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1. CHRONIC DISEASES: A CHALLENGE 
FOR THE HEALTH CARE SYSTEM 

1.1. Chronic diseases remain a priority for the Belgian health 
authorities 

In 2008, the Minister of Public Health & Social Affairs issued a national 
programme on “Priority to chronic patients!” 1 and a first inventory of its 
implementation took place in 20122.  
This programme mainly focuses on five objectives:  
• Improving the information for chronic patients and streamlining of 

administrative procedures to improve the access to the existing 
benefits and measures; 

• Alleviating the financial burden for the chronically ill through a series of 
regulatory measures; 

• Improving the day-to-day situation in terms of access to and quality of 
care for a long list of disease-specific target groups;. 

• Addressing the needs of patients with rare diseases; 
• Initiating the setup of the Observatory for Chronic Diseases.  
This position paper also mentions financial accessibility, administrative 
simplification and rare diseases but it will not go too closely into these 
matters as they have been addressed in the above mentioned plan.  

If we want to improve the care for the chronically ill in a fundamental 
and sustainable way, we will have to address the care provision 
processes and the roles of and relationships between the different 
actors. First, the development of a comprehensive, long-term vision 
on how the healthcare system should evolve towards more 
integration and continuity of service provision to genuinely better 
serve the needs of the chronically ill.  

A reflection process along these lines was pursued. In follow-up of the 
Ministerial Conference on Innovative Approaches for Chronic Illnesses in 
Public Health and Healthcare Systems and the EU Council Conclusion in 
December 20103, the Minister commissioned the Belgian Health Care 
Knowledge Centre (KCE) to develop a position paper on the care of 
patients with chronic disease, in collaboration with the National Institute for 
Health and Disability Insurance (NIHDI/RIZIV/INAMI) and the Federal 
Public Health Services. The Regions and Communities contributed to the 
development of this position paper by the involvement of representative 
stakeholders in the steering group. 

1.2. Chronic diseases: a challenge for all health care systems 
1.2.1. Strategies proposed by international organisations 
The international papers published by the United Nations, European Union 
and World Health Organization lay a basis for action in European 
countries4-14 (see scientific report, chapter 2.1). They emphasize: 
• The importance of chronic diseases in terms of deaths and morbidity; 
• The major role of social determinants and lifestyle factors, in particular 

tobacco, diet, alcohol and physical activity; 
• The importance of multisectoral, cost-effective actions in the fields of 

health promotion and prevention; 
• The need for strengthening health systems (national programmes, 

appropriate workforce, evidence-based actions); 
• The major role of the first line of care, embedded in the community, 

offering a necessary link to more specialized health care services 
according to the patient’s needs; 

• The importance of data exchange systems; 
• The need to develop integrated care models centred on the patient 15. 

Some studies have shown the positive impact of their implementation 
in the community16-18.  
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1.2.2. Prevalence of chronic diseases in Europe 
Chronic diseases have become the major cause of morbidity and mortality 
across the globe, accounting for 63% of deaths. Cardiovascular diseases 
(48% of deaths from non-communicable diseases), cancers (21% of 
deaths from non-communicable diseases), diabetes and chronic 
respiratory diseases are the most common causes of death in Europe 9. 
However, a chronic disease has usually one or several risk factors in 
common with other diseases, and may have consequences on other 
systems (e.g. cardiovascular problems linked to diabetes). Consequently, 
the problem of chronic diseases is also a problem of frequent multi-
morbidity, as explained below19. 
The growing prevalence of chronic diseases has an impact on the health 
care system and on society as a whole: chronic diseases impact on the 
home environment, family networks, social support services and 
workforce. In particular, vulnerable and socially disadvantaged groups 
carry a greater chronic disease burden. European governments are being 
challenged to integrate policies, budgets and service provision to suit the 
needs of the persons with a chronic condition20,21. 

1.3. Prevalence of chronic diseases in Belgium 
The leading causes of death in our country are those of the European 
region: diseases of the circulatory system (33%) and tumours (27%) 22.  
The figures from the health interview survey 23 give an estimate of the 
prevalence of risk factors and self-reported chronic diseases in Belgium.  
• A quarter (27,2 %) of the adult population reports at least one chronic 

condition; among the most frequent are low back pain (17,7%), allergy 
(13%), arthritis (12,7%), hypertension (12,7%), neck pain (9,4%), 
chronic headaches (8,1%), respiratory diseases (7.9%);  

• Common mental disorders include chronic anxiety (4,6%), depression 
(4,9%) and ‘serious psychological problems’(14%); 

• Diabetes is reported by 3.4% of the respondents; 
• Nearly half of the population reports pain (severe pain in 12%); 
• Nearly one fifth (17,1%) of the population suffer from related functional 

limitations. 

Risk factors for chronic diseases are more frequently reported by persons 
with a lower socio-economic status: overweight (47%), absence of physical 
activity (26%), smoking (a quarter of the population) and drinking 
(“overconsumption” in 10% of the men and 6% of the women). 

1.4. Importance of multimorbidity 
The challenge of chronic diseases is the co-occurrence of multiple 
diseases and medical conditions within one person, called “multimorbidity”. 
Globally this prevalence increases with age in the general population24 but 
other factors associated with a high risk of multimorbidity are a low level of 
education, obesity, tobacco and alcohol consumption25,26. The lack of 
comparability between studies precludes from giving a unique estimate of 
the prevalence but as an illustration, the prevalence of at least 2 conditions 
in the general population ranges between 10% and 20% around 40 years 
and increases to 50-70 % in the population aged 70 years or more27.  

1.5. A burden for the frailest patients 
Multimorbidity is synonym of an additional burden for the patient28. 
Complex drug management and interactions with multiple care providers 
are aggravated by a monodisciplinary approach of the disease and a poor 
coordination between caregivers. A transition to less disruptive medicine 
calls for the identification of the patient’s needs, the set up of priorities from 
his/her own perspective, coordination in clinical practice and the 
development of clinical evidence for multimorbidity.  
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1.6. Escalating costs of chronic diseases 
The economic impact of chronic diseases extends well beyond the health 
care system 29: productivity losses for employers and indirect costs for the 
patients and their family are major consequences. They create 
vulnerabilities e.g. due to reduced (or in-)ability to work and the resulting 
loss of income and risk of poverty.  
As illustrations, the European Union Policy Forum6 and Belgian studies cite 
the following figures on the costs for chronic diseases: 
• Cardiovascular diseases cost the EU economy € 192 billion a year6. A 

Belgian study gave an approximation of € 3.5 billion for the year 2004, 
with the largest part (59%) being incurred by the National Institute for 
Health and Disability Insurance30. 

• Cancer treatment has financial implications for patients and families 
due to increased household costs, loss of income, use of savings for 
treatment. A Belgian study estimated that total average costs 
attributable to breast cancer amounted to € 107 456 for the society, 
over a period of 6 years (from 1 year before diagnosis to 5 years at 
follow-up) 31. Productivity loss costs represented the major part of the 
total amount (89%). 

• The 5 major respiratory diseases (asthma, lung cancer, chronic 
obstructive pulmonary disease, pneumonia and tuberculosis) cause a 
financial burden of over €100 billion in Europe (health care costs and 
lost working days)6;  

• Diabetes affects nearly 10% (52.8 million) of the adult population in 
the WHO Europe region with a cost of €131 billion6.  

Little is known about the costs of multimorbidity. Globally, about 70% to 
80% of healthcare costs would be spent on chronic diseases6. This 
corresponds to €700 billion in the European Union, a budget that is 
expected to rise in the coming years.  

A recent review of the literature32 points out that there is uncertainty 
regarding to what extent the factors usually cited in the literature 
(demographic, health related, economic and social factors) contribute to 
increase health expenditures. Still a focus on promoting healthy ageing 
may reduce health care costs relating to a large elderly population. 
Moreover, making use of health technology assessment and increasing 
patient participation in decision process may improve efficient use of health 
resources32. 
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2. WHAT IS A CHRONIC DISEASE? FROM 
A DISEASE-ORIENTED TO A NEEDS-
BASED CONCEPT 

The diverse national and international initiatives and programmes set up to 
improve the care for the chronically ill, almost invariably address a 
disease-specific (or at least medically defined) target group. Examples are 
the care trajectories in Belgium, the ‘affections de longue durée’ in France 
33. Policy interventions are often oriented towards patients with diabetes, 
chronic lung conditions or cardiovascular diseases. Yet, a WHO 
publication on health system research states that disease specific 
interventions are unlikely to bring about changes at the health care system 
level: they multiply investments in parallel programmes, focus on actions at 
the local level and jeopardize the implementation of long-term strategies 34.  
The World Health Organization defines chronic diseases as “diseases of 
long duration and generally slow progression” 10. This definition covers a 
wide range of health problems, mostly non-communicable diseases e.g. 
diabetes, cancer, musculoskeletal, respiratory, neurodegenerative, mental 
and cardiovascular diseases.  
Beyond the concept of disease, there is an even more important concept 
for the organization of care, which is that a person with chronic disease(s) 
has needs that evolve according to the stage of the disease.  

2.1. Multiplicity of patients’ needs 
The needs of the patient with long-term disease may be grouped along five 
main dimensions35:  
• Biological needs: mainly the relief of the physical symptoms, as pain; 
• Psychological needs with two major components:  

o need for tailored information (e.g. on treatment options, evolution 
of the disease); 

o need for psychological support: to deal with emotions (fear, 
frustration, depression, distress) related to the chronic condition; 

• Health care services needs: coordination of care provision and 
integration between the different settings; 

• Social needs: can be a major concern for chronic patients, in 
particular issues in relation to their autonomy and social isolation,  

• Spiritual needs: the search for meaning, which can go beyond 
religious beliefs. 

A major characteristic of chronic care is that the evolution of the disease 
requires adapted interventions to respond to changing needs. Home care 
services play a major role most of the time but acute services are 
necessary in case of acute episodes whereas end-stage diseases call for 
accessible palliative care.  
The conclusions of a KCE report are as follows35:  
• The care of a patient with long-term illness should be based on the 

patient’s needs;  
• Meeting a need depends on the individual perspective: a patient may 

assert that his/her need was met whilst (informal) caregivers disagree; 
• Not all needs imply a professional intervention: the informal caregivers 

and the social network are often an invaluable help for the patient.  
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2.2. Needs-based approach for chronic care 
The needs-based approach of the successful palliative support system that 
exists in our country can serve as an instructive example for the future of 
chronic care. Services are no longer vertically tailored along disciplines: 
they are rather developed (be it still vertically) and then integrated 
horizontally in a flexible way so as to adapt to the specific patient needs 
and to articulate with the locally available care and support structures. The 
future chronic care provision should adopt this integrative approach by 
placing the needs and expectations of the patient at the centre. 

Consequently, in this position paper a patient with chronic disease is 
defined as a person with a set of needs: 
• along different dimensions (biological needs, psychological 

needs, etc.), 
• in a more or less complex and individually specific combination, 
• that are prolonged or permanent and evolving over time. 
The healthcare system has to develop new functions and skills, in order to 
address this multidimensional, prolonged and individually tailored nature of 
the needs. This entails a radical change from the classic acute-episode-
oriented, biomedical, specific-expertise-driven functioning of our healthcare 
system. 

3. IMPORTANCE OF PATIENT 
EMPOWERMENT 

The importance of patient empowerment is underlined by international 
papers 36, by the Belgian programme “Priority to chronic care patients!”1 as 
well as by other national plans on chronic care (see scientific report 
chapter 2.3). Clearly, the old paternalistic image where the patient 
passively undergoes the treatment is far behind us. However, the 
stakeholders interviewed in this study pointed out that today limited effort is 
put into the empowerment of the informal caregivers and the patients 
themselves.  
A systematic literature review on the techniques to foster patient’s 
empowerment is detailed in chapter 6.1 of the scientific report. The 
adopted definition is mainly based on the work in this field by Bodenheimer 
et al. 2002 37 who defines self-empowerment as follows: “patients accept 
responsibility to manage their own conditions and are encouraged to solve 
their own problems with information, not orders, from professionals”. In the 
literature this concept of patient empowerment is closely related to other 
terms: patient self-efficacy, patient self-management and patient self-care 
(see definitions in section 6.3.1.1 of the scientific report). 
The following interventions demonstrated (or not) their efficacy:  
• Self-management programmes 
These interventions are designed to improve patients’ knowledge and skills 
to manage their chronic disease (e.g. educational sessions, written 
materials, motivational counseling). These interventions are usually 
successful for different chronic diseases: musculoskeletal pain, epilepsy, 
diabetes, mental health, hypertension, asthma38-44. Face-to-face 
interventions tailored to the patient are more effective, for example in the 
irritable bowel syndrome45. 
However other studies had inconclusive results in patients with chronic 
pulmonary disease46-48, heart failure49-51, stroke52-54, kidney disease55 and 
multiple sclerosis56. 
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• Patient education with self-efficacy elements 
Education including self-efficacy elements has usually a positive impact on 
symptoms and other patient outcomes (e.g. self-management). The 
programmes were provided in groups or on an individual basis for the 
following diseases: asthma57, diabetes58-60, chronic obstructive pulmonary 
disease61, heart failure62, 63, irritable bowel syndrome 64, kidney disease65 
and pain66.  
Two studies on rheumatoid arthritis67 and diabetes58 could not demonstrate 
the impact of these interventions. 
• Psycho-educational interventions: their positive effects were 

demonstrated for fibromyalgia68 and schizophrenia69 but no conclusion 
can be drawn for angina70 and asthma71, 72. 

• Interventions designed to meet the needs of specific cultural groups: 
they improved asthma symptoms73 and diabetes’ outcomes74-76. 

• The effect of computer-based interventions was usually not 
demonstrated (hypertension77, fatigue associated with neurological 
disease78, chronic pain79) except for children with asthma80. 

The scientific literature concludes that patient-empowering 
interventions are more likely to be successful when they are 
intensive, tailored to the patient’s needs, using a wide range of 
approaches and multiple delivery strategies, and targeting also the 
informal caregivers.  

4. SCOPE AND METHODS 
4.1. Scope of the position paper: focus on chronic care and 

support delivered by the healthcare system 
4.1.1. Importance of “health in all policies” 
“Health in all policies“ relates to the social determinants of health. The 
Commission on Social Determinants of health set up by the WHO 81 
expressed recommendations on this topic to tackle the problem of chronic 
diseases:  
• Improving living conditions: education, nutrition, healthy places for 

living, working conditions, social protection, universal health care;  
• Tackling the inequitable distribution of power, money and resources 

e.g. health equity in all policies, fair financing, gender equity, political 
empowerment of all groups in society; 

• Measuring the problem and assessing the impact of action by 
monitoring and research on determinants of health. 

The objective is to decrease the prevalence of risk factors and thereby the 
incidence of chronic diseases. However the action domains are multiple 
and require the involvement of policy-makers and actors from many 
sectors (housing, employment, fight against poverty) that go well beyond 
the health care system.  
4.1.2. Scope of the position paper: focus on care and support 

delivered by the healthcare system 
The partners involved in this project recognize the importance of “health in 
all policies” as well as the need for primary prevention. However they 
agreed to limit the scope of this position paper to the care (including the 
prevention of complications) provided by the healthcare system for patients 
suffering from chronic conditions.  
On the one hand, addressing all different dimensions of the care for 
chronic patients, including primary prevention (screening, counselling, 
immunization and chemo-protection) and ‘health & health equity in all 
policies’ would demand to take into account a very wide and diverse set of 
interrelated factors that impact on health (housing, physical environment, 
lifestyle, and socioeconomic status). This was impossible to realize within 
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the timeframe imposed on this project but also went far beyond the 
competency domains of KCE. 
On the other hand, the limited scope offers a meaningful framework to 
develop a coherent set of recommendations addressing a finite and well-
identified target group of actors, who have the potential to substantially 
push forward a highly relevant part of the solutions. 

4.2. Combination of methods 
The proposals of this position paper rely on a combination of several 
approaches: 
• A more theoretical, deductive approach82: starting from (1) an analysis 

of the main international papers that advocate for national policies for 
chronic care, and from (2) a review of the (effectiveness of) policies for 
chronic care in four selected countries. The researchers started from 
these general proposals and applied them to a specific situation i.e. an 
ideal health care system oriented towards chronic care (with the 
activities required to bring that vision into practice);  

• A more inductive approach (i.e. from facts to general situations) 82 with 
the addition of data from: 
o previous KCE reports, 
o a systematic literature review on the techniques for patient self-

empowerment, 
o an overview of new profiles and functions in the health care 

system, based on the situation in other countries; 
o a review of relevant initiatives in Belgium; 
o consultations of stakeholders on the strengths and weaknesses of 

the Belgian health care system for meeting the needs of the 
chronically ill, including also a critical look on the past initiatives 
regarding coordination structures in our country. 

The draft report of the position paper has been submitted to several groups 
of stakeholders with different backgrounds: the project steering committee 
(mainly representatives from authorities and patient associations), two 
groups of experts with relevant experience fielding this domain and the 
scientific and the consultative committees of the newly installed 
“Observatory for Chronic Diseases”.  

5. A VISION ON THE FUTURE 
ORGANISATION OF CHRONIC CARE IN 
BELGIUM 

The paragraphs below describe:  
• The vision of the organisation of chronic care in Belgium; 
• The conceptual model developed to show how the system will realize 

its purpose. 

5.1. Vision of the provision of chronic care in the Belgian 
health care system 

5.1.1. Sources 
The vision and conceptual model are based on insights that emerged from 
the analysis of: 
• The Chronic Care Model published in the international literature83 that 

lists the key features that determine chronic care of high quality:  
o Self-management support e.g. patient information, collaborative 

decision, guidelines for patients;  
o Decision support e.g. guidelines for health providers;  
o Delivery system design e.g. team practice, coordination of care;  
o Clinical information systems e.g. computerized information, 

registries;  
o Community resources and policies as for example physical 

activity programmes; 
o Health care organization e.g. leadership and definition of 

organization’s goals.  
• The reports from international organizations (United Nations, 

European Union and World Health Organisation) (see section 1.2.1); 
• The policies for patients with chronic conditions in 4 countries (see 

scientific report chapter 2.3); 
• The attributes of chronic care of high quality analysed in KCE 

reports84,85; 
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• Discussions with stakeholders and within the research team; 
• A previous similar exercise for child and adolescent mental health 

care86. 
This vision refers to an idealized system: it will help to define further the 
requisite activities needed to support this idealized system.  
5.1.2. Core vision 
The health care system offers in terms of chronic care an array of 
services:  
• for and with people with chronic conditions, requiring ongoing 

management over a period of years or decades,  
• to help these people to improve their quality of life and to 

function better at home, at work/school, in the community and 
throughout life. 

• Beneficiaries: people with chronic conditions and their 
families/informal caregivers.  

• Delivering of services: the services are provided during the continuum 
of the chronic disease i.e. routine management, management of acute 
episodes and supportive care. These services extend beyond the 
boundaries of the healthcare system. As noted in section 4.1.2, health 
promotion, prevention, screening and early detection are of utmost 
importance but beyond the scope of this study.  

• Outcomes: the ultimate aim of the services is to help people to 
improve their quality of life and to function better in society - at home, 
at school, at work and in their communities. This requires a shift of 
paradigm, from problem-oriented to goal-oriented care 87. This vision 
of the ideal outcomes is in line with the vision of the International 
Classification of Functioning, Disability and Health (ICF) 88. As a 
matter of fact this classification based on a biopsychosocial model that 
integrates the medical but also the social consequences of disability.  

5.1.3. Additional qualifications 
This core of the vision is supplemented with additional qualifications: how 
is the purpose realized (modus operandi)? Who are the actors involved? 
Who ‘owns’ the system? What are crucial constraints in which the system 
has to operate?  
5.1.3.1. Modus operandi  
The following qualifiers specify how, ideally, a health care system oriented 
towards the delivery of chronic care should deliver services. 
1. Co-ordinated: co-ordination is one key requirement of the chronic care 

model37,83. Experiences in other countries showed a move towards a 
higher level of co-ordination between health services and also 
between health and social services.  

2. Integrated care (closely related to the former concept): WHO defines it 
as “the management and delivery of health services so that clients 
receive a continuum of preventive and curative services, according to 
their needs over time and across different levels of the health system” 
15. In this document integrated care more specifically refers to a 
vertical integration between lines of care whilst the word “coordination” 
mentioned in the former point refers to multi-professional teams that 
work within the same level of care. 

3. Person and goal-oriented: chronic care aims to assist individuals in 
achieving their maximum individual health potential in line with their 
individually defined goals in a planned way89,90. One important 
determinant is the complexity of the care and social problems that will 
determine the complexity and coordination of the proposed solutions.  

4. Sustainable: the system’s capacity to provide and to maintain 
infrastructure such as workforce, facilities and equipment, whilst being 
innovative and responsive to emerging needs84. The evaluation of the 
sustainability encompasses indicators on financial sustainability (e.g. 
healthcare expenditures), on workforce (for example the number and 
qualification of health professionals) and facilities (e.g. number of 
acute care beds). 
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5. Professionally supported: a human resource continuum, able to meet 
the range of needs of people with chronic conditions (from minimal 
personal assistance to daily total care), is essential to ensure that the 
right patients get the right type of care at the right time90, 91. This 
professional network involves many different professionals and 
specialists working as teams. 

6. Care of high quality, based on the best available evidence: safety, 
effectiveness, appropriateness (i.e. relevant to the clinical needs, 
given the current best available evidence), patient centeredness, 
timeliness, efficiency, equity, comprehensiveness 92 and continuity of 
care are dimensions of high-quality care that have been described in 
previous KCE-reports84, 85, 93.  

7. Patient empowerment: “self-empowerment” places the patient in the 
centre of his/her care: empowered patients are more able to care for 
their health and for the interactions with health care professionals (cf. 
chapter 3).  

8. Provide the care in the least complex environment that is clinically 
appropriate: whenever possible, (less complex) home-based or 
outpatient services will be provided instead of costly residential 
services. 

5.1.3.2. Actors 
Many actors contribute to the system e.g. GPs and primary care teams, 
community nurses, nurse practitioners, specialists, family caregivers, 
physiotherapists, speech and language therapists in different settings.  
5.1.3.3. Owner 
The Belgian (chronic) care system is for the largest part funded by public 
money, but private for profit and not-for-profit actors play a role in the 
provision of care as described in the profile of Belgium94. Reforms need a 
shared ownership of the care providers and the authorities to implement 
successful changes.  

5.1.3.4. Constraints  
The available limited budget exerts an important influence on the health 
care system in general and on chronic care in particular. Moreover, the 
current professional and social/medical fragmentation in “pillars” (e.g. 
different sickness funds, private versus public institutions) might influence 
the implementation of the ideal organization of care for patients with 
chronic needs. 
5.1.4. Expanded vision of the provision of chronic care within the 

health care system 
In light of the qualifications added above, the vision can be formulated as 
follows: 

The chronic care system offers a co-ordinated array of needs-based, 
personalized, goal-oriented, planned, professionally supported 
services for and with persons with chronic conditions requiring 
assistance over years or decades with the routine management of 
their condition as well as the management of acute care episodes. 
These services are provided in a high quality, efficient, sustainable, 
accessible, culturally competent and patient empowering manner in 
the least complex environment that is clinically appropriate. The 
objective is to improve the beneficiaries’ quality of life and to help 
them to function better at home, at school/work, in the community. 
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5.2. Conceptual model: activities to implement the vision of 
chronic care 

Based on this vision, the conceptual model below shows the activities to 
be carried out to realize the purpose of a health care system oriented 
towards chronic care. This model is composed of 17 different activities, 
grouped in 6 functional modules (see scientific report, chapter 3). 
5.2.1. Module 1: plan, provide and coordinate routine care 
The 4 constituent activities are: 
• To develop/revise individualized, needs-based plan of care with 

patient/family: this activity requires few resources when patients are in 
a steady stage of a single chronic condition. More effort is needed in 
case of multimorbidity and/or regular acute episodes;  

• To provide services and support: in Belgium the routine care services 
(individual health promotion, preventive and curative care) are typically 
delivered by the GP and home nurse. They are also delivered at 
school/work or in residential facilities (e.g. psychiatric institutions, 
nursing homes);  

• To monitor and evaluate progress: this monitoring gives professionals 
and patients/family a basis to decide on the nature and extent of the 
care pathway;  

• To provide care coordination: this activity focuses on the coordination 
of daily routine care.  

5.2.2. Module 2: provide acute episode response and specialized 
services 

Acute episode response and specialized services are in a second module 
but a link is required with routine care. They play a role in case of  
• need for more intensive care in acute situations (for example 

pneumonia with a significant decrease of the pulmonary function); 
• need for more complex care when the chronic situation deteriorates 

and requires specialized care to reorient the treatment (for example a 
progressive evolution of the cardiac insufficiency that does not answer 
to ambulatory treatment).  

There is a need for dedicated activities, tools, infrastructure and resources 
to provide a seamless transition between routine care and acute episodes 
response and specialized services (link between the first and the second 
modules). 
5.2.3. Module 3: conduct early identification 
This module encompasses 2 activities: the development of broad detection 
skills (i.e. in primary care workers, occupational healthcare workers) and 
the screening of target populations when appropriate. 
5.2.4. Module 4: support patient/informal caregiver empowerment 

(including self-management) 
The chronic care vision developed in this position paper resolutely puts the 
patient in the centre. In that way, helping the patient to take their own 
health and wellbeing in hands is just a concrete implementation of the 
ethical principle of autonomy95, 96.  
As mentioned above (see 5.1.1 and 5.1.3.1), patient empowerment is an 
essential element of chronic care, including self-management and the 
support of informal caregivers. This module consists of 2 activities: 
• To develop new provider skills and tools (e.g. patient diaries; 

guidelines/educational materials) for patient/caregiver empowerment;  
• To provide empowerment services and support (information, coaching, 

peer support, training by formal and informal services).  
5.2.5. Module 5: conduct health promotion and prevention 

activities 
This module aims to prevent the onset of chronic illnesses and to postpone 
the age of onset. Despite its importance, it was agreed to keep this module 
outside this position paper (see 4.1). The prevention and health promotion 
module consists of 2 activities: 
• To promote “Health in All Policies”, that addresses all policies such as 

transport, housing, the environment, education, fiscal policies, tax 
policies and economic policies. This activity requires multisectoral 
action for health, by all health authorities97;  

• To organize primary prevention activities targeting the main risk 
factors for chronic diseases. 
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5.2.6. Module 6: implement and follow-up a dynamic care model 
The system must have the capacity to adapt itself and to refine the care 
model in the light of developments in society, in science, in the 
expectations of people with chronic conditions and in the economic reality.  
The development and updating of a care module is an activity that 
incorporates four other activities: 
• To base the model on societal values to reflect and respond to 

dominant trends in society; 
• To assess the needs of people/ family with chronic conditions;  
• To identify state-of-the-art practices, novel developments and 

techniques (e.g. the development of evidence based guidelines for the 
chronic care target population). Besides medical evidence, the 
knowledge base should include ‘contextual’ (i.e. what works in routine 
practice) and ‘policy’ (efficiency, equity on a national level) 
considerations.98   

• To incorporate budgetary/ resources constraints. 
5.2.7.  Requirements for the above mentioned activities  
A set of 6 requirements need to be fulfilled for the successful 
implementation of each of the activities:  
Tailored service design and organisation: with a shift from hospital-centred 

to primary care, as illustrated by examples in other countries 90,91 (cf. 
scientific report chapter 2.3);  

1. An appropriate workforce;  
2. Appropriate budget and the right financial incentives;  
3. Processes supporting quality assurance and improvement;  
4. Knowledge management and decision support: clinical practice 

guidelines based on a review of the available evidence should be 
integrated into daily practice (including information for patients) 37;  

5. Clinical information tools e.g. for the coordination, decision support, 
self-management, quality assurance mechanisms. These tools need 
to comply with the ethical principle of confidentiality95,96; 

5.2.8. Overview of the conceptual model proposed for a health 
care system oriented towards chronic care 

The figure below summarizes the proposed conceptual model The 
interested readers will find the details of this figure in the scientific report 
(section 3.3.).  

Conceptual model for a health care system oriented towards chronic 
care (simplified version) 
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5.3. From activity model to policy recommendations 
The next study phase was the confrontation by the research team of the 
idealized conceptual model with the current Belgian situation (i.e. results of 
the SWOT-analysis and the critical analysis of the coordination structures 
– see scientific report chapters 7 and 8). The objective was double: 
1. To identify the most important gaps between the conceptual model 

and the current system; 
2. To formulate strategic recommendations to bridge these gaps.  
The analysis of the current initiatives in Belgium as well as the interviews 
with stakeholders showed that the current health care system is 
predominantly disease-oriented and institution-driven, in contrast with the 
idealized health care system oriented towards chronic care. The current 
system is characterized by fragmented care delivery, both between and 
within lines of care. The problems call for fundamental changes in nearly 
all requirement dimensions (delivery system design, workforce, financial 
incentives, quality processes, knowledge management & decision support, 
and clinical information tools) for each of the functional modules of the 
conceptual model.  
In the next section, we formulate twenty recommendations (and related 
action points) to reform the system into the desired direction.  

6. POLICY RECOMMENDATIONS  
These recommendations and related actions follow the same concentric 
structure as the conceptual activity model (described in 5.2.8). They start 
at the heart of the healthcare provision, i.e. in the primary care setting, the 
usual care environment of the patient with a chronic disease. The GP and 
the patient are the central actors, along with a multidisciplinary team, that 
offers planned, coordinated and integrated care. Next we will turn our 
attention to the seamless integration with other care levels and to the 
support for patient empowerment. Finally, we will place this set of activities 
in the broader context of the healthcare system, addressing the specific 
governance and organisational aspects needed to make the system run 
efficiently.  

6.1. Plan, provide and coordinate routine care in the primary 
care setting 

6.1.1. Individualized care plan 
The care for an acute disease episode, punctual and reactive, differs from 
the care for people with one or several chronic conditions: chronic care 
needs to be planned and should be pro-actively oriented towards goals 
that have been defined in collaboration with the patient and caregivers 
involved. The care plan needs to rely on the evidence when available, 
taking into account the multimorbidity of the patient. Rather than being 
disease-oriented, these goals are spelled out in terms of quality of life and 
functioning in a long-term perspective. Moreover, this plan should guide 
the interventions of the whole primary care team and encompass the input 
of all professionals. 
Yet, till recently, primary care workers were not formally trained for the 
implementation of a patient-centred, collaborative care plan, and they 
lacked effective tools to support them in this task. Moreover, the current 
system pays insufficient attention to psychological and social needs. 
Another condition for the efficient development of a care plan is a sound 
knowledge of the available services that might be offered. 
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6.1.1.1. Recommendation 1  

Develop and implement a multidisciplinary teamwork that shares a 
computer-based care plan and case management tool for chronic 
care, based on the current global medical record (Globaal medisch 
Dossier/Dossier Medical Global). 

Action point 1.1: Develop teamwork around the patient 
In Belgium, the (medical) care for the chronic patients was and still is 
predominantly the realm of the GP, and to a lesser extent, dependent on 
the pathology, of the medical specialists. Insofar as chronic care is 
frequently synonym of multiple conditions, the role of a primary care team 
is all the more important. This teamwork implies a.o. a common and 
agreed care plan, integration, coordination, delegation of tasks, patient 
empowerment to reach the targeted results in terms of health and quality 
of life. These requirements will be discussed in the following 
recommendations. 
For highly complex medical situations (cystic fibrosis, serious renal failure), 
the specialist might also become a full member of this team, even for the 
routine care of the patient. This differs from the care provided during acute 
episodes, detailed in point 6.2. 
Developing teamwork around the patient raised a number of questions 
during the development of this position paper. An important issue 
according to stakeholders is the fear that the patient would lose the legal 
right to choose his/her caregiver. However, the teamwork envisaged in this 
position paper is no rigid straightjacket but should be adapted to the 
patient’s preferences. An illustration is the existing teamwork in hospital: 
the patient’s satisfaction is the result of a positive perception of the quality 
of care provided by a team. Concretely the patient does not choose each 
physiotherapist or nurse but in case of problem shifts within the team are 
possible. 

Requirements for developing multidisciplinary teamwork around the patient 
include:  
• Training of health professsionals (see recommendation 2) 
• Sharing information through effective communication strategies, 

including meetings at the patient’s bed (or teleconference),  
• Using a common patient’s record (see action point 1.2) including a 

chronic care module,  
• Using common tools for needs assessment, planning, follow-up and 

evaluation of health and life goals (see action point 1.3) 99. The 
concept of “needs“ refers to a global needs’ assessment as described 
in 2.1 (including the needs for social support); 

Action point 1.2: Develop and promote the use of a “chronic care 
module” within the global medical record to support the teamwork in 
primary care 
Sharing information on the medical history and care plan is vital to ensure 
that all partners in the care would take coordinated their actions. For that 
purpose, a specific ‘chronic care module” integrated into the global medical 
record (GMD/DMG) should have the following characteristics: 
• Over and above being a classical medical record for storage of history, 

findings, results, etc; 
• Including tools for needs assessment, planning and evaluation;  
• Being shared between professionals, with levels of disclosure and 

access appropriate for each of them. The patient should have the right 
to determine who is entitled to consult/to write in his record;  

• Conceived as to give to the patient an access to parts of the record100. 
Typically, patients would insert notes, such as results of self-
monitoring, or their will in relation to advanced care planning and 
euthanasia. This has been shown to contribute to better adherence to 
treatment and enhanced self-empowerment96. Points requiring 
attention include privacy risks and the risk of “doing more harm than 
good”by needlessly exposing patients to worries or confusion96.  
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• In this perspective, the use of a common module by health 
professionals can reduce their administrative workload a.o. by 
avoiding duplicate information input. The module could  generate 
standardised information that allows the patient to benefit from specific 
services (for example reimbursement of diabetes medications). 

• Consequently, it should mandatorily come under electronic format, 
easily acessible to all relevant parties, but with all required safeguards 
for the confidentiality of the data and the privacy of the patient. The 
current SUMEHR (Summarized Electronic Health Record) project is a 
first step in this direction. The summarized medical record under the 
responsibility of the GP is shared with other care providers through 
electronic platforms that fullfill security and confidentiality 
requirements.  

• The module should be developed and extensively field-tested in close 
collaboration with the users. 

• The existing care trajectories (currently for diabetes and renal 
insufficiency) and any future one should be fully integrated into the 
ccGMD/DMG. 

In Belgium, developments should be fully integrated into the framework of 
eHealth and eCare101.  
Two prerequisites for the efficient use of a shared record with 
ccGMD/DMG module are:  
• That the patient is effectively informed about the advantages of having 

a GMD/DMG; 
• That softwares used by the different health professionals are 

compatible to allow information exchange with the ccGMD/DMG. The 
eHealth platform has an important role to play in that respect by 
offering standard basic services to healthcare data exchange 
applications. 

Action point 1.3: Promote the use of common evaluation tools to 
support the follow-up of the patient by the team.  
The ultimate aim of health services for chronic patients is to help them to 
improve their quality of life and the way they can function in society, as 
stated in 5.1.2. The regular evaluation of the patient’s functioning 
(including daily activities and social life) by means of standardised tools is 
important in that context.  
WHO advocates the use of the International Classification of Functioning, 
Disability and Health (ICF)88. In Belgium, there is some experience with the 
Resident Assessment Instrument (RAI), a tool for the evaluation and care 
planning of residents in institutions (see scientific report chapter 4.5, NIHDI 
initiatives). This registration of patient parameters with the so-called 
“BelRAI” online tool illustrates the feasibility of giving controlled access to a 
patient record to the professionals involved in the care of this patient.  
6.1.1.2. Recommendation 2  

Develop and implement mandatory training modules for needs 
assessment, for eliciting patient-defined life goals, for 
multidisciplinary work and implementation of a care plan. 
The above-mentioned care plan should start from life goals defined by the 
patient (in collaboration with the GP and primary care team), to be followed 
by a needs assessment. However, the current training of health 
professionals is not tailored to this evolving role in chronic care:  
• Academic curricula and clerkships for future physicians are oriented 

towards acute problems;  
• The training of nurses is predominantly hospital-oriented, with little 

opportunities to specialize in chronic care (see also the concept of 
advanced practice nurse in action point 4.3) ; 

• There is little training for specific competences, such as collaborating 
in multidisciplinary team. 

For physicians, the training modules should be integrated into the 
academic curriculum. They could also be integrated into their continuing 
education (“accreditation/accreditering” system). Corresponding training 
should also be provided for the other health care professionals (for 
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example physiotherapists), during their initial education as well as by 
means of continuing education modules. 
One way to implement this could be to dedicate specific sessions of 
continuing medical education (for example LOK/GLEMs) to 
multidisciplinary work (including the definition of roles and activities of the 
first and second lines of care), elaboration of care plans. These sessions 
should gather all health professionals from the local community (e.g. 
pharmacists, physiotherapists). 
6.1.2. Provide routine care and support for the chronic patient 
Reinforcing primary care is a prerequisite to foster comprehensive, 
appropriate and well-integrated care package, in the least complex 
environment that is clinically appropriate, at an affordable price. This is a 
challenge, in view of the increasing burden of chronic disease and the 
possible future GP shortage. Consequently, GPs will need support in 
several ways: help with the management of complex medical and social 
needs, delegation of routine clinical tasks to other caregivers, coaching 
from medical specialists, clinical decision support and training, and 
remuneration rewarding quality and cooperation. 
The reinforcement of the primary care workforce implies in particular to 
think about the new roles and responsibilities of all primary care 
professionals. 
6.1.2.1. Recommendation 3  

Keep up the efforts to keep the GP and nurse professions attractive. 

Action point 3.1: Further establish general practice as a fully-fledged 
specialty in medical faculties 
The attractiveness of general practice implies that it is positioned as a fully-
fledged specialty within the medical faculties102, which in some cases 
means no less than a major culture shift. What is needed is: 
• an accurate image of the profession from early on in the curriculum;  
• clerkships of high quality in various primary care settings for all 

medical students; 
• courses on the specific problems of general practice organisation, so 

as to better prepare the future general practitioners for their task. 

Action point 3.2: Improve the working conditions of general 
practitioners 
Fostering good working conditions (including financial ones) is one of the 
key elements to improve the attractiveness of the GP profession. The KCE 
report on the attraction of the profession recommended to102: 
• favour the work in teams or within networks, in order to improve the 

working conditions of the GPs; 
• develop well-organized out-of-hours services to diminish the 

professional stress while guaranteeing the continuity of care (see also 
the recent KCE report on the subject103, with proposals for various 
scenarios); 

• create possibilities for a better balance between private and 
professional life, e.g. opportunities for career breaks (including 
maternity leaves), or part-time work;  

• improve the image of the profession by offering new career 
perspectives to GPs (e.g. research, quality initiatives);  

• extend the current initiatives i.e. administrative and ICT support for 
primary care practices. 

Some recent initiatives are fully in line with these recommendations, such 
as the Impulseo III Funds that supports (a.o.) the single-handed practices.  

Action point 3.3: Maintain and reinforce the measures to increase the 
attraction of the nurse profession 
Since 2008, a number of new measures were taken to increase the 
attractiveness of the nursing profession in hospitals104: reduction of 
workload and stress, new qualifications, better remuneration and more 
involvement in decision making. A similar move is needed for nurses in 
ambulatory care. 
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6.1.2.2. Recommendation 4 

Develop and recognize new functions and roles in primary care 
As a complement to the measures suggested in the previous action points, 
the content of the primary care work itself must also evolve (see two KCE 
reports on the subject105,106): 
• delegation of clerical and coordination tasks to other professionals, 

e.g. social workers; 
• delegation of clinical tasks to other health professionals (from GP to 

nurse, from nurse to nursing aid); 
• differentiation of the nursing profession to increase the attractiveness 

of the profession for the nurses with a Master diploma; 

Action point 4.1: Develop and support the possibility for the GP to 
delegate routine clinical tasks to other health professionals 
Sharing tasks with other health professionals may decrease the workload 
of the GP, whilst improving the attractiveness of the professions involved 
(those that delegate and the ones that receive more responsibilities).  
In a number of countries, advanced practice nurses, with a specific training 
at an academic level, are taking up tasks that previously were performed 
by the GP. This function does currently not exist in Belgium, but the 
curriculum of nurses could be diversified, including an option oriented 
towards this new function (see action point 4.3).  
More examples of other health professionals taking up tasks previously 
restricted to physicians can be found in chapter 6.2 of the scientific report 
e.g. the new roles of community pharmacists in the UK and Canada107,108. 
In Belgium, the concept of integrated primary care practice, where 
providers from different backgrounds (GPs, nurse practitioners, clerical 
staff, dieticians, psychologists) work together is quite uncommon (apart 
from the ‘wijkgezondheidscentra / maisons médicales’). Many GPs work in 
small-scale practices, within an informal network of local care providers. 
These practices often lack the critical mass to employ other collaborators 
besides clerical staff. The professional who usually takes up delegated 
clinical tasks is a home nurse. 

The models of integrated care and care networks that were developed for 
patients with psychiatric conditions offer a good illustration of how effective 
task sharing between members of a multidisciplinary team can operate109. 
Requirements for task delegation 
• The development of protocols of agreement between different health 

professionals, specifying mutual roles, responsibilities and other 
collaboration modalities; 

• A stable and trustful working relationship between the care provider 
who delegates and the professional who takes up new tasks; 

• Common agreed care protocols adapted to this delegation of clinical 
tasks; 

• The set up of training (or adaptation of the current one) in the nursing 
schools and academic centers (see action point 4.3); the first step is to 
reach agreement on the competences and specific requirements for 
nurses to take on this new role; 

• A specific training of health professionals oriented towards task 
sharing and chronic disease management in multidisciplinary teams;  

• Official recognition of the existing and the new specific nursing 
trainings (see scientific report 6.2), in particular the specific 
professional titles; 

• The shared use of a ‘chronic care module’ in the electronic medical 
record (cf. first recommendation) by physicians, nurses and other 
(health) professionals. Till now, the electronic medical records and 
corresponding softwares have been developed independently for the 
different health professions, with little attention for the data sharing; 

• The set up of quality assurance mechanisms, including structure 
criteria (required competences and training, equipment, infrastructure), 
process and outcome measures, with indicators preferably derived 
from the routine electronic medical record; 

• A reform of the remuneration system, away from the current fee-for-
service model, so as to create incentives for task delegation, 
communication and shared responsibility (see recommendation 18); 

• Legal reforms, to broaden the competences of the non-physician 
health professionals, and specifying liability issues;  
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In the same vein, clinical pharmacists can assist and participate more in all 
stages of the medication management, e.g. in nursing homes 110; 

Action point 4.2: Develop and support the possibility for nursing 
tasks to be delegated to less qualified professionals 
In the same way, tasks currently still very often performed by nurses, can 
be delegated to nursing aids or other health professionals, to informal 
caregivers or even to the patient him/herself. Nurses indeed carry out 
many tasks (administrative, clerical tasks, support of the activities of daily 
life) that do not require their level of education. This applies both to the 
institutional setting105 and to home care106. 
The evaluation of the recent pilot projects on the new roles for nursing aids 
in home care nursing led to the recommendation to further develop and 
embed the role of nursing aids, taking into account the same set of 
requirements as for action point 4.1111: 
• Organisational models; 
• Availability of common agreed care protocols; 
• Training, including for multidisciplinary work; 
• Information exchange; 
• Quality assurance mechanisms; 
• Official recognition and adapted financing; 
• Legal framework defining new competences for nurse aids, to perform 

additional tasks under the supervision of a nurse. 

The implementation of task delegation also implies to consider the 
following points: 

• Right balance between training requirements and quality standards on 
the one hand, and feasibility, cost and workforce availability on the 
other hand: if the threshold is too high, this might well be 
counterproductive; if it is too low, the patient may be exposed to 
unjustifiable risk. 

• Revolution in the culture of the professionals: the experts identified the 
culture of the professions as a major obstacle for task delegation, as 
some health professionals are reluctant to delegate their tasks to 

others. This emphasizes the need to define these new roles and 
competences in close agreement with the stakeholders. 

• Choice of a team versus choice of an individual health professional: 
patients should accept to opt for a team of professionals (see 
recommendation 1) instead of choosing individual care providers who 
are not necessarily used to work together. The objective is to 
guarantee a higher quality of care through collaboration between 
professionals. In all cases, they should have the right to express and 
discuss their preferences and keep privileged relationships with one/a 
few professional(s). 

• Shift from informal professional networks to more structured teamwork 
to improve efficiency (e.g. the set up of care plans; interdisciplinary 
meetings to discuss common cases). 

• In case of complex situations, the risk of multiplying the number of 
health professionals and having fragmented care increases. The 
intervention of a case manager should therefore be considered (see 
action point 7.1). 

• Consideration for the potential shortage of nurses in institutional care 
induced by the creation of new attractive roles in the home setting; 
reforms should be gradual and take all dimensions into account in a 
concerted way. 

Action Point 4.3: Develop training for the role of advanced practice 
nurse and recognize this qualification 
Advanced practice nurses are specifically trained nurses, capable of taking 
up a number of tasks of the GP. Currently, in Belgium, nurses can also 
obtain extra qualifications/specific titles, allowing them to work with a 
specific group of patients (e.g. geriatry, oncology). However many of these 
qualifications are not legally recognized whilst other ones do not offer 
financial advantages. Furthermore, specialties are mostly disease–specific, 
whereas the patients’ health conditions call for an advanced practice nurse 
who can care for multimorbidities.  
Chapter 6.2 of the scientific report analyzes the potential role of an 
advanced practice nurse in the care of the chronic patients. Two broad 
categories of nurses are112, 113: 
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• Nurse practitioners: substituting the physician for some clinical 
activities, including prescription of drugs and medical tests, diagnosis, 
screening, health promotion and prevention, monitoring of patients 
with chronic diseases, care coordination113;  

• Clinical nurse specialists: whose main function is to support and to 
improve the quality of nursing care in a specialised area of practice 
defined according to the patients’ age (e.g. paediatrics), the setting 
(e.g. emergency room), the disease (e.g. asthma or cardiovascular 
disease), the type of care (e.g. psychiatric or palliative care) or the 
health need (e.g. pain management)113, 114. 

Main requirements are:  
• A basic curriculum of nurses that emphasizes also the work in other 

settings than the hospital.  
• The development of specific training for advanced practice nurse, 

integrated in the curricula of the nursing schools and academic 
centers. A possibility could be to complete the current curricula for 
nurses who already obtained a complementary qualification. 

• A training that encompasses multimorbidity so that advanced practice 
nurses are competent to care for the chronic patient in a holistic way. 

• The official recognition of this title and related competences by the 
legislation and by the Belgian health care system.  

• The set up of a program of continuing education. 
6.1.2.3. Recommendation 5 

Provide the care in the least complex environment that is clinically 
appropriate 
The previous sections underlined the need to link the care plan with life 
goals and they described by whom this care will be provided. This section 
deals with the optimal setting where the care should be provided, in 
particular when the patient’s health status severely gets worse. Most 
persons with chronic condition(s) are indeed very well looked after at 
home. However very old persons and patients at an advanced stage of 
illness may experience at a moment major difficulties in relation to their 
care needs or social needs.  

Even if these cases admission into an institution should only be a fatality: it 
will be considered when all alternative solutions to keep the persons in 
their own home environment have been exhausted. These outpatient 
services are to be preferred when multidisciplinary, well-coordinated and 
accessible (primary care) services are available 24 hours a day.  

Action point 5.1: Develop policies to encourage the persons with 
chronic needs to stay at home  
The KCE report on residential care for the older persons formulated 
concrete recommendations, including: more stringent access criteria to 
residential facilities; support for informal caregivers, a.o. by granting them 
an appropriate administrative and financial status; promotion and support 
of innovative initiatives for home care for the older persons 115.  
Effective coordination of care, tailored to the individual patient, and an 
adapted living environment are important contributing factors. For the 
latter, a proactive municipal policy should foster physical accessibility, 
safety and the availability of supportive services (for example “meals on 
wheels”). The local coordinating structures for health care and social care 
(see Action Point 7.2) should strive to articulate caregivers and services 
with the other actors of the community: municipal authorities and services, 
police, local shopkeepers and service providers (cleaning services, 
hairdressers,…), local volunteer organizations, etc. so as to improve the 
daily environment. 
There are a number of recent initiatives in Belgium to encourage people to 
stay in their living environment, even with chronic needs. The 
transformation of psychiatric hospital beds to alternative structures of 
mental care can serve as an example of efforts invested towards the care 
of the patient in his/her environment 109. Another illustration is the project 
on alternative forms of care for older persons (known as ‘Protocol 3’)116: it 
will be an opportunity to identify the most promising models. 
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Action Point 5.2: Support the informal caregivers to improve their 
quality of life, so as to allow the patients to stay in their life 
environment as long as possible. 
Many patients wish they would live at home as long as possible rather than 
to be admitted in a residential structure. Consequently, the support of the 
informal giver is of utmost importance, as is illustrated by the KCE report 
on care for dementia117. Providing them information and training, financial 
incentives, and technical, psychological and logistic support (such as 
respite care) can contribute to their quality of life and their capacity to care 
for the patient in his living environment. One of the objectives is to delay 
(or obviate) the need for institutionalisation. Concretely, this means 
additional capacity of financially accessible respite care and day centres, 
to alleviate the burden of the informal caregivers. 
Easily available and comprehensive information on these initiatives (from 
health professionals, patient organizations, sickness funds) is a condition 
sine qua non for their use by the target population.  

Action point 5.3: Increase the availability of financially accessible 
alternatives to hospitals and to nursing homes 

• Alternatives to the hospital for patients with complex needs 
Some patients with an advanced chronic disease can no longer stay at 
home, given their physical and / or psychological status. Ready-for–use 
solutions may be admission to a hospital or institution. Still, in Belgium, a 
number of recent initiatives for patients with complex problems: centres for 
patients with multiple sclerosis, amyotrophic lateral sclerosis and 
Huntington disease have been created to avoid admission in acute 
hospitals. These specialized centres originate from collaboration between 
hospitals and residential care. Patients receive specific care, families 
receive support, the personnel have the required competences and there 
is a link between the centre and the hospital for complex situations. At 
present these structures are developed for specific patient populations but 
these initiatives could be a source of inspiration for other patients with 
complex needs who cannot stay at home but do not require acute care.  
The need for alternative care settings is frequent for patients with severe 
mental disease. The recommendation for switching from hospital to 
adapted care settings implies the development of models of alternative 

care, adapted to different levels of autonomy. Integration in the society is 
important as well as a multisdisciplinary follow-up of these patients 118.  
• Alternatives to nursing homes for the older persons 
The KCE report on future needs of residential care for the older persons115 
concluded that a substantial increase in the number of available beds will 
be needed in the coming decades. In parallel, the stakeholders interviewed 
in this study pointed out the need to develop alternatives close to the 
patient’s environment. Some of them could help solving transitional 
situations and could be less expensive than institutionalisation. Illustrations 
are day care centres, respite care, social support at home, service flats, 
kangaroo-homes and other intergenerational solutions (mixed 
neighbourhoods) and telematic support. 
6.1.3. Monitor and evaluate progress and quality of care 
Quality improvement initiatives and quality assurance procedures are 
necessary to ensure that care for the chronic patient is provided in the 
most efficient way.  
Quality initiatives in other countries (see scientific report chapter 2.3.) 
generally appear to focus on a few medical conditions.  
Effective quality improvement procedures invariably calls for standardised 
data collection, analysis and feedback, leading to corrective measures. 
The development of sets of clinical quality indicators and the 
implementation of a quality system in Belgium were studied in a KCE 
report of 200685. In 2008, there was a study on quality in general 
practice119, which identified a number of key elements for the elaboration of 
a successful quality system. Meanwhile, the KCE study on medication use 
in rest/nursing homes 110 had shown large variability in the quality of the 
medication management systems, and also made a number of 
recommendations to improve the prescription quality. 
All these recommendations are applicable to the provision of chronic care 
and will not be repeated in detail here (see scientific report chapter 5).  
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6.1.3.1. Recommendation 6 

Develop and implement a continuous quality improvement 
programme for chronic care 
A quality system needs to arise from two complementary dynamics: a 
genuine quest for quality on the part of the providers and a strong impetus 
and leadership on the part of the health authorities (see section 6.6). 
Authorities play a major role in particular in the domain of quality 
improvement 85: development of a quality policy, legislation, creation of a 
quality platform, standardisation of IT systems. They have also the 
responsibility to define the right balance between summative and formative 
assessment. While summative assessment has external consequences 
(for example financial), formative assessment leads to personal 
improvement through feedback.  
The development of a system for the measurement of quality requires85:  
• The definition of clear objectives and consequences of the 

measurement; 
• The definition of the scope of the measurement, with indicators that 

cover specific aspects of the disease but also generic components of 
the care (e.g. coordination, efficiency)120; 

• The set up of a valid data collection system that makes maximal use 
of existing databases;  

• The feedback to all participating care providers.  
The ongoing evaluation of the care trajectories should yield a number of 
insights on how to improve the system so as to better respond to the 
various needs and goals (e.g. for patients with multimorbidity) . 

Action point 6.1: Clarify the objectives and consequences of the 
quality system 
As long as the objectives and consequences of the data collection and 
analysis have not been explicitly spelled out and agreed upon, confusion 
and mistrust may persist on the field, hampering the introduction and 
functioning of the quality improvement system. Different, sometimes 
conflicting objectives are indeed possible; they may be as varied as:  

• External quality control or benchmarking, with or without public or peer 
disclosure of the results, with or without sanctions or rewards (such as 
accreditation, certification or licensing; financial consequences); 

• Auto-evaluation and quality improvement, with or without disclosure of 
the results to the authorities, the peers or the public, but without 
sanctions; benchmarking and feedback are often part of these 
systems; 

• Clinical epidemiology research; if this objective is included, it may lead 
to an increase in the number of data items to be collected, with the risk 
of ‘registration fatigue’ and the failure of the QI objective; 

• Monitoring of health care resources utilization for control or for 
planning of health care services and resources; 

To start up the quality system, the second option should be preferred. All 
stakeholders should be involved in the design of the quality system, 
including the patients, to make sure that their perception of what is good 
quality chronic care is taken into account. Rather than exclusively focusing 
on disease-linked indicators, the quality system should also focus on the 
degree to which the care satisfies patient-defined needs and goals and 
meets integration and continuity standards.  

Action point 6.2: Search and select meaningful quality indicators in 
collaboration with the specialists of the domain 
Examples of quality indicator development, based on the available 
evidence in the published literature and the input of clinical experts can be 
found in the KCE reports on the monitoring and evaluation of quality of 
care for type 2 diabetes patients121, the treatment of testis cancer122, the 
treatment of breast cancer123, the organisation of stroke units124 and a 
framework for quality assurance in general practice119.  
A similar process could lead to the selection of quality indicators that relate 
to other above-mentioned relevant dimensions of chronic care, including 
those related to patient satisfaction and empowerment.  
Specific quality indicators are furthermore required to monitor the quality in 
institutions (e.g. nursing homes, institutions for persons with a chronic 
mental disease). 



 

KCE Report 190Cs Position paper Chronic Care 25 

 

 

Whereas quality indicators with a robust evidence-base remain scarce, 
one can tap into a growing body of international work. Major sources 
include: 
• The Global Monitoring Framework of the World Health Organisation, 

working on the development of a set of voluntary global targets for the 
prevention and monitoring of NCDs 14. 

• The Organisation for Economic Co-operation and Development 
(OECD) Health Care Quality Indicators project, aimed at the 
measurement and comparison of the quality of health service 
provision in the different countries 125. Areas of interest include patient 
safety, patient experiences and primary care.  

• National initiatives in other countries, such as the list of indicators for 
chronic diseases, recently developed in Québec 120. 

Action point 6.3: Set up a system of data registration, maximally 
reusing existing data 
The burden of data registration is an often-mentioned barrier experienced 
by the care providers. The ‘chronic care module’ included in the medical 
record mentioned in recommendation 1 should allow easy data extraction, 
analysis and export for evaluation purposes. It should become the 
backbone of the quality indicators data collection, and maximally reuse the 
data routinely stored in the medical record. Data collection in nursing 
homes and alternative care settings (for example mental care) are 
important as well.  
Data export for centralised analysis, benchmarking and feedback should 
use the eHealth services, and fully make use of the framework offered by 
the eCare platform. 
Agreements should be made between GPs and other caregivers, the 
health authorities and the software providers on semantic and data 
exchange standards, for maximum data exchange possibilities between 
the different software packages on the market. Only packages meeting the 
agreed requirements should receive the official label giving access to the 
use (and remuneration) of the chronic care GMD/DMG module. 
In a second phase, ad hoc linkage with routine hospital discharge data, 
sickness fund reimbursement data and the Personal Health Record of the 

patient could be envisaged, so as to include information on the whole 
spectrum of care. 

Action point 6.4: Provide feedback to all professionals involved in the 
integrated care of chronic patients 
Data analysis, benchmarking and feedback should be entrusted to an 
independent, publicly funded research team under the scientific 
supervision of the stakeholders. Ideally, practices with a substandard level 
of performance should benefit from counselling by coaches, if needed with 
the collaboration of scientific societies (GPs, specialists, nurses, 
physiotherapists).This feedback should be provided regularly and should 
include clear targets and an action plan126. 
The following requirements are necessary for the successful 
implementation of a quality system 
• Watertight confidentiality and privacy protection considerations 

guarantees are of utmost importance before initiating data collection.  
• Previous experiences showed that data validity problems and 

especially the problem of missing data seriously diminish the value of 
a feedback system. Hence the need for periodic auditing of data 
quality and exhaustiveness. 

• The quality system needs its own stable budget to make sure that the 
system is built and run in a professional and user-friendly way.  

• The implementation of systematic data collection and feedback 
demands a professional culture shift: substantial resources should be 
invested in the user-friendliness and the positive image building of the 
quality improvement system.  
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6.1.4. Provide care coordination 
6.1.4.1. Recommendation 7 

Support the GP in the management of complex cases 
Once long-term goals and a care plan have been established, they need to 
be implemented and followed up. This entails also orchestrating the input 
of all health professionals and others who intervene in the support and 
care of this patient. This is no medical but a managerial task, which not 
necessarily needs to be performed by a health professional. It includes 
planning, monitoring and anticipating changes in health, nursing and social 
needs, and coordinating the care across all parts of the health and social 
care system.  
The evolution of technologies (cf. “Mobile eHealth” in action point 14.1), 
http://www.who.int/goe/mobile_health/en/ can facilitate the organization of 
meetings between care providers. However the management role goes far 
beyond that and the appointment of a specific professional may be of great 
value.  

Action point 7.1: Develop the role of case manager for the 
coordination of care of patients with complex needs (micro level) 
The primary care team should in principle be able to deal with the routine 
care of most chronic patients. However, patients with complex needs might 
benefit from the intervention of a case managera. In delicate transition 
periods, e.g. early after diagnosis, after hospital discharge, after an acute 
episode, multidisciplinary consultationb and establishment or revision of a 
care plan might be needed (see Action point 7.2 and recommendation 10). 
A positive effect from case management on the outcome has been 
demonstrated, e.g. for older persons and persons who suffer from 
dementia18, 127. 

                                                      
a  The term “case manager” is internationally used, named “zorgbegeleiding” 

in the Flemish context; 
b   A multidisciplinary consultation during delicate transition periods is named 

“zorgbemiddeling” in the Flemish context (SEL) and (“concertation 
miltidisciplinaire” in the French-speaking context (SISD - see 
http://public.guidesocial.be/associations/sisd-bruxelles-asbl.157242.html) 

Ideally, the GP calls on resources available at the level of his/her practice, 
but this is seldom the case. Alternatively, home nurses (or other (health) 
professionals such as social care workers, community workers from CPAS/ 
OCMW (Centre Public d’Aide Sociale/Openbaar Centrum voor 
Maatschappelijk Welzijn) can take up this role of case manager, in 
agreement with the patient and the GP. The requirements are, by and 
large, similar as for delegation of clinical tasks (see action point 4.1). Both 
clinical and social tasks could, for that matter, be integrated into a single 
contract or agreement between GP and the case manager if the latter is a 
healthcare worker trained for that task. More specifically, the requirements 
for a successful case management integrated in a primary care team 
include: 
• A trustful relation with the patient, and effective support from the GP 

who will recognize the role and the importance of this new partner in 
the fulfilment of the care plan;  

• Structural shifts: new organisational models need to be developed, 
defining the respective roles, responsibilities and other collaboration 
modalities; 

• Training of the healthcare professionals involved to help them to 
acquire a set of required skills, also for multidisciplinary work;  

• All required case management competences and skills should also be 
integrated into the existing or new curricula leading towards this role; 

• A good knowledge of all locally available resources and services is 
also an important prerequisite; 

• The shared use of an adapted electronic medical record (see also 
recommendation 1 on the ‘chronic care module); 

• Quality assurance procedures, with special reference to the level of 
realisation of the patient goals; 

• Official recognition of this role and financing mechanisms offering 
incentives to collaborate and share responsibilities; 

• A legal framework defining competences and responsabilities.  
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For the most complex cases, the primary care team can call on the existing 
local support or network structures (see action point 7.2). The latter can, in 
any case, offer various types of assistance and support to the patient, the 
family and the primary care team. This point, including an additional 
number of requirements, will be developed under action point 7.2. 
When implementing case management in daily practice, the following 
points deserve particular attention: 
• Risk of overburden: case managers are at risk of getting 

overburdened, in particular in case of a high demand for problematic 
social coordination issues. 

• Professional culture barriers: some GPs, especially in single-handed 
practices, might experience delegating tasks to a case manager as a 
profound culture shift, even if the patient is still keeping a trustful 
relationship with the GP. 

• The practicalities of coordination meetings: GPs often have difficulties 
to attend coordination meetings where they have a central role to play: 
attending meetings is time consuming, in particular when there is long 
additional travel time. Modern telematics could be of help, provided 
their access is facilitated and streamlined. 

• Profile of the case manager: for some stakeholders, the case manager 
should be a health professional to coordinate biomedical as well as 
non-medical care (ideally a nurse with training in community health). 
For others, the case manager could be a social worker for the 
coordination of non-biomedical services. When a nurse performs 
medical tasks, it might be more efficient to combine this work with 
case management, rather than to involve yet another new actor. 

• New interactions for the patient: he/she should be prepared to start a 
relationship with a new professional, perhaps not involved previously 
in the primary care team. 

• Case management versus disease management: there is a risk that 
care coordination would be mainly or exclusively disease-oriented (cf. 
care trajectories): this might be a threat for the quality of care in case 
of multimorbidity (e.g. redundancy of tests, conflicting prescriptions). 

 

Action point 7.2: Further develop and streamline local coordination 
structures and networks to support care providers in the 
coordination of care of patient with (very) complex needs (meso level) 
Experiences in other countries have shown that the integration of services 
within the community setting yields positive outcomes. As an illustration, 
the SIPA project in Québec, offering a full range of coordinated health and 
social services, appeared to reduce hospital and nursing home utilization 
without increasing costs16.  
• Coordination structures in Belgium: an intricate tangle 
Case management activities linked to an individual patient, i.e. operating at 
the micro-level, also require more general support structures at a 
community level. In Belgium they were predominantly set up by the federal 
and regional health authorities, by sickness funds or by OCMW/CPAS 
(Centre Public d’Aide Sociale/Openbaar Centrum voor Maatschappelijk 
Welzijn). The accumulation of several waves of reform, at different 
jurisdiction levels, in different sectors and of additional private initiatives 
resulted in an intricate tangle of structures with limited articulation between 
them (see chapter 8 in the scientific report): GDT/SISD (Geintegreerde 
Diensten Thuiszorg/Services Intégrés de Soins à Domicile), SEL 
(Samenwerkingsinitiatief EersteLijns gezondheidszorg), CCSSD (Centres 
de Coordination de Soins et Services à Domicile), CPAS/OCMW, 
RML/LMN (Réseaux Multidisciplinaires Locaux/ Lokale Multidisciplinaire 
Netwerken), ONE/ K&G (Office de la Naissance et de l’Enfance/ Kind en 
Gezin). 
• An opportunity for effective support 
Even so, coordination structures can offer effective support to members of 
primary care teams and thereby increase the efficiency of care. 
Coordination structures can be an encounter platform where different 
disciplines meet, may benefit from supervision and share resources for 
effective care coordination. They are the place where information about all 
available services and their access conditions can be found. For (very) 
complex cases, they can offer case coordination assistance, by orienting 
patients and caregivers towards the most appropriate services. They can 
help in the development of local multidisciplinary networks and offer 
professional help in the elaboration of collaboration agreements. They can 
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also become a pole of training and continuous education. One illustration 
is the recent establishment of ‘Health Houses’ (“Huis voor Gezondheid128)c, 
where provider organisations can find local administrative support and 
share premises and meeting facilities. Through this proximity, learn to 
know each other and collaborate more effectively. 
In parallel, these structures can also offer direct information and advice to 
the patient and her family, helping them to find the best suited health 
professionals and services for their needs.  
The effective implementation of coordination structures depends on the 
following points: 
• Of paramount importance is that they bridge the gap between the 

medical and the social sector, and between primary care and the 
institutional and second-line care levels. 

• A clear definition of roles and responsibilities. 
• Dedicated professionals (typically nurses with a specific training in 

community health or social care workers) and structural funding 
should ensure that they offer stable professionalised support, well 
anchored in the local context. 

• The definition of the population covered: depending on the level of 
staffing, these structures typically serve a population of a few 
thousand to some 15 000 inhabitants. On one hand this is at an 
operational meso-level above the micro-level of the individual practice, 
On the other hand these structures are embedded into a higher, more 
strategic meso-level of the GDT/SISD (with often also an intermediate 
sub-GDT/SISD level at the small-town-scale – see Recommendation 
16), and should articulate, and eventually be integrated with the 
LMN/RML. Reaching a ‘critical mass’ is of importance to enable a 
service that offers reliable quality. 

                                                      
c   Not to be confused with ‘Maison médicale / Wijkgezondheidscentrum’ 

6.2. Provide acute episode response and specialised 
services 

The quality and in particular the continuity and efficiency of health care 
services provided to a population depend upon the quality of the primary 
care teams but also upon the network of other, specialized services, 
including hospitals 36. The primary care team is a bridge between the 
community services and the other actors of the health system, helping 
people navigate in this system in the most appropriate way. 
6.2.1.1. Recommendation 8 

Ambulatory and inpatient specialized services should play a major 
role in the care of chronic patients, in particular at critical moments 
such as at initial diagnosis or at the occurrence of exacerbations, 
complications or new comorbidities; they should operate in a 
continuum with the first line of care. 
Complementary investigations in relation to the diagnosis or complications 
often require interventions of specialists, possibly entailing a (day) hospital 
stay. Hospital admission is not only an unsettling experience for the 
patient, but it often also is disruptive for the continuity of care – an issue 
extensively discussed in the KCE report on seamless care129. 
The coordination mentioned in 6.1.4. is also a must within the walls of the 
hospital in order to share a common vision on the patient’s care plan, and 
to prevent care fragmentation There is a need for multidisciplinary 
consultations around the chronic patient, in whatever unit he is admitted.  
When the situation of the patient does not require acute care anymore, the 
transition to ambulatory care calls for strong collaboration between the 
hospital and the subsequent setting (see action points 5.3118,130 and 11.3). 
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6.2.1.2. Recommendation 9 

Specialists involved in the care of chronic patients should also 
support the primary care team, in particular through knowledge 
sharing (based on the best available scientific data) 
This role was highlighted in the KCE report on diabetes care121 and the 
ones on rehabilitation131,132. This task is currently already provided for in 
the care trajectories, but for specific diseases only. The ongoing evaluation 
of these care trajectories should give directions on how to apply this 
assignment to multimorbidity and should suggest corresponding reforms in 
its procedures and financing. 
The basis for a concerted action at patient level should be a co-designed 
and commonly agreed and shared care protocol, adapted to the patient’s 
individual care plan, and serving as the guiding principle for the GP, the 
specialists and other members of the primary care team.  
The support by specialists is not a one-way, hierarchical process; all care 
providers are supposed to benefit from the expertise from other team 
members. A possible format could be that specialists take part to ad hoc 
continuing education meetings gathering members of the primary care 
team with whom they habitually collaborate.  
Task sharing among GPs and specialists implies the same implementation 
points as the ones developed in recommendation 4 (incl. the definition of 
roles and responsibilities). 

6.2.1.3. Recommendation 10 

Specialists called in for diagnosis, work-up or acute episode 
management of chronic patients should take the full spectrum of 
medical and other patient needs into account and integrate their 
intervention into the care plan. 
Specialist services are by definition oriented towards a specific body 
system or type of pathology, and, hence, less likely to consider the chronic 
patient, who has often multiple conditions and needs, as a whole.  
Whenever a chronic patient who has a chronic care module within his/her 
record is referred to a specialist, this physician should have access to this 
module, so as to be informed on all health problems, on the medication 
scheme and the care needs/plan. Furthermore, the specialist should have 
the possibility to add new information and treatment options, to be 
integrated into the record, after discussion with the GP. 
6.2.1.4. Recommendation 11 

Transition between primary care and other care levels should not 
disrupt the continuity of care along the lines of the individual care 
plan of the patient 
In the conceptual model used in this position paper, the provision of 
seamless/integrated care is on the interface between module 1 (plan, 
provide, coordinate routine care) and 2 (provide acute episode response 
and specialised services). The WHO definition of integrated care has been 
mentioned in chapter 2.1.4 of the scientific report: “the management and 
delivery of health services so that clients receive a continuum of preventive 
and curative services, according to their needs over time and across 
different levels of the health system 15”. 
The delivery of integrated care was a common leitmotiv of the national 
plans “chronic disease” found in the four other countries (regions) studied. 
In Belgium, many initiatives from the RIZIV/INAMI aim at the development 
of new models of integrated care (see scientific report chapter 4.5, section 
on care coordination). The geriatric care programme133 mentioned in the 
action point below (11.3) can serve as an example of a type of programme 
that potentially could be extended to other patients with chronic disease(s). 
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In 2010, KCE dedicated a study to the issue of seamless care with regard 
to drug treatment continuity at hospital admission and discharge 129. 
Among other things, this report made recommendations for the use of 
practice guidelines and shared procedures for seamless care and for the 
exchange and sharing of electronic patient data95,96.  

Action point 11.1: Develop and promote the use of shared protocols 
across lines of care, in particular for defining the procedures in case 
of admission and discharge 
Shorter hospital stays go along with an increasing burden on primary care 
when the patient returns home. Additional risks are linked to the transition 
between settings: 20% to 60% of hospitalized patients would experience 
problems linked to medication changes during these transitions 129. This 
asks for procedures shared between the different levels of care to ensure 
seamless, continuous care, with special reference to non-disrupted drug 
treatment129. Pharmacists have a major role to play in this context:  

Action point 11.2: Share an electronic medical record between lines 
of care.  
The chronic care module within the medical record (see Recommendation 
1), should become the key vehicle of information exchange while 
respecting the rules of safety and confidentiality 129.  

Action point 11.3: Appoint a discharge manager for smooth transition 
between hospital and primary care for patients with complex medical 
and/or social needs 
The action point 7.1. highlighted the value of a case manager for the 
coordination of care in case of complex chronic situations. This function is 
of particular importance during acute episodes, at admission and 
discharge from hospital.  
In the same way, the discharge manager will ensure a smooth transition 
when the patient returns home, through a close collaboration between the 
patient and the primary care team (including the usual case manager if 
any). Discharge management is especially relevant in a context where a 
growing number of very old people need seamless care when returning 
home, in order to prevent readmission or institutionalization.  

“Liaison nursing” has been developed in a number of countries to improve 
the continuity of care between different settings (hospitals, rehabilitation 
centres etc.). Liaison nurses assess the patient’s needs and plan the care, 
mainly at admission or discharge. They also provide support and patient 
education.  
In Belgium, the geriatric care programme133 includes an internal liaison 
function for geriatric patients hospitalized in non-geriatric nursing units as 
well as an external liaison service. The latter means that a social worker or 
nurse acts as a discharge manager to guarantee the continuity of care and 
makes formal arrangements with the primary care team, home services or 
residential facility. This organisational model could be generalised to all 
patients with complex needs who require coordinated services when 
returning home. 
The function of discharge manager requires an official endorsement and 
recognition including a profile description, and adequate funding to 
enhance cooperation between lines of care. The requirements to 
professionalize this function are similar to the ones described for the case 
manager (see 6.1.4). 

6.3. Conduct early identification 
One module of the conceptual model of chronic care encompasses two 
activities: the development of broad detection skills and the screening of 
target populations. The second one is out of the scope of this position 
paper (see . 
Insofar as the care for a chronic patient is different from the care for an 
acute disease episode, there must be a moment the GP decides that this 
person will from now on be considered as a chronic patient, who will 
henceforth benefit from a specific ‘chronic care management’ approach. 
The GP is in the best position to diagnose them as well as to assess their 
related needs. Other healthcare workers (for example the pharmacist, the 
occupational physician) can also act as signalling agents. 
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6.3.1.1. Recommendation 12 

GPs and other healthcare workers should have broad detection skills 
for early identification of chronic conditions. 
The WHO described the role of the primary care team as a help for the 
patient to navigate between the community and the most appropriate 
actors of the health system (including preventive and specialized 
services)36. In particular GPs have to encourage eligible patients to 
participate in population-based organised screening programmes.  
Moreover, GPs and occupational physicians should in their routine work be 
attentive to early symptoms or signs of chronic conditions. The existing 
prevention module in the Global Medical Record (‘GMD/DMG plus’) is a 
good basis and the list of topics should be regularly updated on the basis 
of the last published evidence.  
A potential pitfall is the risk of over diagnosis, with subsequent 
overtreatment and eventually, harm to the patient. Hence, only evidence-
based screening early detection efforts should be offered i.e. only when 
earlier detection and treatment have been shown to effectively contribute 
to a more favourable outcome. These aspects should be dealt with in 
depth in the educational programmes. 

6.4. Support patient and informal caregiver empowerment 
6.4.1. Develop provider skills and tools for patient empowerment 
Engaging and empowering consumers are part of the ideal vision on 
chronic care, as found in the national plans for chronic diseases in other 
countries (see section 5.1. above and chapter 2.3. of the scientific report). 
Patient empowerment also features as a key issue in the models put 
forward by international organisations (UN, EU, WHO36) and in the Belgian 
programme “Priority to chronic patients!”1.  
Chapter 3 of the scientific report underlines the importance of patient’s 
involvement and chapter 6 looks at the most efficient techniques to reach 
this objective. The patient has to define his/her own goals with the active 
commitment of the GP and other healthcare professionals (see 
recommendations 1 and 2). The definition of goals is based on the 
patient’s life values, after careful information on the disease(s), treatment 
options and consequences. One illustration is the importance to inform the 

patient when opting (or not) for a treatment in prostate cancer: the patient 
should be aware of the side effects of an operation as well as the risks 
when choosing for watchful surveillance.  
The care providers must consider the patient and informal caregivers as 
competent, resourceful partners in the care process itself.  
6.4.1.1. Recommendation 13 

Make the health professionals more sensitive to the role of 
patients/informal caregivers as partners, and foster the development 
of appropriate skills, intervention programmes and tools 

Action point 13.1: Develop specific educational and training 
programmes on patient empowerment and include this topic in the 
curricula for physicians, nurses and other healthcare professionals 
Patient empowerment requires the caregivers to develop their 
competences in this domain, which should come from theoretical insights, 
but also from exposure to success stories, making the concept more 
tangible. Concomitantly, they will have to develop a number of skills to 
identify and implement opportunities: giving self-confidence, active 
listening, alleviating anxiety, conveying information in a comprehensible 
and well-balanced way and motivating for better compliance.  
Patient associations can provide highly useful expertise to these 
programmes by sharing first-hand experiences and perceptions with care 
providers.  
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Action point 13.2: Develop intervention programmes and tools for the 
empowerment of the patient  
Characteristics of successful interventions 
As stated above, much more is required than just giving the correct 
information to the patient. The review of patient-empowering programmes 
described in the literature (see chapter 3 above and chapter 6.1 of the 
scientific report) has shown that interventions are more likely to be 
successful if they are:  
• Tailored to the specific needs of each patient, also taking into account 

his/her cultural background; 
• Comprehensive, i.e. using a wide range of self-management 

approaches; e.g. for asthma, successful interventions consisted of 
patient education, self-monitoring, regular medical review and a 
written asthma plan 40-42;  

• Using multiple delivery strategies; e.g. face to face sessions with 
follow-up phone calls or additional educational materials40-42,61; 

• Involving not only the patient, but also the caregivers and family117; 
this is particularly relevant in the case of children with chronic 
conditions41, 57;  

• Intensive: including for example intensive education or actual skills 
training50,60,74. 

• Self-monitoring 
Scientific organisations of healthcare providers and patient organisations 
should collaborate to develop and introduce models of patient self-
monitoring or self-management with appropriate coaching. See, as an 
example, the KCE report on long term self-monitoring of anticoagulation 
therapy: the conclusions drew the attention on the fact that not all patients 
are eligible for self-monitoring without risk for the quality of care 134. 

Requirements for successful programmes to develop patient 
empowerment 

• Professional caregivers should receive training and supervision to 
acquire the necessary knowledge and skills for their new roles; 

• The training and supervision of the patient and family could be 
delegated to the advanced practice nurse or case manager, under the 
supervision of the physician; 

• The remuneration schemes for the management of complex chronic 
conditions should adequately compensate for these training and 
supervision tasks; 

• Periodic evaluations should allow to refine the interventions and 
increase their impact on the outcome parameters; 

• If the intervention also relies on computer-based tools (e.g. automated 
monitoring tools, shared diaries, shared access to the medical record), 
these technical components should have been tested before launching 
the programme, including important aspects as user-friendliness and 
ergonomy. 

The existing tools usually target one specific disease; the challenge is to 
conceive programmes in a more transversal way, addressing common 
needs across different chronic conditions. Patient education, motivation 
and training of self-management skills taps into the same pedagogical and 
psychological competences, whether is be for diabetes, COPD or any 
other disease.  
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6.4.2. Provide patient empowerment services and support 
6.4.2.1. Recommendation 14 

Integrate patient-empowering attitudes and actions in routine care for 
chronic patients 

Action point 14.1: Provide timely, accurate and comprehensible 
information on the treatment, the evolution of the disease, and the 
availability of services and support (financial, material) 
The GP (and other adequately trained primary healthcare professionals) 
are in the front line to provide information to the patient. The pharmacist for 
example can provide information in relation to the best therapeutic options 
(including referral to the GP) as far as this opinion is based on the best 
available evidence, without any other competing interest. Information by 
the GP on the advantages of a GMD/DMG is also highly relevant in this 
context.  
The discussion with the patient on the goals of the care plan cannot be 
successful before the patient and informal caregivers have obtained all 
relevant information on the treatment, the evolution of the disease, the 
availability of services and of financial and other support. Giving access to 
the patient to his/her record can be an important element in this process of 
full information.  
The national programme “Priority for chronic patients!” also emphasizes 
the role of the sickness funds for providing access to centralized 
information, e.g. on reimbursements and benefits or availability of care 
services2. Suitable information channels include web services and call 
centres, reachable via a single call number.  
Patient organisations bring a definite added value in this area: they can 
support the patients and informal caregivers, and offer an opportunity for 
sharing experiences between peers. 
Finally, the evolution of health technologies, such as “Mobile eHealth” 
brings new opportunities for patient participation in health care135. Mobile 
technologies improve the exchange of information to and from the patient, 
resulting in a higher quality of care, in particular in remote places. Although 
it is currently not yet a reality, certainly not in geriatric populations, it well 
might become highly relevant within a few years.  

Requirements 

• ‘Hands-on’ training in the skills for conveying complex information to 
lay persons, possibly with a low level of education, should be offered 
to healthcare workers; 

• Adequate information tools (leaflets, websites,..) covering the most 
frequent conditions and information needs should be developped in 
collaboration with patient groups and communication specialists; 

• Specific provisions for foreign language users and specific cultural 
groups should further be elaborated and made widely accessible; 

• The integration of patient-generated information into the electronic 
medical record should be made possible (see action point 1.2).  

• The remuneration schemes for the management of complex chronic 
conditions should compensate for this time-consuming but essential 
episode in the care plan. 

Action point 14.2: Integrate patient and informal caregiver 
empowerment in routine care 
Not only the patient but also informal caregivers can benefit from getting 
more empowerment. Yet, empowerment cannot be imposed, nor have all 
patients the required intellectual capacity, even with adapted information. 
In these cases, the GP, in collaboration with other members of the primary 
care team, is in the best position to identify family members who can 
potentially participate to decisions.  
Requirements to achieve a successful implementation of patient 
empowerment are: 
• The development of adequate strategies adapted to the patient’s 

situation, in particular for more vulnerable groups (for example other 
cultures, mental disease); 

• A regular revision of the therapeutic goals and of the care plan, in 
partnership with the patient. 
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6.5. Conduct health promotion and primary prevention 
activities 

This point was deliberately left out of the scope of this position paper as 
explained in point 4.1.2. 

6.6. Implementation and follow-up of a dynamic care model 
At the level of the health care system, relevant know-how should be built 
up for the further elaboration and implementation of the above-described 
vision on chronic care. Healthcare is in constant evolution, and so is the 
societal context in which it operates. Policy makers need to develop their 
capacity to continuously adapt and improve the system.  
The conceptual model identified four activities aimed at the development 
and regular update of the care model: (1) Base the model on societal 
values to reflect and respond to dominant trends in society and (2) on the 
needs of patients and their families; (3) Keep an eye on state-of-the-art 
practices, and (4) incorporate the budgetary and resource constraints into 
the reflection.  
A first round of these activities has been initiated in this research project 
but there is a need for an ongoing effort to follow up the actions that were 
launched, to identify new needs and implement the corresponding 
measures. High-level leadership and pro-active management should get 
things moving in the right direction, with adapted macro- and meso-level 
structures coming in support of the local networks. 
Implementation and follow-up of a dynamic care model are synonymous 
with the existence of an effective information system that relies on key 
performance indicators to support all stakeholders (patients, caregivers, 
care institutions and policy makers) in reaching the goals set out in this 
position paper. The objective is follow-up through the use of key 
performance indicators, screening and reporting. It is of utmost importance 
to consider the ergonomics of the information system to invest little energy 
for the best possible yield. Suggestions from the Institute of Medicine136 
include e.g. a user-friendly registration process, collection of valuable 
information that is also relevant for the patient, priority for minimal sets of 
core elements that provide timely and essential information, pro-active re-
use of data, strategies of results integration across the several facets of 
the health system.  

6.6.1.1. Recommendation 15 

Develop and maintain scientific know-how at the macro level, to 
ensure the implementation and follow-up of a comprehensive and 
integrated system oriented towards the chronic patient 

Action Point 15.1: Support the development and implementation of 
guidelines adapted to the complexity of the chronic diseases 
Chronic care is in essence complex, a.o. due to the frequent occurrence of 
multimorbidity (see 1.4). However most research – and the guidelines 
resulting from it – focus on one disease only, with little consideration for 
coexisting conditions. As a consequence, a treatment targeting one 
condition might trigger new problems in patients who suffer from other 
chronic conditions. One illustration is the risk of gastric ulcer in patients 
with a chronic pulmonary disease receiving glucocorticoids whilst taking at 
the same time anti-inflammatory drugs for osteoarticular pain. Ideally, 
clinical trials should include old people and examine the effectiveness of 
treatment in patients with comorbidities137.  
However, the clinicians involved as experts in this study pointed out that 
there is sketchy evidence applicable to specific patient populations. For 
patients with multimorbidity, in particular, there is scarce evidence about 
the effectiveness of treatments and care models. Yet, evidence based 
practice defined as “the integration of best research evidence with clinical 
expertise and patient values”138 does not undermine this potential for 
innovation. In this context, a structured consultation of experts and patient 
preferences could usefully complete the available scientific literature.  
One concrete initiative to share common protocols between health 
professionals is the development of care pathways139 
(“zorgpaden/itinéraires cliniques”). Care pathways aim to standardize 
practice and to enhance coordination of care “for a well-defined group of 
patients during a well-defined period”. This concept is promising but in 
practice most pathways are restricted to inpatient care. Only recently 
integrated care pathways covering inpatient and outpatient care 
(“transmural”) were introduced. In this case they are predominantly 
initiated by teams in hospitals: in a next step they should be more 
frequently initiated by the primary care teams139.  
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Action Point 15.2: Set up a strategic cell for further development of 
the care model for chronic diseases 
In May 2012, the Observatory of chronic diseases (Observatoire des 
maladies chroniques – Observatorium voor chronische ziekten) was set up 
with a.o. the task to identify the needs and define the optimal care for the 
chronically ill. Besides the scientific and consultative sections of the 
Observatorium, both populated by experts and stakeholders, there is a 
need for a small scientific research office: this should keep track of the 
mainstream international evolutions in the field of chronic diseases, 
scrutinizes the domain for new developments, and commissions the 
development of specific guidelines or studies, a.o. on evolving needs, 
innovative approaches or complex conditions. It should integrate and 
bundle this information, craft preparatory documents and draft specific 
measures or reforms, to be subsequently validated by the respective 
sections of the Observatory.  
The objective is to get more harmonization in the policies and decisions 
taken at various institutional levels. The Interministerial Conference on 
Health and the Institute announced in the governmental declaration of 
December 2011, could play an important interfacing role to foster the 
collaboration between institutions. 

Requirements  

• The Observatory should get access to all relevant epidemiological 
data e.g. from the care trajectories or from the Health interview survey; 

• The Observatory should also have a strong articulation with the 
Cancer centre, with the National Council for Quality Promotion (NRKP 
– CNPQ), with the academic research centres and with the relevant 
authorities at regional and community level. 

 

Action Point 15.3: Create an operational competence pool for the 
design and implementation of new chronic healthcare processes 
Our healthcare governance model is mainly based on negotiations 
between the providers and the sickness funds: many decisions and 
reforms emanate from groups composed of specialists in the specific 
clinical disciplines (medicine, nursing, pharmacy…) and experts in health 
insurance. The result is that reforms are often funded in knowledgeable 
and valid insights, but, from a practical, operational point of view, they are 
poorly designed and implemented and hence, miss much of their potential 
impact. 
Expertise from people with other backgrounds may bring new insights in 
these discussions on how to implement successful changes. Professionals 
specialised in management, business process design and (re-) 
engineering, occupational ergonomy and communication, could help to 
bridge the gap between the conception of a solution and its successful 
implementation in the field.  
A team of professionals with the above-cited organizational competences 
should have the remit to optimize the implementation of the 
recommendations from the Observatory. More specifically, it should strive 
to maximize ergonomy, user-friendliness and (administrative) simplicity of 
the proposed changes, whilst integrating as much as possible existing data 
sources, procedures, services. This team should also, whenever 
appropriate, elicit stakeholder input, with special reference to the patients.  
6.6.1.2. Recommendation 16 

Optimize the existing coordination structures at meso and macro 
level or develop new ones where needed 
Health systems operate at and across, the macro, meso and micro levels 
as explained in a WHO publication on health policy and system research34. 
At macro level system, the main roles include developing policies and 
regulations, balancing policies, strategies, resource allocation and health 
worker reward systems in line with overall system goals and coordinating 
delivery activities and interventions.  
The meso level comprises both the local health system and the 
organizational level, such as hospitals. The main roles are (1) provision of 
health services and wider health promoting activities adapted to local 
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needs and circumstances; (2) coordination among actors; (3) management 
of health services and activities; (4) supervision and training of service 
providers; (5) adaptation of national policy and guidelines to local 
circumstances. Experience abroad shows that leadership as well as the 
inclusion of hospitals within this meso level are requirements for a 
successful implementation of changes. 
Finally, the micro level includes the citizens, local providers and services, 
local authorities and the interactions between them. 

Action point 16.1: Optimize the coordination structures at meso level 

• Operational meso level: platforms for exchange between care 
providers 

Insofar as good chronic care is coordinated and planned, there is a need 
for platforms where individual caregivers can meet and forge partnerships, 
find specific support and help (e.g. like is the case from the palliative care 
networks) or discuss local issues. Action Point 7.2. referred to this level as 
the operational meso-level. These structures should also help to make the 
link between the care for the individual patient and the structures at a 
larger scale level (cf. GDT/SISD). 
• Strategic meso level: coordination platforms for exchange between 

the representatives of the different providers and other actors active in 
chronic care 

Many structures and platforms already exist, both in the medical domain 
and in the social care domain, but they often overlap, each with its own 
players, providing its own services. The result is that providers and 
patients often fail to obtain the help in theory available (see scientific report 
chapter 7). 
One can anticipate barriers for the implementation of these reforms as for 
example: vested interests and territorial reflexes of actors who today fulfil 
(some of these) coordination tasks; division of the target population 
following the traditional pillars; co-existing (if not competing) structures; 
division between federal and regional/community competences, the huge 
divide between the healthcare and social sectors.  

In the meantime, efforts should be oriented towards creating places and 
opportunities where the respective partners can collaborate in a 
continuous and efficient way. 

Requirements 

• Complete coverage of the territory with one operational coordination 
platform at small-town level (or large municipality) and one cupula 
platform at the large-town or province level. The boundaries of the 
former should never cross those of the latter.  

• Reliance on existing structures and organisations whenever possible 
with a pursuit of more coherence between all geographical levels, by 
appropriate recognition and/or financial incentives for those willing to 
reorganize according to the blueprint of the neatly subdivided territory 
described above. 

• Communication tools and data sharing to put the information at all 
interested stakeholders’ disposal. 

Action point 16.2: Create a strategic coordination cell at the highest 
strategic level 
The least one can say is that for the health and social care sector, the 
successive state reforms have not resulted in a transparent and easy to 
manage system. As long as competences are scattered over different 
decision levels, there will be a need for coordination and agreements, in 
particular between the federal and the regional levels.  
The Interministerial conference for health is the platform where 
coordination between decision levels happens. Besides, the governmental 
declaration of December 2011 mentions that an Institute will be set up to 
give concerted solutions to the future challenges of the healthcare system. 
Without any doubt, setting up an effective chronic care plan is one of the 
most important challenges, and the Institute should become the place 
where the different competence levels meet and collaborate, working 
towards a harmonious and efficient integration of the structures at the 
different levels. At the very least, this strategic coordination cell should 
watch over the decisions taken at the different levels and prevent these 
from being overlapping, let alone contradictory. Ideally, it should become a 
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credible and visionary common think tank with the backing of all relevant 
political levels. 
6.6.1.3. Recommendation 17 

Ensure the accessibility and the equity for the chronically ill 
In the international papers, the accessibility of services is considered as a 
priority for people who suffer from chronic disease. A white paper 
published by the EU Commission in 2007 restates the fundamental 
principles for EU action on health20 a.o. a strategy based on shared health 
values: universal access to good quality care, equity and solidarity. 
Likewise, the UN General Assembly Declaration on the Prevention and 
control of Non-communicable diseases of September 20108 urges the 
member states to reduce health disparities and adopt universal health 
coverage. 
In Belgium, the accessibility of care, and in particular the financial 
accessibility, was the main theme of the national programme “Priorité aux 
maladies chroniques!” (see 1.1)1. The long list of decisions to improve the 
(financial) accessibility in general and the reimbursements for specific 
target groups in particular, will not be repeated in this position paper. 
However, during the SWOT analysis, the stakeholders pointed out a 
number of evolutions threatening the accessibility of care and these issues 
need to be addressed:  
• An increasing number of specialists work in private practice: the 

consequences are increasing delays for consultations in hospitals, in 
particular in rural areas; 

• Waiting lists for older persons who need institutional care and 
admission policies not always targeting those most in need. 

• Limited access to respite care (in particular due to financial barriers 
and lack of information for the interested persons); 

• Legal and reimbursement criteria excluding patient groups on the 
basis of their disease profile for example.  

• Geographical barriers to accessibility as for example in cardiac 
rehabilitation: officially recognized centres are not evenly distributed in 

Belgium, leading to poor accessibility in rural areas and/or in case of 
transport problems 131. 

6.6.1.4. Recommendation 18 

Let the current payment systems evolve to become more supportive 
of high-quality, integrated, multidisciplinary and patient-empowering 
chronic care, with special attention for ambulatory care 

Action point 18.1: Gradually move from a predominantly fee-for-
service payment system towards more mixed forms of payment 
The vast majority of stakeholders and experts consulted in the course of 
this study project underlined the incompatibility between the current 
financing system and the provision of multidisciplinary chronic care based 
on patient-defined needs (see chapter 7 in the scientific report). 
Fundamentally, in a fee-for-service system, the financial incentives are not 
well aligned with the imperatives of chronic care:  
• a number of crucial but time-consuming tasks, like priority setting, 

coordination and patient education are undervalued; 
• the system creates disincentives for delegation of tasks and 

multidisciplinary work: for a self-employed providers as sharing 
budgets with other care providers may be problematic; 

• the system may induce underuse for more vulnerable groups. 
The problem is not limited to the remuneration of medical doctors. The 
KCE report on home nursing also pointed out a number of similar 
problems140: the obsolete and complex list of billing acts; the lack of fee 
differentiation by qualification level; the lack of incentives for coordination 
between the first and second line of care; the inadequacy of a purely fee-
for-service system for the follow-up of chronic conditions, in particular in 
the long-term care context. 
In addition to the current predominantly fee-for-service system of payment, 
a number of other existing forms of payment should continue to be 
developed, and new ones could be added. Current alternatives for the fee-
for-service system are: 
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• The current remuneration for the Global Medical record (GMD/DMG) 
is a ‘light’ form of capitation, with corresponding co-payment 
reductions for the patient. The financing mechanisms applied in the 
care trajectories follow the same principle: a yearly flat rate fee for the 
coordination tasks of the GP and the specialist; waved co-payments 
for the patient. Still, in both cases the flat rate is far from covering the 
entire cost of care, and the fees for each individual contact remain the 
main source of income for the physician; 

• At the other end of the spectrum, the full capitation system of the 
integrated primary healthcare practices (“wijkgezondheidscentra / 
maisons médicales”) functions with a per capita rate, adjusted for care 
needs, covering not only the care provided by the GP, but also by 
nurses, and other healthcare professionals incl. physiotherapists, 
speech therapists, social workers etc. This system is more supportive 
for multidisciplinary collaboration and task delegation.  

• The financing reform in palliative care can serve as instructive 
examples for further reforms of the financing of chronic care.  

Reward quality 
The current system has its own valuable dynamics, mainly oriented at the 
satisfaction of the patient and interaction with the individual provider. Yet, it 
has very few, if any, mechanisms formally linking remuneration to 
measured achievement of quality goals. Although such approaches were 
shown not to be invariably successful or recommendable, a progressive 
introduction of mechanisms rewarding the achievement of quality targets 
could be envisaged 141. But the quality measures have to be supported by 
evidence whenever possible, and based on accurate, validated and readily 
available data (see recommendation 6). Such a system should allow for 
individualised feedback to the health professionals, but it should also 
monitor its own overall impact, effectiveness, cost-effectiveness and 
potential unintended consequences. 

Need for gradual implementation and pilot testing 
A shift from fee-for-service system towards financing based on needs 
requires a close follow-up of new financing models, so as to optimize the 
system gradually. This would also include a monitoring of the quality and 
efficiency of care and of the equity and accessibility. 
Moreover, the stakeholders also mentioned the administrative complexity 
resulting from multiple payment mechanisms, in particular in case of 
multimorbidity.  
By all means, a thorough examination of these payment mechanisms is 
needed, and new models of payment will require thorough preparatory 
work, incl. development and testing of operational procedures and financial 
agreements for multidisciplinary collaboration (see recommendation 4). 
The input from expertise as advocated in Action Point 15.3 is essential. 

Action point 18.2: Invest in primary care 
The propositions suggested in 6.1 imply investment in primary care: 
multidisciplinary teamwork, the development of specific ICT applications, 
the attraction of primary healthcare professions, the official recognition of 
new functions, (in particular the case manager), a performant quality 
system, alternative settings for the care of persons with complex needs 
imply specific budgets. In the same way, fostering patient empowerment 
(see recommendations 13 and 14) also requires specific investment for 
providers’ education and the development of adapted tools.  
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6.6.1.5. Recommendation 19 

Plan and monitor at the highest level the health professionals 
requirements 
Accessibility of care has also to do with the availability of an adequate 
workforce to respond to the patients’ needs.  
In Belgium there is a need to improve the coordination and harmonization 
of routine data collection on the ‘stock and flows’ of healthcare workers 
and of GPs in particular (i.e. head count and demographic charactéristics, 
actual level of activity, attrition or migration rate, complementary 
information on practice arrangements and workload)142. 
A workforce planning framework should be developed, that is taking into 
account the anticipated and planned changes in the healthcare delivery 
system, including new functions and roles and the projected evolution of 
the healthcare needs in an evolving demographic context. 
6.6.1.6. Recommendation 20 

Transform the recommendations and action points of this position 
paper into an operational chronic care plan, and evaluate their 
implementation through the development and subsequent 
measurement of action-specific indicators 
All recommendations and action points proposed in this position paper 
should be transformed into a concrete chronic care plan. The 
Observatorium for chronic diseases should be fully involved a.o. to 
prioritize concrete actions. In Belgium, decision making traditionally relies 
on bilateral agreements between specific stakeholders groups and 
sickness funds. Yet, the multidisciplinary and collaborative nature of 
chronic care that transpires throughout this position paper obviously asks 
for decisional mechanisms that resolutely put the patient at the centre with 
other stakeholders’ interests relegated to a position of secondary 
importance. 
However profound, the reforms advocated for in this position paper should 
whenever possible be built upon existing structures, rather than create new 
ones. A health care system should be seen as a “complex adaptive 
system”143,144 where individuals act “in ways that are not always totally 

predictable, and whose actions are interconnected so that one agent's 
actions changes the context”. Clearly new initiatives will inevitably change 
the current steady state of the health care system and give rise to new 
situations where the actors play a different role that influences the 
equilibrium. The challenge is to thoughtfully modify the incentives in order 
to make the existing structures and actors gradually adapt to the new, 
more integrated configuration of the care system, better tailored to the 
long-term needs of the chronic patient. 
Finally, in the years to follow, the degree of implementation of each 
component of the plan should be evaluated by means of a set of indicators 
corresponding to each specific action. These indicators could be 
developed by the Observatory for Chronic Diseases. They should 
maximally reuse existing data. More specifically, the authorities should 
invest in an effective, user friendly and safe automated mechanism of data 
extraction and transfer from the electronic patient file, as the cornerstone 
of the future evaluation system.  



 

40 Position paper Chronic Care KCE Report 190Cs 

 

 

7. REFERENCES OF THE POSITION 
PAPER 

1. Cabinet de la vice-première ministre et ministre des Affaires 
Sociales et de la Santé Publique "Priorité aux malades 
chroniques!" - Programme pour l’amélioration de la qualité de vie 
des personnes atteintes d’affections chroniques 2009-2010 - 
Propositions de Laurette Onkelinx, Ministre des Affaires sociales et 
de la Santé publique [Bruxelles;2008. Available from: 
http://www.laurette-onkelinx.be/articles_docs/20080923_-
_propositions_malades_chroniques_F.pdf 

2. Cabinet de la vice-première ministre et ministre des Affaires 
Sociales et de la Santé Publique Etat des lieux du programme 
maladies chroniques [Bruxelles;Mai 2012. Available from: 
http://www.laurette-
onkelinx.be/production/content.php?ArticleId=91 

3. European Commission European Innovation partnership on Active 
and Healthy Ageing [2011 [cited March 2012]. Available from: 
http://ec.europa.eu/research/innovation-
union/index_en.cfm?section=active-healthy-ageing 

4. European Commission E-Health [2012 [cited March 2012]. 
Available from: http://ec.europa.eu/health-eu/care_for_me/e-
health/index_en.htm 

5. European Parliament European Parliament resolution of 15 
September 2011 on European Union position and commitment in 
advance to the UN high-level meeting on the prevention and 
control of non-communicable diseases [Strasbourg;2011 [updated 
15 Sept 2011; cited March 2012]. Available from: 
http://www.europarl.europa.eu/sides/getDoc.do?pubRef=-
//EP//TEXT+TA+P7-TA-2011-
0390+0+DOC+XML+V0//EN&language=EN 

6. European Union Policy Forum. Answer to DG SANCO consultation 
on chronic diseases. 2012 13 January 2012.  Available from: 
http://cpme.dyndns.org:591/database/2012/EU.HPF.Answer.to.Co
nsult.on.CDs_Jan13.pdf 

7. United Nations General Assembly. Report by the Secretary-
General on the prevention and control of non-communicable 
diseases(A/66/83). In; 2011. 

8. United Nations General Assembly. Political declaration of the High-
level Meeting of the General Assembly on the Prevention and 
Control of Non-communicable Diseases. In; 2011. 

9. World Health Organization. Global status report on 
noncommunicable diseases. Geneva: 2010.  Available from: 
http://www.who.int/nmh/publications/ncd_report_full_en.pdf 

10. World Health Organization Health topics - Chronic disease 
[Geneva;2011 [cited January 2012]. Available from: 
http://www.who.int/topics/chronic_diseases/en/ 

11. World Health Organization A comprehensive global monitoring 
framework and voluntary global targets fo rthe prevention and 
control of NCDs [2011 [updated 21 December 2011; cited 
February 2012]. Available from: 
http://www.who.int/nmh/events/2011/consultation_dec_2011/WHO
_Discussion_Paper_FINAL.pdf 

12. World Health Organization. Health 2020: a European policy 
framework supporting action across government and society for 
health and well-being. In:  Proceedings of Regional Committee for 
Europe; 2012 10-13 September 2012; Malta.   

13. World Health Organization - Regional Committee for Europe. 
Action plan for implementation of the European Strategy for the 
prevention and control of non-communicable diseases 2012-2016. 
In. Baku, Azerbaijan; 2011. 

14. World Health Organization Monitoring framework and targets for 
the prevention and control of NCDs [Geneva;2012 [cited 
September 2012]. Available from: 
http://www.who.int/nmh/events/2011/consultation_dec_2011/en/ 

15. World Health Organization. Integrated health services: what and 
why? Geneva: 2008. 1 Available from: 
http://www.who.int/healthsystems/service_delivery_techbrief1.pdf 

16. Béland F, Bergman H, Lebel P, Clarfield A, Tousignant P, 
Contandriopoulos A, et al. A system of integrated care for older 



 

KCE Report 190Cs Position paper Chronic Care 41 

 

 

persons with disabilitoies in Canada: results from a randomized 
controlled trial. J Gerontol A Biol Sci Med Sci. 2006;61(4):367-73. 

17. Landi F, Onder G, Russo A, Tabaccanti S, Rollo R, Federici S, et 
al. A new model of integrated home care for the elderly: impact on 
hospital use. Journal of clinical epidemiology. 2001;54(9):968-70. 

18. Bernabei R, Landi F, Gambassi G, Sgadari A, Zuccala G, Mor V, 
et al. Randomised trial of impact of model of integrated care and 
case management for older people living in the community. BMJ. 
1998;316:1348-51. 

19. Van den Akker M, Knotterus J. Comorbidity or multimorbidity: 
what's in a name? A  review of literature. Eur J Gen Pract. 
1996;2:65-70. 

20. Commission of the European Communities. White Paper - 
Together for Health: A Strategic Approach for the EU 2008-2013. 
In. Brussels; 2007. 

21. Belgian Presidency of the Council of the European Union. A 
European Strategy for Chronic Conditions. In: EU Trio. Brussels; 
2010. 

22. SPF Economie P, Classes moyennes et Energie, Causes de 
décès en Belgique [2008 [cited February 2012]. Available from: 
http://statbel.fgov.be/fr/modules/publications/statistiques/populatio
n/causes_de_deces.jsp 

23. Scientific Institute of Public Health Health interview survey 
[Brussels;2008. Available from: https://www.wiv-
isp.be/epidemio/epifr/CROSPFR/HISFR/TABLE08.HTM 

24. Fortin M, Stewart M, Poitras ME, Almirall J, Maddocks H. A 
systematic review of prevalence studies on multimorbidity: toward 
a more uniform methodology. Annals of family medicine. 
2012;10(2):142-51. 

25. Van den Akker M, Buntinx F, Metsemakers J, Roos S, Knotterus J. 
Multimorbidity in General Practice: prevalence, incidence and 
determinants of co-occurring chronic and recurrent diseases. J 
Clin Epidemiol. 1998;51(5):367-75. 

26. Costa G, Berjon M, Mochales J, Maleras R, Laso A, Vasallo M. 
Epidemiological features of comorbidity and its influence on the 

use of health services from Health Survey Madrid 2007. Rev Esp 
Salud Publica. 2009;83(6):835-46. 

27. Fortin M, Hudon C, Haggerty J, Akker Mvd, Almirall J. Prevalence 
estimates of multimorbidity: a comparative study of two sources. 
BMC Health Services Research. 2010;10:111. 

28. May C, Montori VM, Mair FS. We need minimally disruptive 
medicine. BMJ. 2009;339:b2803. 

29. Bartozs Przywara. Projecting future health care expenditure at 
European level: drivers, methodology and main results. In: 
European Economy - Economic Papers: European Commission; 
2010. 

30. Vlayen J, De Backer G, Peers J, Moldenaers I, Debruyne H, 
Simoens S. Atherosclerotic cardiovascular diseases in Belgium: a 
cost-of-illness analysis. Cardiovasc Drugs Ther. 2004;22:487-94. 

31. Broekx S, Den Hond E, Torfs R, Remacle A, Mertens R, D'Hooghe 
T, et al. The costs of breast cancer prior to and following 
diagnosis. The European journal of health economics : HEPAC : 
health economics in prevention and care. 2011;12(4):311-7. 

32. Figueras J, McKee M. Health Systems, Health, Wealth and 
Societal Well-being. European Observatory of Health Systems and 
Policies; 2012. 

33. L'Assurance Maladie Les affections de longue durée [Paris;2012 
[cited September 2012]. Available from: 
http://www.ameli.fr/professionnels-de-sante/medecins/exercer-au-
quotidien/les-affections-de-longue-duree/index.php 

34. Gilson L. Health policy and systems research: a methodology 
reader. Geneva: World Health Organization; 2012. 

35. Keirse E, Beguin C, Desmedt M, Deveugele M, Menten J, 
Simoens S, et al. Organization of palliative care in Belgium. 
Brussels: Belgian Health care Knowledge Centre; 2009. KCE 
reports 115C (D/2009/10.273/42) Available from: 
http://kce.fgov.be/publication/report/organisation-of-palliative-care-
in-belgium 



 

42 Position paper Chronic Care KCE Report 190Cs 

 

 

36. World Health Organization. Primary Health care: now more than 
ever. Geneva: 2008.  Available from: 
http://www.who.int/whr/2008/whr08_en.pdf 

37. Bodenheimer T, Wagner EH, Grumbach K. Improving primary care 
for patients with chronic illness. JAMA. 2002;288(14):1775-9. 

38. Coster S, Norman I. Cochrane reviews of educational and self-
management interventions to guide nursing practice: a review. 
International Journal of Nursing Studies. 2009;46(4):508-28. 

39. Dennis S, Zwar N, Griffiths R, Roland M, Hasan I, Davies G, et al. 
Chronic disease management in primary care: from evidence to 
policy. Medical Journal Australia. 2008;188:S53-S6. 

40. Gibson PG, Coughlan J, Wilson AJ, Abramson M, Bauman A, 
Hensley MJ, et al. Self-management education and regular 
practitioner review for adults with asthma. Cochrane Database of 
Systematic Reviews. 2000(2):CD001117. 

41. Guevara JP, Wolf FM, Grum CM, Clark NM. Effects of educational 
interventions for self management of asthma in children and 
adolescents: systematic review and meta-analysis. BMJ. 
2003;326(7402):1308-9. 

42. Powell H, Gibson PG. Options for self-management education for 
adults with asthma. Cochrane Database of Systematic Reviews. 
2003(1):CD004107. 

43. Shin SY, Kolanowski AM. Best evidence of psychosocially focused 
nonpharmacologic therapies for symptom management in older 
adults with osteoarthritis. Pain Management Nursing. 
2010;11(4):234-44. 

44. Du S, Yuan C, Xiao X, Chu J, Qiu Y, Qian H. Self-management 
programs for chronic musculoskeletal pain conditions: A 
systematic review and meta-analysis. Patient Education and 
Counseling. 2011;85 (3):e299-e310. 

45. Jarrett ME, Cain KC, Burr RL, Hertig VL, Rosen SN, Heitkemper 
MM. Comprehensive self-management for irritable bowel 
syndrome: randomized trial of in-person vs. combined in-person 
and telephone sessions. American Journal of Gastroenterology. 
2009;104(12):3004-14. 

46. Blackstock F, Webster K. Disease-specific health education for 
COPD: a systematic review of changes in health outcomes. Health 
Education Research. 2007;22(5):703-17. 

47. Effing T, Monninkhof EEM, Van Der Valk PPDLPM, Zielhuis GGA, 
Haydn Walters E, Van Der Palen JJ, et al. Self-management 
education for patients with chronic obstructive pulmonary disease. 
Cochrane Database of Systematic Reviews. 2009;(4)(CD002990). 

48. Monninkhof E, van der Valk P, van der Palen J, van Herwaarden 
C, Partridge MR, Zielhuis G. Self-management education for 
patients with chronic obstructive pulmonary disease: a systematic 
review. Thorax. 2003;58(5):394-8. 

49. Ditewig JB, Blok H, Havers J, van Veenendaal H. Effectiveness of 
self-management interventions on mortality, hospital readmissions, 
chronic heart failure hospitalization rate and quality of life in 
patients with chronic heart failure: a systematic review. Patient 
Education & Counseling. 2010;78(3):297-315. 

50. Jovicic A, Holroyd-Leduc JM, Straus SE. Effects of self-
management intervention on health outcomes of patients with 
heart failure: a systematic review of randomized controlled trials. 
BMC Cardiovascular Disorders. 2006;6:43. 

51. Powell LH, Calvin JE, Jr., Richardson D, Janssen I, Mendes de 
Leon CF, Flynn KJ, et al. Self-management counseling in patients 
with heart failure: the heart failure adherence and retention 
randomized behavioral trial. JAMA. 2010;304(12):1331-8. 

52. Jones F, Riazi A. Self-efficacy and self-management after stroke: a 
systematic review. Disability & Rehabilitation. 2011;33(10):797-
810. 

53. Korpershoek C, van der Bijl J, Hafsteinsdottir TB. Self-efficacy and 
its influence on recovery of patients with stroke: a systematic 
review. Journal of Advanced Nursing. 2011;67(9):1876-94. 

54. Cadilhac DA, Hoffmann S, Kilkenny M, Lindley R, Lalor E, 
Osborne RH, et al. A phase II multicentered, single-blind, 
randomized, controlled trial of the stroke self-management 
program. Stroke. 2011;42(6):1673-9. 



 

KCE Report 190Cs Position paper Chronic Care 43 

 

 

55. Chen SH, Tsai YF, Sun CY, Wu IW, Lee CC, Wu MS. The impact 
of self-management support on the progression of chronic kidney 
disease - A prospective randomized controlled trial. Nephrology 
Dialysis Transplantation. 2011;26 (11):3560-6. 

56. Barlow J, Turner A, Edwards R, Gilchrist M. A randomised 
controlled trial of lay-led self-management for people with multiple 
sclerosis. Patient Education & Counseling. 2009;77(1):81-9. 

57. Watson WT, Gillespie C, Thomas N, Filuk SE, McColm J, Piwniuk 
MP, et al. Small-group, interactive education and the effect on 
asthma control by children and their families. CMAJ. 
2009;181(5):257-63. 

58. Duke SA, Colagiuri S, Colagiuri R. Individual patient education for 
people with type 2 diabetes mellitus. Cochrane database of 
systematic reviews (Online). 2009;(1):CD005268. 

59. Deakin TA, McShane CE, Cade JE, Williams R. Group based 
training for self-management strategies in people with type 2 
diabetes mellitus. In: Cochrane Database of Systematic Reviews. 
Chichester, UK: John Wiley & Sons, Ltd; 2005. 

60. Hampson SE, Skinner TC, Hart J, Storey L, Gage H, Foxcroft D, et 
al. Effects of educational and psychosocial interventions for 
adolescents with diabetes mellitus: A systematic review. Health 
Technology Assessment. 2001;5 (10):i+iii-iv+1-69. 

61. Rice KL, Dewan N, Bloomfield HE, Grill J, Schult TM, Nelson DB, 
et al. Disease management program for chronic obstructive 
pulmonary disease: a randomized controlled trial. American journal 
of respiratory and critical care medicine. 2010;182(7):890-6. 

62. Baker DW, Dewalt DA, Schillinger D, Hawk V, Ruo B, Bibbins-
Domingo K, et al. The effect of progressive, reinforcing telephone 
education and counseling versus brief educational intervention on 
knowledge, self-care behaviors and heart failure symptoms. 
Journal of Cardiac Failure. 2011;17(10):789-96. 

63. Boyde M, Turner C, Thompson DR, Stewart S. Educational 
interventions for patients with heart failure: a systematic review of 
randomized controlled trials. Journal of Cardiovascular Nursing. 
2011;26(4):E27-35. 

64. Ringstrom G, Storsrud S, Posserud I, Lundqvist S, Westman B, 
Simren M. Structured patient education is superior to written 
information in the management of patients with irritable bowel 
syndrome: a randomized controlled study. European Journal of 
Gastroenterology & Hepatology. 2010;22(4):420-8. 

65. Mason J, Khunti K, Stone M, Farooqi A, Carr S. Educational 
interventions in kidney disease care: a systematic review of 
randomized trials. American Journal of Kidney Diseases. 
2008;51(6):933-51. 

66. Riemsma RP, Kirwan JR, Taal E, Rasker JJ. Patient education for 
adults with rheumatoid arthritis. Cochrane Database of Systematic 
Reviews. 2003(2):CD003688. 

67. Niedermann K, Fransen J, Knols R, Uebelhart D. Gap Between 
Short- and Long-Term Effects of Patient Education in Rheumatoid 
Arthritis Patients: A Systematic Review. Arthritis & Rheumatism 
(Arthritis Care & Research). 2004;51(3):388-98. 

68. Luciano JV, Martinez N, Penarrubia-Maria MT, Fernandez-Vergel 
R, Garcia-Campayo J, Verduras C, et al. Effectiveness of a 
psychoeducational treatment program implemented in general 
practice for fibromyalgia patients: a randomized controlled trial. 
Clinical Journal of Pain. 2011;27(5):383-91. 

69. Chan SW-C, Yip B, Tso S, Cheng B-S, Tam W. Evaluation of a 
psychoeducation program for Chinese clients with schizophrenia 
and their family caregivers. Patient Education & Counseling. 
2009;75(1):67-76. 

70. McGillion M, Watt-Watson J, Kim J, Yamada J. A systematic 
review of psychoeducational intervention trials for the management 
of chronic stable angina. Journal of Nursing Management. 
2004;12(3):174-82. 

71. Smith JR, Mugford M, Holland R, Noble M, Harrison B. Pyscho-
educational interventions for adults with severe or difficult 
asthma:A systematic review. Journal of asthma. 2007;44:219-41. 

72. Sun HW, Wang JP, Wang SZ, Wang YY, Song YP, Yang ZH, et al. 
Effect of educational and psychological intervention on the quality 
of life of asthmatic patients. Respir Care. 2010;55(6):725-8. 



 

44 Position paper Chronic Care KCE Report 190Cs 

 

 

73. Bailey EJ, Cates CJ, Kruske SG, Morris PS, Brown N, Chang AB. 
Culture-specific programs for children and adults from minority 
groups who have asthma. Cochrane Database of Systematic 
Reviews. 2009;(2)(CD006580). 

74. Rosal MC, Ockene IS, Restrepo A, White MJ, Borg A, Olendzki B, 
et al. Randomized trial of a literacy-sensitive, culturally tailored 
diabetes self-management intervention for low-income latinos: 
latinos en control. Diabetes care. 2011;34(4):838-44. 

75. Hawthorne K, Robles Y, Cannings-John R, Edwards Adrian GK. 
Culturally appropriate health education for type 2 diabetes mellitus 
in ethnic minority groups. In: Cochrane Database of Systematic 
Reviews. Chichester, UK: John Wiley & Sons, Ltd; 2008. 

76. Sarkisian CA, Brown AF, Norris KC, Wintz RL, Mangione CM. A 
systematic review of diabetes self-care interventions for older, 
African American, or Latino adults. Diabetes Educator. 
2003;29(3):467-79. 

77. Saksena A. Computer-based education for patients with 
hypertension: A systematic review. Health Education Journal. 
2010;69(236). 

78. Ghahari S, Leigh Packer T, Passmore AE. Effectiveness of an 
online fatigue self-management programme for people with chronic 
neurological conditions: a randomized controlled trial. Clinical 
Rehabilitation. 2010;24(8):727-44. 

79. Berman RLH, Iris MA, Bode R, Drengenberg C. The effectiveness 
of an online mind-body intervention for older adults with chronic 
pain. Journal of Pain. 2009;10(1):68-79. 

80. Bussey-Smith KL, Rossen RD. A systematic review of randomized 
control trials evaluating the effectiveness of interactive 
computerized asthma patient education programs. Annals of 
Allergy, Asthma, & Immunology. 2007;98(6):507-16; quiz 16. 

81. World Health Organization, Health CoSDo. Closing the gap in a 
generation: Health equity through action on the social 
determinants of health. Geneva: 2008.  Available from: 
http://www.who.int/social_determinants/thecommission/finalreport/
en/index.html 

82. Guidère Mathieu. Méthodologie de la recherche. Ellipses 
Marketing; 2004. 

83. The MacColl Institute for Healthcare Innovation The Chronic Care 
Model [Seattle: Group Health Research Institute (GHRI) 2012 
[cited March 2012]. Available from: 
http://www.improvingchroniccare.org/index.php?p=About_US&s=6 

84. Vlayen J, Vanthomme K, Camberlin. C, Piérart J, Walckiers D, 
Kohn L, et al. Een eerste stap naar het meten van de performantie 
van het Belgische gezondheidszorgsysteem - Un premier pas vers 
la mesure de la performance du système de soins de santé belge -
KCE reports 128. Brussels: Belgian Health Care Knowledge 
Centre (KCE); 2010.  Available from: 
https://kce.fgov.be/fr/search/apachesolr_search/128?filters=type%
3Abiblio%20ss_biblio_secondary_title%3A%22KCE%20Reports%
22&retain-filters=1 

85. Vlayen J, Van De Water G, Camberlin C, Paulus D, Leys M, 
Ramaekers D, et al. Clinical quality indicators - KCE reports 41. 
Brussels: KCE- Bekgian Health Care Knowledge Centre; 2006.  
(D/2006/10.273/44)  Available from: 
https://kce.fgov.be/search/apachesolr_search/41 

86. Vandenbroeck P, Dechenne R, Becher K, Van den Heede K, 
Eyssen M, Geeraerts G, et al. Organisation of child and adolescent 
mental health care : development of a policy scenario. Health 
Services Research (HSR). Brussels: KCE = Federaal 
Kenniscentrum voor de gezondheidsdzorg = Centre fédéral 
d'expertise des soins de santé = Belgian Health Care Knowledge 
Centre; 2011. KCE Reports 175C (D/2012/10.273/14)  Available 
from: 
https://kce.fgov.be/sites/default/files/page_documents/KCE_175C_
organization_mental_health_for_children_and_adolescents_2.pdf 

87. De Maeseneer J, Boeckxstaens P. Multi-morbidity, goal-oriented 
care and equity. In: James Mackenzie Lecture 2011. London: 
Royal College of General Practitioners; 2011. 

88. World Health Organization International Classification of 
Functioning, Disability and Health (ICF) [Geneva;2012 [cited 
October 2012].  



 

KCE Report 190Cs Position paper Chronic Care 45 

 

 

89. De Maeseneer J, Roberts RG, Demarzo M, Heakth I, 
Sewankambo N, Kidd MR, et al. Tackling NCDs: a diff erent 
approach is needed. The Lancet. 2011;6736(11)61135-5(11). 

90. Nolte M, McKee M, editors. Caring for people with chronic 
conditions. Berkshire: Open University Press; 2008. 

91. Busse R, Blümel M, Scheller-Kreinsen D, Zentner A. Tackling 
chronic diseases in Europe: strategies, interventions and 
challenges. Brussels: 2010.  Available from: 
http://www.euro.who.int/en/who-we-
are/partners/observatory/publications/studies/tackling-chronic-
disease-in-europe-strategies,-interventions-and-challenges 

92. World Health Organization Health Systems Strengthening 
Glossary [Geneva;2012 [cited October 2012]. Available from: 
http://www.who.int/healthsystems/hss_glossary/en/index2.html 

93. Annemans L, Boeckxstaens P, Borgermans L, De Smedt D, 
Duchesnes C, Heyrman J, et al. Advantages, disadvantages and 
feasibility of the introduction of ‘Pay for Quality’ programmes in 
Belgium. Brussels: Belgian Health Care Knowledge Centre (KCE); 
2011. KCE Reports 118CD/2009/10.273/52  

94. Gerkens S, Merkur S. Belgium: Health system review. Health Syst 
Transit. 2010;12(5):1-266, xxv. 

95. Conseil Européen Ordres Médecins. Charte Européenne d'éthique 
médicale. Kos: 2011 10 June 2012.  Available from: 
http://www.ceom-ecmo.eu/sites/default/files/documents/fr-
charte_europeenne_dethique_medicale-adoptee_a_kos_0.pdf 

96. Ottawa University Les principes éthiques fondamentaux  
[Ottawa;2010 [updated 30 November 2010; cited September 
2012].  

97. Ståhl T, Wismar M, Ollila E, E. L, Leppo K, editors. Health in All 
Policies Prospects and potentials. Helsinki: Ministry of Social 
Affairs and Health; 2006. 

98. De Maeseneer JM, van Driel ML, Green LA, van Weel C. The 
need for research in primary care. Lancet. 2003;362(9392):1314-9. 

99. Mold J, LBlake G, Becker L. Goal-oriented medical care. Fam 
Med. 1991;23(1):46-51. 

100. Delbanco T, Walker J, Bell SK, Darer JD, Elmore JG, Farag N, et 
al. Inviting Patients to Read Their Doctors' Notes: A Quasi-
experimental Study and a Look Ahead. Annals of internal 
medicine. 2012;157(7):461-70. 

101. INAMI-RIZIV Rapport annuel 2011- 4ème partie: Exposés 
thématiques - eCare : les technologies de l'information et de la 
communication dans le secteur des soins de santé [Brussels;2011 
[cited September 2012]. Available from: 
http://www.riziv.fgov.be/presentation/fr/publications/annual-
report/index.htm 

102. Lorant V, Geerts C, D'Hoore W, Sauwens D, Remmen R, 
Peremans L, et al. Making General Practice Attractive: 
Encouraging GP attraction and retention. Health Services 
Research (HSR). Brussels: Belgian Health Care Knowledge 
Centre (KCE); 2008 27/10/2008. KCE Reports 90C 
(D/2008/10.273/65)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=10504&CREF=12017 

103. Jonckheer P, Dubois C, Verhoeven E, Rinchard E, Baudewyns A-
M, Haezaert T, et al. After-hours in primary care : which solutions ? 
Brussels: Belgian Health Care Knowledge Centre; 2011.  
(D/2011/10.273/89)  Available from: 
https://kce.fgov.be/sites/default/files/page_documents/171C_after-
hours_primary_care.pdf 

104. Gerkens S, Farfan MI, Desomer A, Stordeur S, De Waroux M, Van 
de Voorde C, et al. The Belgian health system in 2010. Health 
Services Research (HSR). Brussels: Belgian Health Care 
Knowledge Centre (KCE); 2010 04/10/2010. KCE Reports 138C 
(D/2010/10.273/61)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=5213&CREF=17949 

105. Berckmans G, Alvarez Irusta L, Bouzegta N, Defloor T, Peeters G, 
Stordeur S, et al. Différenciation de fonctions dans les soins 
infirmiers : possibilités et limites. Health Services Research (HSR). 
Bruxelles: Centre fédéral d'expertise des soins de santé (KCE); 
2008 15/09/2008. KCE Reports 86B (D/2008/10.273/53)  Available 
from: 
http://kce.fgov.be/index_fr.aspx?SGREF=10498&CREF=11513 



 

46 Position paper Chronic Care KCE Report 190Cs 

 

 

106. Sermeus W, Pirson M, Paquay L, Pacolet J, Falez F, Stordeur S, 
et al. Financing of home nursing in Belgium. 122C ed. Brussels: 
Belgian Health Care Knowledge Centre. 

107. Boyle S. United Kingdom (England): Health system review. Health 
Syst Transit. 2011;13(1):1-486. 

108. North South Group Inc. Literature Review and Environmental Scan 
of Preferred Practices for Deployment of Health Human Resources 
and Decision Support Tools: Final Report. Ontario: Health Canada; 
2004.   

109. Service des Soins de Santé Psychosociaux  - Dienst 
Psychosociale Gezondheidszorg. Vers de meilleurs soins en santé 
mentale par la réalisation de circuits et réseaux de soins - Naar 
een betere geestelijke gezondheidszorg door de realisatie van 
zorgcircuits en zorgnetwerken [Brussels: SPF Santé Publique, 
Sécurité de la chaîne alimentaire et Environnement - FOD 
Volksgezondheid, veiligheid van de voedselketen en 
Leefmilieu;2012. Available from: http://www.psy107.be/ 

110. Vander Stichele RH, Van de Voorde C, Elseviers M, Verrue C, 
Soenen K, Smet M, et al. Medication use in rest and nursing 
homes in Belgium. Health Services Research (HSR). Brussels: 
Belgian Health Care Knowledge Centre (KCE); 2006 22/12/2006. 
KCE Reports 47C (D/2006/10.273/70)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=5220&CREF=8781 

111. INAMI-RIZIV. Syntheserapport: de integratie van zorgkundigen in 
de thuisverpleging. Brussels: INAMI-RIZIV; 2012 January. 
1240/UB/PPAS 200/2/Synthese  

112. Sheer B, Wong FK. The development of advanced nursing 
practice globally. J Nurs Scholarsh. 2008;40(3):204-11. 

113. Delamaire M, Lafortune G. Les pratiques infirmières avancées : 
Une description et évaluation des expériences dans 12 pays 
développés. In: Editions OCDE. Paris: OCDE; 2010. 

114. Bryant-Lukosius D, Carter N, Kilpatrick K, Martin-Misener R, 
Donald F, Kaasalainen S, et al. The clinical nurse specialist role in 
Canada. Nurs Leadersh (Tor Ont). 2010;23 Spec No 2010:140-66. 

115. Van den Bosch K, Willemé P, Geerts J, Breda J, Peeters S, Van 
de Sande S, et al. Residential care for older persons in Belgium : 
Projections 2011 – 2025 - Synthesis. Health Services Research 
(HSR). Brussels: Belgian Health Care Knowledge Centre (KCE); 
2011. KCE Reports 167 (D/2011/10.273/67)  Available from: 
http://kce.fgov.be/sites/default/files/page_documents/KCE_167C_r
esidential_care_in_Belgium_synthesis.pdf 

116. INAMI-RIZIV Formes alternatives de soins aux personnes âgées 
[Brussels;2012. Available from: 
http://www.inami.fgov.be/care/fr/residential-
care/alternative_forms/index.htm 

117. Kroes M, Garcia-Stewart S, Allen F, Eyssen M, Paulus D. 
Dementia : which non-pharmacological interventions? Good 
Clinical Practice (GCP). Brussel: Belgian Health Care Knowledge 
Centre (KCE); 2011. KCE Reports 160C (D/2011/10.273/37)  
Available from: http://kce.fgov.be/Download.aspx?ID=3275  

118. Eyssen M, Leys M, Desomer A, Senn A, Léonard C. Organisation 
des soins de santé mentale pour les personnes atteintes d’une 
maladie mentale grave et persistante. Y a-t- il des données 
probantes? Health Services Research (HSR). Bruxelles: Centre 
fédéral d'expertise des soins de santé (KCE); 2010 18/11/2010. 
KCE Reports 144B (D/2010/10.273/79)  Available from: 
http://kce.fgov.be/index_fr.aspx?SGREF=3228&CREF=18312 

119. Remmen R, Seuntjens L, Pestiaux D, Leysen P, Knops K, 
Lafontaine J-B, et al. Quality development in general practice in 
Belgium: status quo or quo vadis ? Good Clinical Practice (GCP). 
Bruxelles: Belgian Health Care Knowledge Centre (KCE); 2008 
28/03/2008. KCE Reports 76C (D/2008/10.273/49)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=10504&CREF=10799 

120. Beaulieu M-D, Pomey M-P, Côté B, Del Grande C, Ghorbel M, 
Hua P, et al. Des indicateurs de qualité à l’intention des 
professionnels et des gestionnaires des services de première ligne 
[Québec: INESS . Institut national d'excellence en santé et en 
services sociaux;2012 [cited September 2012]. Available from: 
http://www.inesss.qc.ca/index.php?id=65&user_inesssdoc_pi1%5
Bcode%5D=FICHE&user_inesssdoc_pi1%5Buid%5D=2028&user



 

KCE Report 190Cs Position paper Chronic Care 47 

 

 

_inesssdoc_pi1%5BbackUrl%5D=index.php%253Fid%253D49%2
526no_cache%253D1&cHash=f98b83ed4aa8d8332c018454c09ef
0d9 

121. Mathieu C, Nobels F, Peeters G, Van Royen P, Dirven K, Wens J, 
et al. Qualité et organisation des soins du diabète de type 2. Good 
Clinical Practice (GCP). Bruxelles: Centre Fédéral d'Expertise des 
Soins de Santé (KCE); 2006 12/05/2006. KCE Reports 27B 
(D2006/10.273/08)  Available from: 
http://kce.fgov.be/index_fr.aspx?SGREF=3470&CREF=6613 

122. Vlayen J, Vrijens F, Beirens K, Stordeur S, Devriese S, Van 
Eycken E. Indicateurs de qualité en oncologie : cancer du 
testicule. Good Clinical Practice (GCP). Bruxelles: Centre fédéral 
d'expertise des soins de santé (KCE); 2010. KCE Reports 149B 
(D/2010/10.273/97)  Available from: 
http://kce.fgov.be/index_fr.aspx?SGREF=3228&CREF=18825 

123. Stordeur S, Vrijens F, Beirens K, Vlayen J, Devriese S, Van 
Eycken E. Quality indicators in oncology: breast bancer. Good 
Clinical Practice (GCP). Brussels: Belgian Health Care Knowledge 
Centre (KCE); 2010. KCE Reports 150C (D/2010/10.273/101)  
Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=5211&CREF=18847 

124. Michiels D, Sun Y, Thijs V, Saka Rasit O, Hemelsoet D, Eyssen M, 
et al. Les unités neurovasculaires: efficacité, indicateurs de qualité 
et organisation. Bruxelles: 2012. D/2012/10.273/42  

125. Organisation for Economic Co-operation and Development Health 
Care Quality Indicators [2012 [cited September 2012]. Available 
from: 
http://www.oecd.org/health/healthpoliciesanddata/healthcarequality
indicators.htm 

126. Ivers N, Jamtvedt G, Flottorp S, Young JM, Odgaard-Jensen J, 
French SD, et al. Audit and feedback: effects on professional 
practice and healthcare outcomes. Cochrane Database Syst Rev. 
2012;6:CD000259. 

127. Somme D, Trouve H, Drame M, Gagnon D, Couturier Y, Saint-
Jean O. Analysis of case management programs for patients with 

dementia: A systematic review. Alzheimer's & dementia : the 
journal of the Alzheimer's Association. 2012;8(5):426-36. 

128. Huis voor gezondheid [Brussels;2012 [cited October 2012]. 
Available from: http://www.huisvoorgezondheid.be/ 

129. Spinewine A, Foulon V, Claeys C, De Lepeleire J, Chevalier P, 
Desplenter F, et al. Seamless care with regard to medications 
between hospital and home. Health Services Research (HSR). 
Brussels: Belgian Health Care Knowledge Centre (KCE); 2010 
12/07/2010. KCE Reports 131C (D/2010/10.273/39)  Available 
from: 
http://kce.fgov.be/index_en.aspx?SGREF=14851&CREF=16674 

130. INAMI-RIZIV Conventions Sclérose en plaques - Sclérose latérale 
amyotrophique en phase avancée et maladie de Huntington en 
phase avancée ~ Overeenkomsten Multiple sclerose of amyotrofe 
laterale sclerose in een ver gevorderd stadium en ziekte van 
Huntington in een ver gevorderd stadium [Brussels;2012 [cited 
October 2012]. Available from: 
http://www.riziv.fgov.be/care/fr/hospitals/specific-
information/sclerose-huntington/index.htm 

131. Van Vlaenderen I, Worrall J, Raza S, Colle A, De Vos C, Strens D, 
et al. Cardiac rehabilitation: clinical effectiveness and utilisation in 
Belgium. Health Services Research (HSR). Brussels: Belgian 
Health Care Knowledge Centre (KCE); 2010 27/10/2010. KCE 
Reports 140C (D/2010/10.273/67)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=5211&CREF=18161 

132. Leclercq A, De Gauquier K, Ceuppens A, Boly J, Van Den Steen 
D, Paulus D. Consumption of physiotherapy and physical and 
rehabilitation medicine in Belgium. Health Services Research 
(HSR). Brussels: Belgian Health Care Knowledge Centre (KCE); 
2008 26/09/2008. KCE Reports 87C (D/2008/10.273/56)  Available 
from: 
http://kce.fgov.be/index_en.aspx?SGREF=10504&CREF=11595 

133. Arrêté royal du 29 janvier 2007 fixant, d'une part, les normes 
auxquelles le <programme> de soins pour le patient gériatrique 
doit répondre pour être agréé et, d'autre part, des normes 



 

48 Position paper Chronic Care KCE Report 190Cs 

 

 

complémentaires spéciales pour l'agrément d'hôpitaux et de 
services hospitaliers 7 Mars 2007.  

134. Gailly J, Gerkens S, Van Den Bruel A, Devriese S, Obyn C, 
Cleemput I. Use of point-of care devices in patients with oral 
anticoagulation: a Health technology Assessment. Brussels: 2009. 
KCE Reports 117C Available from: 
https://kce.fgov.be/publication/report/use-of-point-of-care-devices-
in-patients-with-oral-anticoagulation-a-health-techn 

135. World Health Organization Mobile EHealth [Geneva;2012 [cited 
October 2012]. Available from: 
http://www.who.int/goe/mobile_health/en/ 

136. Institute of Medicine. Digital data Improvement priorities for 
continuous learning in health and health care Washington: 2012.   

137. Guthrie B, Payne K, Alderson P, McMurdo ME, Mercer SW. 
Adapting clinical guidelines to take account of multimorbidity. BMJ. 
2012;345:e6341. 

138. Sackett D. Evidence-Based Medicine: How to Practice and Teach 
EBM. 2nd ed. Edinburgh: Churchill Livingstone; 2000. 

139. Sermeus W, Vleugels A, Vanhaecht K, et al. Onderzoek naar de 
toekomst van transmurale zorgpaden binnen Vlaanderen. Leuven: 
2009.  Available from: 
https://docs.google.com/viewer?a=v&q=cache:ffODrRU7I5gJ:www
.zorg-en-
gezondheid.be/WorkArea/linkit.aspx?LinkIdentifier%3Did%26ItemI
D%3D22699+transmurale+projecten+klinische+paden&hl=fr&gl=b
e&pid=bl&srcid=ADGEESi5JK-
wQlpJmlEe6S5KoACd5pNisGrjRXOpCgz5WbZS07J_VZYvR1js0w
yO2JlzAJfrYCo8Skhq6zSqhXjVSswz-TP-
gSqTErYjk6_5wgOISuGxJbwdVoyu9KNG64kjMZsxoD3q&sig=AHI
EtbTZj3wR2-qqV3el2NlLnGThXSe9eA 

140. Sermeus W, Pirson M, Paquay L, Pacolet J, Falez F, Stordeur S, 
et al. Financing of home nursing in Belgium. Health Services 
Research (HSR). Brussels: Belgian Health Care Knowledge 
Centre (KCE); 2010 04/02/2010. KCE Reports 122C 

(D/2010/10.273/07)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=14851&CREF=14921 

141. Annemans L, Boeckxstaens P, Borgermans L, De Smedt D, 
Duchesnes C, Heyrman J, et al. Advantages, disadvantages and 
feasibility of the introduction of ‘Pay for Quality’ programmes in 
Belgium. Health Services Research (HSR). Brussels: Belgian 
Health Care Knowledge Centre (KCE); 2009 16/11/2009. KCE 
Reports 118C (D/2009/10.273/52)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=13035&CREF=14182 

142. Roberfroid D, Stordeur S, Camberlin C, Van de Voorde C, Vrijens 
F, Léonard C. Physician workforce supply in Belgium. Current 
situation and challenges. Health Services Research (HSR). 
Brussels: Belgian Health Care Knowledge Centre (KCE); 2008 
18/01/2008. KCE Reports 72C (D/2008/10.273/09)  Available from: 
http://kce.fgov.be/index_en.aspx?SGREF=9152&CREF=10554 

143. Plsek P. Redesigning Health Care with Insights from the Science 
of Complex Adaptive Systems, appendix B In: America CoQoHCi, 
editor. Crossing the Quality Chasm: A New Health System for the 
21st Century Committee on Quality of Health Care in America,. 
Washington, D.C.: IOM; 2001.  

144. Plsek PE, Wilson T. Complexity, leadership, and management in 
healthcare organisations. BMJ. 2001;323(7315):746-9. 

 
  



 

KCE Report 190Cs Position paper Chronic Care 49 

 

 

 APPENDIX OF THE POSITION 
PAPER 

APPENDIX 1. RECAPITULATIVE 
INVENTORY OF THE MAIN ACTION FIELDS 
AND OF THE ACTORS INVOLVED 
The implementation of the recommendations of the position paper requires 
initiatives in different domains:  
• Education; 
• Development of protocols and tools for communication; 
• Development of ICT technologies; 
• Quality improvement initiatives; 
• Empowerment of the patient and informal caregiver; 
• Manpower; 
• Organizational reforms. 
The following sections analyze who are the main actors to be involved for 
each of these seven domains. 

Appendix 1.1. Education 
Appendix 1.1.1. Academic institutions and high schools 
Academic institutions and high schools are in front for the implementation 
of the following recommendations:   
• Action point 3.1: attraction of the GP profession; 
• Action point 4.2: training for advanced practice nurses; 
• Action point 7.1: new function of case manager; 
• Recommendation 12: development of detection skills; 
• Action point 13.1: provider skills for patient empowerment. 
Appendix 1.1.2. Professional organisations 
Conversely, professional organisations have the responsibility to include 
the following points in their programmes of continuing education:  
• Recommendation 2: training modules for needs assessment and 

elaboration of a care plan; 
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• Action point 7.1: development of an education programme to develop  
case management competences; 

• Action point 11.3: development of a training module for discharge 
management; 

• Recommendation 12: continuing education to maintain/improve 
detection skills. 

Appendix 1.2. Development of protocols and tools for 
communication 

Appendix 1.2.1. Professional organisations 
The professional organisations have the main responsibility in the 
development of the tools  referred to in the following action points:  
• Action point 1.2: development and use of a chronic care module in the 

medical record; 
• Recommendation 12: tools for facilitating early detection; 
• Action point 13.2: tools for patient empowerment; 
Appendix 1.2.2. Patient Organizations 
• Action point 13.2 (tools for patient empowerment) also requires the 

active involvement of patient organizations. 
Appendix 1.2.3. Comité de l’assurance/Verzekeringscomité 
• Action point 1.3: endorsement of a standard evaluation tool to assess 

patient needs. 

Appendix 1.3. Development of Information and 
Communication Technology applications 

Appendix 1.3.1. eHealth  
Many recommendations and action points of the position paper require 
specific Information and Communication technology (ICT) applications for 
their successful implementation. The implementation of new ICT 
applications mainly falls under the responsibility of eHealth: 
• Action point 1.2: development and use of a ‘module chronic care’ in 

the medical record in collaboration with the professionals; 

• Action point 6.3: data collection for the measurement of quality 
indicators; 

• Action point 13.2: development of tools for patient empowerment in 
collaboration with the patient associations and the health 
professionals; 

• Action point 14.4: implementation of a health care system oriented 
towards chronic care, based a.o. on data collected at different levels. 

Appendix 1.3.2. Comité de l’assurance / Verzekeringscomité 
• Action point 1.2: development and use of a chronic care module in the 

medical record. 

Appendix 1.4. Quality improvement initiatives 
Quality improvement initiatives require the know-how and collaboration of 
different actors:  
Appendix 1.4.1.  Federal authorities and federated entities 
• Action point 6.1: definition of clear objectives and consequences of the 

quality system in collaboration with the stakeholders; 
• Action point 11.3: need for appointing a discharge manager for 

complex cases (cf. geriatric care programme). 
Appendix 1.4.2. Professional organisations 
• Action point 6.1: definition of clear objectives and consequences of the 

quality system in collaboration with the stakeholders; 
• Action point 6.2: search for quality indicators; 
• Action point 6.4: feedback to the professionals; 
• Action point 11.1: development of shared protocols between lines of 

care; 
• Action point 15.1: development of clinical guidelines including 

comorbidities. 
Appendix 1.4.3. . Patient Organizations 
• Action point 6.1: definition of clear objectives and consequences of the 

quality system in collaboration with the stakeholders; 
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• Action point 6.2: search for quality indicators. 
Appendix 1.4.4. eHealth 
• Action point 6.3: data collection for the measurement of quality 

indicators. 
Appendix 1.4.5. Conseil National pour la Promotion de la Qualité / 

Nationale Raad voor KwaliteitsPromotie 
• Action point 6.1: definition of clear objectives and consequences of the 

quality system in collaboration with the stakeholders; 
• Action point 6.2: search for quality indicators; 
• Action point 11.1: development of shared protocols between lines of 

care 
Appendix 1.4.6. Comité de l’assurance/Verzekeringscomité 
• Recommendation 6: support of a continuous quality improvement 

programme for chronic care, including the 4 action points mentioned 
above  

Appendix 1.4.7. Legislation 
• Action points 6.1, 6.3, legal framework and conditions for data 

collection; 
• Action point 11.3: need for appointing a discharge manager for 

complex cases (cf. geriatric care programme). 

Appendix 1.5. Empowerment 
Empowerment calls for a strong collaboration between the patient and the 
health professional. 
Appendix 1.5.1. Patient Organizations 
• Action point 5.2: support of the informal caregiver to allow the patient 

to stay at home as long as possible and desired; 
• Action point 13.2: development of tools for patient empowerment; 
• Action point 14.1: provision of timely and accurate information; 
• Action point 14.2: foster patient empowerment in routine care. 
Appendix 1.5.2. Academic institutions and high schools 

• Action point 13.1: providers skills for patient empowerment. 
Appendix 1.5.3. Professional organisations 
• Action point 13.1: providers skills for patient empowerment; 
• Action point 13.2: development of tools for patient empowerment. 
Appendix 1.5.4. Sickness Funds 
• Action point 5.2: support of the informal caregiver to allow the patient 

to stay at home as long as possible and desired; 
• Action point 14.1: provision of timely and accurate information; 
• Action point 14.2: foster patient empowerment in routine care. 

Appendix 1.6. Manpower 
Appendix 1.6.1.  Federal authorities 
• Recommendation 19: planning manpower whilst taking into account 

new roles and functions in primary care. 
Appendix 1.6.2. Professional organisations 
• Action point 3.2: working conditions of general practitioners. 
Appendix 1.6.3. Comité de l’assurance / Verzekeringscomité 
• Action point 3.2: working conditions of general practitioners; 
• Action points 4.1 and 4.2: delegation of tasks from GPs to other 

professionals and from nurses to less qualified health professionals; 
• Action point 7.1: case manager function. 
Appendix 1.6.4. Legislation 
• Action point 3.2: working conditions in the first line of care (GPs); 
• Action point 4.1 and 4.2: delegation of tasks from GPs to other 

professionals and from nurses to less qualified health professionals; 
• Action points 4.3: recognition of new qualifications for nurses; 
• Action point 7.1: recognition of case manager function. 
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Appendix 1.7. Organizational reforms 
Appendix 1.7.1. Observatorium for chronic diseases 
• Action point 15.1: follow-up of relevant scientific development and data 

on chronic care/patients; 
• Action point 20: translate this position paper into an operational plan 

and evaluate its implementation. 
Appendix 1.7.2. Federated entities 
• Action points 5.1, 5.2 and 5.3: care in the least complex environment: 

policies, support of informal caregiver, development of alternatives to 
institutions; 

• Action point 15.1: follow-up of relevant scientific development and data 
on chronic care/patients; 

• Action point 16.1: optimize coordination structures at meso level; 
• Recommendation 17: accessibility and equity for all chronic patients 

e.g. respite care, waiting lists for institutional care. 
Appendix 1.7.3. Interministerial conference 
• Action point 5.1: policies to encourage patients with chronic disease to 

stay at home; 
• Action point 7.2: streamlining of coordination networks; 
• Action point 16.1: optimize coordination structures at meso level; 
• Action point 20: translate this position paper into an operational plan 

and evaluate its implementation. 
Appendix 1.7.4. Future Institute for concerted solutions to the 

challenges 
• Action point 7.2: streamlining of coordination networks; 
• Action point 16.1: optimize coordination structures at meso level; 
• Action point 16.2: strategic coordination cell at the highest level; 
• Action point 20: translate this position paper into an operational plan 

and evaluate its implementation. 
Appendix 1.7.5. INAMI/RIZIV 

• Action point 15.1: follow-up of relevant scientific development and data 
on chronic care/patients; 

• Action point 15.2: operational competence pool for implementation of 
reforms. 

Appendix 1.7.6. Comité de l’assurance / Verzekeringscomité 
• Action points 5.1, 5.2 and 5.3: care in the least complex environment: 

policies, support of informal caregiver, development of alternatives to 
institutions; 

• Recommendation 16: optimize existing coordination structures; 
• Recommendation 17: accessibility and equity for all chronic patients; 
• Recommendation 18: mix of payment mechanisms and budget for 

ambulatory care. 
Appendix 1.7.7. Legislation 
• Action point 5.1,: policies to encourage patients with chronic disease 

to stay at home. 
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Main actors involved in the implementation of the action points and recommendations 
 Universities/ 

High Schools 
Professional 
Organizations 

Patients 
organizations 

Com.assur./ 
Verzek.Com.

eHealth Federal 
Authorities 

Federated 
Entities 

CNPQ 
NRKP 

Minister 
(law) 

Sickness 
Funds 

Education AP.3.1 
AP.4.2 
AP 7.1 
Rec 12 
AP 13.1 

Rec 2 
AP 7.1 
AP 11.3 
Rec 12 
 

        

Development 
of Protocols 
and tools for 
communication 

 AP 1.2 
Rec 12 
AP 13.2 
 

AP 13.2        

Development 
of ICT 
applications 

   AP 1.2 
 

AP 1.2 
AP 6.3 
AP 13.2 
AP 14.4 

     

Quality 
improvement 
initiatives 

 AP 6.1 
AP 6.2 
AP 6.4 
AP 11.1 
AP 15.1 

AP 6.1 
AP 6.2 
 

Rec 6 AP 6.3 AP 6.1 
AP 11.3 

AP 6.1 AP 6.1 
AP 6.2 
AP15.
1 

AP 6.1 
AP 6.3 
AP 11.3 

 

Empowerment AP 13.1 AP 13.1 
AP 13.2 

AP.5.2 
AP.13.2 
AP 14.1 
AP 14.2 

      AP.5.2 
AP 14.1 
AP 14.2 

Manpower  AP 3.2  AP.3.2 
AP.4.1 
AP 4.2 
AP 7.1 

 Rec 19   AP.3.2 
AP.4.1 
AP 4.2 
AP 4.3 
AP 7.1 
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solutions 

Interministerial 
Conference 
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RIZIV 

Minister 
(law) 
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changes 
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AP 20 
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AP 16.1 
AP 16.2 
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AP 5.1 
AP 7.2 
AP 16.1 
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AP 5.1 
AP 5.2 
AP 5.3 
Rec 16 
Rec 17 
Rec 18 

AP 5.1 
AP 5.2 
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AP 16.1 
Rec 17 

AP 15.1 
AP 15.2 

AP 5.1 
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