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Introduction:

° Family Medicine and Primary Care have been severely affected by the 

Covid-19 pandemic. 

° Whilst at the individual level, it became clear that especially for vulnerable 

patients, hospitals could make a difference, at the population level, it was 

obvious that Family Medicine and Primary Care, working together with 

public health and social services, are essential to “win the battle”.

° In this presentation we describe the main lessons learned in Family 

Medicine and Primary Care and formulate conclusions for further 

developments in practice, research and advocacy for policy change,  in the 

perspective of broader international cooperation.









°science = vaccine
°solidarity = vaccinationcampaign





Most important lessons learned

°There are other ways to contact patients than direct interaction in consultations and home 

visits: within a few weeks: tele-consultation became standard practice in primary care. 

Moreover the need for testing, contact-tracing, support of quarantine, was a ‘natural 

driver’ for more interprofessional cooperation in teams of family physicians, nurses, social 

workers, psychologists, community health workers, public health professionals,…

°A perspective-shift from individual reactive care towards pro-active interventions focusing 

on population health took place in a context of “learning by doing”. Sharing of data, taking 

into account privacy requirements, contributed to the formulation of a ‘community 

diagnosis’ and integration of public health activities in family medicine practice. Data were 

not be constrained to bio-medical information, but include SES, data on ethnicity, …

°The paradigm-shift from a disease-oriented approach towards a ‘goal-oriented’ approach, 

starting the care process with exploring what really matters to the patient, is of utmost 

importance, especially in frail elderly people with multi-morbidity (e.g. advanced care 

planning).

From: ‘What is the matter with Mr. Johnson?’

To:  ‘What matters to Mr. Johnson?’





Challenges in patients with multimorbidity





EMPOWERMENT





But…





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

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

15 years she has been through a laborious medical history: 

operation for coxarthrosis with a hip prothesis, hypertension, 

diabetes type 2, COPD and osteoartritis. Moreover there is 

osteoporosis. She lives independently at her home, with some 

help from her youngest daughter  Elisabeth. I visit her regularly 

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

Then follows a succession of complaints and unwell feeling: 

sometimes it has to do with the heart, another time with the 

lungs, then the hip, …



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

examinations that did not improve her condition. Her requests 

become more and more explicit, my feelings of powerlessness, 

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

guidelines that are contradictory:  for COPD she sometimes needs 

corticosteroids, which  worsens her glycemic control.

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

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

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

results.



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

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

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

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

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

continually the therapy anymore, … especially not having to do 

this and to do that”.

In the conversation that followed it became clear to me how 

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

time I felt challenged how the guidelines could contribute to the 

achievement of Jennifer’s goals. I visit Jennifer again with pleasure 

ever since: I know what she wants, and how much I can (merely) 

contribute to her life.



http://upload.wikimedia.org/wikipedia/commons/thumb/7/7d/Elderly_Woman_%2C_B%26W_image_by_Chalmers_Butterfield.jpg/220px-Elderly_Woman_%2C_B%26W_image_by_Chalmers_Butterfield.jpg

Sum of the guidelines

Patient tasks
• Joint protection

• Energy conservation

• Self monitoring of blood glucose 

• Exercise

• Non weight-bearing if severe foot disease is

present and weight bearing for osteoporosis

• Aerobic exercise for 30 min on most days

• Muscle strenghtening

• Range of motion 

• Avoid environmental exposures that might

exacerbate COPD

• Wear appropriate footwear

• Limit intake of alcohol

• Maintain normal body weight

Clinical tasks
• Administer vaccine

• Pneumonia

• Influenza annually

• Check blood pressure at all clinical visits and

• sometimes at home

• Evaluate self monitoring of blood glucose

• Foot examination

• Laboratory tests

• Microalbuminuria annually if not present

• Creatinine and electrolytes at least 1-2 times a 

year

• Cholesterol levels annually

• Liver function biannually

• HbA1C biannually to quarterly

Referrals
• Physical therapy

• Ophtalmologic examination

• Pulmonary rehabilitati

Patient education
• Foot care

• Oeseoartritis

• COPD medication and delivery

system training 

• Diabetes

Time Medications

7:00 AM Ipratropium dose inhaler

Alendronate 70 mg/wk

8:00 AM Calcium 500 mg

Vit D 200 IU 

Lisinopril 40mg

Glyburide 10mg 

Aspirin 81mg

Metformin 850 mg

Naproxen 250 mg

Omeprazol 20mg 

1:00 PM Ipratropium dose inhaler

Calcium 500 mg

Vit D 200 IU

7:00 PM Ipratropium dose inhaler

Metformin 850 mg

Calcium 500 mg

Vit D 200 IU

Lovastatin 40 mg

Naproxen 250 mg 

11:00 PM Ipratropium dose inhaler

As needed Albuterol dose inhaler

Paracetamol 1g 

Boyd et al. JAMA, 2005

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




“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Definition of Health Absence of disease as 

defined by the health 

care system

Maximum desirable 

and achievable quality 

and/or quantity of life 

as defined by each 

individual



“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Measures of success Accuracy of diagnosis, 

appropriateness of 

treatment, eradication 

of disease, prevention 

of death

Achievement of 

individual life-goals



“Problem-oriented versus goal-oriented care”

Problem-oriented Goal-oriented

Evaluator of success Physician Patient



What really matters for patients is 

• Functional status

• Social participation 



Vertical Disease Oriented Approach

• Mono-disease-programs? Or…

• Integration in comprehensive PHC 
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F R A G M E N T A T I O N



The challenge: vertical disease- oriented 

programs and multi-morbidity

• Create duplication

• Lead to inefficient facility utilization

• May lead to gaps in patients with multiple co-

morbidities

• Lead to inequity between patients: “inequity by 

disease”

Campaign:  www.30by2030.net 

http://www.30by2030.net/
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Nowadays hundreds of primary care providers have 
been trained in goal-oriented care in Flanders (Belgium)





I.C.F.

Health
Problems

I.C.P.C.

Objective 2Objective 1
- shared
- high priority

- shared
- high priority

Objective 3
- not shared
- low priority

- tools
- barriers
- facilitators

- tools
- barriers
- facilitators

time

- tasks
- targets

- tasks
- targets

Medical
Diagnoses

I.C.D.

Patient Personal
Life Goals

Aspirations

Relationships
Resources

Context Health Literacy

Action 
Plan

Action
Plan



°As both the Covid disease and the containment-measures had impact on people’s mental 

health and wellbeing, the need for psychological support and community-based 

interventions for rehabilitation (e.g. in case of “long covid”), became very clear and care 

organizations had to adapt to new challenges.

°The need to address the wellbeing of health care providers stimulated initiatives focusing on 

strengthening resilience if individual professionals and health systems.

°The limits of traditional financing systems, developed for reactive care (e.g. fee-for-service), 

became clear and new ways of integrated population-oriented payment systems were 

explored. 
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“Strong primary care and mental health systems 
should form the foundation of any emergency 
and/or preparedness response. All Member States 
should re-assess their investments in primary care 
and mental health and strengthen the integration 
of these systems with public health at population 
level”

“Strong primary health care – organized in multi-
disciplinary teams and with innovative roles for health 
professionals, integrated with community health 
services, equipped with digital technology, and 
working with well-designed incentives – helps deliver a 
successful health system response. The innovations 
introduced in response to the pandemic need to be 
maintained to make health systems more resilient and 
able to meet the challenges of ageing societies and the 
growing burden of chronic conditions.” 



Focus on strengthening Primary Health Care.

WHO Director-General's opening remarks at the 150th session of the Executive 

Board — 24 January 2022

“The second priority is to support a radical reorientation of health systems 

towards primary health care, as the foundation of universal health coverage. That 

means restoring, expanding and sustaining access to essential health services, 

especially for health promotion and disease prevention, and reducing out-of-

pocket spending”
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°How to test the health system’s resilience?
° “The capacity of a health system to (a) proactively foresee, (b) 
absorb, and (c) adapt to shocks and structural changes in a way 
that allows it to (i) sustain required operations, (ii) resume 
optimal performance as quickly as possible, (iii) transform its 
structure and functions to strengthen the system, and (possibly) 
(iv) reduce its vulnerability to similar shocks and structural 
changes in the future.” (HSPA)
°Covid19 raises questions on improved preparedness, on how to 
strengthen primary care, on how to reinforce the resilience of 
hospitals,  looking for solutions that also involve long-term 
structural challenges in public health structures. 



An Example Outcome of the Resilience Test 
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https://eurohealthobservatory.who.
int/publications/i/implementing-
the-primary-health-care-approach-
a-primer 

 

https://eurohealthobservatory.who.int/publications/i/implementing-the-primary-health-care-approach-a-primer
https://eurohealthobservatory.who.int/publications/i/implementing-the-primary-health-care-approach-a-primer
https://eurohealthobservatory.who.int/publications/i/implementing-the-primary-health-care-approach-a-primer
https://eurohealthobservatory.who.int/publications/i/implementing-the-primary-health-care-approach-a-primer








Social Cohesion and Primary Care



1. A central concept in this overview is “Social Cohesion/Connectedness”:
Social Cohesion is a structural determinant of health

{Holt-Lunstad J. Social Connection as a Public Health Issue: The Evidence and a Systemic Framework for Prioritizing the 
“Social” in Social Determinants of Health. Annu. Rev. Public Health 2022.43:193-213.  https://doi.org/10.1146/annurcv-
publhealth-052020-110732 }

https://doi.org/10.1146/annurcv-publhealth-052020-110732
https://doi.org/10.1146/annurcv-publhealth-052020-110732


Social Connection/Cohesion as a Causal Determinant of Health

{Holt-Lunstad J. o.c. }



The need for 
operationalisation of 
Social 
Cohesion/Connectedness

Social Connections

Social Support

Social interactions

Satisfaction with personal 

relationships

Loneliness



The SD (“Sweden Democrats”) are an anti-
establishment (radical right) party: the higher 
the voter share for SD, the lower the Covid-19 
vaccine uptake in a municipality. Role of distrust 
in government institutions? Link with ‘social 
disconnection’, lack of ‘SOCIAL COHESION’?

POLITICAL CONTEXT



Conclusion : the recent experiences in addressing Covid-19 could inspire 

international cooperation at the level of development of interdisciplinary 

practices with family physicians and other care providers in primary care, 

with a strong data-driven component focusing on public health and using an 

integrated ‘goal-oriented’ health record . 

Moreover a new research agenda is needed integrating research on 

individual care processes with addressing upstream causes (e.g. equity and 

social determinants of health) at population level. We also learned from 

Covid that there is a need for rapid scientific response to new diagnostic and 

therapeutic challenges, using clinical trials in the community. 

Finally the renewed attention for family medicine and primary care, invites 

us to engage in advocacy campaigns to invest in primary care locally and 

globally, and support  campaigns to shift resources from vertical disease-

oriented programs towards comprehensive primary care (see 

www.30by2030.net ). For this advocacy, cooperation between Africa, Europe 

and other continents can make change happen. What are the opportunities ?

http://www.30by2030.net/




https://www.perlego.com/book

/3052938/family-medicine-

and-primary-care-at-the-

crossroads-of-societal-

change-pdf



Ghent University Jan.DeMaeseneer@ugent.be

I thank prof. dr. Koen Hermans

LUCAS KU Leuven for sharing 

his inspiring views on social 

cohesion and social work.
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