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ADA  FRZRFER

Ide nﬁﬁ_@: of Individuals at High Risk for Diabetes-Related Dist
ua.awhﬁﬁi iﬁuﬁ&.%i& Cilricat Ressearch Canter, Alchi Msical University

1) Ny Unversity Schaol g:&.&imqggg ﬂ o, Eduication
The aim of this study was (o szaminge the
psychomatric proparties of the Japanesa version
of ihe O0S [DO5-J) and to analyze he vaiables
associated with the DDS-J score

As a resull of the exploratory faclor analysis, 4 faclors were extracied:
Emuotional Burden, Regimen-relaled Distress, Physician-related
Distress, Diabeles-related interpersonal Distress. This structure was
the same 85 the criginal DDS. (Table 2)

Test-rehest comelalion soont was 0.625

Cronbach alpha was sufficiently high for each facior, (Tabled)

Table 3 - Cronbach alpha for the items in 4 factors
|| Diabwetes retated distress (DRD] & wual for padients with
type 2 diabates (T20). which worsans glycemic conirol
thrmough negalive effects on well-being and sell-care
bahaviors. Diabetes Disiress Scale (DDS) is a globally-
usad insirumant 1o maeasure DRD. The aim of this stody
was lo validate the Japaness version of the DDS (DDS-J)  Data collaction
| andtoi uﬂﬁa.._.-—oﬂainn risties of individuals ol high risk

0.485° \ ﬂ/a.o.ﬁa.

Prysician-relaied Distress PHQ-8 +——» WHO-5

Diabetas-related | I D
= @l 2 hospitals in Aichi prafecture from al ted interperzonal Distress
February o May in 2018,

«wilh 3 psychological measures (DDS-), Figure 1 - Correlation coefflcients

among DDS-J, WHO-5, PHO-8

| it eston tks o1 wensn..._n.w AT Table 2 - tems and Pattern Malrix of DDS-J (n=206) (principal Factor analysis with promax rotation)

| seclional study was conducted in 206 T20 patients (mean

| age 84,1 yrs, B2.1% male, mean durabion 13.2 yrs, mean

| HonAde 7E%) ot outposient depanment of 2 hospitats in

Aichi, Japan from February to May 2018, Cronbach’s o and

lesl-relest malhod ware used bo assesas reliabibly, and

factor analysis to analyze validity. The S-ilam WHO Wall-

| Baing Index (WHO-6) and Patient Heaith Questionnaire-2

| (PHO-%) scabs were adopted to evaluate the criteria-retated  Analysis

il - Exploraiory Facior Analysis

+ Reliahfify | Cranbach alpha for intemal
consistency, test-retest cormalation score

interpersonal distress (ID) were exdracied by taclor analysis. . Validity : Pearson’s correlation

| This factor structure was the same as (he oeiginal. The

overall Cronbach's o was 0.82, while ones for RD, mm_uc anghysi

and I0 woro 0,86, 085, 0. 75 and 0,82, i JaMplemessin :

rates! comelalion score was 0853, The DDS-J scors

showed 4 moderste and signiicant comelation with WHO-5 g

(r=-0.47, pr<0.01) and PHO-G (r=0.48, p=0.01), To analyze

Ik varables associatad with fhe DOS-J score, & multiple

- with questions abaut patient PGS and W05 had sirongly negalive

correlalion. Comelaton bitwesn DOS and
PHO-8WHO-5 were refatively tow, il
indicates that diabetes related distress and
deprassion is not necessarnly the same.

« Inclusion criteria * T20, requlartyvisits
haspita for more than 1 yr
= Exclusion criberia - < 20 yrs cid, dementia,

el teal habetes s tiking up (oo msch of my et and priysical snergy
1D, judged not to be efigible by

oo .§§_§§§§¥
_%ggaip
11 .E&E-!»z—i:iggggaa&ni.s

Tabled — Regression analysis for
Four faciors of regimen-related distress (RD), emoticnal wariasbles predicting DDS-J score

turden (EB), physician-reéatad dissress (PO, and

coalficients with WHO-5 and PHO-8

Fatlent charscteristics are shown on the

HbATe, and injection use as indepandant vanables, Iu)_.n
(slope 3.18, p=0.01) and age (slpe -0.23, p=0.05)
remainmd significantly associated with DDS-J scare with an

Table 1 - Patient characteristics.

[DS-) showed good valldity and reliatsiy, and can be

| used as an effective iool 1o assess DRD of Japanese adult
TZD patients. Thosa wilh highes HbATc and yourger ags
should be paid alienton in lems of DRD,

mile 128 {62%), female 78 (38%) o

Thase with higher HbA1c and younger

Diabetes related distress is comman for patients wilh age m._nc_..._a_mnm.n_mnmiu: in tesms of

T20, which exacestsates glycemic control through
negalive effects on emolional and physical well-baing
| and self-care behaviors. Diabetes Distress Scale
(DDS) is & widely used insirument 1o measure
as_ooﬁa related distress.

DinlExmrcise  OHA  Injsction

Tabke 1 : Dt shown are maan £ 50,0
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GP trainees' Conceptual Structure of Empathy:
a qualitative study

Akane Imaki", Noriyuki Takahashi®, Moeka Toyama'), Muneyoshi Aomatsu®, Mina Suematsu?®,
Kentaro Okazaki?, Nobutaro Ban'l, Masafumi Kuzuya?
1) Nagoya University School of Medicine 2) Magoya Uni ity Grad Secheol af Medici 3} Saku Central Hmuam] Aichi Medical University
' ' o s . x :

Empathy is important for following things, e

-building a relationship of trust with patients'" A I haveto show : )
-good treatment results?) L ot~ )
¥ . ~Patient " il v \—
patient satisfaction? e e o | N Bl
Despite the importance, empathy has been thought to decrease with “Fatigoe C ]
the increase of clinical experience.® ‘Distross of o
managemant (o | 1
| pationts Mm:usr | Moral
On the other hand, Aomatsu(2013) suggested that students’ and = "
residents' empathy do not decrease quantitatively but change »
qualitatively as they go through clinical experience,
Medical Students Residents e, -
? Fry ; '5# ey | Emotive ‘ — [ Cognrtwe '
Emctve  {EEEN  Cognitive Emotive  4ummm  Cognane

\Mulﬂ‘l‘ \ MMI

Figure! . Medical stiudents' and residenis’ conceplual structure of empaihy? {
(Black amows show effects of aach alemeant, Blue L show inhabitation,) ol . / :‘:;‘rﬁ:"::" :naus
Fs v

However, it hasn't been clear how specialty trainees perceive — i 2 EeeX
empathy. We focus on general practitioners® because they recognise e -

Dﬂuo

~Distrass of

empathy as an essential concept to deal with wide and complicated ~' Make agreeatie respanzes .

health problems. . METNREN T

\We aimed to identify how specialty trainees in general practice Figure?. GP irainees’ concapiual siruckire of smpathy

(GP trainees) perceive errl;:-ath:mr GP trainees thought empathy indispensable for building a good relationship
= = of trust with patients (Moral), They empathized with patients objectively
B Mgi‘hug : based on clinical experiences such as conversations with past patients and
o) T advice from senior doctors on how ta communicate with patients (Cognitive).
1. Data Collection If GP trainees have patient experiences or experience life events suoc?'n as

We recru[ted B_GF' trainees, anc_l ha-d two fot_:us groups in 201_';'.. one pregnancy or giving birth to a child, they empathised with patients
personal interview and one additional interview in 2018, Participants subjectively (Emotional). These cognitive and emotional empathy were
were recruited through convenient sampling. They were all recruited expressed for patients immediataly (Behavioral). However, GP trainees’

from the department of general medicine of a university in Japan. fatlgue and distress of management to patients with MUS (Medically
- piained Symptoms) made GF irainees iose emotional empathy and
FG1 FG2 Personal Additional Inhibﬂ to show behavioral empathy.
Interview Interview
Sex 2 men 1 man 1 man 1 woman 5T S i = |
2 women 2 women A He Lo % L@.d’ 3 i =
Age 205~405 30s 208 308 Patient experiences
GP trainees empathise more because the know how hard it is to
Years afier 3~11 years 3~8 years 5 years g 5
graduation ’ i = il have diseases tgal is "Wounded Healer &
Years of specialty 1~4 years 1=4 years 1 years 4 yaars Experiencing life events
residency Pplra.'rnees empathise more because they use their private
Duralion of interview | 35min 48min T0min 75min experiences as a means of empathising®,

Table 1. Data of research participants Clinical experlences

2. Data analysis As they get o:g’er they attained proficiency in steady reflection on
The transcripts of the focus groups and interviews were analysed their practice™. Thus, they could enhance cognitive part of empathy.

using a qualitative data analysis method called "Steps for Coding and Fatigue
Theorization"®{SCAT) (Otani 2011). We used Morse's classification’ | |l Itis already known that when doctors are in good mental situation,

as a framework. they empathise more'" while empathy declines if they are under
stresses'? or they are tired physically and mentally.

Maoral An internal altruistic force that ivates the iced
Cognitive | The therapist's intellectual ability 1o identfy and understand anather Distress of management to patients with MUS
person's feelings and parspactive from an ive stance Itis already known that management to patients with MUS is

stressful fm; GF:s Gt]; tl{llall..lnseas dﬂe‘ not havt} enaughdet:cpalzlences to
. ; réad : manage patients wi s0 they were frustrated by their own

. peyicloulcal stole; Smotons ot ikt iesinge, skeptical perspectives to patients' serious MUS conditions.

Behavioral | Communicative response to convey undersianding of another's

perspective CQI'ICHJSIDH L
Tatle2. Morse's classification of empathy’! Thml{:f;ealrd"t rf\realeﬁut‘ t?.?é{ Gll}raml?]es' emp%tgﬂy ::hla ngie =

; : qualitatively not quantitatively. Also, the conceptual struciure o
B o ics commitee ofine Sthoclaf Heal Sclences. Nagoya | | trainees’ empathy revealed in this research would be applicable not
This work was supporied by JSPS FARKEMHT Grant Mumber JP1GROBBED only to education of empathy for GP trainees but also fo stress
Emaiil Akane imaki: skanepeco@gmall com management encountered by GP trainees.

Emaotive The ability to subjectively experience and share in another's

wmann., . mesiopy Patent Ecuc Coura 2007 21P Maguis. Huiping tancer pates ducioss eir cancart. €ur J Cance 1998 3| M ty Gecing anc e Aess
!,mhn:lh.wnramnmn-m SN Al AR, AL machr J271 1M i Mockisl Shvdari’ 8 tessdarit uoahd S8 ocoe o Lpaty Taltaive Sjugy. Edicaten Seak 2011 51 Vathearg Y mepartsa
n e mami jowe 2012 foys Cofege of Gararal Prcaangs 2017 811 Hara, Expning Emputhy 4 Consagna i ot Mg Practe? Jena of freng SehsanheiEt 7)1 ONlan: SCAT a quaitasve diia Anaiyis method by Tl shep Eodrg  nawy
ZEirintin and amall scale Gats pPUANS pretes of hesizaben 2011 4 Zor a e s Deophdy Waghd “Theh b o s vowre ibsle otrarapy &3 & (20721 482
§) Charge fina.Narhva mudte s mgel forsmpay. iefecton ssewon ang i a 266 15 (7901T 18571602  10) Beon DA, Th rahaF e PCESGAEr. HOW SrOIEasiOna tara i acban flEwe hoks 104 tmpZ) 1y Wbk 4 \sasrum Kauwdui’ shout
sty et Sy thak B3 a0l oo 1 apanesal Jouina o e Snparese ety of (reimal Marcen 2009 90 1 H4.T60 121 Sttt THLD_etal Ralstotehio batwean rcraseed personl wee and A0RaNC ] ompatey apo P
A in o oAb Mudkcaom 20 T {2008 SHBARE 131 Hesemafin Welwes 541 Eimpaty (et ' i e mecrana S8 (28 B
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The change in coping strategies among Japanese family carers for people with dementia - A qualitative study -
Yudal Tamada®, M Seomaec  Norull Takahasei©, Kenlaro Caazki,  Elsise Fuchiin®.  Mesako Haoyn®,  Kelko Abe™,  Mesalumi Kueuya,  Monsg McFadyen®| Sunclei Josech',  Lesley Dinck®

g fchnel af Medicine. Graduate schood ol Medione, lapas, 3] Nagoya Lisiverdiy Schinal of ieaks Shence, lapan, Depariment of pramacy, Mege lnteamty, lgan,  S)Crtical Cane Merring. Aichi Merdcal Unwersey, lapan
61 Schoel of harmacy sed e Seisnesi, Robirt Grdun Unlverity, Aerdren, UK, TlLmrrig and Orvelcpmert ead s Togsthar i Srmerrils Cvaryday and lfe Story Ntwork, UK
The Problem

« the number of people living with dementia is increasing

+ The Japanese government is promoting home care?
Dementia is the main reason for care”

Figue 1. Femon of cane for over 65 years old (Jevemmest of Japan. Aar s Resort on the Agieg Secety|

bR

Most family carers have neither the experience nor appropriate knowledge for dementia care
Dementia care is more stressful for family carers 4

i, okl Sneet

The aim of this study W
To identify the change in coping strategies, activating factor and inhibiting factor among family carers for people living with dementia
The Approach
CData collection Q My’j’ ] o S e [ E—
- two focus groups (FG) |Used Steps for Coding and
+ Partiopants : 7 tamity carers g aling ITheurI:ailun {SCAT)" {Otani,
201 :
Tabiaz 1 al perticpants and kengh o niareEw : - -
—= s | QMJLFQ&I? r P e
in e g B i Lran 4 fare * A4-step cading process, develop i o B i i e s 9 s e e S -
T — line by waving the themes and constructs, A L LR S, 417 v Py s e
et ey 24 an and finally offer fhecries e B |
Langh of e Atot 4 mates hbvout 73 moruten. -‘ Ty
 Hudio data wers deidoniifid and transipred - The precess of analysis is wﬂﬂllnﬂ g oo AR
+ ThiE iy wee Bithidk Ecanm e of K L Ethial validation ﬁfmmbyamﬁnn y Comt e 111t vt sk, Hemy e £ U oG e
{Apptoval numiber 20V8.0437-2) Wﬂwmhwlm”lmlﬁh “iUndarieg mvoumm b e phims b @ crwic
+ TG T Coping LraIBGIES of CAers ware LSed € 3 framiwork for analysis [An Bxampie 3 shown infine figure ta the ngnt) “Figurez An example of SCAT

Findings jx_ﬁ,'—

cial N = \> /, Family Fes ’ = _H,__\ ‘ The change in coping stmtsgles
— '~ same awareness of care » Activaling factor
!¢ Inhibiting factor

u—lh—t—n
‘

Keeping Their

“ Owu:i_ Pace :

Diversion

My Paar doemert want 3 care .

""@x.ﬁ.‘mu“:?‘ : s  |There are 3 changes in
SRR N i AN iy i coping strategies
{-' Family member havlng a i " Alack of understandir __"' -\ A oo e m day ot
. different awarenessof care L from community : e o | oFS kA Mk WteR I S
— e ey B P v whh i el 1 o, e sranng

Im plications Figure3, The change in coping strategies among carers, activating factors and inhibiting factors

Pace and Diversion
Keaping Their Own Pace and
Diversion inhibit burn-out?!,
—ldeal carers can use

5 coping strategies

 The number of carers

| The number of dementia
e v supporters is small in 20's - 40'7

S

T

i_mw
|

Smang

,,:

Figure5. The age and gender of dementia supporters
(A e st of 201 Dernesda Suppoder Carvm)

We nead to Intervene in 20's ~ 40's to make our community easy to live in by carers

References
IJmmmldleu wlhnum e Aging Socety 2017 WS A0 2R, AT _2_3 himd
of dapan bitpa.! hunya/GO0C0A1 844 Himd

nomnwm- #t al, The capng staegies !I(lnl‘ cavers of ll‘ln.l peosle asd e effect of sl o Japarese, Stuty of Payshalogy 65, 485491 1308
4) Setuite, R and Mare. LM, Fumiy Corngheing of Porsons iy Demente Prevalorce, Hath Eflsc, and Supper Stralepiess, Amsrican Jounal of Garivic Paychialry, 12, 40249, 2004,

Gl SGAT  Sleps fof Codng and Theorizman—h qualiative anpysis i B aspbch il vakdalion of heory i can be used in Wk dath —in Japanése. Aecirs Engomstog, 10, (34, 155-160, 2011
A Gaveerimenit of Jxpan: Amnl Baport on the Aging Sosoty 2018
Wlssits of dermentis suppstbar cavmvan, 118 e o menr el cam
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3.Using Keeping Their Owr:\'

whog under 40's is small* .
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1.Why Scotland & Japan? 2.Why IPCP? 3.Why nurse? - )
Scatland and Japan have a similar *IPCP (interprofessional collaborative practice) Medicine Nursing Welfare I
increasing dementia demographic. People living with dementia require Doceor [ —
i e '* diverse care as their symptoms worsen, ]
|  SUETIEIRTR MR Py eri e —
12y
1 esasiog b counris in dementia are: capaoat s e s
i o fiﬂ‘ Advantage of [PCP St g
T | |@Deal with the increasing problem of Sonl erles
i?oophlrw@n-nh dzTumu *hﬂplewhmfol'l bavs dementes | démtiaiti cml P " Ciire manapes e
iasing of complexity of aud use process [ [T p—
Also. St?“md is at the fwc.l'mnl ; E?rﬁodm duplication of Fespurees The nurse is ofien perceived as the significant profession in dementia
! R
i community based dementia care, care teams because of therr involvement at various stages "
~Aim — S
Identifying the features of IPCP implemented in community based dementia care in Scotland and Japan.
-Approacll e — .
Detatls of the interviews are shown in Table|. Participants were recruited through
; Mgt reas E pling. The interview gude s shown below
Interviewee :nqu;cradu]l;sl.mbnlﬁl health o ‘?'?,L’Pml The transcripts were analyzed using a qualitative daia analysis method “Sieps for Coding and
1 e Theonzation” (SCAT) "
Time 2%min Ismin
Type Lnterview in private FOCHSGMP Interview guidL‘ fEKCl:rpl}
N S = = — | “Can you explam about the tean yow work in?"
Inteijiewer: {AS/MB At | “Tell me about the professionals involved in caring for people living with dementia ™
Date 160772018 19102018 | “ls there any other professions you want fo involve?”

Tabslel Data of interviews

Thas study was approved by the Exhics Comamrtes of Magnya University Sehoal of Medicine and Ethics Review Comimitter of esch el labaraivve research facality (20050 17-2)

“Results & Discussion - = - . =

Scotland Japan.

J:H\mrm prafessional callabaration -|

<not deal > <iden| > <not ideal > <ideal >
Overlap of resotrces Clear-bowmdary Na comnection Vague-benundary
collabaration beneeen resonrces collaboraiion

Both countrics regarded IPCP important. but ideal IPCPs are different.
The differences between each country led to a focus on rational prineiples being applicd in Scotland and Emotive principles in Japan (Table2).

Rational [ e ¥ motional
Individualistic e —] Altruistic
Seeking a rational solution [ ]l Tjlk and find solution

Tabled The difference between Scostish and Jepa nesg values"

-Conclusion —
By sharing these knowledge and learning from our similarities and differences,
we believe that we could deliver good quality dementia care internationally.

teferences
}{ Rapanese Cabinol fice 2017] Pager an sging seciety 2016 in Ixpanese 2 (Prince, M ¢a1 2014} Demestin UK Updine Second Edion report produced Iy King's Callege Landon e the Londes Schonl of Ecancenics for fe Alchamer s
snciety 310M Hayashs 200 7) Righe and Right based approach for people lving with densentia m Japanese Joumal of Phychiatcey 59 & 739,748, 3007 23Y Kawase 2014] Ml od Regional i
i Japanese, laparese Socuety of wnteresl medicsne Jommmal 113 : 1R47~ 1853 5}(K Veanaha 2000} A Concopiual Analvsis on “ Callsbaranon in Hewlth and Socis Woek Fichl 61 (N Oshima 200%) Peactice and isties s IPCF edication m
apanise, The Fapazese Josanal of Phiscal Therapy 43 (127 1039 73(8. Otane 3911} SCAT o qualisairve datn snalysis mebod by four step codmg  easy startable and small seale data applicabile prociss of theanztion m lapusese.
| Joumal of Affective Ei 10(3) §5%- 160 8)0Y Kmashin , 20041 of Jiadpement O the of the majonity A compasative sisdy of Jxpan snd UK in Japanese. The Japanese journal af
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A successful, enjoyable interprofessional education program
for first-year healthcare students

ta ASAE | Mina SUEMA { AKIEY Moyl TAKAHASHI | Watarn OHASHI | Wasatonm K

Take Home Messages

A successful IPE program, which involves sharing experiences through enjoyable and familiar activities,
is effective for first-year undergraduate students.

et e e e T e s i 2 e e S
Background

Stepwise education for interprofzssional education (IPE)
Ias become mereasingly important worldwide''

———
Wartous |PE programs have been implemented > @ Deueinpecl anew, practical one-day IPE program [or first-year undergraduate students
in several universities in Japan® @ Evaluated the effccts of the program

In Japan
1 Most are lectures’

2 Evaluations have not been effectively conducted™

Summary of Work
—— Contents of IPE program T Questionnaire o -
Period | 37 Ociober 2018, 104 Oumby s | ¢ . o s A ki e At it o the Interdisciplinary Education Perception Scale (JEPS) ity 4)
Pasticipams| 316 first-vear henltheare smdems M Wenen Tetd |
(108 medical and 208 pharmacy st [T i 20 al i =
Smdents were devi ded 1o 33 sall grops of ruved profesnces Phar s [E 1% s Igumise virsen
Total [ 157 288 + rehable md valdated [Suzukien @ 20057
Exch grenp
}, Sl ki L irprollessioinal ikt « three subscales
eused | e end-oflife care | self-eseem for thar own professon
2 eooperation with ather professonal
3 fudameetal abiliy of thes own profession
IPEG (I nterprofe nal Bducation Game) Cinemeducation
- aioial of | 8 slems were soored
A board game d eveliopesd by Sundan Joseph 21814 + Alesander ot ol inboduced is 1994 - o @ =-pout Likent sole
It is passible o eyoy Jearming about the name of + redefined " cmema 4 mediane + edwcanon” - e
varions kealtheare piofessions and the e of tem ! by Muttha et al n 20097 — —
Iapanese vermon was developed by Abe ef al i 2003" Ia this program,
{F'E 12] =+ walched a movig abowit end-of-life cae, il EI T A e T e oS
whare ssterpeofes inmal collaboration 1 inspartac® (Fig 3 R
+ discussed i grospe what healthcare provadens shonld be Analysis
T the end-af hife caee Compurisan betwesn
B e Pre- and Post-IPE
= Data Cleaning Test af Normallty Wicoron sged ket
e |
- ‘ = [ ':'_':}:'!'L":"_‘:u"m":‘_"""‘ |  Kolmogoroy Smenev et |
o & ik, b | Comparison between
‘ a Madical and Pharmacy
Students/ Genders
=, — 'a + Mane- Whitney L st

Wi [ 53 Saatorion Mo 36 e windi i i

Results

Table 2| Thie resi of the compuison between pre- ard posidPE

subscale : pre-scane post-score m
[range) podedlon. madian pang i prvalue
ital Med 60(57-9n) 73 (4890 008 ¥ 'The total score of hoth medical and pharmacy students inereased significantly.
{15-90} "
Pharm 67 (50-85) 71590 saom ¥ The most elevated subscale was “cooperation with other professionals.”
“sell-esteem Mod 79 (23-36) 30 (19-36) 0.207 ’
for their own profession’ ¥ “Self-esteem for their own profession” waus .
16:-36) P 6(19-34 26 19-36 2001 :
e dasal % 4 ¥ pre-IPE - Medical students > Pharmacy students
“rooperation Med 26 (19:36) 29 [20-36) = 0.0 N &
with ether profess anals changes . Medical students < Pharmacy students
(6-36) Fham 27 18-35) 29 [20-35) < 0,001
_ ¥ There was no gender difference
“fundamental ability M 14 (17-18) 15818 000
of theirown profesion”
(3-18) Pham 41017 15010-18) a0z
P e e e s
-"‘"'-\-\._I'_'-

Discussion & Conclusion

| Mamily sebated 1o differences in scademee ability
| e ey entored hiphu cdusation anstiuton:

Significance of IPE for the lower grades
- Emy m dispel negative atcroetpes for other falties, = Interpretation
which prevent inlapmfezanal wllaboratios’*!

* Inveuder %o increase the effecaveness of IPE,
a prucuatsd curricuiam from the lower grades | required™ —_—

- The yap of “self-esteens for ther vwa) professien” Conclusion

hetween medscal asd phamacy stndents i narowed

= Thus program meets the significance.
H = Negghtisn stersolypes s dipelied s0 suitable for the IPE for the lower grades
Fuest gols are “Coapantion with oiber profesmonals” was greatly nacassd

+ Upderstanding the obes and fuscuois of vanous peofisson o VAR et i ol Y el studers

* Beny sble 16 communcate with stisdents fram ather professions

[
. ’ R e T e e b
ot 1) Lok, w1l farm ELl mietged, St el | i sk e g e b e ke el i pa
Frarsscet - beaen ool s s 5014 o ekt ki ol 8 pmary o et -
ot rontigh pryemidraiems bt atrsie st sy e gy e i o o s j» s
A1 by Sk st Lo (Nl Vhapmg sl e ot i i i e (11 =4 mihy s P rayiyhans ki g
1M S, . Chrvlpmmant o e S o o e el fahcators U (T Vi it g 1 ¥ et J ko
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Fo#iEE - EFHE 50 (2), 199-202

BH & . 2R E 7 — . (Interprofessional Education Game:iPEG) H ASEERR D BH
7

ETTE A N NN

P5#3E : Diabetes Therapy 10, 1823-1834
B 44 : Successful Healthcare Provider Strategies to Overcome Psychological Insulin

Resistance in Japanese Patients with Type 2 Diabetes.

SRR Rl BFRRR

Padish - sk 7V 7 22 (2), 67-T1

B A FRAEERE - MEICRIT A ZMEEE IS T A AR A2y VT U RDFE
HETOFED 1T L D ERSH—

ETTEE AR N NN

Ya#EE : Education for Primary Care 31, 66-70
B 4 : Social accountability across cultures, does the concept translate? An

explorative discussion with primary care colleagues in Japan.
25987 - Robin Ramsay
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ZEEEES B S — L (Interprofessional Education Game:iPEG) HAZEMRDEIH

HMALRHCE o — A AAIEIR DR 199

TR ALECH 2019, 50 (2) 1 199~202

BriR (BR)

% AR EE 7 — A
(Interprofessional Education Game : iPEG)
N T NE B

ki =F" OFH BT 2H HET
A WOAM WA ST ARk

Sundari Josepr™*

Lesley Diack™®

Development of the Japanese Version of Interprofessional Education Game (iPEG)

Mina Supmatse®' Keiko Ape"™  Hiroki Yasu™
Hyunjeong Parx™  Noriyuki Taxanasw®' Kentaro Oxaza®

Sundari Josern™® Lesley Diack

BEdLOF— AEFEHEBT 22010,
DEWIEEHRES (IPE) KEBRILY, 24D
AR RECE M AT Y AT WAY. IPE I
PR L DN L A BT T A o &
BEE LwEEN, BR- BERENLIPE S )
Fa2FALEBREINTVLEM,

BB TR 201248 L ) IPE 2 [ESEE 7 1)
FaoFAZEAL, 013FELYFE-FFr—ag
AWTHL (BMEA#50 EAITE L, SR
e 4 — 4 (Interprofessional Education Game:
iPEG) HAFEMEMA L, PEGI, [E
B, AR E R PR e & B I e S o
HEE, FLTA-NVIEPIONITIazy—
¥ 3y &l Lo e iR 0SB i T &
Lz, WRIE( ERFALROERNE I CHVL D
ENTEDY

iPEG =) P+ LhiE, #EAZ Y P52 Fi
BHBFINT 4 =k = I— Pkt
IPE 703z s b—BE LTERL, F5¥—
W Loz 1058 1000 A L Ve A%
IPE 2 b4l 2T, iPEG BAGEIM O BIZE
i3, 2 —EERS A SR E P ERD
FoOEEEFES T S All Together Better Health

(ATBH) VIZS20124R 10 HIcHIE CRIfE S 1
2B AU U BRSO Sundari Joseph,
Lesley Diack B A L, SEBEASFOME &
BRFOR & o BILLFHFEo—RE LTHiEE
iz, HEB~OBEE. MEFEERL TIPE
%47 5 RO B THE 2155k L Sundari Joseph,
Lesley Diack &3:CHET L7, #RO@BET, B
FOEMTEICEDEVEEPBOENZ, X
DEBROBIKIZE)EHI~LEBLL.

R R IR E S AR e T S B SR S A2 S, Department of Education for Community-Oriented Medicine,
Magoya University Graduate School of Medicine, Aichi, Japan

*EHER TS 2 U 7 4 L T A, Critical Care Nursing, Aichi Medical University, Aichi, Japan

*5 GRIRT 12 B ARG MO PIR BR R, Department of Respiratory, Bihoro Municipal Hospital, Hokkaido, Japan

WAl S PR RS, (Former) Department of Health & Welfare Science, Sendai University, Mivagl. Japan

** Learning and Development Lead at Together in Dementia Evervday and Life Story Network (TIDE)

*® School of Pharmacy and Life Sciences, Robert Gordon University, Aberdeen, UK

EBWE 45



200 ESEHE Ho04%&-H£2% 2010447

1 iPEG BHAREMDF— F

SHLIGEN T T RAFr—Th DM
BAECEY BEEETTEEN,

b
BEfUET
(Physical therapist /
Physio therapist: PT)

SRR

B5, 0, FOr QR CHE. BEUEBEOEL
OF W% B B, ERRUE DR, BREEEEMAL
T, BALEEREEMNENSESTETRESHYN
EUF—Lan0BEMETY. : '

GRAV b SN (RF)Z2R) ;

M2 /¥ T 30 Discussion 71— FEERO L, &5 87 IO Task 71— FEED 1Al

46

LHERFHEERBE FHEEFR




PMHLL SR &' — A QARG B 58 201

Pl
IPPEG“FE‘.'% ﬁmmnﬂzuzﬂ—awa:em IPEGH A5k
Fu—~F( ) FHH—F Discussion Card FN—=F ) B#H—F Task Card (Fun Carda)
} ' ¥ R S Y R 11/ 4 B =
F—4 Fin Fde
wpang BT arnus nRRiE
il mi#E  Tuln  wWEE  [Cime]  GmE  JU i 23 SO Ml N I O e e - T
B 1 |EE 1 JEH 1 1 » i
1 [BHER 2 [DHER o {EEHELS
3 [5Es 3 [l Y G £ L ! i
P E MECE] 1 | % s ' -
5 [ERdiiEd 5 [BFEES 5 RS
[N L] BELES ¢ [EREE: 4 LS ' :
1 (AR 7 [EIEREE 7 |BIEREE 3 5 5 e
§ [EBEEEE 3 [ERR AL o [ERESTSE o [EPraRET
. 1 * L]
9 [HREE 3 [BEER o (Ml 5 |GEE
1o | 65 [HLEE 1o jem 10 |SEE 4 ! ' '
o [E= 13 [RRE 11 [#HE TEEE i . . 5
77 |BEREEE t3 (BRI T2 [AEE R
13 [ G v | RHEnS 12 [N EE 12 [EATHi ’ # s s
v [HEROEE | [ 1o [ || |eetms 14 [SERCET | | = P - i
15 EEE=TETH) 15 T b 15 {ERERTFIETME) 15 |SEETEREEL(ME)
M ] bl
P e i e e Py Py = 2
17 [t = 1 [Ari— 17 i 17 [bt—= 1z 2 ¥ I
g |RERE 8 |RIREL bh (MR 15 | RUETLE [E] [ u "
1o (IR 13 [FEDEE 19 FHROEE % ft_ﬂ?i! :
"
 [(RAE 26 R 13 [AE 0 | A ' v
2 [PF=2 2 {255 FlEcad al (75— 1 15 15
" 1% E 1]
" 1" LE T
] " [} L]
1" " ” 1]
el & Wl & Fad E wat # i = = =
RGIE [ Hatt [ REH & R A
it B BN 2T R £ il a n L ] 4 o a

E3 IPEG BAFEMAEE 45— 2058)

HAFBIR PEG K — FiZ, Reao< A LtHan
YA, FLTE{ECH b B kZEo b5 1
conaITHgEsh (B, iPEGEM%E ik
HOME @< 2i2a% (£A) &, 420
ZiR-> THZHORME T ow2ilin s, o<k
O AIZIEE » A2 BIE 7 @ Discussion
A—F (2OK) (M27kE) # Lo L5 &, %
BOTAIET o, BEo Task v — F
(204) (BE24) = Lis LHEI( HEaLy
B DT AL E o 2HRIE, S LAavTio
BINEHNY A4 20 2iRo THERTT 5. Faas— F
bR, AV S A N & 0 dlo
B %R 5 G PAENMMTEY, #—- FEF|w
LEVROZMECEET R, ®ed— Pl
VaAFy—, I, BETHERETS 03
Y DWTRPOFET, - FEF LS
DB LML B 2 S T
WE EA-FILBREBEOBELELI TS
N, F—LAETHRIEGEZHS S L2TED, K
BiZ, IPEG MBI BINE R UEAE~V—
FHAT S, BafE, BOE (E3) ICERL

RBANELRF - LB EE2HREY ~ FOBE
R HEI- FORARCEFREFRERT 2,
PEG DB R T HRABICE N T 0, HaE
WEBINE S NIZIPE 2 RETE7 72 F—
FHBREFAICEATEL LA E Ln
BEBIRETH, BER 4 FEE0 ROBIRHR
(M B4 2 IPE) CHBE L TL#k, #x %
IPEDTAAT LA 7%, BR&ET 0GR &
3B ETHERALTYWS, PEGIIEAL Y
=75 1000 AHBOBER 7 NV — 7R8It
SBIPECLMATASENTE ALY, KSE
BTDIPE 7O TG LRT L AT LA 2 ~DH
REIEELAv, 877200 IPEG HASTE % /i
AIfIZE, AU I VRIEE ORI e ik
ELTHRL, K- Fod— FARL S5 BITE+
BIECIE, FlRREERT AL BB LA
v

o AR
IPEG B A< 85 M 0 {E 5% i3, The Great Britain
SASAKAWA foundation 2013 DB A 8T FF-

mEWE 47




202 (AR WE0%E - M 2% 201044 A

e 2) Maeno T, Haruta ], Takayashiki A, Yoshimoto
H, Goto R, Maeno T. Interprofessional educa-

> tion in medical schools in Japan, PloS one 2019;
Mugbust 14(1): €0210012

LHRAFAFREFANAFHREREESY g fpuie=. #HEEL WEL FkE BT
TEEE e — = I WA, = b EaksE04FR
https://www med.nagoyaiu.acjp/ecom/index. 1y, BWRS— ARMREE (BB, RRER
kil Rk 2011; 4€1): 32-0,
. JhHRE, WEITaE PP, BRI

e-mail | ecom@med.nagoya-uacjp T OENMEZ EHeSh - b B [Tk

v B IPE] 6. FHEREE7 ) =N [PE—KEMIEIZ
BYAE - # - BOFRSNE IPE— REE
SEHALIAE 2018; 11(2): 123-30,
Sundari Joseph & Lesley Diack, Playing inter-
professional games: reflections on using the In-
terprofessional Education Game (iPEG) . J In-
ferpraf Care 2015; 29 260-2,

=

1) Gilbert JH V, Yan ], Hoffman S]. A WHO Re-
port: Framewaorlk for Action on Interprofession-
al Education and Collaborative Practice. Hop-
ins D, editor, J Allied Health 2010; 39: 196-7.

5

B

48 BEERFPHBERBEFEEFR



Successful

Healthcare  Provider

Strategies to
Insul inResistance in Japanese Patients with Type 2 Diabetes

Overcome

Dhabeles Ther
hieps:Aidoi.org/ 10100751 3300-019-0664-9

Successful Healthcare Provider Strategies to Overcome
Psychological Insulin Resistance in Japanese Patients

with Type 2 Diabetes

Kentaro Okazaki + Tomotaka Shingaki ¢ - Zhihong Cai -

Magaly PPerez-Nieves - Lawrence Fisher

Received: March 27, 2019
@ The Author(s) 2019

ABSTRACT

Introduction: EMOTION was a multinational,
noninterventional study surveying current
insulin-using adults with type 2 diabetes melli-
tus (T21D} who were initially reluctant to begin
insulin treatment. In this Japanese population
subanalysis of EMOTION, we identify the fre-
quency and level of helplulness of healthcare
provider (HCP) actions, and we analyze life
events (‘actions/events’) that assist T2D patients
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with psychological insulin resistance in the
decision to initiate insulin,

Methods: Participants were selected from Sur-
vey Sampling International and their local
partners’ market research panels in [apan.
Quantitative  surveys were administered
between December 2016 and August 2017 to
patients who met the study criteria. Participants
were asked whether 45 actions/events occurred,
and to rate the level of helpfulness of the
dctionsfevents in contributing to their decision
to initiate insulin,

Resuits: Among the 594 eligible participating
adults in the EMOTION study, 99 were from
Japan. Despite initial reluctance to begin insulin
treatment, 80.8% of the Japanese participants
immediately commenced insulin. Practical
demonstrations by HCPs on how to use insulin
were rated by participants as most helpful.
Examples of such practical demonstrations,
reported as helping moderately or a lot, were
‘HCP walked patient through the process of
exactly how to take insulin’ (82.8%), 'HCP
showed an insulin pen’ (79.7%), and 'HCP
helped patient to see how simple it was to inject
insulin’ (79.144).

Conclusion: This study identifies actions that
HCPs can use to assist Japanese patients in
deciding whether to initiate insulin. These
findings may aid the development of clinical
interventions addressing reluctance to begin
insulin treatment among Japanese patients with
T2D.
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PLAIN LANGUAGE SUMMARY

The increasing prevalence of type 2 diabetes
mellitus (T2D) is a major health concern glob-
ally. In Japan, the prevalence of diabeles is pre-
dicted to increase over the next decades, Insulin
is a hormone which keeps blood glucose levels
within the normal range. People with diabetes
often require insulin therapy as they do not
make sufficient insulin, or the insulin that is
produced does not work optimally. Many
patients delay insulin therapy due to a variety of
factors. Reluctance to begin insulin treatment is
known as ‘psychological insulin resistance’ (PIR).
Several studies have described recommendations
to address PIR, but there is little research
regarding elfective strategies that help reluclant
patients begin insulin. Reporls describing PIR
among Japanese patients are limited. EMOTION
was a multinational study surveying insulin-us-
ing adults with TZD and initial PIR. We report a
Japanese population subanalysis of EMOTION,
idenlifying factors which help reluctant Japanese
palients begin insulin therapy. Our resulls indi-
cate that healthcare provider (HCP) actions are
associated with a patient’s decision Lo use insu-
lin. Practical demonstrations by HCPs on how to
use insulin were reported as most helpful. Reas-
surance concerning pain of injection, explana-
tions regarding blood glucose numbers and
future health, encouragement to make contact
in case of any problems, and occurrence of a
positive life event were also rated by Japanese
patticipants as being helpful in deciding to
commence insulin. This study provides impor-
tant information on actions that can be used by
HCPs to treat Japanese patients with T2D who
are reluctant to begin insulin treatment.

Keywords: Insulin;  Japan;  Psychological
insulin resistance; Type 2 diabetes mellitus

INTRODUCTION

The global incidence of diabetes has been stea-
dily increasing over the past few decades [1]. In
Japan, the increasing prevalence of diabetes,
particularly type 2 diabetes mellitus (T2D), is a
major health concern [2]. Additionally, the
prevalence of diabetes in Japan is predicted to
further increase over the next decades, mainly
due to an aging population [2].

Poorly controlled diabetes may lead to a
number of serious health complications [1].
Globally, treatment guidelines for T2D (World
Health Organization, American Diabetes Asso-
ciation, and European Asscciation for the Study
of Diabetes) recommend a patient-centered and
stepwise approach to managing glycemic con-
trol {1, 3]. A focus on lifestyle management and
diabetes self-management education and sup-
port are recommended, alongside metformin,
oral antidiabetic and/or injectable medications,
and/or basal insulin, as well as consultation with
a healthcare provider (IICP) [3]. Similarly,
guidelines for Japanese patients with diabeles
recommend patient education regarding diet
and exercise, followed by basal insulin therapy
for those with inadequate glycemic control
despite therapy with oral glucose-lowering
medications [4]. This trealment stralegy, how-
ever, should vary depending on the disease
condition, age, metabolic abnormality, and sta-
tus of diabetes complications of each patient [4].

While treatment with insulin Is assoclated
with higher rates of achieving adequate gly-
cernic control [1, 3], initiation of insulin therapy
is often delayed due to a variely of physician-
and patient-refated factors [5]. Reluctance to
initiate insulin treatment, known as ‘psycho-
logical insulin resistance’ (PIR), is common
among adults with diabetes, with a recent study
reporting 29.9% of Insulin-naive adults with
T2D declined insulin treatment after it was rec-
ommended by their HCP [6]. Recent studies
revealed a high reluctance in the use of
injectable therapies among injection-naive
Japanese patients with T2D, with less than 2% of
study parlicipanis Initally willing to take
injectable medicines [7, 8],
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Numerous studies have examined psycho-
logical barriers preventing the Iinitiation of
insulin therapy in adults [5, 9-11]. PIR encom-
passes patient-related concerns, including
injection anxiety, misconceptions about insu-
lin, concerns about hypoglycemia, and societal
attitudes [5, 10, 12, 13]. Several studies have
documented recommendations to address PIR
[14-17]; however, there is little research
regarding factors or effective strategies that help
reluctant patients begin insulin treatment. In
addition, although there are reports describing
PIR among Japanese diabetic patients [18-20],
the evidence is limited.

To further understand the factors associated
with reluctant patients initiating insulin, a
multinational, noninterventional study (EMO-
TION) surveyed current insulin-using adults with
T2D who were initially reluctant to begin insulin
treatment. The EMOTION (AccEpting Insulin
TreatMent for Reluctant PeQOple with Type 2
Diabetes Mellitus—a GIObal Study to IdeNtify
Lffective Strategies) study was conducted in 3
phases: qualitative interviews (phase 1) with
participants and HCPs in 6 countries (Brazil,
Canada, Germany, Spain, the United Kingdom,
and the United States), quantitative surveys
(phase 2), and follow-up interviews (phase 3)
with participants in the same 6 countries plus
Japan. Phase 2 of EMOTION identified a number
of HCP actions and life events {actions/events)
that were rated as being the most helpful
amongst the total population [21]. These inclu-
ded efforts to address injection concerns by
demonstrating the insulin injection process,
explaining the benefits of insulin, and adopting a
collaborative communication style. The per-
ceived helpfulness of these actions were, in turn,
linked with earlier insulin initiation and greater
insulin persistence over time [21].

We report a Japanese population subanalysis
of EMOTION (phase 2). We aim to identify HCP
actionsfevents that may help reluctant insulin
users with T2I> decide to initiate insulin therapy.

METHODS

The data used in this study were derived from
the EMOTION study. EMOTION was conducted

in 7 countries: Brazil, Canada, Japan, Germany,
Spain, the United Kingdom, and the United
States. The study protocol was approved by the
Western Institutional Review Board (IRB),
Puyallup, Washington, USA, as well as the
Nagoya University IRB, Nagoya, Japan. All pro-
cedures performed in this study involving
human participants were in accordance with
the ethical standards of the Western IRB,
Puyallup, Washington, USA, and the Nagoya
University IRB, Nagoya, Japan, and with the
1964 Declaration of Helsinki and its later
amendments or comparable ethical standards.
Informed consent was obtained from all indi-
vidual participants included in the study. Par-
ticipants were compensated for their time. The
study design has been previously described [21].
Briefly, qualitative interviews with a total of 29
insulin-using adults with T2D and 29 HCPs
across 6 countries (Brazil, Canada, Germany,
Spain, the United Kingdom, and the United
States) were conducted to inform survey con-
tent and design. Phase 2 involved a 30-min
quantitative survey, derived from the qualita-
tive interviews, with participants with T2D from
these same nations plus Japan. This report
focuses on the findings of the quantitative sur-
vey in Japanese participants with T2D.

Participants were selected from the market
research panels of Survey Sampling Interna-
tional (SSI) and their local partners in Japan.
Surveys were translated for Japanese partici-
pants by professional linguists from TransPer-
fect with knowledge of the language, the subject
area, and the farget audience. Survey partici-
pants were compensated for their time.

Eligible participants were adults (> 21 years
old) with T2D who reported that they were
initially not willing to start insulin treatment
(i.e., chose “not willing” among the options
“not willing,” “slightly willing,” “moderately
willing,” or “very willing”). Participants had
been diagnosed with T2D at least 1 year before
starting basal insulin (self-reported), started
basal insulin between 30 days and 3 years before
the survey, and had used any insulin regularly
for the 30 days before the survey. Subjects were
ineligible if they had been diagnosed with any
other type of diabetes, had experience with
insulin therapy before the initiation of basal
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insulin therapy, or if they had initiated insulin
using a premix product or basal bolus therapy.

Quantitative surveys were administered to
cligible participants between December 2016
and August 2017, Participants were given the
survey via an online platform. Participants were
asked to survey 45 actions and statements that
assisted in insulin initiation and to denote
whether each action occurred. Actions/events
that occurred were then rated for helpfulness on
a 4-point Likert scale: 1 =it didn't help at all,
2 = it helped a little, 3 = it helped moderately,
4 = it helped a lot. Other questions in the fol-
lowing key areas were included: participant
demographics; disease history; time from initial
HCP consult to initiation of insulin; reasons for
insulin reluctance; transformative peint/person
involved in initiation of insulin; role of HCP in
initiating insulin; experiences post-insulin ini-
tiation satisfaction with treatment; and attitude
regarding insulin use. Completed suiveys were
screened to identify and omit those that were
problematic (e.g., surveys which were com-
pleted in < 10 min or had the same responses to
all survey items pertaining to HCP messages and
actions).

Findings were presented using descriptive
summary statistics, which inchided the number
and percentage of participants with specific
responses to categorical questions, the means
and standard deviations for continuous vari
ables (including age and years since first dia-
betes diagnosis), and actions/events with Likert-
scale responses. The mean level of helpfulness
of each item was calculated and rated from the
most to the least helpful. Outcomes related to
experiences post-insulin initiation were also
summarized, including adherence to insulin
therapy, experiences related to weight, energy,
mood, and hypoglycemia, treatment satisfac-
tion with insulin therapy, and attitude about
insulin following insulin initiation.

RESULTS

Participant Characteristics

Of the 594 adults who were eligible to partici-
pate in phase 2 of the EMOTION study, 99 were

from Japan. The mean age of the Japanese par-
ticipants was 57.7 years [standard deviation
(SD) 9.6]. Most participants were male (79.8%),
and the mean time from initial T2D diagnosis to
first insulin use was 12.2years (SD 7.7). The
mean body mass index of Japanese participants
was 25.4 kg.’m2 (SD 3.7). The mean hemoglobin
Ale (HbAlc) at the time of Insulin initiation
was 9.4% (5D 2.0), while the most recent IbAlc
was 7.8% (SD 1.2), Baseline participant demo-
graphics are presented in Table 1.

Insulin Initiation

Participants' thoughts and feelings prior to ini-
tiating insulin are outlined in Table 2. Partici-
pants were aware that taking insulin would help
lo maintain good control of blood glucose
(76.8%0), and that taking insulin would help to
improve their health (75.8%). The most com-
mon negative thought amongst Japanese par-
ticipants was that taking insulin meant that
their diabetes had become much worse (72.7%).
Another common negative thought amongst
Japanese participants was that the associated
use of insulin meant that they had failed to
manage their diabetes (62.6%). Participants also
reported being afraid of injecting themselves
with a needle (48.5%), and that the insulin
recommendation meant that they would be
required to take insulin forever (48.59%).

Participants’ reactions following their HCPs'
recommendation to begin insulin, time to
insulin initiation, and any insulin discontinua-
tions (for = 7 days) are presented in Table 3.
Participants reported being moderately (28.3%)
or very surprised (12.1%%) by the recommenda-
tion to initiate insulin, with 29.3% and 13.1%,
respectively, being moderately or very upset.
When insulin was recommended for the first
time, 40.4% of participants indicated that they
were slightly willing to initiate insulin therapy,
while 59.6% were not willing at all. Despite this
unwillingness, 80.8% of the participants
immediately commenced regular insulin ther-
apy upon first recommendation. The number of
Japanese participants who reported one or more
periods of discontinuing insulin for = 7 days
was 8.1%.
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Table 1 Pardcipant characteristics

Parameter (N =199)
Age, mean (SD) ST.7 (9.6)
Gender, male, » (%) 79 {79.8)
Years from T2D) diagnosis to 122 (77
insulin use, mean (D)
BMI (kg/m )", mean (SD) 254 (37)
Peior use of injectable diaberes 20 (20.2)
medications”, # (%)
HbAle value prior to insulin initiation®
HbAlg, %, mean (SD) 9.4 (2.0)
HbAle, mmolfmol, mean (SD) 788 (22.1)
Most recent HbALe test®
HbAle, %, mean (8D) 7.8(1.2)
HbALe, mmol/mol, mean (SD) 617 (12.7)
Year of insulin inigiztion (%)
2015 48.5
2016 343
2017 14.1

BMT hcdy mass index, Hbdic hcmoglobin Ale, GLP-1
glucagon-tike peptide 1, N/ number of participants, 72D
rype 2 diaberes mellicns, 82 standard deviation

* BMI categories were defined using che World Healch
Organization’s Internal Chissification

® Mainly indicates tweacment with GLP-1 recepror agonist,
not any insulin cherapy

 Mean HbAlc was caleulated among patients who had a
test in the pasc year and knew the tese resul. HbaAle
mmol/mol was converted to % and vice versa according o
the HbAle conversion cables (Sepr. 2011) of the New
Zealand Sociery for the Study of Diaberes

HCP Actions and Life Events Experienced
by Japanese Participants

The most Irequently occurring HCP aclions
experienced by Japanese palients with T2D are
displayed in Fig. 1. Overall, the most common
HCP action was the advice that blood glucose
levels would improve upon commencing

insulin (96.0%). The actions ranked second to
fifth in occwrrence were ‘HCP helped the
patient to see how simple it is to inject insulin’
(91.9%), "HCP walked the patient through the
process of how to use insulin’ (87.9%), 'HCP
gave patient leaflets or other reading material
about insulin’ (85.9%), and 'HCP helped patient
to see that an insulin injection wasn’t as painful
as patient thought it might be’ (83.8%).

The HCP actionsfevents least commonly
experienced by Japanese participants with T2D
ate displayed in Table §1 of the Electronic sup-
plementary material (ESM), and include 'HCP
helped patient to meet other people taking
insulin’ (8.1%), ‘A close friend or family mem-
ber urged patient to go along with HCP rec-
ommendation to start insulin’ (12.1%), and
"HCP told patient that he/she could not con-
tinue to treat patient if patient refused to start
insulin’ (14.1%).

Most and Least Helpful HCP Actions
and Life Events for Patients with T2D
Inifiating Insulin Treatment

Actions/events that were most helpful in
assisting participants to initiate insulin treat-
ment are displayed in Fig. 2. The most helpful
actions/events, reported as helping moderately
or a lot, were 'HCP walked patient through the
process of exactly how to take insulin’ (82.8%,
mean level of helpfulness 3.28), "HCP showed
an insulin pen’ (79.7%, mean level of helpful-
ness 3.20), ‘HCP helped patient to sec how
simple it was to inject insulin’ (79.1%, mean
level of helpfulness 3.19), ‘HCP had patient try
an injection himself/herself while patient was
there in the office’ (75.0%, mean level of help-
fulness 3.14), and ‘HCP gave an injection while
patient was in the office’ {72.0%, mean level of
helpfulness 3.12).

Actions/events that were least helpful in
assisting participants initiate insulin treatment
are displayed in Table $1 of the ESM. The least
helpful actionsfevents according to Japanese
participants were ‘HCP helped patient to meet
other people who had already been taking
insulin’ {25.0%, mean level of helpfulness 2.13),
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Table 2 Thoughts and feclings experienced by Japanese patients wich T2D before inidacing insulin treacment

Thoughts and feclings about insulin right before starting insulin regularly for che fiest time Frequency®
n (%)
Taking insulin would help to maintain good contral of bloed glucose {sugar levels) 76 (76.8)
Taking insulin would help co improve my health 75 (75.8)
Taking insulin would mean my diaberes had become much worse 72 (72.7)
Taking insulin would help to prevent complications of diabetes 71 (70D
Taking insulin would mean thac [ had failed, thae T hadn't denc 2 good enough job taking care of my disbeces 62 (62.6)
I was afeaid of injeeting myself wich a needle 48 (485)
Taking insulin would mean that | would need o wake insulin forever 48 (48.35)
Taking insulin would mean thar T had failed to manage my diaberes with diec and tablers 46 (46.5)
Taking insulin would mean that my disbetes would become a much more serious condition 44 (44.4)
Taking insulin would make me mare dependent on my doctor 43 (43.4)
Taking insulin would mean ather peaple would see me as 2 sick/sicker pesson 42 (42.4)
Injecting insulin would be painful 41 (41.4)
Taking insulin would increase che risk of low blood glucose levels (hypoglycemia) 38 (38.4)
Tt would be difficult co inject the right amount of insulin corrcerly ac the righs time every day 38 (38.4)
Managing insulin injections would ke a lor of time and energy 37 (37.4)
Taking insulin would make [ife less flexible 34 (34.3)
Taking insulin would help to improve my energy level 32(323)
Injecting insulin would be embarrassing 30 (303)
Being on insulin would cause family and friends to be more concerned about me 19 (29.3)
Insulin would cavse weight gain 28 (283)
Taking insulin would mean 1 would have to give up activides I enjoy 19 (192)

Taking insulin might cause serious health problems such as blindness, kidney problems, or amputations 14 (14.1)

Taking insulin would make it more difficulr o fulfill my responsibilicies (ar home and work) 13 (13.1)
Taking insulin would mean my health would deteriorate 6 (6.1)
Taking insulin would cause me to lose my job 6 (6.1)

* Frequency was calcalared using responses of ‘agree” and ‘strongly agree.” Agreement with chese searements was categorized
as either ‘strongly disagree,” “disagree, ‘neicher agree nor disagree, ‘agree,’ or ‘scrongly agree’

'HCP referred patient to a class to help learn information about insulin and realized that
more about insulin’ (31.6%, mean level of insulin might not be as bad as first thought'
helpfulness 2.26), and ‘Patient sought out (40.0%, mean level of helpfulness 2.35).
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Table 3 Participants’ reaccions when insulin was firse
recommended, and their insulin-taking behavior

Participanes” reactions when insulin was first Frequency
recommended and their insulin-taking behavior  w (%)
(N =99)

Level of surprise when FICE fiese said it was dine o wake insulin,
n (46}

Not surprised ar all 26 {26.3)
Slightly surprised 33 (333)
Moderacely surprised 28 (28.3)
Very surpeised 1202

Level of being upset when HCP firse said it was dine to take
insulin, # (%)

Nor upse ar all 22 (22.2)
Slighdy upser 35 (354)
Moderarely upsec 29 (293)
Very upser 13{13.1)
Willingness te start insulin when st recommended, o (36)
Not willing 59 {59.6%)

Time berween che firse recommendation of insulin snd the start
of regular insulin use, » (%)

1 started aking it right away #0 (f0.8)
Less ehan 1 weck {10
Abour 1 ov 2 weeks 2{20)
bour | month 4 (400
1-3 manths 44400
More chan [ yeur S(8.1)
Taking insulin regularly 21 (919)
Seopped insulin for a pedod of 7 or more days since 8 (8.1)
firse starting insuling # {9)
During the first monch afier T fist starced wking 0 {0,0)
insulin
1=3 months after T first starzed wking insulin 2{25.0)
3-6 manths after T first stareed taking insulin 3 {37.5)
Mote than 6 months afeer | fost starced eaking 3{37.5)

insulin

HCP healcheare providee, n/V number of pardicipancs

DISCUSSION

Possible consequences of delayed insulin use for
patients with T2D include serious health com-
plications such as heart disease, stroke, kidney
failure, vision loss, and nerve damage [1]. Tt is
therefore imperative that HCPs understand
psychological insulin resistance in palients so

that adequate measures can be taken to reduce
the delay in insulin initiation.

We report a Japanese subpopulation analysis
of EMOTION, a multinational survey of current
insulin-using adults with T2D, Approximately
40% of all Japanese participants reported being
moderately or very surprised with the recom-
mendation to commence insulin, with approx-
imately 42% being maoderately or very upset.
Despite an initial unwillingness to initiate
insulin therapy, approximately 80% of Japanese
participants initiated insulin treatment imme-
diately. Notably, the majority of the partici-
pants continued to use insulin once they
initiated it. This high uptake rate may reflect
Japanese participants’ trust in their HCDs, a trait
associated with ingreased insulin agherence and
reduced diabetes-related stress [22].

Psychosocial factors affecting insulin usage
appear to be common among diabetic patients
worldwide [13], and educational programs
related to insulin initiation differ between
Japanese and non-Japanese physicians [23]. Our
results indicate that HCP actions are signifi-
cantly associated with a patient’s decision to
initiate insulin. We identify a number of HCP
actionsfevents deemed to be the most and least
helpful for initiating insulin among reluctant
Japanese adults with T2D. Namely, HCP actions
that provided practical dernonstrations on how
to use insulin were the most helpful. Reassur-
ance concerning pain of injection, explanations
regarding blood glucose numbers and future
health, encouragement to make contact in case
of any problems, and occurrence of a positive
life event were also rated highly by Japanese
participants as being helpful in deciding to start
insulin treatment. In addition, some actions
accurred less frequently but were considered
very useful by Japanese participants. In partic-
ular, ‘HCP gave an injection while patient was
in the office’ was not an action performed by
many HCPs (25.39%), but was rated as helping
moderately or a lot by 72.0% of participants.
Similarly, ‘Patient talked with someone who
was taking insulin and realized it might not be
as bad as patient thought' did not occur often
(16.2%), but when [t did occur, 62.5% of par-
ticipants found this helped moderately or a lot.
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HCP actions and life events rated as least
helpful were those that referred the patient
elsewhere, including HCP referral to educa-
tional classes and meeting other patients.
Additionally, communication style may be
important for Japanese patients. For example,
‘HCP warned patient that he/she was likely to
develop complications if the patient didn’t get
started with insulin to control his/her diabetes'
was only helpful for approximately half of par-
ticipants (49.2%). Similarly, ‘HCT warned
patient that he/she could not be responsible for
what might happen if he/she did not start
insulin soon’ was only helpful to 39.1% of
Japanese participants,

Recent studies have examined reluctance to
initiate insulin treatment in various popula-
tions. It has been documented that patients
who were nonadherent to insulin regimens
frequently felt that their HCP did not ade-
quately explain the benefits and risks of insulin
treatment [12]. Perceived physician inattention
and lack of engagement as well as diabetes-re-
lated distress affect insulin adherence and gly-
cemic control [24). Many factors, including

HCP actions

information, adequate counseling, and positive
role models, have been found fo influence PIR
[25]. A multinational study that included Japan
examined experiences during and after insulin
initiation and discovered that patients who
were classified as treatment ‘interrupters’ or
‘discontinuers’ were more likely to have con-
cerns and challenges during the initiation pro-
cess [20]. These patients were also less likely to
exhibit improvements in glycemic control
compared to patients classified as treatment
‘continuers’ [26]. In addition, a recent multi-
center Japanese study concluded that educating
patients about the benefits of insulin therapy
may help reluctant insulin users to initiate
therapy, and that practical support may assist
current insulin users in maintaining therapy
[20]. Ideed, our results relating to the help-
fulness of HCP actions support these findings
and highlight the important role that HCDPs play
in preventing and/or overcoming PIR amongst
patients with T2D.

The Diabetes Attitudes, Wishes and MNeeds
(DAWN2) survey was a global initiative aimed at
assessing diabetes care and management among

Percentage {3}
L]

an 50 4] ki) 80 oo 100

Tald paliont hal blood glecors numbers waukd improve
afier pafiant slared insufin

Helped patant ko see how siniple Rwas lo injoct nsuin

Waked palient theaugh the process of mxacly haw b toko
Insufin

Gave paltenl leafils or olher eading materisl

Fieloed o see thal insulin injecth as paintul as

Hetped pakent o haw irsulin
bood glucose and Imgeove health

Hetoed to see thal insulin did nol have ko be as moshel a

L
|
paient braught [
|
burden 5 patient feared (

Explained thal insulin I & nataral ol the body
neads

‘palint 1o ke conlact ¥ sy peth
guasions afier stariing Insulin
Showed pailent an Ingtin pen

Restawed blood ghusase nurber wilh atienl, shewing thal
dinbieteswas pat under conleet and action was peeded

e trod Laking insulin didkit maan thal

dinbeles was now a mare sensus condfan
Fig. 1 HCP actions and life cvents most commonly
experienced by Japancse participanes with T2D. The 12
most common HCP actions experienced by Japanese
pardcipants with T2D are shown. Life evenm were

considered, bur they were not amongst the actions/events
most commonly repored by Japancse paricipancs, HCP
healcheare pravider, 72D type 2 diabetes mellitus
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HCP action/life event
Q 0.5

Maan level of halpfulness®
15 2 25 3 35 4

Walked patient through the process of exactly how to take m
insulin

Showed palient an insulin pen

Helped patient to see how simple it is to take insulin
Patient administers injection white In the HCP's offica

HCP administers injection to patient in HCPs office

I
h

Patient is shown that the neadle is small

Heiped to see that insulin injection wasn't as painful as.
patient thought

patient to mak tact if any prob
questions after starting insulin

Explained thatinsulin may not need (o be taken forever

Advised patient lhat blood glucose levels would improve
after starting insulin

A positive life event occurred, inspiring the patient to gain
<cantrol of his/her diabates

HCP explained 16 the patlent that the final declsion to iy
insulirs was the patient's, not hismers

Fig. 2 HCP acrions and fife events rated as most helpful

to Japanese participants with T2D in deciding whether to

initiate insulin therapy. The 12 most helpful HCP

actions/events experienced by T2D Japanese participants

in deciding whether to initiare insulin therapy are shown.

people with diabetes, as well as their HCPs and
family members. DAWNZ was conducted in 17
countries, including Japan [23, 27]. In all
countries surveyed, DAWN2 revealed that dia-
betes is a significant physical and psychological
burden for many individuals with diabetes [23].
Specifically, DAWNZ2 reported depression
(13.8%), diabetes-related distress (44.6%), poor
or very poor quality of life (12.2%), a negative
impact on relationships (20.5%) and physical
health (62.2%), and medication interference in
daily life (approximately 40%) [23]. Many fac-
tors may have influenced the findings from
DAWNZ2, such as socioeconomic and cultural
factors as well as differences in healthcare sys-
tems between countries. Indeed, in our analysis,
there are notable differences between Japanese
and Caucasian participants from the global
EMOTION analysis. For example, differences in
the level of full-time employment (51.5% Japan
vs 35.0% US) and education (participants who
completed high school: 42.4% Japan vs 18.3%
US) were observed. Primary care physicians in
Japan were more likely to be involved in
assisting patients with initiating insulin

HCP healtheare provider, 720 type 2 diabetes mellitus.
*Mean level of helpfulness based on a 4-point scale; 1 = it
didn’t help at all, 2 = it helped a litle, 3 = it helped
moderately, 4 = it helped a lor

compared to the overall EMOTION population
(76.8% fapan vs 37.4% overall population), for
whom this task was also likely to be performed
by endocrinologists (12.6%) and diabetes nurse
specialists (14.0%). Hence, country-specific
analyses are warranted.

Diabetes-related distress, known as the
emotional burden of and reaction to managing
a chironic iliness, is associated with a higher rate
of diabetes-related complications (23, 28, 29]. A
positive educational experience and support
from HCPs at the time of insulin recommen-
dation may be pivotal to maintaining adequate
glycemic control and the long-term health of
patients with T2D. In fact, a large retrospective
cohort study found that a substantial propor-
tion of people continue with poor glycemic
control for several years before initiating
intensification with oral antidiabetic medica-
tions and insulin [30]. Diabetes health-coaching
consisting of goal-setting, education, and indi-
vidualized and follow-up care have also been
effective strategies to improve glycemic contol,
as demonstrated in a recent meta-analysis
which concluded that diabetes health-coaching
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resulted in a statistically significant reduction in
HbAlc levels (0.32%0) (31]. Physician empathy is
also noted as contributing to improved HbAlc
outcomes [32], and practical strategies that
HCPs can utilize to assist their patients to
overcome emotional barriers may be warranted
(e.g., the use of mnemonics) [33]. Practical dia-
betes health-coaching, along with routine dia-
betes care, supports our findings amongst
Japanese participants, and may be a valuable
tool to help motivate T2D patients to initiate
and maintain insulin treatment.

This study provides valuable data regarding
the experiences of Japanese participants diag-
nosed with T2D. We identify HCP actions and
life events that were helpful in initiating insulin
treatment. Our results agree with recently
described results of a stepwise approach to dia-
betes and Insulin education [17], which
encompassed problem-solving, patient educa-
tion, and pliysician enguiries about patient
feelings and fears.

The strength in our analysis lies in the
description of helpful (and less helpful) HCP
actions rated by Japanese participants with T2D;
data which are, at present, limited in this pop-
ulation. Limitations relating to the study
design, however, should be noted. Firstly, the
majority of survey respondents were recruited
from online panels of individuals who had
volunteered to participate in studies. These
participants, therefore, may be more involved
in their own diabetes management in compar-
ison with typical patients. Perceptions regarding
helpful PIR actions in these volunteers may not
be indicative of the perceptions of the broader
population, Secondly, the majority of Japanese
survey participants were male and responses
may vary with increased female participation.
Thirdly, survey responses may be due to recall
bias, with participants having initiated insulin
between 2015 and 2017. Finally, the retrospec-
tive nature of the study should raise some cau-
tion; self-reported data may not be accurate and
could potentially be subject to bias.

Further studies amongst this patient popu-
lation are warranted and may further assist
HCPs in providing optimal care for Japanese
patients with T2D., Other factors that may affect
PIR in Japanese patients, such as age,

socioeconomic status, and mental health, also
warrant further investigation.

CONCLUSION

Qur findings suggest that a tailored approach in
which HCPs explain the insulin injection pro-
cess from patients’ perspectives is beneficial for
reluctant Japanese insulin users. This study
provides important information on actions that
can be used by HCPs to assist Japanese adults
with T2D who are reluctant insulin users in
overcoming PIR. More generally, the findings
from this survey of Japanese adults with T2D,
who were initially reluctant to begin insulin
trealment, suggest potentially useful clinical
interventions for helping patients overcome
PIR, a critical step towards designing compre-
hensive clinical recommendations for HCPs.
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ABSTRACT

This article sets out to explere and clarify the concept of social accountability in a global health
context. [t examines some of the cross-cultural challenges when translating social accountability
across healthcare systemns with specific reference to Japanese primary care. Finally, the role of
social accountability In postgraduate education and medical professionalism will be considered
with practical recommendations focusing on education and training in primary care.

Introduction

As primary care professionals in an interdependent
world we are challenged to think differently. paying
attention to global problems, addressing local concerns
and fulfilling & professional duty to promote health
equity. Central to this is the development of sustainable
primaty health care, supported by the Declaration of
Astana [1] which is a key milestone in the journey
towards universal health coverage, a global health target
that spans the health-related Sustainable Development
Goals [2].

Fundamental to achieving sustainable primary
health care is a vision for medical education out-
lined by Frenk [3] that promotes transformative
learning based on a competency driven approach,
drawing on global resources and responsive to local
and rapidly changing conditions, This vision
aspires to inter-and trans professional education
aiming to break down silos across disciplines,
enhance collaboralive and non-hierarchical rela-
tionships and above all, promote a ‘new profession-
alism [3] that “develops a common set of values
around social accountability” [3]. As these themes
permeate medical education practice, a workforce
trained in social accountability seems inevitable.
Such reform must be incorporated across the spec-
trum of medical education embedding professional
values derived from social accountability into
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clinical practice and benefiting local communities
across cultures,

Within the global context barriers exist in embedding
social accountability and achieving Frenk's vision [3].
There are questions around the cross-cultural under-
standing of social accountability and how the concept
can be integrated into multiple healtheare and educa-
tion systems al various stuges of development and sub-
ject to different internal influences.

Internationsl exchanges in family medicine can help
address some of these questions by providing cross-
cultural learning opportunities [4]. Secial accountability
has been the subject of focused discussion during UK-
Japan exchange activities, including workshops at the
WONCA Asia Pacific Regional Conference 2019. This
article will draw on lessons learned from these discus-
sions before arguing that prioritisation should be given
to formalising socially accountable values as part of
acommon identity in primary care training and practice
across the world.

The concept of social accountability

It is recognised that the concept of social accountability
requires greater clarity [5]. To better understand the
term, appreciating the continuum from social responsi-
bility to social accountability is helpful (Table 1) [6].
The term “social accountability’ was first defined in
1995 by the World Health Organisation (WHO), in

CONTACT Robin Ramsay @ Rublnnamy@edac.uk@ Centre for Population Health Sciences, Usher Institute, University of Edinburgh, Edinbusgh, UK
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Tahle 1. The progression from responsibility to accountability.
Sacial responsibility ImpSes awareness of duties regarding society.
Social responsi is the er in @ course of actions

responding to sodal needs.

Social accountability adus a documented justification for the scope of
undersaken actions and a verification that anticipated outcomes and
resulis have been attained.

Adaptad from Bosfen 2009

response to the World Health Assembly resolution
‘Reorienting medical education and medical practice for
health for alf [7). A later, widely accepted definition from
Boelen shows how social accountability evolved as a duty
to address key society health needs with responsibility for
action and educational reform lying with medical
schoals: Social accountability is the capacity fo respond
to sociely's priority lealth needs and health system chal-

lenges to meet such needs. It emphasizes the potential of

medical schools to partner with key stakeholders in the
health sector and organize medieal education in a way
that fas the greatest chances o yield most relevant out-
comes and highest finpact on peaple’s health’ [8]. It is
worth noting how the responsibility of medical schools
is a persistent theme included in the most recent
definition, from the Global Consensus for Social
Acconntability of Medical Schools (GCSA) (Table 2) [8].

Across the world different approaches to social
accountability have emerged; for example in sub-
Saharan Africa, social accountability has been
defined as ‘a participatory process in which citizens
are engaged to hold politicians, policymakers and
public officials accountable for the services that
they provide' [91. This places a different emphasis
on the development of socially accountable prac-
tices and widens responsibility to include those in
public office. Despite broader definitions emerging,
there is currently no global definition of social
accountability that transcends medical education
and clinical practice.

Table 2, The global consensus for social accountability of med-
ical schools ten strategic directions.
1: Anticipating society’s health needs
2 Partnership with the health systern and other stakeholders
3: Adapting to the evolving rofes of doctors and other health professionals
4: Fostering outcome-based education
5: Creating responsive and responsibie governance of the medical school
&: Refining the scope of standards for ecucation, research and sondce
defivery
7: Supporting continuots quality improvement in education, research and
service
& Establishing mandated mechanisms for accreditation
9. Balancing ghobal principles with context specificity
10: Defining the role of socaty
Adapted fram Boalen 2016: p104

Cross-cultural challenges to understanding and
implementing social accountability

In addition to the lack of commeon definition our UK/
Japan exchange discussions highlighted other cross-
cultural challenges.

Terminology

Terminology can be problematic. In Japanese ‘responsi-
bility” and ‘accountability’ are not distinguished linguis-
tically (27 August 2015 posting by H Oshiba to HufTpoest
Post blog, unreferenced). In Japan definitions that are
commonly utilised in Western cultures may not exist.
For example, there is no clear distinction between pri-
mary, secondary and tertiary care [10]. Lack of
a common understanding of terminology can limit pro-
gression of discussions from descriptions of social deter-
minants of health to addressing social determinants
through the lens of accountability, Tt may also be unclear
who to engage with and where responsibilities lie.

Health systems

When discussing the application of social accountability
internationally, health system factors must be consid-
ered. Socially accountable work most often occurs in
a communily setting. In Japan, the healthcare system
allows free access, Most patients directly access second-
ary care facilities and there is no primary care gate-
keeping role [8]. The result is a population of patients
in the community that is harder to define and to engage
in socially accountable practice. This situation is com-
mon to many countries where healthcare systems are
based on a fee for service model.

Medical schools

The responsibility for instigating socially accountable
policy requires local contextualisation in order to be
implemented effectively. Responsibility for instigating
a socially accountable agenda is traditionally placed
with medical schools [11] working through engagement
with populations served by community clinics and with
links to universities. In Japan, not all universities have
curriculum space dedicated to primary care or links to
comnmunity-based practices [12]. In this scenario, med-
ical students may not learn about the principles of social
accountability or interact with community-based pro-
fessional role models. This is a situation that may be
found in many medical scheols around the world limit-
ing the integration and understanding of social account-
ability in 4 local context,
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Warlcforce

Worlkforce issues may also limit progress, especially in
countries where primary health care is developing,
Japan has a population of 127 million people and as of
November 2017 there were only 673 doctors who had
completed the standardised 3-year vocational training
programme of the Japan Primary Care Association, with
5,300 members holding diplomas [13]. This makes inte-
gration with medical education systems and advocating
for social accountable change lo practice a formidable
task.

Measuring social accountability

Lack of a reliable measurement criteria for socially
accountable activities may further compound the cross-
cultural issues we have highlighted. Frameworks to
assess and measure socinl accountability bridge the gap
in recognising and building evidence-based standards of
practice. The Training for Health Equity Network
{THEnet) evaluation framework for socially accounta-
ble health professional education [14], the ASPIRE cri-
teria for recognising excellence in social accountability
[15] and the International Federalion of Medical
Student Associations’ toolkit for social accountability
[16] offer helpful starting points; however, all have
been developed in relation to medical schools and do
not cover postgraduate training or clinical practice.

Social accountability as part of professional
identity

In order to transcend the spectrum of medical
education social accountability needs a clear, glob-
ally relevant definition fit for local contextualisation
and application. Even with this in place further
efforts are required if this is to translate to
increased socially accountable practice. Our obser-
vations suggest advancement in social accountable
practice may be achieved through integration with
identity in primary care. Family doctors, as leaders
of primary health care teams, promote patient-
centered, accessible, comprehensive and coordi-
nated care that aligns closely with the four values
of social accountability: relevance, guality, cost-
effectiveness and equity [7]. Therefore socially
accountable practices may already be present in
primary care without formal recognition, entwined
with professional responsibility.

The strong alignment between social accountabil-
ity and identity has been noted in the undergraduate
context where il has been identified as a personal

EDUCATION FOR PRINARY CARE (&) 3

responsibility {17}; however, we believe the case for
inclusion in postgraduate Lraining a5 a professional
duty is sobstantial. Crucial to integration is the
uptake of the terminology into postgraduate educa-
tion; specifically into professional guidance, inclusion
in training compelency outcomes and application in
trainee quality improvement work, Meili and collea-
gues describe a step in this direction taken by the
Future of Medical Education in  Canada’s
Postgraduate Medical Educalion Project recommen-
dations which lists the embedding of social
accounlability second in ils priorities for speciality
training transformation [18].

Further opportunities for social accountability

There are further opporlunities lo embed social
accountabilily in primary care training through the
establishment of a continuum of education linking
undergraduate teaching with postgraduate application,
measuring socially accountable practice and building an
academic evidence base [19). This may integrate into
clinical practice through a programme of continuous
professional development (CPD) activities with social
accountability at their core; building a culture of CPD
thal is reflective on, and responsive to, local population
needs [20].

The development of networks to share best practice
internationally in social accountability is vital. In our
discussion we learned about the Japanese ‘chitki-wake’
system which addresses worldorce challenges by provid-
ing entry to medical schools combined with prefectural
scholarships encouraging graduates to work in rural
communities [12,21). The scheme nol only provides
relief to communities suffering from the shortage of
doctors but the doctors themselves are embedded into
the community making them key contributors to
saciatlly accountable practice. With international orga-
nisations such as THEnet [22] and local projects such as
The Upstream Lab in Toronto [23] and the University
of Glasgow's ‘The Scottish Deep End Project’ [24]
already linking innovation in primary care delivery
with training, evaluation and workforce development,
sharing good practice is key.

Alongside networking is the ability and infrastruc-
ture to rigorously evaluate the evidence shared,
adapting  interventions and driving innovation
according to local context and needs. This is the
role of academic primary care, which in turn needs
investment and development.

To folly realise the transformational change
needed to drive social accountability in postgradu-
ate primary care education, leadership is required.
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This may take the form of academic mentorship to
nurlure international primary care leaders,
equipped with the tools to develop culturally rele-
vant definitions and examples of social accountabil-
ity and embed them into local primary care
training.

Conclusion

This article is based on learning [rom cross-cultural
discussions on UK/Japan professional exchanges in
family medicine. Lack of a consistent, globally relevant
definition for social accountability is identified as
a problem in Integration across healthcare systems and
cultures. Terminology may limit understanding of social
accountability, creating uncertainty regarding practical
application, responsibility and measurement and lead-
ing to failure in the recognition of socially accountable
work, Whilst debate and discussion on the definition of
social accountability is encouraged, there may be limited
value in pursuing a global definition without consider-
ing integration of secial accountability with profession-
alism and identity in primary health care,

In exploring these issues our goal was fo achieve an
understanding of the challenges and to explore how
social accountability can be reconciled across vastly
differing healthcare systems, populations and education
systems. Our discussions demonslrated an appetite
amangst family doctors for the introduction of social
accountabilily as a core professional value. Where pri-
mary health care is newly developing there is an oppor-
tunity 1o consciously build social accountability into its
identity and integrate the concept into training compe-
tency outcomes and professional guidance. In those
systems where primary health care is more established,
there is scope for change, embracing social accountabil-
ity as parl of academic identity through CPD and the
sharing of initiatives by dedicated networks. We antici-
pate that mentoring relationships and the global devel-
opment of academic primary care will be key drivers in
overcoming healthcare system design challenges and in
developing culturally relevant definitions applicable to
clinical practice and population needs. This will help to
realise Frenk's vislon for a ‘new professionalisnt’ and
achieve the ultimate goal of impacting local populations
and addressing health inequity.
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