~a midt

regionmidtjyllanc

Ringkebing-Skjern Kommune

Puljen til etablering af lzege- og sundhedshuse 2019.

Ansggning om midler til opfgrelse af ny bygning til laegehuset i Vorgod-Barde.

Region Midtjylland og Ringkebing-Skjern Kommune sgger i fellesskab om tilskud fra Sundheds- og
Zldreministeriets pulje til etablering af lzege- og sundhedshuse.

Ansggningen omfatter opferelsen af en ny og tidssvarende bygning til legehuset i Vorgod-Barde, som
skal placeres i tllknytning til den lokale idraetshal i Vorgod-Barde.

Den nuvarende bygning, som huser byens laegepraksis, er uhensigtsmassigt indrettet med sma
konsultationsrum, dirlig adgang for gangbesvarede og kerestolsbrugere og manglende plads til at
opfylde kommende behov for undersggelsesapparatur. Desuden er selve bygningen i meget darlig
stand.

Region Midtjylland og Ringkgbing-Skjern Kommune har et tt og konstruktivt samarbejde om
udviklingen af det nare sundhedsvaesen, s det er gearet til krav til tveersektoriel opgavelgsning og
sammenhzngende patientforlgb. En del af samarbejdet har fokus pd at sikre den fremtidige
lzzgedzkning i kommunen, som ifglge Region Midtjyllands oversigt over lzgedaekningstruede
omrader 1 regionen kan forvente store udfordringer i flere dele af kommunen i de kommende dr.

Et nybygget laegehus i tilknytning til idraetshallen i Vorgod-Barde vil i hgj grad bidrage tl:

e En hgj grad af sundhedsmaessig synergi mellem lzgehuset og den lokale idratshal, som
samtidig forventes udvidet med flere treningsfaciliteter og plads til en fysioterapeut, som
pnsker at oprette en satellit i hallen. En synergi, som vil kunne vise sig i gget fokus pa sundhed
for alle aldersgrupper, genoptraning efter sygdomsforlgb, treening for kronikere mv.

e Sikring af den fremtidige leegedzekning i omrédet, idet der foreligger en skriftlig
interessetilkendegivelse fra en ung uddannelseslage, som gnsker at overtage Vorgod-Barde
Lagehus efter endt uddannelse under forudsaetning af, at lokaleudfordringerne lgses.

Den unge laege starter i fase 3 uddannelsesstilling i Vorgod-Barde Laegehus i juli 2019 og bliver
faerdiguddannet sommeren eller efteriret 2020, hvor den nuvarende lege gnsker at gl pd
pension.

e Optimale fysiske rammer for nye uddannelseslzger fremover, idet der vil blive indrettet
konsultationsrum til dette.

Der er samlet budgetteret med udgifter p4 6,894 mio. kr. til opferelse af det nye lzegehus.

Ringkebing-Skjern Kommune har besluttet at bidrage til finansieringen med 500.000 kr. samt det
kommunale grundareal, som en del af bygningen skal opfgres pa. Den gvrige del af projektet vil skulle
finansieres af puljen til etablering af lzege- og sundhedshuse.

Ansggningen fremsendes efter godkendelse i Ringkabing-Skjern Kommunes @konomiudvalg men med
forbehold for regionsridets godkendelse i lgbet af fordret 2019.



Vi haber, at ministeren vil se med stor velvillighed pd ansggningen.

Med venlig hilsen
o Z”J 1o 48
Anders Kiihnau Hang @stergaard
Regionsrddsformand Borgmester
Region Midtjylland Ringkgbing-Skjern Kommune
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SUNDHEDS-
UL ALDREMINISTERIET

Ansggningsskema: Pulje til etablering af laege- og sundhedshuse (207,6 mio. kr. i 2019)

Ansggningsfrist: 20 marts 2019 kl. 12:00

1. Projektets titel
Vorgod-Barde Laegehus

2. Ansgger

Ringk@gbing-Skjern Kommune

Ved Fjorden 6

6950 Ringkgbing

CVR: 29189609

3. Kontaktinformation pa tilskudsansvarlige
Skriv navn, stillingsbetegnelse, telefon og e-mail for de ansvarlige i projektet:
Anette @rbak Andersen, direktgr, 23426916, anette.oerbaek.andersen@rksk.dk
Anja Thoft Bach, fagchef, 22127530, anja.bach@rksk.dk
Kirsten Bjerg, specialkonsulent, 99741243, kirsten.bjerq@rksk.dk

4. Projektets varighed
Maj 2019 til januar 2021

5. Hvem er administrativ projektejer:
Saet kun et kryds
[0 Region

X Kommune
@konomi

6. Angiv projektets finansiering samt fordeling af midlerne mellem ansggningsberettigede parter
(ekskl. Moms)

Finansiering (i mio. kr.)
Ansggte midler, 6,394 mio. kr.
Projektets egenfinansiering

SO T a5 L GE e

EPrpiEkiEt Recnnataiefigl T S ) o
PEENONRe R T 0,5 mio. kr

Kommunal bevilling af grund
R LN Sl 6,894 mio. kr.



7. Der ansgges om midler til:
X  Etablering af nyt laege-/sundhedshus

[0 Udbygning eller renovering af eksisterende lzege-/sundhedshus

[0 Udstyr til varetagelse af behandlingsopgaver
(Lokalomrédet bidrager med kr. 500.000,- til indkgb af udstyr og mgbler gennem en indsamling.
Gaven skal vaere en del af huset, og md benyttes kvit og frit af den/de tilstedevaerende lzeger.
Det er et stort gnske fra lokalsamfundet, at de ogsd kan bidrage til projektet.)

8. Ejerforhold: Hvem ejer de lokaler der ansgges om tilskud til?

L] Region
X Kommune
O Andre:

- Angiv:

9. Beskriv formalet med projektet
Det overordnede formdl med projektet er at sikre den fremtidige laegedaekning i Vorgod-Barde.
Se i gvrigt vedlagte bilag for en naermere beskrivelse af formdl med projektet.

10. Hvilke aktgrer indgar i projektet?
Ringkgbing-Skjern Kommune, Region Midtjylland, Projektgruppen for Nyt Laegehus i Vorgod-Barde,
nuvarende Lage Stella Reece, Vorgod Laegehus og kommende Laege Brian Ngrgaard.

11. Beskriv i skemaet, hvordan projektet imgdekommer kriterierne for pulje til laege- og sundheds-
huse?

FFokusomrade Kriterie ‘Beskrivelse'afthvordan projektet opfylder kriteri-
erne

SllaliEai 44 | Atder ertale omen koordi-  Der har i flere &r med stor lokal opbakning vaeret g
samarbeijde " neret indsats imellem rele-  fra patienter, lzzge Stella Reece fra Vorgod laegs
| rer (fxkommu-  jektgruppen for Nyt Laegehus i Vorgod-Barde og Idreets-
ner, regioner og almen ~ hallen i Vorgod-Barde om et nyt legehus byggeti tilknyt-
praksis), hvor det priorite-  ning til idreetshallen.
res at undgd overlappende  Det hidtidige laegehus er udtjent.
indsatser, og der laegges ~ Lagen i Vorgod-Barde gér pa pension i 2020.
. veegt pa samarbejde, kom-  Fastholdelsen samt udbygningen af lzgedakningen i
. munikation og gensidigt ' nzeromrédet fordrer et nyt, moderne indrettet, funktio-
~ kendskab til hinandens til- nelt byggeri med plads til at udvide fra den nuvaerende
bud pa tvaers af sektorer.  solopraksis til en 2-lz=gepraksis. Der er baerende kontakt
. Ved etablering af nye sund-  med laeger, der pnsker netop en sddan praksis, safremt
- hedstilbud, bgr der desu- lokaleproblemet Igses. Der bliver plads til flere sygeple-
den redeggres for, hvorfor  jersker, evt. bioanalytiker mv., yderligere en uddannel-
~ dette tilbud er relevantat  seslege, medicinstuderende og relevant, moderne, vel-
etablere, herunder en be- fungerende underspgelses- og behandlingsudstyr.
skrivelse af, hvordan tilbud- ~ Arkitekttegninger vedhaeftes, se venligst projektbeskri-
det bidrager til det samlede  velse.
sundhedstilbud i omradet. Det kommende lagehus er projekteret bygget sammen
med idraetshallen, der fungerer som velbespgt samlings-
sted i lokalsamfundet for alle generationer og livsansku-
elser.
Hallen udvides i et sammenhangende byggeri med fy-
sioterapi- og holdtraeningsrum i lokaler stgdende op til




Kriterie

‘Fokusomrade

At der i l2ge- og sundheds-
huset fokuseres pa tveerfag-
lig og tvaersektoriel opgave-
Ipsning med henblik pa at
skabe sammenhangende
patientforlgb, fx gennem
samarbejde med speciallze-
ger og relevante sygehusaf-
delinger.

Opgavevareta- t lege- og sundhedshu-
gelse ~ sene taenkes ind i den regi-
I,,_nnalg sundhedsplan og

i plan, inden for sdvel
tik og psykiatri, og un-
derstgatter den samlede
akut-dakning og behovet
for naere sundhedstilbud i
omradet ved at huse f.eks.:
e flerleegepraksis,

e  vagtleegefunktion/ al-
menmedicinsk akuttil-
bud uden for egen lze-
ges abningstid
praktiserende special-
l=ger,

andre ydere inden for
praksissektoren (som
f.eks. fysioterapeuter,
kiropraktorer eller di-
tister),

kommunale funktioner
(f.eks. forebyggelsestil-
bud, genoptraeningstil-
bud, sundhedsplejer-
ske, hjiemmesygepleje,

‘Beskrivelse af hvordan projektet opfylderikriteri-

erne

‘ Iag_eu'set. Dette tilgodeser det naere behov for KOL-re-
 habiliteringshold og lign. Neermeste rehabiliteringstilbud
. p.t.eriTarm, 28 km borte, hvilket reelt er uanvendeligt

for skrpbelige patienter.

' En lokal fysioterapeut gnsker satellitfunktion i lokalerne.
" Idrzetshallen far bedret de gode muligheder for traening,
| bade individuelt og i hold.

Hallen er en selvejende institution og finansierer selv ha-
ludvidelsen.
Der imgdeses en synergieffekt mellem laegehusets og

| hallens funktioner.

| Byggegrund og parkeringsomrade er kommunale. Kom-

| munen star endvidere for flytning af cykelsti i forbin-

' delse med byggeriet

' Kommunen er opmaerksom p4, at neromrédet inden for

de kommende 1-2 ar bliver svaert lzegedakningstruet,

hvis der ikke sikres generationsskifte.

‘ Der eret velfungerende samarbejde médhﬁ':_léj'ehjeh,

hjemmepleje og kommune. Det naere plejehjem med af-
lastningspladser ligger 250 meter fra det projekterede
lzegehus. Lagen har faste manedlige mgder pé pleje-
hjemmet, hvor relevante patienter gennemgas. Der er
ad hoc sygebesgg, telefonkonsultationer og korrespon-
dancer med alle lokale plejehjem og hjemmepleje. Der
er et fast og s@rdeles velfungerende telefonisk samar-
bejde med en lokal psykiater, telekonferencer med kar-
diolog i Arhus og telefotokonferencer med dermatolog i
Herning. Der vendes jeevnligt problemstillinger med sy-
gehuslagerne | omradet mht. optimale forlgb.
Rehabilitering, fysioterapi og treening vil med dette pro-
jekt kunne tilbydes i tilslutning til laegehuset.

- Leegedaekningen i naromradet vil med det projekterede
lagehus kunne fastholdes og udbygges til to fagligt dyg-

|

 tige, engagerede, entusiastiske tmggjgggr, som specifikt
. gnsker at indga i et mindre lzegehus og ¢ dermed under-

| stgtte det nzre sundhedstllbud

. Leegerne vil indgd i Region Midtjyllands velfungerende

' vagtdaekning. Nuvzrende lege Stella Reece er ikke vagt-
| barende pga. alder.

' Der er et godt samarbejde med sygehuse og speciallee-

~ ger inden for somatik og psykiatri med velfungerende te-
' lefon-, tele- og fototelekommunikation. Videotolkning

' anvendes allerede.

Der er projekteret klinikrum til fysioterapi samt rum til
holdtraning i nye lokaler i tilslutning til lsegehuset.

Der forventes kommunale genoptraeningshold i de nye
lokaler, herunder KOL-hold.

Idraetshallens tilbud er en vifte af trazningsmuligheder,
samt andre mere sociale aktiviteter, hvorved understpt-
tende psykisk sundhed og netvaerk vil bedres.



Kriterie

Fokusomrade

herunder akutfunktio-
ner),

e  Civilsamfund, fx
idraets- og patientfor-
eninger.

At der er sikret opbakning
til projektets gennemfp-
relse fra relevante sund-
hedsfaglige aktgrer pd an-
spgningstidspunktet gen-
nem skriftlige interessetil-
kendegivelser fra de sund-
hedspersoner som skal
indgd i huset, herunder al-
men praktiserende laeger.
(vedlzeg som bilag)

At der i lsege- og sundheds-
' er fokus pa pget
 brug af praksispersonale,
herunder sygeplejersker,
sekretaerer, bioanalytikere
" m.fl. og samarbejde med
- kommunale sundhedstil-
bud.

At lzege- og sundhedshu-
sene muliggar og under-
stptter faglighed, fleksibili-
tet og tilgengelighed. Ek-
sempelvis ved:

e  Fleksibel tilretteleg-
gelse af arbejdstiden
og gget adgang til
ikke-akutte konsultati-
oner i ydertimerne, fx
sen eftermiddag.

~ *  Mulighed for konsulta-

tion via tele- og video-

udstyr.

e Tilgzngelighed for fx

patienter med handi-

cap og ldre patien-
ter.

Kapacitet'og til-
geengelighed

At der i lege- og sundheds-
- huset er fokus pa uddan-
~ nelse af uddannelseslaeger

Beskrivelse af hvordan projektetioptylderikriteri-
erne

Hensigtserklzeringer vedlagt som bilag fra:

Kommende laege Brian Ngrgaard

' Derer p.tiVorgod Laegehus (solopraksis) tilknyttet en
- sygeplejerske pa 33 timer og en klinikassistent/ sekretaer |
pa 32 timer. Sygep!e;érske‘n%ﬁtage‘r samtlige forunder-
 spgelser til de kroniske patienters arskontroller, tager

| selvstaendlgt, ved behov superviseret, to af normalt fire
arlige kontroller pa diabetespatienterne, lungefunktions-
test, ekg, blodpraver, kontrol af inhalationsteknik, kvali-
tetskontrol af apparatur mm. Klinikassistenten passer
 skranken, telefonen, kassekladde, regninger, tager blod-
prover/ ekg og laver patlentsﬂgmnger og -indkaldelser

" efter behov.

 Ved etablermg afen Z—mandsprakSts i de nye, stgrre lo-
 kaler vil der veere plads t{l de'uinékede to sygepiejersker

; praksmrnanagerfunknonu
i mentermg af nve tlltag

I SE e A 5
En 2-mandspraksrs VI| age mullghedeﬁ for ébmngstld ;
udenfor almindelig dagtid, enten morgen, eftermiddag el-
ler aften. Hidtil har aftenkonsultationen ligget én gang

ugentligt kl. 19-21.

Den tekniske mulighed for tele-og videokonsultationer er
til stede.

| det nuvaerende laegehus er hverken indgangsparti, indre
dore eller toilettet handikapvenlige. Adgangen for ambu-
lancefolk med bére er ungdigt vanskelig.

Nybyggeriet vil vaere fuldt handikapvenligt.

Der er indtenkt direkte adgang for ambulancefolk med
bare til akutrummet.

Vorgod Laegehus har naesten uafbrudt haft uddannelses-
lz=ger i egne konsultationsrum, som har givet evaluerin-
ger pa 9-10 af 10 efter endt ophold.



‘Fokusomrade

Adgang til rele-
ivant og tidssva-
rende udstyr

Kriterie

samt at sikre bedre fysiske
rammer til uddannelsesize-
ger, herunder eget konsul-
tationsvarelse.

At der indtaenkes fleksible
feellesfunktioner og lokale-
udnyttelser, herunder fzl-
les administration, IT-l@s-
ninger, laboratorium mv.,
som kan skabe incitament
til, at de enkelte lzege- og
sundhedshuse (som bade
kan indeholde solopraksis
og flerlaegepraksis) gger de-
res samarbejde pa en
raekke omrader, som skaber
pget effektivitet og rentabi-
litet.

At la2ge- og sundhedshu-

sene bliver forsynet med

relevant og tidssvarende

udstyr til undersggelse og

behandling (ikke inventar),

f.eks.

e udstyr til blodprgve-
tagning

e laboratorium til akutte
analyser

e  EKG-og rgntgenudstyr
—evt. til udgdende
funktioner

e  telemedicinske mulig-
heder for at fa vurde-
ret bl.a. EKG pa et spe-
cialiseret sygehus, vi-
deokonferenceudstyr

e  genoplivningsudstyr
overvagningsudstyr
m.v.

At regioner, kommuner el-
ler leverandgrer af almen
medicinske ydelser selv bi-
drager til investeringen

med en egenfinansiering.
N

En egenfinansiering forven-
tes seerligt ved etablering af
nye leege- og sundhedshuse
samt en st@rre renovering i

eksisterende.

B'e's'_kri.\rélse afhvordan projektet ‘opfylderkriteri-
erne

| perioder uden uddannelseslzger er der plads til at tage
- medicinstuderende pa klinikophold, hvilket har vaeret en
 positiv udfordring for leegehuset.

I det nye laegehus er der indtaenkt to uddannelseslager i
egne lokaler. Det vil endvidere vaere muligt at passe en
medicinstuderende ind, selv om der er uddannelseslaeger
Der vil vaere en tidsmaessig og gkonomisk rationalise-
ringsgevinst og gget fleksibilitet ved faelles, tilstraekke-
lige, hensigtsmaessige, rentable lokaler, telefon, under-
spgelsesapparatur, faelles tilstraekkeligt personale og vel-
fungerende nutidig IT i en samarbejdspraksis i det plan-

lagte byggeri.

" Almindeligt laboratorieudstyr sdsom centrifuge, mikro-

~ skop, hemoglobin-, blodsukker-, HgbA1lc-, CRP-, SR-, leu-
* cocyt- & differentialtaellings-, urinstix- og autoklaverings-
- apparatur vil uden videre kunne flyttes med til det nye

. l=gehus

| EKG-, lungefunktions- og degnblodtryksapparaterne er

| gamle og kan ikke tilga elektroniske journaler.

Der er behov for nye, tidssvarende EKG-, lungefunktions-

- og degnblodtryksapparater, s& undersggelsesresulta-
. terne direkte kan indgd i elektroniske journaler, vedheef-

tes henvisninger og televurderes af speciallaeger.

Der er et stort m&e@m,aj:@fgpplerg med en ultralyds-
' ange sygehushenvisnin-

‘ gér, afkorte udredmngstlden ‘og udrede skansomt.

- Meget apparatur, der pga. pladsmangel er i ét eksemplar

 og flyttes rundt i huset, v

@tﬁ;tﬁrre lzegehus rationelt
foreligge ved hver relevant arbejdsplads.

| et stgrre legehus er det irrationelt at afvaske og desin-
ficere instrumenter manuelt. En instrumentopvaskema-

 skine sparer tid og sikrer kvaliteten.
~ En hjertestarter forefindes allerede ved Idratshallen.
' EDB’en skal udbygges/udskiftes sa det er tilgzengeligt for

alle rationelle arbedega_nge relevante stgder, inkl. aku-
trum og personalestue, s& datasikkerheden opdateres og
kompatibilitet med de nyeste EKG-, lungefunktions- og

" degnblodtryksapparater opns.

En fuld liste over gnsket inventar vedhzftes.

Kommunen bidrager med byggegrund, parkeringspladser
og sagsbehandling af ny lokalplan med flytning af cykelsti,
samt kr. 500.000,-.

Uden for projektets gkonomi vil lokalomradet via indsam-
ling bidrage med kr. 500.000,- til udstyr.



12. Er projektet politisk godkendt?

X

13.

Ja

Godkendt af Ringk@bing-Skjern Kommune. Regionsrddet forventes at godkende projektet den 24.
april 20189.

Nej
- Huvis nej, hvornar forventes en politisk godkendelse at forelaegge?

Bilag til ansggning (* skal vedlaegges):

1. Budget*
2. Tidsplan*
3. @vrige bilag

a. Interessetilkendegivelser fra sundhedspersoner/funktioner som skal indga i huset (jf.
ogsa pkt.10)*
b. Projektbeskrivelse — yderligere beskrivelse af projektet.
i. BMJ Research — Continuty of care with doctors.
c. Tegninger.



Budgetoverslag for etablering af nyt lz2gehus i Vorgod-Barde.

se bilag for udspecificering af budgetposterne

Udgifter:

Udgifter til lokalplan 70.000
Grundudgifter 170.000
Handveaerkerudgifter 5.513.400
@vrige omkostninger 1.140.952
lalt 6.894.352
Finansiering:

Kommunal ramme til medfinansiering af projektet 500.000
Pulje til etablering af laege- og sundhedshuse 6.394.352
lalt 6.894.352




Overslag pa anlagsbudget for nyt l2gehus i Vorgod - Barde

Udarbejdet 14.03.2020

Sagsbehandler: Hanne Enghoff

Kr. ekskl. moms

Bemarkninger

Grunduddgifter

Grundkgbesum 0

Fundering og pilotering 0|Indeholdti B
Bygningsbasis 0[Indeholdti B

Anlgeg af friarealer/legeplads 50.000|Belaegninger og beplantning

Anlaeg af vej og fortov, inkl. Belysning, 100 m

120.000

1.200 pr. lgbende meter

Kloakbidrag

0

ikke beregnet

Tilslutningsafgifter el 0[ikke beregnet
Tilslutningsafgifter vand 0likke beregnet
Tilslutningsafgifter varme Olikke beregnet
IT fiberkabel til teknikrum 0|ikke beregnet
Forurenet jord 0fikke beregnet
Grundudagifter i alt 170.000
Handvarkerudgifter

Handveerkerudgifter 330 m2 5.280.000/16.000 kr. / m2
Uforudselige udgifter 158.400(5% af handvaerkerudgifter
Option 1,2, 3 0

Vinterforanstaltninger 75.000

Indexregulering efter 1 ar 0

Ekstraudgifter 0

Handvarkerudgifter i alt 5.513.400

Omkostninger

Forundersggelser 0

Arkaologisk undersggelser 0

Teknisk totalradgivning 716.742|ca. 13 % af B

Anden teknisk radgivning 0

Administrationsgebyr Ejendomscenteret 275.670|5 % af B

Juridisk radgivning 75.000

Udlzeg m.m. 25.000

1. 0g 5 ars gennemgang 0|Indeholdt i adm.gebyr Ejd.
P-pladser 0lindeholdti B
Annoncering 0

Byggetilladelse

5.513

Byggetilladelse (0,1 % af B)

Ekstra krav foranlediget af byggetilladelse 0
Byggestrem m.m. 20.000
Energimaerkning + opsamling 12.000
Forsikring allrisk 11.027|2 0/00 af samlet anlaagssum

Revision

0

Gebyr til kommunen

1. spadestik, rejsegilde m.m.

Bygherreleverancer

Kunst

@vrige omkostninger

olojo|o|o

Omkostninger i alt

1.140.952

Afledte omkostninger

Flytteomkostninger

Husleje / genhusning

Istandsaettelse af frafiyttet lejemal

Ekstra udgifter

Afledte omkostninger i alt

Qlo|lo|jo|o

Lest inventar

Last inventar

(=]

Mgbler / gardiner

o

Inventar i alt

Anlzgsudgifter total

6.824.352,20




Forventet tidsplan for etablering af nyt laegehus i Vorgod-Barde.

starttidspunkt varighed

Tilsagnsskrivelse fra ministeriet ultimo april 2019

Udarbejdelse af lokalplan maj 2019 8 mdr.
Initiativfasen (fastlaeggelse af gkonomi, udbudsform mv.) januar 2020 4 uger
Programfase (udformning, kvalitet, budget/drift, infrastruktur mv.) februar 2020 4 uger
Myndighedsfase (byggetilladelse, arkitektur, skitseforslag mv.) marts 2020 8 uger
Projekteringsfase (detailprojektering) maj 2020 8 uger
Udfgrelsesfase august 2020 18 uger
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Til Sundheds og Aldreministeriet.

Keere embedsmasnd.

Jeg skriver til jer, for at udtrykke mine habefulde og oprigtige planer om at blive den nye
laege i Vorgod-Barde.

Jeg er pt. uddannelseslaege i Herning hvor jeg er bosat med min hustru, som ogsa er lzege
i Herning, samt vores to born.

Jeg kommer selv fra landet af, opvokset pa en gard ved Lemvig. Jeg har altid sat
pris pa det landlige og enkle liv der leves der. Her hjeelper man hinanden og er
taknemmelig for selv de sma ting. Sadan er det ogsa som leege, der er en anden
taknemmelighed og tillid fra patienterne, end ved en praksis i byen. Det er helt og aldeles
usammenligneligt. Jeg har arbejdet i praksis i by og pa land, jeg kan sige med 100%
sikkerhed at intet er skennere end at veere landsbylaege udenfor byen.

Vorgod-Bade har alt det man kunne enske sig som en ung praksislaege. Der er
skole, institutioner, plejehjem og et steerkt samfund som hjeelper hinanden. Du har en
patientgruppe som daekker hele spektret, og det er for mig uvurderligt nar man skal holde
gejsten i et arbejde de naeste 30 ér.

Jeg er feerdiguddannet speciallaege 1. Juli 2020. | efteréret 2016 tog jeg forste
gang kontakt til nuvaerende indehaver for at hare om muligheden for at efterfelge hende.
Det stod hurtigt klart for mig, at der her var en stor mulighed for at erhverve sig en praksis
efter mine dremme. Jeg kom rigtig godt overens med den nuvaerende praksisindehaver,
Og vi fik hurtigt lavet de indledende planer til et generationsskifte. Jeg har féet arrangeret
det, s& mit sidste ar af speciallazgeuddannelsen, bliver i Vorgod-Barde, startende fra 1 Juli
2019. Sa skal jeg i mesterleere ved landsbyleegen.

| forhold til generationsskifte har vi diskuteret skonomien og arbejdsbyrden saledes
at jeg feler mig godt rustet. Den eneste bekymring jeg har er praksislokalerne. Det er
umuligt som ung lzege at kunne financiere keb af en praksis oven i opfarsel af eget
lzegehus. De nuveerende lokaler er s& nedslidte og uden mulighed for at kunne
ekspandere antallet af ansatte, som det fremtidige laegeliv uden tvivi kommer til at kraeve.
Det er med andre ord det eneste som kan rive teeppet vaek under min drem.

Det nye lzegehus er som udgangspunkt tegnet til at kunne huse to leeger samt
rigeligt med ansat personale. Jeg har en god studiekammerat som er veeldig interesseret i
at vaere med i projektet, men ligesom mig er han lidt bekymret ved udsigten til at arbejde i
de nuveerende lokaler. Han bliver faerdiguddannet specialleege 1. Jan 2020 og er ogsa
bosat i Herning.

Jeg haber derfor at i vil se velvilligt pa vores projekt i Vorgod-Barde da det vil have
stor betydning for beboerne, lokalmiljeet og min drem om at veere landsbyleege i
Vestjylland.

Mvh
Brian Norgaard Albertsen
Lavendelvej 7, 7400 Herning

| er velkommen til at kontakte mig ved yderligere spergsmal pa
2258 97 15



Ansggning til pulje til etablering af laege-og sundhedshuse

Projektbeskrivelse for Vorgod-Barde Laegehus

pr. 6. februar 2019

Beskrivelse af de lokale forhold

Vorgod-Barde er et landsbysamfund i Vestjylland midt imellem Ringkgbing og Herning i Region
Midtjylland. Der er 1025 beboere i selve landsbyen, 3162 beboere i alt i kerneoplandet (Vorgod-
Barde, Fjelstervang og Nr. Vium sogne) og omradet er i tilvaekst befolkningsmaessigt. Der er
velfungerende bgrnehave, skole, plejehjem, forsamlingshus og en idraetshal. Sidstnaevnte er
velbespgt og fungerer som samlingssted i lokalsamfundet for alle generationer og livsanskuelser.

Narmeste by er Videbaek, 5% kilometer vest for Vorgod-Barde, hvor der er en 3-mands praksis og
en sololaege. To af de tre laeger i 3-mandspraksissen i Videbaek paregner pensionering indenfor 2
ar. Den solopraktiserende planlagger at skifte til andet og hans praksislokaler er uhensigtsmaessigt
sma. Laegen i Vorgod-Barde gar pa pension i 2020. Der er indenfor fa ar risiko for kritisk dérlig
leegedaekning i neeromradet, safremt generationsskifte ikke lykkes. Der er 5000 beboere i Videbagk
og Herborg sogne. Der er busforbindelse imellem Videbaek og Vorgod-Barde, men ikke hyppigt.
Videbaek daekker oplandet mod vest med 11-18 km til naermeste laegehus, og Vorgod-Barde
dakker oplandet mod gst med 13-20 km til naermeste lzegehus, sa der er et stort
laegedaekningsmaessigt naturlige opland.

Naermeste rehabiliteringshold for KOL og lign. er i Tarm, 28 km borte, og derfor reelt uanvendeligt
for skrgbelige patienter.



Det eksisterende lzegehus

Vorgod-Barde laegehus er fagligt velkvalificeret med en sololaege, som har praktiseret der siden
1995 og nu er 63 &r gammel. Der er tilknyttet 1750 patienter. Tilgangen udenfor skoledistriktet har
vaeret lukket igennem 21 ar. Der er fortsat en del patienter bosat udenfor skoledistriktet tilknyttet
lzegehuset, fra omraderne Videbaek, Timring, Fjelstervang, Kibaek, Haunstrup og Snejbjerg.

Der er i leegehuset tradition for Igbende at deltage i forskningsprojekter.

Laegehuset har naesten uafbrudt haft uddannelseslaeger, som har givet evalueringer pa 9-10 af 10
efter endt ophold. | perioder uden uddannelseslager er der plads til at tage medicinstuderende
pa klinikophold, hvilket har vaeret en positiv udfordring for lzegehuset.

Der er tilknyttet en sygeplejerske pa 33 timer og en klinikassistent/ sekretzer pa 32 timer.
Sygeplejersken varetager samtlige forundersggelser til de kroniske patienters arskontroller, tager
selvstaendigt, ved behov superviseret, to af normalt fire arlige kontroller pa diabetespatienterne,
lungefunktionstest, ekg, blodprgver, kontrol af inhalationsteknik, kvalitetskontrol af apparatur
mm. Klinikassistenten passer skranken, telefonen, kassekladde, regninger, tager blodprgver/ ekg
og laver patientsggninger og -indkaldelser efter behov.

Der er et godt samarbejde med en solopraksis i Videbaek med faellesmgder for leger og personale,
hvor der deles tanker og inspiration, fzelles deltagelse i kurser, deling af uhensigtsmaessigt store
mindstepakninger af vacciner eller medicin, udlan af kalibreringsvaerktgj mv. Der er en gensidig
pasningsaftale ved fravaer til kurser, supervisionsmgder, sygdom, fridage og ferie.

Der er endvidere et staerkt fagligt faellesskab i en 12-mandsforening, som begge laegehuse er
tilknyttet. Disse laeger er tilknyttet samme klynge.

Der er et velfungerende samarbejde med plejehjem, hjemmepleje og kommune.

Bygningsmaessigt er laegehuset placeret i lejet ejendom fra ca. 1970, som er udtjent. Huset har
fladt, darligt isoleret, sort tagpaptag. | sommervarmen stiger temperaturen i huset til over 30
grader. Hverken indgangsparti, indre dgre eller toiletforhold er handicapvenlige. Adgangen for
ambulancefolk med bare er ungdigt vanskelig. Rumfordelingen er uhensigtsmaessig til moderne
arbejdsgange. Undersggelseslejerne flyttes konstant rundt i rummene, da disse er for snaevre til,
at lejerne kan sta hensigtsmaessigt. Ventevaerelset er for smat, sekretariatet eksponeret for
forbipasserende patienter, hvilket vanskeliggar diskretion, og der er utilstraekkelig parkering. Der
er en bekymrende revne i murvaerket.

Der er ikke i de nuvaerende lokaler plads til mere personale eller pladskraevende
underspgelsesapparatur, som er ngdvendige i de fremtidige opgaver.

Generationsskifte i Vorgod Lagehus

Der har vaeret kontakt igennem godt to ar til en dygtig uddannelseslaege, som gnsker at overtage
Vorgod Laegehus ved endt uddannelse, forudsat at lokaleproblemet Igses. Han har under
uddannelsen vaeret tilknyttet et stort, darligt fungerende laegehus, fagligt og kollegialt. Han vil med
denne erfaring ikke i et stort laegehus, men gerne solopraksis eller endnu bedre 2-mands
samarbejdspraksis, med en udvalgt kollega. | hdbet om en kommende bygningsmaessig Igsning,



starter han i fase 3 uddannelsesstilling i Vorgod Laegehus i juli 2019 og bliver faerdiguddannet
sommeren eller efteraret 2020, afthaengig af evt. barsel.

Den nuvaerende lsege gar pa pension i 2020, omend der er aftale om vikardage til stgtte for den
nye laege, hvis den planlagte overdragelse i egnede lokaler lykkes.

Der er kontakt med forelpbigt yderligere to uddannelseslaeger. Der er berettiget antagelse af, at
en af disse to vil indgd i en samarbejdspraksis. Flere har vist interesse, men der forhandles ikke
med flere p.t.

Det er aftalt med den praksis, som Vorgod Laegehus aktuelt samarbejder med, at dennes
ydernummer opkgbes, nar praksislaegen er klar til at forlade sin praksis, og vi har lokaler til at
overtage det. Han har gnske om at skifte til andet arbejde. Historisk var ydernummeret tilknyttet
Vorgod-Barde, men flyttedes ved en praksisopsplitning.

Planerne kraever imidlertid en tidssvarende, funktionel bygning med plads til en 2-mands praksis
med relevant personale.

Nybyggeri af laegehus

Der har i flere &r med stor lokal opbakning varet gnske fra patienter, laege og projektgruppe om et
nyt laegehus bygget i tilknytning til idraetshallen. Tegninger og prisoverslag vedhaftes. Der opnas
herved mulighed for fysioterapi og holdtraning i tilstédende nybyggede lokaler. Dette vil tilgodese
det nzere behov for KOL rehabiliteringshold og lign. Lokalerne vil vaere en del af en samtidig
udvidelse af hallen, i samme bygning som laegehuset, men som adskilte dele.

En lokal fysioterapeut er interesseret i en satellitfunktion i lokalerne.

Der bliver i hallen gode muligheder for traening bade individuelt og i hold.

Laegehuset er tegnet med gode, rationelle og hensigtsmaessige arbejdsforhold for 2 faste laeger og
1-2 uddannelseslaeger, flere sygeplejersker mm. og et sekretariat. Der vil kunne indrettes et
reglementeret, sikret serverrum.

@nsker vedr. udstyr

Der har i en arraekke vaeret et stort gnske om en ultralydsscanner, som vil kunne hindre mange
sygehushenvisninger, afkorte udredningstiden og udrede skansomt.

Der er behov for nye, tidssvarende EKG-, lungefunktions- og dggnblodtryksapparater, sa
undersggelsesresultaterne direkte kan ses i elektroniske journaler, vedhaeftes henvisninger og
televurderes af speciallaeger.

Meget apparatur, som pga. pladsmangel forefindes i &t eksemplar og vandrer rundt i huset, vil i et
stgrre laegehus rationelt foreligge ved hver arbejdsplads.

| et stgrre laegehus er det irrationelt af afvaske og desinficere instrumenter manuelt. En
instrumentopvaskemaskine vil spare tid og sikre kvaliteten.

Der bliver behov for udskiftning/udbygning af EDB-udstyr til flere arbejdsstationer. Herved vil
datasikkerheden opdateres: et domane vil handtere brugeradgange, sikre periodisk aendrede
adgangskoder og ensrette IT sikkerhedsniveauet. EDB’en skal kunne handtere de nyeste EKG-,
lungefunktions- og dggnblodtryksapparater.



Refleksioner over retningslinjer for puljemidler
Pa fglgende punkter opfylder Vorgod Laegehus formalet med puljemidlerne:

e Et nyt laegehus vil Igse rekrutteringsproblemet i Vorgod-Barde og opland med
interesserede, dygtige og engagerede lager. Det understgtter den gnskede laegedaekning i
alle dele af landet og det naere sundhedsvaesen.

e En samarbejdspraksis vil kunne daekke behovet i det naturlige opland, som er markant
stgrre end skoledistriktet.

e Der vil vaere en rationaliseringsgevinst ved falles, hensigtsmaessige, rentable lokaler og
faelles personale, safremt en samarbejdspraksis bliver muliggjort i det planlagte byggeri.

e En samarbejdspraksis vil ydermere give gget mulighed for faglig sparring og stgtte ved
behov.

e Et nyt laegehus vil skabe gode forudsatninger for et tidssvarende, velfungerende,
handikapvenligt, velkvalificeret lzegehus med fungerende arbejdsgange.

e Samarbejdet med fysioterapeut vil kunne styrkes og patienterne vil fa naerhed til gode
traeningsmuligheder. Der vil vaere 250 meter til plejehjem og aflastningspladser.

e Der vil kunne ansaettes flere sygeplejersker eller andet praksispersonale og vil blive plads til
f.eks. ultralydsscanninger.

P& ét punkt opfylder Vorgod Laegehus ikke direkte formalet med puljemidlerne, nemlig det
politiske gnske om store l2gehuse med mange lzeger.

Det ene formal med gnsket om store laegehuse har vaeret tanken om, at det var det, der kunne
tiltraekke nye lzeger. Vorgod Laegehus har imidlertid nye lager pa handen, blot der skaffes
acceptable, hensigtsmaessige lokaler. Dermed opfyldes dette formal ogsa uden at miste det nzere,
landsbylaegefunktionen.

Det andet formal med gnsket om store laegehuse har vaeret, at mange lzeger i et behandlingsteam
antages at give en bedre kvalitet i behandlingerne- Dette strider mod den nyeste forskning, som
klart paviser, at det er kontinuiteten med en enkelt laege, der giver den laveste sygelighed og
laveste dgdelighed. Der vedhaeftes artikler fra Ugeskrift for Laeger og British Medical Journal til
dokumentation herfor.

Med venlig hilsen
Projektgruppen for Vorgod-Barde Lagehus

Per Ngrgaard, Keld Pletbjerg, Karsten Sgrensen, Christian Lysgaard, Stella Reece og Irene Lund
Pedersen
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ABSTRACT

Objective Continuity of care is a long-standing feature of
healthcare, especially of general practice. It is associated
with increased patient satisfaction, increased take-up of
health promotion, greater adherence to medical advice
and decreased use of hospital services. This review aims
to examine whether there is a relationship between the
receipt of continuity of doctor care and mortality.

Design Systematic review without meta-analysis.

Data sources MEDLINE, Embase and the Web of Science,
from 1996 to 2017.

Eligibility criteria for selecting studies Peer-reviewed
primary research articles, published in English which
reported measured continuity of care received by patients
from any kind of doctor, in any setting, in any country,
related to measured mortality of those patients.

Results Of the 726 articles identified in searches, 22
fulfilled the eligibility criteria. The studies were all cohort
or cross-sectional and most adjusted for multiple potential
confounding factors. These studies came from nine
countries with very different cultures and health systems.
We found such heterogeneity of continuity and mortality
measurement methods and time frames that it was not
possible to combine the results of studies. However,

18 (81.8%) high-quality studies reported statistically
significant reductions in mortality, with increased continuity
of care. 16 of these were with all-cause mortality. Three
others showed no association and one demonstrated mixed
results. These significant protective effects occurred with
both generalist and specialist doctors.

Conclusions This first systematic review reveals that
increased continuity of care by doctors is associated

with lower mortality rates. Although all the evidence is
observational, patients across cultural boundaries appear
to benefit from continuity of care with both generalist
and specialist doctors. Many of these articles called

for continuity to be given a higher priority in healthcare
planning. Despite substantial, successive, technical
advances in medicine, interpersonal factors remain
important.

PROSPERO registration number CRD42016042091.

INTRODUCTION
Medical science has advanced rapidly since
the early 19th century. Major advances

Strengths and limitations of this study

l > The ﬁrst systemahc review of cnnﬁnuity ef care and
mortality.

| » We included studies working with patients with all
conditions, of all ages and of all stages of conditions.

I » We included articles investigating continuity with all

. kinds of doctors in any health system.

| » We included articles using any cleany defined mea-

. sure of continuity of care. -

| » A meta-analysis was not possible duem hetemge~ 1
neity of continuity and mortality measures.

from the germ theory to the sequencing of
the human genome have together gener-
ated much deeper understanding of the
pathophysiology of disease with improved
prevention and treatment. However, all
these advances are mostly related to phys-
ical factors. Research on human aspects of
medical care has lagged.

Internationally, there has been a decrease
in the perceived value of personal contact
between patients and doctors. An editorial in
the New England Journal of Medicine' suggested
that non-personal care should become the
‘default option’ in medicine.

One way to study interpersonal care is by
measuring continuity of care. The definition
of continuity of care that we have used previ-
ously” is repeated contact between an indi-
vidual patient and a doctor. Such repeated
contact gives patients and doctors the oppor-
tunity for improved understanding of each
other’s views and priorities. Continuity of care
can be considered to be a proxy measure for
the strength of patient-doctor relationships.”

There have been a variety of approaches
to measure continuity and so far only three
randomised controlled trials have been
completed."” These all showed continuity to
be beneficial for patients over relatively short

BM)
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periods. However, RCTs are problematic with pre-ex-
isting long-term human relationships, like marriage and
parent—child relationships, as prospective randomisation
is almost impossible. Some doctor—patient relationships
last for decades and become highly personal, and there-
fore RCTs are unethical or impractical. Observational
studies have inherent limitations, and investigating conti-
nuity of care has certain problems, in particular that of
reverse causality; poor health or death early in the study
leading to a low measured level of col’ﬂ‘jrluhy.7 However,
study teams are increasingly aware of this and use study
designs and analytical methods to reduce and account for
1t.

There is a clear rationale for the effectiveness of conti-
nuity of care as doctors collect ‘accumulated knowledge™
about an individual patient which they then use in subse-
quent consultations to tailor advice.

Continuity of care in general practice is associated with
greater patient satisfaction,’ improved health promo-
tion," increased adherence to medication'' and reduced
hospital use.'” Given all these separate benefits, the ques-
tion arises whether these extend to mortality rates. Death
is clearly the most important and serious of all outcomes.

Since 2010, individual studies have emerged inves-
tigating whether continuity of care is associated with
reduced mortality, including some with specialists."'""“
These reports represent a new development, underlining
the interpersonal component of medical care.

Research question

Are higher levels of continuity of doctor care, in any
setting, with any patient group, associated with changed
mortality?

METHODS

Search strategy and selection criteria

For inclusion in this systematic review (without meta-anal-
ysis), articles must have been published in the peerre-
viewed literature, in the last 21 years, in English. We
searched the databases of MEDLINE, Embase and the
Web of Science from 1996 to 2017 by searching for ‘conti-
nuity’ OR ‘continuity of care’ together with terms for a
medical doctor/physician and terms indicating death or
mortality in the title or abstract (see online supplemen-
tary information—example search strategy). In addition,
references of articles selected were hand-searched for
additional relevant citations.

Experimental and observational study designs were
considered including controlled trials, cohort studies
(prospective and retrospective) and case—control studies.
Systematic reviews and meta-analyses were excluded.
Study participants could include any patient group,
including entire populations or groups of patients with a
specific disease or other feature.

Articles must have compared measured degrees of
continuity of care with doctors (of any kind) to mortality
rates. Any valid measure of continuity was considered,

including continuity being lost or absent and articles
where the continuity measure was a single appointment
or visit by a general practitioner/family physician during
a hospital stay. Articles about organisational continuity
and general staffing numbers were excluded.

As an outcome measure, any measure of mortality was
accepted, that is, all-cause, time /age-limited or cause-spe-
cific. When complications or hospital admissions were
combined with death rates, we sought a separate measure
of mortality alone. If this was not available, studies were
excluded.

Two pairs of reviewers checked the search results and
decided independently whether papers met the eligibility
criteria. Initially, the title and abstract of each citation
was screened. The full texts of selected articles were then
examined. Disagreements were resolved by discussion,
and PHE independently had the deciding vote.

Data items

The variables and outcomes extracted included basic
information: authors, date and country. We also extracted
study design, study population (any particular condition,
setting, age group, any other inclusion or exclusion
criteria and selection method), numbers of patients,
measure of continuity, length of continuity measure-
ment and doctor type (generalist doctor including
general practitioner, family physician and primary care
physician or specialist). We extracted the period of time
for the mortality measurement, and any overlap with
or interval between mortality and continuity measure-
ment periods. We also extracted whether mortality was
all-cause or a disease-specific cause or limited to a partic-
ular group, how mortality was assessed and confounding
factors tested or accounted for. We also extracted an esti-
mation of any association found, with risk ratio or OR
where possible and whether higher continuity was linked
to an increased or decreased mortality risk. Data were
extracted independently by two reviewers (of DJPG, EW,
AT and KSL), using the data-extraction table designed
for this review. Disagreements were resolved as described
previously.

Risk of bias

The quality and risk of bias were assessed independently
for individual studies by two reviewers using the Newcas-
tle-Ottawa Scale.”’ We also assessed relevant areas of bias
in terms of the timing of continuity and mortality measure-
ment and confounding factors considered. For continuity
of care and mortality, there is a particular potential for
bias in that the worsening of health status before death
may cause either decreased or increased continuity of
care (reverse causality),” so we noted whether this had
been considered and adjusted for in study design. In
terms of bias across studies, we considered publication
bias and reporting bias in terms of whether mortality was
the primary outcome.
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Data analysis

Studies were analysed for a relationship between conti-
nuity of care and mortality rates, and whether this rela-
tionship was an inverse one (ie, greater continuity of care
led to lower mortality rates) or not. For each study, we
sought a risk metric (ie, relative risk ratio, HR or OR)
from an adjusted model of data analysis in order to mini-
mise the risk of selection bias and confounding. Where
these statistical metrics were not reported, we provided
any other available comparison measure.

Patient involvement statement

DJPG is a member of the St Leonard’s Practice Patient
Participation Group as well as the Patron of the National
Association for Patient Participation. As such, he is a
patient representative as well as an author. The research
question and outcomes were therefore conceived by
a patient from the practice based on the priorities,

Records identified via
database searches
n=726

[ S iy

experience and preferences stated by patients at succes-
sive national patient conferences.

RESULTS

Study selection

After removal of duplicate results, 726 peer-reviewed
publications were identified. No previous systematic
reviews or trials on this subject were found. Of the
726 papers identified, 43 papers were selected for full-
text review (figure 1). Articles were then excluded if
continuity was not clearly measured or was the depen-
dent variable,” ' if the continuity of care measure was
not clearly with a doctor or doctors only” ™" and if
mortality was not analysed or not analysed separately at
any point”" ™ (eg, if it was expressed only as a composite
outcome with hospitalisation). This left 22 studies for
inclusion.

Title and abstract did not suggest
study linked continuity of care with
a doctor/doctors to mortality
n=683

Full text retrieved for further review
n=43

EEEEETEEIT

EEEIRETTORD )

INCLUDED STUDIES
n=22

Figure 1 Study selection flow diagram.

Continuity not clearly measured
or was dependent variable
n=7

Continuity not definitely with a
doctor or doctor-only team
n=10

Mortality not analysed or not
analysed as a separate outcome
n=4
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Study characteristics
As shown in table 1, the majority of included reports (15,
68.2%) were of retrospective cohort studies, often using
insurance data. There were four prospective cohort and
three cross-sectional studies. No randomised controlled
trials were found. A number of cohort studies included
large numbers of patients (median 16855). All of the
reports were published since 2010. The studies were
carried out in nine different countries; the majority were
from North America (Canada 6, USA 5). Seven were from
Europe (England 3, France 2, Croatia 1 and the Nether-
lands 1). There were two from Taiwan and one each from
Israel and South Korea.

Nine (40.9%) of the studies investigated continuity
with a general practitioner/family physician/primary
care physician, 3 were with specialists onlyw7 K and
10 included continuity with doctors of any kind. Eight
studies (34.8%) selected patients during or following an
index hospitalisation.'”'" #' = *

“. Five studies studied
patients with diabetes™ ***" """ and three studies focused
on older patients." " "'

The continuity measures used are reported in table 1.
The most common measure used was the Usual Provider
of Care (UPC) index which was used in 10 studies
(45.5%).'% 101721 23 2020 2991 Giy spudies used more than
one measure, some only for sensitivity analysis."” = *770**
One study'’ was designed to compare the association of
different continuity measures with outcomes, including
mortality, One article " used the occurrence of asupportive
visit by a family physician to a patient in hospital and
another'' simply took loss of contact as meaning loss of
continuity. Three studies™ "' used the results of a ques-
tion or questions from the annual UK national General
Practice Patient Survey.

The length of time over which continuity was measured
(when not a survey response or hospital visit indicating a
relationship) varied greatly between studies, from a single
weekend in hospital'’ up to 17years.” The median length
of continuity measurement was 2 years (IQR 3.75).

Most studies (20, 90.9%) reported all-cause mortality.
One studyﬂ investigated premature mortality; under
the age of 75. Another "’ used premature coronary heart
disease mortality as the primary outcome. The length
of time for recording deaths also showed a large varia-
tion between studies, from 30 days to up to 21 years. The
median follow-up time was 2.5 years (IQR 4.4).

Most of the studies investigated a large number of
potential confounding factors (table 1). All studies
working at the level of individual patients included some
measure of health status including LACE index, comor-
bidities, previous healthcare usage and other measures.
Most studies looked at age and sex and 14 (63.6%) used a
measure of deprivation, social status or income.

Results of individual studies

Of the 22 studies, 18 (81.8%) showed that greater conti-
nuity of care was significantly associated with lower
mortality. Of these, 16 (72.7% of the 22) were with lower

all-cause mortality (table 2). Two studies found no asso-
ciation of greater continuity of care with subsequent
mortality during' “or followingIﬁ a hospital stay. One study
found that continuity was not significantly associated with
mortality except in general practices in the least deprived
areas.”” One study” investigated a range of continuity
measures. They found that all insurance claims-based
measures showed that higher levels of continuity were
associated with higher mortality rates but greater conti-
nuity as reported by patients was associated with reduced
mortality. This is the only study showing any association of
increased continuity with increased mortality.

Due to the heterogeneity of study continuity and
mortality measurements, it was not possible to combine
them to produce an estimate of effect size; however,
table 2 shows the risk ratio, OR or HR from individual
studies where available.

Risk of hias within studies

Using the Newcastle-Ottawa Scale,™ all 22 studies were
rated as high quality, with nine 10 studies (40.9%) gaining
maximum scores from both reviewers independently
(table 1, supplementary table). No study was scored less
than 7 out of 9 by any reviewer. As all these studies were
cohort or cross-sectional studies, they tested for associa-
tions only. However, most involved statistical analyses for
a wide range of potential confounding factors (table 1).

The specific bias of reverse causality between the
healthcare-related events that might occur before death
was discussed in 14 (63.6%) of the studies. Four cohort
studies did not discuss reverse causality. 12 However,
all of the studies included some measure of health/
disease status as a potential confounding factor and
some included several detailed measures of these in their
models.

Five of the studies had a design which meant there was no
overlap between the time for continuity measurementand
the period during which deaths were counted,'” *" % H0
Seven studies have complete'” "' *"***" ! and four partial
overlap of these periods.”” " *' *" Five studies included
additional analyses which either eliminated the overlap™
or introduced a lag time'" *' ** * between continuity and
mortality measurement periods. In each of these addi-
tional analyses, continuity was still found to be signifi-
cantly associated with mortality. One long-term study”'
calculated survival from the date of the last continuity
measurement and stratified by the length of time in the
study. Five studies'’ ' " ** used their continuity score as
a time-dependent variable in the model.

Risk of hias across studies

There is a risk of publication bias. It may be that
reports showing no effect are less likely to be published.
However, two showed no association. In two, mortality
was not the primary outcome and in six, it was part of
a composite outcome. For 13 studies, mortality was not
the only outcome. In 10 studies, the association of two
or more factors, including doctor continuity of care, with
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outcomes was tested. Continuity and mortality as expo-
sure and outcome, respectively, are reported in a range of
studies, including where testing this association was not
the primary aim.

DISCUSSION

Principal findings

In a substantial majority of studies (18, 81.8%) meeting
the selection criteria, higher levels of continuity of care
with doctors were associated with lower mortality rates,
Two others, finding no significant association, had very
short timescales for measurement of continuity, to the
extent that the strength of any patient-doctor relation-
ship was potentially questionable. Another study showing
no significant association with all-cause mortality was
cross-sectional, and the measurement methods related to
questions on a national survey about seeing a particular
general practitioner, again not necessarily indicative of a
strong patient-doctor relationship.

One study” found that for claims-based measures of
continuity, increased mortality was associated with higher
levels of continuity of care. However in the same study,
higher levels of patientreported continuity were asso-
ciated with lower mortality rates. This emphasises the
interpersonal relationship between patient and doctor as
claims-based measures only give numbers of contacts and
do not directly measure the quality of the relationship.

The effect sizes were generally small (table 2) but these
were in the same range as some treatment effects, as very
large, repeatable effects on mortality are rare.”’ In addi-
tion, for some studies included in this review, effect sizes
were calculated using very small increments in the conti-
nuity measure.

Strengths and weaknesses of the evidence

All the studies found investigating the association of conti-
nuity of care with mortality were observational in nature,
although the majority were high-quality cohort studies
including three prospective cohort studies. The issue of
reverse causality applies to all the evidence presented
here. This could bias an association between continuity
of care and mortality in either direction. As patient health
worsens when approaching death, continuity of care
may deteriorate for many reasons, for example, patients
moving areas to accommodate increased health needs,
the need to see more specialists or a loss of ability to
obtain and attend appointments. Alternatively, deteriora-
tion of health could lead to a concerned doctor ensuring
that the patient receives more continuity of care. For
the cross-sectional studies, there is also a potential for
confounding due to practice-level factors.

There have been randomised controlled trials into
continuity of care but none on existing relationships or
lasting longer than a year and none with mortality as an
outcome.'™ Observational studies which control rigor-
ously for confounding factors and have a design aimed

at limiting the impact of reverse causality are the best
evidence available.

Of the 16 cohort studies finding an association of
higher continuity with lower mortality, most studies
attempt to at least partially account or control for reverse
causality in their study design or analysis. Most controlled
for differences in health status and risk factors. Some
carried out analyses measuring continuity and mortality
in separate years, or with a lag. This method, particularly
the lag between measurements, should help to minimise
bias caused by rapid worsening prior to death. However,
four cohort studies showing this association' ' *' ¥ ! did
not discuss this kind of reverse causality although one™
nevertheless made several adjustments for health status
and calculated survival from the date of the last conti-
nuity measurement. Measuring continuity and mortality
over separate time periods is also one way of eliminating
the potential bias caused by those who survived longer
having more time to accrue continuity (time-dependent
bias). Another way of reducing this is to model continuity
as a time-dependent variable which was the case in five
stijdies 72 222028

All studies included were rated as high quality, using
the Newcastle-Ottawa Scale.

Several of the articles reported on studies using very
large cohorts. The studies came from a number of
different countries with different healthcare systems
and cultures. Continuity of care in the studies included
that received from specialist as well as generalist doctors,
showing that the effect is not limited to one branch of
medicine or health system.

As continuity research is an emerging field, no
consensus on the best way to measure it has been reached.
The measure used most was the UPC Index which does
not take into account the total number, frequency or
sequence of visits.”!

Doctors have been studied as a discrete category in
numerous studies, and data systems usually allow them to
be separately studied. The group studied included family
doctors/general practitioners, physicians and psychia-
trists so was already heterogeneous so expanding this to
other professional groups would have complicated inter-
pretation. As doctors are the most highly trained health
professionals with the most influence over decisions,
it is reasonable to assume that if interpersonal contact
affects mortality, it is most likely to occur with doctors.
Therefore, we eliminated articles, some with significant
reductions in mortality, that measured continuity in
relation to mixed profession teams or to other health
professionals.”’ """ This is the first systematic review
investigating whether continuity of doctor care is associ-
ated with reduced mortality. We expect this to encourage
studies with different selection criteria; for example, for
continuity with other healthcare professionals.

Possible mechanisms and implications
This review, finding that increased receipt of continuity
of care is associated with reduced mortality, comes after it
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has been shown that continuity of care is associated with
multiple benefits for patients.””'” It therefore fits well with
such earlier work. It is only recently that large databases
and long-term cohort studies have made effective inves-
tigation into the links between continuity and mortality
possible.

These known associations suggest possible mechanisms
in that greater uptake of evidence-based preventative
medicine such as immunisations as well as better concor-
dance with treatments is likely to reduce mortality. Conti-
nuity of care is associated with patients percelvmg that
the doctor has become more responsive.”'Patients then
disclose more and medical management is more likely
to be tailored to the needs of the patient as a person.
The increased patient satisfaction may also be associated
with an ‘optimism’ boost to health.” We have previously
suggested that ‘doctors tend to overestimate their effec-
tiveness when consulting with patents they do not know,
and underestimate their effectiveness when consulting
with patients they know’.”’

The cumulative impact of these multiple gains may
then be reflected in reduced mortality.

Historically, continuity of care has been considered a
feature of the practice of medical generalists and featured
in the job descriptions of the general practitioner.” ™
Recent studies included in this review found that conti-
nuity was assocmmd with reduced mortallty wnh specialist
physu:lans el psychlatrlsts "and surgeons™’ too.

Although this evidence is observational, with 18 of the
22 studies showing significant reductions in mortality
with continuity of doctor care, the clear preponderance
of evidence is in favour of the association. Thl ee studies
showed no significant association and one'’ had mixed
results but no study exclusively showed an association
of higher continuity of care with higher mortality rates.
Although there are difficulties in carrying out controlled
trials on this subject, a few, with interventions to increase
continuity of care, have been successful,"™ and this could
be attempted more widely. The presence of this associ-
ation in nine countries, across three continents, and in
very different populations and healthcare systems implies
a basic human effect.”"’ The policy implication as many
studies noted is prioritising continuity of care.

For 200 years, medical advances have been mainly tech-
nical and impersonal which has reduced attention to the
human side of medicine. This systematic review reveals
that despite numerous technical advances, continuity
of care is an important feature of medical practice, and
potentially a matter of life and death.

Acknowledgements The authors thank Professor Rod Taylor of the University of
Exeter Medical School for providing useful comments on the draft manuscript. We
acknowledge the Royal Society of Medicine Library for carrying out some literature
searches for us. The authors are grateful to the University of Exeter Medical School
Collaboration for Academic Primary Care for reimbursing the publication cests.

Contributors DJPG conceived the idea for the systematic review. KS-L wrote the
protocol with input from other authors and submitted it to PROSPERO. AT, EW and
KS-L carried out database searches. DJPG, KS-L, AT and EW carried out article

selection, data extraction and assessing article quality. PHE had the deciding vote

in article selection, data extraction and assessing article quality. KS-L carried out
data analysis. All authors wrote and edited the manuscript. All authors approved the
manuscript for publication.

Funding This research received no specific grant from any funding agency in the
public, commercial or not-for-profit sectors.

Competing interests None declared.
Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement No additional unpublished data are available.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited and the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of the
article) 2018. Al rights reserved. No commercial use is permitted unless otherwise
expressly granted.

REFERENGES
. Duffy S, Lee TH. In-person health care as option B. N Engl J Med
2018;378:104-6.

2. Pereira Gray D, Evans P, Sweeney K, et al. Towards a theory of
continuity of care. J R Soc Med 2003;96:160-6.

3. Adler R, Vasiliadis A, Bickell N. The relationship between
continuity and patient satisfaction: a systematic review. Fam Pract
2010;27:171-8.

4. Wasson JH, Sauvigne AE, Mogielnicki RP, et al. Continuity of
outpatient medical care in elderly men. A randomized trial. JAMA
1984;252:2413-7.

5. Flint C, Poulengeris P, Grant A. The 'Know Your Midwife' scheme-a
randomised trial of continuity of care by a team of midwives.
Midwifery 1989;5:11-16.

6. Tracy SK, Hartz D, Hall B, et a/. A randomised controlled trial of
caseload midwifery care: M@NGO (Midwives @ New Group practice
Options). BMC Pregnancy Childbirth 2011;11:82.

7. van Walraven C, Oake N, Jennings A, et al. The association between
continuity of care and outcomes: a systematic and critical review. J
Eval Clin Pract 2010;16:947-56.

8. Hijortdahl P. Continuity of care: general practitioners' knowledge
about, and sense of responsibility toward their patients. Fam Pract
1992;9:3-8.

9. Baker R, Streatfield J. What type of general practice do patients
prefer? Exploration of practice characteristics influencing patient
satisfaction. Br J Gen Pract 1995;45:654-9.

10. Cabana MD, Jee SH. Does continuity of care improve patient
outcomes? J Fam Pract 2004;53:974-80.

11. Chen CC, Tseng CH, Cheng SH. Continuity of care, medication
adherence, and health care outcomes among patients with newly
diagnosed type 2 diabetes: a longitudinal analysis. Med Care
2013;51:231-7.

12. Barker |, Steventon A, Deeny SR. Association between continuity of
care in general practice and hospital admissions for ambulatory care
sensitive conditions: cross sectional study of routinely collected,
person level data. BMJ 2017:356:j84.

13. Bentler SE, Morgan RO, Virnig BA, et al. The association of
longitudinal and interpersonal continuity of care with emergency
department use, hospitalization, and mortality among Medicare
beneficiaries. PLoS One 2014;9:e115088.

14, Cerovecki V, Tiljak H, OZvaci¢ Adzi¢ Z, et al. Risk factors for fatal
outcome in patients with opioid dependence treated with methadone
in a family medicine setting in Croatia. Creat Med J 2013;54:42-8.

15. Spatz ES, Sheth SD, Gosch KL, et al. Usual source of care and
outcomes following acute myocardial infarction. J Gen Intern Med
2014,29:862-9.

16. van Walraven C, Taljaard M, Etchells E, et al. The independent
association of provider and information continuity on outcomes
after hospital discharge: implications for hospitalists. J Hosp Med
2010;5:398-405.

17. Blecker S, Shine D, Park N, et al. Association of weekend continuity
of care with hospital length of stay. int J Qual Health Care
2014,26:530-7.

18. Brener SS, Bronksill SE, Comrie R, et al. Association between
in-hospital supportive visits by primary care physicians and

Pereira Gray DJ, et al. BMJ Open 2018;8:¢021161. doi:10.1136/bmjopen-2017-021161

11

WBuAdoo Aq pajoejold 1senb Ag 610z Alenuer g uo /woo (wg usdolway/ dny woly papeojumoq 810z BUNf §Z U0 L9L LZ0-/L0z-uedolwaq/gg L 0L se paysiand isiy :uado riNg



39.

20.

21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.

36.

37.

38.

patient outcomes: A population-based cohort study. J Hosp Med
2016;11:418-24.

. Hoertel N, Limosin F, Leleu H. Poor longitudinal continuity of care

is associated with an increased mortality rate among patients with
mental disorders: results from the French National Health Insurance
Reimbursement Database. Fur Psychiatry 2014;29:358-64.
Justiniano CF, Xu Z, Becerra AZ, et al. Long-term deleterious

impact of surgeon care fragmentation after colorectal surgery on
survival: continuity of care continues to count. Dis Colon Rectum
2017;60:1147-54.

Leleu H, Minvielle E. Relationship between longitudinal continuity of
primary care and likelihood of death: analysis of national insurance
data. PLoS One 2013;8:e71669.

Liao PJ, Lin ZY, Huang JC, et al. The relationship between type 2
diabetic patients' early medical care-seeking consistency to the
same clinician and health care system and their clinical outcomes.
Medicine 2015;94:e554.

Lustman A, Comaneshter D, Vinker S. Interpersonal continuity of
care and type two diabetes. Prim Care Diabetes 2016;10:165-70.
Maarsingh OR, Henry Y, van de Ven PM, et al. Continuity of care in
primary care and association with survival in older people: a 17-year
prospective cohort study. Br J Gen Pract 2016;66:e531-e539.
McAlister FA, Youngson E, Bakal JA, et al. Impact of physician
continuity on death or urgent readmission after discharge among
patients with heart failure. Can Med Assoc J 2013;185:E681-E689.
McAlister FA, Youngson E, Kaul P, et al. Early Follow-Up After a Heart
Failure Exacerbation: The Importance of Continuity. Circ Heart Fail
2016;9:e003194.

Pan CC, Kung PT, Chiu LT, et al. Patients with diabetes in pay-for-
performance programs have better physician continuity of care and
survival. Am J Manag Care 2017;23:e57-e66.

Shin DW, Cho J, Yang HK, et al. Impact of continuity of care on
mortality and health care costs: a nationwide cohort study in Korea.
Ann Fam Med 2014;12:534-41.

Sidhu RS, Youngson E, McAlister FA. Physician continuity improves
outcomes for heart failure patients treated and released from the
emergency department. JACC Heart Fail 2014;2:368-76.

Weir DL, McAlister FA, Majumdar SR, et al. The Interplay Between
Continuity of Care, Multimorbidity, and Adverse Events in Patients
With Diabetes. Med Care 2016;54:386-93.

Worrall G, Knight J. Continuity of care is good for elderly people with
diabetes: retrospective cohort study of mortality and hospitalization.
Can Fam Physician 2011;57:e16-20.

Baker R, Honeyford K, Levene LS, et al. Population characteristics,
mechanisms of primary care and premature mortality in England: a
cross-sectional study. BMJ Open 2016,6:e009981.

Honeyford K, Baker R, Bankart MJ, et al. Modelling factors in primary
care quality improvement: a cross-sectional study of premature CHD
mortality. BMJ Open 2013;3:e003391.

Levene LS, Bankart J, Khunti K, et al. Association of primary care
characteristics with variations in mortality rates in England: an
observational study. PLoS One 2012;7:e47800.

Wolinsky FD, Bentler SE, Liu L, et al. Continuity of care with a
primary care physician and mortality in older adults. J Gerontol A Biol
Sci Med Sci 2010;65:421-8.

Wells GA, Shea B, O'Connell D, et al. The Newcastle-Ottawa Scale
(NOS) for Assessing the Quality of Nonrandomised Studies in Meta-
Analyses. http://www.chri.ca/programs/clinical_epidemiology/oxford.
asp accessed May 18th 2017.

Wolinsky FD, Miller TR, An H, et al. Dual use of medicare and the
veterans health administration: are there adverse health outcomes?
BMC Health Serv Res 2006;6:131.

Wolinsky FD, An H, Liu L, et al. Exploring the association of dual use
of the VHA and Medicare with mortality: separating the contributions
of inpatient and outpatient services. BMC Health Serv Res 2007;7:70.

40.

41.

42,

43.

44,

45.

46.

47,

48.

49.

50.

51.

52.

53.
54.

55.

56.

57.

58.

59.
60.

Damiani G, Federico B, Venditti A, ef al. Hospital discharge planning
and continuity of care for aged people in an Italian local health

unit: does the care-home model reduce hospital readmission and
mortality rates? BMC Health Serv Res 2009;9:22.

Jacobs DG, Sarafin JL, Head KE, et al. Trauma attending physician
continuity: does it make a difference? Am Surg 2010;76:48-54.

Ali NA, Hammersley J, Hoffmann SP, et al. Continuity of care in
intensive care units: a cluster-randomized trial of intensivist staffing.
Am J Respir Crit Care Med 2011;184:803-8.

Laksman ZW, Krahn AD, Dorian P, et al. Greater mortality risk among
patients with delayed follow-up after implantable cardioverter
defibrillator procedures. Can J Cardiol 2014;30:598-605.

Desai RA, Dausey DJ, Rosenheck RA. Mental health service delivery
and suicide risk: the role of individual patient and facility factors. Am
J Psychiatry 2005;162:311-8.

Ho PM, Luther SA, Masoudi FA, et al. Inpatient and follow-up
cardiclogy care and mortality for acute coronary syndrome patients
in the Veterans Health Administration. Am Heart J 2007;154:489-94,
Hong JS, Kang HC. Continuity of ambulatory care and health
outcomes in adult patients with type 2 diabetes in Korea. Health
Policy 2013;109:158-65.

Nyweide DJ, Anthony DL, Bynum JP, et al. Continuity of care and the
risk of preventable hospitalization in older adults. JAMA Intern Med
2013;173:1879-85.

Nelson K, Sun H, Dolan E, et al. Elements of the patient-centered
medical home associated with health outcomes among veterans:
the role of primary care continuity, expanded access, and care
coordination. J Ambul Care Manage 2014;37:331-8.

Cho KH, Kim YS, Nam CM, et al. The association between
continuity of care and all-cause mortality in patients with

newly diagnosed obstructive pulmonary disease: a population-
based retrospective cohort study, 2005-2012. PLoS Orne
2015;10:e0141465.

Harris AH, Gupta S, Bowe T, et al. Predictive validity of two process-
of-care quality measures for residential substance use disorder
treatment. Addict Sci Clin Pract 2015;10:22.

McKinley RK, Stokes T, Exley C, et al. Care of people dying with
malignant and cardiorespiratory disease in general practice. Br J Gen
Pract 2004,54:909-13.

van Walraven C, Mamdani M, Fang J, et al. Continuity of care

and patient outcomes after hospital discharge. J Gen Intern Med
2004;19:624-31.

Tsai HY, Chou YJ, Pu C. Continuity of care trajectories and
emergency room use among patients with diabetes. Int J Public
Health 2015;60:505~13.

Pereira TV, Horwitz RI, loannidis JP. Empirical evaluation of very large
treatment effects of medical interventions. JAMA 2012;308:1676-84.
Jee SH, Cabana MD. Indices for continuity of care: a systematic
review of the literature. Med Care Res Rev 2006;63:158-88.

Reis HT, Clark MS, Pereira Gray D, et al. Measuring responsiveness
in the therapeutic relationship: a patient perspective. Basic Appl! Soc
Psych 2008;30:339-48,

Ayling K, Fairclough L, Tighe P, et al. Positive mood on the day of
influenza vaccination predicts vaccine effectiveness: A prospective
observational cohort study. Brain Behav Immun 2018;67:314-23.
Pereira Gray D, Sidaway-Lee K, White E, et al. Improving continuity:
The clinical challenge. InnovAiT: Education and inspiration for general
practice 2016;9:635-45.

Royal College of General Practitioners. The future general
practitioner—learning and teaching. J R Coll Gen Pract
1972;22:581-2.

Party LW. The Work of the General Practitioner in Europe. J R Coll
Gen Pract 1977;27:117.

Bradford Hill A. The environment and disease: association or
causation? Proc R Soc Med 1965;58:295-300.

12

Pereira Gray DJ, et al. BMJ Open 2018;8:¢021161. doi:10.1136/bmjopen-2017-021161

BuAdoo Aq pajosiold 1senb Aq 610z Atenuer z| uo /woo g uadolgy/ dny woly pepeojumoq ‘gLOZ BUNF §Z U0 |9} 1Z0-/ L 0Z-usdolwa/og L L 0L se peysignd 1siy ‘usdQ ring



8L0C'r0'Ee

AT NIWLASLNUY@NIN TIVIN TL996802 411
SOV NISTAIN LUZIIN NINISINOALAALDY
00L'L Ty NYTdSONINLIMANI

ANDED I D0 NITIVH L SNINSATIIL SVISHOI3A! “IHONIACOD SINMITIHDIANAW ﬂ mv e
A HIGIA 0269 'SE FIAGODHON 90 TN 104 AICHIEHOS {
SISNVIAIDI AN DO NITIVH 3QVE-GODUOA LTYIGO A 43 NIWNOAN3r ‘M
SNINGZTING ONVE TWH 1S53
10 ©NINS3L M_”,
ONINOAG 1S3 IM |..:
NG me—— LAl
AOABNLIS
h N YL
N
/ L}
» G N_E_dw.m.
oilws —_—
-
] 1 / WH ISBAAGN
ONVOUNI = Topsoit ,Aanma_a
\
ONVOANI m% ] | . i "
. T T ] “ ks —
. | / Eadlis 9 A= ugm - B T T / .
@nuﬁ_ﬁ Q - _ww._l . D wu , @@ﬁ s -
AO : i T T }
= oA e
e . 3Inis3
IVIHISNOH 1043Q mﬂu — ﬁaoicommm rm NOUVYHTENO 10430 IBOUIAYS i
O DIANVH O
1 xoe @ hwmﬁUF_Dﬁ j mm \\.l T V
L A Convaann- =1 | N
: ' ¥ T, O B e s T AT I ¥ Y ] o . ..r
.@ DNYD “ OV ﬁ " ./I.W ONINFAUTIOH ==
1 $ = i ,“I\l.’lﬂlilu 1 m..ﬁ.nl_ lllll i“ 1 T —_— e — ——
/Qm Qu o U UB T
- y SO0 O (@) | (@F ® o m 3@ RUd UW
QE:EZ% ., mwmw_wswhzms WO NOLVLINSNO o AO NOIVEINSNOX @ocismz \ MI ﬁﬂ\ %v
T 0 S = - <
i €3 )
j AO Enoo ) / 4 Uu \ Q |
=S [ R : I v
mﬂ”ﬂﬂu _ b W 1t 1] “; _m |m|. — J JHITI\&;:;»_ ﬂwﬂm
L L/




ONINGF TINO

JE== jre===y)

ONYD

!

zgm

7

Amﬂo&
+

TvH 1SISH3

VH 381301AaN

il

iepsoif {4

7 N Ty =
HmH._ N
oY
V,Jvriﬁ IV
i OoHIO |/
P |
DNINFULTIOH b O @ Q_ “-W | SS3INLI4 |M
HINMA
A e N ey T e WO




