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The changing society 

a. Demographical and epidemiological developments 

b. Scientific and technological developments 

c. Cultural developments 

d. Socio-economical developments 

e. Globalisation and “glocalisation” 

‘By 2030, 70% of the world population will live in an 
urban context’ (Castells, 2002) 
By 2100, 85%? 



The ageing society 
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Multimorbidity becomes the rule, not the 
exception 

• More than half of the patients with COPD have either 
cardiovascular problems, or diabetes 

• Patients with COPD have a 3- to 6-fold risk to have all 
these problems 

 

• 50 % of 65+ have at least 3 chronic conditions 

• 20 % of 65+ have at least 5 chronic conditions 

(Eur Respir J 2008;32:962-69) 

(Anderson 2003) 
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Wagner EH. Effective Clinical Practice 1998;1:2-4   



EMPOWERMENT 





But… 



Jennifer is 75 years old. Fifteen years ago she lost her husband. 
She is a patient in the practice for 15 years now. During these last 

15 years she has been through a laborious medical history: 
operation for coxarthrosis with a hip prothesis, hypertension, 
diabetes type 2, COPD and osteoartritis. Moreover there is 

osteoporosis. She lives independently at her home, with some help 
from her youngest daughter  Elisabeth. I visit her regularly and 
each time she starts saying: “Doctor, you must help me”. Then 

follows a succession of complaints and unwell feeling: sometimes 
it has to do with the heart, another time with the lungs, then the 

hip, … 



Each time I suggest – according to the guidelines - all sorts of 
examinations that did not improve her condition. Her requests 
become more and more explicit, my feelings of powerlessness, 
insufficiency and spite, increase. Moreover, I have to cope with 

guidelines that are contradictory:  for COPD she sometimes needs 
corticosteroids, which  worsens her glycemic control. 

 

The adaptation of the medication for the blood pressure (at one 
time too high, at another time too low), cannot meet with her 

approval, as does my interest  in her HbA1C and lung function 
test-results. 



After so many contacts  Jennifer says: “Doctor, I want to tell you 
what really matters for me. On Tuesday and Thursday, I want to 
visit my friends in the neighbourhood and play cards with them. 
On Saturday, I want to go to the Supermarket with my daughter. 

And for the rest, I want to be left in peace, I don’t want to change 
continually the therapy anymore, … especially not having to do 

this and to do that”. 

In the conversation that followed it became clear to me how 
Jennifer had formulated the goals for her life. And at the same 

time I felt challenged how the guidelines could contribute to the 
achievement of Jennifer’s goals. I visit Jennifer again with 

pleasure ever since: I know what she wants, and how much I can 
(merely) contribute to her life. 



Sum of the guidelines 

Patient tasks 
• Joint protection 

• Energy conservation 
• Self monitoring of blood glucose  

• Exercise 
• Non weight-bearing if severe foot disease is 

present and weight bearing for osteoporosis 
• Aerobic exercise for 30 min on most days 

• Muscle strengthening  
• Range of motion  

• Avoid environmental exposures that might 
exacerbate COPD 

• Wear appropriate footwear 
• Limit intake of alcohol  

• Maintain normal body weight  

Clinical tasks 
• Administer vaccine 

• Pneumonia 
• Influenza annually  

• Check blood pressure at all clinical visits and 
•  sometimes at home 

• Evaluate self monitoring of blood glucose 
• Foot examination 
• Laboratory tests 

• Microalbuminuria annually if not present  
• Creatinine and electrolytes at least 1-2 times a 

year  
• Cholesterol levels annually  

• Liver function biannually  
• HbA1C biannually to quarterly  

Referrals 
• Physical therapy  

• Ophtalmologic examination  
• Pulmonary rehabilitati 

Patient education  
• Foot care 

• Oesteoartritis 
• COPD medication and delivery 

system training  
• Diabetes 

Time  Medications 

7:00 AM  Ipratropium dose inhaler 
Alendronate 70 mg/wk 

8:00 AM  Calcium 500 mg 
Vit D 200 IU  
Lisinopril 40mg 
Glyburide 10mg  
Aspirin 81mg 
Metformin 850 mg 
Naproxen 250 mg 
Omeprazol 20mg  

1:00 PM  Ipratropium dose inhaler 
Calcium 500 mg 
Vit D 200 IU 

7:00 PM  Ipratropium dose inhaler 
Metformin 850 mg 
Calcium 500 mg 
Vit D 200 IU 
Lovastatin 40 mg 
Naproxen 250 mg  

11:00 PM  Ipratropium dose inhaler 

As needed Albuterol dose inhaler 
Paracetamol 1g  

Boyd et al. JAMA, 2005 
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“Problem-oriented versus goal-oriented care” 

Problem-oriented Goal-oriented 

Definition of Health Absence of disease as 
defined by the health 
care system 

Maximum desirable 
and achievable quality 
and/or quantity of life 
as defined by each 
individual 



“Problem-oriented versus goal-oriented care” 

Problem-oriented Goal-oriented 

Purposes of Health 
Care 

Eradication of 
disease, 
prevention of death 

Assistance in 
achieving a maximum 
individual health 
potential 



“Problem-oriented versus goal-oriented care” 

Problem-oriented Goal-oriented 

Measures of success Accuracy of diagnosis, 
appropriateness of 
treatment, eradication 
of disease, prevention 
of death 

Achievement of 
individual goals 



“Problem-oriented versus goal-oriented care” 

Problem-oriented Goal-oriented 

Evaluator of success Physician Patient 



What really matters for patients is  

• Functional status 
 
• Social participation  
 



Evolution from 

‘Chronic Disease Management’  

towards 

‘Participatory Patient Management’ 

Puts the patient centrally in the process. 

Changes the perspective from ‘problem-oriented care’. 

towards ‘goal-oriented’ care. 





F R A G M E N T A T I O N 



Vertical Disease Oriented Approach 
• Mono-disease-programs? Or… 

• Integration in comprehensive PHC  
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The challenge: vertical disease- oriented 
programs and multimorbidity 

• Create duplication 

• Lead to inefficient facility utilization 

• May lead to gaps in patients with multiple co-
morbidities 

• Lead to inequity between patients 



“Inequity by disease” becomes an 
increasing problem both in developed 
and developing countries 

[ see www.15by2015.org ] 

http://www.15by2015.org/�


• In many countries, specific access to services is 
conditioned by the diagnosis of the patient. This may 

lead to a new kind of "inequity", the "inequity by 
disease".  

• It is worthwhile studying what is the actual presentation 
of this phenomenon, and what could be done to handle 

it appropriately. How will market forces and 
commercialisation play a role in this development? 

“Inequity by disease” 



Resolution WHA62.12 “Primary Health 
Care, including health systems 
strengthening” 

The World Health Assembly, urges member 
states: … (6) to encourage that vertical 
programmes, including disease-specific 

programmes, are developed, integrated and 
implemented in the context of integrated 

primary health care. 







“Not everything that is countable 

counts, and not everything that 

counts, is countable” 

(I. Newton) 









Efficacy 
 
 
 

Effectiveness 
 
 
 

 Efficiency & 
equity 

Medical 

Contextual 

Policy 

Quality of care 

EVIDENCE 
De Maeseneer J, et al. The Lancet 2003;362:1314-19 



Problems with guidelines in multimorbidity 

• “Evidence” is produced in patients with 1 
disease 

• Guidelines may lead to contradictions (e.g. in 
therapy) 



“Treat the patient” 

“Treat-to-target” 



Primary Health Care and “contextual” 
evidence 

“disease management” 

 

 

“patient management” 
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• Nano-level 
• Micro-level 
• Meso-level 
• Macro-level 
 

 

3. Being a GP in the 21st century 



Nano-level: 

The patient is the starting point of the process 

• Active 
• Informed 
• Service delivery 
• Multicultural 

Accessibility 
Equity 



3.1. Characteristics of GP/ patient encounters 
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4.1. Characteristics of GP / patient encounters 



• Commitment - Connectedness 
• Clinical Competence 
• Cultural Competence 
• Context 
• Comprehensiveness 
• Complexity 
• Coordination 
• Continuity 

 
Compassion ↔ Computer 

4.1. Characteristics of GP / patient encounters 







• Diabetes clinic: horizontal 
approach to chronic conditions 

• Objectives: 
– Improving the care for diabetes type 2 patients 

through a structured multidisciplinary  follow-up 
and health education 

– Improve self-efficacy of patients 
– To tackle social inequalities in relation to 

chronic diseases 



Diabetes clinic: horizontal 
approach to chronic conditions 

• Programme: 
– biomedical and behavioural follow-up by 

nurse, diabetes educator,dietician and family 
physician, implementing guidelines in the 
context of the patient 

– exchange of experiences by the patients 
(groups) 

– “diabetes-cooking” (3 x / year) 
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4. Being a GP in the 21st century 



Intersectoral action for health: the community  

Ledeberg (8.700 inh.) 
 

• Platform of stakeholders 

• Implementing COPC-strategy, taking different 
sectors on board 

• Accessible, comprehensive, quality local health care 
facility: a multidisciplinary Primary Health Care 
Centre 



Platform of stakeholders: 

• 40 to 50 people 

• 3 monthly 

• Exchange of information 

• “Community diagnosis” 

 

Access to dental care 



COPC-example: dental problems: periodontal 
disease in childhood 

Risk factor for: 
 

• Diabetes 

• Coronary Heart Disease 

• Preterm birth and low birth weight 

• Osteoporosis 

 



Identifying health problem:  
Family physicians/nurses: problematic oral condition 
of todlers, leading to feeding problems, crying, not 

sleeping,... 

COPC-project : from individual care 
to community health care 



A dentist?  
I cannot afford that. 

I don’t know where 
to find a dentist 

Focus Group sessions – 
involving the community 

I’m doing Fristi in his 
bottle to stop him cry 

My child is to afraid of 
the dentist and to be 

honest, me too 

COPC-project :  DENTAL FITNESS 



Working together with… 

COPC-project :  DENTAL FITNESS 



Results research children 30 months 
old: 

• 18,5 % early symptoms of childhood 
caries (7,4 % – 29,6 %) 

• 100% need for treatment! 
 

Correlation with 
• deprivation 

• nationality (Eastern-Europe) 
• no previous dentist consultations  

COPC-project :  DENTAL FITNESS 



Childhood caries: 

• Information and Sensibilisation 

• Involving providers, social 
workers, parents, schools… 

 
Strategies: 

Community oriented, 
intersectoral, participation. 
Educational platform for 

students in dentistry 

COPC-project :  DENTAL FITNESS 



Accessible primary dental care 

Centre for Primary Oral Health Care  
Botermarkt Ledeberg (CEMOB) 

 Started 01/09/2006   

Towards accessible oral 
health care ! 

Ghent University 

COPC-project :  DENTAL FITNESS 



Integration of personal and community health care 

The Lancet 2008;372:871-2 
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• City of Ghent (225.000 inh.) 
→ Implementation Local Social Policy: 

11 clusters: 
− Work 
− Interculturality 
− Youth 
− Elderly 
− … 
− Health 

• Top-priorities: 
→ Living conditions (housing) 

→ Access to health promotion and care 

Intersectoral action for health: city 



Health council of the City of Ghent 

 Goals 2020: 
• Partnership with all stakeholders 

• Evidence-based health policy 

• Intersectoral action to address health equity 

• Ghent: a healthy city with healthy communities 

• To strengthen impact of health promotion 

• To improve mental health of citizens 

• To give every child a fair start in life 

• To improve access to health care 
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4. Being a GP in the 21st century 









“The analysis showed that strong primary 

care was associated with better 

population health; lower rates of 

unnecessary hospitalizations; and 

relatively lower social inequality, as 

measured by an indicator linking 

education levels to self-rated health.” 

 
(Kringos et al, Health Affairs 2013;32(4):686-694) 







The future: WHO-five star doctor (Boelen C et al) 

- assess and improve the quality of care 

- make optimal use of new technologies 

- promote healthy lifestyles 

- reconcile individual and community health 
requirements 

- work efficiently in teams 

THE FIVE STAR DOCTOR 

-    leadership attributes and acts as change agent 



The Lancet 2010;376:1923-58 





“Transformational 
leadership” 





Management versus leadership 

Management  versus Leadership 

• Planning and budgetting • Establishing direction 

• Organizing and staffing 
 

• Aligning people 

• Controlling and problem 
solving 

• Motivating and inspiring 
 

Source: J.P. Kotter. A force for change: How leadership differs from management 
(1990) 
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Created in 2005 



Why this Forum? 
 Dissemination of expertise and knowledge on 

Primary Care systems 
 Support to members for implementation 
 To show the key principles of the World Health 

Report 2008: “Primary Health Care Now More 
Than Ever”!! 
• universal coverage  (focus of the WHR 2010) 
• service delivery  
• public policy 
• leadership 

 
   



The main objectives 
 

• To provide information to and share the 
information between the members 

• Advocacy for Primary Care towards 
policymakers and politicians 

• Membership network 
• Membership is Multi-Professional (links 

with a large number of European 
professional associations) 



Barcelona 2014 September 
1/2 



 
Website: www.euprimarycare.org 

 
Tel: +31 30 272 96 11 

E-mail: info@euprimarycare.org 
 

http://www.euprimarycare.org/�
mailto:info@euprimarycare.org�


Improving health and primary health 
care around the world 

through Community Health Centres 

Learn more at: www.ifchc2013.org 



Objectives 

 

The core goals of the IFCHC are  

• to foster global collaboration in community-
oriented primary health care and  

• to expand access to Community Health 
Centres as the optimal way to achieve the 
World Health Organization’s vision for 
equitable access to primary health care for all. 



Global Partners 

• Canadian Association of Community Health 
Centres  
• Twitter: @CACHC_ACCSC 

• Community Health Australia  
• Twitter: @CHCAustralia 

• European Forum for Primary Care  
• Twitter: @PrimaryCare4um 

• US National Association of Community Health 
Centers  
• Twitter: @NACHC 

 

http://www.cachc.ca/�
http://www.cachc.ca/�
http://www.twitter.com/CACHC_ACCSC�
http://www.twitter.com/CHCAustralia�
http://www.euprimarycare.org/�
http://www.twitter.com/PrimaryCare4um�
http://nachc.com/�
http://nachc.com/�
http://www.twitter.com/NACHC�


The way forward 

• Implementation research in the framework of 
translational research 

• The paradigm-shift : from “problem-oriented” to 
“goal-oriented” care 

• Patient participation and empowerment 

• Taking into account context and diversity 





The way forward: health systems based on: 

• Relevance 

• Equity 

• Quality 

• Cost-effectiveness 

• Sustainability 

• People-centredness 

• Innovation 



Thank you…          
 jan.demaeseneer@ugent.be 

WHO  
Collaborating 

Centre on PHC 



Ghent University  
 

Jan.DeMaeseneer@ugent.be 
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