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ABSTRACT
The successes at treating infectious diseases during the twentieth century increased life expectancy and
resulted in the substantially growing rate of chronic diseases (CD)s. As human population is aging globally,
CDs tend to become the primary health menace and a heavy burden for modern health systems (HS). CDs
require long-lasting treatment, while they influence patient expectations from health services. Moreover, they
complicate doctor-patient relationships and make more difficult the patient satisfaction. States, organizations
and citizens work towards the promotion of quality in health and seek new strategies that upgrade and
improve the provided services.
Although CDs are usually incurable, the patient expectations increase, because they become well-informed,
consumerism in health develops and high technology introduces new applications. The doctor’s authority is
in doubt, while the patient’s active role in medical treatment becomes more and more important. The patientcentered health services appear to bring a new era in HS and promote quality. Chronic patients demand
impeccable professionalism nowadays, respect from doctors and nurses, as well as modern infrastructure and
successful results. The challenges for HS are multiple in the twenty-first century; they require new strategies
in medical education, the development of new skills and close cooperation of professionals, patients and
societies.
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INTRODUCTION
Chronic disease (CD) is defined as a
pathological condition which lasts or is
expected to last a year or longer, requires

ongoing
cure,
limiting
what
health
professionals are able to offer and do.
Additionally, the consequent tissue damage
may be irreversible and very difficult to
improve. CDs constitute a rising menace to
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human health and the primary concern of
healthcare systems (HS) throughout the world
nowadays. Also termed non-communicable
diseases, they account for more deaths than all
other maladies together, estimating to reach 52
million deaths in 2030, compared with 38
million in 2012 [1,2]. This tragic outcome is
mainly
attributed
to
four
diseases:
cardiovascular and chronic pulmonary
diseases, cancer and diabetes mellitus. It has to
be noted that almost 42% of the patients who
succumb to CDs worldwide are younger than
70 years (premature deaths) and almost half of
them lived in low and middle income
countries (Figures 1, 2) [3,4].
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demanding and fastidious users that may
harshly criticize the HS [5-7].

Figure 2. Death rates per reason globally, ages
below 70 years, during the year 2012 [2]

Figure 1. Total deaths from chronic diseases, as per
region, as reported by WHO [2]

Interestingly, CDs are a rising risk that
challenges modern HS because individuals
suffering from them require ongoing, longterm care and hospital stay, high-cost
treatment, and are threatened by low quality
of life and high morbidity. Furthermore, as
chronic patients tend to visit more often the
health structures, they are the most

Thirty years ago, human societies tended to
accept health services without considering the
ability of choosing or commenting, also
expressing their gratitude for what they had
received. This situation has radically changed
nowadays; people in the western-developed
world are well-informed in their majority and
they demand equality, credibility, health
services and products of high quality.
Moreover, they are determined to satisfy their
special-personal needs and refuse to accept
plans and approaches that do not comply with
their expectations [8,9]. In an era of intense
consumerism in health services and products,
in conjunction with the dramatic increase of
CDs, quality in health is pursued by societies,
organizations, politicians, professionals, as
well as users of HS. This special general
interest for quality is attributed to the high cost
of hospital operation which does not
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correspond to the desirable general health
level, but also to the high educational status of
the citizens in developed countries and the
easy access of the public to detailed medical
information. Furthermore, quality in health
attracts great interest because of the
formidable
progression
of
biomedical
knowledge, the exploitation of high
technology in every health sector and the
recent long period of prosperity and affluence
in the developed world [10-12].
The fact that the doctor’s authority is
questioned nowadays, and HS are usually
negatively
appraised,
changes
the
relationships among patients and doctors.
Concurrently, world population aging
increases the prevalence of CDs and the need
for health services, promoting a general
dissatisfaction of users who constantly
demand more. Although, high quality is
always the target, reduction of financial cost is
also a matter of high priority, as well as the
cost-effectiveness results and doctors appear
to play a critical role in this difficult
interrelation [13,14].
In a world of globalization and financial crisis,
governments and organizations attempt to
face the challenges and improve the patient
satisfaction from health services. The proper
training of medical and nursing personnel, the
engagement of high technology, the adoption
of medical protocols and the control of
financial cost may maintain and improve
quality. Furthermore, the respect of patients,
solidarity
and
courtesy
constitute
prerequisites that may seal the difference in
modern HS [15,16].
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CHRONIC PATIENT EXPECTATIONS
FROM HEALTH SERVICES AND HEALTH
PROFESSIONALS-CONSUMERISM
IN
THE HEALTH SECTOR
At the onset of the twentieth century, advances
in HS and public health considerably reduced
the prevalence of infectious diseases, which
constituted the main object of medicine and
health-related sciences in the previous
centuries. In the second half of the twentieth
century, medicine mainly in developed
countries became proficient at treating acute
episodes and HS adopted accordingly.
However, the beginning of the twenty-first
century signaled a new era for HS. The
successes at treating infectious diseases
considerably increased life expectancy and
resulted in an unprecedented growing rate of
CDs. Thus, a new challenge appeared: HS
should aim to primarily provide care for
individuals
with
chronic
pathological
conditions (Figure 3) [17,18].
The medical care of chronic patients is a
challenge, due to the increasing prevalence of
non-communicable diseases, their exceptional
or sometimes unique pathology and
symptoms, their difficult and time-consuming
treatment, but also due to the special
characteristics of these patients. Moreover, the
modern era of information offers multiple
sources of communication and education
creating excessive expectations to the patients,
who are influenced by a general spirit of
consumerism in health matters. Consequently,
they always remain unsatisfied and constantly
seek a different medical opinion, a
revolutionary therapy [19,20].
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period. Also, malignant diseases (cancers) that
usually have a bad prognosis, slow or fast
deterioration following diagnosis, may cause
serious disabilities, while their current
pharmaceutical treatment is usually seriously
toxic [21,19].
Due to the nature of these diseases, chronic
patients have to set multiple limitations on
their lives, suffer from perpetual stress and
insecurity, experience various levels of
constant pain; all these unpleasant conditions
and factors undoubtedly test one’s resilience
and psychological endurance. Furthermore,
they have to follow complicated and difficult
therapeutic courses, while they depend on
doctors whom they have to meet, consult and
believe for very long periods [22].

Figure 3. Death rate from 4 main chronic diseases
(cardiovascular
diseases,
cancer,
chronic
pneumonopathies and diabetes mellitus) for ages
30 to 70 years (%), in countries of high gross
domestic
product
(GDP)
(World
Bank
classification), 2012. Values from 9,1% for
Switzerland to 29,9 for Russia [2]

Patient expectations arising from chronic
disease characteristics
The most common CDs are chronic pulmonary
and cardiovascular diseases, arthritis, diabetes
mellitus, epilepsy and seizures, which usually
present slow progression, while the patients
may keep a relatively normal life for a long

Chronic patients anticipate that doctors and
nurses
may
provide
detailed
and
comprehensible information, while they hope
for a relationship of trust mainly with their
doctors. They expect courtesy, respect and
discretion. They are particularly interested in
their pain relief and want their lives to be as
normal as possible; they eagerly desire to
delay the potentially lethal course of their
disease and to control any destructive
consequences. Young patients in particular
anticipate making plans for their future, to
follow a decent profession, to relate with the
opposite sex and have a family, to avoid
isolation and social exclusion [23,24].
Interestingly, an epidemiological study by
Oskay-Ozcelik et al. performed in Berlin [25],
including 617 patients with breast cancer who
were under adjuvant therapy, revealed that
the disease may be described with the term
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fear (68%), challenge (58%), new values (42%),
rare opportunity (39%) and death (36%).
Taken into consideration the specific nature of
CDs and the difficult life of chronic patients,
the role of health professionals appears crucial.
Apart from classic medical education that
supports successful diagnosis, multiple
additional elements of clinical training and
skills are necessary for the treatment of CDs.
Most importantly, doctors and nurses should
consider psychological parameters and act
with high sense of responsibility and
humanism [26].

Patient expectations originating
modern consumerism in health

from

Information sources for the public on health
matters
are
increased
exponentially
nowadays, offering unlimited access to health
data, as well as to numerous electronic sites of
private or public health institutions.
Consequently, old beliefs such as “the doctor
orders and the patient acts” are outdated, and
health users become more and more active,
demanding, well-informed. The current
emerging model is an uncomplicated cooperation between doctor and patient, where
the patient may take crucial decisions and ask
the doctors for details on every aspect of their
disease [11,27].
Moreover, the explosive increase of high
technological applications in medicine and the
continuous announcement of new therapeutic
modalities cause a constant investigation for
expensive medical applications and treatment
from the patient’s part. Interestingly, patients
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may anticipate the cure of incurable diseases
and
therapies
without
complications.
Occasionally, expectations may become
unreasonable and then conflicts among
patients and doctors become inevitable.
Subsequently, patients search a second or third
medical opinion, aiming to discover the
appropriate therapy. Although the doctor’s
status has been reduced nowadays and his
authority is questioned, health remains
precious for individuals and as medical issues
are rather incomprehensible to non-specialists,
the majority of patients still follows carefully
their doctor’s instructions (Figure 4) [28,27].
The current circumstances and social reality
compel medical professionals to follow a
continuous education, protect and seek quality
and strictly adhere to professional ethics. Also,
they should familiarize with new approaches
of sick individuals where communicative skills
have critical value and understand that they
should treat spirit and body inextricably.
Notably, patients are more satisfied if they feel
that they are the center of interest in the HS
and tend to indicate a better compliance with
therapeutic instructions [28,19].

FACTORS THAT IMPEL PATIENTS TO
SEEK MEDICAL TREATMENT
The time and the determination of the patient
to seek medical assistance are influenced by
multiple factors, which could be divided as
follows: directly related to the disease’s nature,
idiosyncratic
(character-personality)
and
social [19].
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Figure 4. Health quality in 28 countries of EU.
Romanians (red color) are the most pessimistic,
Greeks follow (blue color). In each category the
first column depicts data from 2013 while the
second column the period 2009-2013
AT: Austria, BE: Belgium, BG: Bulgaria, CY: Cyprus, CZ:
Czech Republic, DE: Germany, DK: Denmark, EE: Estonia, EL:
Greece, ES: Spain, FI: Finland, FR: France, HR: Croatia, HU:
Hungary, IE: Ireland, IT: Italy, LT: Lithuania, LU: Luxemburg,
LV: Latvia, MT: Malta, NL: Netherlands, PL: Poland, PT:
Portugal, RO: Romania, SE: Sweden, SI: Slovenia, SK:
Slovakia, UK: United Kingdom

CDs that are accompanied by intense pain,
rashes and/or weakness complicate an
individual’s normal life (limit mobility,
sensibility, etc.) and definitely impel patients
to seek medical treatment. On the contrary,
CDs characterized by active and remission
phases, especially at the initial stages, such as
cardiovascular diseases or diabetes mellitus,
may encourage complacence [29-31].
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Female and aged patients tend to seek medical
assistance more promptly than male and
younger ones. Men usually face disease as a
token of weakness; therefore, they tend to
postpone a visit to a health institution.
Similarly, younger patients have greater
physical reserves which render them more
resistant to symptoms, permitting delays and
beliefs such as “the future can’t be difficult”
and “nothing bad may happen now” [19,32].
Past experience of a sickness is a reliable factor
of directly seeking medical assistance when a
pathology appears or recurs, as well as chronic
conditions which train the patient in the
accurate
recognition
of
pathological
symptoms. Unstable anxious characters tend
to easily resort to doctors, present low
threshold of pain and great sensitivity to every
change they observe on their bodies.
Concurrently, these people are more sensitive
in messages from the media and obey
immediately to instructions of direct search of
medical assistance in case of a certain disease
[33-35].
Social factors also influence how and when a
sick individual seeks medical assistance.
Superior social classes and people with higher
education tend to easily access health systems,
are able to find the appropriate doctor and
fluently
communicate
with
medical
professionals. Moreover, internet access
appears to be a daily habit predominantly for
superior social classes with higher education
[36,37], offering more appropriate evaluation
of pathological symptoms and comprehension
of the value of prevention. Patient’s relatives
and friends may also encourage one’s visit to a
doctor or hospital, when they become aware of
one’s health problems. Similarly, other factors
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including financial rewards from a medical
insurance, pensions for CDs or the provision of
a sick leave may also motivate an individual to
seek medical assistance. Additionally, easy
access to public transport, proximity to health
structures and past positive experience of
health services may exert the same influence
[35,38].
On the contrary, lack of trust on health systems
and doctors, fear of social isolation and stigma
following the diagnosis of a CD such as cancer
or the public disclosure of bad life habits as
reasons of a disease (e.g. smoking, unhealthy
diet, multiple sexual partners) inhibit patients
to resort to health services. Under these
circumstances, patients usually postpone a
visit to health professionals and when they
decide to act (e.g. visit a doctor) the disease has
progressed, and the prognosis becomes
unfavorable [39-40].

PATIENT-DOCTOR
INTERRELATIONSHIPS:
RELATIONSHIPS
OF
CONFLICTS,
“DOUBLE BIND” SITUATION
The end of the 20th century has signified
considerable
changes
in
healthcare
communication.
Increasingly,
health
professionals expected individuals to become
more active in looking after their own health,
while health programs and education
promoted the patient role to maintain good
health and prevent illness. Concurrently, new
clinical beliefs and practices appeared that
soon prevailed, suggesting that the physician’s
communication style constitutes an essential
factor that may predict patient satisfaction and
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compliance; similarly, health professionals
may substantially contribute to the activation
of patient’s self-healing powers through
quality communication [41].
These fundamental changes that placed the
patient in the center of HS induced a
considerable attention to the nature of the
relationships between patients and health
professionals. Taken into consideration that
doctors represent the most powerful
profession in HS, sociological and other
studies mainly focused on patients’ encounters
with them. The patient-doctor relationships
may be described with different ways and be
influenced by multiple factors [42,43].
Freidson described them as conflicts, meaning
that two different worlds are met and interact.
These conflicts develop from the different
perceptions, priorities, experiences and beliefs
of each part [44,45].
The patient from one side expects the doctor to
be polite, educated, sympathetic and capable
of finding the appropriate solutions to their
health problems. The patient believes that the
doctor will spend as much time as needed and
will allocate all the necessary personnel and
infrastructure (usually high technology) in
order to directly relieve their patients. Sick
individuals do not usually take into serious
consideration the time that they visit a health
institution, the patients also present there, the
waiting list; totally focused on their problems,
they demand immediate attention, priority
and care [46,47]. From the other side, the
doctor usually has to treat a great number of
sick people in a busy Emergency Department,
follows an exhausting long schedule,
sometimes being hungry, sleepless and very
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tired. Also, the doctor has to take the patient’s
medical history posing questions that may
appear irrelevant, while at the same time
decides promptly for the appropriate
laboratory exams protecting the patient from
unnecessary radiation, blood tests, vein
punctures etc. Similarly, the doctor aims not to
encumber overwhelmingly the HS and has
always to adhere to official scientific
guidelines [48,49].
Considering the patient-doctor different
viewpoints, conflicts appear anticipated.
Patients may complain about doctor’s
indifference, prompt-faulty estimation and
lack of humanism. Conversely, doctors
describe patient visits at the Emergency
Department for chronic or minor health issues,
hostile behavior from patients and their
associates, the patients’ excessive interest in
their personal problems rather than the
problems of other sick individuals. However,
the common practice is that patients do not
openly challenge their doctors even when they
are dissatisfied with their treatment and tend
to negotiate attempting to improve the
conditions and gain some control in the
therapeutic process. Furthermore, doctors
rather retain their dominant role, although
attempting to understand the patient concerns,
keep balance and avoid unnecessary
disagreements [50,51].
Bloor and Horobin, studying these relations of
conflicts place the patient in a situation of
“double bind”. This situation occurs as
follows: doctors anticipate that patients may
be well-informed and knowledgeable about
health matters, so as to enable them to
correctly evaluate their symptoms, identify

ο

, Τε ο

serious ones that require an expert’s opinion
and avoid visiting the hospitals without a
serious reason. On the other hand, when a sick
individual decides to seek medical assistance,
they should respect, obey and carefully follow
every instruction from the medical personnel.
Within these conditions lies the “double bind”.
Unfortunately, these elements in doctorpatient relationships are rarely present, and
subsequently patients as well as doctors
appear worried and/or disappointed [52].
Consensus is more likely to occur when both
parties share common social origins, class
locations and cultural backgrounds. In the
most usual cases of dissimilar socio-cultural
profiles, patients should attempt to avoid strict
criticism, while doctors should use their skills
and expertise for the benefit of their patients at
all times [53,54].

MEASURES OF PROMOTION AND
REINFORCEMENT
OF
CHRONIC
PATIENT
SATISFACTION
FROM
CURRENT HEALTH SERVICES
The patient satisfaction from health services
and professionals depends on multiple factors,
including longevity and seriousness of the
disease, educational and social status, age,
knowledge on health matters. Interestingly, it
is primarily associated with the quality of
services, which constitutes main concern of
human societies globally, but mainly in
developed countries [55,51].
Multiple studies attempted to investigate the
fundamental issue of quality in the
organization and provision of healthcare
services. Undoubtedly it is associated with an
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attractive-pleasant
environment,
where
patients rest and relax. As far as health
professionals are concerned, quality is
promoted by their courtesy, understanding,
credibility and diligence. Concomitantly,
impeccable professionalism, effective use of
the existing sources and avoidance of errors
[56,57]. Importantly, Avedis Donabedian
introduced the prevailing model for effective
health services and the evaluation of their
quality, proposing three basic parameters [58]:
structure
(infrastructure,
equipment,
employees), procedure (actions by medical
and nursing personnel, therapeutic choices
aiming to recovery-cure) and outcome
(treatment results, well-being of sick
individuals following medical treatment).
Analyzing the aforementioned quality
parameters by Donabedian, structure may be
improved through easy access, good
maintenance, meticulous cleaning and
attractive decoration of the buildings
(Emergency
Department,
medical
Departments, Outpatient Clinics). Chronic
patients and their relatives specifically need
highly esthetic buildings and interior areas,
internet access, clean restaurants and
recreation areas, as they have to spend plenty
of time in health institutions for long periods.
Moreover, structural quality is supported by
the use of high technology applications,
manifold training of doctors and their
associates and adherence to widely accepted
protocols. Notably, financial parameters
should always be a priority, as there are no
endless resources [59-61].
Considering the parameter of procedure,
quality demands impeccable professional
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attitude
and
appearance,
politeness,
friendliness, respect of human decency.
Doctors in particular ought to provide enough
time to their patients for information and
communication, also pursuing the personal
contact with sick people and their relatives.
From the initial acquaintance with a patient,
the medical history, the physical examination,
till the administration of medications or the
performance of surgical techniques, doctors
should always remember that they are on
“home” territory, whereas the patient stands
on “foreign” ground, faced with unfamiliar
and sometimes terrifying processes. It is
understandable that most of sick individuals
adopt a passive role, get confused, afraid and
miserable [62,63]. They totally depend on
doctor’s will and skills; doctors must control
their dominant role and always behave in the
best interests of their patients. In modern
patient-centered HS the doctor should be an
attentive listener, allowing the patient to
unfold their story, thus acquiring a general
picture of the patient’s life-world and placing
the illness in a wider social context; then
treatment may be more successful and patients
more satisfied. Notably, sex, color, social class
or religious discriminations provoke protests
and dissatisfaction, downgrading health
services [64,65].
The third parameter, meaning the course of the
disease and the treatment outcome, probably
constitutes the most important one, and the
first motif of patient satisfaction. Successful
medical interventions, prompt recovery and
cure are always crucial targets of HS. The
personnel’s professionalism, the high sense of
duty, continuous evaluation, organized
operation,
co-ordination
and
inspired
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administration, all contribute substantially to
successful-effective health services [41].
Similarly, the active participation of patients
and associates through proposals and remarks
promote quality, while public campaigns urge
individuals to take up immunization, reduce
alcohol consumption, quit smoking, adopt
healthier diets or take regular exercise.
Moreover, volunteerism and cooperation
among health institutions could discover new
targets, offer qualitative upgrading in health
services inducing patient satisfaction [66,67].
A recent study demonstrated that the three
most important criteria associated with health
quality for the public were medical education
and training, effective treatment and the use of
modern technology [68]. Obviously, the
human factor attracts the public’s main
interest,
when
HS
are
evaluated.
Predominantly doctors and nurses should
understand their crucial role and act
accordingly. Successful results and the
available infrastructure follow in the list,
depicting the importance of organization,
administration and financial resources. Their
combination with capable personnel may
support and maintain effective HS, in the new
era of CDs [69].

CONCLUSIONS
CDs constitute the main reason of morbidity
and mortality worldwide, they present
increasing incidence and increasingly affect
younger people. However, aged people
predominantly suffer from CDs and
considering the global population aging, these
diseases (cardiovascular, pulmonary, diabetes
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mellitus, cancers etc.) tend to expand and
dominate. The burden for health structures is
becoming crucial, the response of health
professionals to increased health needs is
getting difficult and consequently patients are
dissatisfied.
While CDs are usually complex and/or
incurable, public expectations remain high.
Patients are well-informed on health matters
through the media and the internet nowadays,
technological advantages promise-introduce
new therapeutic choices, while health
consumerism
promotes
the
patient’s
interference into medical and nursing work.
The doctor’s authority is questioned, patientdoctor relationships are tested, while social
status, economic power and education affect
attitudes towards HS and their professionals.
States, organizations and citizens seriously
study and desire the patient satisfaction
nowadays. The latter is associated with health
service quality, medical education, health
professional behaviors and of course with
diagnostic and therapeutic results. Despite the
global financial crisis, contemporary HS are
more well-equipped and organized against the
disease as never before. What is requested and
anticipated is adaptation to the special issues
of CDs, the appropriate application of new
technological advances, respect of human
decency. Successful treatment of chronic
diseases may improve quality of life for the
majority of patients and may pave the way for
a new era in healthcare.

47

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

REFERENCES
1. Liddy C, Johnston S, Irving H, Nash K. The Community Connection Model: implementation of best
evidence into practice for self-management of chronic diseases. Public Health 2013;127(6):538-545.
2. WHO. Global Status Report on noncommunicable diseases 2014. (pp. 1-302). Geneva. 2014. Available
from: http://apps.who.int/iris/bitstream/ 10665/148114/1/9789241564854_eng.pdf. Accessed 23
December 2017.
3. WHO. Global strategy for prevention and control of noncommunicable diseases. 2000.Available from:
http://apps.who.int/gb/archive/pdf_files/WHA53/ResWHA53/17.pdf. Accessed 3 November 2017.
4. WHO. Global status report on noncommunicable diseases. 2010. Available from:
http://www.who.int/nmh/publications/ ncd_report_full_en.pdf. Accessed 3 November 2017.
5. Gunnarsson C, Chen J, Rizzo JA, Ladapo JA, Lofland JH. Direct health care insurer and out-of-pocket
expenditures of inflammatory bowel disease: evidence from a US national survey. Dig Dis Sci
2012;57(12):3080-3091.
6. Fortin M, Bravo G, Hudon C, Lapointe L, Almirall J, Dubois MF, et al. Relationship between
multimorbidity and health-related quality of life of patients in primary care. Qual Life Res 2016;15(1):83-91.
7. Roberts MH, Mapel DW, Thomson HN. The impact of chronic pain on direct medical utilization and costs
in chronic obstructive pulmonary disease. Clinicoecon Outcomes Res 2015;7:173-184.
8. Truglio-Londrigan M, Slyer JT, Singleton JK, Worral P. A qualitative systematic review of internal and
external influences on shared decision-making in all health care settings. JBI Libr Syst Rev 2012;10(58):46334646.
9. Newman J, Vidler E. Discriminating Customers, Responsible Patients, Empowered Users: Consumerism
and the Modernisation of Health Care. Journal of Social Policy 2006;35(2):193-209.
10. Robinson JC. The end of managed care. Jama 2001;285:2622-2628.
11. Kizer KW. Establishing health care performance standards in an era of consumerism. Jama
2001;286(10):1213-1217.
12. Merrild CH, Risor MB, Vedsted P, Andersen RS. Class, Social Suffering, and Health Consumerism. Med
Anthropol 2016;35(6):517-528.
13. Rees S, Williams A. Promoting and supporting self-management for adults living in the community with
physical chronic illness: A systematic review of the effectiveness and meaningfulness of the patientpractitioner encounter. JBI Libr Syst Rev 2009;7(13):492-582.
14. Liang L, Cako A, Urquhart R, Straus SE, Wodchis WP, Baker GR, et al. Patient engagement in hospital
health service planning and improvement: a scoping review. BMJ Open 2018;8(1):e018263.

48

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

15. WHO. World Health Report 2000: Health Systems Improving Performance. Geneva, Switzerland. 2000.
Available from: http://www.who.int/whr/2000/en/. Accessed 23 December 2017.
16. WHO. Continuous quality development: a proposal national policy. WHO Regional Office for Europe.
Copenhagen. 1993. Available from:http://www.euro.who.int/__data/.../ euro_series_56new.pdf. Accessed
23 December 2017.
17. Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A. Improving chronic illness care:
translating evidence into action. Health Aff (Millwood) 2001;20(6):64-78.
18. Epping-Jordan JE, Pruitt SD, Bengoa R, Wagner EH. Improving the quality of health care for chronic
conditions. Qual Saf Health Care 2004;13(4):299-305.
19. Di Matteo R, Martin L. Health Psychology (1st ed.): Pearson; 2002.
20. Sapir R, Catane R, Kaufman B, Isacson R, Segal A, Wein S, et al. Cancer patient expectations of and
communication with oncologists and oncology nurses: the experience of an integrated oncology and
palliative care service. Support Care Cancer 2000;8:458-463.
21. Magnusson R. Rethinking global health challenges: Towards a ‘global compact’ for reducing the burden
of chronic disease. Public Health 2009;123:265-274.
22. Thorn BE, Cross TH, Walker BB. Meta-analyses and systematic reviews of psychological treatments for
chronic pain: relevance to an evidence-based practice. Health Psychol 2007; 26(1):10-12.
23. Yagil D, Shnapper-Cohen M. When authenticity matters most: Physicians' regulation of emotional
display and patient satisfaction. Patient Educ Couns 2016;99(10):1694-1698.
24. De Vries AMM, Gholamrezaee MM, Verdonck-de Leeuw IM, de Roten Y, Despland JN, Stiefel F, et al.
Physicians' emotion regulation during communication with advanced cancer patients. Psychooncology
2017.
25. Oskay-Ozcelik G, Lehmacher W, Konsgen D, Christ H, Kaufmann M, Lichtenegger W, et al. Breast
cancer patients' expectations in respect of the physician-patient relationship and treatment management
results of a survey of 617 patients. Ann Oncol 2007;18(3):479-484.
26. Bittner-Fagan H, Davis J, Savoy M. Improving Patient Safety: Improving Communication. FP Essent
2017;463:27-33.
27. Thompson M, Cutler CM. Health care consumerism movement takes a step forward. Benefits Q
2010;26(1):24-28.
28. Latimer T, Roscamp J, Papanikitas A. Patient-centredness and consumerism in healthcare: an ideological
mess. J R Soc Med 2017;110(11):425-427.
29. Eslami B, Kovacs AH, Moons P, Abbasi K, Jackson JL. Hopelessness among adults with congenital heart
disease: Cause for despair or hope? Int J Cardiol 2017;230:64-69.

49

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

30. Carlton J, Elliott J, Rowen D, Stevens K, Basarir H, Meadows K, et al. Developing a questionnaire to
determine the impact of self-management in diabetes: giving people with diabetes a voice. Health Qual Life
Outcomes 2017;15(1):146.
31. Rossi MC, Lucisano G, Pintaudi B, Bulotta A, Gentile S, Scardapane M, et al. The complex interplay
between clinical and person-centered diabetes outcomes in the two genders. Health Qual Life Outcomes
2017;15(1):41.
32. Boxell EM, Smith SG, Morris M, Kummer S, Rowlands G, Waller J, et al. Increasing awareness of
gynecological cancer symptoms and reducing barriers to medical help seeking: does health literacy play a
role? J Health Commun 2012;17(Suppl 3):265-279.
33. Orgaz-Molina J, Cotugno M, Giron-Prieto MS, Arrabal-Polo MA, Ruiz-Carrascosa JC, Buendia-Eisman
A, et al. A study of Internet searches for medical information in dermatology patients: The patient-physician
relationship. Actas Dermosifiliogr 2015;106(6):493-499.
34. Lukaschek K, Baumert J, Kruse J, Meisinger C, Ladwig KH. Sex differences in the association of social
network satisfaction and the risk for type 2 diabetes. BMC Public Health 2017;17(1):379.
35. Kauppi M, Elovainio M, Stenholm S, Virtanen M, Aalto V, Koskenvuo M, et al. Social networks and
patterns of health risk behaviours over two decades: A multi-cohort study. J Psychosom Res 2017;99:45-58.
36. Smith-McLallen A, Fishbein M, Hornik RC. Psychosocial determinants of cancer-related information
seeking among cancer patients. J Health Commun 2011;16(2):212-225.
37. McCarthy D M, Scott GN, Courtney DM, Czerniak A, Aldeen A Z, Gravenor S, et al. What Did You
Google? Describing Online Health Information Search Patterns of ED patients and Their Relationship with
Final Diagnoses. West J Emerg Med 2017;18(5):928-936.
38. Carter-Harris L, Hermann CP, Schreiber J, Weaver MT, Rawl SM. Lung cancer stigma predicts timing of
medical help-seeking behavior. Oncol Nurs Forum 2014;41(3):E203-210.
39. Katapodi MC, Pierce PF, Facione NC. Distrust, predisposition to use health services and breast cancer
screening: results from a multicultural community-based survey. Int J Nurs Stud 2010;47(8):975-983.
40. Tod AM, Craven J, Allmark P. Diagnostic delay in lung cancer: a qualitative study. J Adv Nurs
2008;61(3):336-343.
41. Working Party of the Royal College of Physicians. Doctors in society. Medical professionalism in a
changing world. Clin Med (Lond) 2005;5(6 Suppl 1):S5-40.
42. De Vries AMM, Gholamrezaee MM, Verdonck-de Leeuw IM, Passchier J, Despland JN, Stiefel F, et al.
Patient satisfaction and alliance as a function of the physician's self-regulation, the physician's stress, and
the content of consultation in cancer care. Psychooncology 2017;26(7):927-934.
43. Nimmon L, Regehr G. The Complexity of Patients' Health Communication Social Networks: A
Broadening of Physician Communication. Teach Learn Med 2017;1-15.

50

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

44. Freidson E. Toward the new pattern of medical practice. Physician Exec 1993;19(6):54-58.
45. Dorr Goold S, Lipkin MJr. The doctor-patient relationship: challenges, opportunities, and strategies. J
Gen Intern Med 1999;14(Suppl 1):S26-33.
46. Biglu MH, Nateq F, Ghojazadeh M, Asgharzadeh A. Communication Skills of Physicians and Patients'
Satisfaction. Mater Sociomed 2017;29(3):192-195.
47. Zimmer KP. The Revival of the Doctor-Patient Relationship. Dtsch Arztebl Int 2017;114(42):703-704.
48. Weiss P, Kryger M, Knauert M. Impact of extended duty hours on medical trainees. Sleep Health
2016;2(4):309-315.
49. Cole J, Kiriaev O, Malpas P, Cheung G. 'Trust me, I'm a doctor': a qualitative study of the role of
paternalism and older people in decision-making when they have lost their capacity. Australas Psychiatry
2017;25(6):549-553.
50. Maunder RG, Panzer A, Viljoen M, Owen J, Human S, Hunter JJ. Physicians' difficulty with emergency
department patients is related to patients' attachment style. Soc Sci Med 2006;63(2):552-562.
51. Craxi, L., Giardina, S., & Spagnolo, A. G. (2017). A return to humane medicine: Osler's legacy. Infez Med,
25(3), 292-297.
52. Bloor M, Horobin G. A Sociology of Medical Practice. London: Collier-MacMillan; 1975.
53. Ilkilic I. Bioethical conflicts between Muslim patients and German physicians and the principles of
biomedical ethics. Med Law 2002;21(2):243-256.
54. Hodge D R, Sun F, Wolosin RJ. Hospitalized Asian patients and their spiritual needs: developing a
model of spiritual care. J Aging Health 2014;26(3):380-400.
55. Jerant A, Fenton JJ, Kravitz RL, Tancredi DJ, Magnan E, Bertakis KD, et al. Association of Clinician
Denial of Patient Requests With Patient Satisfaction. JAMA Intern Med 2018;178(1):85-91.
56. Fortuna KL, Lohman MC, Batsis JA, DiNapoli EA, DiMilia PR., Bruce ML, et al. Patient experience with
healthcare services among older adults with serious mental illness compared to the general older
population. Int J Psychiatry Med 2017;52(4-6):381-398.
57. Xie Z, Or C. Associations Between Waiting Times, Service Times, and Patient Satisfaction in an
Endocrinology Outpatient Department: A Time Study and Questionnaire Survey. Inquiry
2017;54:46958017739527.
58. Donabedian A. The quality of care. How can it be assessed? Jama 1988;260(12):1743-1748.
59. Schoen C, Osborn R, How SK, Doty MM, Peugh J. In chronic condition: experiences of patients with
complex health care needs, in eight countries, 2008. Health Aff (Millwood) 2009;28(1):w1-16.
60. Tzortziou Brown V, Patel I, Thomas N, Tomlinson J, Roberts R, Rayner H, et al. New ways of working;
delivering better care for people with long-term conditions. London J Prim Care (Abingdon) 2017;9(5):60-68.

51

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

61. Mair CA, Quinones AR, Pasha MA. Care Preferences Among Middle-Aged and Older Adults With
Chronic Disease in Europe: Individual Health Care Needs and National Health Care Infrastructure.
Gerontologist 2016;56(4):687-701.
62. Renzi C, Abeni D, Picardi A, Agostini E, Melchi CF, Pasquini P, et al. Factors associated with patient
satisfaction with care among dermatological outpatients. Br J Dermatol 2001;145(4):617-623.
63. Janisse T, Tallman K. Can All Doctors Be Like This? Seven Stories of Communication Transformation
Told by Physicians Rated Highest by Patients. Perm J 2017;21.
64. Altin SV, Stock S. The impact of health literacy, patient-centered communication and shared decisionmaking on patients' satisfaction with care received in German primary care practices. BMC Health Serv Res
2016;16:450.
65. Paternotte E, Scheele F, Seeleman CM, Bank L, Scherpbier AJ, van Dulmen S. Intercultural doctor-patient
communication in daily outpatient care: relevant communication skills. Perspect Med Educ 2016;5(5):268275.
66. Jesse MT, Rubinstein E, Eshelman A, Wee C, Tankasala M, Li J, et al. Lifestyle and Self-Management by
Those Who Live It: Patients Engaging Patients in a Chronic Disease Model. Perm J 2016;20(3):45-50.
67. Assi S, Thomas J, Haffar M, Osselton D. Exploring Consumer and Patient Knowledge, Behavior, and
Attitude Toward Medicinal and Lifestyle Products Purchased From the Internet: A Web-Based Survey.
JMIR Public Health Surveill 2016;2(2):e34.
68. Special Eurobarometer 411. Patient Safety and Quality of Care. European Union. 2014. Available from:
http://ec.europa.eu/commfrontoffice/publicopinion/archives/ ebs/ebs_411_en.pdf. Accessed 23
December 2017.
69. Ward L, Powell RE, Scharf ML, Chapman A, Kavuru M. Patient-Centered Specialty Practice: Defining
the Role of Specialists in Value-Based Health Care. Chest 2017;151(4):930-935.

52

Επισ ημονικά Χρονικά Τόμο

ο

, Τε ο

53

ΑΝΑΣΚΟΠΗΣΗ

Ηα
α

ι ε
ι η
ι
α θε ει
α
ε εί
κ η η για
γ
α
ή α α γεία : α α
ά ε α
ει και
α ηγικέ
α
α θε εί , ια
και η
ίδα
γεία

Κωνσταντίνος Α Πάσχος, MD, MSc, PhD
Δ

, ΕΑ ,

,Γ

Δ

ΠΕΡΙΛΗΨΗ
20
(

).

,
(

).

,

.Ε
-

.

,
,

.
Ε

,
,
.

,
.
.

,

,

.
21

,

,

.
Λ

:

,

,

,

,

Π
Κ. Πάσχος. Η αντιμετ πιση των χρ νιων ασθενει ν αποτελεί πρ κληση για τα σ γχρονα συστήματα υγείας:
αναφορά σε απ ψεις και στρατηγικές που αφορο ν ασθενείς, ιατρο ς και τη φροντίδα υγείας. Επιστημονικά
Χρονικά 2020; 25(1): 38-53

Σ

: Κωνσταντίνος Πάσχος, E-mail: kostaspaschos@yahoo.gr

