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Key Messages for 
Policy Makers: 

Derived from expert discussions at the WHO Meeting on 
Innovative Care for Chronic Conditions

All chronic conditions share three features: 
! They grow inexorably with development: no nation will    
  escape. 
! They deeply challenge our capacity and willingness to 
  provide coordinated systems of care. 
! Their burden can be dramatically reduced  but ONLY if    
  governments and health care leaders decide to do so.

The increasing burden of chronic conditions falls most heavily on the poor. 
Appropriate policies and programmes can vastly reduce the weight of the burden in 
terms of human suffering and economic loss.

Unidimensional solutions to complex problems don’t work: 
! Access to medications is not enough to control the burden 
  of chronic conditions.  Health status and quality of life are 
  not improved by medication alone. 
! Chronic conditions require an evolution of health care from 
  an acute “fi nd it and fi x it” model towards a coordinated, 
  comprehensive system of care.

Invest in a health care system with a chronic care perspective.  
Governments and health care leaders can use the information presented in this 
report to help accomplish this goal.

The sooner governments invest in chronic care, the better.  
Without a system that assures ongoing support, technological advances will not 
stop heart disease, AIDS, diabetes, and other chronic conditions.
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Setting the scene 
Background

This meeting on innovative care for chronic conditions is part of a 
broader project dealing with the transformation of health care to better address the 
needs of patients with chronic conditions.  WHO started thinking about the project 
in response to a number of challenges:

 ! The global disease burden has changed towards chronic conditions world 
wide. Health systems haven’t. 

 ! For most major chronic conditions, highly effective interventions exist, yet 
patients do not receive them. 

 ! Current health systems are designed to provide episodic, acute care.  On the 
other hand, chronic conditions are lengthy and require continuity of care 
(mismatch).

To help address these needs, a project on Innovative Care for Chronic Conditions 
has been created by WHO’s Department of Health Care for Chronic Diseases.  The 
project involves reviewing innovative care for chronic conditions around the world 
through exploring, analyzing, and identifying innovative best practices and afford-
able health care models.  These models will be synthesized and tested for their rel-
evance in different health systems and country types.  Following this evaluation, 
WHO will assist countries in the formulation and implementation of tailored strate-
gies for comprehensively managing chronic conditions.  This process will be com-
pleted in close collaboration with international organizations, institutions, and foun-
dations.

Purpose of the Meeting
This was a 2-day informal, working group meeting.  The purpose was four-fold:

 ! To share knowledge and experience on innovative care for chronic conditions 
 ! To discuss ways to adapt existing models for different health systems 
 ! To review a draft report on Innovative Care for Chronic Conditions 
 ! To provide input on the further development of the WHO Project

Participants represented a mix of a) health services experts working on various aspects 
of improving chronic illness care; b) policy-makers; c) health care administrators; and 
d) representatives from the World Bank and from the International Council of Nurses.

Developing countries suffer the greatest impact of major chronic 
conditions. In developing countries, it is estimated that fully half 

of all required health care is due to chronic conditions.

S
etting the S

cene
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The growing challenge 
of chronic conditions

Changing disease burden
The prevalence of chronic conditions, including noncommunicable diseases, mental 
disorders, and certain communicable diseases such as HIV/AIDS, is increasing dra-
matically. In developing countries, it is estimated that fully half of all required health 
care is now due to chronic conditions.  By 2020, these conditions will contribute to 
more than 60% of the global burden of disease.

Figure 1: The rising global burden of disease due to major chronic conditions.
 Source: Global Burden of Disease, Murray and Lopez, 1996

There are clear determinants for this trend:

! Changing demographic trends and population ageing 
! Changes in consumption patterns and risk behaviours 
! Rapid urbanization and social disintegration 
! Globalization (global marketing of public health risks)

Tobacco will cause more of them to die than any other single 
reason and health systems will not be able to afford long and 

expensive care in its wake.
Dr Gro Harlem Brundtland, World Health Assembly 2001
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Costs of chronic conditions
The economic burden of chronic diseases is enormous. While developing countries 
account for the majority of the burden of major chronic conditions, they create sig-
nifi cant costs for all countries.

! Chronic conditions disproportionately affect the poor and socially 
 isolated
! Chronic conditions economically challenge patients, families, and 
 governments
! Chronic conditions endanger the sustainability of health systems

Most cost of illness studies have been conducted in industrialized economies. Nev-
ertheless, these data shed light on implications for developing countries.

In Sweden, the estimated cost of diabetes for 1994 is US$ 766 million, 
whereby the direct costs constitute 43% of the total. Henriksson F, Jönsson B. 
Diabetes: the cost of illness in Sweden.  Journal of Internal Medicine 1998; 244 (6): 461-468.

In the USA, the costs of chronic obstructive pulmonary disease (COPD) 
related to direct medical care expenditures as well as to morbidity and pre-
mature mortality is estimated at US$ 23.9 billion.   COPD costs an average of 
US$ 1,522 per person per year whereby the largest contributor is hospitaliza-
tion. Sullivan SD, Ramsey SD, Lee TA. The economic burden of COPD. Chest 2000; 117 (2): 
5S-9S

In Finland, the total costs related to cardiovascular diseases in the age group 
35-64 years amounts to US$ 1.9 million. Kiiskinen U, Vartiainen E, Pekurinen M, 
Puska P. Does prevention of cardiovascular diseases lead to decreased cost of illness? Twenty 
years of experience from Finland. Preventive Medicine 1997; 26: 220-226.

Costs signifi cantly increase with the presence of complications. The Interna-
tional Diabetes Federation estimated the direct costs of treating a diabetic 
over a period of 3 years at approximately US$10,500. These costs rose to 
about US $44,500 for a person with diabetes, heart diseases and high blood 
pressure. The International Diabetes Federation. Diabetes health economics: facts, figures 
and forecasts. Leeds: IDF Task Force on Diabetes Health Economics, 1999.

For the case of mental disorders in the USA, an aggregate cost of $148 bil-
lion (at 1990 prices) was calculated.  One of the most important fi ndings, 
as illustrated in Figure 2, is that the productivity costs - the upper part of 
each block  nearly match or outweigh the direct costs - the lower part - for 
all mental disorders.  Similar trends could be hypothesized for other chronic 
conditions. Rice DP, Miller LS (1995). The economic burden of affective disorders. British 
Journal of Psychiatry, 166: 34-42.

T
he growing challenge of chronic conditions
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Figure 2: The aggregate costs of mental disorders in the United States, 1990 
 Source: Rice DP, Miller LS (1995). The economic burden of affective disorders. 
   British Journal of Psychiatry, 166: 34-42.

The costs of chronic conditions can also be viewed from the perspectives of patients 
and their families, health care providers, health care administrators, and govern-
ments (Box 1).

Box 1: The burden of mismanaged chronic conditions: a matrix

 Treatment Costs  Productivity Costs  Non-financial costs

 Patients and Families  Service fees    Work disability  Poor health outcomes; 
 informal care giving lost earnings reduced quality of life 

Health Care Providers  Resources put into    Reduced productivity  Frustration; 
 inappropriate and due to time spent caring reduced job satisfaction
 fragmented care  for poorly managed 
 strategies  patients

Health Care  Resources put into Reduced organizational Dissatisfaction; feeling
Administrators   inappropriate and  quality and  productivity overwhelmed by unmet
 fragmented care   care demands
 strategies  

Governments  Provision of health  Increased disability; Ineffi ciency of system;
 care  premature death, and  increased prevalence of 
  reduced productivity  some disorders at
  at population level   population level 

0B$
5B$

10B$
15B$
20B$
25B$
30B$
35B$
40B$
45B$
50B$

Productivity costs

Treatment costs
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Indirect costs of lost productivity may be the greatest economic 
burden of chronic conditions.
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Across the world, health care systems share these characteristics:

 ! They are organized to provide acute illness care

While the global disease burden has been shifting towards chronic condi-
tions, health systems have not evolved to meet this changing demand.  Care 
is fragmented, focused on acute and emergent symptoms, and often provided 
without the benefi t of complete medical information.

 ! The patients’ role in management is not emphasized

Despite the importance of patients’ health behaviour and adherence to thera-
pies for chronic conditions, they are not given essential information and skills 
to handle their conditions to the extent possible.

 ! Follow up is sporadic

Typically, health systems do not have a long-term management plan for 
patients with chronic conditions to ensure the best outcomes.   Instead, 
patients are left ill-equipped to manage their conditions until their symptoms 
become intolerable, thus necessitating an urgent visit.  Within the health ser-
vice system, reliable medical information is not available across providers or 
over time.

 ! Community services tend to be ignored

Health care is often poorly organized to make the best use of existing com-
munity programmes.   This is especially problematic in low-resource set-
tings, where primary care services lack the capacity to meet existing health 
needs, and could particularly benefi t from community linkages to organiza-
tions such as consumer groups and nongovernmental organizations.

One unfortunate consequence of this system of care is that adherence to medications 
and other therapies for chronic conditions is very low.  In developed countries, 
adherence is usually only 50%.  This fi gure is much lower in developing countries  
around 20%.   Poor adherence can be caused by a range of factors, including: 

A closer look at current  
 systems of care

Health care systems are not making the best use of their available 
resources.

A
 closer look at current systems of care
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s patients’ knowledge, attitudes, and skills; health care providers’ knowledge, 
attitudes, and skills; and the organization of the health service system.

The effectiveness of health interventions for chronic conditions is seriously 
jeopardized by low adherence.  For example, adherence to antiretroviral drugs for 
HIV/AIDS between 80%-95% is associated with a 61% of failure rate of reaching 
the expected virologic outcome.  In some marginalized populations, 80% of HIV 
patients reach less than 80% of adherence, which translates into a waste of more 
than 48.8% of the total health care investment for the total population, increased 
drug resistance, and early death.

Contrary to some concerns, overall health care expenditures decrease when 
adherence increases.  Patient education results in improved health behaviours and 
health status beyond that achieved by usual care, and simultaneously reduces health 
service utilization.  The substantial savings in reduced hospitalizations, unscheduled 
visits, medication use associated with complications, and many other health care 
services outweighs the relative increase in drug expenditures as a result of better 
adherence.
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How can health systems 
respond to this 

challenge?
For outcomes to be improved, health policy and health system changes are essential.  
Effective treatment for chronic conditions requires a transformation of health care, 
away from a system that is focused on episodic care in response to acute illness, 
towards a system that is proactive and designed to meet the long-term needs of 
patients.

This perspective is captured in the following statement from a recent report released 
by the Institute of Medicine:

Improved care for chronic conditions is based on the following principles:

!  Unidimensional solutions to complex problems don’t work.  Chronic condi-
tions require an evolution of health care from an acute “fi nd it and fi x it” 
model towards a coordinated, comprehensive system of care.

!  Access to medications is not enough to control the burden of chronic con-
ditions.   Health status and quality of life are not improved by medication 
alone.

!  What is needed: investment in a health care system with a chronic care 
perspective.  Without a system that assures ongoing support, technological 
advances will not stop AIDS, diabetes, heart disease and other chronic condi-
tions.

A number of strategies lead to improved clinical outcomes when they are applied 
comprehensively:

!  Developing health policies and legislation that support these comprehensive 
care strategies. 

!  Reorganizing health care fi nancing so that evidence-based care for chronic 
conditions is possible and supported. 

Current care systems cannot do the job.  Trying harder will not 
work.  Changing systems of care will.

Crossing the Quality Chasm: A New Health System for the 21st Century; Institute of Medicine, 2001

H
ow can health systems respond...?
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tings over time. 

!  Reorganizing health systems to enhance the free fl ow of knowledge and 
information between patients and providers, and across providers. 

!  Developing evidence-based treatment plans and supporting health care pro-
viders to implement them in a range of settings. 

!  Educating and supporting patients to self manage their conditions to the 
extent possible. 

!  Linking to resources in the broader community. 
!  Monitoring and evaluating the quality of services and outcomes.

The key elements for better adherence are the same components for better chronic 
illness care:  Communication, Continuity, Coordination, Comprehensiveness, and 
Community linkages.  Research indicates that through the application of these strat-
egies, adherence (as well as functional and clinical outcomes) will be improved.

An integrated approach to care for chronic conditions makes sense, given the fre-
quent occurrence of multiple chronic conditions affecting one patient.   As stated 
recently in the British Medical Journal:

The meeting group of experts discussed the comprehensiveness and usefulness of 
the Chronic Care Model developed by the MacColl Institute for Healthcare Innova-
tion (USA) after looking into best practice experiences in chronic care.

The model calls attention to the need for systems change if patient outcomes are 
to be improved. These system changes are ultimately intended to bring about the 
development of informed, activated patients and prepared, proactive practice teams. 
Productive interactions between activated patients and prepared practice teams 
increase the likelihood of optimal functional and clinical outcomes (see Figure 3).

In this model, there are six focal areas for improving chronic care:

" The Community: Resources and Policies

The performance of health care systems can be improved if linkages are made to 
community resources relevant to effective chronic illness care. These linkages may 
be made through resource directories, referral paths and joint programmes. Com-
munity resources that support care for chronic illness, including both governmental 

No longer is each chronic illness: asthma, diabetes, arthritis, 
etc., being considered in isolation. Awareness is increasing that 

similar strategies can be equally effective in treating many different 
conditions.

Davis RM, Wagner EH, Groves T. Advances in managing chronic disease. BMJ 2000; 320: 525-526.
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programmes and programmes of community-based voluntary organizations, are 
needed to augment health care services, but health care organizations are often 
poorly organized to make use of existing community programmes or to stimulate 
their development.

" The Health System: Organization of Care

Health care systems can create an environment in which organized efforts to 
improve health care for chronic illness take hold and fl ourish. Critical elements 
include a coherent approach to system improvement, leadership committed to and 
responsible for improving clinical outcomes, and incentives to providers and patients 
to improve care and adhere to guidelines (including non-fi nancial incentives such as 
recognition and status).

" Self-Management Support

Effective self-management support helps patients and families cope with the 
challenges of living with and caring for chronic conditions in ways that minimize 
complications, symptoms and disability. Successful self-management programmes 
rely on a collaborative process between patients and providers to defi ne problems, 
set priorities, establish goals, create treatment plans and solve problems along the 
way. The availability of evidence-based educational skills training and psychosocial 
support interventions are key components of a delivery system’s self-management 
support structure.

" Delivery System Design

Effective chronic illness care requires more than simply adding additional interven-
tions to an existing system focused on acute care. Rather, it necessitates basic 
changes in delivery system design. Effective care often requires clear delegation of 
roles and responsibilities from the physician to other professionals who are full part 
of the caring team (e.g. nurses, health educators) and who have the knowledge and 
time to carry out the range of tasks required to manage complex chronic conditions. 
Effective care also implies the use of planned visits, continuity of care and regular 
follow-up.

H
ow can health systems respond...?
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Figure 3: The Chronic Care Model. 
 Source: Wagner EH, Davis C, Schaefer J, Von Korff M, Austin B. A survey of leading chronic 

disease management programmes: Are they consistent with the literature?  
Managed Care Quarterly, 1999, 7(3): 56-66.

" Decision Support

Effective chronic illness care programmes operate in accord with explicit guidelines 
or protocols, preferably evidence-based guidelines, whose implementation is embed-
ded in routine practice supported by reminders, effective provider education, and 
appropriate input and collaborative support from relevant medical specialties.

" Clinical Information Systems

Timely information about individual patients, and populations of patients, with 
chronic conditions is a critical feature of effective programmes, especially those that 
employ population-based approaches. The fi rst step is to establish a disease regis-
try for individual practices, which includes information about the performance of 
important elements of care. Health care teams that have access to a registry can call 
in patients with specifi c needs and deliver planned care, can receive feedback on 
their performance, and can implement reminder systems.

Innovative Care 9/29/01r 19/10/01, 13:5510
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The model has been successfully used to improve care of chronic conditions such 
as diabetes, asthma, congestive heart failure, depression and geriatrics in more than 
300 health care organizations in USA.

H
ow can health systems respond...? 
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Models and experiences 
of innovative care

Cases from different countries presented at the meeting demonstrate successful 
implementation of one or more components of innovative care for chronic condi-
tions. The performance of health care systems can be improved if linkages are made 
to community resources relevant to effective chronic illness care. These linkages 
may be made through resource directories, referral paths and joint programmes. 
Community resources that support care for chronic illness, including both govern-
mental programmes and programmes of community-based voluntary organizations, 
are needed to augment health care services, but health care organizations are often 
poorly organized to make use of existing community programmes or to stimulate 
their development.

The Islamic Republic of Iran has been successful in implementing innovative, com-
munity-based care throughout the country.

The health policy of the Islamic Republic of Iran has been based on primary health 
care since 1979 with particular emphasis on the expansion of health networks and 
programmes in rural areas.  In both towns and villages, the fi rst point of contact 
between the public and the health system is the health centre. However, in the vil-
lages, the health centre performs its functions with the help of a large number of 
Health Houses, which effectively become the fi rst point of contact. Each Health 
House serves a population of about 1500, and the responsibility in the Health 
Houses is given to behvarz (health workers). Rural health centres consist of general 
practitioners, midwives and dentists and their responsibility is to supervise, support 
and accept referrals from the Health Houses.  Urban health centres mainly perform 
their functions with the help of Health Posts. Each Health Post serves a population 
of 12,000.  Presently, there are more than 13,000 Health Houses, 2,100 Rural Health 
and Treatment Centres and 1,850 Urban Health Centres active throughout the coun-
try.

District hospitals in towns offer services to referred cases from rural as well as 
urban health centres. District hospitals are responsible for specialized, hospitalized 
and outpatient curative services. 

The Islamic Republic of Iran: 
Community-Based Care
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Clear standards and guidelines on diabetes and hypertension have been integrated 
recently in many areas.  One of the main activities in both the Health Houses and the 
Health Posts is the case fi nding and follow-up especially in what is related to tuber-
culosis, malaria and mental disorders. Recently, hypertension and diabetes were 
also included in some areas.

Some of the important factors for the success of PHC in the Islamic Republic of Iran 
include: the establishment of the Ministry of Health and Medical Education, which 
combines responsibility for provision of health services and medical training; and 
the active involvement of the community in the planning and implementation of 
health services, mainly through the health councils in rural areas.

In the last 15 years, life expectancy has increased by 13 years for males and 15 
years for females. Similarly, maternal and infant mortality rates have decreased to 
less than 1/4 of the prevalence rates fi fteen years ago. Primary health care coverage 
has increased to more than 90% in 1997 after being negligible in the early 80’s. 
These achievements have been made even in the presence of a demographic and 
epidemiological transition.

Figure 4: Levels of service delivery and referral chain in the Islamic Republic of Iran

M
odels and experiences of innovative care
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strategy is focused upon improving healthy behaviour among young women.  A 
range of settings and media are used to reach this portion of the population.

A health care programme has been initiated, built on the concept that by changing 
the health behaviour of young women today, the prevalence of chronic conditions in 
the future can be reduced. The target population is young women either in school 
or working.  The health promotion and disease prevention programmes are multi-
level, and initiated in schools, for families, and in communities.  Education of health 
care professional students, teachers, district nurses, family doctors and other medi-
cal doctors enables the programme to disseminate knowledge of women’s health at 
a wide range in the community.

The overall project is comprised of: 

!  School based programmes 
!  Community programmes 
!  Public health care programmes 
!  Professional programmes 
!  Media programmes 
!  Internet programmes

These programmes offer relevant health information, provide skills training to initi-
ate and maintain healthy behaviours, and encourage the use of self-management 
strategies.

Outcomes that will be assessed include rates of health-enhancing (e.g., exercise) and 
health-compromising (e.g., smoking) behaviours, and health care provider behav-
iour (e.g., number of depression cases recognized and successfully treated).

Hungary: 
Better Health for Women
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Government policy formulation and implementation is another important strategy 
for disseminating effective care.  For example, The Philippines has capitalized upon 
its national health sector reform to advance innovative care for a range of chronic 
conditions. Its strategies are comprehensive and focused on changing systems of 
care. 

Increasing life expectancy, urbanization, and lifestyle changes have brought about a 
considerable change on the health status of The Philippines. Globalization and social 
change has infl uenced the spread of noncommunicable or lifestyle/degenerative dis-
eases by increasing exposure to risk. As the country’s per capita income increases, 
the social and economic conditions necessary for the widespread adoption of risky 
behaviour gradually emerge. This in turn has brought a considerable challenge to the 
country’s health policy and health system to address emerging lifestyle/degenerative 
diseases amidst the unfi nished agenda of communicable diseases.

The Health Sector Reform Agenda of the Philippines Department of Health is seek-
ing to improve health services and ensure more effi cient delivery of Public Health 
Programmes, especially to the under-served population by instituting health sector 
reforms in the entire health system.

With regard to chronic conditions, reform activities have focused upon: 

!  Guidelines and clinical pathways 
!  Surveillance systems 
!  Registry systems 
!  Community-based approaches 
!  Research Health fi nancing

These activities have been tailored to the unique needs of different noncommuni-
cable conditions, cardiovascular disease, cancer, diabetes, asthma, and musculosk-
eletal disorders.

The Philippines: 
National Health Sector Reform

M
odels and experiences of innovative care
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care.

Private industry, the Ministry of Health, and tertiary academic institutions have col-
laborated to initiate a national diabetes management programme.  The main goals 
of the programme were to increase access to diabetes care, enhance the quality of 
diabetes care, and to facilitate the sustainability of the programme.  The targets 
attained in three years included:

!  Extension of diabetes care to all regional and 63% of district health facilities 
!  Enhancement of the quality of diabetes care by adopting a team approach
!  Development of clinical guidelines and educational resource materials for 

health care personnel 
!  Empowerment of people with diabetes through education and provision of 

resource materials 
!  Ownership of the programme by the Ministry of Health 
!  Establishment of diabetes registries at health facilities 
!  Establishment of a diabetes advisory board
 

Multidisciplinary diabetes care is now available to the majority of Ghanaians.  The 
programme is being extended to remaining districts and it is hoped that the pro-
gramme will eventually be expanded to include other chronic conditions.

Ghana: 
 Improving Care for Diabetes
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New treatments are turning many forms of cancer into chronic conditions, rather 
than fatal diseases.  Since 1999, the United Kingdom’s National Health Service has 
made remarkable improvements in the continuity of care for cancer patients.

The NHS Modernization Agency, part of the English National Health Service, sup-
ports health communities through a variety of programmes and projects. Two of 
their main goals are to promote excellent care across the NHS and to support the 
redesign of care processes for the benefi t of patients. The agency is an excellent 
example of how central government can play a catalytic and supporting role to 
design better ways to deal with the problems that patients with chronic conditions 
face every day (poor clinical outcomes, waiting lists, bureaucracy and delays pro-
curing referrals and hospital admissions, and inappropriate use of hospital services) 
and to spread best practices nationally.

The Cancer Services Collaborative (CSC) started in 1999.  Since then, it is estimated 
that the project has saved 400 years of waiting time for patients with breast, lung, 
bowel, prostate, and ovarian cancer.  The team identifi ed more than 200 ways of 
improving services, and many of the improvements have been made with relatively 
few new resources.  Although this project was confi ned to cancer services, many of 
the lessons learned are being applied to a range of chronic conditions.

The United Kingdom: 
Better Cancer Care

M
odels and experiences of innovative care
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poorly-resourced settings, yet is perhaps most important in these contexts due to 
the need to be effi cient with available resources. In one such clinic, located in the 
Eastern Cape of South Africa, innovators designed and implemented a multidimen-
sional approach to improving adherence to treatment.

The incidence of tuberculosis (TB) in South Africa is very high, and the prevalence 
is exacerbated by the HIV epidemic.   The effi cacy of TB therapeutic regimens is 
well documented; however, the benefi ts of drugs are only tenable when TB patients 
adhere to the recommended dosing schedules. Approximately 20% of smear positive 
TB patients fail to take 2/3 of the recommended course of treatment, a factor leading 
to the disappointing cure rate of 57%. Patient non-adherence to therapy, despite a 
policy of directly observed therapy, is cited as the major barrier of the TB Control 
Programme achieving its goal.

Previous research has indicated that patients receive little support from health pro-
fessionals in coming to terms with their diagnosis of TB, and in completing the long, 
and often diffi cult, course of therapy.  It has been suggested that improving treat-
ment outcomes will involve improving support for patients.

To address this issue, a feasibility study is underway in the large urban primary 
health care clinic of Zwide.  Zwide is situated in the municipality of Port Elizabeth 
and manages the care of over 400 smear positive TB cases per annum. The control 
clinic is Kwazakhele.

The intervention consists of: 

!  In-service training designed to assist primary health staff to implement a 
shift towards a more patient-centred approach 

!  In-depth interview with the newly diagnosed patient 
!  An educational booklet for the patient 
!  Pre-packed medication designed to facilitate patient and staff monitoring of 

drug adherence 
!  Regular project meetings to monitor the implementation of the intervention 
!  The development of a system of community-based support for TB patients

The effects of the intervention are being evaluated both quantitatively and qualita-
tively, but analyses are not yet complete. However, it appears that the intervention 
has been well accepted by all stakeholders, and that there is a 10% improvement in 
smear conversion rates.

Republic of South Africa: A multi-faceted strategy 
designed to improve adherence to anti-tuberculosis treatment
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The primary care clinic is the dominant context for health care delivery for chronic 
conditions.  Multidisciplinary teams serve important roles in these settings, chiefl y 
through the introduction of more comprehensive approaches to care.

Shared care arrangements, developed to meet the needs of patients with chronic 
conditions, are quite common in the Netherlands.  They combine the efforts of a 
range of care agencies and professionals in order to integrate all aspects of care 
demands of people with chronic illnesses. For older patients with diabetes, projects 
have been implemented in which specialized nurses coordinate care and provide 
patient education about the disease, all within the primary care clinic.

Kaiser Permanente in Sacramento, California, a division of one of the main managed 
care organizations in USA, provides primary-care based care for chronic condi-
tions using multidisciplinary teams made of physicians, nurse practitioners, physical 
therapists, clinical health educators, and psychologists with behavioural medicine 
expertise. The integration of behavioural scientists in the teams is felt particularly 
important to provide appropriate and successful care for chronic conditions. The 
roles of the behavioural medicine specialists are mainly: triage of mental disorders 
(e.g., severe anxiety and depression), reduction of unhealthy behaviours (e.g., smok-
ing, sedentary lifestyle, poor nutrition), and support of self-management in patients 
with chronic conditions.  Although the psychologists provide direct patient care ser-
vices, one of their key functions is to educate and support their clinical colleagues 
in identifi cation and management of behavioural and mental health problems in 
patients with chronic conditions.    Examples of clinical targets include glucose 
screening and control; and renal, lipid, and retinopathy screening for patients with 
diabetes.  Asthma targets include reducing the percentage of patients at high risk for 
acute events.  

The Netherlands:         
Shared Care for Diabetes

USA:           
Incorporating behavioural medicine into primary care

M
odels and experiences of innovative care
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Disseminating 
Innovative Care

The Breakthrough Series (BTS) has been used to enhance the successful implemen-
tation of innovative care for chronic conditions.   Studies have demonstrated that, 
by using the BTS approach, improvement can be achieved both in well and less well 
resourced settings.

The Institute for Healthcare Improvement (IHI) developed the Breakthrough Series in 
the USA in 1995.  It brings together groups of health care organizations that share 
a commitment to making major, rapid system changes to specifi c aspects of care. 
These Collaboratives consist of 20 to 40 health care organizations working together 
for six to eight months on improving a specifi c clinical or operational area. Under the 
guidance of an IHI panel of national experts, team members study, test, and imple-
ment the latest knowledge available to produce rapid improvements in their organi-
zations. A Collaborative is an intensive effort of health care professionals making 
signifi cant changes that improve clinical outcomes and reduce costs. At the end of 
each Collaborative, a conference is organized to disseminate the techniques partici-
pants used to make breakthrough improvements.

 Figure 5: The IHI Breakthrough Series Model 
© 2001 Institute for Healthcare Improvement
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To date, the BTS collaborative model has been applied to diabetes, congestive heart 
failure, depression and asthma, showing compelling improvements in operational 
and clinical outcomes. The keys to success appear to be:  

! Clarity on improvement goals; usually in the realms of clinical improve
 ment, performance achievement, worker satisfaction, and organizational 
 viability 

!  Use of the Chronic Care Model (see page 8) to plan changes 
!  A learning process embedded in the change process 
!  A planned programme to implement changes 
! Some coaching and external expertise: guidance that is based on evi-

 dence 
!  Clear leadership 
!  Some local experimentation to test changes before full implementation 
!  Motivation of health care providers

How is this relevant for developing countries?

Strategies for effective dissemination of innovative care approaches may depend on 
the health care resources available in different settings. Different approaches may be 
required, depending on the scope and quality of services, the training of health care 
providers, and the availability of computers and other technological infrastructure.

Common issues

Regardless of level of resources, there is a common need to implement health system 
change in order to cope with the needs and demands presented by chronic condi-
tions.  Meeting participants uniformly believed that models and strategies presented 
in this meeting are applicable to most countries, no matter their level of resources.   
Some participants noted that comprehensive care approaches may be most relevant 
for developing countries, because of their pronounced resource constraints.

In relation to community and government involvement

It is important to secure government commitment, particularly in settings with low 
levels of resources.  The relative importance of national vs. district or local govern-
ment involvement will depend on the country’s health system.

Community involvement was also felt to be of crucial importance.  Some of the bar-
riers to increasing community involvement in dealing with chronic conditions locally 
are:

!  Financial status of the households and communities. 
!  Cultural attitudes towards chronic conditions (sometimes they are not seen 

as important as acute conditions by the community). 
!  Political commitment to mobilize the community. 

D
isseminating Innovative C

are
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!  Scarcity of innovators and energizers within the communities and health sys-

tems to launch and maintain these experiences. 
!  Lack of fi nancial and non-fi nancial incentives within the health system to co-

operate with the community.

To ensure success, it is important that governments and communities:

!  Plan the sustainability of the project from the beginning. 
!  Build capacity at local level. 
!  Anticipate and plan for eventual discontinuity of policies or leaders support-

ing the projects. 
!  Tackle the usual reluctance of central governments to devolve power. 
!  Educate people and communities so that they can make informed and genu-

ine decisions on prioritizing care, when they have the power to do that. 
!  Avoid the stigmatization that identifying cases of particular diseases can pro-

duce and try to modify those negative social attitudes. 
!  Collaborate with international donor agencies and national governments to 

address the double burden of disease where relevant, based on recognition of 
the common strategies and issues.

In relation to self-management

Self-management is equally relevant for all resource levels, though probably even 
more relevant in those settings with less access to formal resources.  Tailoring of 
self-management supporting tools and measures of the cultural and living standards 
of households are crucial.  Self-management can also be supported by the use of 
communication technologies such as the telephone, the internet and other telemedi-
cine initiatives. The experience of the South Africa TB control programme demon-
strates the usefulness of having allied professionals and lay members of the com-
munity as conveyers of self-management.

In relation to the redesign of health systems and decision support

Relying on the community mobilization and resources becomes more critical as 
the level of resources of the health system shrinks. The role and potential of the 
community was expressed in many of the less developed countries’ experiences 
presented in the meeting (e.g., the organization of community cooperatives to make 
bulk purchases of needed drugs and equipment for diabetics in The Philippines).

In relation to information systems

Information systems are important for all health systems.  In settings where comput-
ers are scarce, information systems can be paper-based (see Figure 6).
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Figure 6: Republic of South Africa (see page 18): Auditing TB treatment outcomes 
using a paper-based TB Register 

In all cases, information systems should be designed in all settings to serve equally 
the needs of:

! Patients: to support self-management strategies helping patients to make 
choices, set up care plans and treatment objectives in agreement with their 
carers, assess progress and support follow-up and adherence to treatment 
and care plans. 

!  Providers: to help providers in their daily practice to identify patients and 
track their risks, improve adherence to care plans and protocols, follow-up 
patients proactively, assess progress, support auditing of their practices and 
allow access to evidence when needed. 

!  Governments and planners: to help them understand and monitor new trends 
in the community, make projections and inform policies.

There are well known principles for designing information systems that also apply 
to chronic conditions.  Information systems should only collect data that are useful. 
They should be simple, selective and clearly linked to programmes’ goals.

D
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What WHO is 
doing to advance 

the agenda
WHO has in its possession the essential building blocks for advancing innovative 
care for chronic conditions.

We have a clear understanding of the issue.

We know that trying harder will not work, but formulating and implementing 
NEW systems of care will.

We have good information from which to build.

!  We have highly effective biomedical and behavioural interventions for most 
major chronic illnesses 

!  We have reasonable evidence how to change health policies and delivery sys-
tems to improve care 

!  We have action-oriented improvement strategies to accomplish the changes

We have a Network of Innovators.

Through strategic partnering with experts from around the world, we can 
capitalize upon the excellent work that has been accomplished to date.  We 
are also able to collaborate with governments, nongovernmental organiza-
tions, and other international organizations working in the same content 
area.

Future activities for the project include:

A WHO Global Report on Innovative Care for Chronic Conditions

This report will bring together the best evidence on innovative care for 
chronic conditions, around the world.  It will also provide a framework and 
key recommendations for implementing these strategies in different health 
systems and resource contexts.
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A Web-Based Observatory

This Internet-based resource centre will provide information and useful 
resources on innovative care for chronic conditions.  It also will provide an 
opportunity for interested parties to join web discussion boards on different 
topics.

A Specialized Project on Adherence to Long-Term Therapies

Given the importance of adherence to effective care for chronic conditions, 
suboptimal levels of compliance with long-term therapies (50% or less), 
and the fact that this issue has been largely overlooked in health systems 
improvement, a specialized project on Adherence to Long-Term Therapies 
has been launched by WHO.   This project will release a report of its main 
fi ndings and recommendations in early 2002.

Action at the Country Level

Innovative Care implementation strategies will be tested in a selected sample 
of developing country health care systems.   Following refi nement of the 
model, technical assistance will be provided to countries in the formulation 
and implementation of innovative care approaches.

Additional information about WHO activities in this content area can be accessed 
at:  http://www.who.int/ncd/chronic_care/index.htm 

W
hat W

H
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 is doing...
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Participant Comments 
from the Meeting

Professor Albert G.B. AMOAH, Associate Professor, Vice Dean, University of Ghana 
 Medical School 

Very useful meeting in helping move the chronic care agenda forward.

Dr Don BERWICK, Institute for Healthcare Improvement 
You’ve whetted my appetite for this work.

Dr Judy DICK, Health Systems Research Unit, Medical Research Council 
Excellent workshop. Highlights were the improving chronic illness care model, Break-
through series, and some discussions around the report, which were useful.

Dr Maria KOPP, Director, Institute of Behavioural Sciences 
A most inspiring, innovative meeting.

Dr Ingrid MUR-VEEMAN, University of Maastricht, Department of Health 
 Organization Policy and Economics 

The meeting was well structured and highly productive.

Dr Desiree M. NARVAEZ, Medical Offi cer VII, National Centres for Disease 
 Prevention and Control, Department of Health 

Useful for countries in all settings.

Ms Jean PENNY, National Redesign Leader, National Patients Access Team 
Really helped to understand health care around the world.

Dr Maryse PIERRE-LOUIS, Lead Public Health Specialist, The World Bank 
I would like to commend the team for gathering high-level professionals from dif-
ferent backgrounds and various agencies to provide feedback on and debate the 
important health challenge posed by chronic diseases and care. The WHO team did 
an outstanding job at making each participant very much at ease throughout the 
process.

Dr Sheri D. PRUITT, Director, Behavioural Medicine Division, The Permanente 
 Medical Group 

Thank you for organizing a stimulating and challenging meeting, and for bringing 
together such a diverse group of experts in chronic care.
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Professor K. Srinath REDDY, Professor of Cardiology 
It addressed a major area of health care, which does not usually receive policy 
makers’ attention even though it affects a large number of people over a long part 
of their lives.

Dr Ed WAGNER, The Centre for Health Studies, Group Health Cooperative 
The meeting was well organized. Small group activities fostered relationships and 
often generated useful ideas.

P
articipant C

omments from the M
eeting

Innovative Care 9/29/01r 19/10/01, 13:5627
Noir quadri



28

Inn
ov

at
ive

 C
ar

e f
or

 C
hr

on
ic 

C
on

dit
ion

s

List of Participants

Professor Albert G.B. AMOAH, Associate Professor, Vice Dean, University of Ghana 
Medical School, P.O. Box 4236, Accra, Ghana.  Tel/Fax:  +233 21 671 047 Email:   
agbamoah@ghana.com

Dr Don BERWICK, Institute for Healthcare Improvement, 375 Longwood Avenue, 
4th Floor, Boston, MA 02215, USA.  Tel:  +617 754 4800;  Fax: +617 754 4848;  
Email:   dberwick@ihi.org

Dr Judy DICK, Health Systems Research Unit, Medical Research Council, P.O. Box 
19070, Tygerberg 7505, South Africa.  Tel: + 27 21 9380258;  Fax: +27 21 9380483;  
Email:  judy.dick@mrc.ac.za

Dr Jesus Maria FERNANDEZ, B&F Gestin y Salud, Foronda 32, Foronda. lava. 
01196,  Foronda 32, 01196 Vitoria, Alava, Spain. Tel/Fax: +34 945 289 067.  Email:  
jmfer@jet.es

Mr Peter KEY, Director, Dearden Consulting, Church Road, Redhill, Bristol BS40 
5SG, UK.  Tel:  (01934) 863 444;  Email: peter.key@dearden.co.uk

Dr Maria KOPP, Director, Institute of Behavioural Sciences, Semmelweis University 
of Medicine, 1089 Budapest, Nagyvarad t.4, Hungary.  Tel: 36 1 210 2953;  Fax: 36 1 
210 2955;  Email:  kopmar@net.sote.hu

Dr Ingrid MUR-VEEMAN, University of Maastricht, Department of Health Organi-
zation Policy and Economics, P.O. Box 616, 6200 MD Maastricht, The Netherlands.  
Tel: + 31 43 388 1560;  Fax: + 31 43 367 0960;  Email:I.Mur@BEOZ.UNIMAAS.NL 

Dr Desiree M. NARVAEZ, Medical Offi cer VII, National Centres for Disease Preven-
tion and Control, Department of Health, Manila, Philippines 1003.  Fax:  632 711 
6297 or 632 645 8989;  Email:   des@doh.gov.ph

Ms Jean PENNY, National Redesign Leader, National Patients Access Team, 2A New 
Walk, Leicester LE1 6TF, UK.  Tel: (0116) 254 8125;  Fax: (0116) 255 2147; Email:  
Jean.Penny@npat.nhs.uk

Dr Masoud PEZESHKIAN, Deputy of Health Affairs, Ministry of Health and Medical 
Education, Public Relations and International Affairs Department, Hafez Avenue 310, 
P.O. Box 310, Tehran 11344, Islamic Republic of Iran.

Innovative Care 9/29/01r 19/10/01, 13:5628
Noir quadri



29

Dr Maryse PIERRE-LOUIS, Lead Public Health Specialist, The World Bank, 1818 H 
Street N.W., Washington, D.C. 20433, USA.  Tel:  (202)473 3329;  Fax: (202) 477 
8642; E-mail:  apierrelouis@worldbank.org

Dr Sheri D. PRUITT, Director, Behavioural Medicine Division, The Permanente 
Medical Group, 1600 Eureka Road, Roseville, CA 95661, USA.  Tel:  916 784 4301;  
Fax:  916 784 4660;  Email:   sheri.d.pruitt@kp.org

Professor K. Srinath REDDY, Professor of Cardiology, Room 24, 7th Floor, 
Department of Cardiology, All India Institute of Medical Sciences, Ansari Nagar, 
New Delhi 110 029, India.  Tel: 91 11 6167459 or 6167397;  Fax: 91 11 6167397 or 
6862663;  Email:  cvdresearch@mantraonline.com or  ksreddy@ndf.vsnl.net.in or 
ksreddy@satyam.net.in

Dr Ed WAGNER, The Centre for Health Studies, Group Health Cooperative, 1730 
Minor Avenue, Suite 1600, Seattle, WA 98101-1448, USA.  Tel: 206 287 2704 or 206 
287 2877;  Email:  wagner.e@ghc.org

Nongovernmental Organizations

Ms Judith OULTON, Chief Executive Offi cer, International Council of Nurses, 
Place Jean-Marteau 3, 1201 Geneva. Tel: +41 22 9080100, Fax: 9080101, E-mail:  
oulton@icn.ch

WHO Secretariat

Dr Derek YACH, Executive Director, Noncommunicable Diseases and Mental Health, 
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: 
+41 22 7912736; Fax: +41 22 7914755; E-mail:  yachd@who.ch

Dr Rafael BENGOA, Director, Department of Health Care for Chronic Diseases, 
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: 
+41-22 791 2410; Fax: +41-22 7914769; Email:  bengoar@who.int

* Dr JoAnne EPPING-JORDAN, Department of Health Care for Chronic Diseases, 
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: 
+41 22 7914646; Fax: +41 22 7914160; E-mail:  eppingj@who.int

Ms Rania KAWAR, Department of Health Care for Chronic Diseases, World Health 
Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 7914603; 
Fax: +41 22 7914769; E-mail:  kawarr@who.int

Dr Eduardo SABATÉ, Department of Health Care for Chronic Diseases, World 
Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 
7912936; Fax: +41 22 7914769; E-mail:  sabatee@who.int

* Responsible for project on “Innovative Care for Chronic Conditions”

List of P
articipants

Innovative Care 9/29/01r 19/10/01, 13:5629
Noir quadri



30

Inn
ov

at
ive

 C
ar

e f
or

 C
hr

on
ic 

C
on

dit
ion

s Ms Elmira ADENOVA, Department of Health Care for Chronic Diseases, World 
Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 
7914939; Fax: +41 22 7914769; E-mail:  adenovae@who.int

Ms Maureen EVANS, Department of Health Care for Chronic Diseases, World 
Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 
791 3470 ; Fax: +41 22 7914769; E-mail:  evansm@who.int 

Innovative Care 9/29/01r 19/10/01, 13:5630
Noir quadri



31

Other WHO Secretariat (in alphabetical order)

Dr Ala ALWAN, Director, Management of Noncommicable Diseases, World Health 
Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 7914613,  
E-mail:  alwana@who.int 

Dr Thomas BORNEMANN, Senior Mental Health Adviser, Department of Mental 
Health and Substance Dependence, World Health Organization, 20 Avenue Appia, 
CH-1211 Geneva, Switzerland. Tel: +41 22 7912938; Fax: +41 22 7914160; E-mail:  
bornemannt@who.int 

Dr Georgina CORTE, Noncommunicable Disease Prevention and Health Promotion, 
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: 
+41 22 7913458; Fax: +41 22 7914839, E-mail:  corteg@who.int

Dr Michael ERIKSEN, Noncommunicable Disease Prevention and Health Promotion, 
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: 
+41 22 7913774; Fax: +41 22 7914186; E-mail:  eriksenm@who.int 

Dr Miguel Angel GONZALEZ-BLOCK, Evidence and Information for Policy, Depart-
ment of Stewardship and Financing, World Health Organization, 20 Avenue Appia, 
CH-1211 Geneva, Switzerland. Tel: +41 22 7913149; E-mail: blockm@who.int 

Dr Alex KALACHE, Coordinator, Noncommunicable Disease Prevention and Health 
Promotion, World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzer-
land. Tel: +41 22 7913404; Fax: +41 22 7914839, E-mail:kalachea@who.int  

Dr Maristela MONTEIRO, Coordinator, Management of Substance Dependence. 
Department of Mental Health and Substance Dependence, World Health Organiza-
tion, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 7914791;  Fax: 
+41 22 7914160; E-mail:  monteirom@who.int

Dr Shekhar SAXENA, Coordinator, Mental Health Determinants and Populations, 
Department of Mental Health and Substance Dependence, World Health Organiza-
tion, 20 Avenue Appia, CH-1211 Geneva, Switzerland. Tel: +41 22 7912406; Fax: 
+41 22 7914160; E-mail:  saxenas@who.int

WHO Geneva 30-31 May, 2001

List of P
articipants

Innovative Care 9/29/01r 19/10/01, 13:5631
Noir quadri




