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prof. dr. Drazigost Pokorn (1941-2009)
In memoriam

V poznem poletju letodnjega leta je svojo zivljenjsko pot sklenil velik in ugleden slovenski strokovnjak za prehrano,
znani zdravnik, profesor doktor Drazigost Pokorn.
Rojen je bil 18.julija 1941 v Ljubljani. Leta 1960 je kon¢al gimnazijo in domala so€asno na Gostinski Soli postal tudi
kuhar. Leto kasneje je diplomiral na Visji gospodinjski Soli in nato leta 1969 Se na Medicinski fakulteti v Ljubljani.
Pet let kasneje je opravil specialisti¢ni izpit iz higiene in prejel kuharsko priznanje — diplomo Sekcije kuharjev
Jugoslavije. Po kon€anem magisteriju in doktoratu znanosti s podrocja fiziologije prehrane je bil leta 1980 habilitiran
za visoko$olskega ucitelja na Medicinski fakulteti v Ljubljani za podrocje higiene, socialne medicine in higiene
prehrane. Med letoma 1970 in 1974 je po opravljenem strokovnem izpitu opravljal delo zdravnika v ambulantah
sploSne medicine v Ljubljani. Svoje bogato strokovno znanje je na Akademiji za tradicionalno kitajsko medicino
v Pekingu na Kitajskem in Kolombu v Zdruzenih drzavah Amerike nadgradil tudi z znaniji tradicionalne kitajske
medicine in kitajske dietne prehrane. Kot rednega profesorja za higieno in higieno prehrane ter predstojnika
Instituta za higieno pri Medicinski fakulteti v Ljubljani ga je posebej zanimalo podrocje javnega zdravja oziroma
prehrana zdravih in bolnih ljudi.
Z bogatim znanstvenoraziskovalnim in pedago$kim delom je svoje dolgoletne izkuSnje o povezanosti zdravja
s prehrano in zivljenjskim slogom nasploh prenasal na generacije slovenskih strokovnjakov in tako prestavljal
ustaljene mejnike v odnosu do zdravja in tradicionalne prehrane Slovencev. S Stevilnimi, vsakomur razumljivimi
¢lanki, ki jih je objavljal v mnogih slovenskih medijih, pa je dolga leta izobrazeval tudi SirSo slovensko javnost.
Bil je tudi nacionalni koordinator programa Svetovne zdravstvene organizacije za zdravo prehrano pri Ministrstvu
za zdravje. Na njegovo pobudo je bila leta 1995 ustanovljena Zbornica nutricionistov — dietetikov. Profesor Pokorn
je bil tudi predsednik komisije za podeljevanje znaka varovalnega zivila pri Drustvu za zdravje srca in ozilja.
Leta 1988 je dobil priznanje Pedagoske akademije za uspedno sodelovanje, leta 1991 priznanje KS Milana
Majcna za strokovno delo v krajevni skupnosti in leta 1992 priznanje Gospodarske zbornice z zlato plaketo za
delo v gastronomiji.
Njegova bogata bibliografija Steje ve€ kot 600 znanstvenih, strokovnih, in poljudno-znanstvenih ¢lankov, u¢benikov,
knjig o zdravi in dietni prehrani ter kuharskih knjig. Med znanstvenimi ¢lanki, ki jih je skupaj s sodelavci objavljal
v domacih in mednarodnih revijah, so najve¢jo mednarodno odmevnost dosegli ¢lanki:
e Hoyer S, Pokorn D. The influence of various factors on breast-feeding in Slovenia. J. adv. nurs. 1998;27:1250-
1256,
e KochV, Pokorn D. Comparison of nutritional habits among various adult age groups in Slovenia. Nutr. res. (N.Y.
N.Y.). 1999;19:1153-1164, in
¢ KochV, Pokorn D. Some differences in nutritional habits between males and females in the Republic of Slovenia.
Food technol. biotechnol. 1999;37:181-186.

Med pomembnimi zadnjimi znanstvenoraziskovalnimi deli pa so $e nasledniji ¢lanki:

e Hlastan-Ribi¢ C, Pokorn D, Cerar A, Mehiki¢ D, Zebi¢ A. The influence of fat diet, wine and ethanol on changes
in skeletal muscles in wistar rats. Acta aliment. 2004;33:111-118,

e Hlastan-Ribi¢ C, Cerar A, Pokorn D, PerSe M, Zebi¢ A. Effects of kefir containing various levels of fat on
chemically induced colorectal epithelial tumors in Wistar rats. Nutr. res. (N.Y. N.Y.). 2005;25:55-63, in

e Pokorn D, Hlastan-Ribi¢ C, Cerar A. Gastric content of the liquid test meals in rats with gastrointestinal neoplasias
induced by N-methyl-N-nitrosoguanidineand 1,2-dimethylhydrazine. Int J Cancer. 2006;2:19-30.

Prav tako je sodeloval pri pripravi dveh pomembnih elaboratov:
o Povkorn D, Erzen N, Gode$a R, Gregori¢ Gorenc B, Accetto B, Poklar Vatovec T, UrSi¢-Gaberséek M, Golobi¢
I, Celhar S, Kokalj-Lo¢niSkar L, Logar V, Zakotnik J, Perme C, Skrjanc N. Zdravstveno in prehrambeno stanje
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starejSih prebivalcev na obmogcju mesta Ljubljane v domovih za starejSe ob¢ane. Ljubljana: Medicinska fakulteta,
Institut za higieno, 1991. in

e Stibilj V, Milaci¢ R, Smrkolj P, Trkov Z, Pokorn D, Hlastan-Ribi¢ C. Ustreznost vojaske prehrane in skladnosti s
fizioloSkimi normativi. Ljubljana: Institut “Jozef Stefan”, 2002.

Bil je avtor ve€ knjiznih uspesnic: Prehrana bolnika (1994), Slovenska miza prihodnosti (1996), Skrivnost dolgozivosti

(1996), Gastronomija (1997), Zdrava prehrana in dietni jedilniki (1997), Priro¢nik za prakti¢no predpisovanije diet

(1997), Gorivo za zmagovalce, prehrana Sportnika in rekreativca (1998), Dietetika (1999), Skrivnosti skritih let,

prehrana v tretiem zivljenjskem obdobju (1999), Jejmo preudarno (2000), Zdrava slovenska kuhinja (2001), Oris

zdrave prehrane (2001), Prehrana v razliénih zivljenjskih obdobjih (2003), Dietna prehrana bolnika (2004), Klasi¢na

kuhinja v zdravi prehrani (2005), Kuhinja z omejitvami (2005), Krepka kuhinja (2006) in Evropska klasi¢na kuhinja

(2009), in avtor oziroma soavtor mnogih drugih strokovnih monografij in u¢nega gradiva, ki jih je preve¢, da bi jih

vse nasteli na tem mestu.

Izjiemno plodovit je bil tudi pri mentorskem delu. Bil je mentor ali somentor pri Stevilnih diplomskih, magistrskih in

specialisti¢nih delih ter naslednjih doktorskih disertacijah:

¢ Koch V. Prehrambene navade odraslih prebivalcev Slovenije z vidika varovanja zdravja. Ljubljana: Univerza v
Ljubljani; 1997,

» Cerne K.Vsebnost trans- in cis-izomer mas&obnih kislin v prehrani starostnikov v Sloveniji. Ljubljana: Univerza
v Ljubljani; 1998,

¢ Kol3ek M. Pogostnost pitja alkohola in pivske navade osnovnoSolcev v Sloveniji. Ljubljana: Univerza v Ljubljani;
2000, in

e Erzen|. Stopnja izpostavljenosti prebivalcev Slovenije vnosu svinca, kadmija in zivega srebra s hrano. Ljubljana:
Univerza v Ljubljani; 2004.

Studentje, ki jim je bil mentor, so ga zelo cenili, &eprav jih je ponavadi spodbujal z izjemno veliko mero
kritiCnosti.

Sirina njegovega znanja pa ni bila omejena zgolj na podrodje zdravja in prehrane, temve¢ se je odlikovala
tudi v obseznem poznavanju gastronomije in kulinarike, kar je njegovemu dolgoletnemu delu dajalo Se vecjo
prepoznavnost in veli¢ino. Njegove prehranske teorije so bile velik strokovni napredek in so nemalokrat zamajale
uhojene poti ter postavile osnovo za mnoge sistemske spremembe, ki smo jih uporabili v vsakdanjem zivljenju.
Stevilna predavanja, na katera se je profesor Pokorn vselej odzval z veseljem, so vedno burila pri¢akovanja in
zanimanije javnosti po novostih. Pri svojem delu je kazal odprtost do napredka sodobnega sveta in tako spodbujal,
da smo v zadnjih letih v drzavi oblikovali sodobna prehranska priporocila, prilagojena potrebam in vsakodnevnim
¢asovnim stiskam modernega ¢loveka. Njegov prispevek je zato Se posebno viden v sistemih organizirane javne
prehrane, kjer je zelel vplivati na bolj$o, zlasti pa uravnotezeno prehranjevanje ljudi v najrazliénejSih okoljih.

Kot dolgoletni profesor na Medicinski fakulteti, Biotehniski fakulteti in Visoki Soli za zdravstvo, danasnji Zdravstveni
fakulteti Univerze v Ljubljani ter Medicinski fakulteti in Fakulteti za zdravstvene vede Univerze v Mariboru bo ostal
v spominu kot sodelavec, prijatelj in kolega, ki je bil vselej pripravljen priskociti na pomo¢ in nas spodbujati pri
nasem delu.

Marjan Bilban, Cirila Hlastan-Ribi¢, lvan Erzen, Lijana Zaletel-Kragel
Katedra za javno zdravje, Medicinska fakulteta, Univerza v Ljubljani, ZaloSka 4, Ljubljana
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TRENDS IN PATIENTS’ SATISFACTION WITH FAMILY PRACTICE
IN SLOVENIA
TRENDI V ZADOVOLJSTVU BOLNIKOV Z ZDRAVNIKOM
DRUZINSKE MEDICINE V SLOVENIJI

Viasta Vodopivec-Jamsek', Janko Kersnik', Igor Svab’

Prispelo: 18. 5. 2009 - Sprejeto: 3. 8. 2009

Original scientific article
UDC 614.253.8

Abstract

Objective: To compare patient’s views on family practice in Slovenia in 1998 and 2004.

Methods: The EUROPEP instrument, consisting of 23 questions was used in both cross-sectional surveys. The
first study was performed in 1998 including a sample of 36 family practices and 2160 patients. The second study
was conducted in 2004 on a sample of 31 practices and 930 patients.

Results: The response rates were 83,8% and 99,6%. Overall, patients’ satisfaction has increased from 86,6 to
87,7 points on a 100-point scale (p = 0,034). Improvement is seen in all but four items. Making it easy to tell about
their problems was evaluated with same mean score. Involving patients in decisions about their medical care
and being able to speak to general practitioner on the telephone were evaluated lower, but non-significant. The
only item that shows statistically significant decrease in the mean scores is getting through to the practice on the
phone. By far the lowest satisfaction was reported with waiting in the waiting room in both surveys. The highest
scores got in both surveys the confidentiality of medical records, and listening capacity of family doctors.
Conclusion: The results of our study provide a clear insight in the trends of satisfaction of family practice visitors
in Slovenia. These trends are positive but the results also identified possible areas for quality improvement, such as
in the telephone accessibility, management of waiting time in the waiting room and doctor-patient communication
Skills

Key words: family medicine, patient satisfaction, quality of care, Slovenia

Izvirni znanstveni ¢lanek
UDK 614.253.8

Izvleéek

Namen: Primerjava ravni zadovoljstva bolnikov z zdravniki druzinske medicine v Sloveniji v letih 1998 in 2004.

Metode: V dveh presecnih raziskavah je bil uporabljen EUROPEP vprasalnik s 23 vprasaniji. V prvo raziskavo,
izvedeno leta 1998, je bilo vkljucenih 36 ambulant druzinske medicine iz razli¢nih zdravstvenih ustanov in 2160
bolnikov. Druga raziskava, ki je potekala leta 2004, pa je v vzorec zajela 31 ambulant druzinske medicine in 930
bolnikov.

Rezultati: Na vprasalnike je odgovorilo 83,8 % bolnikov iz prve in 99,6 % iz druge raziskave. Povprecna skupna
ocena zadovoljstva bolnikov se je dvignila s 86,6 na 87,7 tock na lestvici s 100 tockami (p = 0,034). IzboljSanje je
opazno pri vseh, razen pri stirih vprasanjih. Vprasanje: »Ali vam je zdravnik pomagal, da ste mu povedali o svojih
teZavah?« je dobilo enako dobro oceno. Vkljucevanje bolnika v odlocanje o zdravljenju in moZnost telefonskega
pogovora z zdravnikom sta bili ocenjeni slabse, a statisticno neznacilno. MozZnost dobiti telefonsko zvezo z
ambulanto je bilo edino vprasanje s statisti¢no znacilno slabso oceno. V obeh raziskavah je najnizjo oceno dobilo
Cakanje v Cakalnici. Najbolj so bolniki cenili zaupnost ravnanja s podatki in zdravnikovo pripraviljenost, da jih
poslusa.

Zakljucek: Rezultati nase raziskave jasno kaZejo na pozitivne trende zadovoljstva z zdravniki druZinske medicine

'University of Ljubljana, Medical Faculty, Department of Family Medicine, Poljanski nasip 58, 1000 Ljubljana, Slovenia
Correspondence to: e-mail: vlasta.vodopivec @ gmail.com
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pri obiskovalcih ambulant druzinske medicine. Izsledki obeh studij pa so pokazali tudi na mozZna podrocja za
izboljSevanje kakovosti: izboljSanje telefonske dostopnosti ambulante, zmanjsanje Cakanja v Cakalnici in vecji

poudarek vescinam sporazumevanja.

Kljuéne besede: druzinska medicina, zadovoljstvo bolnika, Slovenija

1 Introduction

Family medicine is a key discipline of primary care and
there are growing trends to address quality issues in
it (1, 2). As improving the sensitivity of primary health
care to patient’s preferences is an important challenge
in health care today, the role of patient in assessing
quality of care has further evolved (3). Patients
can offer valuable contributions to assessment of
communication skills of the doctor and important views
on the organisational aspects of care (4-7). Patients’
compliance and satisfaction with care are positively
influenced by effective communication (8). On the
other hand, good management of primary health care
is considered as a prerequisite for patients to receive
the clinical care they need (9, 10).

In the last decade, a validated instrument for measuring
patient satisfaction was developed and used in many
European countries, including Slovenia (11). In our
country, disparities in patient satisfaction in ethnic
minorities were found (12), but the results of the
national study on patient satisfaction showed overall
high patient satisfaction, which could be compared to
other European countries (5, 6).

Slovenia has a population of two million people and
joined the EU in May 2004. It has transformed its health
care system from the state run to a decentralised
model in the last decade (13). The country had
reformed its health care system adopting the following
features of primary health care: family physicians keep
patients lists, they have gate-keeping role and they are
paid by mixed capitation — fee for service scheme. Due
to EU regulations and recommendations vocational
training in family medicine became mandatory in
2000. Under the umbrella of EU recommendations
several initiatives are currently being undertaken to
strengthen health promotion and prevention activities
within primary health care. As a result a new national
preventive program for adults that is directed mainly to
cardiovascular prevention was introduced in 2001. We
have been also witnessing a rapid academic growth
of family medicine in the country and there is general

belief that the quality of the health service provision
is high (14). Despite many new challenges family
medicine regained its importance in that period.

On the other hand, the number of consultations per
working day and the number of referrals is increasing,
leading to shortening of the consultation time (15).
The physicians are overwhelmed also by increasing
bureaucracy and are more and more dissatisfied with
the amount of time they can spend with patients (16).
In some parts of Slovenia there is a shortage of the
doctors and those have to see even more patients per
working day and fill in more forms to maintain their
incomes and satisfy health policy makers, who demand
high availability of the services for the citizens. There is
a growing belief that these changes have also affected
patient satisfaction, regardless active efforts of the
profession to improve quality of GP’s work.

Patients’ evaluation of the family practice in our country
was shown to be relatively high in the 1998 survey (17).
We were thus interested to get insight if changes in last
years have affected patients’ views on care received in
general practice. The aim of our study was therefore to
compare practice attendees’ views on family practice
in 1998 and 2004 studies in Slovenia and to identify
aspects for health care improvement. However, until
now, there were no studies done that would evaluate
trends in patient satisfaction with family practice in
Slovenia.

2 Methods

2.1 Design and research population

We made a comparison of two cross-sectional studies
on the two samples of Slovene family practices
attendees using the questionnaire for measuring
patient satisfaction. The first study was undertaken
as a part of EUROPEP (the European Task Force on
Patients’ Evaluation of General Practice) research and
the second study as a part of EPA (European Practice
Assessment) project. In both studies practice visitors
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were asked to evaluate family practice care, taking
into account at least 12 months of their experiences
with the practice under the study. The adult patients
aged 18 or more without reading problems, able to
understand the national language were approached
and informed about the purpose, anonymity and
possibility to refuse the participation in the studies.
Patients’ characteristics, like age, gender, number of
contacts and history of chronic disease are presented
in Table 1.

stratified sample of urban and rural practices, single-
handed, dual and group practices. After the visit, 930
self-administrated questionnaires were handed out
by the family physicians or by the practice nurse. The
questionnaires were distributed to 930 consecutive
patients visiting family physicians from a convenience
sample of 31 Slovenian family practices after a chosen
starting day. Patients filled in the questionnaires in the
waiting room and left them in the special box at the
entrance.

Table 1. Characteristics of responders in 1998 and 2004 studies.
Tabela 1. Znacilnosti sodelujocCih v raziskavah v 1998 in 2004.

1998 (n = 1809) 2004 (n = 926)
Gender:
male 36% 44.7%
female 64% 55,3%
Age groups:
<40 years 27,8% 39,5%
41 — 65 years 51,6% 50,3%
>65 years 20,6% 10,2%
Age average 50,9 45,8
No. of contacts with GP over 6.7 6.1
the last 12 months ’ ’
History of chronic disease 49,2% 46,3%

The first study was performed in spring 1998 on a
stratified sample of Slovene family practices. We used
the common EUROPEP study protocol: 60 consecutive
patients of 36 family practitioners in different practices in
the country (18). The self-administered questionnaires
were handed out by the doctors to 2160 consecutive
patients after a visit to a family physician after a
chosen starting day. A convenience sample of 36
family practices was selected according to the size of
the population as urban or rural and according to the
type of practice as group or single-handed. Patients
in this study were asked to fill in the questionnaire at
home and post it back in a prepaid and addressed
envelope to the research institute. After 14 days they
received a reminder.

In the second study that was conducted in spring 2004
we used the common EPA study protocol: convenience
sample of at least 30 practices per country and at least
30 consecutive patients per practice (19). We made a

The study design in both investigations ensured
participation of patients from public and private
practices. The selection of practices and family
physicians was made using national data on the
location of practices, and the age and sex of the family
physicians, so that physicians under both studies fairly
good represent national situation. (20, 21)

The ethical approvals for both studies were obtained
from National Ethical Committee of Slovenia.

2.2 Instrument

An internationally standardised and validated self-
administrated instrument EUROPEP for patients’
evaluations of family practice care was used in both
surveys. The data set collected with questionnaire in
both studies included patient demographic statistics,
health characteristics, as well attitude and experiences
with health care services. The instrument consists
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of 23 questions and covers two dimensions of care:
clinical behaviour (communication, technical aspects
and information giving) and organisation of care. The
development and validation process of the instrument
are described in details elsewhere (4). Patients were
asked to evaluate scale following items on a five point
Likert scale related to their practice with the extremes
labelled “poor” and “excellent”. The validity of the
instrument was assured through explicit translation
procedures using three forward and two backward
translations of the original English version of the
instrument.

2.3 Analysis

Data were analysed using the Epi-info and SPSS
(version 11) statistical package. We used a two-
sample z-test in large samples to test the differences
between the item means (22).

3 Results

The response rate in the first study was 83,8% and
in the second 99,6%. The respondents in the 2004
sample were with the average age of 45,8 years (sd
= 14,5 years) younger than in the 1998 sample with
the average of 50,9 years (sd = 15,4 years, p < 0,001)
and there were more male patients in the 2004 sample
(44,7% vs. 36%, p < 0,001). The patients in the 2004
study had less contacts (6,1 vs. 6,7 contact) with the
GPs (p = 0,02) over the last 12 months and were less
likely to have a history of chronic disease (46,3% vs.
49,2%, p = 0,01). Age, gender, number of contacts
and presence of chronic condition did not predict any
difference in patient satisfaction rate in 1998 sample
and predicted 6% of variation in patient satisfaction
rate in 2004.

Mean patient satisfaction in 2004 sample with 87,7
(sd =12,9; Cl 86,6 — 88,7) was significantly higher (p
= 0,034) than in 1998 sample 86,6 points (sd = 12,6;
Cl1 85,9 — 87,4).

The comparison of items’ means of patients’
satisfaction from both studies is shown in Table 2.
There is a significant improvement in all but nine
aspects. Making patients it easy to tell about their
problems was evaluated with the same mean score.
Slight improvement but not any statistical difference
is seen in: interesting in patients’ personal situation;
helping to feel well so that they can perform normal
daily activities; helping patients deal with emotional
problems related to their health status; helping them
understand the importance of following doctor’s

advice; preparing patients for what to expect from
specialist or hospital care. The only item that shows
statistically significant decrease in the mean scores
is getting through to the practice on the phone.
Aspects where slight but non-significant decrease
was found were: involving patients in decisions about
their medical care and being able to speak to GP on
the phone.

Waiting in the waiting room got lowest scores in both
surveys. On the other hand the patients still valued
most confidentiality of medical records, and listening
capacity of doctors.

When comparing the scores, one can also see that the
biggest gains in scores were recorded for: helpfulness
of the staff (other than the general practitioner), getting
an appointment to suit patient and waiting time in the
waiting room.

4 Discussion

The study provides information on what patients
expect and value in family medicine in Slovenia.
The main strength of the study is that it is based on
two large samples of practice attendees from family
practices stratified to cover the country specifics and
thus can be generalised to the whole population of
family practice attendees. The study design from
both studies ensured participation of the patients
from different settings all over Slovenia, including:
urban, rural practices, group and solo practices
as well private and public practices. Use of the
EUROPEP instrument, an internationally developed
and validated instrument for patients’ evaluations of
family practice, in both studies, ensures accurate
insight in the development of an important element
of quality in family medicine in the country.

Several factors should be taken into account when
considering the generalisability of our results. Firstly,
since we compare results from cross-sectional studies
our findings should be regarded with circumspection.
Secondly, family practitioners participated voluntarily
in both surveys and may thus have been more
interested and motivated than family practitioners
in general which may, in turn, have resulted in more
positive evaluations. Thirdly, as the study samples
of patients weren’t been selected randomly were
therefore potentially not representative. Next, the
questionnaires in both studies were handed out by
the doctor or practice nurse, which may have given
the staff the possibility of excluding some patients
(e.g. those with the most negative attitudes) from the
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Table 2. Comparison of items’ means of patients’ satisfaction in 1998 and 2004.
Tabela 2. Primerjava srednjih ocen postavk v raziskavah o zadovoljstvu bolnikov, opravijenih v 1998 in

2004.
ltemmean ltemmean
1998 SD 2004 Sb z P

1. Making you feel you had time during 443 0.70 4.49 0,670 218 0,03
consultation?

2. Interest in your personal situation? 4,16 1,02 4,17 0,993 0,25 0,8

3. Making it easy for you to tell him or her 4.35 0,85 4.35 0,849 0,00 1
about your problems?

4. Invol_vmg you in decisions about your 4.40 0,83 4.39 0.812 -0,30 0.7
medical care?

5. Listening to you? 4,63 0,63 4,71 0,580 3,31 0,001

6. Keeplng your records and data 474 0,52 4.81 0,454 3.63 0,001
confidential?

7. Quick relief of your symptoms? 4,56 0,67 4,62 0,643 2,28 0,02

8. Helping to feel weII_ SO th_at_ you can 454 0,67 4.56 0,656 075 0.4
perform normal daily activities?

9. Thoroughness? 4,48 0,73 4,57 0,668 3,23 0,001

10.Physical examination of you? 4,44 0,73 4,53 0,680 3,19 0,001

1 1.foermg you services for preventing 4.30 0.98 4.39 0,900 240 0,02
diseases?

12.Explaining the purpose of tests and 4.43 076 453 0,734 3.33 0,001
treatments?

13.Telling you what you wanted t_o know 452 0,72 458 0,644 221 0,03
about your symptoms and/or illness?

14.Helping you deal with emotional
problems related to your health status? 4,36 0,88 4,37 0,851 0,29 0.7

15.Helping you gnderstand the importance 448 0,71 450 0716 0.69 0.5
of following his or her advice?

16.Kn9wmg what s/he had done or told you 4.43 0,75 4.50 0732 235 0,02
during contacts?

17.Prepfar|_ng you for_what to expect from 4.36 0,82 437 0,827 0,30 0.7
specialist or hospital care?

18.The helpfulness of the staff (other than 436 0.90 464 0,637 9,41 <0,001
the general practitioner)?

19.Getting an appointment to suit you? 4,28 1,04 4,51 0,785 6,47 <0,001

20.Getting through to the practice on the 461 073 4.48 0,798 415 0,001
phone?

21 .Belng _able to speak to the general 4.60 0,81 456 0,752 128 0.2
practitioner on the telephone?

22.Waiting time in the waiting room? 3,67 1,07 3,93 1,019 6,21 <0,001

23.Providing quick services for urgent 4.47 0.86 454 0.761 218 0,03
health problems?
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study and therefore presented a possible selection
bias. One possible limitation of the study could be that
patients were included when attending the surgery
and frequent attendees (e.g. patients with chronic
disease) were thus more likely to be included. This
fact gave the possibility that opinion of patients who
rarely visit these practices may be underrepresented.
The same is true for patients who do not master the
national language well.

We obtained a high response rate in both surveys,
minimizing the risk of selection bias due to dropout.
One can argue that the very high response rate
(99,6%) in the second study can be related to a slightly
different method in collecting questionnaires. In the
EUROPEP study the answers were posted back to
the research institute while in the 2004 study the filled-
in questionnaires were put in the sealed box in the
waiting room. But in this way we probably received the
answers even from those who otherwise would not like
to participate because of time constrains. Compared
with 1998 results, we received more questionnaires
from men, younger patients and those who had fewer
contacts with their family doctor. Regarding the data
from literature, all those groups of patients are usually
less satisfied with health care (7, 23, 24). The 2004
results present higher overall satisfaction scores in
spite there were younger practice visitors, more men
and more those with fewer contacts in the sample. This
important finding adds to the reliability of the study.
The study demonstrates that high rates of patient
satisfaction in 1998 remained high also in 2004. There
may be several explanations for these findings. The
first may be that patient satisfaction in our country is a
stable category, which is relatively immune to changes
in the health policy. Professional organisations and
the media have perceived restrictive policy changes
from 1998 till 2004 as important, but they perhaps
did not affect patient satisfaction, which may be more
linked to a personal doctor-patient relationship. In the
period we have examined, the role of a personal doctor
was strengthened that worked towards improving
patient satisfaction. The second explanation may be
the improvements in the quality of family practice in
the country during the process of accession to EU
counteracted the negative effects of the health policy
decisions on patient satisfaction.

Probably the most interesting points to examine
are the areas where patients perceive the biggest
improvements. They all relate to organisational aspects
of care and probably reflect the growing importance of
management of family practices that was considered
important after the health care reform. Management

became a frequent topic in CME (continual medical
education) meetings in recent years and an obligatory
topic in the new vocational training for family physicians
in the country (25). Nevertheless, patients still complain
about the time spent waiting to see their doctor. Even
we are witnessing lack of family doctors in almost all
regions of the country and the average consultation
time in doctor’s office is among the lowest in Europe,
doctors and practice managers should focus more on
this field.

The second survey has shown a decrease in patient’s
satisfaction with telephone access to the practice
and their doctor. Telephone appointments can reduce
patient’s office visits and they have become increasingly
popular in recent time (26, 27). Obviously, the practices
have not adequately adapted to this challenge. One
of the excuses is that telephone consultations are not
recognised as a part of the contract with the payer.
Among the highly rated items in both surveys were
the confidentiality of medical records, and listening
capacity of family doctors. Demands of the national
insurance institutions to review patients records to
remain in financial control, and the demands of different
insurance companies to have access to patients’
records are a great challenge to the confidentiality
so highly prized by patients today. In spite of lack of
time, family doctors appeared to be good listeners
and focused on actual patient problems. The study
also demonstrated that there is still space to improve
doctor-patient communication. Probably even more
efforts in postgraduate education and CME activities
are needed in this area in the future years.

5 Conclusion

The relatively high scores, after administering the
questionnaire on patients’ satisfaction with family
medicine to practice attendees, observed in 1998 study
even slightly increased in 2004 study. So, we may
expect that results of our study provide a clear insight
in the trends of satisfaction of family practice visitors
in Slovenia. These trends are positive but the results
also identified possible areas for quality improvement,
such as in the telephone accessibility, management
of waiting time in the waiting room and doctor-patient
communication skills.
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UCINKOVITOST PROGRAMA “SPODBUJAJMO NEKAJENJE”
PRI PRVI GENERACIJI SLOVENSKIH OSNOVNOSOLCEV
EFFECTIVENESS OF PRIMARY SCHOOL-BASED PROGRAMME
“LET'S PROMOTE NONSMOKING” IN FIRST GENERATION OF
SLOVENE PUPILS

Helena Koprivnikar’
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Izvirni znanstveni ¢lanek
UDK 613.84

Izvlecek

Izhodis¢éa: Namen raziskave je oceniti ucinkovitost programa “Spodbujajmo nekajenje” v slovenskih osnovnih
Solah s prikazom ucinkov programa na znanje in stalis¢a o tobaku ter kadilske navade mladostnikov.

Metode: Primerjali smo znanje in stalis¢a o tobaku in njegovi skodljivosti za zdravje ter razlicne vidike kadilskega
vedenja med osnovnosolci, ki so bili deleZni sSestletnega programa spodbujanja nekajenja, in osnovnosolci, ki v
tovrsten program niso bili vkljuceni. V raziskavi je bilo s pomocjo vprasalnika anketiranih 1.055 uc¢encev v starosti
14 do 16 let iz 20 osnovnih Sol iz razlicnih predelov Slovenije, od tega 560 iz osnovnih Sol, kjer izvajajo program,
in 495 iz osnovnih Sol, kjer programa niso izvajali. Raziskava je bila izvedena v obdobju maj do junij 2006.
Rezultati: V nasi raziskavi smo zabeleZili ugodne ucinke programa na znanje, stalisCa in kadilsko vedenje
osnovnosolcev. Program je pomembno povecal celokupno raven znanja pri mladostnikih obeh spolov, pomembno
vplival na stalisca pri dekletih, pri fantih in na deleZ tistih, ki niso kadili. Pomembnih razlik v drugih vidikih kadilskega
vedenja nismo zabeleZili.

Zakljucki: Programi preprecevanja kajenja v Solah so eden od ucinkovitih ukrepov za zmanjsevanje rabe tobaka
med miadimi. Program “Spodbujajmo nekajenje” izkazuje ugodne ucinke na znanje, stalisca in kadilske navade
osnovnosolcev. Rezultati nase raziskave in podatki iz tuje strokovne literature podpirajo nadaljevanje izvajanja
pa tudi prenovo oziroma dopolnitve programa “Spodbujajmo nekajenje”.

Kljuéne besede: kajenje, Sole, otroci, adolescenti, mladostniki

Original scientific article
UDC 613.84

Abstract

Aim: The aim of the study was to estimate effectiveness of the primary school-based programme “Let’s Promote
Nonsmoking” with describing its effects on knowledge and attitudes about tobacco and also smoking behaviour
of youth.

Methods: We compared knowledge and attitudes about tobacco and health consequences of tobacco use
and also different measures of smoking behaviour between primary school pupils, who were participating in
nonsmoking promotion programme of six years duration and primary school pupils, who were not participating in
the programme. In our study we used a questionnaire and surveyed 1.055 pupils aged 14 to 16 from 20 primary
schools from different parts of Slovenia, 560 were from primary schools in which the programme was implemented
and 495 from primary schools without the programme. The study was carried out during the period from May to
June 2006.

Results: We demonstrated positive effects of the programme on knowledge, attitudes and smoking behaviour
of primary school pupils. The programe sigificantly increased the overall knowledge in youth of both genders,
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significantly increased attitudes against tobacco in girls and share of never smokers in boys. We have not
demonstrated significant changes in other measures of youth smoking behaviour.

Conclusions: School-based smoking prevention programmes are one of the effective measures for decreasing
tobacco use among youth. Programme “Let's Promote Nonsmoking” also demonstrates positive effects on
knowledge, attitudes and smoking behaviour of primary school pupils. Results of our study and data from foreign
scientific literature support continued implementation and also renovation and updating of the programme “Let’s

Promote Nonsmoking”.

Key words: smoking, schools, children, adolescents, youth

1 Uvod

Programi preprecevanja kajenja v Solah so eden
od ukrepov za prepreCevanje in zmanjSevanje rabe
tobaka med mladostniki in ostale poznane in u€inkovite
ukrepe z istim ciljem podpirajo ter dopolnjujejo in
obratno (1-5).V zadnjih desetletjih je bilo Solsko okolje
v srediS€u dejavnosti za zmanjSevanje kajenja med
mladostniki zaradi moznega dostopa do velikega
Stevila otrok in mladostnikov in prileganja vsebine
ciliem izobrazevanja v Solah.

Programi preprecevanja kajenja v Solah so ucinkoviti
(1,6-15). Na kadilske navade tovrstni programi po
obstojecih podatkih ucinkujejo zmerno in kratkoro¢no
(1,3,6,8-13,15). O dolgoro¢nih ucinkih je zaenkrat na
voljo premalo raziskav, rezultati obstojecih raziskav
pa so nedosledni (1,6,8,12,13,14). Ne glede na to, da
nekatere raziskave kazejo, da se ucinki programov
s ¢asom zmanjSujejo, pa vendarle obstajajo dokazi,
da intenzivnejSi in kompleksnejSi programi lahko
ucinkujejo vse tja do konca srednje Sole (1,6).
Programe preprecevanja kajenja v $olskem okolju
delimo v ve¢ razliénih skupin (6,8,9,), med njimi so
glede na obstojeCe dokaze najucinkovitejsi programi
t.i. "druzbenih vplivov” (1,3,6,8,10,14,15), pa tudi
kombinirani programi t.i. "druzbene usposobljenosti”
oziroma "druzbenih vplivov” (6,8,9).

Programi t.i. druzbene usposobljenosti uporabljajo
kognitivho-vedenjske ves€ine (u€enje, demonstracije,
ponavljanje, povratne informacije, delo zunaj razreda,
torej doma v obliki domacih nalog in obveznosti) in
ucijo sploSne osebne in druzbene vesgine, kot so
postavljanje ciljev, reSevanje problemov, odlo¢anje
in tudi ves€ine za upiranje vplivom medijev in drugih
oseb, za izboljSanje samopodobe, za obvladovanje
stresa in tesnobe, za poveCanje samozavesti ipd.
Programi t.i. “druzbenih vplivov” uporabljajo normativno
(usmerjevalno) ucenje in u€enje vesc€in za upiranje
kajenju. Vklju€ujejo popravljanje mladostnikovega
precenjevanja kajenja med odraslimi in vrstniki,
prepoznavanje visoko tveganih situacij, pove€anje

osves¢enosti o vplivu medijev, vrstnikov in druzine,
ucenije in urjenje odklanjanja oziroma zavrnitve in javno
zavezanost k nekajenju (6,8,9).

V Sloveniji priblizno 40 % slovenskih osnovnih ol
izvaja program “Spodbujajmo nekajenje”. Drugi
programi in dejavnosti, ki jih izvajajo osnovne Sole, so
zelo raznoliki in se izvajajo v znatno manjSem Stevilu
osnovnih Sol (16).

Program “Spodbujajmo nekajenje” so pripravili
strokovnjaki Indtituta za varovanje zdravja RS in
Drustva plju¢nih bolnikov in je bil prvi tovrstni program v
Sloveniji. Cilji programa so povecati znanje in oblikovati
pozitivna staliS¢a do zdravih navad in nekajenja
oziroma spodbuditi negativno staliS¢e do kajenja,
zviSati starost ob iniciaciji kajenja, vplivati na pozitivho
samopodobo nekadilca, u¢ence opozoriti na kriticne
trenutke za odloCanje o kajenju in jih nauciti, da jih
prepoznavajo, ter se nanje ustrezno odzivajo. Program
poteka od 4. do 9. razreda devetletke, torej 6 let in
sicer 7-krat po 1 Solsko uro na teden. Vsako leto je
posveceno razli¢nim temam, prilagojene pa so starosti
uencev. Za izvajanje programa se bododi izvajalci
izobrazijo v enodnevnem izobrazevanju (17).
Program “Spodbujajmo nekajenje” bi glede na njegove
znadilnosti lahko uvrstili med programe t.i. “druzbenih
vplivov”, glede na nekatere znacilnosti programa pa
morda tudi med kombinirane programe t.i. “druzbene
usposobljenosti” oziroma “druzbenih vplivov”.

V program se je v prvem letu izvajanja, to je v $olskem
letu 2000/01, vkljucilo 11 osnovnih Sol. Sodelujo¢e Sole
so bile obenem vklju€ene tudi v projekt "Zdrave Sole”.
Prva generacija mladih v osnovnih 3olah, ki so pri¢ele
z izvajanjem programa leta 2000, je s programom
zakljucila leta 2006.

Natancnih in strogih vrednotenj u€inkovitosti programov
spodbujanja nekajenja oziroma preprecevanja kajenja
v Solah v Sloveniji nimamo. Dve tretjini osnovnih ol
sicer na razli¢ne nacine ocenjuje ucinkovitost izvajanja
tovrstnih vsebin, vendar to niso natanéne in stroge
ocene, iz katerih bi lahko ¢rpali podatke o ucinkovitosti
programov in dejavnosti (16).
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Ob uvajanju programa “Spodbujajmo nekajenje” v
slovenske osnovne $ole ni bilo na¢rtovano spremljanje
kadilskih navad pri u€encih, vklju€enih v program, prav
tako ne primerjava znanja, stali$¢ in kadilskih navad z
ucenci iz Sol, kjer programa niso izvajali. Na¢rtovano
in izvedeno je bilo spremljanje znanja in staliS¢ pri
posameznih u€encih ob napredovanju skozi program.
Za grobo oceno ucinkovitosti programa “Spodbujajmo
nekajenje”, ki bi vkljuéevala tako kadilske navade
kot tudi znanje in staliS¢a v primerjavi z okoljem
brez programa, smo se zato odlo€ili naknadno, ob
zavedanju vseh pomanijkljivosti, ki jih tak pristop
prinasa.

Namen raziskave je oceniti u€inkovitost osnovnoSolskega
programa preprecevanja kajenja “Spodbujajmo
nekajenje” pri prvi generaciji osnovno$olcey, Ki
je pri¢ela s programom v Solskem letu 2000/01
in zakljucila Sestletni program v Solskem letu
2005/06. Ocena ucinkovitosti programa je izvedena
v ¢asu ob zaklju¢ku programa s pomocjo primerjave
znanja in stali8¢ o tobaku in njegovi $kodljivosti ter
kadilskega vedenja med osnovnoS$olci, ki so bili
delezeni Sestletnega prepre€evalnega programa, in
osnovnoSolci, ki v tovrstni program niso bili vklju¢eni.
Osnovni cilji raziskave so ugotoviti, ali obstajajo
razlike med znanjem in stalis¢i o tobaku ter razlike
med kadilskimi navadami (opredelimo z delezem
trenutnih kadilcev (dnevnih, tedenskih), nikoli kadilcev,
trenutnih nekadilcev, starostjo ob prvem poizkusu
kajenja, koli¢ino pokajenih cigaret v zadnjih 30 dneh in
z namero za kajenje v prihodnosti) med osnovnoS$olci
zadnjega razreda osnovnih 3ol, ki izvajajo program, in
osnovnih Sol, ki programa ne izvajajo.

2 Opazovanci in metode

UcCinkovitost programa smo vrednotili s primerjavo
znanja, stalis¢ in kadilskih navad osnovnoS$olcev iz
Sol, kjer so program izvajali, in Sol brez programa.
Preiskovana populacija so u€enci in u¢enke zadnijih
razredov devetletke in osemletke v starosti od 14 do
16 let. V skupino $ol, kjer so program izvajali, je bilo
vklju€enih 10 osnovnih 3ol, v katerih so v Solskem letu
2000/01 zaceli z izvajanjem programa “Spodbujajmo
nekajenje”.V primerjalno skupino je bilo vklju€enih 10
osnovnih Sol, ki programa “Spodbujajmo nekajenje” ali
podobnega dolgoroénega programa niso izvajale in
so bile izbrane kot par posamezni osnovni $oli iz prve
skupine na osnovi treh meril: ista zdravstvena regija,
podobno okolje (mestno, primestno, vasko) in podobna
velikost Sole glede na Stevilo uéencev.

Raziskava je prese¢na epidemioloSka raziskava.
Izvedena je bila s pomocjo anketnega vpraSalnika, ki
je vseboval 46 vpraSanj o starosti in spolu anketiranca,
kadilskih navadah anketiranca, kadilskih navadah
starSev, sorojencev in prijateljev, kadilskih namerah
anketiranca v prihodnosti, pravilih glede kajenja in
izvajanju pravil v Soli, ki jo obiskuje anketiranec, ter
vprasanja in trditve o znanju in stali§¢ih anketiranca.
Vprasanja in trditve o znanju so vsebovale izbrana
podroc¢ja o Skodljivostih aktivhega in pasivnega
kajenja, razSirjenosti kajenja, zasvojenosti in umrljivosti
zaradi kajenja. Anketiranci so pri trditvah ocenjevali
njihovo resniénost (5-stopenjska lestvica). Trditve o
stalis€ih so vsebovale izbrana podrogja o privlaénosti
in koristih kajenja oziroma nekajenja ter o pomenu
zavraCanja cigarete oziroma kajenja za druzenje z
vrstniki. Anketiranci so pri teh trditvah ocenjevali, koliko
se z njimi strinjajo (5-stopenjska lestvica). Vprasalnik
je bil prej pilotsko preizkusen na manjsi skupini
osnovnoS$olcev podobne starosti.

Za izvedbo raziskave na posamezni Soli smo se
dogovorili z izbranim Solskim delavcem in jim
posredovali navodila za izvedbo. Solski delavec
je v razredu u€ence obvestil o raziskavi in razdelil
vpraSalnike, ki so jih u€enci nato izpolnili. Uéenci so
vpraSalnike izpolnjevali anonimno, brez vpisovanja
osebnih podatkov. Izpolnjene vpra$alnike so vlozili
v kuverto in jo zalepljeno oddali predstavniku Solske
svetovalne sluzbe oziroma ucitelju. Sodelovanje v
raziskavi je bilo prostovoljno. Anketiranje je potekalo
od konca maja do konca junija 2006.

Za analizo pridobljenih podatkov smo poleg opisnih
statistiénih metod uporabili bivariathe metode: za
opisne spremenljivke test hi-kvadrat, za Stevilske
spremenljivke pa neparametriéne teste, saj Stevilske
spremenljivke niso bile normalno porazdeljene. Analizo
podatkov smo izvedli v programu SPSS 11.0.

V nadaljevanju ¢lanka povsod, kjer posebej ne
omenjamo spola, navajamo podatke za oba spola in
sicer z navedbo samostalnika moskega spola.
Rezultate raziskave smo zeleli primerjati s podatki
iz strokovne literature. V bazi PubMed smo poiskali
pregledne ¢lanke, porocila, metaanalize in posamezne
raziskave o ucinkovitosti programov za preprecevanje
kajenja v Solah. Izbrali smo primerjalne raziskave
ucinkovitosti Solskih programov za prepre€evanje
kajenja, kjer so bili posamezni Studenti, razredi,
Sole ali Solska okrozja po procesu randomizacije
vklju€eni v eksperimentalno ali primerjalno skupino,
in pri katerih so bili zbrani podatki o kadilskem
vedenju pred izvajanjem programa in spremljani do
zaklju€ka raziskave in vsaj 6 mesecev po zakljucku
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ukrepa. Izbrane so bile raziskave pri mladih v starosti
med 6 in 18 leti, v nekaterih primerih je bila starost
ob zadnjem spremljanju ve¢ kot 18 let. Izbrane
raziskave so ocenjevale ucinkovitost programov za
prepreCevanje kajenja ali SirSe, to je prepreCevanje
rabe psihoaktivnih drog med mladostniki, vklju¢no s
tobakom. Upostevane so bile primerjalne raziskave iz
obdobja zadnjih 15 let, ki so ocenjevale ucinkovitost
t. i. programov “druzbenega vpliva” ali kombiniranih
programov t. i. “druzbene usposobljenosti” in t. i.
“druzbenega vpliva”.

3 Rezultati

V konéni analizi je bilo upoStevanih skupno 1.055
izpolnjenih vpraSalnikov u¢encev v starosti 14 do 16
let, od tega 560 iz osnovnih 3ol, kjer izvajajo program
SN, in 495 iz primerjalne skupine. Anketiranci iz obeh
skupin se ne razlikujejo statisti¢cno znadilno po spolu
ali starosti.

Porazdelitev vzorca, po starosti, in spolu je prikazana
v Tabeli 1.

Na zacetek kajenja pri mladostniku med drugim
pomembno vplivajo kadilske navade starSev, bratov in
sester ter vrstnikov (6,18). Med obema primerjanima
skupinama v tem oziru ni bilo statistiéno znacilnih
razlik.

Celokupna ocena znanja se je statisticno znacilno
razlikovala med anketiranci iz obeh primerjanih skupin
in je bila statisticno znacilno vi§ja med osnovnos$olci iz
osnovnih 3ol, kjer so izvajali program (y2je bil znacilen
pri p=0,015). Pri tem nismo zabelezili razlik glede na
spol. Program pa ni vplival na oceno deleza kadilcev
med odraslimi in vrstniki. Anketirance smo zaprosili,
naj ocenijo, kolikSen je okvirno delez kadilcev med
mladimi njihove starosti. Ponudili smo jim odgovore, ki
so zajemali deset odstotnih toCk razlike za posamezen
odgovor in sicer v razponu od 0 % do 100 %. Pravilni
odgovor smo umestili med 21 — 30 %, kajti raziskava
“Obnasanje v zvezi z zdraviem v Solskem okolju” iz
leta 2002 kaze, da je v starosti 15 let kadilo 22,4 %
anketiranih (19). Razlike v oceni deleza kadilcev med
mladimi v obeh skupinah anketirancev so prikazane
v Tabeli 2.

Tabela 1. Porazdelitev anketirancev po starosti in spolu (Raziskava o ucinkovitosti osnovnosolskega
programa “Spodbujajmo nekajenje” na prvi generaciji slovenskih osnovnosolcev, 2006).

Table 1. Study participants by age and sex (Effectiveness of primary-school based programme “Let’s
Promote Nonsmoking” in first generation of Slovene pupils, 2006).

Osnovne Sole, Skupaj / Total

Osnovne Sole, ki ki ne izvajajo p’

izvajajo program programa

/ Primary schools / Primary schools

with the programme | without the

programme

Starost / Age
Skupaj / Total 560 495 0,996 1.055
14 322 (57,5 %) 285 (57,6 %) 607 (57,5 %)
15 232 (41,4 %) 204 (41,2 %) 436 (41,3 %)
16 6(1,1%) 6 (1,1 %) 12 (1,1 %)
Spol
Skupaj / Total 560 494 0,480 1.054

Fantje / Boys

257(45,9 %)

216 (43,7 %)

473 (44,9 %)

Dekleta / Girls

303(54,1 %)

278 (56,3 %)

581 (55,1 %)
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Tabela 2. Ocena deleZa kadilcev med mladimi pri anketirancih iz OS, kjer program izvajajo, in OS, kjer
programa ne izvajajo, ter skupno (Raziskava o ucinkovitosti osnovnosolskega programa za
preprecevanje kajenja “Spodbujajmo nekajenje” na prvi generaciji slovenskih osnovnosolcey,
20086).

Estimation of smoking prevalence among peers by participants in total and separately from
primary schools with the programme and primary schools without the programme (Effectiveness
of primary-school based programme “Let’s Promote Nonsmoking” in first generation of Slovene
pupils, 2006).

Table 2.

Osnovne Sole, ki ne Skupaj / Total
Osnovne Sole, ki izvajajo programa p’
izvajajo program / / Primary schools
Primary schools with | without the
the programme programme
Ocena deleza kadilcev med
mladimi / Estimation of
smoking prevalence among
peers
Skupaj / Total 546 490 0,173 (%?) 1.036

0—20 % - podcenjevanije

/underestimation 74 (13,6 %)

52 (10,6 %) 126 (12,2 %)

21-30 % - pravilna ocena /

right estimation 78 (14,3 %)

60 (12,2 %) 138 (13,3 %)

31 % in ve€ — precenjevanje /

. . 394 (72,2 %)
overestimation

378 (77,1 %) 772 (74,5 %)

Veclina anketirancev izkazuje stali$¢a, ki niso
naklonjena rabi tobaka. Okoli 70 % vseh anketirancev
skupno pri ve¢ kot polovici trditev izkazuje stalis¢a,
uperjena proti rabi tobaka, polovica pa pri skoraj vseh
trditvah.

Med primerjanima skupinama anketirancev nismo
zasledili statisticno znacilnih razlik v staliscih
celokupno, smo pa zabelezZili statisticno znacilno
razliko v stalis¢ih celokupno pri dekletih. Dekleta iz Sol,
kjer izvajajo program “Spodbujajmo nekajenje”, so v
svojih stali§¢ih glede rabe tobaka mocneje usmerjena
proti rabi tobaka kot dekleta iz osnovnih Sol, kjer
programa ne izvajajo (x2je bil znacilen pri p=0,025).
Pri kadilskih navadah obeh skupin smo zabelezili
statisticno znadilne razlike v delezu tistih, ki nikoli
niso kadili, torej tistih, ki ne navajajo poskusa kajenja
v preteklosti. Med anketiranci iz osnovnih $ol, kjer so
program izvajali, je nikoli kadilcev statisticno znacilno
ve¢ kot med anketiranci v primerjalni skupini (2 je bil
znadilen pri p=0,030). Po analizi podatkov po spolu se

statistiéno znadilna razlika pokaze pri fantih (%2 je bil
znacilen pri p=0,029). Pri dekletih statisti¢no znacilne
razlike ni. Podatki so prikazani v Tabeli 3.

Drugih statisti€no znadcilnih razlik med kadilskimi
navadami anketirancev iz obeh skupin nismo
zaznali.

4 Razpravljanje

V raziskavi smo zabelezili ugodne ucinke programa
na znanje o tobaku in njegovi Skodljivosti za
zdravje, na staliS¢a do tobaka in kadilsko vedenje
osnovnoS$olcev.

Uc€enci iz osnovnih Sol, kjer so izvajali program
“Spodbujajmo nekajenje”, so imeli statisticno znacilno
vi§jo oceno znanja o znacilnostih in Skodljivosti rabe
tobaka. Program je povecal delez tistih, ki so pravilno
odgovarijali na dolo¢ene trditve, vendar predvsem na
tiste, ki jih ze sicer skupno pravilno ovrednoti vecina
anketiranih. Znanje mladostnikov je slabSe na podrodju
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Tabela 3. Poskus kajenja v preteklosti skupno in po spolu pri ucencih iz OS, kjer program izvajajo in oS,
kjer programa ne izvajajo (Raziskava o ucinkovitosti osnovnosSolskega programa za preprecevanje
kajenja “Spodbujajmo nekajenje” na prvi generaciji slovenskih osnovnosolcev, 2006).

Table 3. Smoking experience in the past in total and by sex in participants in total and separately from
primary schools with the programme and primary schools without the programme (Effectiveness
of primary-school based programme “Let’s Promote Nonsmoking” in first generation of Slovene

pupils, 2006).

Osnovne Sole, Skupaj / Total

Osnovne Sole, ki ki ne izvajajo P

izvajajo program programa

/ Primary / Primary

schools with the schools without

programme the programme
Poizkus kajenja v
preteklosti / Smoking
experience in the past
Skupaj 559 494 0,030 (¢?) 1.053
Da/Yes 231 (41,3 %) 237 (48,0 %) 468 (44,4 %)
Ne / No 328 (58,7 %) 257 (52,0 %) 585 (55,6 %)
Poizkus kajenja v
preteklosti po spolu /
Smoking experience in the
past by age
Fantje / Boys 256 215 0,029 (x?) 471
Da/Yes 104 (40,6 %) 109 (50,7 %) 213 (45,2 %)
Ne / No 152 (59,4 %) 106 (49,3 %) 258 (54,8 %)
Dekleta / Girls 303 278 0,316 (x?) 581
Da/Yes 127 (41,9 %) 128 (46,0 %) 255 (43,9 %)
Ne / No 176 (58,1 %) 150 (54,0 %) 326 (56,1 %)

razSirjenosti kajenja in posledicah kajenja za javno
zdravje ter o vplivu kajenja na stres. Poseben poudarek
je potrebno usmeriti na zmanjSevanje precenjevanja
deleza kadilcev med vrstniki in odraslimi, na kar
program ni vplival, saj podatki kazejo, da tisti, ki deleze
kadilcev najbolj precenjujejo, najverjetneje postanejo
kadilci tudi sami (1,18).

Ugodni ucinki programa “Spodbujajmo nekajenje”
na znanje ucenceyv, ki so bili delezni programa, so v
skladu z ugotovitvami iz strokovne literature, (6,10,20-
26), niso pa v skladu z ugotovitvami o ucinkih tovrstnih
programov na oceno deleza kadilcev med vrstniki in/ali
odraslimi (11,20,23).

Pri anketiranih mladostnikih so do neke mere trdno
zasidrana staliS¢a proti tobaku in kajenju, saj kar
polovica anketirancev podpira skoraj vsa v raziskavi

uporabljena stali§¢a v smislu proti rabi tobaka. Med
primerjanima skupinama nismo zasledili statisticno
znacilnih razlik v stalis¢ih, zasledili pa smo jih pri
dekletih iz obeh primerjanih skupin v prid programu.
Zakaj je program ucinkoval samo pri dekletih, ni
razvidno, vendar pa bo potrebno razmisliti o tem,
kako dodelati program s ciliem, da bo ucinkoval pri
obeh spolih.

Izbrane raziskave iz tujine o u€inkih tovrstnih programov
na stali§¢a poroc¢ajo redko, rezultati pa niso dosledni,
zato so primerjave otezene (20,21,23,24,26,27).

Pri kadilskih navadah smo med primerjanima
skupinama zabelezili statisticno znacilne razlike
v delezu tistih, ki nikoli niso kadili, katerih je bilo
statisti¢no znacilno ve¢ v Solah, kjer so program izvajali
in sicer pri fantih.
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Vecina raziskav iz tujine prikazuje pozitivne ucinke
programov na kadilske navade mladih (20-23,28-
42), obstaja pa jih tudi precej, ki tovrstnih uéinkov
niso prikazale (24,27,43-47). Raziskave v tujini
najpogosteje kot merilo u€inkovitosti programov
uporabljajo prav razliéne vidike kadilskega vedenja
pri mladih. Raziskave so prikazale statisti¢no
znactilne ugodne ucinke programov t.i. “druzbenih
vplivov” in kombiniranih programov t.i. “druzbene
usposobljenosti” in t.i. “druzbenega vpliva” obi¢ajno
na enega od kadilskih izidov, npr. na prevalenco
kajenja (22,40,41,42), pogostost kajenja (20,31,39),
redno kajenje (21,33,37,38,41), poskuse kajenja
(21,23,28,29,36,37,38,42), kajenje v preteklem
mesecu (23,28,30,32,34,35) in preteklem tednu
(28,30,32,34,36) ter Stevilo pokajenih cigaret (20,31,41).
Primerjave so otezene zaradi raznolikosti spremljanih
izidov med raziskavami. Rezultati nase raziskave so v
grobem v skladu z rezultati ve€ine navedenih raziskav,
saj prikazujejo statisticno znacilen ucinek programa na
enega od izidov kadilskega vedenja.

V raziskavi smo prikazali, da je program dosegel
Stevilne cilje, ki si jih je zastavil na zacetku, tako
povecanje znanja, spodbujanje negativnih stalis¢ do
kajenja, spodbujanje pozitivnih stalis§¢ do nekajenja,
obenem pa je Se posebej spodbudno, da je tudi
zmanijSal poskuse kajenja med tistimi, ki so bili delezni
programa.

Po dostopnih podatkih v Sloveniji do sedaj ni bila
opravljena podobna raziskava vrednotenja vecletnega
programa preprecevanja rabe tobaka v osnovnih
Solah in je nasa raziskava prva tovrstna. Podatki o
ucinkovitosti programa, ki smo jih prikazali v raziskavi,
SO 0snova za zagovor nadaljnjega izvajanja programa,
obenem pa raziskava ponuja tudi obilo podatkov za
izboljSanje in dopolnitve oziroma prenovo programa.
Raziskava je bila zasnovana tik pred koncem izvajanja
programa pri prvi generaciji osnovnos$olcev. V raziskavi
torej nismo mogli pridobiti podatkov o obeh primerjanih
skupinah na zacdetku izvajanja programa. Nimamo
podatkov o kadilskem vedenju v raziskavo vkljuéenih
ucencey, njihovih starsev, sorojencev in vrstnikov pred
pri¢etkom izvajanja programa. Prav tako v raziskavo
niso bile vklju¢ene Sole, izbrane nakljuéno. Zato je
potrebno rezultate razlagati v lu¢i mozne pristranosti
izbora.

V vseh letih izvajanja programa nismo spremljali
kakovosti izvedbe, ¢asa namenjenega programu
in sledenja nacrtu izvedbe programa, da bi lahko
zaznali morebitne razlike v izvedbi programa, ki po
nasih predvidevanjih obstajajo in bi lahko spremenile
pridobljene rezultate v katero koli smer. Po mnenju tujih

avtorjev med ucitelji obstaja tendenca k prilagajanju
programov v skladu z zahtevami uénega nacrta in
drugimi zahtevami Sole (48). Prav tako nimamo na voljo
natanénejSih podatkov o obsegu izvajanja dejavnosti
za preprecCevanje kajenja v Solah iz primerjalne
skupine. ManjSa kakovost, krajSe trajanje izvajanja
programa in vsebinske spremembe v programu v
osnovnih Solah, ki izvajajo program, ter obsezne
preprecevalne dejavnosti v Solah v primerjalni skupini,
bi lahko navidezno zmanjSale u€inke programa
(pristranost zaradi motecih dejavnikov).

Raziskava spremlja u¢ence le takoj po konéani izvedbi
programa, to je konec osnovne Sole, kasneje pa ne.
To pa po strozjih merilih ne zado$&a niti za uvrstitev
med raziskave kratkoro¢nih ucinkov programa,
kamor sodijo tiste raziskave, ki spremljajo ucinke
programa vsaj $e 6 mesecev po zaklju¢ku ukrepanja
(8). Spremljanje anketirancev po prehodu na srednjo
Solo je povezano s Stevilnimi ovirami, tudi finanénimi,
in se za tovrstno spremljanje tokrat nismo odlogili.
Program “Spodbujajmo nekajenje” se izvaja Sest
Solskih let, kar je precej ve¢ kot vedina ocenjevanih
programov v raziskavah kratkoro&nih udinkov, ki
trajajo obi¢ajno od 1 do 3 Solska leta, lahko manj,
redkeje pa dalj (20,21,22,24,27,28-41,43-47), zato
kljub temu menimo, da raziskavo lahko primerjamo z
raziskavami kratkoro€nih ucinkov Solskih programov
za preprecCevanje kajenja.

V raziskavi smo analizirali individualne podatke in pri
analizi nismo upostevali povezav med posameznimi
skupinami, kot so razredi, Sole oziroma druge
skupine, kar bi lahko privedlo do pove€anja napake
tipa 1 oziroma precenjevanja ucinkov programa (69).
Raziskave ucinkovitosti programov preprecevanja
kajenja v Solah zaradi znacilnosti skupin zahtevajo
drugacen pristop, nacrt in modele analize kot obi¢ajne
primerjalne randomizirane raziskave (48-52). Vendar
pa posamezni avtorji ugotavljajo, da so sicer skupine
lahko pomembne pri primerjalnih raziskavah ukrepov v
lokalni skupnosti, medtem ko imajo le minimalen ucinek
pri tovrstnih raziskavah v Solskem okolju (2,31).
Malo verjetno je, da bi na rezultate vplival izpad iz
skupine u€encev na programu ali prehajanje u¢encev
iz Sol s programom v Sole brez oziroma obratno.
Predvidevamo, da je v osnovnoSolskem okolju takih
prehodov ali pa izstopov iz Sol le malo in da se ne
razlikujejo pomembno med obema skupinama. Prav
tako predvidevamo, da ne more biti bistvenih razlik
med obema skupinama v tem, koliko je bilo uéencey,
ki niso bili prisotni v Soli na dan anketiranja. Vpliv
pristranosti zaradi izgube iz sledenja je tako po nasi
oceni malo verjeten, pristranost napacne razvrstitve
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pa bi lahko imela vedji vpliv. Morda so nekateri u¢enci
zavestno podajali napac¢ne informacije o svojem
kadilskem statusu, vendar pa ocenjujemo, da je
malo verjetno, da bi se obseg zavestno napacnih
odgovorov razlikoval med skupino v programu in
primerjalno skupino, razen v primeru, da bi se u¢enci
iz 8ol s programom, ki so obenem tudi t.i. “Zdrave
Sole”, pocutili bolj obvezane, da navajajo nekajenje,
kar bi lahko vodilo v precenjevanje ucinkov programa.
Vprasalnik po nasih predvidevanijih ne bi smel vplivati
na obseg napacnih odgovorov, saj je bil enostaven
pri kadilskih navadah, razumljiv, vprasanja so bila
standardna in je bil predhodno stestiran.

Raziskava “Z zdravjem povezano vedenje v Solskem
okolju” iz leta 2006 belezi med 15-letniki 54,2 % takih,
ki so ze kadarkoli poskusili kaditi (57), v naSi raziskavi
pa belezimo 44,4 % delez. V raziskavi iz leta 2006 je
vsaj enkrat na teden ali pogosteje kadilo 18 % vseh
15-letnikov (57), v nasi raziskavi pa je bilo takih 7,6 %
V naSi raziskavi je bila povpre¢na starost anketirancev
nekaj manj kot 14,5 leta (v obeh skupinah). V nasi
raziskavi smo torej prikazali nizje deleze tistih, ki so
kadarkoli poskusili kaditi, predvsem pa nizje deleze
tistih, ki kadijo vsaj enkrat na teden ali pogosteje, kar
lahko delno razlozimo z razliko v starosti, ki znasa
priblizno pol leta. Morda je razlog tudi v tem, da smo
se v nasi raziskavi osredoto ili na kajenje in so se
morda ucenci podcutili bolj izpostavljene v tem smislu,
kot pri zgoraj omenjeni raziskavi (57), kjer so preverjali
razli¢no vedenje, povezano z zdraviem. Metodologija
izvajanja obeh raziskav je bila sicer podobna.
Zavedamo se, da obstajajo Stevilne pristranosti in
drugi dejavniki pri zasnovi raziskave, ki bi lahko
vplivali na rezultate raziskave v katerokoli smer.
Raziskava pa nam vendarle omogoca grob vpogled
v ucinkovitost najbolj raz8irjenega osnovnosolskega
programa preprecevanja kajenja v Sloveniji. Omejitve
in pomanijkljivosti te raziskave kazejo na to, da in kako
je za natanénej$o oceno potrebno naértovati in izvesti
strozje vrednotenje ucinkov tovrstnega programa.

5 Zakljugki

Programi prepre€evanja kajenja v 3olskem okolju
so eden od ucinkovitih ukrepov za zmanjSevanje
rabe tobaka med mladimi. Programi preprecevanja
kajenja v Solah so ucinkoviti. Cilj za uvajanje vsebin v
ucne programe osnovnih in srednjih 3ol ter uvajanje
morebitnih dodatnih programov smiselno. V Sloveniji
se v Solah najpogosteje izvaja program “Spodbujajmo
nekajenje”.

Program “Spodbujajmo nekajenje” je pomembno
povecala raven znanja pri mladostnikih obeh spolov,
pomembno vplival na stali§¢a pri dekletih in na enega
od vidikov kadilskega vedenja pri fantih.

Program “Spodbujajmo nekajenje” sodi v skupino
najucinkovitejsih tovrstnih programov, prav tako
vsebuje nekatere pomembnejSe prvine, ki povecajo
ucinkovitost programa. Program po skoraj desetletju
od prve zasnove potrebuje prenovo, del zasnov in idej
za prenovo pa lahko ¢rpamo tudi iz naSe raziskave.
Program “Spodbujajmo nekajenje” je potrebno okrepiti
na podrodju znanj, pri katerih je raziskava pokazala
na pomanjkljivosti, s poudarkom na precenjevanju
deleza kadilcev med vrstniki in odraslimi, pa tudi drugih
dejstvih o razsirjenosti kajenja in posledicah kajenja
za javno zdravje ter tudi o vplivu kajenja na stres.
Obenem bo potrebno v vecji meri vkljuciti tematiko o
kratkoro€nih ucinkih kajenja na zdravje mladostnikov,
saj se je nase znanje na tem podrocju v zadnijih letih
okrepilo. Pri dolo¢enih ciljih program deluje selektivno
glede na spol, zato ga bo potrebno dodelati v smislu
primernosti, sprejemljivosti in ucinkovitosti za oba
spola. Za samo izvedbo prenove bo potrebno dodatno
pridobiti mnenja in zelje vseh deleznikov, ki so
vklju€eniv pripravo, izvajanje in vrednotenje programa,
opraviti pregled novejSe literature ter dobrih praks ter
posodobljeni program pilotsko preizkusiti ter ucinke
programa ustrezno ovrednotiti.

Literatura

1. US Department on Health and Human Sciences. Preventing
Tobacco Use Among Young People: A Report of the Surgeon
General. Atlanta, Georgia: US Public Health Service, Centers
for Disease Control and Prevention, Office on Smoking and
Health, 1994.

2. Schofield MJ, Lynagh M, Mishra G. Evaluation of a Health
Promotion Schools program to reduce smoking in Australian
secondary schools. Health Educ Res 2003;18(6):678-92.

3. Dobbins M, DeCorby K, Manske S, Goldblatt E. Effective
practices for school-based tobacco use prevention. Prev Med
2008;46:289-97.

4. World Health Organization. WHO Report on the Global Tobacco
epidemic, 2008: the MPOWER Package. Geneva: World Health
Organization, 2008.

5. World Bank. Tobacco Control: At a glance, 2003. Pridobljeno
25.11.2008 s spletne strani http:/siteresources.worldbank.
org/INTPHAAG/Resources/AAG TobacControlEngv46-03.pdf)

6. U.S. Department of Health and Human Services. Reducing
Tobacco Use: A Report of the Surgeon General. Atlanta,
Georgia: U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, National Center
for Chronic Disease Prevention and Health Promotion, Office
of Smoking and Health, 2000.

7. Centers for Disease Control and Prevention. Guidelines for
School Health Programs to Prevent Tobacco Use and Addiction.
Morbidity and Mortality Weekly Report, Recommendations and
Reports 1994;43:No. RR-2.



160

Zdrav Var 2009; 48

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

283.

Thomas R, Perera R. School-based programmes for preventing
smoking. Cochrane Database of Systematic Reviews 2006,
Issue 3. Art. No.: CD001293. DOI: 10.1002/14651858.
CD001293.pub2.

Stewart - Brown S. What is the evidence on school health
promotion in improving health or preventing disease and,
specifically, what is the effectiveness of the health promoting
schools approach? Copenhagen, WHO Regional Office for
Europe, Health Evidence Network Report, 2006. Pridobljeno
10.9.2008 s spletne strani http://www.euro.who.int/document/
€88185.pdf .

Peters LWH, Paulussen TGWM. School Health: A review of the
effectiveness of health education and health promotion. Utrecht:
Dutch Centre for Health Promotion and Health Education and
IUHPE/EURO. Landelijk Centrum GVO, 1994.

Rooney BL, Murray DM. A meta-analysis of smoking prevention
programs after adjustment for errors in the unit of analysis.
Health Educ Q 1996; 23(1): 48-64.

Backinger Cl, Fagan P, Matthews E, Grana R. Adolescent
and young adult tobacco prevention and cessation: current
status and future implications. Tob Control 2003; 12(Suppl IV):
iv46-iv53.

Skara S, Sussman S. A review of 25 long-term adolescent
tobacco and other drug use prevention program evaluations.
Prev Med 2003;37:451-474.

Wiehe SE, Garrison MM, Christakis DA, Ebel BE, Rivara FP.
A systematic review of school-based smoking prevention trials
with long-term follow-up. J Adolesc Health 2005; 36:162-169.
Stead M, Angus K. Literature Review into the Effectiveness
of School Drug Education. Scottish Executive, August 2004.
Pridobljeno 10.9.2008 s spletne strani http://www.scotland.gov.
uk/Publications/2006/03/14135828/0

Koprivnikar H. Zdravstveno-vzgojne vsebine in programi, s
poudarkom na tistih s podrocja tobaka in alkohola, v slovenskih
osnovnih $olah. Ljubljana: Institut za varovanje zdravja RS, 2007.
Pridobljeno 10.9.2008 s spletne strani http://www.ivz.si/index.
php?akcija=novica&n=1211.

Latkovi¢ B, Cuk J, Guid N, Seli¢ P, Breznikar B, Stergar E, Bevc
Stankovi¢ M, Pucelj V. Spodujajmo nekajenje! Priro¢nik za
uciteljice in ucitelje v osnovnih Solah. Ljubljana; Drustvo pljuénih
bolnikov Slovenije, Institut za varovanje zdravja RS, 2000.
Tyas S, Pederson LL. Psychosocial factors related to adolescent
smoking: a critical review of the literature. Tob Control 1998;
7:409-420.

Stergar E, Scagnetti N, Pucelj V. Z zdravjem povezano vedenje
v Solskem obdobju : HBSC Slovenija 2002: porocilo o raziskavi.
Ljubljana: Institut za varovanje zdravja Republike Slovenije,
2006. 1 opti¢ni disk (CD-ROM). ISBN 961-6202-78-2. Dostopno
na spletnem naslovu: http://www.ivz.si/javne_datoteke/
datoteke/1077-Z_zdravjem_povezano_vedenje.pdf

Botvin GJ, Griffin KW, Diaz T, Ifill-Williams M. Drug Abuse
Prevention Among Minority Adolescents: Posttest and One-Year
Follow-Up of a School-Based Preventive Intervention. Prev Sci
2001;2(1):1-13.

De Vries H, Backbier E, Dijkstra M, Van Breukelen G, Parcel G,
Kok G. A Dutch social influence smoking prevention approach for
vocational school students. Health Educ Res 1994;9:365-74.
Flay BR, Miller TQ, Hedeker D, Siddiqui O, Britton CF, Brannon
BR, et al. The Television, School, and Family Smoking Prevention
and Cessation Project. VIII. Student Outcomes and Mediating
Variables. Prev Med 1995;24:29-40.

Botvin GJ, Griffin KW, Diaz T, Miller N, Ifill Williams M. Smoking
initiation and escalation in early adolescent girls: one-year
follow up of a school based prevention intervention for minority

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

youth. Journal of American Medical Women’s Association
1999;54:139-42, 152.

Nutbeam D, Macaskill P, Smith C, Simpson JM, Catford J.
Evaluation of two school smoking education programmes under
normal classroom conditions. BMJ 1993;306:102-7.
Lister-Sharp D, Chapman S, Stewart-Brown S, Sowden A.
Health promoting schools and health promotion in schools: two
systematic reviews. Health Technol Assess 1999;3(22).

Baan B. Prevention of smoking in young children in Holland:
Education and changing attitudes. Lung 1990; 168(Suppl.1):
320-326.

Clayton RR, Cattarello AM, Johnstone BM. The effectiveness
of Drug Abuse Resistance Education Project (Project DARE):
5-year-follow-up results. Prev Med 1996;25:307-18.

Ellickson PL, McCaffrey DF, Ghosh-Dastidar B, Longshore DL.
New Inroads in Preventing Adolescent Drug Use: Results From
a Large-Scale Trial of Project ALERT in Middle Schools. Am J
Publ Health 2003;93(11):1830-6.

Dijkstra M, Mesters |, De Vries H, van Breukelen G, Parcel GS.
Effectiveness of a social influence approach and boosters to
smoking prevention. Health Educ Res 1999;14(6):791-802.
Elder JP et al. The Long-Term Prevention of Tobacco Use
among Junior High School Students: Classroom and Telephone
Interventions. Am J Publ Health 1993;83(9):1239-44.
Vartiainen E, Paavola M, McAlister A, Puska P. Fifteen-
Year Follow-Up of Smoking Prevention effects in the
North Karelia Youth Project. Am J Publ Health 1998;88(1):
81-5.

Powers Noland M, Kryscio R, Riggs RS, Linville LH, Ford VY,
Tucker TC. The Effectiveness of a Tobacco Prevention Program
With Adolescents Living in a Tobacco-Producing Region. Am J
Publ Health 1998;88(12):1862-5.

Brown KS, Cameron R, Madill C, Payne ME, Filsinger S, Manske
SR, Best JA: Outcome evaluation of a high school smoking
reduction intervention based on extracurricular activities. Prev
Med 2002;35(5):506-10.

Elder JP, Wildey M, de Moor C, Sallis Jr, Eckhardt L, Edwards
C et al. The long-term prevention of tobacco use among junior
high school students: Classroom and telephone interventions.
Am J Health Promot 1993;83:1239-44.

Eckhardt L, Woodruff SI, Elder JP. Relative effectiveness of
continued, lapsed and delayed smoking prevention intervention
in senior high school students. Am J Health Promot 1997;11:
418-21.

Anderson Johnson C, Unger JB, Ritt-Olson A, Palmer PH, Cen
SY, Gallaher P, et al. Smoking prevention for ethnically diverse
adolescents: 2-year outcomes of a multicultural, sxchool-based
smoking prevention curriculum in Southern California. Prev Med
2005;40:842-52.

Sussman S, Dent CW, Stacy AW, Sun P, Craig S, Simon TR,
Burton D, Flay BR. Project Towards No Tobacco Use: 1-Year
Behavior Outcomes. Am J Publ Health 1993;83;1245-50.
Dent CW, Sussman S, Stacy AW, Craig S, Burton D, Flay BR.
Two-year behavior outcomes of Project Towards No Tobacco
Use. J Consult Clin Psychol 1995;63:676-7.

Scheier LM, Botvin GJ, Griffin KW. Preventive intervention
effects on developmental progression in drug use: structural
equation modelling analysis using longitudinal data. Prev Sci
2001;2(2):91-112.

Josendal O, Aaro LE, Bergh |. Effects of a school-based smoking
prevention program among subgroups of adolescents. Health
Educ Res 1998;13:215-24.

Josendal O, Aaro LE, Torsheim T, Rasbash J. Evaluation of the
school-based smoking prevention program “BE smokeFree”.
Scand J Psychol 2005;46:189-99.



Koprivnikar H. U&inkovitost programa “Spodbujajmo nekajenje” pri prvi generaciji slovenskih osnovnosSolcev 161

42.

43.

44.

45.

46.

47.

48.

49.

Cameron R, Brown KS, Best JA, Pelkman CL, Madill CL, Manske
SR, Payne ME. Effectiveness of a Social Influences Smoking
Prevention Program as a Function of Provider Type, Training
Method and School Risk. Am J Publ Health 1999;89(12):1827-
31.

Aveyard P, Cheng KK, Almond J, Sherratt E, Lancashire R,
Lawrence T, Griffin C, Evans O. Cluster randomized controlled
trial of expert system based on the transtheoretical (“stages of
change”) model for smoking prevention and cessation in schools.
BMJ 1999;319:948-53.

Schinke SP, Tepavac L, Cole KC. Preventing substance use
among native American youth: Three-year results. Addictive
Behavior 2000;25:387-97.

Sussman S, Dent CW, Stacy AW. Project Towards No Drug
Abuse: A Review of the Findings and Future Directions. Am J
Health Behav 2002;26(5):354-365

Peterson AV, Kealey KA, Mann SL, Marek PM, Sarason
IG. Hutchinson Smoking Prevention Project: Long-Term
Randomized Trial in School-Based Tobacco Use Prevention
— Results on Smoking. J Natl Cancer Inst 2000;92(24):1979-
91.

Lynam DR, Milich R, Zimmerman R, Novak SP, Logan TK, Martin
C et al. Project DARE: no effects at 10 year follow-up. J Consult
Clin Psychol 1999;67:590-3.

Connelly J, Green J, Lechner L, Mittelmark MB, Rigby AS,
Roberts C. The European Framework Approach (ESFA)
project: Observations by Six Commentators. Health Educ Res
2003;18(6):664-77.

Murray DM, Varnell SP, Blitstein JL. Design and Analysis of
Group-Randomized Trials: A Review of Recent Methodological
Developments. Am J Publ Health 2004;94(3):423-32.

50.

51.

52.

53.

54.

55.

56.

57.

Donner A, Brown KS, Brasher P. A Methodological Review
of Non-Therapeutic Intervention Trials Employing Cluster
Randomization, 1979-1989. Int J Epidemiol 1990; 19(4):795-
800.

Murray DM, Rooney BL, Hannan PJ, Peterson AV, Ary
DV, Biglan A et al. Intraclass Correlation among Common
Measures of Adolescent Smoking: Estimates, Correlates, and
Applications in Smoking Prevention Studies. Am J Epidemiol
1994; 140(11):1038-50.

Campbell MK, Elbourne DR, Altman DG for the CONSORT
Group. CONSORT Statement: extension to cluster randomized
trials. BMJ 2004;328:702-8.

California Environmental Protection Agency, Office of
Environmental Health Hazard Assessment. Air Resources
Board. Proposed Identification of Environmental Tobacco Smoke
As a Toxic Air Contaminant, Part A: Exposure Assessment.
2005. Pridobljeno 9.2.2009 s spletne strani http://www.arb.
ca.gov/toxics/id/summary/etsPT_a.pdf .

Patrick DL, Cheadle A, Thompson DC, Diehr P, Koepsell T,
Kinne S. The Validity of Self-Reported Smoking: A Review and
Meta-Analysis. Am J Publ Health 1994; 84(7):1086-93.

Biglan A, Ary DV, Smolkowski K, Duncan T, Black C. A
randomised controlled trial of a community intervention to
prevent adolescent tobacco use. Tob Control 2000; 9:24-32.
Piper D, Moberg DP, King MJ. The Healthy for Life Project:
Behavioral Outcomes. J Prim Prev 2000;21(1):47-73.

Helena Jeri¢ek, Darja Lavtar, Tatjana Pokrajac. HBSC Slovenija
2006: Z zdravjem povezano vedenje v Solskem obdobju. Poro€ilo
o raziskavi. Ljubljana: Institut za varovanje zdravja Republike
Slovenije, 2007.



162 Zdrav Var 2009; 48: 162-169

PRESCRIBING OF BENZODIAZEPINES AMONG SLOVENIAN
FAMILY PHYSICIANS
PREDPISOVANJE BENZODIAZEPINOV MED SLOVENSKIMI

ZDRAVNIKI DRUZINSKE MEDICINE
Maja Subelj', Gaj Vidmar??, Vlesna Svab*

Prispelo: 3. 5. 2009 - Sprejeto: 20. 7. 2009

Original scientific article
UDC 615.2

Abstract

Background: In spite of their side effects, benzodiazepines are the most frequently prescribed psychotropic
drugs in family medicine. The objective of this study was to investigate the possible association between physician
characteristics, practice structure and practice population size with the pattern of prescribing benzodiazepines
among Slovenian family physicians.

Methods: We studied a representative sample of 100 family physicians using a combination of self-administered
questionnaire, demographic data and data on prescribing provided by the Institute of Public Health of the Republic
of Slovenia. The characteristics potentially influencing frequent prescribing were investigated by multiple linear
regression analysis.

Results: The estimated annual benzodiazepine consumption in Slovenia is nearly 3-fold lower than in the United
Kingdom. Benzodiazepines were found to be less frequently prescribed by physicians with lower numbers of
registered patients, as well as by female physicians, younger physicians, physicians followig the specialist training,
those with short length of service, and by physicians working in large towns of the central healthcare region. The
physicians’ age and access to computerised decision-making support for drug management at the workplace
were found to be significantly associated with increased prescription of benzodiazepines compared to the volume
of prescribed psychotropic drugs.

Conclusions: The results indicate that family physicians in Slovenia prescribe appropriate amounts of
benzodiazepines. Benzodiazepines are less frequently prescribed in practices with less workload, by younger
and female family physicians, in practices located in central Slovenia and by family physicians with online access
to information at their workplace.

Key words: family physicians, drug prescriptions, benzodiazepines

Izvirni znanstveni ¢lanek
UDK 615.2

Izvleéek

Izhodis¢a: Kljub stranskim uc¢inkom so benzodiazepini najpogosteje predpisani psihofarmaki v druZinski medicini.
Z raziskavo smo ocenjevali povezanost znacilnosti zdravnikov, znacilnosti ambulantnega dela in velikosti populacije
bolnikov s predpisovanjem benzodiazepinov pri slovenskih zdravnikih druzinske medicine.

Metode: Na reprezentativnem vzorcu stotih zdravnikov druzinske medicine smo z multiplo linearno regresijo
ocenili, kateri dejavniki vplivajo na pogosto predpisovanje benzodiazepinov.

Rezultati: Zdravniki druzinske medicine v Sloveniji predpisejo v povprecju skoraj trikrat manj benzodiazepinov kot
v Veliki Britaniji. Manj pogosto so benzodiazepine predpisovali zdravniki z manjsim Stevilom opredeljenih bolnikov,
zdravnice, mlajsi zdravniki, specializanti, zdravniki s krajso delovno dobo in zdravniki v vedjih krajih v osrednjem delu
drzave. Delez benzodiazepinov med vsemi recepti za psihofarmake je bil vedji pri starejsih zdravnikih in zdravnikih,
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ki na delovnem mestu niso imeli dostopa do spletne informacijske podpore pri predpisovanju zdravil.

Zakljucek: Zdravniki druZinske medicine v Sloveniji zmerno predpisujejo benzodiazepine. Manjse predpisovanje
je povezano z manjsimi delovnimi obremenitvami, Zenskim spolom, nizZjo starostjo, umescenostjo ambulante v
centralnih delih Slovenije in dostopom do spletne informacijske podpore pri predpisovanju zdravil na delovhem

mestu.

Kljuéne besede: zdravniki druzinske medicine, predpisovanje zdravil, benzodiazepini

1 Introduction

Benzodiazepines (BZD) are among the most
commonly prescribed psychotropic drugs, even though
family physicians regard prescribing these drugs
as one of the most demanding and uncomfortable
tasks in their clinical work (1). BZD have strong anti-
anxiety effects (2), yet they also induce physical and
psychological addiction and withdrawal symptoms
upon treatment discontinuation (3). In the elderly, they
cause cognitive impairment, and are responsible for
falls and consecutive hip fractures (4). In a Spanish
study, addiction was identified in 47% of the patients
prescribed BZD for over one month (5).

On the basis of their structure BZD are divided into
three subclasses: 2-keto, 3-hydroxy and triazolo
BZD. They differ in their pharmacokinetic properties,
i.e. plasma half-lives, and may therefore be further
grouped into long-acting (plasma half-life of > 20
hours), intermediate-acting (plasma half-life of 6 - 20
hours) and short-acting BZD (plasma half-life of <
6 hours) (6). The advantages of long-half-life drugs
over short-half-life drugs are: less frequent dosing,
less variation in plasma concentration, and less
severe withdrawal phenomena. The disadvantages
include: drug accumulation, increased risk of daytime
psychomotor impairment, and increased daytime
sedation. Rebound insomnia and anterograde amnesia
are more severe with the short-half-life drugs (6, 7). In
our study, BZD classes were not subdivided— despite
the different levels of severity — because all groups
presented with considerable addiction problems, as
well as with sedation and psychomotor impairment.
Anxiety is also controlled by antidepressant agents,
mainly by selective serotonin reuptake inhibitors
(SSRIs) (8). These drugs show other drug-related
problems (DRP), such as sexual dysfunction, risk of
bleeding, hyponatremia, discontinuation symptoms,
and increased body weight (9, 10). Modern treatment
guidelines advocate short term use and combining BZD
with antidepressants, or using only antidepressants for
anxiety control (11).

General practices vary in practice population
parameters, such as the practice list size and age-

gender structure; in their organization, such as practice
location and the quantity and type of resources
available; and in family physicians’ characteristics,
such as age and training level (12, 13). A Danish
study, which used the defined daily dose (DDD) as a
measure of prescribing psychotropic drugs, reported
larger prescribing rates in rural areas and in small
towns compared to cities, but found no differences
in prescribing rates in relation to the size and type of
practice, or to the age and gender of the physician
(14). In their studies, Rosser and Pimlott proved
that educational programmes on psychotropic drug
prescribing for family physicians reduced the rates
of prescribing BZD to patients over 65 years of age
(15, 16). The Danish restriction of BZD prescribing to
one month at a time and only following consultation
reduced prescribing of BZD hypnotics to 46.5% and the
use of BZD anxyolitics to 41.7% (17). Computer-based
access to drug profiles and alerts about potential
prescribing problems significantly reduced the rate
of potentially inappropriate prescribing, but only
selectively effected discontinuation of this prescribing
(18). To our knowledge, there have been no studies
exploring the connection between general practitioners’
workload and the rate of prescribing BZD.

The goal of the study was to analyze the factors that
influence frequent prescribing of BZD in a representative
sample of Slovenian family physicians.

2 Materials and methods

2.1 Sampling and research procedure

Data were obtained from the national database of all
prescriptions, which is maintained by the Institute of
Public Health (IPH). A representative sample of 160
family physicians was selected by means of stratified
random sampling. The sample was well-matched to
the total population in terms of regional representation,
age distribution, gender ratio and percentage of public
and private practitioners. The study did not include
physicians who worked part time, those who were
absent from work for over three months during the year
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under study, and/or those who were retired or worked
at emergency departments.

The questionnaire described below was sent to the
selected family practitioners. A letter explaining the
aims and procedures of the survey was attached to
ensure their collaboration. A coding system was used
to facilitate follow-up, and two reminders were added
in order to increase response rate while keeping the
family physician’s identity confidential.

The questionnaire was completed by 100 family
physicians, yielding a 62.5% response rate. Further
analyses were performed on the respondent sample
because the non-respondents did not consent to the
use of their data from the IPH prescription database.

2.2 Family physician characteristics and practice
structure variables

A questionnaire was used to obtain demographic
data on the physicians’ gender and age; workload
data (practice list size, number of extra duty hours
per week, number of house calls per day, number
of standby hours per week, emergency treatment
during regular practice hours, number of telephone
consultations per day, mentorship); data on physicians’
training (specialist training in family medicine, further
training in psychopharmacology, recognition and
treatment of anxiety and depression); data on practice
organization (population area covered, distance from
the nearest general hospital, employment in a public
institution versus private practice, implementation of
the appointment system, duration of employment in
family practice and in the current surgery in years);
and data on the access to information (computerised
decision-making support for drug management) at
the workplace.

2.3 Prescribing data

Data on the prescribed medications for the year 2005
were obtained from the national database. In total, 52
115 prescriptions for psychotropic drugs were taken
into consideration. Drugs were coded according to the
Anatomical Therapeutic and Chemical Classification
System (ATC).

2.4 Statistical analysis

For each physician, we calculated the proportion of
patients who were prescribed a monotherapy with
BZD more than six times in the year under study
(considered as frequent prescribing) (11). For BZD and
antidepressants, the annual defined daily dose (DDD)
per 1000 practice population was calculated.

The first step of the study was to calculate descriptive
statistics for all the variables studied; and to analyze
univariately their relationship with frequent prescribing
of BZD using the Student’s t-test for numeric variables
and the Fisher’s exact test for binary variables.

The second step consisted of excluding physicians
who did not prescribe BZD more than six times in a
given year to the same patient. Frequent prescribing of
BZD per patient, and frequent prescribing of BZD per
patient with at least one psychotropic drug prescribed
were analyzed using multiple linear regression.

The third step of the study was to apply multiple
linear regression analysis to the entire sample to
determine the ratio of BZD prescriptions to the total
number of psychotropic drug prescriptions, and the
ratio of BZD annual DDD to the total annual DDD of
antidepressants

Variables for all the multiple regression models
were selected on the basis of univariate analyses
and mutual correlation in order to avoid overfit and
collinearity.

Data were analysed using the SPSS for Windows
14.0.2 software (SPSS Inc., Chicago, IL, 2003). Two-
sided statistical tests were used with the significance
level of p<0.05.

3 Results

Annual DDD of BZD per 1000 practice population
ranged from less than 1 to 5.2, with a mean of 1.8
(standard deviation 1.2) and a median of 1.7, which
shows a large variation in prescribing BZD between
Slovenian physicians (Figure 1).

Table 1 presents univariate comparisons of
demographic and work characteristics between family
physicians who, by the Muijrers et al. definition (11),
could be labeled as frequent prescribers of BZD and
the remaining respondents.

Multiple regression on the sample of 93 physicians
who prescribed BZD more than six times per year
to at least one patient indicated that physicians with
a larger number of patients on their list (p = 0.001)
and those working in healthcare regions other than
the central part of the country (p = 0.006) had more
patients to whom BZD were frequently prescribed
(Table 2). In the same sample, the rate of frequent
BZD prescribing among patients prescribed at least
one psychotropic drug also proved to be higher among
physicians located in the peripheral healthcare regions
(p = 0.002) (Table 3).
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Figure 1. Distribution of annual DDD of BZD per 1000 practice population.

Slika 1.

Porazdeljenost DDD BZD na100 bolnikov splosne prakse na leto.

Table 1. Comparison of demographic and work characteristics between family physicians who frequently
prescribed a BZD drug and those who did not.
Tabela 1. Primerjava demografskih in delovnih znacilnosti pri zdravnikih druzinske medicine, ki pogosto
predpisujejo BZD in pri tistih, ki jih ne predpisujejo pogosto.

BZD prescribed to the same patient > 6 times in the studied
Physician/practice year
characteristic No (N=7) Yes (N=93)
Binary variables Category counts Category counts p (FET)
Gender 0 male 7 female 37 male 56 female 0.044
Specialisation 5 ongoing 2 done/none 20 ongoing 73 done/none | 0.030
CDS at work 5yes 2no 54 yes 39 no 0.697
Town size (number  of 7 >10,000 inh. 0 <10,000 inh. | 52 10,000 inh. 41 <10,000 inh.| 0.032
inhabitants)
Practice type 7 public 0 private 72 public 21 private 0.340
Appointment system 4 yes 3 no 54 yes 39 no 0.748
Emergency duty 6 yes 1 no 72 yes 21 no 1.000
Healthcare region 1 peripheral 6 central 35 peripheral 53 central 0.647
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Numeric variables Mean (SD) Mean (SD) p (1)

Age (years) 36.9 (6.4) 46.5 (8.9) 0.006
Employment in family practice 8.1 (7.5) 17.9 (10.1) 0.013
(years) .

Employment in present surgery 35 2.3) 12.4 (8.9) <0.001
(years)

Training (days per year) 9.4 (1.2) 10.5 (6.1) 0.174
Telephone calls (number per 4.9 (4.1) 12.0 (10.1) 0.066
day)

Home visits (number per day) 1.1 (1.8) 0.9 (1.0) 0.601
Extra duty (hours per week) 10.6 (16.4) 8.6 (8.3) 0.762
Number of designated patients 1478.3 (423.9) 1821.2 (409.5) 0.036
Distance from nearest general

hospital (km) 29.4 (25.5) 20.6 (18.3) 0.235

Legend: SD=standard deviation, p=statistical significance (FET=Fisher’s exact test, t=independent-samples t-test);
CDS=computerised decision-making support for drug management.

Table 2. Summary of multiple linear regression model for predicting the proportion of patients who were
often prescribed BZD per designated patients.

Tabela 2. Povzetek multiple linearne regresije za napoved deleZa bolnikov, ki so jim pogosto predpisali
BZD, na opredeljenega bolnika.

Independent variable b SE B p

Gender (male vs. female) 0,0017 0,0019 0,095 0,358
Age (years) 0,0001 0,0001 0,049 0,715
Employment in present practice (years) 0,0001 0,0001 0,008 0,948
Specialisation (ongoing vs. completed or none) -0,0044 0,0025 -0,205 0,077
Number of designated patients 0,0001 0,0001 0,329 0,001
Healthcare region (peripheral vs. central) 0,0053 0,0019 0,275 0,006

Legend: n=93 GPs, model p<0.001, adjusted R2=0.209, b=regression coefficient, SE=standard error,
O=standardized regression coefficient, p=statistical significance.

The analysis of BZD prescriptions compared to the
total number of psychotropic prescriptions in the year
studied , performed on the entire sample, showed
that higher proportion of BZD was prescribed by older
practitioners (p = 0.028) and by those who had no
access to a computerised decision-making support

for drug management at their workplace (p = 0.022)
(Table 4). The analysis of the ratio of BZD to the total
annual DDD of antidepressants, performed on the total
sample, confirmed the association of older age with
higher share of BZD (p = 0.008) (Table 5).
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Table 3. Summary of multiple linear regression model for predicting the proportion of patients who were
often prescribed BZD per patient with prescribed at least one psychotropic drug in the studied
year.

Tabela 3. Povzetek multiple linearne regresije za napoved deleZa bolnikov, ki so jim pogosto predpisali
BZD, na bolnika s predpisanim najmanj enim psihotropnim zdravilom na leto.

Independent variable b SE B p

Gender (male vs. female) -0,0114 | 0,0252 | -0,048 | 0,653
Age (years) 0,0004 | 0,0018 | 0,031 | 0,823
Employment in present practice (years) 0,0012 | 0,0016 | 0,096 | 0,438
Specialisation (ongoing vs. completed or none) -0,0609 | 0,0334 | -0,218 | 0,072
Number of designated patients 0,0001 | 0,0001 | 0,050 | 0,610
Healthcare region (peripheral vs. central) 0,0799 | 0,0253 | 0,322 | 0,002

Legend: n=93 GPs, model p=0.003, adjusted R2=0.146, b=regression coefficient, SE=standard error,
O=standardized regression coefficient, p=statistical significance.

Table 4. Summary of multiple linear regression model for predicting the ratio between the number of BZD
prescriptions and total number of psychotropic prescriptions.

Tabela 4. Povzetek multiple linearne regresije za napoved razmerja med Stevilom receptov za BZD in
celotnim stevilom receptov za psihotropna zdravila.

Independent variable b SE B p

Gender (male vs. female) 0,0063 | 0,0188 | 0.037 | 0.740
Age (years) 0,0030 | 0,0013 | 0.319 | 0.028
Employment in present practice (years) 0,0004 | 0,0012 | 0.042 | 0.736
Home visits (number per day) -0,0059 | 0,0078 | -0.074 | 0.453
Specialisation (ongoing vs. completed or none) 0,0310 | 0,0233 | 0.161 | 0.186
Number of designated patients 0,0001 | 0,0001 | 0.025 | 0.800
Distance from nearest general hospital (km) 0,0006 | 0,0004 | 0.147 | 0.145
CDS at work (yes vs. no) -0,0386 | 0,0165 | -0.229 | 0.022
Healthcare region (peripheral vs. central) 0,0104 | 0,0186 | 0.058 | 0.579

Legend: n=100, model p=0.021, adjusted R2=0.109; b=regression coefficient, SE=standard error, O=standardized
regression coefficient, p=statistical significance; CDS=computerised decision-making support for drug
management.

4 Discussion (19). Nevertheless, the study demonstrated large
variation in BZD prescribing patterns between the

The estimated annual DDD for BZD in Slovenia is on family physicians studied.

average 2.7-fold lower than in the United Kingdom,
a finding indicating a reasonable and appropriate
prescribing practice among Slovenian family physicians

Univariate comparisons of demographic and work
characteristics of family physicians labeled as
frequent prescribers of BZD according to the
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Table 5. Summary of multiple linear regression model for predicting the ratio of the BZD annual DDD to
the total annual DDD of antidepressants.
Tabela 5. Povzetek multiple linearne regresije za napoved razmerja med letno DDD za BZD in celotno

etno DDD za antidepresive.

Independent variable b SE B p

Gender (male vs. female) 0,0594 | 0,1606 0,041 0,713
Age (years) 0,0309 | 0,0113 | 0,389 | 0,008
Employment in present practice (years) -0,0063 | 0,0100 | -0,078 | 0,533
Home visits (number per day) -0,0479 | 0,0669 | -0,070 | 0,476
Specialisation (ongoing vs. completed or none) 0,0445 | 0,1988 | 0,027 | 0,823
Number of designated patients 0,0001 | 0,0002 | 0,079 | 0,425
Distance from nearest general hospital (km) 0,0043 | 0,0037 | 0,114 | 0,257
CDS at work (yes vs. no) -0,2096 | 0,1409 | -0,146 | 0,140
Healthcare region (peripheral vs. central) 0,1266 | 0,1588 0,082 0,428

Legend: n=100, model p=0.019, adjusted R2=0.111; b=regression coefficient, SE=standard error, O=standardized
regression coefficient, p=statistical significance; CDS=computerised decision-making support for drug

management.

Muijrers et al. definition (11), and of the remaining
respondents revealed the following physician and
practice characteristics associated with increased
BZD prescribing: male gender, no or completed
specialist training, older age, longer employment in
family practice and longer employment in the present
surgery as physician characteristics, and smaller
town size and larger number of registered patients.
However, because of the very small number of family
physicians who did not prescribe BZD on a frequent
basis, and because of the inflated alpha error due to
multiple statistical tests, these analyses should be
interpreted with caution, and may serve merely as
indicators of potential BZD prescribing issues. The
criterion of prescribing BZD to the same patient more
than six times in a given year labels over 90% of the
family physicians studied as frequent prescribers of
BZD even though the estimated total BZD consumption
appears to be low, which renders the usefulness of this
criterion questionable.

Hence, multiple linear regression analysis was
performed in order to determine which factors had
greatest influence on prescribing BZD, and to what
extent. The analysis of registered patiens suggested
that frequent prescribing may be due to short
consultation time assigned to patients because of their
high number, an observation applying mostly to smaller

and more remote regions with a presumably limited
access to specialists. The difference between regions
was confirmed by the analysis of patients prescribed
at least one psychotropic drug.

The analysis of the total number of psychotropic
prescriptions showed that younger age of family
physicians predicted lower BZD prescribing rates. This
finding was confirmed by the total annual DDD. Older
physicians with longer service periods who had had
good results with BZD in terms of controlling anxiety in
their patients may have insufficient experience with the
anxiolytic effects of newer antidepressants. As a rule,
they care for older patients, many of whom are likely to
be already addicted to BZD and are therefore unlikely
candidates for drug change or dosage reduction (2).
Access to computerised decision-making support
for drug management at the workplace was also
predictive of lower BZD prescribing, a finding stressing
the need for information support in the medical work
environment in the Slovenian primary care setting.

4.1 Study limitations

Other factors, which are not addressed in this study, but
undoubtedly affect BZD prescribing include diagnosis
and other patient characteristics, the physician’s
attitude towards psychiatric disorders, expectations
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about therapeutic outcomes and diagnostic skills,
and advertising by pharmaceutical companies (20).
Individual prescribing was not studied, because a
nation-wide system of computerized patient records
has not yet been established in the Slovenian primary
care. Excessive doses, duration of therapy and use of
different BZD derivatives were not examined because
of limitations of the data source.

Considering the available (i.e., aggregated) data,
the meta-regression approach would be a possible
alternative to the multivariate models used (21).
Yet, as the parameter estimates would probably not
differ substantially from the ordinary least-squares
models (22), we opted for the simpler and more easily
interpretable approach.

5 Conclusions

The data collected in the representative sample
of Slovenian family physicians indicate that they
prescribe appropriate volumes of BZD. In order to
further decrease the rate of BZD prescribing, it would
be advisable to reduce the family physicians’ work
overload, especially in the peripheral healthcare
regions. Older physicians with older patient population
would probably need specialist advice on how to
change their prescribing practice and start prescribing
antidepressants instead of BZD. Also, access to
information should be improved by implementing a
better computerized information-support system in
family practice environments.
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Abstract

Background: The prevalence of multimorbidity in family practice is rising and psychiatric comorbidity presents a
risk factor for premature mortality.

Objective: The aim of this study was to determine the prevalence of anxiety and depression in the adult population
of family practice patients with chronic somatic diseases, aged between 18 and 64 years old.

Methods: We performed a cross sectional study in 500 consecutive patients from twelve family practices. Zung'’s self-
assessment inventories for anxiety and depression were used to determine the presence of psychiatric comorbidity.
The main outcome measures were depression and anxiety scores in patients with various comorbidities.
Results: The response rate was 90.4 %. 8.4 % of family practice visitors suffered from anxiety symptoms and 15.2
% from depressive symptoms. At least one chronic disease was present in 40.7 % of the patients. Significantly
higher rates of depression and anxiety were found among patients with chronic somatic disease (p=0.001, P<0.001,
respectively; x 2 test) or chronic pain (p<0.001, p<0.001, respectively; x2 test). Significantly more patients with
rheumatic diseases had depression in comparison to those without them (p=0.018; y 2 test). Significantly more
patients with migraine or rheumatic diseases had anxiety in comparison to those without them (p=0.010, p=0.030,
respectively; y 2 test). Chronic pain was present in significantly more patients with a particular chronic disease in
comparison to the patients without it (p<0.050; % 2 test).

Conclusions: Family doctors should actively search and treat psychiatric comorbidity also in the population of
patients with chronic somatic diseases, aged between 18 and 64 years old.

Key words: family practice, anxiety, depression, chronic disease, pain

Izvirni znanstveni ¢lanek
UDK 616.89

Izvleéek

Izhodisca: Pogostnost prisotnosti vec socasnih bolezni pri bolnikih v ambulantah druzinske medicine narasca.
Prisotnost psihiatricnih so¢asnih bolezni pri bolnikih s kronicnimi boleznimi pa je dejavnik tveganja za prezgodnjo
umrljivost.

Cilji: Cilj te raziskave je bil ugotoviti pogostnost anksioznosti in depresije med odraslo aktivno populacijo (starost
med 18 in 64 let) s pridruZzenimi kroni¢nimi boleznimi v ambulantah druZinske medicine.

Metode: Narejena je bila presecna raziskava na vzorcu 500 zaporednih obiskovalcev 12 ambulant druZinske
medicine. Za ugotavijanje prisotnosti anksioznosti in depresije sta bila uporabljena v slovenscino prevedena
Zungova vprasalnika o anksioznosti in depresiji.

Rezultati: Odzivnost bolnikov je bila 90,4 %. Anksioznost je bila prisotna pri 8,4 % bolnikov, depresija pa pri
15,2 % bolnikov. 40,7 % bolnikov je imelo vsaj eno kroni¢no bolezen. Depresija in anksioznost sta bili prisotni pri
statisticno znacilno vecjem stevilu bolnikov s pridruZenimi kronicnimi boleznimi glede na bolnike brez kroni¢nih
bolezni (p=0.001, p<0.001; zaporedno; test y2) in s pridruZeno kronicno bolecino glede na bolnike brez kronicne
bolecine (p<0.001, p<0.001; zaporedno; test y2). Statisticno znacilno vec bolnikov z revmaticno boleznijo glede

'University of Maribor, Medical faculty, Department of Family medicine, Slomskov trg 15, Maribor, Slovenia
2University of Ljubljana, Medical faculty, Department of Family medicine, Poljanski nasip 58, Slovenia
30ZG OE ZD Kranj, Gosposvetska 10, 4000 Kranj, Slovenia

Correspondence to: e-mail: zalika.klemenc-ketis @ uni-mb.si



Klemenc-Keti$ Z., Kersnik J., Tratnik E. The presence of anxiety and depression in the adult population of family practice ... 171

na bolnike brez le-tega je imelo prisotno depresijo (p=0.018; test y 2). Statisticno znacilno vec bolnikov z migreno
oziroma revmaticnim obolenjem v primerjavi z bolniki brez teh bolezni je imelo prisotno anksioznost (p=0.010,
p=0.030; zaporedno; test x2). Kroni¢na bolecina je bila prisotna pri statisticno znacilno vecjem stevilu bolnikov z
doloceno kronicno boleznijo v primerjavi s tistimi brez nje (p<0.050; test y2).

Zakljucki: Zdravniki druZinske medicine naj aktivno iScejo in zdravijo pridruZene psihiatricne bolezni tudi med

aktivno populacijo bolnikov s kronicnimi boleznimi.

Kljuéne besede: druzinske medicina, anksioznost, depresija, kroni¢na bolezen, bole¢ina

1 Introduction

Family medicine differs from other medical disciplines
in several ways, such as having a unique consultation
process, which establishes a relationship over time,
having a responsibility for the provision of longitudinal
continuity of care, and providing a simultaneous
management for both acute and chronic health
problems of individual patients (1). Chronic conditions
represent a large proportion of family doctors’ workload
(2-4). Also, the prevalence of multimorbidity in family
practice patients is quite high (2, 5) and increases
significantly with age in both men and women (2).
Individuals with 4 or more chronic conditions are 99
times more likely to have incurred a hospitalization that
could have been prevented with appropriate family
practice care (6).

Among persons with chronic diseases psychological
distress can intensify the effect of illness by increasing
pain, functional limitations and disability, and by
decreasing adherence to medical treatment protocols,
all of which may lead to difficult clinical courses, such
as poorer health outcomes and increased risks of
complications (2, 5). Although psychiatric disorders
account for almost a quarter of family practice
attendees (7, 8), around 60 % of depressed patients
in family practice are left unidentified and untreated
(9). Depression and anxiety account for a great part
of all psychiatric diseases in family practice and they
are associated with each other in 50 to 70 % of the
patients (10).

Somatic complaints are a risk factor for the development
of depressive disorders (11-13). According to the
findings of previous research up to 20 % of patients
with chronic somatic disease suffer from major
depression (14). At the same time, presence of
mental disorder negatively impacts the prognosis of
somatic diseases and vice versa (11, 15). Depressed
patients have double mortality rate as compared to
not depressed patients (16).

Untreated mental disorder deteriorates health status
of the patients with time and affects working efficiency,
quality of life, interpersonal relationships and other

medical conditions. Major depression, for example,
is the fourth leading illness causing functional
impairment, disability, and days lost from work (17).
Depression is associated with reduced quality of life
and functioning in a number of domains, including
social, physical, self-care, work, and productivity (18).
Furthermore, comorbid psychiatric disorders amplify
the disability normally associated with many medical
conditions (19-21) and worseness health status of
those patients (22).

Despite the high prevalence of multimorbidity in family
practice our knowledge about the relationship between
medical multimorbidity and psychological distress
is still relatively weak. This is especially true for the
patients that are still working. The aim of our study
was therefore to determine the prevalence of anxiety
and depression in the adult population of primary
care patients with chronic physical conditions, aged
between 18 and 64 years old.

2 Methods

2.1 Type of study

We performed a prospective cross sectional study in 12
Slovenian family practices, located in Primary Health
Care Centre Kranj. This centre provides primary health
care services for 76,000 people.

We got an approval of the National Ethic Committee.

2.2 Study population

500 consecutive patients, who visited their family
doctors in July 2005, were included in the study. We
included male and female patients, aged from 18 to
64 years old (mostly economically active population).
Patients, younger than 18 years old and older than 64
years old were excluded.

2.3 Data collection

Patients were approached by a nurse practitioner
in the waiting room of their chosen family doctor’s
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practice. She explained the purpose and methods
of the research and obtained their voluntary written
approval. Afterwards they were given a self-rating
questionnaire to fulfill it anonymously. They posted it
back to the research unit.

For the assessment of depressive and anxious
symptoms we used the Zung’s self-rating depression
scale (23) and the Zung’s self-rating anxiety scale
(24). Each scale consists of 20 depression-related
(or anxiety-related) questions. All questions had to
be answered according to 4 statements (most of the
time/always — scored 4, often — scored 3, sometimes
—scored 2 and never/rarely — scored 1). The composite
score can range from minimal 20 points to maximal
80 points. The depression (or anxiety) is present if the
composite score is 50 or more. Both questionnaires
were translated from English to Slovene in accordance
to translation standards.

Attached to both questionnaires was a sheet with
questions about patients’ sex, age, marital (married,
divorced, widowed, single) and employment status
(employed, unemployed, retired), the presence of
chronic pain (defined as pain that lasts for more than
one year), the level of chronic pain in the last two
weeks, and the presence of physical comorbidity
(defined as a chronic disease that lasts for more than
one year). Patients could choose various psychical
conditions from the list, containing the following
chronic diseases: heart diseases, chronic obstructive
pulmonary disease, bronchial asthma, post-stroke
condition, cancer, rheumatic disease, migraine, high
blood pressure, diabetes mellitus, and chronic gastritis.
Patients marked level of chronic pain on a 10-point
Visual Analog Pain Scale (VAS) (25), ranging from 0
(no pain) to 10 (the worst pain imaginable).

2.4 Statistical analysis

We used the SPSS 13.0 package (SPSS Inc, Chicago,
IL, USA). Descriptive statistics were computed. We
calculated the reliability coefficient (Cronbach’s alpha) of
the questionnaires. To identify the statistically significant
differences between different variables independent
samples t-test and y? test were performed. P value <
0.05 was considered statistically significant.

3 Results

3.1 Demographic data

The participants returned 452 questionnaires (90.4 %
response rate). Out of that, 277 (61.3 %) were female.

Mean (SD) age of the respondents was 44.2 (11.2).
The majority of them were married (299; 66.2 %),
others were single (90; 19.9 %), divorced (49; 10.8
%) or widowed (14; 3.1 %). Most of them finished high
school (202; 44.7 %), following by university degree
(100; 22.1 %), vocational school (94; 20.8 %) or
primary school (53; 11.7 %). Most of the respondents
were employed (346; 76.5 %) and others were retired
(66; 14.6 %) or unemployed (40; 8.8 %).

3.2 Depression

The mean (SD) score on the Zung’s depression
scale was 38.0 (10.1) points. The total scores were
ranging from 20 to 68 points. The reliability of the
questionnaire was very good (Cronbach’s alpha was
0.896). The depression was present in 69 (15.2 %) of
the respondents. Significantly higher rate of depression
was found in women than men, in older than 45 years
old, in patients with only primary school education, in
patients with chronic condition, and in patients with
chronic pain (Table 1).

3.3 Anxiety

The mean (SD) score on the Zung’s anxiety scale was
37.0 (13.7) points. The reliability of the questionnaire
was very good (Cronbach’s alpha was 0.853).
The depression was present in 38 (8.4 %) of the
respondents. Significantly higher rate of anxiety
was found in the patients with only primary school
education, in patients with chronic condition, and in
patients with chronic pain (Table 2).

3.4 Chronic pain

Chronic pain was present in 250 (55.3 %) of patients.
Mean (SD) of VAS score was 3.4 (3.4). 38.3 % of men
and 42.4 % of women had chronic pain. The difference
was not statistically significant. Chronic pain was more
often present in older patients (47.5 (10.7) vs. 41.9
(11.1); p<0.001; t-test). Also, patients, 45 years old
and older had significantly higher scores on VAS scale
(3.9 (3.3) vs. 2.8 (8.5); p<0.001; t-test). Chronic pain
was significantly more often present in patients with
primary and vocational education in comparison to
patients with high and university education (72.6 % vs.
59.9 %; x2=7.892; p=0.006; x2test), in unemployed and
retired patients in comparison to employed ones (89.7
% vs. 75.6 %; x?=14.685; p<0.001; 2 test). Patients
with primary school education had significantly higher
scores on VAS scale than others (5.0 (3.5) vs. 3.2 (3.4);
p<0.001, t-test). The same was also true for the patients
with primary and vocational school in comparison to



Klemenc-Keti$ Z., Kersnik J., Tratnik E. The presence of anxiety and depression in the adult population of family practice ... 173

Table 1. Percentages of the patients with depression by their characteristics. y? test was performed.
Tabela 1. Delez bolnikov z depresijo, glede na njihove znacilnosti (test y? ).

Characteristic Depressed patients ( %) | x2 value p value
Sex (male vs. female) 10.9 vs. 18.1 4.290 0.044
Age (< 45 vs. 45 years old) 11.3vs. 18.8 4.803 0.036
Marital status (married vs. other) 15.4 vs. 15.0) 0.010 1.000
Education (primary school vs. other) 34.0 vs. 12.6) 16.558 < 0.001
Employment status (employed vs. other) 14.7 vs. 13.6 0.054 1.000
Chronic condition (present vs. not present) 21.7vs.10.5 10.771 0.001
Chronic pain (present vs. not present) 23.2vs.5.4 27.227 < 0.001

Table 2. Percentage of the patients with anxiety by their characteristics. y? test was performed.
Tabela 2. DeleZ anksioznih bolnikov glede na znacilnosti (test y?)

Characteristics Anxious patients ( %) x2 value p value
Sex (male vs. female) 5.7 vs.10.1 2.689 0.118
Age (< 45 vs. 45 years old) 5.7 vs. 10.8 3.912 0.061
Marital status (married vs. other) 8.4 vs.8.5 0.002 1.000
Education (primary school vs. other) 7.1vs.18.9 8.398 0.008
Employment status (employed vs. other) 7.2vs.12.1 1.803 0.213
Chronic condition (present vs. not present) 14.1vs. 45 13.109 < 0.001
Chronic pain (present vs. not present) 14.8vs. 0.5 29.691 < 0.001

others (4.5 (3.4) vs. 2.9 (38.3); p<0.001; t-test). Chronic
pain was present in significantly more patients with
a particular chronic disease in comparison to the
patients without it (Table 3).

3.5 Chronic diseases

At least one chronic disease was presentin 184 (40.7
%) of the patients. One chronic disease was present
in 123 (27.3 %) of the patients, two in 48 (10.6 %) of
the patients, three in 9 (2.0 %) of the patients, and four
in 4 (0.9 %) of the patients. Chronic diseases were
more present in older patients (47.5 (10.7) vs. 41.9
(11.1); p<0.001; t-test). Significantly more patients with
primary and secondary school had at least one chronic
disease in comparison to the patients with high school
and university education (72.6 % vs.59.9 %; y?=7.892;
p=0.006; y?2 test). Significantly more unemployed and
retired patients had at least one chronic disease

present in comparison to employed patients (89.7 % vs.
75.6 %; 1?=14.685; p<0.001,y2 test). Significantly more
patients with chronic pain had at least one chronic
disease in comparison to the patients without chronic
pain (100 % vs. 0 %; x2=451.000; p<0.001; %2 test). No
differences were found according to patients’ sex.
The following number and percentage of patients
had various chronic diseases: migraine (53; 11.7 %),
rheumatic disease (47; 10.4 %), bronchial asthma (29;
6.4 %), chronic obstructive pulmonary disease (26;
5.8 %), cancer (19; 4.2 %), cardiovascular diseases
(20; 4.4 %), diabetes mellitus (11; 2.4 %), high blood
pressure (11; 2.4 %), gastritis (5; 1.1 %), chronic
post-stroke condition (4; 0.9 %), and other (38; 8.4 %).
Significantly more patients with rheumatic diseases
had depression in comparison to those without them
(table 3). Significantly more patients with migraine or
rheumatic diseases had anxiety in comparison to those
without them (Table 3).
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4 Discussion

We found high rates of depressed patients and patients
with anxiety disorders which are in line with other
studies (8, 26-28). The demographic factors, found
to be associated with a greater prevalence of both
mental disorders, are also in line with other studies
(12, 28-30).

The rates of both mental disorders in patients with
chronic somatic diseases were lower as in other
studies (14, 31). Reasons for this difference could be
three. Firstly, our study took place in July. It is known
that the prevalence of depression and anxiety depends
on the season; the so-called seasonal affective
disorders are more often present in wintertime (32).
Secondly, the depression and anxiety prevalence are
known to vary by geography (8). And thirdly, our study
had deliberately focused on the patients between 18
and 64 years old. It is known that the prevalence of
both diseases is higher in older age (33, 34).

Still, a considerable number of patients with a particular
chronic disease scored positive for depression or
anxiety. Cancer patients showed as high depression
rate as 31.6 %, which is in line with the findings of
previous research, that 50 % of women with breast
cancer in the first year after the first diagnosis develop
depressive or anxiety disorder (35). Depression is one
of the most prevalent comorbid conditions in migraine
patients (36), a fact that was confirmed also in our studly.
Asthma and mental disorders are in the highlights of
research community as asthma exerts higher rates of
anxiety, which in vulnerable individuals evolves into
panic attacks. We demonstrated a higher number of
depressed patients in asthmatics, but we could not
demonstrate four times higher prevalence of anxiety
in asthma patients, found in other studies (37). We
could demonstrate high rates of depression and anxiety
in patients with rheumatic diseases as well in stroke
patients, which is also in line with other studies (11).
An important finding of our study are significantly
higher rates of depression in rheumatic patients, and
of anxiety in rheumatic patients and patients with
migraine, when compared to the patients without
those diseases. This is also in concordance with
other studies, which revealed rheumatic diseases and
migraine to be positively associated with both mental
diseases (20, 38, 40).

The prevalence of depression and anxiety was
significantly higher in patients suffering from chronic
pain as compared to other patients, which is in line with
the findings of other authors (13, 40-43). Moreover, the
presence of each particular chronic somatic disease

was significantly connected with the presence of
chronic pain. This finding points out to an ineffective
management of chronic pain in family practice.
Considering the fact, that chronic untreated pain might
provoke the development of depression (44-46), itis of
a huge importance that family doctors actively search
for the presence of chronic pain in their patients with
chronic diseases and effectively treat the pain.

This study is one of very few in the field of interrelation
of medical and psychiatric comorbidity in the
population, aged between 18 and 64 years old. Special
merits of the study are high response rate, prospective
design, broad range of physical complaints, and
inclusion of two most prevalent psychiatric disorders
in family practice and use of validated instruments for
self-evaluation, thus excluding possible biases of the
interviewer. Selection of a relatively neglected age
group from 18 to 64 years yields additional important
contribution to the literature from this field.

There are some limitations of this study. We included
the use of self-report of chronic diseases, which can
lead to inaccurate reporting. There is also a relatively
low power of the study for the subgroups, which are
expected to have low prevalence in family practice. So,
some differences could not be confirmed by statistical
analysis.

Further studies of greater statistical power can
demonstrate statistically significant inference between
other patient characteristics and comorbidity of mental
disorders. The main focus should be put on an active
population, especially the workers with chronic
conditions. The consequences of mental problems
and chronic pain comorbidity on health care costs and
economic productivity should be studied and measures
should be proposed.

5 Conclusion

This study proved higher rates of anxiety in depression
in patients with chronic somatic comorbidities also in
the age group from 18 to 64 years old. This is important
because that population is mostly a working one and
as such, when missing from work due to poor health,
contributes a great deal to greater health care costs
and economic losses (47, 48). Although older people
represents a considerable burden of family doctors
workload, they should focus also on the active part
of the population, especially that with somatic chronic
conditions. Here, they should actively seek for the
presence of depression, anxiety and chronic pain,
using internationally confirmed reliable tools, such as
Zung’s depression and anxiety scale, and VAS scale.
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MODELI PLACEVANJA ZDRAVSTVENIH STORITEV S
POUDARKOM NA PLACEVANJU PO SKUPINAH PRIMERLJIVIH
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Pregledni znanstveni ¢lanek
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Izvieéek

Placevanje zdravstvenih storitev izvajalcem zdravstvene dejavnosti v Sloveniji poteka po modelu skupin primerljivih
primerov, ki je bil uveden leta 2003. Pred tem so se v Sloveniji uporabljali razlicni modeli placevanja, od placevanja
po storitvah, po bolnisnicnooskrbnih dnevih in po primerih. Prav zaradi slabosti in pomanjkljivosti, ki so jih razlicni
sistemi prinesli, se je v Sloveniji uveljavil sistem skupin primerljivih primerov (SPP), ki je trenutno v veljavi. Namen
Clanka je pregledati in klasifikacirati sisteme financiranja zdravstvenega varstva v Sloveniji glede na izbrane
kriterije ter izpostaviti prednosti in slabosti posameznih skupin modelov. V nadaljevanju ¢lanek opisuje in analizira
prednosti in pomanjkljivosti modela placevanja po skupinah primerijivih primerov ter prikaze njegov zgodovinski
razvoj in uporabo. Clanek zakljuéi z zgodovinskim pregledom uveljavijanja sistema SPP v Sloveniji.

Kljuéne besede: skupine primerljivih primerov, sistem financiranja, izvajalci, primeri, potrebe, izidi, financiranje,
zdravstveno varstvo, bolniSnice

Review article
UDC 614.2
Abstract

The reimbursement of inpatient health care in Slovenia is based on the diagnosis related groups model (DRG),
which was introduced in 2003. In earlier days in Slovenia different reimbursement models were used, like fee for
service model, payment according to hospital days and payment per number of inpatient cases. The DRG system
was introduced to Slovenia in order to adress the shortcomings and weaknesses of the previous reimbursement
systems. The purpose of this article is to classify and analyze the health care reimbursement systems in Slovenia
according to the selected criteria and determine the pros and cons of each group of systems. Further on, the
article describes the development and use of DRG reimbursement model and presents its implementation and
developmental path in Slovenia.

Key words: diagnosis-related groups, reimbursement, health care providers, case, needs, outcome assessment,
financing, health care, hospitals

1 Uvod pla¢evanje) izvajalcem zdravstvene dejavnosti. Modeli

pladevanja izvajalcem zdravstvene dejavnosti so
Financiranje sistema zdravstvenega varstva zajema razlicni. Razlike izhajajo iz opravljanja razlicnih vrst
Zbiranje sredstev in razde”evanje sredstev (oz_ zdravstvenih dejaVnOSti. Modeli plaéevanja se lahko
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razlikujejo tudi v okviru posamezne zdravstvene
dejavnosti, izbran model pladevanja pa je odvisen od
oblikovalcev zdravstvene politike.

Dosedanji modeli pladevanja izvajalcem specialisti¢ne
bolniSniéne dejavnosti so temeljili na pladevanju po
storitvah, bolnisniéno oskrbnih dnevih in primerih.
Medtem ko je model pla¢evanja po storitvah usmeril
izvajalce v mnozitev storitev, je model pladevanja
po bolniSniénooskrbnih dnevih spodbujal izvajalce v
kopi¢enje bolnisniénooskrbnih dni in podaljSevanje
lezalne dobe. Omenjeni slabosti naj bi odpravil model
placdevanja po primerih, ki je bil uveden v letu 2000.
V letu 2003 je bil uveden nov model pladevanja, in sicer
model pladevanja po skupinah primerljivih primerov.
Najpomembnej$a prednost pred obstojedim modelom
pladevanja predstavlja bistveno bolj razélenjena
klasifikacija storitev, ki omogoc¢a diferencirano
pla¢evanje izvajalcem glede na zahtevnost opravljenih
storitev.

2 Vrste modelov placevanja

V razvitem svetu se za placevanije izvajalcev uporabljajo
razliéni nacini plaGevanja zdravstvenih storitev, katerih
prednosti in pomanijkljivosti so analizirane in opisane
v Stevilnih znanstvenoraziskovalnih in analiti¢nih
publikacijah. Namen tega ¢lanka ni predstaviti
posamezne modele, niti ne prikazati njihove prednosti
in pomanikljivosti, pa¢ pa poskusi klasificiranja modelov
po dolocenih skupnih znadilnostih, ki jih imajo.

Modele pladevanja zdravstvenih storitev lahko

klasificiramo na razliéne nacine. Ena od teh je delitev

na podlagi temelja, po katerem storitve financiramo.

Glede na to lo¢imo naslednje nacine plagevanja (1):

¢ Placevanje na podlagi potreb zagotavlja izvajalcu
placilo, ki je sorazmerno zdravstvenim potrebam
prebivalcev dolo¢enega podrodja. Pri dolo¢anju
zdravstvenih potreb doloCene populacije ali obmogja
se uporabljajo demografsko-socialno-ekonomska
merila (npr. starost, spol in socialnoekonomski
status dolodene skupine ali podro¢ja). Tako
se zmanjsujejo razlike v zdravstvenem stanju
prebivalcev, vendar pa model preprec€uje prosto
izbiro izvajalca, zmanjSuje dostopnost in le delno
zmanjSuje demografsko-ekonomske vplive.

¢ Placdevanje na podlagi vnosa zagotavlja izvajalcu
placilo njegovih zmogljivosti za izvajanje zdravstvene
dejavnosti. Sredstva za prihodnje placilno obdobje
se dodelijo na podlagi izdatkov preteklega obdobja,
mozne so delne prilagoditve s spremembo koli¢ine

oziroma vsebine programov. Ta metoda zagotavlja
plaevanje obstoje€ih zmogljivosti. Pri izraCunu
potrebnih sredstev za posameznega izvajalca se
uporabljajo razliéni nacini (na primer bolniSni¢no
oskrbni dnevi, bolniSke postelje, zdravstveni timi).
Ta nacin se je uveljavil v drzavnih zdravstvenih
sistemih in se danes opus¢a. Administrativno je
zelo preprosto, vendar ne zagotavlja poStenega
placila izvajalcev in ne spodbuja stro§kovne
ucinkovitosti ter dobre klini¢ne prakse. Ohranja se
le Se pri pladevanju oskrbe na domu.

e Placevanje na podlagi storitev temelji na
natanéno opredeljenih zdravstvenih storitvah in
njihovih relativnih cenah. Uc&inkovitost metode je
odvisna od Stevila postavljenih osnovnih storitvenih
enot in vzpostavljenega nadzora. Placevanje na
podlagi storitev omogoca pregledno in pravi¢nejSe
razporejanje sredstev po opravljenem delu in nudi
spodbude za stroSkovno udinkovitost, vendar
tudi za opravljanje €im vecjega Stevila storitev.
Prodornost metode je odvisna od Stevila osnovnih
enot (pregled, bolnidni¢nooskrbni dan, primer,
poseg, zdravila, ...), zdruzevanja v kategorije
(skupina primerov, epizoda, svezenj, ...), relativne
cene posamezne enote ali kategorij enot in nadzora
opravljenega obsega storitev. Metoda je zato
tehnolosgko zahtevna. Zeli si jo vecina zdravnikov,
zdravstvenih delavcev in sodelavcev.

¢ Placevanje na podlagiizidov zagotavlja izvajalcem
dodatno placilo, ¢e njihovi izidi zdravljenja presegajo
povprecje primerljivih izvajalcev. Izid zdravljenja je
odvisen od vpliva celotnega poteka obravnave
na zdravstveno stanje bolnika. Gre za izjemno
zahteven pristop, saj je tezko meriti izide za Stevilne
zdravstvene storitve, zahtevnost obravnave. Zato so
tudi placila zdravljenja razli¢na (plju¢nica, operacija
zolénih kamnov, presaditev jeter). Navkljub temu
mora ta sistem predstavljati vizijo razvoja sistema
financiranja, ki je usmerjen v potrebe drzavljana.

Modele placevanja zdravstvenih storitev delimo tudi

po merilu (ne)predvidljivosti na (1):

o Retrospektivhi model, to je model, pri katerem
plaénik za viSino izdatkov izve takrat, ko mu
izvajalec poslje racun za opravljene zdravstvene
storitve. Pla¢nik tako vnaprej ne more oceniti
ali celo dologiti velikosti izdatkov zdravstvene
dejavnosti v poslovnem obdobju. Na izdatke pla¢nik
ne more vplivati, saj so ti ze nastali. Retrospektivno
placevanje ima pomembno pomanjkljivost,
saj se celotno tveganje obvladovanja stroSkov
zdravljenja prenese na placnika, medtem ko za
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izvajalca ni spodbud za iskanje nacinov izvajanja
dejavnosti, ki bi bile ob enaki kakovosti stroSkovno
ugodnejSe. Retrospektivni modeli placevanja tako
najbolj ustrezajo interesom izvajalcev, saj le- ti
v tem primeru dobijo pladilo za vse opravljene
storitve. Posledici sta dobra kakovost zdravstvene
oskrbe (v sredis¢u pozornosti je bolnik in njegova
celovita zadovoljitev zdravstvenih potreb, nekatere
opravljene storitve so zato tudi nepotrebne)
ter mo¢no naraSéanje izdatkov za zdravstveno
varstvo, slednje pa ob omejenih virih financiranja
za plaénika ni sprejemljivo.

e Prospektivhi modeli, s katerimi lahko vplivamo
na velikost prihodnjih izdatkov zdravstvene
dejavnosti, saj so v normalnih okolis¢inah
izdatki vnaprej predvidljivi. Prospektivni modeli
pladevanja omogocajo, da se izvajalci in pla¢nik
vnaprej dogovorijo za dolo¢eno pladilo za izvedbo
dogovorjenega zdravstvenega programa. Bistvo
prospektivnih modelov je v tem, da tako izvajalec
kot plaénik vnaprej vesta, pri ¢em sta. Pomembno
je, da izvajalec $e pred zaletkom poslovnega
obdobja ve, s kolikSnimi prihodki bo razpolagal in
kaj bo moral za to narediti. Prospektivno placevanje
sili izvajalce v obvladovanje stroSkov.

Modele pladevanja zdravstvenih storitev delimo tudi
po (ne)omejenosti. Modeli z omejitvami uravnotezijo
tveganja placnikov inizvajalcev pri poracunih realiziranih
storitev. Omejitve so finan¢ne (od celotnega proracuna
do posamezne enote), Casovne (od celotnega leta do
posamezne ¢asovne obra¢unske enote) in koli¢inske
(Stevilo izvajalcev, postelj, storitev).

Izjemnega pomena pri sistemu financiranja
zdravstvenih storitev je porazdelitev finan€nega
tveganja med placniki in izvajalci ob posameznem
modelu. Sama omejitev programov in ¢asovnega
razporejanja sredstev pomembno vpliva in spremeni
porazdelitev finanénega tveganja. Vselej je potrebno
upostevati retrospektivnost oziroma prospektivnost
razporejanja sredstev ob omejevanju programov z
doloditvijo koli¢ine osnovnih enot ali finan¢nih sredstev.
Od celotne postavitve modela pladevanja je namre¢
odvisno, ali bo morebitna izguba ostala pri placniku
ali pri izvajalcu. Obvladovanje stro$kov poteka na
ravni celotnega proracduna, posameznega izvajalca
ali programa. Ker je celotno placilo zmnozek koli¢ine
storitev in cene storitev, je obvladovanje stro$kov
mogoce doseci bodisi z omejevanjem Stevila storitev
ali njihovih stroskov. Plaénik seveda praviloma vztraja
pri enakem (ali ve¢jem) obsegu programa in zahteva
zmanj8evanje stroskov.

Ce plaénik razporeja sredstva izvajalcem retrospektivno
s priznavanjem dejanskih stroSkov, prevzame
sam celotno tveganje za preseganja stroSkov. Ob
retrospektivnem razporejanju sredstev izvajalcem po
prospektivno dolo¢enih cenah se tveganje porazdeli.
Ob preseganju celotnega programa prevzema breme
izgube placnik, ob preseganiju stroSkov pri posameznem
primeru breme izgube ostane neudinkovitemu
izvajalcu. Prospektivno razporejanje sredstev ob
prospektivno dolo€enih cenah in omejenem obsegu
programa prenese celotno tveganje na izvajalce. Tako
preseganje omejenega programa (in s tem stroSkov)
kot preseganje stroSkov pri posameznem bolniku
povecCuje stroSke in izgubo izvajalca. Prospektivni
model ob omejenem programu spodbuja izvajalce k
doseganju planiranega obsega programa, kar lahko
vodi v porast Stevila neustreznih obravnav. Pla¢nik
mora imeti predvidene rezervne sklade le za pokrivanje
presezkov dogovorjenih programov ob nepredvidenem
porastu bolezni.

Retrospektivni nacgin pladevanja storitev je znadilen za
trzno naravnane zdravstvene sisteme. Ob prospektivni
omejitvi cen je uporaben za placevanje zahtevnih
obravnav ali obravnay, ki so nacionalna prioriteta.

3 Sistem placevanja zdravstvenih
storitev po modelu SPP

Za bolnidni¢no raven se najpogosteje uporablja
metoda placevanja po zahtevnosti primera. Pri tem
modelu placilo storitev opredeli celoten postopek
obravnave bolnika (2). Tako se za razli€ne primere
zagotovi razli¢no placilo, ki je sorazmerno stroSkom.
V svetu je najbolj razSirjena metoda SPP, ki se od leta
1982 uporablja za sistem financiranja zdravstvene
dejavnosti v okviru programa Medicare v ZDA (3).
Sistem je razvila skupina strokovnjakov z univerze
Yale v ZDA (Hospital Administration on Yale University)
s postavitvijo 23 glavnih diagnosti¢nih skupin, ki
so vsebovale 467 diagnoz. Po prilagoditvi svojim
nacionalnim okoljem so ga prevzele tudi druge drzave.
Danes je Stevilo diagnosti¢nih skupin med drzavami
razli¢no in vedinoma ne presega 700. Tak sistem
pozna in uporablja vec€ina drzav Evrope in sveta (ZDA,
Kanada, Avstralija, skandinavske drzave, Francija,
Italija, Avstrija, Nemdija ..). Velika Britanija uporablja
podoben sistem (Healthcare Resource Groups),
Nizozemska pa je uvedla bolj zapleteno razvrséanje
(Diagnosis and Treatment Combinations). V Sloveniji
smo leta 2003 uvedli skupine primerljivin primerov
(SPP) po zgledu v Avstraliji uporabljenega modela.
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Na ta nadin se placilni model zanesljivo preusmeri na
bolnika in njegove potrebe. Model tako sledi osnovnemu
nacelu, da “denar sledi bolniku”. Zahtevnost primera
namre€ dolocajo klini¢ne diagnoze, opravljeni posegi
in trajanje obravnave. Modeli razvr$éajo vse bolnike
v skupine primerov, ki so primerljivi po diagnozah ali
standardiziranih tipih obravnav."V uporablienem modelu
v Avstraliji je med najdrazjimi primeri presaditev jeter,
ki je 30,13-krat drazja od povpre¢nega primera. Med
cenejSimi pa je opravljena kolonoskopija v dnevni
obravnavi, ki predstavlja 0,3 vrednosti povprecnega
primera. Ob tem imajo zdravstvene storitve v
posamezni skupini podobno stroSkovno strukturo.
Dologitev posamezne obtezitve je ponavljajoli se
proces klini¢nih in statisticnih ocenjevanj. Obtezitev
posameznih skupin najpreprosteje dolo¢imo po
nacelu povprecnih stroSkov. StroSke povprecnega
primera dobimo tako, da delimo celotna sredstva za
bolniSniéne primere z vsemi bolnisniénimi primeri. Po
enakem postopku za celotna sredstva in vse primere
znotraj posamezne skupine pridobimo tudi povprecne
stroSke za vsako skupino. Obtezitev posamezne
skupine primerov nato predstavlja kar razmerje med
povpreénimi stroSki skupine in ceno povprecnega
primera. Tako se razli€na zahtevnost obravnave
dokonéno prikaze z razponom med najcenejSimi in
najdrazjimi primeri, ki je lahko tudi ve¢ kot stokraten,
med 0,15- in 30-kratniki povpreénega primera. Pri
dolo¢anju obtezitev lahko uporabimo zahtevnejse
pristope s standardnimi ali dejanskimi stroski oziroma
stroSke, povezane z dobro klini¢no prakso. Vselej pa
relativno ceno posamezne skupine primerov dobimo
z obtezitvijo skupine in ceno povpre¢nega primera.
Proracun izvajalca je sestavljen iz relativnih placil za
vse primere. Ta metoda je seveda administrativno in
izvedbeno najbolj zahtevna. Postavitev je povezana
z dostopnostjo podatkov o kliniénih obravnavah in
stroskih. Metoda zagotavlja pravi¢nost in primerljivost
razporejanja sredstev med posamezne izvajalce.
Olajsano je nacdrtovanje prednostnih obravnav ter
nadzor delovanja in stroSkov izvajalcev. Posamezne
izvajalce spodbuja k optimiziranju stroSkov z
vzdrzevanjem povprecne porabe v obsegu pladila
za posamezne skupine primerov. Metoda potrebuje
izdelan nadzor nad zlorabo (pretirano belezenije visjih
obtezitev, neupraviene diagnoze in posegi), ki tezijo
k ve¢jemu placilu za primere (4).

IzkuSnje drzav, ki so na bolnis$ni¢ni ravni uvedle
prospektivno pladevanje po obtezenih primerih z
omejitvijo proraduna, potrjujejo uspeSnost z dvigom
ucinkovitosti. Ob tem pa je vpliv na samo kakovost
obravnave negotov. Zato v obstojede sisteme

vgrajujejo nacela placevanja dobre klini¢ne prakse s
podpiranjem medicine, podprte z dokazi, ter uvajanjem
kliniénih poti in smernic. Ob visoki preglednosti pa
uveljavljeni modeli razvr§€anja obtezenih akutnih
obravnav v bolnisSnicah ne morejo v celoti predstaviti
vse kompleksnosti organizacijskega ustroja bolnisnice.
Zato seveda ne presenecajo stalne nadgradnje
modelov razvr$¢anja. Njihov cilj je preglednejsi in
pravi¢nejsi sistem razporejanja sredstev, kar je mozno
preko lo€enih proradunov za gravitacijsko podrocje,
intenzivne enote, raziskovalno in izobrazevalno
dejavnost ter opredelitvami napotovanj in referenénosti.
V nekaterih drzavah uporabljajo loéeno pladevanje
zdravnikov. V zasebnih bolniSnicah Avstralije ob
sistemu razvrs¢anja obravnav lo¢eno pladujejo tudi
zdravnike, na Nizozemskem so zdravniki pladani
lo¢eno od ostalih izvajalcev zdravstvenih storitev, kar
ne spodbuja timskega dela in zmanjSuje moznost
sodelovanja med zdravstvenim osebjem. Vecdina
drzav tako uporablja uveljavljene modele razvrséanja
akutnih bolnidni¢nih obravnav le za doloditev dela
proracuna. Zaradi pomembnosti in sorazmerno visokih
cen se v nekaterih sistemih placevanja bolnisni¢nega
programa obravnava v intenzivni enoti razvré¢a in
tudi placuje lo¢eno. Pri obravnavi v intenzivni enoti na
primer upostevamo smrtno ogrozenost. Raziskovalno
in kliniéno izobrazevanje v zdravstvenem sektorju se
v nekaterih ustanovah odvija vzporedno s procesom
zdravstvene obravnave. V vecini evropskih drzav se
ta sredstva zagotavljajo z lo¢enim prora¢unom preko
javnih razpisov. lzobrazevalnim ustanovam pripada
najvedji del sredstev, ki so vezana na porocila o
opravljenem delu. V Veliki Britaniji, kjer izobrazevalne
ustanove ob raziskovaniju in izobrazevanju obravnavajo
bolj zapletene bolnike, pladila prejemajo po vi§ji
povprec¢ni ceni obravnave. To zmanjSuje preglednost
in onemogoca nadzor uspednosti poslovanja. V
Avstraliji vsaka bolniSnica prejme posebna sredstva
za raziskave, izobrazevanje in zahtevnost bolnikov
na podlagi meritev dejanskih stroskov teh storitev, kar
poveca preglednost.

4 Uvedba SPP v Sloveniji

Specialistiéne bolnisni¢ne obravnave so se v Sloveniji
v preteklosti placevale na podlagi opravljenih storitev,
bolniSniéno oskrbnih dni in primerov (5, 6, 7).

Do leta 1993 je model platevanja specialisti¢nih
bolnisniénih obravnav temeljil na stro§kovno
ovrednotenih storitvah, katerih skupna koli¢ina je bila
omejena na letni ravni. Posamezni bolnik je predstavljal
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sesStevek vseh opravljenih storitev. Administrativno
nezahteven model je izvajalce spodbujal k mnozenju
storitev, in sicer tistih, ki so bile dobro plac¢ane. Koli¢ina
storitev je zrcalila predvsem zmogljivosti izvajalca, zato
je plagevanje po storitvah na prvo mesto postavljalo
moznosti in potrebe izvajalcev in ne potrebe bolnikov.
V letu 1993 uvedeno placevanje specialisti¢nih
bolni$nié¢nih obravnav po bolnisniéno oskrbnih
dnevih je izvajalce vzpodbudilo k zmanjSevaniju storitev
med lezanjem v bolni$nici, podaljSevanje lezalne dobe
pa je morebitni uinek iz naslova zmanjSevanja storitev
izni¢il. Pla¢evanje bolnisni¢no oskrbnih dni je zavrlo
skrajSevanje lezalnih dob v bolniSnicah.

Omenjene slabosti naj bi odpravil model placevanja
po primerih, ki je bil uveden v letu 2000 (8, 9, 10).
Model pladevanja po primerih je postal razvojni
mejnik od pladevanja izvajalcev k plagevaniju bolnikov.
Bolnisnice je mo¢no spodbudil k skrajSevanju lezalne
dobe (cena primera je bila enaka ne glede na trajanje
bolnisni¢ne obravnave), kar je nedvomno zmanjsalo
stroSke ter povedalo ucinkovitost izvajalcev. Ob
omenjenih prednostih je model ohranil slabosti
pladevanja po bolnisniéno oskrbnih dnevih, saj ni
uposteval razliéne zahtevnosti obravnav bolnikov,
bolniSnice pa so bile Se naprej neenako pladane za
enake opravljene storitve. Poleg tega ni vseboval
ustreznih nadzornih mehanizmov ter spodbud za
razvoj ucinkovitej§ih nadinov zdravljenja (dnevna
obravnava, zdravljenje na domu, ...). Pomanjkanje
nadzora je vplivalo na Sirjenje tako moralnega tveganja
kot tudi pobiranja smetane pri dolo€enih izvajalcih,
saj je omogocalo manipulacije, kot so sprejemanje
nezapletenih bolnikov, administrativnho poveéevanje
Stevila primerov s prekinitvijo obravnave v bolnisnici in
ponovnim sprejemom ter premesc€anje zahtevnejsih
bolnikov v terciarne ustanove. Pomanjkanje spodbud
za razvoj ucinkovitejSih nacinov zdravljenja (npr.
prenizko vrednotenje dnevnih obravnav) je bolniSnice
usmerilo v sprejemanje bolnikov na oddelke, saj je
bil tak bolnik bolje placan kot pa ambulantni bolnik.
V drzavah z ustreznim financiranjem ambulantnih
obravnav se delez bolnikov, obravnavanih v ambulanti,
priblizuje 50 %. Delez dnevne obravnave se je na
primer v Avstraliji ob uvedbi ustreznih finanénih
spodbud, povedal z 12 % v letu 1983 na 50 % v
letu 2000 (11). Ob upoStevanju, da v slovenskih
bolniSnicah kar 40 % akutnih bolnikov ostaja v
bolni$nici tri dni ali manj in da se je s plaGevanjem po
primeru celo povecal delez bolnikov s kratko lezalno
dobo, bi bilo dnevnega zdravljenja veliko ve¢ od
tedanjih dobrih 10 %, ¢e bi bila uvedena primerna
cena takega zdravljenja.

Prav pomanjkljivosti modela pladevanja akutnih
bolnisni¢nih obravnav na podlagi primerov so bile
najpomembnejsi razlog za uvedbo plaéevanja
akutnih bolniSniénih obravnav na podlagi SPP.
Plagevanje po primerih je vsebovalo izjemno ozko
opredeljeno klasifikacijo storitev (10 razli¢nih storitev,
ki so se nanaSale na t. i. povpre€ne primere po
posameznih dejavnostih, npr. povprecéni primer za
internistiko, kirurgijo, ...), katerih cene so bile po
posameznih izvajalcih razliéne. Razlike med najvisjo
in najnizjo ceno primera so v obdobju 2000 — 2002
znaS$ale tudi prek 30 % (12). O pravem izvajanju
nakupne funkcije s strani Zavoda za zdravstveno
zavarovanje Slovenije (v nadaljevanju: ZZZS) kot
kupca in plaénika storitev ni bilo mogoce govoriti, saj
razlik v cenah storitev med posameznimi izvajalci z
vidika zahtevnosti obravnav ni bilo mogoce utemeljiti.
ZZZS namred podatkov, ki bi verodostojno utemeljili
razlike v vsebini obravnav po posameznih izvajalcih
in s tem razlike v cenah storitev, ni imel. Poleg tega
se je planirani obseg programa opredeljeval zgolj
po desetih osnovnih dejavnostih, kar se je izkazalo,
da je v dolo¢enih primerih ali premalo specifi¢no (z
vidika kupovanja natanéno definiranih ciljnih storitev
in ne samo skupin storitev), po drugi strani pa celo
preve¢ podrobno. V primeru opredelitve dodatnega
programa za to¢no dolo¢eno obravnavo se je lahko ta
Siritev izgubila v celotnem planiranem (sedaj ve¢jem)
obsegu programa posamezne dejavnosti.

Po zgledu mnogih drzav v svetu smo v Sloveniji uvedli
enega od obstoje€ih modelov razvr§¢anja akutnih
obravnav po diagnozah in opravljenih posegih. Pri
izbranem sistemu smo upostevali mednarodni sistem
razvr§€anja bolezni (MKB-10-AM). V letu 2003 so
se pri izraCunih tezavnosti povpreénega primera
uporabile utezi, izraCunane na podlagi stroSkovne
Studije treh pilotskih bolniSnic v Sloveniji ter avstralskih
utezi National Hospital Cost Data Collection Round
6 (2001-2002), v letu 2004 pa so bile uporabljene
avstralske utezi National Hospital Cost. Data Collection
Round 6 (2001-2002). Te so v uporabi tudi v letu
2008 (7). Proces nadgradnje bo moral za doloCitev
standardnih stroSkov primerov upostevati klini¢ne poti,
ki natan¢no opisujejo obravnavo dolo¢enega primera
po nacelih z dokazi podprte sodobne medicine. Pri
manj pogostih primerih se lahko uporabijo dejanski
povprecni stroski. Statisticne podatke pa bo nujno
potrebno prilagajati z upostevanjem razmerij med
stroSki opravljenega dela in razlikami v lezalni dobi.
Kljub veliki preglednosti model SPP ne more v celoti
predstaviti vse kompleksnosti organizacijskega ustroja
bolninic (13). Prav tako ne more posameznega zelo
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zapletenega primera razvrstiti tako, da bi bili stroski
ustrezno povrnjeni. Pri dolo¢anju obtezitev ni mozno
upostevati verjetnosti zelo redkih zapletov, ki pa
povzrocajo zelo velike dodatne stroske.

Sam model pla¢evanja po SPP je bil uveden v letu
20083, ko je klasifikacija SPP vsebovala 661 storitev, na
podlagi katerih se je med 19 izvajalcev razporedilo 10
% sredstev proracuna za akutno bolnisni¢no obravnavo
v Sloveniji. Ob tem je bilo najvisje mozno zmanjSanije
sredstev pri posameznem izvajalcu zaradi uvedbe
novega modela plaéevanja omejeno na 1 % (10). V
letu 2004 je bil enakemu Stevilu izvajalcev akutnih
bolnisniénih obravnav ob manjSemu Stevilu storitev
(653) in spremenjenih relativnih cenah razporejen
celoten prora¢un za akutno bolni$niéno obravnavo v
Sloveniji (14).

Tudi obstoje¢i model ni popoln in ima dolo¢ene
slabosti, ki omogocajo zlorabe (4): pretirano znizevanje
stroSkov z omejevanjem potrebnih preiskav in izborom
manj ustreznih zdravil, sprejemanje bolnikov, ki ne
potrebujejo hospitalizacije in lazno prikazovanje
diagnoz in obravnav z visokimi cenami. Zato bo na
teh tockah potreben ustrezen nadzor.

Razvrs&anije in financiranje obravnav po modelu SPP
usmerja izvajalce k stroSkovno uéinkoviti obravnavi, ne
pa tudi h kakovosti. Te lastnosti nima sam po sebi tudi
noben drug nadin razporejanja sredstev bolnignicam.
Zato je nujno potrebno uvesti kakovostno izvajanje
obravnave na podlagi kliniénih smernic in klini¢nih
poti. S postopnim vkljuéevanjem meril financiranja,
kot sta zadovoljstvo uporabnikov in izid zdravljenja za
najpogostejSe obravnave, bo v placevanje vgrajena
razseznost kakovosti.

5 Sklep

V drzavah razvitega sveta potrebe po zdravstvenih
storitvah praviloma presegajo ponudbo, ki jo omejujejo
razpoloZljiva finan€na sredstva. Zato je neizogibno in
edino sprejemljivo, da se obstojeca sredstva razdelijo
med izvajalce zdravstvenih storitev na sistemati¢en
in pregleden nacin. Modelov, kako razdeliti sredstva,
je veliko in samo na ravni bolnidni€nega varstva jih je
toliko, da je ze sama njihova klasifikacija zahtevna.
Vseeno smo modele razdeljevanja sredstev skusali
smiselno razdeliti v skupine glede na nekatera merila
bistvenega pomena.

Z vzpostavitvijo modela SPP se je tudi Slovenija
pridruzila vecini zdravstvenih sistemov, ki tezijo k vegji
ucinkovitosti, preglednosti, pravi¢nosti in primerljivosti.
Tako omogodamo preusmeritev sredstev od enkratnih
na trajne potrebe drzavljanov, samo placilo storitev
pa povezujemo z zadovoljstvom uporabnikov in
izidi zdravljenja. Prispevek predstavi zgodovinski
pregled uveljavljanja modela SPP tako v svetu kot
tudi v Sloveniji. Navedeni so razlogi za odloditev o
izbiri modela SPP, pri é¢emer pa smo navedli tudi
njegove pomanijkljivosti tako na osnovi domacih kot
mednarodnih izkuSenj. Uvajanje SPP modela smo
primerjali z nekaterimi evropskimi drzavami, predvsem
pa Avstralijo, saj smo v Sloveniji uvedli avstralske utezi
za model SPP.
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vkljuéene v postopke partnerskih pogajan;.

Zavarovalnic, ki izvajajo dopolnilno zdravstveno zavarovanje kot aktivnega izvajalca nakupne funkcije ne izpostavljamo, saj te niso

t Sistem je bil izbran po strokovni primerjavi ve¢ sistemov drugih drzav. Za podlago nasega sistema je bil izbran avstralski, ki so ga
skupine strokovnjakov prilagodile nasim razmeram, dokonéno pa ga je potrdil Zdravstveni svet.
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RECENZIJA

Andrej Marusié, Sanja Temnik: Javho dusevno zdravje.
Celje : Celjska Mohorjeva druzba : Drustvo Mohorjeva druzba ; Koper : Fakulteta za
matematiko, naravoslovje in informacijske tehnologije, 2009. 110 str.

Naj recenzijo zaénem s premiso: Ce ni zdravja brez dudevnega zdravja, potem ni javnega zdravja brez javnega
dudevnega zdravja.

Kot je zapisal izr. prof. Andrej Marusi¢ igra prav javno duSevno zdravje kljuéno vlogo ustvarjanju boljSe sedanjosti
in prihodnosti sleherne druzbe. Svoje in tudi druge znanstveno in strokovno utemeljene poglede na problem
dusevnega zdravja je tik pred svojim prezgodnjim slovesom v sodelovaniju s psihologinjo Sanjo Temnik zbral v knjigi,
pravzaprav u¢beniku, z naslovom Javno dusevno zdravje na zanimiv, privlacen, duhovit, a vendarle zelo znanstveno
strokoven nacin. Knjiga je pomemben del v mozaiku znanstvene zapus€ine izr. prof. Andreja Marusica.

Nacin pisanja in poglabljanja tematike je tak, da bralec dobi obCutek, kakor da v rokah drzi vodnik po duSevnem
zdravju. ZaCetek knjige nas seznani s sodobno delitvijo javnega du$evnega zdravja, z nekaterimi za to podrocje
pomembnimi opredelitvami ter mednarodno perspektivo oziroma cilji na podrocju javnega duSevnega zdravja.
V ucbeni8kem slogu knjiga ponudi pregled dejavnikov tveganja za nastanek duSevnih motenj in, to je njena
posebnost, dejavnike tveganja opredeli tudi kot mozne kazalce in opredeljivke duSevnih motenj. Zelo jasno in
brez oklevanja je podan odgovor na vpradanje zakaj so duSevne motnje tako velik javnozdravstveni problem in
kaksna je pravzaprav njihova razsirjenost.

Osredniji del knjige je namenjen opisu in razlagi nekaterih najbolj raz8irjenih ter resnih duSevnih motenj: depresiji,
z alkoholom povezanim problemom ter kroni¢nim dusevnim motnjam. Med slednjimi sta izpostavljeni demenca, ki
z narad¢anjem deleza starega prebivalstva v druzbi postaja vedno bolj pere¢ problem, ter shizofrenija. Vklju€ene
dudevne motnje so predstavljene celostno, od dejavnikov tveganja, ogrozenih skupin, do znakov in simptomoyv,
opredeljeno pa je tudi njihovo breme umrljivosti. V povezavi s slednjim je izpostavljena problematika samomorilnega
vedenja, ki je v Sloveniji zelo pomemben problem. Vsebina knjige ne ostane le na ravni opisovanja zakonitosti
samomorilnega vedenja, temve¢ poda tudi shemo smiselne hierarhije vseh pomembnih akterjev, ki naj v skladu s
svojim znanjem in odgovornostjo prepre€ujejo samomorilno vedenje. Ta hierarhija je bila zelo dobrodo$la usmeritev
pri snovanju dela nacionalnega programa za du$evno zdravje.

Sklepni del knjige se za¢ne z opredelitvijo ekonomskega bremena dusevnih bolezni in se na subtilen nadin preslika
v opis ukrepov na razliénih ravneh preventive. Posebna pozornost je namenjena tudi duSevnemu zdravju v skupnosti
oziroma skupnostni oskrbi, ki naj se ravna po nacelu vsi za enega in eden za vse. V samem zakljuc¢ku knjige
je bralec delezen Se pogleda v prihodnost, saj so navedene misli in ideje za javno duSevno zdravje jutriSnjega
dne.

Podrodje javnega duSevnega zdravja, ki je pri nas Se v razvoju, je v u¢beniku Javno dusevno zdravje prikazano
celovito, jasno in pregledno. S temi lastnostmi je knjiga neprecenljiv kompas za vse, ki so, ali Se bodo, tako ali
drugace dejavni na podroc¢ju duSevnega zdravja.

dr. Saska Roskar
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RECENZIJA

Drazen Gorjanski: Je li hrvatski zdravstveni sustav - sustav? Osijek: Matica hrvatska;
2009. 469 str.

Knjiga z nekoliko provokativnim naslovom Je li hrvatski zdravstveni sustav — sustav? (Ali je hrvaski zdravstveni
sistem — sistem?) avtorja Drazena Gorjanskega se loteva kritike zdravstvenega sistema sosednje Hrvaske. Ce
bi si sami postavili to na videz enostavno vpraSanje za slovenski sistem, bi kmalu ugotovili, da odgovoriti nan;
pravzaprav Se zdalec ni tako lahko, saj je v danasnjem kompleksnem svetu tezko reci, kaj natan¢éno je zdravstveni
sistem, kaj vsebuje, kje se zacne in kje konc¢a. Ali je sploh sistem v teoreti€nem pomenu?

NajSirSa opredelitev sistemov zdravstvenega varstva vkljuuje vse dejavnosti, ki so prvenstveno namenjene
izbolj8anju (ohranitvi, krepitvi, povrnitvi) zdravja. Zaradi razli¢nih stali$¢ druzbe do socialnih 0z. zdravstvenih tveganj
so drzave razvile razli¢ne sisteme financiranja in organiziranosti zdravstvene dejavnosti, preskrbe z zdravili in
drugih zdravstvenih dejavnosti. A kljub velikim razlikam v zdravstvenih sistemih, ki jih hkrati eni hvalijo, drugi pa
so do nijih kritiéni, se razli¢éne drzave sveta spopadajo s podobnimi problemi in sodobne reforme se usmerjajo v
podobno smer: v izbolj8ave v javnem zdravstvu, ki bi vodile v izboljSanje zdravstvenega stanja prebivalstva kot
celote, v zmanjSevanje strodkov z zmanj$anjem dragih hospitalizacij, z osredoto¢anjem v primarno zdravstveno
varstvo ipd. Nam je to kaj znano? Ti problemi so v drzavah v tranziciji (mednje sodita tudi Hrvaska in Slovenija), kot
kaze, Se boljizrazeni, saj je v ospredju ves Cas iskanje necesa novega (“boljSega”), a tudi &im prejSnje oddaljevanje
od starega (“slabega”). Kljub temu se kriza zdravstvenih sistemov v teh drzavah Se poglablja. Tudi v Sloveniji je
tako in dandanes pogosto sli§imo: ¢akalne dobe in vrste so predolge in se Se daljSajo, zdravstveni sistem ni odraz
potreb prebivalstva, raba javnofinanénih sredstev je nesmotrna ipd. Vse te probleme bi radi resili v &im krajSem
Morda pa bi se morali vpra&ati, ali se ne poglablja prav zaradi tega preusmerjanja. Podobno razmi$lja tudi avtor
pri€ujoce knjige.

Vsebina knjige je oblikovana v pet poglavij (kazala in literature ne Stejem). V prvem poglavju avtor najprej ponudi
teoreti€na razmisljanja o sistemih na splosno, v drugem pa o zdravstvenih sistemih. Ze v tem poglavju postane
kritiCen (interesi razli¢nih deleznikov v zdravstvenih sistemih, medikalizacija in njen pomen, zablode v zdravstvenih
sistemih, zanemarjanje korupcije itd.). V tretiem poglavju obSirno opide in zelo kritiéno razmislja o sistemu
zdravstvenega varstva Hrvaske, kot je tukaj in zdaj (navzkrizje interesov v hrvadkem zdravstvu, postenost in
integriteta v zdravstvenem sistemu, korupcija kot bolezen sistema ipd.). Cetrto poglavje je posveceno prihodnosti
hrvaskega zdravstva (kriti€no razmisljanje o nacionalni strategiji razvoja zdravstva in kaj prinasa reforma 2009),
v petem poglavju pa sta dodana Se dva eti¢na kodeksa.

Ker sta sistema Hrvaske in Slovenije zrasla iz istega skupnega sistema in ker se spopadata s podobnimi problemi
v Casu tranzicije, bo knjiga marsikateremu slovenskemu bralcu zanimivo branje. Hrvadki sistem zdravstvenega
varstva ni izjema pri soo€anju s prej omenjenimi problemi in avtor ne skopari z njegovo kritiko, zaradi Cesar,
kot sem ze omenila, ni provokativen le naslov knjige, temve¢ tudi vsebina, ki je nastala na podlagi temeljitega
avtorjevega poznavanja sistema (avtor dela kot nadzornik hrvaskega Zavoda za zdravstveno zavarovanje v
Osijeku; in ima pri svojem delu redno stik z zdravniki osnovnega zdravstvenega varstva v OsjesSko-Baranjski
zupaniji), je na marsikaterem mestu tak&na, ko se loteva tem, kot so: enakost in pravi¢nost v zdravstvenih sistemih,
neucinkovitost trznih zakonitosti v zdravstvu, navzkrizje interesov v zdravstvenih sistemih, medikalizacija, ki jo
izvaja drzava, morala vodilnih politikov in njihov vpliv na zdravstveni sistem, korupcija v sistemih zdravstvenega
varstva, pravne pomanijkljivosti v sistemu zdravstvenega varstva Hrvaske itd. Pri tem jasno opozarja na zdravstveno,
ekonomsko, zgodovinsko, moralno in intelektualno odgovornost vodstvenih struktur na vseh ravneh hrvaskega
sistema zdravstvenega varstva na eni strani, na drugi strani pa tudi vecine politikov in dobrega dela zdravnikov
in drugega medicinskega osebja, ki so krivi najmanj zaradi tega, ker so se izneverili Hipokratu, demokraciji in
samospostovanju. Avtor je Se posebej kriti¢en do privatizacije zdravstvenega sistema Hrvaske, ki ta sistem potiska
v smeri ameriSkega zdravstvenega sistema. Ta je za avtorja nesprejemiljiv. Ce se ne ohrani vloga zdravstvenih
domov, se bo celoten sistem osnovnega zdravstvenega varstva zru$il. Osnovno zdravstveno varstvo bi moralo
temeljiti predvsem na preventivi in prepre€evanju bolezni. V nasprotju s temi naceli pa zdravstveno varstvo, ki
temelji na trznih nacelih, potrebuje ve¢ bolnih ljudi, da se jim proda &im ve¢ zdravil, opravi ve¢ diagnosti¢nih



186 Zdrav Var 2009; 48

postopkov in ve¢ posegov, ki jih nudi trg. Interesi teh dveh sistemov si namre¢ nasprotujejo. Nam je to kaj znano?
Se Slovenija ne spopada s popolnoma enakimi problemi?

Knjiga bo dragoceno gradivo tudi Studentom razli¢nih Studijev javnega zdravja, od tistih, ki Ze potekajo, pa do
tistih, ki jih v Sloveniji Sele nacrtujemo, saj v svojem zacetnem delu ponudi bralcu teoretiéne osnove, kasneje
pa veliko gradiva za kriti€no razmisljanje. Knjigo lahko jemljemo tudi kot odsev v ogledalu tistega, kar se dogaja
v nasi drzavi. Brez kriti€nega razmisljanja se bomo v prihodnje namre¢ morali preve¢ enostransko odlocati pri
reSevanju nasSega sistema zdravstvenega varstva. Tudi avtor zakljuci knjigo v tej smeri in zapiSe: »Prihodnost
hrvaskega zdravstvenega sistema bo odvisna od sposobnosti vodilnih ljudi, da resijo dve klju¢ni nalogi: prepoznati
pravo (neprofitno, v zdravje svojega prebivalstva usmerjeno) naravo zdravstvenega sistema in prepoznati
vrednost ljudi, ki tvorijo ta sistem.«. V knjigi so poleg te pomembne misli zapisane Se Stevilne druge, zato naj tudi
zaklju€im predstavitev s citiranjem Se ene od njih: »Naloga, ki je pred nami, ni v dokazovanju premoci »sodobnega
(kapitalisticnega) trznega modela« glede na »preziveti (socialistiéni) model«, ampak v iskanju zlatega standarda
zdravstvenega sistemax.

Lijana Zaletel-Kragelj



NAVODILA SODELAVCEM REVIJE ZDRAVSTVENO VARSTVO

Navodila so v skladu z Uniform Requirements for Manuscripts Submitted to Biomedical Journals. Popolna navodila so

objavljena v N Engl J Med 1997; 336: 309-15 in v Ann Intern Med 1997; 126: 36-47 in na spletni strani http://www.icmje.org.

Urednistvo sprejema v obdelavo samo ¢&lanke, ki Se niso bili in ne bodo objavljeni drugje. Dele ¢lanka, ki so povzeti po

drugi literaturi (predvsem slike in tabele), mora spremljati dovoljenje avtorja in zaloznika prispevka, da dovoli nasi reviji

reprodukcijo.

Pri znanstvenih in strokovnih prispevkih morajo biti naslov, izvie¢ek, kljuéne besede, tabele in podpisi k tabelam in slikam

prevedeni v angles¢ino.

Ce prispevek obravnava raziskave na ljudeh, mora biti iz besedila razvidno, da so bile raziskave opravljene v skladu z nageli

HelsinSko-Tokijske deklaracije.

Ce delo obravnava poskuse na zivalih, mora biti iz besedila razvidno, da so bili opravljeni v skladu z eti¢nimi nageli.

Avtoriji, ki so v objavo poslano raziskovalno delo opravili s pomocjo nekega podjetja, naj to navedejo v spremnem pismu.

Tipkopis

Prispevke v elektronski obliki posljite na naslov urednistva: zdrav.var @ivz-rs.si. Besedila naj bodo napisana z urejevalnikom

Word for Windows. Robovi naj bodo Siroki najmanj 25 mm. Znanstveni ¢lanki naj imajo naslednja poglavja: uvod, metode,

rezultati, razpravljanje in zaklju¢ek. Ostale oblike ¢lankov in pregledni ¢lanki so lahko zasnovani drugace, vendar naj bo

razdelitev na poglavja in podpoglavja jasno razvidna iz velikosti ¢rk naslovov. Poglavja in podpoglavja naj bodo Steviléena

dekadno po standardu SIST ISO 2145 in SIST ISO 690 (npr. 1, 1.1, 1.1.1 itd.).

Priporocljiva dolzina prispevka je za uvodnik od 250 do 700 besed; za pismo urednistvu, porocila, recenzije knjig in drugo 250

do 1250 besed; za znanstveni ¢lanek od 2000 do 4500 besed. Prispevku naj bo prilozeno spremno pismo. Vsebuje naj izjavo,

da ¢lanek Se ni bil objavljen ali poslan v objavo kaks$ni drugi reviji (to ne velja za izvlecke in porocila s strokovnih srecanj), da

so prispevek prebrali in se z njim strinjajo vsi avtorji. Naveden naj bo odgovorni avtor (s polnim naslovom, telefonsko Stevilko

in elektronskim naslovom), ki bo skrbel za komunikacijo z uredniStvom in ostalimi avtoriji.

Naslovna stran

Obsega naj slovenski in angleski naslov €lanka. Naslov naj bo kratek in natan€en, opisen in ne trdilen (povedi v naslovih niso

dopustne). Navedena naj bodo imena piscev z natanénimi akademskimi in strokovnimi naslovi ter popoln naslov ustanove,

instituta ali klinike, kjer je delo nastalo. Avtorji morajo izpolnjevati pogoje za avtorstvo. Prispevati morajo k zasnovi in oblikovanju

0z. analizi in interpretaciji podatkov, ¢lanek morajo intelektualno zasnovati oz. ga kriti¢no pregledati, strinjati se morajo s kon¢no

razli¢ico ¢lanka. Samo zbiranje podatkov ne zadostuje za avtorstvo.

Izvie€ek in kljuéne besede

Druga stran naj obsega izvle¢ek v slovens€ini in angles€ini. IzvleCek znanstvenega ¢lanka naj bo strukturiran in naj ne bo

daljSi od 250 besed, izvlecki ostalih ¢lankov naj bodo nestrukturirani in naj ne presegajo 150 besed. Izvle¢ek naj vsebinsko

povzema in ne le nasteva bistvene vsebine dela. 1zogibajte se kraticam in okrajSavam. Napisan naj bo v 3. osebi. Kadar je

prispevek napisan v angleskem jeziku, bo izvle€ek objavljen v slovenskem jeziku.

Izvle¢ek znanstvenega ¢lanka naj povzema namen dela, osnovne metode, glavne izsledke in njihovo statistiéno pomembnost

ter poglavitne sklepe. Navedenih naj bo 3-10 kljuénih besed, ki nam bodo v pomo¢ pri indeksiranju. Uporabljajte izraze iz MeSH

- Medical Subject Headings, ki jih navaja Index Medicus. Praviloma naj bo izvle¢ek oblikovan v enem odstavku, iziemoma v

vecih. Kategorijo prispevka naj predlaga avtor, konéno odlocitev pa sprejme urednik na osnovi predloga recenzenta.

Reference

Vsako navajanje trditev ali dognanj drugih morate podpreti z referenco. Reference naj bodo v besedilu navedene po vrstnem

redu, tako kot se pojavljajo. Referenca naj bo navedena na koncu citirane trditve. Reference v besedilu, slikah in tabelah

navedite v oklepaju z arabskimi Stevilkami. Reference, ki se pojavljajo samo v tabelah ali slikah, naj bodo o$tevilcene tako, kot

se bodo pojavile v besedilu. Kot referenc ne navajajte izvle€kov in osebnih dogovorov (slednje je lahko navedeno v besedilu).

Seznam citirane literature dodajte na koncu prispevka. Literaturo citirajte po prilozenih navodilih, ki so v skladu s tistimi, ki jih

uporablja ameriSka National Library of Medicine v Index Medicus. Imena revij kraj$ajte tako, kot dolo¢a Index Medicus (popoln

seznam na naslovu URL: http://www.nlm.nih.gov).

Navedite imena vseh avtorjev, v primeru, da je avtorjev Sest ali ve¢, navedite prvih Sest avtorjev in dodajte et al.
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tract infections in women. J Fam Pract 2001; 50: 589-94.
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6. Anon. Early drinking said to increase alcoholism risk. Globe 1998; 2: 8-10.
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8. Shen HM, Zhang QF. Risk assessment of nickel carcinogenicity and occupational lung cancer. Environ Health Perspect
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primer za ¢lanek iz zbornika referatov:

10. Sugden K. et al. Suicides and non-suicidal deaths in Slovenia: Molecular genetic investigation. In: 9th European Symposium
on Suicide and Suicidal Behaviour. Warwick: University of Oxford, 2002: 76.

primer za magistrske naloge, doktorske disertacije in PreSernove nagrade:

11. Bartol T. Vrednotenije biotehnikih informacij o rastlinskih drogah v dostopnih virih v Sloveniji. Doktorska disertacija. Ljubljana:
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Tabele

Naj bodo natipkane v besedilu prispevka na mestu, kamor sodijo. Tabelo naj sestavljajo vrstice in stolpci, ki se sekajo v poljih.

Tabele oStevilite po vrstnem redu, vsaka tabela mora biti citirana v besedilu. Tabela naj bo opremljena s kratkim naslovom.

Pojasnjene naj bodo vse kratice, okrajSave in nestandardne enote, ki se pojavljajo v tabeli.

Slike

Morajo biti profesionalno izdelane. Pri pripravi slik upoStevajte, da gre za ¢rno-beli tisk. Slikovno gradivo naj bo pripravljeno:

e ¢rno-belo (ne v barvah!);

e brez polnih povrSin, namesto tega je treba izbrati Srafure (¢e gre za stolpce, t. i. tortice ali zemljevide);

e v linijskih grafih naj se posamezne linije prav tako lo¢ijo med samo z razlicnim ¢rtkanjem ali razlicnim oznacevanjem (s
trikotniki, z zvezdicami...), ne pa z barvo;

e v grafih naj bo ozadje belo (ij. brez ozadja).

Crke, $tevilke ali simboli na sliki morajo biti jasni, enotni in dovolj veliki, da so berljivi tudi na pomanjani sliki. Rodno ali na

pisalni stroj izpisano besedilo v sliki je nedopustno. Oddajte originale slik oz. fotografije. Prosimo, da slik ne skenirate sami.

Na zadniji strani fotografije naj bo napisana zaporedna S$tevilka fotografije, ime pisca in naslov ¢lanka, v dvomljivih primerih

naj bo oznaceno, kaj na sliki je zgoraj oz. spodaj. Slike, narisane v racunalniskih programih, naj bodo posnete v originalnem

programu na disketi. Fotografije iz rentgenogramov in diapozitivov naj priskrbi avtor sam. Vsaka slika mora biti navedena v

besedilu. Besedilo k sliki naj vsebuje naslov slike in potrebno razlago vsebine. Slika naj bo razumljiva tudi brez branja ostalega

besedila. Pojasniti morate vse okrajSave s slike. Uporaba okrajSav v besedilu k sliki je nedopustna. Besedila k slikam naj bodo

napisana na mestu pojavljanja v besedilu.

Fotografijam, na katerih se lahko prepozna identiteta bolnika, prilozite pisno dovoljenje bolnika.

Merske enote

naj bodo v skladu z mednarodnim sistemom enot (Sl).

Kraticam in okrajSavam

se izogibajte, izjema so mednarodno veljavne oznake merskih enot. V naslovih in izvleCku naj ne bo kratic. Na mestu, kjer

se kratica prvi¢ pojavi v besedilu, naj bo izraz, ki ga nadomes&c¢a, polno izpisan, v nadaljnjem besedilu uporabljano kratico

navajajte v oklepaju.

Urednisko delo

Prispelo gradivo daje urednistvo v strokovno recenzijo in jezikovno lekturo. Po kon¢anem uredniskem delu vrnemo prispevek

avtorju, da popravke odobri in upoSteva. Popravljeni Cistopis vrne v urednistvo. Med redakcijskim postopkom je zagotovljena

tajnost vsebine prispevka. Avtor dobi v pogled tudi prve, t.i. krtaCne odtise, vendar na tej stopnji upostevamo samo Se popravke

tiskovnih napak. Krtaéne odtise je treba vrniti v treh dneh, sicer menimo, da avtor nima pripomb.

Za objavo prispevka prenese avtor avtorske pravice na Institut za varovanje zdravja Republike Slovenije kot izdajatelja revije.

Kr8enje avtorskih in drugih sorodnih pravic je kaznivo.

Prispevkov ne honoriramo. Avtor dobi le izvod revije, v kateri je objavljen njegov ¢lanek. Rokopisov, slik in disket ne

vra¢amo.
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Instructions are in accordance with the Uniform Requirements for Manuscripts Submitted to Biomedical Journals.

Complete instructions are published in N Engl J Med 1997; 336: 309-15 and in Ann Intern Med 1997; 126: 36-47 and on the

URL address: http://www.icmje.org.

Editorial board accepts only articles, that have not been and will not be published elsewhere. Parts of the article, summarized

after other sources (especially illustrations and tables) should include the author’s and publisher’s permission to reproduct them

in our Journal. If the contribution deals with experiments on humans it should be evident from the text that the experiments

were in accordance with the ethical standards of the Helsinki-Tokio Declaration.

When the work deals with experiments on animals it should be evident from the text that they were performed in accordance

with the ethical principles.

Authors whose submitted research work was performed with the support of a company, should indicate this in the accompanying

letter.

Manuscript

Send the manuscripts to the editorial e-mail: zdrav.var@ivz-rs.si. Manuscripts should be written in Word for Windows word

processor. Contribution should be typed with double-spaced with margins of at least 25 mm. Scientific articles should be divided

into following headings: Introduction, Methods, Results, Discussion and Conclusions. Other types of articles and review articles

can be designed differently, but the division in headings and subheadings should be clearly evident from the size of characters

in the titles. Headings and subheadings should be numbered decadally by standard SIST ISO 2145 and SIST ISO 690 (e.

g.1, 1.1, 1.1.1 etc.). Recommendable length for editorial is 250 to 700 words; for letter to the editor, report and book review

250 to 1250 words; for research article 2000 to 4500 words. Manuscript should be accompanied by an accompanying letter.

It should include the statement that the article has not yet been published or sent for publication to some other journal (this is

not required for abstracts and reports from professional meetings), and that the manuscript has been read and approved by

all the authors. Name, address, telephone number and e-mail address of the responsible author, who will be responsible for

communication with the editors and other authors should be cited.

Title page

The title page should carry the Slovene and English title of the article, which should be short and concise, descriptive and not

affirmative (statements are not allowed in the title). Names of authors with concise academic and professional degrees and

full address of the department, institution or clinic where the work has been performed should be cited. Authors be should

qualified for authorship. They should contribute to the conception and design resp. analysis and interpretation of data, they

should intelectualy draft resp. revise the article critically and approve the final version of the contribution. The collecting of data

solely does not justify the authorship.

Abstract and Key Words

The second page should carry the abstract in Slovene and English. The abstract of the scientific article should be structured

and of no more than 250 words, the abstracts of other articles should be unstructured and of no more than 150 words.

The abstract should summarize the content and not only enumerate the essential parts of the work. Avoid abbreviations.

Abstract should be written in third person. When the paper is written in English language, the abstract will be published in

Slovene.

The abstract of a scientific article should state the purpose of the investigation, basic procedures, main findings together with

their statistical significance, and principal conclusions. 3 - 10 key words should be cited for the purpose of indexing. Terms

from the MeSH - Medical Subject Headings listed in Index Medicus should be used. The abstract should normally be written

in one paragraph, only exceptionally in several. The author should propose the cathegory of the article, but the final decision

is adopted by the editor on the base of the suggestion of the professional reviewer.

References

Each mentioning of statements or findings by other authors should be supported by reference. References should be numbered

consecutively in the same order in which they appear in the text. Reference should be cited at the end of the cited statement.

References in text, illustrations and tables should be indicated by Arabic numerals in parentheses. References, cited only in

tables or illustrations should be numbered in the same sequence as they will appear in the text. Avoid using abstracts and

personal communications as references (the latter can be cited in the text). The list of the cited literature should be added at

the end of the contribution. Literature should be cited according to the enclosed instructions that are in accordance with those

used by U. S. National Library of Medicine in Index Medicus. The titles of journals should be abbreviated according to the style

used in Index Medicus (complete list on the URL address: http://www.nlm.nih.gov). List the names of all authors, if there are

six authors or more, list first six authors than add et al.

Examples for literature citation:

example for a book:

1. Premik M. Uvod v epidemiologijo. Ljubljana: Medicinska fakulteta, 1998.

2. Mahy BWJ. A dictionary of virology (2nd ed.). San Diego: Academic Press, 1997.

example for the chapter in a book: 3

3. Urlep F. Razvoj osnovnega zdravstva v Sloveniji zadnjih 130 let. In: Svab I, Rotar-Pavli¢ D, editors. Druzinska medicina.
Ljubljana: Zdruzenje zdravnikov druzinske medicine, 2002: 18-27.

4. Goldberg BW. Population-based health care. In: Taylor RB, editor. Family medicine. 5th ed. New York: Springer, 1999: 32-6.



example for the article in a journal:

5. Barry HC, Hickner J, Ebell MH, Ettenhofer T. A randomized controlled trial of telephone management of suspected urinary
tract infections in women. J Fam Pract 2001; 50: 589-94.

example for the article in journal with no author given:

6. Anon. Early drinking said to increase alcoholism risk. Globe 1998; 2: 8-10.

example for the article in journal with organization as author:

7. Women’s Concerns Study Group. Raising concerns about family history of breast cancer in primary care consultations:
prospective, population based study. BMJ 2001; 322: 27-8.

example for the article from journal volume with supplement, with number:

8. Shen HM, Zhang QF. Risk assessment of nickel carcinogenicity and occupational lung cancer. Environ Health Perspect
1994; 102 Suppl 2: 275-82.

9. Payne DK, Sullivan MD, Massie MJ. Women’s psychological reactions to breast cancer. Semin Oncol 1996; 23 (1 Suppl 2):
89-97.

example for the article from collection of scientific papers:

10. Sugden K. et al. Suicides and non-suicidal deaths in Slovenia: Molecular genetic investigation. In: 9th European Symposium
on Suicide and Suicidal Behaviour. Warwick: University of Oxford, 2002: 76.

example for master theses, doctor theses and PreSeren awards:

11. Bartol T. Vrednotenije biotehniskih informacij o rastlinskih drogah v dostopnih virih v Sloveniji. Doktorska disertacija. Ljubljana:
Biotehniska fakulteta, 1998.

example for electronic sources:

12. Mendels P. Textbook publishers extend lessons online. Pridobljeno 23.9.1999 s spletne strani: http://www.nytimes.com/
library/tech/99/09.

Tables

Type or print on the place in the text where they belong. Tables should be composed by lines and columns which intersect

in fields. Number tables consecutively. Each table should be cited in the text and supplied with a brief title. Explain all the

abbreviations and non-standard units in the table.

lllustrations

lllustrations should be professionally drawn. When preparing the illustrations consider the black-and-white print. lllustration

material should be prepared:

¢ In black-and-white (not in color!);

* Surfaces should have no tone-fills, hatchings should be chosen instead (in case of bar-charts, so called pie-charts or maps);

* Inlinear graphs the individual lines sjould also be separated by various kinds of hatching or by different markers (triangles,
asterisks...), but not by color;

e Graphs should have white background (i. e. without background).

Letters, numbers or symbols should be clear, even and of sufficient size to be still legible on a reduced illustration. Freehand

or typewritten lettering in the illustration is unacceptable. Submit original drawings resp. photographs. You are requested not

to scan the illustrations by yourself. On the back of the photograph the consecutive number of photograph, author’s name

and the title of article should be written, and in unclear cases the top resp. the bottom should be indicated. Figures, drawn in

computer programmes should be copied in original programme (software) on a disk. Photographs of X-ray films and slides

should be provided by author himself. Each figure should be cited in the text.

Accompanying text to the illustration should contain its title and the necessary explanation of its content. lllustration should be

intelligible also without reading the article. All the abbreviations from the figure should be explained. The use of abbreviations

in the accompanying text to the illustration is unacceptable. Accompanying texts to illustrations should be written in the place

of their appearing in the text.

If the identity of the patient can be recognized on the photograph, a written permission of the patient for its reproduction

should be submitted.

Units of Measurement

Should be in accordance with International System of Units (SI).

Abbreviations

Avoid abbreviations, with the exception of internationally valid signs for units of measurement. Avoid abbreviations in the title

and abstract. The full term for which an abbreviation stands should precede its first use in the text, abbreviation used in further

text should be cited in parentheses.

Editorial work

The received material is submitted by the editorial board to professional reviewer and reader (language editor). After this

editorial procedure, the contribution is sent to the author for approval and consideration of corrections. The final copy is than

again submitted to the editorial board. During the editorial procedure, the secrecy of the contribution content is guaranteed.

Author receives in consideration also the first print, but at this stage corrigenda (printing errors) only are to be considered.

Proofreadings should be returned in three days, otherwise it is considered that the author has no remarks.

When the manuscript is accepted for publication, the author assigns copyright ownership of the material to the Institute of

Public Health of the Republic of Slovenia as the publisher. Any violation of the copyright will be legally persecuted.

Contributions are not remunerated. The author receives one copy of the issue in which the article is published. Manuscripts,

illustrations and disks will not be returned.
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