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Abstract

Background

Adequate care for individuals living with chronic illnesses céils a healthcare system
redesign, moving from acute, disease-centered to patient-cemtexls. The aim of this
study was to identify Belgian stakeholders’ perceptions on thengttrs, weaknesses,




opportunities and threats of the healthcare system for peoplecmtinic diseases |n
Belgium.

Methods

Four focus groups were held with stakeholders from the micro and nvesoiteaddition tg
two interviews with stakeholders who could not attend the focus grosgioss. Dat
collection and the discussion were based on the Chronic Care modalatichanalysis of
the transcripts allowed for the identification of the strengthskwesses, opportunities gnd
threats of the current health care system with focus on chronic care.

1 %4

Results

Informants stressed the overall good quality of the acutehheate system and the level| of
reimbursement of care as an important strength of the currgensyln contrast, the lack |of
integration of care was identified as one of the biggest weasedstoday’s health care
system, along with the unclear definitions of the roles and iturscbf health professiongls
involved in care processes. Patient education to support self-manageaséntfor patient
with diabetes and/or terminal kidney failure but not for those liviith wther or multiplg
chronic conditions. The current overall fee-for-service systemb@ri@er to integrated care,
as are the lack of incentives for integrated care. Attendingidisgiplinary meetings, fq
example, is underfinanced to date. Finally, clinical informationesystlack interoperability,
which further impedes the information flow across settings and disciplines.

[72)

=

Conclusion

Our study’s methods allowed for the identification of problematic daosnan the health
system for people living with chronic conditions. These findings providefliluseights
surrounding perceived priorities. This methodology may inspire othaemtges faced with
the challenge of drafting reforms to tackle the issue of chronic care.
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Health care reform, Long-term care, Health Services, Primary care

Background

The World Health Organization (WHO) defines a chronic diseasesring, “...ongoing
management over a period of years or decades” [1]. The taditidnally refers to diabetes,
cardiovascular and renal diseases, mental disorders, cancer, G@ORDIq obstructive
pulmonary disease) and diseases like HIV/AIDS. Chronic diseasesesponsible for over
three quarters of the global burden of disease in industrialized esufity2]. Higher life
expectancy, changing lifestyles, and improved medical technotogyall factors that
increase their prevalence [2]. The provision of high quality anesadde care is a challenge
for the health care system and the society as a whole [3].

Recent publications from the European Commission and the European Ridion Forum
summarize the burden of chronic diseases [4,5]: 40% of the populationapeEainove the



age of 15 is reported to have a chronic disease; such diseasespamasible for 86% of
deaths. An additional problem is that chronic diseases rarely dome [&]. Chronically ill
persons often suffer from several problems: fifty to seventgemé of individuals over the
age of 70 have at least two disorders [7]. The current healthmsysté many OECD
countries tend to focus on acute conditions [8]. However, people with cldz@ases have
broader needs like more intensive medical, psychological, psychosmuall and spiritual
support [9].

Some national health systems, such as the Netherlands or Denmarkieleloped national
plans to face the challenge of chronic care [10,11]. Common eleofahisse plans include
the drafting of a national framework for the provision of chroniecéine promotion of
integrated care, the implementation of a disease managemeesggs and the set-up of
personal health care plans [12]. In line with these internationalagewents, the Belgian
Minister of Health & Social Affairs asked for the developmenrd ofational position paper on
the future of chronic care in Belgium [13,14]. This position paper iscbas various data
sources: (1) publications from international organizations; (2)omaiti plans of four
countries; (3) a review of the literature on patient empowermedton new functions for
healthcare professionals; (4) a description of Belgian initigtieesl (5) an extensive
consultation process of active stakeholders in the Belgian health care system.

The current article describes a qualitative study on stakeholgerseptions, carried out
within the context of the development of the national position paper metimiere. The
aim of this study was to describe how stakeholders perceivetithiegths, weaknesses,
opportunities and threats (SWOT) of the Belgian health carensysteslation to the care of
chronically ill people and to identify new avenues for a national healthefaren.

Belgium is a small country in Europe. The part of the GDP spehiealth care is within the
European average. Belgian health care is characterized by fraecento primary, secondary
and tertiary care facilities. General practitioners (Gfshot play the role of gatekeeper, and
referrals are not required. Physicians are most often paidfea-tor-service’ basis and are
self-employed. Patients have an obligatory medical insurancavidgh some medical
services are reimbursed. Out of pocket payment accounts for apprayirda% of health
expenses. In Belgium, almost 99% of the population is covered by a comyphbksalth
insurance. In primary care, nursing care is provided by large scganisations (salaried
nurses) or small scale independent providers (self-employed)Fdderal Government has
provided incentives to lower competition between providers, targeting imeggration by
implementing regional multidisciplinary organisations. In recestry the number of hospital
beds has been steadily declining [8].

Methods

A SWOT analysis was performed among key informants in spring 201&.nTethod was

previously used in policy research to systematically analyzanaations’ environments

[15]. If used correctly, SWOT-analyses can offer policy makesound basis for strategy
development and formulation.



Sample recruitment and selection

A purposive sampling technique targeted key informants involved in chrareaelivery at
the micro and meso level in the French and Dutch speaking comrauwfitéelgium. Micro
and meso levels of health care are based on the WHO-defink@gjriTie meso level
comprises the health system at both the local and the organadtvel, such as hospitals.
The main roles include the provision of health services, as wethescoordination,
supervision and training of service providers. The micro level includesitizens, local
providers and services, local authorities and the interactions rethe®. Inclusion of both
groups was considered crucial to obtain individuals’ perceptions, andmetion on
interactions and on organizational levels of primary care practices.

Stakeholders were identified through formal and informal networkigitgecting both the
views of patients as well as the disciplines/functions involvedénciare for people with
chronic conditions. Selection aimed to have a maximum of 12 people per gragte
represent the different professional profiles (i.e. physicians,alsogbrkers, nurses,
pharmacists and representatives of patients and informaiver® and the various domains
of activity (i.e. direct care, management, coordination). If inviteaplgewere unavailable or
refused, people with a similar profile were invited in a second wave of invitations.

Data collection and analysis

Stakeholders from the micro and meso levels were interviewpobtide a SWOT analysis
of the Belgian health care system. They were invited to fourraepaessions, two per
language group (French and Dutch). The rationale behind the diffangniage groups was
to (1) enhance fluent communication within groups sharing the saigedge and (2) have a
coherent discussion within groups as the regulations regardingddation of health care
institutions are different in the French and Dutch speaking partelgiugn. French- and

Dutch-speaking stakeholders of the Brussels’ and German-speakiggnRwere also

included.

The interview guide was structured following the domains of thesssjuChronic Care
Model, a framework for the effective organization of chronic ca®17]. This step was
completed with two additional semi-structured individual intervievith informants who
were not able to attend the focus groups.

Data were collected primarily by the means of focus groups. Fgrougps are particularly
well-suited for our purposes as they have multivalent functions: gEdagogicalfunction,
involving collective engagement to promote dialogue and to achieve rhighels of
understanding, (2) political function, to transform the conditions of existence for particular
stakeholders and (3)rasearchfunction, which can certainly be considered a main element
here, since it allows fdt...the generation of rich, complex, nuanced and even contradictory
accounts of how people ascribe meaning to and interpret their expexatican eye toward
how these accounts might be used to affect social policy and social ch@pg<8) [18].
Focus groups and interviews were audio-taped after written infororeskist was obtained.
For focus groups, audio-tapes were supplemented by field notes of twoverbse
Researchers coded the data from the two focus groups independemdycting a thematic
content analysis [18] and a meeting was held to discuss the liemes with the whole
research team. Based on these emerging themes, a SWOTisamalgs performed and
organized according to the domains of the Chronic Care model. Datatifie interviews



were used to validate the findings of the focus groups, as no additienss emerged from
the interviews.

Ethical approval

The Ethics Committee of the University of Antwerp approved this study (B300201214276).

Results

In April and May 2012, four focus groups, two per language group, weaniaed with
stakeholders from the micro and meso levels of chronic care. The rB88ippats are
presented in Table 1. Each focus group lasted two hours.

Table 1Focus Group Participants and Interviewees (i.e. professionals who coutet
attend the focus groups)
Representatives of ... Focus group members Inter-viewed Region
(n) () D = Dutch-speaking Region
F = French-speaking Region
B = Brussels’ Region
Ger = German-speaking

Region
Patient organizations 3 D, F, Ger
Informal caregiver organisations 2 D, F
Pharmacist organisations 2 1 D, F
GP organisations 6 D,F, B
Nursing home managers 3 D,B
Specialists 2 1 D
Primary care nurses 7 D,F B
Regional care organisations 5 D, F, B, Ger
Advanced nurse practitioner 3 D, F.B

(hospital-based)

Key results of the SWOT analysis of all focus groups weoeipgd into six themes listed
below.

Theme 1: continuum of care within and between linesa call for coordination

Participants highlighted the lack of integration of care as ortbeofargest weaknesses of
today’s health care system. Patients with chronic conditions oféeigate’ between various
health and social care providers. This situation calls for battedmation in primary care
and for the organization of seamless care among secondary care providers.

(Nurse, 2nd focus group)There is a tension when we work together with different care
providers around a single patient: you need a team attitude. You have to know the boundaries
of your work. With how many people can you work without losing control?”

Multidisciplinary coordination of care was seen as crucial, ealhpedor complex situations.
Formal coordination of care, probably by the means of a case aracagld help to identify
resources for patients living with complex conditions, particulatypiroblems that extend
beyond their medical conditions.



Strengths

The informants mentioned a number of initiatives which are curr@ntignoting seamless
care, e.g. discharge policies from hospitals for older pati¢exsernal liaison) and
federally/regionally funded coordination centers that not only coorliceate at the primary
care level but also between hospitals and primary care.

Weaknesses

Coordination initiatives are fragmented and overlap for many reagdn coordination
initiatives are eitherorganization-centerede.g. home care organization offering a care
package including nursing care, family and household support, meals ots,wdteg, or
single disease-centerdd.g. care pathways for diabetes or chronic kidney failure) G
integration in these structures is almost seen as incidental. iEgeeryone agrees that the
GPs’ role in primary care is crucial, there are many éarpreventing him/her from playing
this role. For instance, GPs are expected to makes certasiots, e.g. about the right
moment for hospital discharge, but when it comes to assegwreéparedness of a home
situation, he/she does not necessarily have the required information to maksandeci

(Nurse, 2nd focus grougWe see that GPs are overburdened, they become less accessible,
but they are still given the central role, even though they are ribeimiddle of information
when there is a complex situation. Decisions are not always made lmnpevho are best
informed.”

(3) Care and help organizations are structured in many ‘s8osh as health care versus
support care, private organizations versus public-funded organizations,ypdararversus
institutional care, silos per discipline, etc. and each of thegeesmtoes not know about the
functioning of the other entity (4). In many situations, no one is féyntdsignated as
responsible for care coordination, so designating a dedicated perghbis fiunction, such as
a case manager, seems the most promising avenue.

Opportunities were not mentioned in this domain.
Threats

(1) Patients’ freedom of choice of care provider, a major connepiiBelgian system, was
seen as a threat to care coordination, as these care providels dared by different
organizations. These care providers come from different structurae andependent and
therefore do not share the same values, visions, clinical informtaté) etc. (2) Informants
expressed a form of hierarchy between physicians; hospitalaipedaid not consider
primary care GPs’ opinion as valuable, nor did they ask for previous treatments:

(GP, 2nd focus group)They (i.e. teaching hospitals) think that the world stops at thedimit

of the hospital and they do not even consider the time between thergisofidhe patient

one year before, for vascular surgery, and his admission one year later. The specialist did not
even contact me to know about the current treatment.”



Theme 2: new definition of the roles of care profesonals and their training

The second important theme was related to the clear defioitidre roles and functions of
health professionals. This topic is related to the previous theme of coordinated care.

Strengths

In hospitals, disease-specific teams prepare the patient fdradie, e.g. for chronic heart
failure or transplantation. In these teams, roles and functionsclealy defined;
professionals are highly specialized and skilled within their (sub)discipline.

Weaknesses

These roles are sometimes well-defined within single-digeatbevays in hospitals but this is
not the case at home, especially for patients with multimorbid@here is therefore a need
for generalist care providers, as opposed to specialist carglg@rs, who are trained to take
up the role of coordination of care, such as case managers. Trainthgsffunction does not
exist yet in Belgium. Moreover, most of the GPs, seen as ctocthe coordination of care,
are working in solo practices and their training focuses on acute and spdaaliee

(GP, 3rd focus group)There is a problem with the training of GPs, which
focuses on acute and specialized care. | think that GP care should be more
present in medical faculties (...). Only in general practice is one @awohthe

fact that there is more to it than disease: the home and the famsy lve
accounted for, but this is not part of our training.”

Finally, the current legislation makes task delegation ditfibatause there are no financial
incentives in a fee-for-service system.

No opportunities and threats were mentioned for this domain.

Theme 3: patient empowerment and support for infornal caregivers

Two key issues emerged in the focus groups: (a) patient educaticoupfmort self-
management and (b) support activities for informal caregivesedier to enable them to keep
on caregiving in adequate conditions.

(Patients and informal caregivers’ association, 2nd focus gratip)e” hope

that a patient decides for his/herself, we have to be sure that he/she
understands the options. We should enable him/her to meet his/her peers, and
we should provide information about support groups. This is not
systematically offered by professionals.”

Strengths

The necessity to empower patients is clear to care provideathHed patient education are
being professionalized through better training of care provigeEent empowerment is
central to patient education. This means that patients are @leliéeto express their priorities
and preferences, which may not be the same as the ones of the care providers:



(Network coordinator, 2nd focus groupiVe often see that medical doctors’ priorities are
different from patient priorities. The thing that interested the patretite first place was his
housing and food problems, because the only food he had in his fridge was a soda can, to
treat hypoglycemia”.

The education role by nurses is enhanced by the work of patietia&mns, who bring an
added value to education by the means of peer education. Secondly, sameations
provide telemonitoring and this is also seen as a support for care management.

Two strengths were highlighted in relation to informal carexg as (1) there is a law project
under way which will establish an official status for informategivers, so that the time
spent in informal care is taken into consideration for the caloulafi their pension, or social

security,. (2) A minimum wage is supplied for informal home caregivers in FRande

Weaknesses

Informants stressed the fact that patient education is mostly (sdigégse centered. Patients
lack accessibility to relevant information because (1) thel [égemework organizing
reimbursement systems and care delivery is too complex; (2plthef patient organizations
is too weak; and (3) information is not well-organized and is obsolete. As a resaltt$édi)
miss information and therefore lack access to tools to makamatbrichoices and (b) are
rarely included in the quality evaluation of the services providéd;h may, in turn, have an
impact on the service.

Concerning the informal caregiver, support and respite structueessufficient, as are
incentives to suspend or reduce their professional activities. Qvafaiimal caregivers are
not considered partners in care.

(Patient association, 3rd focus grouplt often happens that, in cancer patients,
communication with health care providers is difficult. Informal caragivd® not find their
place, and are caught between the beneficiary and the health care providersré faésaid
to express themselves, afraid to be ill-perceived and cumbersome.”

No opportunities were mentioned for this domain.
Threats

Participants stressed that the coordination role is often taken ampimfessional despite the
willingness of the patient or his/her informal caregiver to coordinate his/her oain ca

(Patient association, 1st focus groufihe informal caregiver is sometimes willing to
coordinate. However, professionals take on this [coordinating] role, whiemsdogical,
because it's part of their training. But this means that it is such d& toando, that it
discourages families to ask for help from the coordination services.”

Theme 4. the payment system: an obstacle to integeal care

The Belgian health care system mainly relies on fee-fimiegein ambulatory care but other
payment mechanisms coexist (capitation, lump sums for speeifisces). The fee-for-



service system is perceived as a barrier for task dedagand for the provision of integrated
care by a multidisciplinary team.

Strengths

Some stakeholders suggested that a capitation system would offddech \zalue for the
provision of care to patients with complex chronic conditions.

(GP, 4th focus group)Palliative care is not financed by a fee-for-service
system. This is a dream for a GP who works with these pallite@ms
because they have time. Working with nurses in a fee-for-sesystem is
unbearable because they are always under stress.”

Capitation is already the case in some medical centarsing care facilities for dependent
patients usepayment per episode through care pathways and lump sum reimborrseme
systems.

Weaknesses

The coexistence of different payment systems is also a weglhezsause (1) in a given area,
similar providers use different types of payment systems &0od(2) because the system is
hard to understand for care beneficiaries and even for caredersviMoreover, the
predominant system is fee-for-service, which may lead to (push for quantity and
professional stress and (b) difficult task delegation, becausepribfessional who is
delegating is not paid if another care provider delivers théhheare. Thirdly, some care
provision is not reimbursed; e.g. monitoring of vital parameters ipnoperly financed, the
social worker is not reimbursed, etc. Finally, when capitatioresystare used, difficulties
arise because (1) most payment systems are disease-oriented diabetes); (2)
reimbursement criteria are ill-adapted (e.g. patient delgseimbursed if the patient lives at
home, but not if he/she undergoes auto-dialysis in a nursing home).{3)Gkébal Medical
File”, an incentive for comprehensive care by GPs, is underused.

No opportunities and threats were mentioned for this domain.

Theme 5: clinical information systems

Important changes in the clinical information systems are ¢éxgéc have an impact on the
organization of care for chronic patients.

Strengths

The progressive generalization of electronic patient recordsnwiéitings and the ICT
federal platform of social security (eHealth) have allowedsfmared information. Input of
electronic data should help obtain quality (self-) assessmeaodref provision. Moreover,
linking clinical files with built-in algorithms should support clinical deamsimaking.



Weaknesses

First of all, in many cases, communication around a single pdtrerd at home occurs by
the means of paper documents, which are considered suboptimal. Secondég siaiw a
lack of an overall, coherent vision of the health care system. Slegdent when looking at
the myriad of pilot experiments, each using its own tools, leadiog instance, to
incompatibility between software. Thirdly, the lack of uniform céaeguage hinders
information sharing across settings. As a consequence, treneastly a lack of aggregated
data for quality management purposes. Informants also strebsedadk of built-in
algorithms for assessing the incompatibility between drug ppéisers. Fourth, information
about these tools and systems is not available. For instanceyroaiders in the study had
heard about the ICT federal platform for the first time during our focus groups

Opportunities

(Social worker, 1st focus grouplt should be made possible for the patient to access his
data, in order to claim the care or service provision to which hentgled: preferential
reimbursement rates, etc.”

Threats

Professionals and patients expressed fear regarding thetyseowriprivacy of sensitive data,
leading to reluctance to use shared electronic data files. Simfaks fear (external) quality
control, leading to intrusion in clinical in clinical decision-making from théauities.

(GP, 3rd focus group, about electronic patient recortisis“is very positive, but raises some
ethical questions, because the patient might be unwilling to share his/feerlofgiortant
safety procedures should be set up.”

Theme 6: accessible care

Accessible care is a key issue for people with chronic caeelan(i.e. timely care that is
provided by the right professional, in the right setting and at an affordable price)

(Director of a nursing home, 4th focus groupYhére is a shortage of
accommodation for chronic care patients. There are too few housing facilities;
we are regularly confronted with demands from people we are unablerio eve
enroll on a waiting list.”

Strengths

Participants stated that overall, care is timely as welffimancially and geographically
accessible. Because emergency rooms are open 24/7, where paymhelatyeésl, in most
cases, a hospitalization can be an easy solution for a dtisiien at home (e.g. acute
overburdening of the informal caregiver). In addition, emergency teledimees for off-hour

services within the primary care practice appear to beteiedside from this overarching
network of reimbursed, accessible healthcare, some local weBafrovide support for
patients with chronic conditions, who are at risk of being rejected from insuramgauies.



Weaknesses of the system include long delays (1) for speciatistitations, especially in
remote areas (e.g. ophthalmologists) and (2) nursing homes, who warkong waiting
lists. At the same time, financial accessibility is hinddrdmiddle class chronic patients,
who do not have access to non-health care or family aids: they arbatealthy to benefit
from social security funds and too poor to pay for it. Finally, thenesy system does not
account for the real care needs and provisions (see above). Forcansta-home care
services are not affordable for the majority of chronic patients.

No opportunities and threats were mentioned for this domain.

Discussion

This study illustrates the importance to involve stakeholders umefueforms in a health care
system. A robust qualitative methodology allowed for the collectiompbrtant elements

for future reforms. Stakeholders’ perspectives highlighted magues in relation to the
organization of the Belgian health care system and its capgaciyswer to the needs of the
patient with chronic disease. In particular, the stakeholdersestrabe importance of the
four domains for improvements listed below. These domains should be addresse
simultaneously, in order to achieve better chronic care.

Firstly, priority should be given to the organization of care ap#tirent level [19]. Proposals
for improvement in this domain included the intervention of a case maragirs was seen
as the most obvious solution to address the issue of fragmentedhdaed, amongst other
roles, one of the main roles of the case manager is to coortheatare adequately around a
single patient. For many chronic patients, comprehensive careasiimgcrtoo complex for a
GP to handle during routine care [20]. Indeed, biomedical needs are liofked to
psychological and social needs [21]. The role and function of a casager should
therefore encompass the latter and should be well-defined [22]. Thisopo®quires
specific training [23], legal and cultural changes [24], and adequad@cing [25]. In
Belgium, these conditions are not yet adequately addressed and tig@rdraof all players
in the field is needed. In addition, the role of the case mamagether undefined at present.
Should they have medical background (i.e. nurses) and what should be theal tgtehof
expertise and education? Stakeholders agreed that the case msmage have sufficient
expertise himself, or within a team of case managers, to be@pkrform a comprehensive
assessment of a whole situation and be able to monitor all hdal#dreleterminants to
achieve meaningful goals for the patient and his informal cgedihe best profile for this,
in the Belgian situation, was a nurse case manager, with dispeining for chronic care
management at the Master’s level. Furthermore, one must décidetlevel in the health
system case managers should work. In some countries, thesearesgen work at the level
of primary care practices [24]. However, Belgium currentbk$éathese practices to a large
extent; many of them are independently working general practitioners [8]

Secondly, shared electronic files should allow adequate data tssimm between
professionals and multiple disciplines, and also between primaryematdary care [26].
Legislation issues (i.e. privacy) need to be tackled [26]. Moreaw®rmation systems in
this country are highly diverse with poor interoperability [27], whiclaymead to
communication gaps between providers and subsequently to fragmeméd26h In
addition, evidence demonstrates the importance of built-in guidelinessiporting clinical
evidence-based decision-making [26]. Policy makers in Belgium deebtre willing to



support the integration of several preexisting tools that were ajmaklfor specific users.
This is particularly challenging in Belgium as ICT netwogke often different for French
and Dutch communities and also between all disciplines of primargecahdary care. It
was acknowledged that there is an urgent need to share pkatfike eHealth), compatible
with comprehensive geriatric assessments (BelRAI, a Belgiamioneof the InterRAI) [29],
with links to validated guidelines for Belgium (EBMPracticeN&3], and with high level
security access and the necessary legal privacy cleardthoeever, many barriers exist, one
of them being the low ICT literacy of (elderly) health cpreviders and the inability of the
programs to properly communicate with each other.

Thirdly, empowering patients should be addressed by the meanstiofppfion and self-
determination in health decision making [30]. However, results showthigtinformed
decision making is hindered by the difficult access to relevdémtmation about the available
financial and material resources, as the Belgian systenryicoeplex both to beneficiaries
and even to care providers. Alas, this complexity is even expectedréase as the Belgian
health care system will undergo an important reform, by thans of transfer of skills from
the Federal to the Regional level in the forthcoming months.

Fourthly, adequate payment systems are needed to support compeehesgy The
prominent payment model in this country is pay for service [31]. Moidel does not foster
the implementation of task sharing and delegation [32]. Capitatidansgsn this country
can be adopted in primary care practices but this is, to dateyvemptpopular as only
minorities of less than 5 percent of GPs adopt this schemaslbé&an suggested that
capitation based payment may result in lower than average HreHowever, previous
research has shown that primary care practices that adoptedpitetion schema showed
better adherence to guidelines and provided better preventive medicine [33,34].

Limitations of the analysis

Stakeholders’ consultation can help identify strengths and weakres$eslth care reforms
in a specific context. We tried to ensure that all important grbepsonsulted e.g. patients,
informal caregivers and professionals working on the field (at the micranaso level).

A number of steps in this study aimed at decreasing as muchsasl@dise subjectivity that
might have influenced the results and interpretations:

— Multidisciplinary research teanThe researchers had diverse clinical and cultural
backgrounds, from the French-speaking parts and from the Dutch speaking parts of the
country. Their skill-mix allowed for adequate reflection on the views exgadedisring the
interviews.

— Informants with diverse experiencésformants were selected from diverse domains,
functions, professions, in order to reflect the views and concerns of a varietyiplfrtesc
and interest groups. Of special importance was to include informants of difkegiains,
as the Regions differ in many aspects, possibly impacting chronic caiastamice, the
German-speaking is now moving into a higher level of integrated care and tselBrus
Region because their population is more multi-ethnic and shows higher levels afpover

— Information gathering proces# key issue was the choice of challenging propositions
whilst minimizing the possible subjectivity during this phagél the approach allowed 1
to build statements on the situation as experienced by the stakeholders ol the fiel



Few opportunities and threats were identified by the stakeholders,nigiat be seen as a
limitation of the SWOT methodology for analysing chronic carghat system level. As

opportunities and threats are linked to external factors and infornvanésasked to discuss
at the system level, it seems logic that it was hard tatifgeclements situated outside the
boundaries of this system.

Conclusion

This qualitative study with stakeholders working with chronic diseaséhe micro and meso
level allowed us to formulate some important building blocks for adutealth care system
oriented towards the needs of patients with chronic conditions. Fuethearch will clarify
how the Belgian policy makers can implement the findings of takebkolders’ analysis. The
methodology used in this research could inspire other countries attethe challenge of
drafting reforms to take up the challenge of chronic care.

Competing interests

The authors declare that they have no competing interests.

Authors’ contributions

All authors contributed equally to the study design, data collectiordaradanalysis. TVD
wrote the draft of the paper and all other authors reviewed andvappthe final version of
the paper. All authors read and approved the final manuscript.

Acknowledgements

The authors are very grateful to all the professionals and espadises of patient
associations who participated in the sessions.

Funding

This research received a grant from the Federal Knowledge Centre fur ebea (KCE).

References

1. World Health Organization (WHO@®GIobal status report on Noncommunicable Diseases
2010. WHO. Accessed online 25-7-2012 via
http://www.who.int/nmh/publications/ncd_report_full_en.pdf.

2. Nolte E, McKee MCaring for People with Chronic Conditions: A Health System
Perspective (European Observatory on Health Systems and Policie$$t edition. Open
University Press; 2008. Accessed online 23-06-2012 via
http://www.euro.who.int/__data/assets/pdf_file/0006/96468/E91878.pdf.



3. Masseria C, Irwin R, Thomson S, Gemmill M, Mossialo®&mnary care in Europe. In
London School of Economics and Primary care in Europe, editondon: European
Commission; 2009.

4. European Commissiomnovation Partnership on Active and Healthy Ageing: Action plan
on ‘Replicating and tutoring integrated care for chronic diseases, including remote
monitoring at regional levelsAccessed Online 11th Dec 2012 via
http://ec.europa.eu/research/innovation-union/pdf/active-healthy-ageingtio® glan.pdf.

5. European Union Health Policy ForuAnswer to DG SANCO consultation on chronic
diseases2012. Accessed Online 11th Dec 2012 via
http://ec.europa.eu/health/interest_groups/docs/euhpf_answer_consultation_jan2012_ en.pdf

6. Anderson G, Hopkins Jhe Latest Disease Burden Challenge: People with Multiple
Chronic ConditionsHealth Reform: Meeting the Challenge of Ageing and Multiple
Morbidities. OECD Publishing; 2011:15-35. Accessed Online 11th Dec 2012 via
http://dx.doi.org/10.1787/9789264122314-4-en.

7. Fortin M, Hudon C, Haggerty J, Akker M, Almirall Prevalence estimates of
multimorbidity: a comparative study of two sources. BMC Health Serv Re2010,
10(1):111.

8. Gerkens S, Merkur elgium: health system reviewHealth Syst Tran2010,12(5):1—
266.

9. Keirse E, Beguin C, Desmedt M, Deveugele M, Menten J, Simoens S, Wens J,
Borgermans L, Kohn L, Spinnewijn B, Cardinael A, Kutten B, Vandenberghe P, Paulus D:
Organisation des soins palliatifs en Belgiqudn 115B (D/2009/10.273/41kdited by KCE.
Brussels: 2009. Accessed online 11-12-2012 via
https://kce.fgov.be/sites/default/files/page_documents/d20091027341.pdf.

10. National Board of Healtl€hronic Disease Management - A National StrategyEdited
by National Board of Health. Copenhague: 2007. Accessed online 11-01-2013 via
http://www.sst.dk/~/media/Planlaegning%200g%20kvalitet/Kronisk%20sygdom% ZW¥g%
orloebsprogrammer/links%20til%20publikationer/kronikerrapporter/chronic_sisesanage
ment.ashx.

11. Nolte E, Knai C, McKee MManaging Chronic Conditions, Experience in eight
countries. Observatory Studies Series NoELFopean Observatory on Health Systems and
Policies; 2008. Accessed online 10-1-2013 via
http://www.euro.who.int/__data/assets/pdf_file/0008/98414/E92058.pdf.

12. Rijksoverheid chronische ziektetorg voor chronisch zieken - Samenhangende zorg
voor chronisch ziekermRijksoverheid; 2013. Accessed online 11-1-2013 via
http://www.rijksoverheid.nl/onderwerpen/zorg-voor-chronisch-zieken/samgehde-zorg-
voor-chronisch-zieken.

13. Paulus D, Van den Heede K, Merten<Rronic care in Belgium: development of a
position paper. Edited by KCE. Brussels. 2012:190C. Accessed online 11-1-2013 via



http://kce.fgov.be/sites/default/files/page _documents/KCE_190C_ordanisadre chronic
_patients.pdf.

14. Paulus D, Van den Heede K, Gerkens S, Desomer A, MerteDgwlopment of a
national position paper for chronic care: example of Belgium.Health Pol 2013,
111(2):105-1089.

15. van Wijngaarden JDH, Scholten GRM, van Wijk iS&rategic analysis for health care
organizations: the suitability of the SWOT-analysis.Int J Health Plann Mgm2012,
27(1):34-49.

16. Gilson L:Health policy and systems research: a methodology readdn Alliance for
Health Policy and Systems Research, —&dited by World Health Organization W.
Geneva: 2013. Accessed online 11-01-2013 via http://www.who.int/alliance-
hpsr/alliancehpsr_reader.pdf.

17. Wagner EHChronic disease management: what will it take to improve cardor
chronic illness?Eff Clin Pract1998,1(1):2-4.

18. Denzin N, Lincoln YThe Sage Handbook of Qualitative Reseatas Angeles: Sage
Publications; 2011.

19. Leutz WN:Five laws for integrating medical and social services: lessoffiom the
United States and the United KingdomMilbank Q1999,77(1):77-110. iv-v.

20. Zwarenstein M, Reeves S, Straus S, Pinfold P, Goldm@as& management: effects
on professional practice and health care outcome£ochrane Database of Systematic
Review=2011,Issue 4Art. No.: CD002797. doi: 10.1002/14651858.CD002797.

21. Junius-Walker U, Wrede J, Schleef T, Diederichs-Egidi H, \Bestummers-Pradier E,
Dierks M: What is important, what needs treating? How GPs perceive oldepatients’
multiple health problems: a mixed method research studyBMC Res Note2012,5:443.

22. Agency for Healthcare Research and Quality (AHRQIpatient Case Management
for Adults with Medical llinesses and Complex Care Need<dited by AHRQ. 99. 13.
Effective Health Care Program. Accessed online 11-01-2013 via www.eftessiltiecare.
ahrg.gov/reports/final.cfm.

23. SIDIIEF:University Education for Nurses: A Response to the Challenges Facing Health
SystemsQuébec: Bibliotheques et archives nationales du Québec; 2011. Accessed Online 11-
12- 2012 via
http://www.sidiief.org/~/media/Files/7_0_Publications/7_1_ PublicationdER¥_1 1 Prof
il_Formation/MemoireACouleurinteractive.ashx.

24. Low LF FAU, Yap M, Yap MF, Brodaty FA systematic review of different models of
home and community care services for older personBMC Health Serv Re2011,11:93.
doi: 10.1186/1472-6963-11-93.



25. Versnel N, Welschen L, Baan C, Nijpels G, Schellevighe effectiveness of case
management for comorbid diabetes type 2 patients; the CasCdudy: design of a
randomized controlled trial. BMC Fam Pract2011,12:68.

26. Institute of Medicine (IOM)Key Capabilities of an Electronic Health Record System:
Letter ReportThe National Academies Press; 2003. Accessed online 10-12-2012 via
http://www.iom.edu/Reports/2003/Key-Capabilities-of-an-ElectroniclHeRecord-
System.aspx.

27. Van de Velde S, Vander Stichele R, Fauquert B, Geens S, lasehn Ramaekers D,
Kunnamo |, Aertgeerts BEBMPracticeNet: a bilingual national electronic point-of-care
project for retrieval of evidence-based clinical guideline nformation and decision
support. IMIR Res Proto2013,8(2):e23. doi: 10.2196/resprot.2644.

28. Kawamoto K, Houlihan CA, Balas EA, Lobach Diproving clinical practice using
clinical decision support systems: a systematic review ofidls to identify features
critical to successBMJ 2005,330(7494)765. Doi: 10.1136/bm;j.38398.500764.8F.

29. Gray L, Berg K, Fries B, Henrard J, Hirdes J, Steel K, Mlalr Sharing clinical
information across care settings: the birth of an integrated aessment systemBMC
Health Serv Re2009,9:71.

30. Aujoulat I, Luminet O, Deccache Ahe perspective of patients on their experience of
powerlessnesQual Health Re2007,17(6): 772—785.

31. Meeus B, Van Aubel XPerformance of General Medicine in Belgium, a check-up.
Health Services Research. D/2012/0401B1issels, Belgium: National Institute for Health
Insurance and Disability; 2012. Accessed online 10-12-2012 via
http://www.inami.fgov.be/information/fr/studies/study59/pdf/brochure_ MG_2012 EN.pdf

32. Gosden T, Forland F, Kristiansen I, Sutton M, Leese B, GiufiNd&ergison M:
Pedersen lone, capitation, salary, fee-for-service and mixed sgsts of payment: effects
on the behaviour of primary care physicians.Cochrane Database Syst R2009, Issue
3:Art. No.: CD002215. DOI: 10.1002/14651858.CD002215.

33. Annemans L, Boeckxstaens P, Borgermans L, De Smedt D, Duchesnes C,/Heyrma
Remmen R, Sermeus W, Van Den Broecke C, Van Herck P, Vanmeerbeek M, V&i|IBras
Gaugquier K:Advantages, Disadvantages and Feasibility of the Introduction of ‘Pay for
Quality’ Programmes in BelgiupHealth Services Research (HSR). Brussels: Belgian Health
Care Knowledge Centre (KCE); 2009. KCE Reports 118C. D/2009/10.273/52, Accessed
online 2013.07.25 via

https://kce.fgov.be/sites/default/files/page _documents/d20091027352.pdf.

34. Tsiachristas A, Dikkers C, Boland MR, Rutten-van Molken E®ploring payment
schemes used to promote integrated chronic care in Eurep Health Pol 2013,
1133):296-304.



	Start of article

