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Community Health Centre:

- General Practitioners; nurses; dieticians; 

health promotors; dentists; social

workers; tabacologist;…

- 6200 patients; 90 nationalities

- Integrated needs-based mixed 

capitation; no co-payment

- COPC-strategy
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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%?









Healthy life expectancy in Belgium, 25 years, men

28,1

38
42,6

45,9

20

25

30

35

40

45

50

55

basic secundary

school: 1st cycle

secundary

school: 2nd

cycle

university/higher

education

Socio-economic inequalities in health

Healthy life expectancy in Belgium
(Bossuyt, et al. Public Health 2004)



General structure

Nano Micro Meso Macro

Pro-active or pre-care

RE-active care

Chronic care

Community/population

oriented care

GP/FP in Health 

System



Nano

Micro

Macro

Meso



1. The changing society

2. Changes in ‘pro-active or pre-care’

3. Changes in ‘re-active care’

4. Changes in ‘chronic care’: addressing multi-

morbidity

5. Changes in ‘community/population oriented 

care’

6. The GP/FP as actor in the health system: 

“Together we change”

7. Conclusion

Primary Care at the crossroads: how could primary

care start in Austria?



Changes in ‘pro-active or pre-care’

• Nano: - health literacy

- empowerment

• Micro: - healthy families – relationships

- healthy empowerment

• Meso: - healthy community / city

- social cohesion

• Macro: - healthy environment: air, water

- healthy economy: income inequality

Did you contribute in your practice to one of those

topics? Think about an example.



Looking for upstream causes

Accident: scholar severely invalidated

Meeting: police, family physicians, schools, elderly-

organisations, …



Intersectoral action for health: meso-level 

• Platform of stakeholders (including community 

representatives)

• Implementing a strategy, taking different sectors on 

board (education, housing, work,…)



Platform of stakeholders:

• 40 to 50 people

• 3 monthly

• Exchange of information

• “Community diagnosis”



Analysis: unsafe traffic conditions for pedestrians

Formulation of proposals for improvement, involving 

local population



Establishment safer traffic situation

Assessment: no more severe accidents



City Health Council - Ghent
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• Nano-level: provider-person encounter

• Micro-level: interdisciplinary team-approach

• Meso-level: organizing GP-posts

• Macro-level: switch from fee-for-service to

more global payment

Changes in re-active care



Nano-level:

The person/patient is the starting point of the process

• Active

• Informed

• Service delivery

• Multicultural

Accessibility

Equity
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• Commitment - Connectedness

• Clinical Competence

• Cultural Competence

• Context

• Comprehensiveness

• Complexity

• Coordination

• Continuity

Compassion ↔ Computer

Characteristics of GP / patient encounters







• Optimal task-shifting and competency

sharing: role of nurse practitioners, mid-level 

care workers

• Integration of new technology

• Arrival of “personalised” medicine, or better

“precision medicine” focussing on genomics, 

proteomics,…

• “Big data” an alternative for clinical decision

making?

• Choices in health care…

Challenges for Re-Active care
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Challenges in patients with multimorbidity



EMPOWERMENT





But…



Birgitte 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  Birgitte 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 

Birgitte had formulated the goals for her life. And at the same time 

I felt challenged how the guidelines could contribute to the 

achievement of Birgittes’s goals. I visit Birgitte 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

http://en.wikipedia.org/wiki/File:Elderly_Woman_,_B&W_image_by_Chalmers_Butterfield.jpg
http://en.wikipedia.org/wiki/File:Elderly_Woman_,_B&W_image_by_Chalmers_Butterfield.jpg




“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

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 



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





Problems with guidelines in multimorbidity

• “Evidence” is produced in patients with 1 

disease

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

therapy)



Efficacy

Effectiveness

Efficiency &

equity

Medical

Contextual

Policy

Quality of care

EVIDENCE

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



“Treat the patient”

“Treat-to-target”



Primary Health Care and “contextual” 

evidence

“disease management”

“patient management”



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/






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.
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Community Health Centre:

- Family Physicians; nurses; 

dieticians; health promotors;  

social workers; …

- 6200 patients; 90 nationalities

- Integrated needs based mixed 

capitation; no co-payment

- COPC-strategy



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

Project coordinated by Prof. S. Willems                                     



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



From the local to the global community:

“Sustainable Development Goals”

New York, UN 25 September 2015







The long road to a better life…



The Long Road to a better life…

















Wonca Europe 2015 Istanbul Statement:

“Urge governments to take action so

that all people living permanently or 

temporarily in Europe will have access 

to equitable, affordable and high-

quality health care services”





The long 
road to
SDG 16



Refugees: Welcome in our community…..



The refugee crisis…

• International relationships: war, unfair 
trade, social inequities…

• Responsiveness of health and welfare 
systems worldwide
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Expert Panel on Effective Ways of Investing in Health





Opinion on Definition primary care –
Definition

• Core-definition

• 'The Expert Panel considers that primary care is the provision of
universally accessible, integrated person-centered, comprehensive
health and community services provided by a team of professionals
accountable for addressing a large majority of personal health needs.
These services are delivered in a sustained partnership with patients
and informal caregivers, in the context of family and community, and
play a central role in the overall coordination and continuity of
people’s care

• The professionals active in primary care teams include, among others,
dentists, dieticians, general practitioners/family physicians, midwives,
nurses, occupational therapists, optometrists, pharmacists,
physiotherapists, psychologists and social workers.’





Meso-level

Primary Care Zones =

• Geographically defined areas

• 75 000 to 125 000 inhabitants

• +/- 110 zones in Belgium

• Supported by 15 to 20 hospital care zones





Micro-level

Every citizen registers with a family practice functioning in 
the framework of a primary care service

Primary Care Service

• Interprofessional (under one roof, in a network, or both)

• Composed of different primary care practices

• Direct access to primary care services

Primary Care Practice
• Operational unit

• Low treshold generalist care (health and/or  welfare)

• Interprofessional approach

• Person- and population-centered





Financing at the micro-level

Diversification of the payment system, e.g. for the family 
physician:

Model A 

• Fee-for-service without co-payment utilzing a universal
(electronic) third party payment

• Evolution from 80% FFS/ 20% non FFS towards 60% non FFS + 
30% FFS + 10% P4Q (Pay-for-Quality)

Model B

• Integrated mixed need based capitation, with 10 % P4Q



Referral

Spiral: 
chronic problems

Linear: new 

health problems



Policies improving cost efficiency (Belgium)

“The government should strongly encourage 

patients to consult their general practitioner first as 

a general rule (except for emergencies) by not 

reimbursing medical expenses for patients not 

referred by their GP (gatekeeper).”

OECD economic surveys 2005 – Belgium, pag 68



GHENT UNIVERSITY TEACHING PLATFORM

WELCOME
to the

Community Health Centre Botermarkt

Hundelgemsesteenweg 145
9050 Ledeberg 

www.wgcbotermarkt.be            Tel  0032 9 232 32 33
Info@wgcbotermarkt.be          Fax  0032 9 230 51 89



Community Health Centre:

- General Practitioners; nurses; dieticians; 

health promotors; dentists; social

workers; tabacologist;…

- 6200 patients; 90 nationalities
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INTERDISCPLINARY TEAM

Family physicians

Nurses 

Dietician

Health promotion 

worker

Social 

workers

Administrative 

staff and 

receptionist

Ancillary staff

Dentists

External health care workers: 

physiotherpists, psychologists,…

http://www.wgcbotermarkt.be/htm/body/team/disciplines.php
http://www.wgcbotermarkt.be/htm/body/team/disciplines.php


Community Health Center Botermarkt Ledeberg!



Competency sharing
Care is provided by the person most 

equipped for the task and most 

knowledgeable about the subject. 

Disciplines share their competencies!



Social Work

• 2 FTE social workers

• Social work in the health centre includes :

– first intake, exploring the problem

– information and counseling

– advocating, mediating

– supporting, psychosocial guidance

– referral to specialised services

– administrative support, application for allowances, 

budgetplanning

– establishing patient centered networks of care 

http://images.google.be/imgres?imgurl=http://www.spiritual-life-coach.com/images/ladder3.jpg&imgrefurl=http://www.spiritual-life-coach.com/&h=246&w=197&sz=13&tbnid=d0qtYdj-HX4J:&tbnh=105&tbnw=84&hl=nl&start=20&prev=/images?q=counseling&svnum=10&hl=nl&lr=&sa=G
http://images.google.be/imgres?imgurl=http://www.spiritual-life-coach.com/images/ladder3.jpg&imgrefurl=http://www.spiritual-life-coach.com/&h=246&w=197&sz=13&tbnid=d0qtYdj-HX4J:&tbnh=105&tbnw=84&hl=nl&start=20&prev=/images?q=counseling&svnum=10&hl=nl&lr=&sa=G


Integrated care

• Physical, mental, ecological and social 

well-being

• Taking environment/living conditions into 

account

• Citizen/patient in the driver’s seat



Shared Electronic Patient Record



Illness prevention & Health 

promotion

• Individual illness prevention

• Group-based illness prevention

• Health promotion



Diabetes Fair

• Presentation of 7 Self-care Activities, including

cooking workshops & fitness classes 



Improving health and primary health care 
around the world

through Community Health Centres

Learn more at: www.ifchc2013.org



Austria‘s 1st Primary Care Center

111



112

Plans and Initiatives on Primary Care

Source: Herbert Bachler, 9.4.2016.

 There is some activity but up to Sept. 2016 

there is only 1 new primary care model. 



Created in 2005



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)



Conference fees

Students € 175
Early bird EFPC members     € 225
Early bird Non members        € 400
EFPC members                         € 325
Non members                          € 500
Pre-conference Sunday 24/9 + € 100

Early bird ends June 16

The Citizen Voice in Primary Care
a social commitment to 'health for all'

The Future of Primary Care in Europe

Image: João Pedro Rocha

12th EFPC conference
24/26 SEPTEMBER

PORTO 2017
www.euprimarycare.org/porto/efpc-

2017-porto-conference-24-26-september

http://efpc2017.pe.hu
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Nano Micro Meso Macro

Pro-active or pre-care

RE-active care

Chronic care

Community/population oriented care

GP/FP in Health System

Conclusion: changes in the role of family 

physicians: actual performance and the way 

forward



Health systems in the 21st century should be

built on:

• Relevance

• Equity

• Quality

• Cost-effectiveness

• Sustainability

• Person- and people-centredness

• Innovation

The GP/FP in the CHC-team has a role to

play… Now more than ever!



RUNNING FOR…

A SUSTAINABLE FUTURE!



Thank you…         

jan.demaeseneer@ugent.be

WHO 

Collaborating

Centre on PHC



Ghent University Jan.DeMaeseneer@ugent.be


