Hvorfor er det viktig a styrke

kunnskapsbasert stgtte til kommunene?
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Primaerhelsetjeneste er viktig!

Kostnadseffektivt
Bedrer folkehelsen

Gir bedre fordeling av helsetjenester

Mal: halvere prematur
dpdelighet med 50 % innen

2050 alle land
Middel: primaerhelsetjeneste
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Executive summary

In Global Health 2050, the Lancet Commission on
Investing in Health concludes that dramaticimprovements
in human welfare are achievable by mid-century with
focused health investments. By 2050, countries that
choose to do so could reduce by 50% the probability of
premature death in their populations—ie, the probability
of dying before age 70 years—from the levels in 2019. We
call this goal 50 by 50. The interventions that enable
achieving the goal of 50 by 50 should also reduce morbidity
and disability at all ages.

health-system  strengthening and addresses major
morbidities, such as psychiatric illness, that are not
already covered by mortality-reducing interventions. Value
for money can be assessed through a two-step process:
technical cost effectiveness to assess how best to achieve
module-specific goals (eg, reductions in child mortality or
cardiovascular mortality) and political assessment of
trade-offs in investing in expanding module coverage.

In many countries seeking reform, standard
mechanisms of blanket budget transfers from ministries
of finance to ministries of health have failed to
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Kommunehelsetjenesten: baerebjelken i vart helsesystem

* |kke undervurder kommunehelsetjenestens
kompetanse og arbeidsomrader

* Faerre hjelpemidler og stgrre usikkerhet

* Tjenestene er til dels siloorganiserte, uten digital
kommunikasjon

* Kontinuitet er en vesentlig kvalitet

Researc

Hogne Sandvik, @ystein Hetlevik, Jesper Blinkenberg a

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

Abstract

Background
Continuity, usually considered a quality aspect
of primary care, is under pressure in Nerway,
and elsewhere.

Aim

To analyse the association between longitudinal
continuity with a named regular general
practitioner [RGP) and use of out-of-hours
[00H] services, acute hospital admission, and
mortality.

Design and setting

Registry-based observational study in Norway
covering 4 552 978 Norwegians listed with their
RGPs.

Method

Duration of RGP-patient relationship was
used as explanatory variable for the use of
00H services, acute hospital admission, and
mortality in 2018. Several patient-related and
RGP-related covariates were included in the
analyses by indnidual Linking to high-quality
national regstries. Duration of RGP-patient
relationship was categorised as 1, 2-3, 45,
6-10,11-15, or >15 years. Resulls are given as
adjusted odds ratio [OR) with 95% confidence
intervals CI] resulting from multilevel logistic
regression analyses.

Results

Compared with a 1-year RGP-patient
relationship, the OR for use of 0OH services
decreased gradually from 0.87 [95% C1 - 0.86
to0.88) after 2-3years’ duration to 0.70

[95% Cl = 0.69 to 0.71) after >15 years. OR for
acute hospital admission decreased gradually
from 088 [95% C1 = 0,86 to 0.90) after 2-3 years'
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INTRODUCTION

Continuity is a core value of primary care
McWhinney described continuity as an
implicit contract between a patient and a
GP, who then takes personal responsibility
for the patient’s medical needs.'? Continuity
is not limited by the type of disease and
bridges episodes of various illnesses
Greater continuity with a primary care
physician has been shown to be associated
with lower mortality rates,® fewer hospital
admissions,*® less use of emergency
departments,® and fewer referrals for
specialist health care’® Nevertheless,
continuity has been declining in recent
years”’

There is no uniform agreement about
how continuity should be defined, but three
aspectsare usuallydescribed:informational,
longitudinal,  and interpersonal.'”
Informational continuity means that the
doctor has adequate access to all relevant
infermation about the patient. Longitudinal
continuity means that it transcends multiple
episodes of iliness, and interpersonal refers
to a trustful relationship between patient
and physician. Various methods have been
used for measuring continuity. Most of them
are based on visit patterns with different
providers over time.'™'! An exarmple is the
Usual Provider of Care [UPC] index, which
calculates the percentage of all contacts

Sandvik et al. Br J Gen Pract 2022

that is with the most frequent provider.'*
Most of these studies have been conducted
with limited patient samples and rather
short observation periods. There is scarce
literature on studies with large- or full-
scale populations, long follow-up, and hard
endpoints.

In a limited number of countries, such
as the UK, the Netherlands, Denmark, or
Norway, most inhabitants are listed with a
general practice or a named regular general
practitioner [RGP] who is responsible for
taking care of their medical needs. Such
RGP schemes are usually established not
only to increase continuity of care as an
assumed aspect of quality, butalso to prevent
unnecessary spending by introducing the
RGP as a gatekeeper. It should be noted,
however, that patients also value such
personal relationships with their RGP

The aim of the present study, based on
Nerwegian registry data, was to analyse, on
a national level, the effects of longitudinal
RGP continuity associated with use of out-
of-hours [0OH) services, acute hospital
admissions, and mortality.

METHOD

The Norwegian RGP Scheme

In Norway, the state is responsible for
hospitals, while the primary healthcare
system is the responsibility of the
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Hva er det med kommunene??

* De er mange (357)

° Ansvaret ligger i hver kommune, ikke hos HOD, KDD, KS eller andre
koordinerende organer

* De varierer i stgrrelse, organisering og tilgjengelig kompetanse

* Tilrettelegging for forskning og kompetanseutvikling varierer

=>» Sveert ulike behov for kunnskapsstgtte
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Baerekraftige helsetjenester: Flere oppgaver til kommunene

¢ De m Og raﬁ S ke en d ri N ge I Ingen gkonomisk mirakelkur

Helseutgifter som andel av brutto nasjonalprodukt (bnp) i Norge, bade historisk (1990-
2021) og framskrevet for perioden 2022-2050, for et referansescenario og et scenario

0 . o
¢ B e Ste effe kt Ive O m SO rgs n Iva med omfattende forebygging*. Prosent.
- Historiske helseutgifter — Referansescenario — Med forebygging

* Behov for samhandling og helhetlige pasientforlgp
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* Flere oppgave som gjgres i kommunene vil fa 2

11

stérre omfang og bli mer komplekse:
O Forebygging

9
O Oppfolging av kroniske sykdommer 8
o Akuttmedisinske tjenester =
O Digitaliserte tjeneSter 51990 1996 2000 2005 2010 2016 2020 2025 2030 2035 2040 2045 2050
NOU 2023:4 Tid for handling — Personellet i en bzerekraftig helse- og omsorgstjeneste ‘7 FH I
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Kompetanse og utfordringer i kommunehelsetjenesten

Helsefagarbeider, hjelpepleier,
omsorgsarbeider

Personell uten helse- eller
sosialfaglig utdanning

Sykepleier uten videreutdanning

Vernepleier

Pleieassistent e.l. med
annen helseutdanning

Sykepleier med videreutdanning
(ekskl. jordmor og helsesykepleier)

Servicefunksjoner
Helsesykepleier
Helsesekretaer
Ergoterapeut
Administrativt personell

Jordmor

10 000

W Avtalte drsverk 2015

51 486

20000 30000 40000 50000

W Avtalte arsverk 2021

NOU 2023:4Tid for handling — Personellet i en barekraftig helse- og omsorgstjeneste

60 000

w

Utbredt bruk av deltidsstillinger
Mange ansatte uten formell
helse- eller sosialfaglig utdanning
Hayt sykefravaer

Hgy turnover
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Nye muligheter

* Teknologi, inkludert digitaliserte tjenester og bruk av kunstig intelligens
* (ke pasientenes helsekompetanse

* Stgtte til 3 unnga medikalisering, overdiagnostikk og overbehandling

* Stgtte til a unnga underdiagnostikk og underbehandling

* Tiltak mot sosial ulikhet i helse

=>» Behov for mer kunnskap og mer bruk av kunnskap
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Kunnskap for kommunehelsetjenesten

* HelseOmsorg21-strategien:
Kunnskapslgft for kommunene

* Kommunenes samarbeidsarena for
forskning (KSF)

* Forskningens (manglende) plass i

kommunehelsetjenesten

* Behov for infrastruktur for forskning
* |kke behov for nye forskningsstrukturer

KORT FORTALT

Kommunenes samarbeidsarena for forskning (KSF) skal bidra til:

e A styrke grunnlaget for kunnskapsbaserte beslutninger og
tjenesteutvikling i kommunene og i praksisnaere utdanninger.

e A bygge en struktur for samarbeid lokalt, regionalt og nasjonalt
mellom kommuner, universitets-, hayskole- og instituttsektoren, og
andre relevante kunnskapsleverandgrer.

e | etableringsperioden bidrar KSF szerlig i utviklingen av baerekraftig
velferd, med vektlegging av baerekraftige helse- og omsorgstjenester.

e KSF vil bidra til kunnskapsbasert utvikling i alle kommunens tjenester
pa sikt.
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Noen av FHIs bidrag

Sek i Folkehelseinstituttet

* Oppdrag: utvikle

Kommunens sykdomsoversikt — KoSy

kunnskapsstgttesystem for KoOmmuNale ... ... s i e o oo

vaksinasjon i kommunen.

helse og omsorgstjenester

Informasjon om Kommunens sykdomsoversikt

* «Kommunelaget» § iF
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* Folkehelseinstituttets webinarer 4 H

Hva er KoSy? Slik far du tilgang til KoSy
[ (]
. U tv I k I I n a V K P R KoSy er en tjeneste som gir alle landets For at du som kommuneoverlege skal fa
g kommuneoverleger dagsaktuell statistikk tilgang til KoSy ma kommunen din
for sykdom, smitte og vaksinasjon i egen gjennomfere tre trinn, som beskrevet i

* Tilgang til registerdata for
helsetjenesten

Na lanserer vi portalen Kommunehelsetjenesten!

Brukerveiledning for KoSy
u logger pé KoSy blir du sendt til det
ordet du besokt:

du logger inn er dashbordet tomt).
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