knowledge and experience of health care influences
their current expectations of health care in a system relying on clinical generalists
performing a gatekeeping role. Design of study Two qualitative methods. Setting
Glasgow, UK. Method Focus groups or semi-structured interviews were conducted with
52 asylum seekers. Analyses identified several areas where previous experience affected
current expectations. An overview of health systems in each country of origin was
established by combining responders' accounts with World Health Organization statistics.
Results Asylum seekers had previous experience of a diverse range of healthcare
systems, most of which were characterised by a lack of GPs and direct access to hospital-
based specialists. For some responders, war or internal conflict resulted in a complete
breakdown of healthcare systems. Responders' accounts also highlighted the difficulties
that marginalised groups had in accessing health care. Although asylum seekers were
generally pleased with the care they received from the NHS, there were areas where they
experienced difficulties: confidence in their GP and access to hospital-based specialists
and medication. These difficulties encountered might be explained by previous
experience. Conclusion GPs and other healthcare professionals need to be aware that
experience of different systems of care can have an impact on individuals' expectations in
a GP-led system. If these are not acknowledged and addressed, a lack of confidence and
trust in the GP may undermine the effectiveness of the clinical consultation.
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CHRONIC ILLNESS

Brown,K., etal (2008). Older people with complex long-term health conditions.
Their views on the community matron service: a qualitative study. Quality in
Primary Care, 16(6), 409-417.

http://pmid.us/ 19094416

Background: The Department of Health in the UK has suggested that older people with
complex health problems may benefit from a case-management approach to meet their
needs. The NHS has since invested heavily in community matrons as one method of
tackling managed care. Matrons are highly trained nurses, able to diagnose, prescribe and
manage patients with long-term conditions within primary care. Early evidence suggests
that the matron approach does not achieve the government targets of reducing unplanned
hospital admissions. AIM: To explore the experiences and attitudes of older people who
have a community matron so that we may gain an understanding of the successes and
failures of this form of case management. Design of study: Qualitative study using one-
to-one interviews with patients and carers. Setting Nottingham and surrounding rural
areas during 2006-2007. Method: A purposive sample of patients recruited from
community matron caseloads. In-depth semi-structured interviews were audiotaped and
transcribed. Analysis for emergent themes used a template approach and was validated by
discussion with lay advisors and community matrons and by separate analysis of a
sample of interviews by an independent researcher. Results: Twenty-four participants
were recruited. They often valued their matron as a personal friend as well as a
professional. Many suggested that matrons improved their global health, reduced the
workload of general practitioners, kept them out of residential care, reduced the need for
social and psychological care, and supported their carers. Some were unclear why they
had been selected for the matron service and knew of others they felt would benefit more
than them. Conclusions: Matrons seem to be generally highly valued on a professional
and personal level, almost filling the role of family doctor vacated by changing practices
in modern primary care. Participants suggested several reasons why matrons could be
economically justified, which need further investigation. The methods of case selection
for these services also need to be questioned

Cooper, J.G., etal (2008). Quality of care for patients with type 2 diabetes in
primary care in Norway is improving. Results of cross-sectional surveys of 33
general practices in 1995 and 2005. Diabetes Care. 13/10/2008

http://dx.doi.org/10.2337/dc08-0605

http://pmid.us/18852338

Objective: To assess changes in the quality of care in Norway for patients with type 2
diabetes. Research design and methods: Two cross-sectional surveys that identified all
patients (n = 1470 in 1995, n = 2699 in 2005) with type 2 diabetes attending 33 general
practices. Results: Between 1995 and 2005 there were significant improvements in the
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proportion of patients for whom important laboratory analyses, smoking habits, height,
weight and referral to eye examination were recorded. Mean HbAlc declined from 7.74
to 7.15%, mean systolic blood pressure declined from 150.0 to 140.4 mmHg and mean
cholesterol declined from 6.28 to 5.0 mmol/l (p<0.001, age and gender adjusted). The 10
year risk for coronary heart disease for an average male patient declined from 42 to 29%.
Conclusion: There have been substantial improvements in type 2 diabetes primary care in
Norway that are potentially related to major improvements in health outcomes

Evans,P., Langley,P., & Gray,D.P. (2008). Diagnosing Type 2 diabetes before
patients complain of diabetic symptoms--clinical opportunistic screening in a single
general practice. Family Practice, 25(5), 376-381.

http://dx.doi.org/10.1093/fampra/cmn052

http://pmid.us/18765408

In the UK, patients normally see their general practitioner first and 86% of the health
needs of the population are managed in general practice, with 14% being referred to
specialist/hospital care. Early diagnosis is the privilege of general practice since general
practitioners make most medical diagnoses in the NHS. Their historic aim has been to
diagnose as early as possible and if possible before patients are aware of symptoms. Over
time, diagnoses are being made earlier in the trajectory of chronic diseases and pre-
symptomatic diagnoses through tests like cervical screening. Earlier diagnosis benefits
patients and allows earlier treatment. In diabetes, the presence of lower HbAlc levels
correlates with fewer complications. Methodologically, single practice research means
smaller populations but greater ability to track patients and ask clinicians about missing
data. All diagnoses of type 2 diabetes, wherever made, were tracked until death or
transfer out. Clinical opportunistic screening has been undervalued and is more cost-
effective than population screening. It works best in generalist practice. Over 19
consecutive years, all 429 patients with type 2 diabetes in one NHS general practice were
analysed. The prevalence of type 2 diabetes rose from 1.1% to 3.0% of the registered
population. Since 2000, 95.9% were diagnosed within the general practice and the
majority (70/121 = 57.9%) of diagnoses were made before the patients reported any
diabetes-related symptom. These patients had median HbAlc levels 1.1% lower than
patients diagnosed after reporting symptoms, a clinically and statistically significant
difference (P = 0.01)

Lutfey, K.E.,etal . (2008). How are patient characteristics relevant for physicians'
clinical decision making in diabetes? An analysis of qualitative results from a cross-
national factorial experiment. Social Science and Medicine 67(9), 1391-1399.

http://dx.doi.org/10.1016/j.socscimed.2008.07.005

http://pmid.us/18703267



http://dx.doi.org/10.1093/fampra/cmn052
http://pmid.us/18765408
http://pmid.us/18765408
http://dx.doi.org/10.1016/j.socscimed.2008.07.005
http://pmid.us/18703267

Variations in medical practice have been widely documented and are a linchpin in
explanations of health disparities. Evidence shows that clinical decision making varies
according to patient, provider and health system characteristics. However, less is known
about the processes underlying these aggregate associations and how physicians interpret
various patient attributes. Verbal protocol analysis (otherwise known as 'think-aloud')
techniques were used to analyze open-ended data from 244 physicians to examine which
patient characteristics physicians identify as relevant for their decision making. Data are
from a vignette-based factorial experiment measuring the effects of: (a) patient attributes
(age, gender, race and socioeconomic status); (b) physician characteristics (gender and
years of clinical experience); and (c) features of the healthcare system in two countries
(USA, United Kingdom) on clinical decision making for diabetes. We find that
physicians used patients’ demographic characteristics only as a starting point in their
assessments, and proceeded to make detailed assessments about cognitive ability,
motivation, social support and other factors they consider predictive of adherence with
medical recommendations and therefore relevant to treatment decisions. These non-
medical characteristics of patients were mentioned with much greater consistency than
traditional biophysiologic markers of risk such as race, gender, and age. Types of
explanations identified varied somewhat according to patient characteristics and to the
country in which the interview took place. Results show that basic demographic
characteristics are inadequate to the task of capturing information physicians draw from
doctor-patient encounters, and that in order to fully understand differential clinical
decision making there is a need to move beyond documentation of aggregate associations
and further explore the mental and social processes at work

Martin,D., & Wright,J.A. Disease prevalence in the English population: A
comparison of primary care registers and prevalence models. Social Science &
Medicine, Online 18/11/2008

http://dx.doi.org/10.1016/j.socscimed.2008.10.021

http://pmid.us/19019517

The Quality and Outcomes Framework (QOF) is a UK system for monitoring general
practitioner (GP) activity and performance, introduced in 2004. The objective of this
paper is to explore the potential of QOF datasets as a basis for better understanding
geographical variations in disease prevalence in England. In an ecological study,
prevalence estimates for four common disease domains (coronary heart disease (CHD),
asthma, hypertension and diabetes) were derived from the 2004-2005 QOF primary care
disease registers for 354 English Local Authority Districts (LADs). These were compared
with synthetic estimates from four prevalence models and with self-reported measures of
general health from the 2001 census. Prevalence models were recalculated for LADs
using demographic and deprivation data from the census. Results were mapped spatially
and cross-tabulated against a national classification of local authorities. The four disease
domains display different spatial distributions and different spatial relationships with the
corresponding prevalence model. For example, the prevalence model for CHD under-
estimated QOF cases in northern England, but this north-south pattern was not evident for
the other disease domains. The census-derived health measures were strongly correlated
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with CHD, but not with the other disease domains. The relationship between modelled
prevalence and QOF disease registers differs by disease domain, implying that there is no
simple cross-domain effect of the QOF process on prevalence figures. Given reliable
synthetic estimates of small area prevalence for the QOF disease domains, one potential
application of the QOF dataset may be in assessing the geographical extent of under-
diagnosis for each domain

Ogawa,H., et al (2008). Low-dose aspirin for primary prevention of atherosclerotic
events in patients with type 2 diabetes: a randomized controlled trial. JAMA,
300(18), 2134-2141.

http://dx.doi.org/10.1001/jama.2008.623

http://pmid.us/18997198

Context: Previous trials have investigated the effects of low-dose aspirin on primary
prevention of cardiovascular events, but not in patients with type 2 diabetes. Objective:
To examine the efficacy of low-dose aspirin for the primary prevention of atherosclerotic
events in patients with type 2 diabetes. Design, setting, and participants: Multicenter,
prospective, randomized, open-label, blinded, end-point trial conducted from December
2002 through April 2008 at 163 institutions throughout Japan, which enrolled 2539
patients with type 2 diabetes without a history of atherosclerotic disease and had a
median follow-up of 4.37 years. Interventions: Patients were assigned to the low-dose
aspirin group (81 or 100 mg per day) or the nonaspirin group. Main outcome measures:
Primary end points were atherosclerotic events, including fatal or nonfatal ischemic heart
disease, fatal or nonfatal stroke, and peripheral arterial disease. Secondary end points
included each primary end point and combinations of primary end points as well as death
from any cause. RESULTS: A total of 154 atherosclerotic events occurred: 68 in the
aspirin group (13.6 per 1000 person-years) and 86 in the nonaspirin group (17.0 per 1000
person-years) (hazard ratio [HR], 0.80; 95% confidence interval [Cl], 0.58-1.10; log-rank
test, P = .16). The combined end point of fatal coronary events and fatal cerebrovascular
events occurred in 1 patient (stroke) in the aspirin group and 10 patients (5 fatal
myocardial infarctions and 5 fatal strokes) in the nonaspirin group (HR, 0.10; 95% ClI,
0.01-0.79; P = .0037). A total of 34 patients in the aspirin group and 38 patients in the
nonaspirin group died from any cause (HR, 0.90; 95% CI, 0.57-1.14; log-rank test, P =
.67). The composite of hemorrhagic stroke and significant gastrointestinal bleeding was
not significantly different between the aspirin and nonaspirin groups. Conclusion: In this
study of patients with type 2 diabetes, low-dose aspirin as primary prevention did not
reduce the risk of cardiovascular events.

Rogers,A., et al (2008). The United Kingdom Expert Patients Programme: results
and implications from a national evaluation. Medical Journal of Australia., 189(10),
21-24.


http://dx.doi.org/10.1001/jama.2008.623
http://pmid.us/18997198

http://pmid.us/19012546

The Expert Patients Programme (EPP) is a central element of chronic disease
management policy in the United Kingdom. It aims to deliver self-care support by
developing peoples' self-care skills, confidence and motivation to take more effective
control over their long-term conditions. A large, national randomised controlled trial
found that the EPP's lay-led skills training was effective in improving self-efficacy and
energy levels among patients with long-term conditions, and was likely to be cost-
effective. Key questions remain as to whether existing outcome measures capture the
core outcomes that are important to patients with long-term conditions. The development
and evaluation of self-care support initiatives should take into account the extent to which
self-care support initiatives can be integrated into peoples' everyday lives, and the degree
of fit with patients’ existing adaptations and strategies. Rather than being concentrated on
a single course, central resources for self-management support should be directed at a
variety of systems and interventions that are able to meet the wide range of needs of
patients with chronic conditions

Sidorov,J.E. (2008). The patient-centered medical home for chronic illness: is it
ready for prime time? Health Affairs (Millwood), 27(5), 1231-1234.

http://dx.doi.org/10.1377/hithaff.27.5.1231

http://pmid.us/18780905

Robert Berenson and colleagues caution that the patient-centered medical home (PCMH)
faces many challenges. Its successful adoption will depend on its being precisely defined
and demonstration that it is cost saving and scalable across varied clinical settings. Until
these issues are addressed in current and upcoming pilot programs, caution about the
PCMH's role in the care of people with chronic illnesses is warranted

Somerville,S., (2008). Content and outcome of usual primary care for back pain: a
systematic review. British Journal of General Practice 58(556), 790-7vi.

http://dx.doi.org/10.3399/bjgp08X319909

http://pmid.us/19000402

Background: Most patients seeking help for back pain are managed in primary care. Aim
To describe the content and outcome of 'usual care' for low back pain in primary care
trials. Design of study: A systematic review of randomised controlled trials published
since 1998. Setting: Primary care. Method: Randomised controlled trials of back pain in
adults were scrutinised to obtain data on treatment and outcome measures in groups
receiving usual primary care. A narrative review of the resulting heterogeneous data was
undertaken. Results: Thirty-three papers were identified for analysis. Overall the exact
nature of the treatment received in the 'usual’ primary care group was poorly recorded.
Medication was frequently used, and there were suggestions that levels of opioid
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prescription were higher than might be expected from clinical guidelines. Requesting of
plain-film X-rays occurred more often than recommended. There was very little
information to suggest that doctors were promoting physical activity for patients with
back pain. Disability scores (Roland-Morris Disability Questionnaire) and pain scores
improved over time for patients with acute or subacute back pain, but not for those with
chronic pain. Conclusion: Treatment received by patients with back pain was varied and
often not in line with back-pain guidelines, particularly with respect to opioid
prescription and X-ray investigation. The content of the 'usual care' arm in trials is crucial
to interpreting the outcome of studies, but was poorly described in the papers reviewed.
Future trials should more fully describe the ‘usual care' arm

Stone, M.A., etal (2008). Impact of comorbid diabetes on quality of life and
perception of angina pain in people with angina registered with general
practitioners in the UK. Quality of Life Research 17(6), 887-894.

http://dx.doi.org/10.1007/s11136-008-9363-0

http://pmid.us/18560992

Aims: To investigate the impact of comorbid diabetes on general and angina-related
quality of life (QoL) in people with angina. Methods: We analysed data for a subset of
patients with angina, from a randomised controlled trial conducted in UK primary care.
SF36 scores and Seattle Angina Questionnaire scores were compared for people with and
without diabetes. We adopted a robust statistical approach, using nonparametric quantile
regression to adjust for the influence of potential confounders. Results: Data were
available for 904 cases of whom 181 (20%) had diabetes. Presence of comorbid diabetes
was significantly associated with reduced generic QoL for all SF36 domains and Seattle
Angina Questionnaire physical limitation scores (estimated regression coefficient -12.33),
but not for the other angina-related scores. Greater frequency of perceived angina was
strongly correlated with reduced QoL (P<0.001) and angina frequency was similar in
people with and without diabetes (P=0.576). Conclusions: Our results confirm the
cumulative impact of having multiple chronic diseases on QoL. Though limited by the
data available, our finding of similar angina frequency in patients with and without
diabetes contributes to the debate regarding the influence of autonomic neuropathy on
perception of angina in people with diabetes

Tsasis,P., & Bains,J. (2008). Management of complex chronic disease: facing the
challenges in the Canadian health-care system. Health Services Management
Research 21(4), 228-235.

http://dx.doi.org/10.1258/hsmr.2008.008001

http://pmid.us/18957400

This paper discusses the challenges that those living with complex chronic disease
present to the Canadian health-care system. The literature suggests home care and the
management of complex chronic disease can together ease many of the present and future
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pressures facing the health-care system in dealing with this new health-care phenomenon.
A review of current literature and dialogue with key informants reveals that the current
level of investment and the present policy environment are not sustainable to support the
health-care system. In this paper, changes to policy and resource allocation to the home
care sector are suggested to help manage complex chronic disease and thus improve the
effectiveness of the Canadian health-care system. A case is made for a reorganization and
increased commitment to the home care sector for a more efficient and patient-centred
health-care delivery system

van Bruggen, R., etal (2008). Implementation of locally adapted guidelines on type
2 diabetes. Family Practice, 25(6), 430-437.

http://dx.doi.org/10.1093/fampra/cmn045

Objective. To assess the effects of a facilitator enhanced multifaceted intervention to
implement a locally adapted guideline on the shared care for people with type 2 diabetes.
Methods. During 1 year a cluster-randomized trial was performed in 30 general practices.
In the intervention group, nurse facilitators enhanced guideline implementation by
analysing barriers to change, introducing structured care, training practice staff and
giving performance feedback. Targets for HbA1c%, systolic blood pressure as well as
indications for angiotensin converting enzyme/angiotensin receptor blocking agent
prescription differed from the national guidelines. In the control group, GPs were asked
to continue the care for people with diabetes as usually. Generalized estimating equations
were used to control for the clustered design of the study. Results. In the intervention
group, more people were seen on a 3-monthly basis (88% versus 69%, P < 0.001) and
more blood pressure and bodyweight measurements were performed every 3 months
(blood pressure 83% versus 66%, P < 0.001 and bodyweight 78.9% versus 48.5%, P <
0.001). Apart from a marginal difference in mean cholesterol, differences in HbA1c%,
blood pressure, body mass index and treatment satisfaction were not significant.
Conclusion. Multifaceted implementation of locally adapted shared care guidelines did
improve the process of diabetes care but hardly changed intermediate outcomes. In the
short term, local adaptation of shared care guidelines does not improve the cardiovascular
risks of people with type 2 diabetes

COMMISSIONING

Coleman A, & et al (2008). Health scrutiny and practice-based commissioning:
contradictory or complementary? Journal of Integrated Care 16 (5) (pp.18-21).

The Local Government Act (2000) introduced new Overview and Scrutiny Committees,
composed of elected non-executive councillors, that can respond to proposals from the
NHS for changes in services and also set their own agendas for more detailed scrutiny,
including of the NHS. Limited capacity has meant that the focus of scrutiny has often

11
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been on statutory consultations from the NHS, service provision, NHS organisations and
only occasionally on wider issues. However, it is commissioning that is officially seen as
the main vehicle for shaping NHS services, so health scrutiny ought logically to address
itself more to commissioning than to investigating providers. Practice-based
Commissioning (PBC) was introduced in 2004 with the aim of engaging front-line
clinicians in commissioning health care, though most such commissioning is being
undertaken by groups of practices joining together to form consortia, rather than by
individual GPs. In principle, this makes it more practicable for health scrutiny to include
PBC, but consortia are not statutory bodies and cannot be compelled to participate. We
suggest ways in which this omission might be addressed.

Thomas,P., et al (2008). Combined horizontal and vertical integration of care: a
goal of practice-based commissioning. Quality in Primary Care, 16(6), 425-432.

http://pmid.us/19094418

Practice-based commissioning (PBC) in the UK is intended to improve both the vertical
and horizontal integration of health care, in order to avoid escalating costs and enhance
population health. Vertical integration involves patient pathways to treat named medical
conditions that transcend organisational boundaries and connect community-based
generalists with largely hospital-sited specialists, whereas horizontal integration involves
peer-based and cross-sectoral collaboration to improve overall health. Effective
mechanisms are now needed to permit ongoing dialogue between the vertical and
horizontal dimensions to ensure that medical and nonmedical care are both used to their
best advantage. This paper proposes three different models for combining vertical and
horizontal integration - each is a hybrid of internationally recognised ideal types of
primary care organisation. Leaders of PBC should consider a range of models and apply
them in ways that are relevant to the local context. General practitioners, policy makers
and others whose job it is to facilitate horizontal and vertical integration must learn to
lead such combined approaches to integration if the UK is to avoid the mistakes of the
USA in over-medicalising health issues

COMORBIDITY

Katon,W.J. (2008). The comorbidity of diabetes mellitus and depression. American
Journal of Medicine, 121(11 Suppl 2), S8-15.

http://dx.doi.org/10.1016/j.amjmed.2008.09.008

http://pmid.us/18954592
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Several factors, including sedentary lifestyle, obesity, and an aging population, contribute
to epidemic rates of type 2 diabetes mellitus. Depression frequently occurs comorbidly
with diabetes although it is unrecognized and untreated in approximately two thirds of
patients with both conditions. The course of depression in patients with both diabetes and
depression is chronic and severe. Up to 80% of patients with diabetes and depression will
experience a relapse of depressive symptoms over a 5-year period. Depression is
associated with nonadherence to diabetes self-care--including following dietary
restrictions, medication compliance, and blood glucose monitoring--resulting in worse
overall clinical outcomes. Due to potential negative health consequences associated with
comorbid diabetes and depression, both conditions should be optimally treated to
maximize patient outcomes

EMPOWERMENT

Fisher,P., & Owen,J. (2008). Empowering interventions in health and social care:
Recognition through “ecologies of practice’. Social Science & Medicine, 67(12), 2063-
2071.

http://dx.doi.org/10.1016/j.socscimed.2008.09.035

http://pmid.us/18950920

This article considers findings from two recent qualitative studies in the UK, identifying
parallels in the ways in which [ ]ecologies of practice' in two high-profile areas of health-
related intervention underpin processes of empowerment and recognition. The first
project focused on policy and practice in relation to teenage motherhood in a city in the
North of England. The second project was part of a larger research programme, Changing
Families, Changing Food, and investigated the ways in which [ ]family’ is constructed
through policy and practice interventions concerning food and health. While UK
Government health policy stresses that health and social care agencies should
[[Jlempower' service users, it is argued here that this predominantly reflects a
managerialist discourse, equating citizenship with individualised self-sufficiency in the
[Jpublic' sphere. Drawing critically on Honneth's politics of recognition (Honneth, A.
(2001). Recognition or redistribution? Changing perspective on the moral order of
society. Theory, Culture and Society, 18(2-3), 43-55.), we suggest that formal health
policy overlooks the inter-subjective processes that underpin a positive sense of self,
emphasising instead an individualised ontology. While some research has positioned
practitioners as one-dimensional in their adherence to the current audit culture of the
public sector in the UK, our study findings demonstrate how practitioners often
circumvent audit-based [ Jeconomies of performance’ with more flexible []ecologies of
practice." The latter open up spaces for recognition through inter-subjective processes of
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identification between practitioners and service users. Ecologies of practice are also
informed by practitioners' experiential knowledge. However, this process is largely
unacknowledged, partly because it does not fall within a managerialist framework of
[Jperformativity’ and partly because it often reflects taken-for-granted, gendered
patterns. It is argued here that a critical understanding of [J]empowerment’, in
community-based health initiatives, requires clear acknowledgment of these inter-
subjective and gendered dimensions of [ Jecologies of practice'

EVIDENCE BASED PRACTICE

Visentin,G. (2008). Towards evidence-based practice via practice-based evidence:
the Italian experience. Family Practice 2/10/2008 Epub ahead or print

http://dx.doi.org/10.1093/fampra/cmn079

http://pmid.us/19033181

Background: Research is a fundamental tool for GPs' clinical practice. Independent
research should be the answer to important questions on population needs not yet
answered. To have a democratic approach, the results of the studies should be available
not only to GPs but also to patients participatin