
Primary Health Care as a strategy

to achieve equitable care

Prof. Dr. J. De Maeseneer, MD, PhD

Family Physician (part-time), Community Health Centre ,

Ledeberg-Ghent (Belgium)

Chairman European Forum for Primary Care

Director Primafamed Centre – Ghent University, Belgium

WHO Collaborating Centre on PHC

Sara Willems, MA, PhD, Ghent University
Bojnice, 22/10/2010

http://www.ugent.be/ge/en
http://www.primafamed.ugent.be/keuzescherm.html
http://www.the-networktufh.org/home/index.asp
http://www.euprimarycare.org/


http://www.primafamed.ugent.be

http://www.euprimarycare.org http://www.the-networktufh.org

http://www.wgcbotermarkt.be



1. Can primary care make a difference to health 

inequalities?

2. Primary health care and health inequalities at 

different levels

3. The role of Family Medicine

4. Conclusion

Primary Health Care as a strategy to achieve 

equitable care





http://www.who.int/social_determinants/resources/csdh_media/primary_health_care_2007_en.pdf



Healthy life expectancy in Belgium, 25 years, men

28.1

38
42.6

45.9

20

25

30

35

40

45

50

55

basic secundary

school: 1st cycle

secundary

school: 2nd

cycle

university/higher

education

Socio-economic inequalities in health

Healthy life expectancy in Belgium

(Bossuyt, et al. Public Health 2004)







CSO



CSO





− There is a social gradient in health – the lower a 

person‟s social position, the worse his or her health. 

Action should focus on reducing the gradient in health.

− Health inequalities result from social inequalities. 

Action on health inequalities requires action across all 

the social determinants of health.

− Focusing solely on the most disadvantaged will not 

reduce health inequalities sufficiently. To reduce the 

steepness of the social gradient in health, actions must 

be universal, but with a scale and intensity that is 

proportionate to the level of disadvantage. We call this 

proportionate universalism.

Key recommendations of the Marmot Review
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− Reducing health inequalities will require action on six

policy objectives:

• Give every child the best start in life

• Enable all children young people and adults to 

maximise their capabilities and have control over 

their lives

• Create fair employment and good work for all

• Ensure healthy standard of living for all

• Create and develop healthy and sustainable places

and communities

• Strengthen the role and impact of ill health prevention

Key recommendations of the Marmot Review
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vzw De Keeting, Mechelen vzw De Willers, Willebroek

How do people living in poverty experience 

access to health care?

Willems S. “Social inequalities in health: a neverending story?” 2005



Exploring the accessibility of the health care 

system in Belgium

• Literature review

e.g. the yearly poverty reports

• Quantitative research

e.g. National Health Surveys, 

provider reports, ...



• The target group is not represented 
in databases

• Understanding contextual nature & 
the underlying mechanisms

Consulting the target group, 

using a qualitative research design



Aim of the qualitative study

• to explore the breadth and the scope 
of the barriers and facilitators to 
health care as disadvantaged people 
in Belgium experience them

• to develop a conceptual framework
that integrates the barriers 



Method

• Focusgroup interviews

• Sample selection: the Service for the Fight 

against Poverty, Insecurity and Social 

exclusion

• Purposive sampling

• 7 local organisations organised in a working-

group



• Participants selected by the organisation

• Variability among participants was reached 

• Number of discussions: 
until saturation / 21 (90‟ - 120‟ / 5 - 12 part.)

• Moderated by a social worker & a researcher

• Interview guide (pretested)
Starting point: the experiences of participants

Method



S. Willems, 2005



S. Willems, 2005
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Community Health Centre:

- Family Physicians; nurses; 

dieticians; health promotors; 

dentists; social workers; …

- 5700 patients; 55 nationalities

- Capitation; no co-payment

- COPC-strategy



COPC-project: children‟s physical condition

•WGC Botermarkt

• Consultation: problematic physical condition• Consultation: problematic physical condition



COPC-project: children‟s physical condition

• Survey: children were two times longer in front of 

television and videogames, and had less physical 

activity compared to the flemish youngsters

• Survey: children were two times longer in front of 

television and videogames, and had less physical 

activity compared to the flemish youngsters

WGC Botermarkt



COPC-project: children‟s physical condition

• Community diagnosis: lack of playgrounds• Community diagnosis: lack of playgrounds

WGC Botermarkt



COPC-project: children‟s physical condition

• Intervention 1: construction of playgrounds• Intervention 1: construction of playgrounds

WGC Botermarkt



COPC-project: children‟s physical condition

• Intervention 2: organisation of activities• Intervention 2: organisation of activities

WGC Botermarkt



COPC-project: children‟s physical condition

• Evaluation:

• street criminality

• social cohesion

• physical activity

• Evaluation:

• street criminality

• social cohesion

• physical activity

WGC Botermarkt



Integration of personal and community health care

The Lancet 2008;372:871-2



“Towards Unity for Health”

www.the-networktufh.org
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• Interministerial conference for social integration

→ Insurability 

→ Maximum bill

• Population Health Survey

Intersectoral action for health: federal (1)



• Local social policy framework:

→ Access to social rights 

→ “Social house”

• Flemish Health Council: comprehensive health

care system

Intersectoral action for health: regional (2)



Health and welfare: comprehensive approach

Flemish Health Council (2006)





• City of Ghent (225.000 inh.)

→ Implementation Local Social Policy:

11 clusters:

− Work

− Interculturality

− Youth

− Elderly

− …

− Health

• Top-priorities:

→ Living conditions (housing)

→ Access to health promotion and care

Creation of a City Health Council

Intersectoral action for health: local (3)



Intersectoral action for health: the community (4)

Ledeberg (8.700 inh.)

• Platform of stakeholders

• Implementing COPC-strategy, taking different 

sectors on board

• Accessible, comprehensive, quality local health care 

facility: a multidisciplinary Primary Health Care 

Centre



Platform of stakeholders:

• 40 to 50 people

• 3 monthly

• Exchange of information

• “Community diagnosis”

Intra-family violence





• Territorial approach

• Universality

• Comprehensiveness 

Intersectoral action for health
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WHO LOOKS AFTER THE MOST DEPRIVED

10% OF THE SCOTTISH POPULATION ?





GENERAL PRACTITIONERS AT THE DEEP END



GP stress by clinical encounter length in areas 

of high and low deprivation 
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DEEP END MEETINGS

1. The first meeting

2. Needs, demands and resources

3. Vulnerable families

4. Keep Well and ASSIGN

5. Single-handed practice

6. Patient encounters in deprived areas

7. Education and training (4th June)

8. Social prescribing (July/August)

9. Learning journey (17/18/20 August)

10.Alcohol (tbc)

11.Vulnerable families (2 – tbc)

12.Care of the elderly (26th August)



Primary care at its best shows :

Access

Contact

Co-ordination

Continuity

Flexibility

Long term relationships

Trust

but this only improves population health

when combined with

Coverage, co-ordination and leadership



CHALLENGES OF FRAGMENTATION

REQUIRING CO-ORDINATION AND LEADERSHIP

Within practices

Between practices

Across boundaries

Within communities

Afternoon-session:

„Roma-people‟: Cinema Hall: 13.00-16.00



1. Can primary care make a difference to health 

inequalities?

2. Primary care and health inequalities at different 

levels

2.1. Patients living in poverty

2.2. Action at the community level: COPC 

2.3. Intersectoral action for health

2.4. Provider well-being: a quality indicator

2.5. Translational research and equity

3. The role of Family Medicine

4. Conclusion

Primary Health Care as a strategy to achieve

equitable care?









1. Can primary care research make a difference to 

health inequalities?

2. Primary care research and health inequalities 

at different levels

3. The role of Family Medicine

4. Conclusion

Primary Health Care as a strategy to achieve

equitable care?



3.1. The patient is the starting point of the process

• Active

• Informed

• Service delivery

• Globalisation /Glocalisation

• Multicultural

Accessibility

Equity





Director General‟s message

Four sets of reforms that reflect a convergence between he

values of primary health care, the expectations of citizens and 

the common health performance challenges that cut across all 

contexts. They include:

• Universal coverage reforms that ensure that

health systems contribute to health equity, 

social justice and the end of exclusion

• Service delivery reforms that re-organize

health services around people‟s needs and 

expectations

• Public policy reforms that secure healthier

communities

• Leadership reforms

Dr. Margaret Chan

Director General

World Health Organization
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• Commitment

• Clinical Competence

• Context

• Comprehensiveness

• Complexity

• Coordination

• Continuity

Compassion ↔ Computer

3.2. Characteristics of FP / patient encounters
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Multimorbidity becomes the rule, not the 

exception

• More than half of the patients with COPD have either 

cardiovascular problems, or diabetes

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

these problems

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

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

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

(Anderson 2003)



The ageing society

http://4.bp.blogspot.com/__jZUMMtjGdE/S2QCQzdKbjI/AAAAAAAAAC8/megJ4Lm_ni8/s1600-h/Bel09Pyramid.php.jpg


3.3. From „Chronic Disease Management‟ (CDM) 

towards „Participatory Patient Management‟ (PPM)

1. The epidemiological context: multimorbidity

2. Patient-centredness and the paradigm-shift from 

problem-oriented to goal-oriented care

3. The chronic care model: an answer to the challenges?

4. The threats

5. The way forward







Margaret is 75 years old. Fifteen years ago she lost her husband. 

She is a patient in the practice for 15 years now. During these last 

15 years she has been through a laborious medical history: 

operation for coxarthrosis with a hip prothesis, hypertension, 

diabetes type 2, COPD and osteoartritis. Moreover there is 

osteoporosis. She lives independently at her home, with some help 

from her youngest daughter Elisabeth. I visit her regularly and 

each time she starts saying: “Doctor, you must help me”. Then

follows a succession of complaints and unwell feeling: sometimes

it has to do with the heart, another time with the lungs, then the 

hip, …



Each time I suggest – according to the guidelines - all sorts of 

examinations that did not improve her condition. Her requests

become more and more explicit, my feelings of powerlessness, 

insufficiency and spite, increase. Moreover, I have to cope with

guidelines that are contradictory:  for COPD she sometimes needs

corticosteroids, which worsens her glycemic control.

The adaptation of the medication for the blood pressure (at one

time too high, at another time too low), cannot meet with her 

approval, as does my interest  in her HbA1C and lung function

test-results.



After so many contacts Margaret says: “Doctor, I want to tell you

what really matters for me. On Tuesday and Thursday, I want to 

visit my friends in the neighbourhood and play cards with them. 

On Saturday, I want to go to the Supermarket with my daughter. 

And for the rest, I want to be left in peace, I don’t want to change

continually the therapy anymore, … especially not having to do 

this and to do that”.

In the conversation that followed it became clear to me how

Margaret had formulated the goals for her life. And at the same

time I felt challenged how the guidelines could contribute to the 

achievement of Margaret’s goals. I visit Margaret again with

pleasure ever since: I know what she wants, and how much I can

(merely) contribute to her life.



Sum of the guidelines

Patient tasks
• Joint protection

• Energy conservation

• Self monitoring of blood glucose 

• Exercise

• Non weight-bearing if severe foot disease is

present and weight bearing for osteoporosis

• Aerobic exercise for 30 min on most days

• Muscle strenghtening

• Range of motion 

• Avoid environmental exposures that might

exacerbate COPD

• Wear appropriate footwear

• Limit intake of alcohol

• Maintain normal body weight

Clinical tasks
• Administer vaccine

• Pneumonia

• Influenza annually

• Check blood pressure at all clinical visits and

• sometimes at home

• Evaluate self monitoring of blood glucose

• Foot examination

• Laboratory tests

• Microalbuminuria annually if not present

• Creatinine and electrolytes at least 1-2 times a 

year

• Cholesterol levels annually

• Liver function biannually

• HbA1C biannually to quarterly

Referrals
• Physical therapy

• Ophtalmologic examination

• Pulmonary rehabilitati

Patient education
• Foot care

• Oeseoartritis

• COPD medication and delivery

system training 

• Diabetes

Time Medications

7:00 AM Ipratropium dose inhaler

Alendronate 70 mg/wk

8:00 AM Calcium 500 mg

Vit D 200 IU 

Lisinopril 40mg

Glyburide 10mg 

Aspirin 81mg

Metformin 850 mg

Naproxen 250 mg

Omeprazol 20mg 

1:00 PM Ipratropium dose inhaler

Calcium 500 mg

Vit D 200 IU

7:00 PM Ipratropium dose inhaler

Metformin 850 mg

Calcium 500 mg

Vit D 200 IU

Lovastatin 40 mg

Naproxen 250 mg 

11:00 PM Ipratropium dose inhaler

As needed Albuterol dose inhaler

Paracetamol 1g 

Boyd et al. JAMA, 2005

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




“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Definition of Health Absence of disease as 

defined by the health 

care system

Maximum desirable 

and achievable quality 

and/or quantity of life 

as defined by each 

individual



“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Purposes of Health 

Care

Eradication of 

disease,

prevention of death

Assistance in 

achieving a maximum 

individual health 

potential



“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Measures of success Accuracy of diagnosis, 

appropriateness of 

treatment, eradication 

of disease, prevention 

of death

Achievement of 

individual goals



“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Evaluator of success Physician Patient



What really matters for patients is 

• Functional status

• Social participation 
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Wagner EH. Effective Clinical Practice 1998;1:2-4



EMPOWERMENT





But…





Problems with guidelines in multimorbidity

• “Evidence” is produced in patients with 1 

disease

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

therapy)



“Treat the patient”

“Treat-to-target”



Efficacy

Effectiveness

Efficiency &

equity

Medical

Contextual

Policy

Quality of care

EVIDENCE

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



Primary Health Care and “contextual” 

evidence

“disease management”

“patient management”



Evolution from

„Chronic Disease Management‟ 

towards

„Participatory Patient Management‟

Puts the patient centrally in the process.

Changes the perspective from „problem-oriented care‟. 

towards „goal-oriented‟ care.
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• In many countries, specific access to services is 

conditioned by the diagnosis of the patient. This may 

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

disease". 

• It is worthwhile studying what is the actual presentation 

of this phenomenon, and what could be done to handle 

it appropriately. How will market forces and 

commercialisation play a role in this development?

The need for a shift in chronic care: from "Chronic 

Disease Management" to "Participatory Patient 

Management".



“Inequity by disease” becomes an 

increasing problem both in developed 

and developing countries

[ zie www.15by2015.org ]

http://www.15by2015.org/
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The way forward

• Implementation research in the framework of 

translational research

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

“goal-oriented” care

• Patient participation and empowerment

• Taking into account context and diversity
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1. Primary health care contributes to equity and 

social cohesion

2. Family Medicine is the medical clinical 

discipline in the PHC-team

3. Primary health care responds to the 

challenges of people with chronic conditions

4. Primary Health Care is cost-effective

Primary Health Care as a strategy to achieve 

equitable care: conclusion



Thank You!

jan.demaeseneer@ugent.be

www.euprimarycare.org

mailto:jan.demaeseneer@ugent.be



