
Creating 21st century 
primary care in Flanders  
and beyond





Creating 21st century 
primary care in Flanders 

and beyond



Abstract
Primary health care is the cornerstone of a strong, supportive health system, as was recognized in the 1978 
Alma-Ata Declaration and the 2018 Declaration of Astana. It has an important role now in meeting the 
global United Nations Sustainable Development Goals and the goals of WHO’s 13th General Programme 
of Work for 2019–2023. This report focuses on primary care developments in Flanders, Belgium. Following 
state reforms in Belgium, the region is now upgrading and integrating its primary care services, aiming 
to improve their effectiveness and efficiency and the quality of life of both users and providers of those 
services. It is doing so through careful planning, sustained engagement across society, and systematic, 
well organized implementation. The report also touches on primary care developments in other parts of 
Europe – in Catalonia in Spain, Slovenia, Botoșani in Romania and Utrecht in the Netherlands – and 
concludes with lessons that these different experiences suggest might be useful to others.
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Foreword by the Flemish Government

Flanders, Belgium, currently is reforming its primary care system. This report 
describes how, through political will, imagination and careful management, 
frustration with the existing system gave way to a shared, ambitious vision of 
the future. This could not have happened without hard work and courage.  

The view that the system was not working well could simply have been 
accepted as inevitable. What allowed change was a willingness at the highest 
level to say this was not good enough and recognize that a far better system 
was within reach.  

By opening up discussion on exactly what was wrong, new creativity and 
energy were released. A bottom-up approach ensured all who would be affected 
were part of the conversation. This broke down fences between different groups 
and encouraged honesty and confidence. Outside experience and expertise to 
support change were welcomed.  
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The result was a shared determination to create services that better integrate 
the efforts of those working in health care and social care and on improving 
well-being – services that could much more effectively meet the needs and 
hopes of the public. 

This did not happen by chance. From the start there was careful preparation 
and planning. Through the course of many meetings, trust and belief grew and 
momentum developed. Sustained political support was vital; an established 
professional consensus strengthened the ability of the Minister to advocate 
and facilitate change and win broader political support. 

The process is not complete. A new planning capability has been established 
at different levels within the system. New structures will have the power to 
develop services locally across Flanders to meet local needs. Local creativity 
and initiative should lead over time to greater satisfaction for professionals and 
those in need. This is not a reform with defined endpoints but an opening-out 
of possibilities. In future years, each local area can learn from its neighbours 
in a continuing process of adaptation and innovation.  In addition, there will 
be continuing evaluation of progress and fine-tuning of the process to ensure 
that the emerging system is relevant and effective. What is certain is that as a 
result, primary care in Flanders will be far better suited to 21st century needs.

Dirk Dewolf
General Administrator, Flanders Agency for Care and Health
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Foreword by the WHO Regional Office for Europe

Primary health care is an element of fundamental importance in the health-
care system. It is the first point of contact for local people and has a huge 
potential to protect, promote and manage their health. If the primary care 
part of the system is healthy and flourishing, the whole health system is more 
likely to be effective and efficient. 

Since primary care is a local service, it is continually in touch with local 
attitudes and expectations, and is quickly affected by changing social 
conditions. That is good and natural and causes no problems, so long as 
primary care is supported to adapt and respond to change. In some systems, 
however, primary care can be given too little attention, with the eyes of 
politicians, the media and the public focusing too much on problems with 
hospital services. If primary care is neglected, the system as a whole can go 
out of balance.

It therefore is vitally important that primary care is constantly assessed and 
nourished to ensure it remains fit for the present and the future. This report 
presents examples of how countries and regions are reviewing and updating 
their services to meet the needs of today and tomorrow. 

The main section of the report focuses on the reform now under way in 
Flanders, Belgium, which is an active member of the Regions for Health 
Network (RHN) of the WHO European Region. A frequent topic of interest 
in meetings of the Network is how to create the momentum that can facilitate 
change. Sometimes a window appears that allows progress; this has been 
discussed in previous RHN publications. 

The case of Flanders shows how the windows opened there, and how the 
opportunities were taken. Through careful preparation and engagement, 
major advances have been made possible. Seldom can we evidence so clearly 
how a process of change has been managed from its origins through to near-
completion, in a sequence of events likely to extend over more than a decade. 
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This report also includes several brief accounts of how reforms and developments 
have occurred in other countries and regions. Each set of changes is rooted 
in the precise local circumstances, yet each helps reveal how countries across 
the WHO European Region value and support primary care, and are looking 
to ensure it remains able to play its hugely important role in creating and 
protecting healthy people.

Francesco Zambon
Coordinator, Investment for Health and Development in Healthy Settings, 
and focal point for the Regions for Health Network, WHO European Office 
for Investment for Health and Development, Venice, Italy 
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Executive summary

Primary health care is the cornerstone of a strong, supportive health system. 
This was recognized in the 1978 Alma-Ata Declaration and was confirmed in 
the 2018 Declaration of Astana. It remains as important in the 21st century, 
with the world community committing itself to achieving the global United 
Nations Sustainable Development Goals and WHO embracing a mission to 
“promote health, keep the world safe, serve the vulnerable”, as it was in the 
past.

The preferred term now in many places, including Flanders, is primary care, 
because the aim is to integrate health and social care. The precise term does 
not matter – what is essential is the provision of local services that meet the 
needs of the time and area. 

Flanders is a region of Belgium with 6.5 million inhabitants and is an active 
member of the Regions for Health Network (RHN), which operates in the 
WHO European Region. A major reallocation of functions from federal level 
in Belgium to the level below gave Flanders the once-in-a-generation chance 
to create the primary care services it wanted. Its ambition has been to create 
services that provide high-quality integrated care for every person in need 
and, where necessary, to informal carers. 

In working towards that ambition, Flanders has had to take a range of factors 
into account. Many individuals, groups and organizations are entitled to 
express a view on the changes and are part of the design and implementation 
process. Those in need are entitled to choose freely who provides their care. 
The region has a tradition of professional autonomy and entrepreneurial 
independence. A number of federal, regional and local agencies work in the 
care field, and all have needed to be engaged.

The reform aims to tackle well defined challenges. There has been 
fragmentation and bureaucracy in the existing system. Pressures are growing 
through the ageing of the population and the rise of chronic conditions. 
Changing expectations, scientific innovation and new communication 
possibilities unsettle existing certainties, while also offering opportunities for 
improvements. Budgets are limited. 
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What stands out is the seriousness of the commitment in Flanders to creating 
a better system. The reform, still in progress, is radical, visionary and far-
reaching. 

To achieve the vision, the primary care system will be substantially reoriented 
and restructured, with complementary adjustments in many other areas of 
government and administration. A major aim is to create mechanisms that 
will support improvement in care integration over time. Primary care zones 
are being set up at local level to support better coordination and improve 
planning. These will be brought together to help organize services for larger 
groups of the population. A new Flemish Institute for Primary Care has been 
established to provide a permanent source of expertise and stimulus.  

Implementation of the reform is being managed carefully and systematically. 
All relevant interests are being engaged in a bottom-up process of development. 
Digitization is seen as an important catalyst for change and an aid to better 
collaboration. The whole reform process is expected to be completed by 2025.

Primary care is also being adapted to meet changing circumstances in other 
regions. Brief case studies in this report explain some recent developments 
in Catalonia in Spain, Slovenia, Botoșani in Romania and Utrecht in the 
Netherlands. These bring out some of the differences across the European 
Region in approaches to primary care, but also the careful attention its 
importance rightfully attracts. 

The report concludes with some lessons that these different experiences 
suggest might be useful to others. 



xiv
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1 Primary care remains vital to health and care

The Alma-Ata Declaration on Primary Health Care was agreed by WHO 
Member States in 1978 (1) and has served as a source of inspiration and 
spur to action within WHO and the countries of the world ever since. The 
declaration was wide-ranging and ambitious, specifying that primary health 
care needed to: 

•	 reflect local conditions and the best knowledge

•	 address the main local health problems

•	 fully include at least a wide range of specified core elements

•	 draw in and coordinate the efforts of many different sectors

•	 empower and engage communities and individuals 

•	 link to referral systems, prioritizing those people most in need

•	 combine the efforts of all the relevant workforce as a health team.

While in some places the term primary care is sometimes preferred, the 
importance of the concept was again re-emphasized in Health 2020, the 
health policy framework for the WHO European Region, adopted in 2012. It 
states (2), “Health 2020 remains committed to a primary health care approach 
as a cornerstone of health systems in the 21st century”. 

Health 2020 is seen as an essential step to delivering Agenda 2030, which 
was adopted in September 2015 at a meeting of representatives of all the 
countries of the United Nations (3). The Agenda specified 17 goals at global 
level – the United Nations Sustainable Development Goals (SDGs). These 
are seen as being “integrated and indivisible”; that is, they should be treated 
as component parts of a single effort. 

The main health goal is SDG 3, which comprises 13 targets, and good health 
contributes to and benefits from efforts to achieve all the SDGs. A central 
idea of the SDGs is that “no one must be left behind”; this requires action 
to tackle inequality in all its dimensions, with a focus on the needs of people 
who are particularly vulnerable. Good primary health care is an important 
element in ensuring everyone has a fair chance in life.
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The WHO Europe roadmap to implement the 2030 Agenda (4) (Box 1, 
Fig. 1) is a vital source of assistance for countries in Europe in deciding what 
to do, consistent with taking forward Health 2020. 

Box 1. Key components of the WHO Europe roadmap to implement the 
2030 Agenda

The five interdependent strategic directions:

•	 advancing governance and leadership

•	 leaving no one behind

•	 addressing health determinants

•	 establishing healthy places and

•	 strengthening health systems

The four enablers:

•	 investment for health

•	 multipartner cooperation

•	 health literacy, research and innovation 

•	 monitoring and evaluation

Source: WHO Regional Office for Europe (4). 
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Fig. 1. The elements of the WHO Europe roadmap to implement the 2030 Agenda
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A global conference on primary health care in 2018, celebrating the 
40th anniversary of the Alma-Ata Declaration, adopted the Declaration of 
Astana. The new declaration (5) confirms the view that:

primary health care (PHC) is the most inclusive, effective and efficient approach to 
enhance people’s physical and mental health, as well as social well-being, and that 
PHC is a cornerstone of a sustainable health system for universal health coverage 
(UHC) and health related Sustainable Development Goals. 

It identified important factors that would influence the success of primary 
health care (Box 2) (5). An operational framework was drawn up to assist 
countries in turning the vision in the Declaration into action (6).
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Box 2. Success factors in the Declaration of Astana 

The success of primary health care will be driven by:

•	 knowledge and capacity-building

•	 human resources for health

•	 technology

•	 financing

•	 empowered individuals and communities

•	 aligning stakeholder support to national policies, strategies and plans

Source: WHO (6).

Next steps in improving primary health care should be seen in the context of 
the recently adopted WHO 13th General Programme of Work, which sets the 
agenda for WHO and its partners globally for the years 2019–2023, endorses 
the 2015 Sustainable Development Agenda and establishes a mission for 
WHO to  “promote health, keep the world safe, serve the vulnerable” in that 
period. It sets out three interconnected strategic priorities and goals (Box 3). 
Primary health care will be vital in helping realize these (7). 

Box 3. Strategic priorities and goals of WHO’s 13th General Programme of 
Work, 2019–2023 

Ensuring healthy lives and promoting well-being for all at all ages by:

Achieving universal health coverage – 1 billion more people benefitting from 
universal health coverage

Adressing health emergencies – 1 billion more people better protected from 
health emergencies

Promoting healthier populations – 1 billion more people enjoying better health 
and well-being

Source: WHO (7).
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2 Why does Flanders want to change a strong system? 

2.1 Building on a strong foundation 

As a region of Belgium, Flanders has for years had one of Europe’s stronger 
health systems. A recent change in responsibilities within Belgium has opened 
the way to reform and update the health system to meet new challenges and 
match current aspirations. Through reform, Flanders wants to 

•	 strengthen and simplify primary care;

•	 establish the basis for strong integrated care;

•	 strengthen well-being initiatives, social care and health care and their 
interaction; 

•	 build on the existing strengths and values of the Flemish system; and

•	 address emerging weaknesses. 

Belgium is a constitutional monarchy with a parliamentary system. It is a 
federal state, with a federal level for all Belgium, three regions and three 
communities (Fig. 2). The three regions are the Flemish region, the Walloon 
region and the region of Brussels-Capital. The three communities are the 
Flemish community, the French community and the German community. 
Responsibilities are divided between federal level, the communities and the 
regions. 

The federal state has been responsible for foreign affairs, defence, justice, 
fiscal policy, domestic affairs, social security and a share of public health. The 
regions are responsible for territorial matters, such as policy on the economy, 
energy, agriculture and environment. The three communities are responsible 
for so-called person-related matters, such as education, cultural affairs, 
language, and health and welfare, insofar as they are not part of the social 
security system. Brussels has a particular regime in which the Flemish- and 
French-speaking communities have their respective institutions to work on 
relevant community issues and a Common Commission to deal with Brussels-
related issues. The Belgian federated entities also have responsibilities for 
international aspects related to their competences (8).
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Fig. 2. Regions and communities of Belgium

Federal level

Belgium

The Flemish Community

The Flemish Region

Three communities

Three regions

Source: Flanders Agency for Care and Health.

Flanders is the biggest of the regions by population. In 2018, 11.4 million 
people lived in Belgium, of whom 6.5 million lived in Flanders (9). The 
number of people aged 55+ has been growing faster in the Flanders and 
Walloon regions than in the Brussels-Capital region since the beginning 
of the 21st century (10). The ageing of the population is happening more 
quickly in the Flanders region than in the other regions due to 30 years of 
lower fertility and the fact that the large post-war generations have already 
reached, or soon will be reaching, age 65 (11).

Belgium has a well developed health system. A description of the Belgian 
health system in 2010 (12) described how in broad terms the federal level 
dealt with: 

•	 regulating and financing compulsory health insurance 

•	 setting minimum standards for the running of hospital services

•	 financing hospital budgets and very specialized medical care units 
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•	 legislating to cover different professional qualifications 

•	 registering pharmaceuticals and their price control. 

The regional level was responsible for:

•	 health promotion and prevention; 

•	 maternity and child health care and social services; 

•	 different aspects of community care; 

•	 coordination and collaboration between primary health care and palliative 
care; 

•	 implementation of accreditation standards and determination of additional 
accreditation criteria for hospital services and planning; and 

•	 financing of hospital investment. 

International reports tend to examine Belgium as a whole rather than its 
component regions. Belgium’s health system is generally considered very 
successful. A comparison in 2016 showed that within the EU15 (countries 
belonging to the European Union before May 2004), the health system in 
Belgium is well resourced, being ranked fourth for its number of hospital beds 
(6.3 beds/1000 inhabitants) and second for its number of doctor consultations 
(7.4 consultations per capita) (13). It is seen to be an effective system in that 
amenable mortality in Belgium is low (14). 

A review of health and health care in Belgium in 2017 (15) reported that: 

•	 the Belgian population enjoys a relatively high life expectancy; 

•	 cardiovascular diseases and cancer are the leading causes of death, though 
the number of people dying from Alzheimer’s disease and other dementias 
has risen; 

•	 musculoskeletal problems, diabetes and depression are among the leading 
causes of poor health; 

•	 unhealthy lifestyles account for more than one fourth of the overall burden 
of disease; and

•	 social inequalities in unhealthy lifestyles are large.



8 Creating 21st century primary care in Flanders and beyond

Belgians seem to have been broadly content with their health-care system. In 
2013, no fewer than 97% in a Eurobarometer survey expressed the view that 
the overall quality of health care in Belgium was good (16). A comparative 
study of the strength of primary care in 31 countries in Europe published in 
2013 found Belgium to be one of the countries with relatively strong primary 
care, scoring well on continuity and comprehensiveness (17,18).  Moreover, 
steps have been taken in recent decades to strengthen primary care in the 
country (19).

2.2 Important characteristics of the Flemish system

All health systems differ. The problems and opportunities facing Flanders 
have been in part related to the way in which its health and social care 
services have developed. These need to be understood by anyone wishing to 
learn from the Flanders experience; so, what is special about the system in 
Flanders?

2.2.1 Responsibilities shared by many levels and actors

The health field in Flanders has many important actors. Sharing of powers 
between federal and regional level was mentioned above, but in addition, 
local authorities and other organizations, both public and private, have 
important responsibilities and the freedom to set their own priorities (20).

Because responsibility is split, federal and regional levels have to work together 
to avoid policy clashes. Flanders has its own health minister, whose remit 
covers health and social care, working through the Flanders Agency for Care 
and Health. The Interministerial Conference on Public Health is a forum in 
which health ministers can discuss policy intentions and develop consensus 
strategies, protocol agreements or cooperation partnerships if a common legal 
basis appears necessary. Joint approaches in areas such as e-health, chronic 
illnesses and hospital reform have been agreed through this mechanism. 
Liaison between the Flemish Government level and the representative of 
local authorities, the Flemish Association of Cities and Municipalities, has 
also been improving (21).
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2.2.2 Social health insurance 

The basis of the Belgian system is social health insurance. It is not a private 
system, nor a national health service system like those in northern and 
southern Europe, but is similar in some ways to the systems in Austria, France, 
Germany, Luxembourg, the Netherlands and Switzerland (22).

Health insurers are not-for-profit organizations with various backgrounds 
– socialist, liberal, Christian, independent, nationalist – and are funded 
by the state. Commercial insurance companies have very limited access to 
the health market. Patients pay a small amount out of pocket to health-care 
professionals, and most costs are reimbursed by the health insurers (23,24). 

Flanders also has a system called Flemish Social Protection. This is a Flemish 
Government system organized separately from, and parallel to, the health 
insurance system, covering non-medical care expenses by providing material 
and/or financial support according to people’s needs (25).

2.2.3 Physicians’ freedom and diversity in social care

Primary medical care in Belgium is mainly private (or, perhaps more accurately, 
not for profit) and is based on the principles of independent medical practice. 
Independent medical practitioners (and other professionals) are remunerated 
via fee-for-service payments, with patients having free choice of physician. 
The vast majority of physicians work as independent, self-employed health 
professionals (26).

No referral system between general practitioners (GPs) and other specialists 
exists, and every citizen has free access to medical specialists and hospital 
care, even as their first point of contact with the health-care system. Unlike in 
some countries, GPs therefore do not have a gatekeeping role (27).

Social-care professionals are organized through a multitude of organizations, 
some linked to the public sector and some private initiatives. They are 
accountable to different authorities and depend on different financing 
mechanisms (20). 
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2.2.4 Freedom of choice for patients

Belgium promotes freedom of patient choice. Patients have free choice of 
health-care professionals and health-care institutions (including hospitals), 
and also have free choice of sickness funds. The sickness funds cannot refuse 
a patient, which means patients: can contact several health-care professionals 
before choosing one; are able to choose to consult with another health-care 
professional; and may change their choice of health-care professional (26).

Since 2002, every person in Belgium has been eligible to have a global 
medical file, which is held by a GP of his or her choice. As a result, the charge 
to the patient for a GP consultation is reduced. This encourages continuity 
of care and should reduce frequent changing from one GP to another (28).

2.2.5 Equity

Like other countries, Belgium faces health inequalities. The system aims to 
support vulnerable populations. Almost everyone has access to mandatory 
social insurance and a broad benefit package (coverage is 99%) (29). There is a 
maximum bill for people in vulnerable situations. Despite the measures taken 
to improve the financial accessibility of health care, however, the reported 
situation regarding the inequalities indicator “having delayed contacts with 
health services for financial reasons” reveals important inequalities (30). The 
delay is more evident among those with a lower education level and even 
more marked when the income level is relatively low (31).

2.2.6 Population health planning

The Flemish health and social system involves a large number of strong 
independent actors, including health- and social-care professionals and 
elements of the political structure. None is formally responsible for population 
health planning. The reform offers a new opportunity to strengthen such 
planning through the creation of primary care zones.
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2.3 Pressures and problems

The decision in Flanders to reform primary care resulted from a growing 
sense of the need for change, coupled with an important opportunity to make 
it happen. Some of the issues suggesting change was needed were related to 
the way the Flemish system operated, and these are discussed below. Others 
were similar to those affecting other countries, including (32,33):

•	 demographic and epidemiological change – population ageing, rising 
levels of cancer linked to ageing and increases in chronic conditions, with 
many people having more than one problem; 

•	 scientific and technological developments that create new opportunities 
for prevention and treatment, change the pattern of health-care costs and 
potentially allow services to be restructured and relocated;

•	 new information and communications technology (ICT) that can 
facilitate changes in care patterns, support home care, and improve 
decision-making and quality of care;

•	 changes in expectations, attitudes and behaviour linked to globalization 
and social and cultural developments, resulting in, among other things, 
better informed service users and changes in the availability of volunteers 
and informal carers; 

•	 an increase in people’s desire for autonomy and control; and

•	 greater awareness of the social health gap, what causes it and what might 
help tackle it.

These points are affecting many countries. Belgium faced some particular 
issues that needed attention. Reports have suggested its system is expensive, 
with large inequalities in health, a relatively high number of hospital beds 
and a relatively high level of admissions for chronic conditions (14).

Other reasons relating particularly to Flanders were causing a growing 
feeling among those responsible for, and working in, the health field that 
improvement was needed. The lack of a single organizational framework 
across Flanders or at local level meant that individual care providers often 
worked separately, with little understanding of other services. Funding 
arrangements, based on reimbursement for specific care interventions, did 
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not encourage professionals to work together as a team or provide integrated 
care over an extended period. Health care and social care were not well 
coordinated. The resulting fragmentation meant the person in need of care 
had less sense (or chance) of control, and care providers and workers could 
be burdened by administration and meetings (32).

Over the years, a broad consensus consequently emerged in Flanders in favour 
of reform at primary care level to increase satisfaction among people with 
care needs and their informal caregivers, and to improve the performance of 
the care system as a whole (34).

2.4 The 2010 conference on primary care

The widely shared sense that the system could work better both for professionals 
and the public offered an opportunity to open discussion on reform. 
Developing a plan of action, however, was neither simple nor straightforward. 
Because suggestions that the system was failing might provoke defensive 
feelings and divisions, it was vital to move carefully and ensure all concerned 
parties felt fully engaged through a bottom-up, inclusive approach. 

This preparation took a year, starting at the end of 2009. Six working 
groups were set up, looking at the positioning of primary care in the system, 
information technology development, development of multidisciplinary 
working, first-line prevention, ways of preventing shortages of care providers 
and better mental health services. The groups’ findings were tested across the 
Flemish part of Belgium and with political parties from September 2010 (35).

After this very carefully managed process of consensus-building, the relevant 
minister brought all the important stakeholders together in a conference 
in December 2010 to seek agreement on the way forward. The role of the 
minister was important. Stakeholders might see suggestions for reform as 
a threat or criticism. Careful preliminary work was essential to ensure that 
those attending were open to change and that the minister could be confident 
of a favourable response to his suggestions. 
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The conference aims were to improve:

•	 the quality of primary care through more and better professional 
collaboration between the various care providers; and

•	 the quality of life and work of care providers by supporting and facilitating 
collaboration and by reducing the administrative burden they faced (36).

The conference accepted that action was needed to get primary health and 
social care professionals to work together. A number of initiatives followed.

There was a strong feeling that information technology could help reduce 
fragmentation and bureaucracy. Vitalink, a digital platform allowing data-
sharing among professionals, and later eenlijn.be, a project to improve the 
digital literacy of professionals, were set up. There were also pilots trialling 
psychology services in primary care. 

It was recognized that there needed to be a stronger commitment to well-being, 
more attention to improving the integration of health and social services and, in 
the longer term, some decisions on future structural reform (37).

Perhaps the main positive results were that a more open relationship was 
established between different professional groups, with an expectation that 
further change was possible. The Flemish Government set up a partnership 
platform bringing together 40 representatives of virtually all the stakeholders 
in primary care to foster collaboration, meeting three times a year to oversee 
the legacy of the conference and discuss subjects of collective interest. This 
helped prepare a common agenda for the future (38).

It was agreed a further meeting would be held in 2013 to assess progress (20). 

2.5 The Sixth State Reform in Belgium 

The 2010 conference showed the appetite for primary care reform. The 
opportunity to make important progress came with the decision in 2011 to 
reallocate responsibilities between federal and regional levels as part of the 
Sixth State Reform, the latest in a series of reforms in the Belgian state system. 
This was due to come into force in 2014. 
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One of the objectives of the Flemish Government in the negotiations on 
the Reform was to secure the ability to improve health-care provision and 
respond more purposefully to the desire for improvement. It achieved some 
success, gaining significant new powers.

However, while Flanders took over the main responsibility for many important 
areas, including long-term and mental health care, care of older people, the 
organization of primary care, disease prevention, health promotion, and care at 
home and for disabled people, loose ends remained. For example, while many 
aspects of hospital policy and primary care management were transferred, the 
day-to-day funding of hospitals remained a federal competence, and while 
most aspects of primary care management were transferred, responsibility 
for primary care provision outside normal working hours was not (20). The 
unique opportunity and momentum created by the changes nevertheless was 
fully recognized (34).
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3 Planning the reform in Flanders 

3.1 The 2013 symposium

Preparing the reform took several years (Fig. 3). It had been decided at the 2010 
conference to hold a follow-up event in 2013, the year before regional elections, 
to review progress. An interim symposium on primary care was therefore held 
in December 2013 for this purpose. The meeting concluded that existing 
initiatives were beginning to bear fruit and should be extended (20).

Fig. 3. Initial stages in the reform process

2009–2014 Flemish Government
2014–2019 Flemish Government
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receives
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Source: Flanders Agency for Care and Health.

The meeting acknowledged a wide-ranging definition of primary care in the 
Flemish context, seeing it as care which: 

•	 refers to directly accessible, ambulatory, general care for non-specified 
health-care or welfare-related problems, whether physical, psychological 
or social in nature;

•	 generally represents the first contact with professional care; 

•	 can offer diagnostic, curative, rehabilitation and palliative care provision 
for the large majority of problems; 

•	 offers prevention for individuals and risk groups in the local population; 
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•	 takes into account people’s personal and social context; 

•	 ensures continuity of care over time and between care providers; and

•	 supports the informal care available to patients/clients (39).

The potential of the State Reform was becoming understood by that time, 
and Flanders started working towards improved organization of integrated 
and personalized care (2). Following the 2014 elections, the new Flemish 
Government Coalition Agreement for 2014–2019 indicated an intention to: 

•	 “strengthen, align, simplify and integrate primary care structures”;

•	 slow down “duplication of unnecessary diffusion of high-tech and highly 
specialized services” and encourage cooperation between hospitals; and 

•	 support networks across the care and welfare sectors to help hospitals, GPs 
and the residential care sector in primary care to work horizontally to 
create integrated care.

The intention was not to change everything, but to build on existing strengths 
to refocus care from a disease-oriented approach toward a patient-centred one 
(20,36).

3.2 Towards system transformation

The aim is to place the person with a care need at the centre. The core idea 
is that each person is entitled to the care and support that allows the best 
possible quality of life, and this requires a system that is more effective and 
transparent and which gives the individual and informal carers a higher degree 
of satisfaction (34,40). The implication is that the individual patient/ client 
must be more involved in decisions concerning his or her own care, and that 
all involved recognize him or her as the expert in both the medical condition 
and support needs (34).

To achieve this, a paradigm shift (Fig. 4) in the policy around the organization 
of care, from supply-directed to demand-directed care, is necessary. This is 
needed to be able to offer people-centred and integrated health-care services 
that allow the citizen to decide as far as possible his or her best possible 
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quality of life. In support of this aim, the public will be helped to develop 
care literacy skills.

Fig. 4. The cultural paradigm shift

From To

Supply-led care
Passive client
Fragmented and monodisciplinary
Separation between care and welfare
Sickness and cure

Input
Institutional
Silo-organization

Person-centred care
Active client
Integrated and multi-/pluti-/transdisciplinary
Care and welfare are linked
Health, behaviour, prevention, care 
as well as cure
Outcome
In familiar surroundings
Comprehensive organization

Paradigm shift

Source: Flanders Agency for Care and Health.

The WHO model of integrated care identifies the informal caregiver, 
volunteers and the neighbourhood as the first protective and supporting 
skin around the person in need, who takes central place. It is when care 
needs become more complex that primary care must be activated. In face 
of the increasing care needs of an ageing population, it is clearly of vital 
importance that reliable, strong and well developed primary care is available. 
This can reduce the burden on more expensive specialized care and help 
create an accessible, effective and high-quality care system for everybody. 
Well organized primary care can also reduce social inequalities in health care 
by optimizing accessibility to care and taking on a signposting function (41). 

3.3 A learning process 

The Flemish approach from the start of the process aimed to be inclusive, 
enabling all with an interest to help mould development of the reform. Once 
the decision to transform a fragmented system of primary care into a strong 
primary care service was made (41,42), a similar open and engaging approach 
was applied to the way design and implementation has been taken forward.  
The approach is based on learning and involvement rather than central 
command and control.
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One element has been proactive engagement with experts. Those leading 
the reform drew on international literature and experience, published, 
and presented at conferences and in webinars by WHO, the International 
Foundation for integrated care, the European Commission and the B3 action 
group on integrated care of the European Innovation Partnership on Active 
and Healthy Ageing (20). Study visits were made to the United Kingdom 
(Scotland and Wales), and Flanders noted the lessons set out in WHO 
documents on how to implement reform (43):

•	 make sure the journey is participatory and is developed with stakeholders;

•	 impose mandatory public accountability on the players and organizations 
concerning the resources deployed and the quality of care and services 
provided;

•	 recognize confidence cannot grow without transparency in the operation 
of the organizations and services;

•	 watch over integrity and good governance; and

•	 provide supporting arguments for policy choices and ensure capacity to 
take decisions based on sound data, experience and intelligence. 

The reform process from the start was characterized by a participatory process 
aiming to engage all stakeholders, professional levels in health and social 
care, civil society organizations, and formal and informal care organizations. 
The Flemish Government described the task as a “collective quest” (34). 
This was seen as the best way of promoting trust in the process (20).

A notable aspect of the Flanders approach is the use of private sector 
organizations in a managed approach to the preparation and 
implementation of strategy. One of these assisted in managing the process of 
preparing the 2017 conference (44), another helped convert the programme 
into a set of 13 implementation projects and put them in motion (45), and a 
third managed pilot projects testing the role of the new primary care zones 
(see below). These agencies have helped ensure that the participatory process 
worked smoothly and effectively. 

A bottom-up approach, in several senses, was adopted. The Flemish 
Government explicitly did not want to impose collaborative models from 
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above, but recognized the need to leave space for enterprise and initiative (34). 
Moreover, the aim was to improve effectiveness at the lowest level – that of 
citizens, the care team of informal and formal carers, and the neighbourhood 
– but without adding new burdens. It was recognized that working at that 
level should be made easier. 

The way of achieving this was through strengthening working at the next level 
up – the level where support for different elements of the primary care system 
can be restructured and better organized (Fig. 5). The Flanders approach 
calls this the meso – middle – level. This would be done by working with 
those who actually delivered and received the care. By starting at the lowest 
level and working up through to the higher levels (regional, national and 
international), the aim was to create ownership and trust and to tilt the system 
successfully towards patient-centred integrated care. 

Fig. 5. Support to caregivers

Support from regional and local level to caregivers

Regional level: Flanders

Care level

National level: Belgium

International level

Meso level

Source: Flanders Agency for Care and Health.

In addition, as will be shown below, the reform created primary care zones 
at meso level to support improvements tailored to the circumstances and 
choices in each local area. 



20 Creating 21st century primary care in Flanders and beyond

Following realization at the 2010 conference that too much attention was 
being paid to health care and not enough to the wider aspects of social care 
and well-being and the ways in which these different elements interlink, 
the aim at all levels, from government to local level, is to strengthen all 
three elements together – health care, social care and well-being – in an 
integrated framework. This necessarily involves all these bodies working 
together to decide how to achieve the best common working arrangements. 

There is also an acceptance that changes should be tested; it must be “a 
process that must be evaluated at regular intervals and, if necessary, be 
adjusted” (34). This too allows learning before major changes are made.  

The commitment to an open learning approach does not mean that there 
is a lack of organization. Flanders is looking to maintain the coherence 
and quality of the system. Every decision and policy for advancing the 
reorganization of primary care and local services is examined against the five 
essential building blocks for good governance: transparency, accountability, 
participation, integrity and capacity (20,46).
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3.4 The 2017 conference

Six working groups were set up in autumn 2015 to prepare the way forward 
(Fig. 6). Each had a balanced representation of, among others, people from 
primary care organizations and providers, professional groups, experts and 
those receiving services. Each working group was given objectives (47).

Fig. 6. Preparations for the 2017 conference, showing the role of the working 
groups 
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The working groups commenced work on a phased basis. The first two began 
with the core tasks. One looked to develop a Flemish model of integrated 
care, based on existing models, that would align with the work at federal level 
on integrated care for people who had chronic illnesses. The other was to 
develop a vision and scenario that gave a leading role in integrated care to the 
citizen and the person with a care need across all aspects of care.

A third group, starting a little later, looked at defining the functions and tasks 
necessary for achieving an integrated care approach at meso level, and what 
support structures were needed. Using its conclusions, a fourth group later 
began work on a proposal for setting up care regions. 
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The innovation and entrepreneurship group considered how to roll out 
learning from care projects that had been assessed positively, and the sixth 
group was tasked with developing a model for evaluating the quality of care 
within an integrated care approach.

The process was supported by a steering committee, including the chairs of 
the working groups and representatives of the minister’s office and the Agency 
for Care and Health, with support also from a private sector agency.

The groups’ conclusions were reviewed by a scientific panel, which advised 
that reform should also contribute to achieving all four elements of the 
quadruple aim: improvements in patient experience, population health, 
efficiency and the well-being of the care team (Fig. 7) (39,48). All findings 
were fed into a major conference in February 2017. The partnership platform 
set up following the 2010 conference also had a part in preparing the 2017 
conference (38).

Fig. 7. The quadruple aim
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Source: Flanders Agency for Care and Health.

The conference agreed the policy direction for the period through to 2025. 
Its conclusions included the following points (41):
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•	 the autonomy of the person in need is central and the system is there to 
help achieve that;

•	 community-driven care needs to be developed, supporting informal carers 
and better aligning social and health care;

•	 professional care needs to be recognized and supported, and better linked 
to family and residential care; 

•	 care teams need to be customized to support the individual in accordance 
with his or her life goals;

•	 the care process would continue to be digitized; 

•	 stronger support would be developed for local care providers over time;

•	 care boards and regional care platforms would each contribute to the 
smooth continuation of care provision, the care boards at primary care 
zone level and the regional care platforms at regional care zone level; 

•	 care boards would develop and support integrated care at local level;

•	 regional care platforms would enhance cooperation among hospitals and 
specialized care, centres for dementia, palliative care, prevention and 
mental health networks; and 

•	 a Flemish Institute for Primary Care would be established. 

In line with the ambition to strengthen social care, a major conference on 
“Social Work of the Future” was organized in 2018. This too was the result 
of careful preparation. Seven working groups consisting of field workers from 
different sectors and areas of practice were established in November 2016. 
Their findings were then reviewed by three stakeholder panels consisting of 
users, providers, civil society, authorities and education institutes, and the 
conference determined the way ahead (49).
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4 A new system in Flanders 

4.1 Implementation

Carrying through the Flanders primary care reform is a large task. As one of 
the supporting private sector organizations involved notes, “Approval is one 
thing, actually to implement the intended changes is something else” (45).

Initial scoping suggested nearly 30 sets of laws and regulations needed to be 
amended to achieve the desired result (50). The implementation programme 
was structured as a set of 13 implementation projects (Box 4). Taking all 
this forward is a major process of change management and needs to create 
a sense of shared ownership across a wide variety of actors and disciplines. It 
is an evolving process, including elements such as appointing a programme 
manager, preparing legislation, and redeploying staff and budgets as part of a 
systematic, phased, integrated approach. 
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Box 4. Transition programme projects

1. Development of the primary care zones (zones are geographical areas) and 
governance structure

2. Development of regional care platforms

3. Development of the Flemish Institute for Primary Care

4. More capacity in primary care and financial incentives for GPs, such as 
administrative assistance and facilitating establishment of practice location in 
areas with low levels of coverage

5. Coordination of care and case management for people with complex care 
needs 

6. Digital primary care, such as developing a digital care platform 

7. Quality of care and management of complaints

8. Community care

9. Informal care: care provided by family, friends and others

10. Basic training and continuous education

11. Communication on primary care reform

12. Health literacy and patient participation

13. Social mapping: inventory of all health professionals and organizations

Source: Flanders Agency for Care and Health.

Each of the 13 projects is a complex piece of work that requires careful, 
focused attention to ensure that anticipated results and benefits are achieved. 

4.2 The tasks 

The process has many aspects and components, but can be summarized as 
including six major elements: 

1. putting the person with the care need at the centre

2. integrating all aspects of the reform

3. continuing to digitalize the care process



26 Creating 21st century primary care in Flanders and beyond

4. giving stronger support to local care providers through structural innovation

5. integrating health and social care services

6. aligning other resources. 

4.2.1 Putting the person with the care need at the centre

The key concept here is to protect and enhance personal autonomy. An 
individual’s autonomy should be respected and, where it is impaired, the care 
process should give priority to regenerating it. The individual chooses the 
informal caregiver and the care team members (40,50). A patient’s charter is 
to be developed (36).

To strengthen the individual’s ability to exercise self-management, the reforms 
aim to improve care literacy through improving sources of information and 
relevant knowledge and skills. The importance of giving and receiving 
information on the condition and care is also recognized (41). 

The relevant governmental decrees are being changed and the 
implementation process managed to reflect these expectations, the option 
of including health and well-being skills in the school curriculum is being 
explored and a tool is being developed to help patients with long-term 
problems to formulate life and care aims.

In support of this aim, special attention is being given to informal carers. 
Flanders identifies informal care as that given on a voluntary basis by people 
with a social or family link with the person with a care need. These people 
may face their own difficulties, and the Flanders reform proposes to recognize 
informal carers fully as partners in the care process who may also need 
professional support. A plan is being implemented to support that group, 
addressing the issue of social recognition, relations with professionals and the 
special position of young carers. The current special expertise point will be 
included in the Flemish Institute for Primary Care (51,52). 
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4.4.2 Integrating all aspects of the reform

It is important to identify all elements that need to be involved in the revised 
arrangements and ensure they are able to operate effectively within the 
reformed system. In this regard:

•	 the opportunity is being taken to strengthen aspects of health care 
provided, such as that for mental health problems at primary care level (52); 

•	 Flanders has been collaborating with the Government of Belgium on 
the latter’s initiative on integrated planning for people with chronic 
illnesses (36); 

•	 complex care is a particular point of interest, with the aim of having a 
digital care and support plan for everyone who needs one by 2025 (also 
see below) (53); individuals needing such care will form part of their own 
care team and select the other members and the care coordinator (54); 

•	 new ways of providing care coordination for people with a major and 
particularly complex need for help and care will be explored, with support 
being given to improving integrated care planning by care boards and the 
Flemish Institute for Primary Care (also see below (55));

•	 the signposting service in local welfare agencies is being strengthened (56), 
and there will be action in support of efforts to improve neighbourhood-
driven care and combat loneliness and isolation (57) (a new decree on 
local social policy has been approved (58));

•	 responsibility for engaging and coordinating the very wide-ranging set of 
local professionals from different sectors will sit with the newly created 
local care boards (see below), and their collaboration will increasingly be 
supported through digital data-sharing (59);

•	 residential care, which is also subject to changing social and demographic 
circumstances and is currently being refashioned, will be represented on 
the care board (60,61); and

•	 home care, which seeks to keep the person in need of care in his or her 
chosen home as long as possible, is also under review in the context of the 
reform (62), as is social work (36,63).
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4.2.3 Continued digitization of the care process

In 2017, just over 70% of Flemish people had a general medical file in a GP 
practice, well short of the Flemish Government’s ambition to complete digital 
collaboration of GP medical files by 2020. It also wants multidisciplinary 
sharing of care and support plans by 2025 and is investing in Vitalink. To 
facilitate sharing, a tool called BelRAI1 is under development as an instrument 
that care providers can use to measure care needs in a uniform way. Today, 
Vitalink is serving as the basis for sharing information relating to:

•	 the individual health record summary

•	 the individual medication schedule

•	 the vaccination scheme

•	 cancer screening results

•	 childcare reports.  

Its growing use is monitored via a dashboard.

Primary care actors, mainly GPs and pharmacists, have shared responsibility 
for creating and maintaining the health record summary and medication 
schedule. Other health-care actors who use Vitalink are nurses, dentists and 
midwives, home-support organizations and hospitals.

Eénlijn.be is a broad change project aiming to promote the use of ICT 
applications in primary care through training, e-learning and a helpdesk, 
and to promote partnerships among primary care players. It seeks to promote 
sharing of data among primary care players by using the Belgian national 
e-Gezondheid [e-health] services (64).

Eventually, all these elements will assist in producing the digital care and 
support plan, help provide a common language for care providers, support 
continuity and quality of care and interdisciplinary and intersectoral 
collaboration, and promote systematic, standardized monitoring of care 
need (65).

1 BelRAI is the Belgian adapted version of the internationally validated taxonomy instrument 
interRAITM (www.interrai.org).
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Every person with a care need and his or her informal caregiver (under certain 
conditions, such as securing permission from the person) is given access to 
his or her shared information via a user-friendly application and can, in time, 
manage and share personal data from his or her own personal electronic file, 
communicate with care providers, make appointments, add data and have 
virtual consultations (66).

4.2.4 Giving stronger support to local care providers through structural 
innovation

The Flanders reform aims to restructure, simplify and integrate what is 
already in place, so that it works better (67). To improve care across the 
system, rebalance services, better integrate local services and help GPs and 
hospitals to work better together, population health planning must be better 
(see section 2.2.6) and service coordination provided in a way that has not 
previously existed (66). The reform will introduce three tiers of support 
(Fig. 8).
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Fig. 8. The new support structures in the Flemish health system
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Source: Flanders Agency for Care and Health.

4.2.4.1 Primary care zones (PCZs)

Primary care zones (PCZs) (68) are new structures that will create the basis 
for effective integrated care and services in the locality. The aim was that the 
boundaries of each should be locally agreed, with each serving a community 
of 75 000–125 000 inhabitants. By 2019, all 60 zones were agreed in principle 
– 59 in Flanders and one in Brussels (Fig. 9). 

Fig. 9. Primary care zones (coloured) and regional care zones (numbered)

Source: Flanders Agency for Care and Health.

Their prime responsibilities will be to support multidisciplinary and 
intersectoral collaboration at practice level, with a developing role over time 
as they mature. 
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In mid-2020, they are required to start (69):

•	 aligning the organization and provision of high-quality care and support; 

•	 supporting local social policy;

•	 supporting profession-specific associations;

•	 supporting primary care professionals and the organization of multi- and 
interdisciplinary collaboration; and

•	 cooperating on the Flemish health objectives relating to prevention and 
propose their own objectives.

Over time, they are expected to pick up many other tasks, such as tackling 
bottlenecks, developing planning and supporting ICT developments. One 
of the roles will be to create an integrated equity focus (70). The PCZs will 
provide a capability hitherto underdeveloped in the Flemish system – a local 
focus on service development and problem-solving. They will assess the needs 
of a given population and identify what response is necessary. 

Each PCZ will be directed by a care board that includes four clusters of 
representatives – from local authorities, the health sector, the well-being 
sector, and people with a need of care and support – each to be equally 
represented, with a maximum 24 members (69).

The PCZs will gradually take on staff from other structures previously set 
up to help support local coordination and development: primary care 
collaborations, integrated home-care services and local multidisciplinary 
networks for chronic conditions. Funding for these groups will cease from 
July 2020 and the financial resources will go directly to the PCZs (71).

The existence of PCZs will not limit patients’ freedom of choice: they will 
still be able to choose professional services freely from inside or outside the 
PCZ in which they reside (71). 

An external consultant was commissioned to support two pilot areas in setting 
up PCZs over two years from spring 2017. The aim is to see what lessons can 
be learnt for wider application. A newsletter, websites and symposiums are 
being used to keep all interested abreast of what is happening, and lessons 
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learnt (72). As a result, each zone has been encouraged to set up a change 
team and a change forum. Transition coaches have been employed to help 
the PCZs to take ownership of the process of change (73).

4.2.4.2 Regional care zones (RCZs) 

Each PCZ, with others, will be part of a regional care zone, each governed 
by a regional care platform (RCP) (74,75). RCZs are expected to cover a 
population of 350 000–400 000 inhabitants (Fig. 9). 

The functions of the RCP are to: 

•	 create a coordinated set of services at larger population level (where the 
PCZ population would be too small) for matters such as palliative care, 
dementia, mental health and prevention; existing staff and budgets will be 
absorbed in the new structure; and

•	 work towards strengthening connections between hospitals, specialized 
care and primary care to ensure continuity of care and development of a 
regional strategic care plan. 

Since hospitals serve a larger population than the average PCZ, it is intended 
that where possible, RCZs will match the developing hospital network areas. 

Implementation of the primary care reform coincided with a reform of the 
hospital sector in Belgium. Hospitals in Belgium are financed by the federal 
government (except in relation to infrastructure). Recent decades have seen 
hospital mergers in Flanders. A new policy now requires hospitals to join a 
hospital network to increase efficiency in the sector. The aim is for hospitals 
to work closely together and complement each other. Every hospital should 
offer basic health care, with only certain hospitals offering specialist care. 
The network coordinates organization, so that patients in need of specialist 
care will be referred to the right hospital. The goal is to have a maximum of 
14 networks (Fig. 10).

Each network will have to create a regional strategic care plan. Each hospital 
will need an individual strategic care plan concerning the development of its 
services based on the regional plan, which must be approved by the Flemish 
Government. In the long term, the regional strategic care plan will have to be 



33A new system in Flanders

developed by hospitals, primary care, social care, patient organizations and 
municipalities together, based on population needs. Government approval is 
necessary for the recognition and funding of new services.

By aligning the development of PCZs, RCZs and the hospital networks, the 
overall system can be more sustainably grounded, more rationally planned 
and better managed (76).

Fig. 10. Hospital networks in Flanders 

Source: Flanders Agency for Care and Health.  

4.2.4.3 The Flemish Institute for Primary Care (VIVEL)

Creating a Flanders-level structure to oversee the primary care system is a 
natural development from the integrated thinking that lay behind the regional 
conferences in 2010 and 2017 and led to the current reform. The Flemish 
Institute for Primary Care (38) fills an essential role by forming a focus at 
Flemish level to support the continued development of primary care and 
work with the government, universities and research organizations. 

Established in mid-2019, the Institute, known by its Flemish initials as 
VIVEL, will draw on the resources of four universities, six colleges and a 
number of other institutions, as well as the Flemish Patient Platform, a cluster 
of care and well-being actors and a prominent representative of the home-
care sector. It is seen as a “knowledge centre for primary care” (77,78). 
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VIVEL’s activities have been grouped into six main tasks (71):

•	 channelling information and data to all actors on the front line; 

•	 developing evidence-based strategies, methodologies and implementation 
tools to support the organization of primary care;

•	 coaching, training and awareness-raising;

•	 stimulating innovation;

•	 creating and monitoring accessibility to, and the quality of, primary care 
in Flanders; and

•	 advising the Flemish Government.

4.2.5 Integrating health and social care services

The need to promote better integration of health and social care services is 
continually kept in view in taking forward these tasks; this is one of the prime 
aims of the reform. 

4.2.6 Aligning other resources 

There is a need to ensure that other important resources and institutions are 
refocused to support the new arrangements through, for example, education. 
Professional training will be reviewed and changed to ensure that all staff 
understand the nature and requirements of the integrated care approach and 
are competent in using the developing digital systems. As mentioned above, 
health skills will also be introduced as a learning aim in schools (79).

A second issue is to ensure that sufficient staff of the right calibre are 
trained and available to meet the needs of the population under the new 
arrangements. The Flemish Government will work with the Government of 
Belgium, academic and professional organizations, and local municipalities 
to achieve this (80).
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Encouragement will be given to developing integrated, multiprofessional 
practices among independent care providers at primary care level and to 
ensuring all parts of the region have an adequate level of service, based 
on sociodemographic and socioeconomic factors (81). Innovation and 
entrepreneurship will be supported by Flanders Care, which has the task of 
promoting new ideas in the health sector that have an economic spin-off, and 
the Flemish Institute for Primary Care (82). The Institute will also help to 
develop a quality policy to support the new arrangements with the relevant 
body covering care (83).
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5 What is happening elsewhere? 

While the scale of the changes in Flanders is unusual, Flanders is not alone in 
making adjustments in its system of primary care to ensure that it continues to 
be as effective and efficient as possible. The following examples differ greatly 
from each other, but each shows how countries and regions are making efforts 
to keep services relevant and valuable to those who rely on them. 

5.1 The national strategy for primary health care and community 
health in Catalonia, Spain

Catalonia is one of the 17 autonomous communities in Spain and has a 
population of about 7.5 million. It is known for having a universal health-
care system, with good health and quality of life outcomes and full powers in 
public health. Like other areas, however, it must adapt to confront changing 
conditions, such as the ageing of its population and the increase in the 
number of people with chronic diseases and disabilities. As a consequence, 
Catalonia is developing a new strategy for primary health care and community 
health (known as ENAPISC from the initial letters of its title in the Catalan 
language) to strengthen primary health care and community health so it can 
serve even better as the backbone of the public health system. 

The strategy’s key points are to:

•	 boost the community focus as a basis for generating health and fighting 
health inequities;

•	 guarantee a model of person-centred care that takes into account people’s 
physical and mental health and social circumstances;

•	 respond to demographic changes and the rise in numbers of people with 
multiple health problems;

•	 guarantee quality and safety in health services;

•	 tackle inequities through reducing differences between areas and 
increasing the sustainability of the public service; and

•	 consolidate professional leadership and encourage citizen participation.
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An important feature of the strategy is its bottom-up approach, working 
through technical commissions. Each commission, composed of 15–20 
expert professionals, develops over a year or so a document setting out an 
organizational model and the portfolio of services relevant to its appointed area 
of work. Currently, these include mental health and addictions, community 
health, sexual and reproductive health care, chronic and complex care, 
continuing and urgent care, paediatric care and the portfolio of services, with 
others to follow.

The work is carefully aligned with other initiatives involving the Catalan 
Health Service, the Catalan Ministry of Health, the Public Health Secretariat 
and other organizations and ministries.

Once a commission has agreed its document, it is shared with more than 
500 professionals and institutional representatives from scientific societies, 
organizations, and professional and citizen associations. They can feed back 
comments, contributions and corrections using a pre-prepared questionnaire. 
If the feedback is broadly positive, the document is revised as appropriate and 
then adopted. If largely negative, the document is redrafted. The strength of 
this methodology is that its careful design guarantees its validity, transparency 
and consistency. To date, only the mental health and addictions outcome 
document has been adopted, after getting agreement from more than 80% of 
those questioned, with others expected to be issued by the end of 2019. 

The documents will then guide future service arrangements. It is expected 
that primary care will take more of a role in leading and coordinating patients’ 
care as a result. The care will be provided to a greater extent in or close to 
people’s own home environment and will be better focused on individual 
needs and outcomes.

5.2 Integrating population and individual services in Slovenia to 
reduce community health inequalities through health-promotion 
centres 

The Slovenian health-care system provides access to universal and 
comprehensive health care for all Slovenian citizens, regardless of income. 
The country has a long tradition in primary health care, which is the first 
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point of patient contact and has a strong gatekeeping role. Care is provided 
by a wide range of health professionals, including doctors, nurses, dentists 
and others. 

In 2002, health-promotion centres were introduced in all 61 primary 
health care centres across Slovenia as part of the national cardiovascular 
disease prevention programme. GPs identified and referred at-risk patients 
to the health-promotion centres, where they could participate in lifestyle 
intervention programmes free of charge. 

The cardiovascular programme has screened more than half of the adult 
population for lifestyle and risk factors over the last 16 years. Every year, 
almost 50 000 patients take part in lifestyle interventions run by the health-
promotion centres. 

While health in Slovenia has improved over the decades and premature deaths 
have fallen, inequalities persist. Health illiteracy, poverty and unemployment 
among vulnerable groups can make it difficult for them to access health 
services, especially preventive services. Gender differences in health remain 
and inequalities in health among schoolchildren are increasing, particularly 
among those from lower socioeconomic groups. As in many other European 
countries, years of economic and financial crisis have also exacerbated health 
inequalities. 

Measures were taken to upgrade the health-promotion centres in response 
to this widening health gap. In collaboration with the National Institute of 
Public Health, the primary health care centres extended their role to include 
conducting public health interventions at community level. Population needs 
assessments were carried out, on the basis of which the health-promotion 
centres developed more accessible services for particular at-risk groups. 

To better focus on such groups, three health-promotion centres piloted a new 
approach to integrating the different services targeting vulnerable groups at 
community level between 2013 and 2016, financed by grants from Norway. 
They worked with a variety of local actors – municipalities, health-care 
and social-care institutions, educational institutions, the Project Learning 
for Young Adults training programme, adult education centres and various 
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nongovernmental organizations. As a result, these work better together 
and can develop support networks and self-help groups, improving access 
to preventive services and treatment. Partners in the local groups for health 
promotion set common goals in the areas of prevention, health promotion 
and health inequality, and plan and implement measures to reach them. 

Drawing on this experience, the model was extended in 2018 to an additional 
25 centres across Slovenia, co-financed by the European Social Fund. The 
aim is to strengthen the role of primary health care centres in public health 
and preventing diseases, promoting health and reducing health inequalities 
through, for instance, newly developed prevention programmes for new-borns 
and their mothers, children, adolescents and adults and improved access by 
disabled people to primary health care centres. This is part of a larger effort 
to improve local access for all groups to health promotion and prevention 
programmes. Further progress will require leadership and political will.

5.3 Improving health through use of community nurses in Romania

Botoșani county, population around 450 000, lies in Moldavia in the far 
north-east of Romania. It has a poor and ageing population. In the past, 
many inhabitants did not register with a family doctor, as they could not 
afford to pay for health insurance. Evidence has suggested that people delay 
visits to doctors and treat children themselves at home. The development of 
community-based health workers has therefore been of great importance.

A pilot network of 20 community nurses was set up in Botoșani in 2000, 
coordinated by the Mother and Child Care Institute in Bucharest. Their 
services in 2019 now extend to 94% of the population, with 97 community 
nurses and 18 health mediators currently providing community health 
services in six cities and 73 rural localities.  

The current legal framework, established in 2017, specifies that community 
health services’ care is provided in an integrated system with social services. 
Community nurses work closely with family doctors, local public health 
authorities, specialized medical services, social services and other agencies. 
Their focus is on community work and home visits. 
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The effectiveness of their work to date is evident in a number of areas, with 
improvement in coverage and access. The number of people registered with 
a family doctor has risen to around 80% in areas where the community nurses 
are active. The people they support have better access to information, health 
education and prevention services generally. 

Under the guidance of the Botoșani Public Health Directorate, working with 
the Public Health Department, the community nurses have been involved 
in a wide range of initiatives. Besides addressing obvious health concerns 
like alcohol, sexually transmitted diseases and diet, they have also worked on 
issues such as domestic violence, health provision for children with migrant 
parents, support for older people with no family and reducing school dropout 
rates.

As a result of these and other efforts, there is evidence of improved health 
outcomes in the community, including a fall in tuberculosis cases, improved 
vaccination rates and reduced infant mortality.  A further benefit has been 
reduced pressure on acute beds, as more effective care is now available in the 
community.

5.4 Positive Health in the Utrecht region, the Netherlands

Primary care at its best requires an understanding of the individual in his or 
her life context. The Positive Health approach provides this broader view on 
health. Rather than concentrating on a specific illness, it focuses on people 
by recognizing six dimensions: bodily functions, mental functions and 
perception, spiritual/existential dimension, quality of life, social and societal 
participation, and daily functioning. By showing a person’s scores against 
these six dimensions in a web diagram, a total picture emerges of his or her 
health. 

Machteld Huber, founder of the Positive Health movement, has set up the 
Institute for Positive Health in Utrecht. The Institute focuses on stimulating, 
strengthening and accelerating the Positive Health movement. More than 
40 groups and agencies have already joined the Health Hub Utrecht, which 
forms the umbrella for all regional parties engaged in Positive Health. The 
goal is that by 2030, a happy and healthy life should be within everyone’s 
reach. 
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A successful example of Positive Health in action is the integrated 
neighbourhood approach taken in the Overvecht area of Utrecht. Compared 
to other neighbourhoods in the municipality, residents here face more 
health and psychological issues, poverty, loneliness and an accumulation of 
personal problems. The Powerful Basic Care approach that is being applied 
here takes into account residents’ vulnerability and strengths by providing 
care at the right moment. Powerful Basic Care focuses on customization and 
collaboration between the medical and social domains, ensuring that the care 
provided fits in with people’s own health skills. 

In this integrated approach, all professionals in the field of health care, social 
well-being and prevention in the neighbourhood work closely together, 
making use of the 4 Domains Model (4D Model) developed on the basis 
of practical experience. The four domains are body, mind, societal and 
social, with the patient in the middle. The 4D Model can be used as a tool to 
communicate with a patient, providing insight into what is happening in the 
four domains, the relations between them and how this affects the patient’s 
perceived health. In addition, the model facilitates collaboration between 
care professionals across the domains and prevents duplication of effort. 

The health insurer Zilveren Kruis and the Nivel Research Institute carried 
out research into the Powerful Basic Care approach from 2014 to 2016 
which showed that the approach is effective and delivers the desired result. 
Thanks to the Powerful Basic Care approach, the quality of care experienced 
by individuals improved, as did the general health of the population as a 
whole. The approach led to lower costs of care. In addition, care providers 
experienced less work pressure, and job satisfaction levels increased. 

The successful Powerful Basic Care approach is now also being applied in 
other health centres in Utrecht, Rotterdam, The Hague and Amsterdam. 
Implementation in these municipalities is supported by health insurers and 
Achterstandsfondsen [Funds for Deprived Areas].
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6 What lessons do these examples offer? 

Drawing on the examples described in Chapter 5, this chapter will offer a 
summary of some points that might be valuable to others aiming at system 
change.

6.1 Choose what suits your needs

As Flanders recognizes (44):

There is no international travel guide for this collective journey to that new horizon. 
Those journeys can vary from country to country and are of course dependent on the 
nature and structures of the care and welfare system already in place, and the care 
culture that has grown there.

Flanders is an excellent example of a region that based its reform on a clear 
understanding of: 

•	 why it was changing – with a clear vision for integrated, person-centred 
primary care;

•	 where it was changing – tailoring its actions to the values and circumstances 
of its own area and population; and

•	 how it was changing – specifying the principles it was trying to follow.

Flanders’ own assessment is that it is essential to (20,84):

•	 respect others’ competences when setting up frameworks and strategies; 

•	 identify and strengthen connecting factors, such as methodological and 
scientific support, evaluation and financing; and

•	 set out clear goals, governance structure and coordination. 

Each of the case studies in Chapter 5 show how services have been adapted 
or developed to tackle a specific identified local concern. 
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6.2 “Luck is what happens when preparation meets opportunity” 

This phrase is perhaps seldom more relevant than in the Flanders case. 
Analysis of weaknesses and a desire for change happened before a golden 
opportunity came to achieve it, and that opportunity was taken enthusiastically 
and systematically. 

6.3 Learn from experts; test with peers

Flanders did not make the mistake of trying to solve all its problems on 
its own. It surveyed the evidence and drew inspiration and insight from 
reliable, experienced sources, including WHO (85,86) and the International 
Foundation for Integrated Care (87).

In designing and implementing its solutions through these and other 
methods, Flanders kept in contact with other countries and regions 
undertaking reforms, using (among others) the European Commission 
Structured Reform Support service and programme, and ensured that 
progress was collaborative, participatory and locally owned. 

6.4 Work with the politics

The Flanders changes are very wide-ranging, and a long but limited timeframe 
has been set. Careful and purposeful leadership allowed a situation to 
develop in which professional consensus helped create and support political 
willingness to make change happen. The changes in Flanders benefited 
from the fact that the same minister remained in post, but also from a broad 
acceptance that change was both possible and necessary. Also important in 
Flanders has been the fact that a single minister had most of the relevant 
responsibilities within a single portfolio.

6.5 People matter most

The essence of health care is that someone with a skill helps someone with a 
need. The case studies together show three crucial ways in which this simple 
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relationship can be empowered further through changes in the way staff were 
able to work: 

•	 by adding new skills;

•	 by creating the circumstances in which those with different skills can work 
more confidently and more easily together; and

•	 by using the skill and enthusiasm of professionals to help design a new 
way of working. 

The scale of the changes differed across the examples, but the essential 
importance of ensuring that staff who were appropriately trained to meet the 
new ambition would be in place is a common factor. Creating the right staff 
to work in the new system in Flanders is accepted as being vital to its success.

The examples also show a recognition that the process is not simply one way, 
from the provider to the recipient. The person with a need must often be an 
active and willing partner if the service is fully to succeed. It is where both 
parties respect each other and work together over the long term that health 
can best be protected and improved.

6.6 One-system working

What happens in primary care is not cut off from the rest of the world. It is but 
one element in a larger system, a wider world.  All the examples show how 
primary care is being better linked with other dimensions – public health, 
social care, hospital care and the everyday life of local people whose lives 
it aims to improve. Better integration and more open working with others 
can produce a far better overall result – a healthier population and more 
contented and effective professionals.
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Primary health care is the cornerstone of a strong, 
supportive health system, as was recognized in the 
1978 Alma-Ata Declaration and the 2018 Declaration 
of Astana. It has an important role now in meeting the 
global United Nations Sustainable Development Goals 
and the goals of WHO’s 13th General Programme of 
Work for 2019–2023. This report focuses on primary 
care developments in Flanders, Belgium. Following state 
reforms in Belgium, the region is now upgrading and 
integrating its primary care services, aiming to improve 
their effectiveness and efficiency and the quality of life of 
both users and providers of those services. It is doing so 
through careful planning, sustained engagement across 
society, and systematic, well organized implementation. 
The report also touches on primary care developments in 
other parts of Europe – in Catalonia in Spain, Slovenia, 
Botoșani in Romania and Utrecht in the Netherlands 
– and concludes with lessons that these different 
experiences suggest might be useful to others.

The WHO Regional Office for Europe

The World Health Organization (WHO) 
is a specialized agency of the United 
Nations created in 1948 with the primary 
responsibility for international health 
matters and public health. The WHO 
Regional Office for Europe is one of six 
regional offices throughout the world, 
each with its own programme geared 
to the particular health conditions of the 
countries it serves.

Member States

Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and Herzegovina
Bulgaria
Croatia
Cyprus
Czechia
Denmark
Estonia
Finland
France
Georgia
Germany
Greece
Hungary
Iceland
Ireland
Israel
Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta
Monaco
Montenegro
Netherlands
North Macedonia
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
San Marino
Serbia
Slovakia
Slovenia
Spain
Sweden
Switzerland
Tajikistan
Turkey
Turkmenistan
Ukraine
United Kingdom
Uzbekistan
Original: English

World Health Organization Regional Office for Europe
UN City, Marmorvej 51, DK-2100 Copenhagen Ø, Denmark

Tel.: +45 45 33 70 00   Fax: +45 45 33 70 01 
E-mail: eurocontact@who.int
Website: www.euro.who.int


	Acknowledgements
	Foreword by the Flemish Government
	Foreword by the WHO Regional Office for Europe
	Executive summary
	1 Primary care remains vital to health and care
	2 Why does Flanders want to change a strong system? 
	2.1 Building on a strong foundation 
	2.2 Important characteristics of the Flemish system
	2.3 Pressures and problems
	2.4 The 2010 conference on primary care
	2.5 The Sixth State Reform in Belgium 

	3 Planning the reform in Flanders 
	3.1 The 2013 symposium
	3.2 Towards system transformation
	3.3 A learning process 
	3.4 The 2017 conference

	4 A new system in Flanders 
	4.1 Implementation
	4.2 The tasks 

	5 What is happening elsewhere? 
	5.1 The national strategy for primary health care and community health in Catalonia, Spain
	5.2 Integrating population and individual services in Slovenia to reduce community health inequalities through health-promotion centres 
	5.3 Improving health through use of community nurses in Romania
	5.4 Positive Health in the Utrecht region, the Netherlands

	6 What lessons do these examples offer? 
	6.1 Choose what suits your needs
	6.2 “Luck is what happens when preparation meets opportunity” 
	6.3 Learn from experts; test with peers
	6.4 Work with the politics
	6.5 People matter most
	6.6 One-system working

	References
	Fig. 1. The elements of the WHO Europe roadmap to implement the 2030 Agenda
	Fig. 2. Regions and communities of Belgium
	Fig. 3. Initial stages in the reform process
	Fig. 4. The cultural paradigm shift
	Fig. 5. Support to caregivers
	Fig. 6. Preparations for the 2017 conference, showing the role of the working groups 
	Fig. 7. The quadruple aim
	Fig. 8. The new support structures in the Flemish health system
	Fig. 9. Primary care zones (coloured) and regional care zones (numbered)
	Fig. 10. Hospital networks in Flanders 
	Box 1. Key components of the WHO Europe roadmap to implement the 2030 Agenda
	Box 2. Success factors in the Declaration of Astana 
	Box 3. Strategic priorities and goals of WHO’s 13th General Programme of Work, 2019–2023 
	Box 4. Transition programme projects

