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Introduction 
Primary health care services are organized in several ways depending on the health policies that are 

developed in the countries. Peculiarly in Europe, there are a huge varieties of ways distributing 

health services. This is one of the reasons our WG chose to deal with pathways to community 

approaches in health, in order not to exclude initiatives that aren’t organized as Community Health 

Centres, but have opportunities to work with communities in different ways in health matters. Going 

from Spain to the Netherlands, from France to Romania, all the initiatives have common purposes 

that we are willing to share in this paper.  

Indeed, according to several experts, we can consider that a major part of health issues is taken care 

of in primary care services. Kerr Whites study1 shows that in a period of a month , out of 1000 

patients exposed to a health issue, 750 actually report to have the feeling of illness. Out of these 750, 

one third (250) will actually have to see a physician. Finally 9 patients will be referred to either a 

general hospital, either a university level hospital.  A revisit2 of this study shows similar outcomes, 

even though we can see the rather more complicated pathways the patients can take (figure 1).  
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fig 1 

 

A more recent study taken in the University of Liège (Belgium) was inspired by Kerr White; the 

approach was to consider in two different health systems (Belgium & Vietnam) what people did if 

exposed to health problems. And results are again similar.3  

So with these few examples, we can consider at least the importance of primary care in the health 

system.  

Common definitions 
As proposed previously, we gathered as well in the Alliance for Community Oriented Primary Care 

services than in the International Federation for Community Health Centres4 around a couple of 

definitions we could agree on and that are also supported by  several health associations worldwide : 

World Health Organization, Towards Unity for Health...etc.  

Community Health Centres deliver integrated, comprehensive, people-centered primary health care, 

through an interprofessional team that addresses aspects of both health and wellbeing; 

Clinical primary care services at Community Health Centres address aspects of health promotion and 

illness prevention, as well as curative care and rehabilitation using a holistic frame of reference and 

are orientated towards the needs of individuals, families, communities and populations; 

The Community Health Centre care and programs team integrates into its daily activities, attention to 

the broader causes of illness, and looks at the social determinants of health, addressing them 

through intersectoral cooperation; 
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Community Health Centres develop a community-oriented primary care strategy, blending skills for 

individual health care with approaches focused on public health; 

Community Health Centres have a commitment to equity and social inclusion and put emphasis on 

access to health care (with special attention given to the most vulnerable), and on respect for 

fundamental human rights; 

Community Health Centres place a strong emphasis on community engagement and civic 

participation in health and health care, which may, but does not necessarily include participation of 

clients/patients and other community members in governance of the healthcare organization; 

Community Health Centres contribute to universal coverage and are strongly committed to being 

accessible for individuals and families, irrespective of race, religion, social status and other factors, 

including ability to pay for care; 

Community Health Centres engage in processes of continuous quality improvement, starting from 

the needs of  the individuals and patients that they are serving; 

Community Health Centres take responsibility for a defined population that can be geographically-

determined or defined by population group(s). 

 Reducing inequities 
 

Several movements in the late sixties were looking forward to change in general the society that they 

were living in, and in our particular modifying health systems. Indeed, health systems are in all or in 

part, the reflect of the philosophy, the political state of a country.  

Several inequities could then (and still now!) be identified as obstacles to having a comprehensive 

and more equitable system. Therefor huge efforts had to be done in order to narrow the gap 

between hospitals and primary health care, between poor and rich, between professionals 

themselves & between professionals and patients.  

Two major obstacles have been identified (at least in the Belgian context) :  

1/ Vocational training that didn’t prepare health workers to manage with real cooperation and 

teamwork; and  

2/ the financial model which was 100% on a fee-for-service model.  

Even though a lot of progress has been made in order to have a dialogue between different 

professions during there training, and development of capitation fee services, and mixed 

 

Community work : different ways of declining the approach 
 



One of the things that could be done is sitting professional and patients as well as the whole public 

network in an entity around a table to see what priorities could be pointed by all the different. 

Everybody, from his point of view can expose his preoccupations around what make one healthy. The 

political priorities can than be proposed according to everyones advice. This is typically a bottom-up 

approach where citizens, civil services, and every stakeholder can conclude a plan, guided by what 

really bothers one another.  

We are here working essentially on nonmedical determinants of health, which is really important (fig 

2). Indeed, you can only solve about 10% of health problems with the part dedicated to ‘care’ in a 

health system, whereas the rest should be sorted out in different ways.  

 

 

Fig 2 

The Dahlgren-Whitehead model. 

SOURCE: Dahlgren and Whitehead (1991). Used with permission of the Institute for Futures Studies, Stockholm, 

Sweden. 

 

 

 

Part of community work should be focused on this. We think that this work should also be done from 

the CHC’s themselves that should therefor communicate with the whole network in the 

neighborhood they are committed to.  

Different countries, different experiences 
 



Belgium 
Belgium counts different sorts of CHC’s, and the major project of any physician that goes for general 

practice is a group model.  

We have either monodisciplinary workers (solo & group practices), two disciplines (mostly doctors & 

nurses + sometimes receptionist) and our favoured model wich is a CHC that groups at least : 

doctors, nurses, physiotherapists, receptionist + social worker and psychologist.  

Different financial models can be chosen (fee-for-service , capitation-fee) and the Federation des 

Maisons Médicales believes most in the second model; provided that it has to be driven by quality. 

Capitation-fee is not a goal by itself but a tool so that we can we can provide a better accessibility. 

The services are there for free to the point of use. For doctors, nurses & physiotherapists.  

The two major federations gather 120 CHC’s in the whole country. An average of 320 000 patients 

subscribed for a capitation fee payment in the Belgian context (out of 11m citizens, which is more or 

less 3%). Even though more CHC’s are established in urban and sub-urban regions, it is a model that 

also suites for more remote areas.  
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