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INTRODUCTION

The final conference of the CHRODIS Joint Action on chronic diseases and 
promoting healthy ageing across the life cycle was held 27-28 February 
in Brussels. 

Around 240 participants, including health policymakers, researchers, analysts 

and representatives of patient groups, attended the day-and-a-half event 

consisting of keynote presentations from high-level decision-makers, panel 

discussions and workshops. The event provided a forum for exchanging insights 

into the successes of the Joint Action and the required next steps for building on 

positive outcomes and maximising the impact of results.  

One of the main outcomes of the three-year initiative was the CHRODIS 

Platform, an online resource for sharing good practice, and one of the parallel 

sessions was dedicated to discussing how health professionals, patients and 

policymakers can make best use of this knowledge-sharing platform.

JA-CHRODIS was led by the national Institute of Health Carlos III, Spain. Carlos 

Segovia, head of the unit of Accreditation of Health Research Institutes at the 

institute, was the JA-CHRODIS co-ordinator and in this capacity welcomed 

attendees to the conference.

He explained that the Joint Action, which was jointly funded by the European 

Commission and by its 39 associated partners was a far-reaching initiative, 

addressing health promotion and primary prevention, multimorbidity and, as a 

case study, type-2 diabetes. Associated partners, along with the 34 collaborating 

partners, came from 25 countries across Europe and were, for example, national 

and regional departments of health and research institutions. The objective 

was to identify, exchange, and provide recommendations for the scale-up and 

transfer of good practices and effective interventions in these three areas. "Good 

practice is a practice that is proven to have worked well...and can be a model 

for others," he said.

Countries across Europe are focused on reducing the burden of chronic diseases 

– such as diabetes, cardiovascular disease, cancer and mental disorders – that 

in Europe affect  8 out of 10 people aged over 65. Treating chronic diseases 

accounts for 70-80% of healthcare budgets, and it is thus vital to ensure that 

money is well spent in this area. The JA-CHRODIS approach is to promote the 

exchange of effective and efficient ways to prevent and manage chronic disease. 
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The final desired outcome of health professionals implementing improved 

practices can come from either direct policy and clinical intervention and the 

influence of recommendations and reports. Another option is to access the 

evaluated examples detailed on the CHRODIS Platform and the guidelines for 

implementation. The former pathway assumes an ideal scenario in which those 

responsible for implementation play a passive role and little attention is paid to 

the context. 

In the scenario envisioned by the JA-CHRODIS approach, however, practitioners 

have greater room for adjusting good practice to their own particular context. 

Good practice is multi-directional, explained Dr Segovia. "The practitioners are 

telling one another how they do it and offering the possibility of learning from 

each other." 

The JA-CHRODIS initiative does not provide definitive answers to how such 

exchanges should be conducted. It has "simply outlined the possibilities for 

exchanging good practices", he said. "What we initiated in this Joint Action is not 

a visible end; it is a wonderful landscape with plenty of different paths to follow."

JA-CHRODIS COORDINATOR CARLOS SEGOVIA EXPLAINED THE 
BACKGROUND AND PROCESSES OF THE JOINT ACTION.
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12 STEPS TOWARDS IMPLEMENTING 
PR ACTICES TO REDUCE THE BURDEN 
OF CHRONIC DISEASES

In his welcome address the following day, Dr 

Segovia provided further detail on the JA-CHRODIS 

approach, reaffirming that it is very apparent today 

just how much the Joint Action was needed. 

He outlined 12 steps for implementing good 

practice on chronic disease, which JA-CHRODIS 

has developed. The first is to design the practice, 

ensuring that it is based on solid evidence and 

that monitoring and evaluation are factored in. The 

second point is that the target population should 

be empowered by the good practice and involved 

in this design process. The third step concerns the 

provision of adequate investment and resourcing; 

good practice should not overstretch its reach 

in trying to cover everyone at the price of losing 

elements that are essential to be effective, but 

instead should target specific groups in order to be 

more effective.

The full range of determinants of chronic 

disease should be addressed, step four, like in 

the multimorbidity care model developed by JA-

CHRODIS. Step five concerns regular inter-sectoral 

interaction, particularly with the social care sector. 

The next step is the provision of adequate training 

to enable professionals to implement a practice to 

the highest standard.

Good practice, identified under the JA-CHRODIS 

approach, is context-specific and this includes the 

ethical considerations of the target population, 

step seven. There is a need to be transparent and 

proportional, as well as to abide by good governance 

principles that outline clear responsibilities (step 

eight). Another key element of JA-CHRODIS good 

practice is its emphasis on sustainability (step 

nine). Is the practice value for money and can be up 

scaled? The acknowledgement of health promotion 

measures being cost-effective is key here. The Joint 

Action approach also recognises the importance 

of equity, step 10. It is not only the overall result 

that matters but also how the practice benefits 

vulnerable groups.

Dr Segovia once again highlighted the need for 

regular evaluation of the practice, a recurring 

theme of the conference. "Make sure you have the 

framework for it at the beginning," he emphasised. 

The final step concerns the use of the CHRODIS 

Platform, which allows a practice to be externally 

reviewed and feedback to be received.

1. DESIGN YOUR PRACTICE

6. EDUCATE AND TRAIN

9. ENSURE SUSTAINABILITY 
AND SCALABILITY

2. EMPOWER TARGET 
POPULATION 

7. RESPECT ETHICAL 
CONSIDERATIONS

10. MAKE SURE EQUITY 
IS ADDRESSED 

3. ENSURE ADEQUATE 
INVESTMENT AND 
RESOURCING

8. APPLY GOOD GOVERNANCE 12. MAKE USE OF THE 
CHRODIS PLATFORM

4. BE COMPREHENSIVE BUT 
NOT TOO COMPLICATED

5. INTERACT REGULARLY 
WITH RELEVANT SYSTEMS

11. EVALUATE
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PAR ALLEL SESSION: BEST USE OF 
THE CHRODIS PL ATFORM (WP4)
The CHRODIS Platform consists of an up-to-date clearinghouse of 
evaluated good practices for the prevention and care of patients with 
chronic diseases. It also includes an online helpdesk to offer guidance 
and answer questions on implementation and a digital library consisting 
of a wide range of relevant content.

The Platform was one of the main 

outcomes of the Joint Action, and 

the first parallel session focused 

on how patients, decision-makers, 

practitioners and researches can get 

the best out of this online knowledge-

sharing resource. To begin the session, 

Enrique Bernal-Delgado, senior health 

services and policy researcher at the 

Institute for Health Sciences in Aragon, 

gave a brief overview of the principles 

behind the Platform. 

While diabetes was chosen as a case 

study to demonstrate how the Platform 

would function, Dr Bernal-Delgado 

emphasised that his team were aware 

that the methods used to evaluate 

good practice should be applicable for 

all chronic diseases. Hence the Delphi 

process was used, "the gold standard 

methodology", he said, for defining the 

assessment criteria. 

JA-CHRODIS asked 100 experts 

– not only from partners but also 

patients and representatives of 

patient organisations – to select the 

assessment criteria. In line with the 

Delphi process, the experts were 

asked to rank the criteria online from 

1 to 9 in a series of rounds. After each 

round of ranking, an independent 

referee  provides an anonymous 

summary of the experts’ scores from 

the previous round, and the experts 

are encouraged to revise their earlier 

answers in light of the replies of 

other members of their panel. The 

individual rankings thus converge on 

an average or single reliable score. 

Dr Bernal-Delgado explained that the 

Delphi process avoids polarisation of 

views and reduces group bias. "No one 

opinion is allowed to prevail," he said. 

Once the assessment criteria were 

selected, they were incorporated into 

the Platform for the peer review process. 

Each practice submitted is reviewed 

by two independent reviewers and 

discrepancies are solved by a referee. 

The JA-CHRODIS method strips down 

the ranking scores even further to 

arrive at three assessments: practices 

are described as 'promising', 'good' and 

'excellent', and only these categories 

are displayed on the Platform.

Given that the JA-CHRODIS vision is 

"implementation not just to have a 

collection of practices", this process 

enables those practices that have the 

best potential for transfer to stand out. 

Such formative assessment, Dr Bernal-

Delgado said, was a lever of change, 

facilitating others to learn how, why 

and when to do things.
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The session continued with a demonstration of the 

Platform by Cristina Blas Miranda, the Help Desk 

Manager for the CHRODIS Platform. She showed 

attendees how the search engine allows users to 

define their criteria to reach the most relevant 

practices for them. She also outlined the documents 

and video and audio material accessible from the 

digital library. 

To use the search engine, it is first necessary to 

create an account. This account allows the user to 

submit a practice or content to the digital library. 

The real added value of the Platform is the toolkit, 

she said, providing guidance on how to implement 

the good practices.

Another key feature is the helpdesk itself. This 

function not only helps users with practical questions 

about the site, but it "puts people in contact with 

one another and helps with implementation of the 

practices". Currently, 25 good practices are available 

on the Platform and 125 content files have been 

uploaded onto the digital library. 

The session then convened a panel of users to 

share their experiences of the platform: Rogério 

Tavares Ribeiro, an invited assistant professor at 

the University of Aveiro; Wil M. 

de Zwart, Senior Policy Officer, 

Dutch Ministry of Health, 

Welfare and Sport and member 

of the JA-CHRODIS Governing 

Board; Marieke Hendriksen, 

a nutritionist at the Dutch 

National Institute for Public 

Health and the Environment; 

and Tamara Poljicanin, Head of 

the Biostatistics Department at 

the Croatian Institute of Public 

Health and member of the JA-

CHRODIS Governing Board.

Dr Ribeiro said one of the strengths of the Platform 

was that it encouraged submitters of good practices 

to really question why they do what they do. 

Speaking of his experience as a reviewer, he said that 

he "had to go back to several members of the team 

[his colleagues] who were more knowledgeable 

about the details that had not been recorded in any 

reports, and I had to go back and question them".

On the subject of reviewing good practice, Dr 

Hendriksen said of her experience that she was 

worried at first that it would be time consuming 

but she actually found the system to be "quite easy". 

But she added that she found the inability of having 

direct contact with the submitter of good practice 

to ask for clarification if needed was a limitation of 

the system. Nevertheless, she said that she learned 

a lot as a reviewer.

Ms de Zwart highlighted the challenge of ensuring 

that information is easily available to professionals, 

national policymakers and researchers. She said 

that in the Netherlands they have found it difficult 

to encourage these stakeholders to visit their 

national platform. She added that national institutes 

should consult the CHRODIS Platform to see what 

is new and make that available on their national 

THE PANEL DISCUSSED THE PROS AND 
CONS OF THE CHRODIS PLATFORM. 
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websites. The next phase of the JA-

CHRODIS initiative is to simply make 

the Platform better known among its 

target users.

The benefit of having contributions 

for such a high number of countries 

was emphasised by Dr Poljicanin. On 

a national level, she said, the Platform 

could be used to show the gaps in 

public health initiatives. "The potential 

of the Platform is enormous."

The session also discussed ways of 

encouraging practitioners to submit 

best practice. Some attendees were 

sympathetic to the idea of public 

funding for an initiative to be 

conditional to the use of the Platform. 

Another key point raised in the session 

was the facility to re-evaluate good 

practices, even those that have an 

'excellent' status. Such re-evaluation 

is necessary to ensure that practices 

remain relevant. It is currently 

possible to re-submit a good practice. 

Submitters receive feedback and are 

able to then make changes to improve 

their practice. The JA-CHRODIS 

approach is not to encourage the 

creation of unchangeable hallmarks 

of success but to generate continuous 

improvement to good practice.

bestgoodPromising
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PAR ALLEL SESSION: FACTORS CONCERNING 
THE EXCHANGE AND TR ANSFER OF GOOD 
PR ACTICES IN HEALTH PROMOTION 
AND DISEASE PREVENTION (WP5)

Moderated by Prof Kenneth Eaton of the Platform for Better Oral Health in Europe, this session focused on 
health promotion and disease prevention – WP5, which was led by the German federal centre for health 
education (BZgA) and EuroHealthNet. 

Anne Pierson from EuroHealthNet began by giving 

a brief background to the work package. She 

acknowledged that many chronic diseases are 

preventable or that at least their onset could be 

delayed. She said that what is needed are policies 

and interventions that address the risk factors.

While there is a wealth of knowledge of preventing 

chronic morbidity in individual countries, this 

knowledge is not readily shared among them. The 

objective of WP5 was thus to map and validate 

good practices on health promotion and disease 

prevention across Europe and to analyse how these 

can be transferred. 41 good practices were identified 

and have either been uploaded onto the CHRODIS 

Platform or are in the process of being uploaded. Of 

these practices, seven were selected for study visits 

to find out more about how they operate.

Analysis of existing practices took the form of 

questionnaires on policy, practice, assessment of cost 

effectiveness and the gaps that need to be filled. The 

team found significant differences in approach across 

Europe from centralised systems in, for example, 

Greece and Cyprus, to devolved systems in Spain 

and the UK. Approaches also differ in the extent 

that they focus on disease and the social and health 

determinants. They also found that most countries 

adopt a partnership approach, involving ministries 

other than the department of health. 

One of the most common gaps identified, however, 

was the lack of monitoring and evaluation of 

good practices. Respondents to the questionnaire 

reported that this was due often to a lack of agreed 

criteria and funding for evaluation. Furthermore, 

they also reported a need to develop a larger 

and better trained workforce. Funding is widely 

considered to be inadequate for health promotion 

and disease prevention, Ms Pierson told attendees.

Djoeke van Dale from the National Institute of Public 

Health and Environment (RIVM), the Netherlands, 

spoke about how assessment criteria for health 

promotion practice were developed. This task was 

linked to the Delphi process of WP4 (described 

above) and involved a review of literature and the 

creation of online questionnaires. This process led 

to the devising of 16 domains and 57 individual 

assessment criteria. The relevance of these criteria 

was scored by a panel of 26 experts, followed by 

a second round of scoring by 23 experts on the 

criteria's 'priority'. 

After rounds one and two, which led to the 

discarding of irrelevant criteria, 14 domains and 

43 criteria remained to be discussed in a face-to-

face meeting with 14 experts. This stage led to the 

reformulation and merging of some criteria. The 

process also allowed the criteria to be weighed 

in terms of priority, and 'equity' was confirmed as 

being the most important measure. Scalability and 

sustainability was shown to be less key than ethical 

considerations and evaluation. 

The next presentation was given by Teresa Bennett 
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of the Health Service Executive, Ireland, on the 

Portuguese national programme for healthy eating 

(PNPAS), which was developed in 2012. The PNPAS 

is an overarching framework for all healthy eating 

initiatives in the country. These initiatives are 

carried out at a local level and are tailored to local 

needs. But the results of these interventions were 

required to be presented in a standardised way 

so that they can be readily fed back into national 

databases and thus made accessible to all. 

Ms Bennett said that there is some indication that 

PNPAS has achieved a beneficial impact on salt 

levels of the general public and helped reduce 

obesity in children. She pointed to the programme's 

strong governance structure and cross-sectoral 

collaboration as being key to its success. Effective 

communication among nutritionists across the 

country was another factor, she said.

The next case study – Well Communities (formerly 

Well London), a framework for communities and 

local organisations to work together to improve 

health and wellbeing, build resilience and reduce 

inequalities – was presented by Francisco Ruiz, 

Andalusian Regional Ministry of Health. The 

value of the initiative lies not only with the 

provision of "a portfolio of activities" but also in 

"building community capacity and empowering 

neighbourhoods". It particularly focuses on deprived 

areas with high unemployment and unhealthy 

lifestyles, and research led by the University of East 

London has already provided quantitative evidence 

for the initiative's effectiveness: 54% of those 

reached are now eating more healthily and 82% are 

more physically active, for example. Other positive 

impacts include a greater level of connectedness 

among communities and the building up of trust 

and relationships, Dr Ruiz said.  

The Lombardy Region Workplace Health Promotion 

Plan was visited by Luciana Costa of the Portuguese 

National Institute of Health. The plan consists of 

six programmes for improving lifestyle choices, 

promoting the environment and preventing chronic 

disease risk factors. It is a public-private partnership 

PARTNERS IDENTIFIED 41 GOOD PRACTICES IN THE AREA OF HEALTH PROMOTION 
AND PRESENTED THREE OF THEM AT THE FINAL CONFERENCE. 
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initiative that engages all workplace stakeholders, 

such as industrial unions, trade unions and regional 

health systems. Partner companies were tasked with 

implementing prevention activities in six thematic 

areas: nutrition, tobacco, road safety, alcohol and 

substance abuse and well-being. Companies that 

introduce a certain number of measures, such as 

gym membership deals, are allowed to use a logo 

indicating that they are providing healthy working 

conditions for their employees.

The Lombardy plan has grown from the initial 

involvement of two companies in Bergamo to more 

than 450 companies across the region. Monitoring 

showed that a reduction in some risk factors has 

occurred as a result. Its small beginning was 

heralded by Dr Costa as one of the factors to the 

success of the plan. Flexibility and the freedom for 

the company to choose the thematic areas where it 

would be active were also key to the high uptake. 

Companies moreover appreciated the feedback 

from the health agency and the voluntary approach 

of the plan. Finally, the political support and its 

basis in a national framework were also important.

Alexander Haarmann of BZgA closed the session by 

summarising the factors that need to be taken into 

account when seeking to foster the exchange and 

transfer of good practices in health promotion and 

disease prevention. The collection of good practices 

and the study visits have helped drive forward to 

the ultimate objective of the work package: the 

drawing up of criteria for transferring and adapting 

practices to different contexts and regions of 

Europe. These criteria are mainly intended to be 

of use to practitioners but they are also helpful for 

policymakers and other stakeholders.

One of the recommendations is the desirability of 

performing a 'needs' analysis ahead of attempting 

to adopt a good practice. It is also valuable to have 

direct contact with the practitioner that is being 

learnt from. Dr Haarmann also emphasised that 

it was important to have a clear understanding 

of the environment to which the practice is being 

transferred. Allowing practices to be adaptable to 

local situations is a common feature of successful 

initiatives. "Think big but start small," he said. "Don't 

try to cover everything right from the start."

A further common factor of success indicated by 

the study visits is the linking of disease prevention 

initiatives to the goals of other sectors. Being 

transparent and communicating the reasons 

behind the practice builds up trust among the 

public, he added.

FOUR KEY STEPS

1. Knowing the good practice

2. Feasibility study

3. Adaptation

4. Assessment of transferability

FOUR SUCCESS FACTORS

1.  Balance of bottom-up and top-down approach with inclusion 
of target population

2.  Intersectoral, multi-level and multi-professional approach

3.  Leadership, qualified and highly committed human resources, 
detailed documentation, monitoring & evaluation

4.  Long-term engagement with stable funding
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PAR ALLEL SESSION: HOW CAN EUROPE 
APPROACH THE CARE OF PERSONS 
WITH MULTIMORBIDIT Y? (WP6)

Multimorbidity is defined as having two or more chronic diseases and its prevalence increases 
with age. Graziano Onder of the UCSC (Università Cattolica del Sacro Cuore) and AIFA (Agenzia 
Italiana del Farmaco) in Italy, however, emphasised that addressing multimorbidity is not just a 
matter of addressing the diseases. "Though some diseases require more care than others and 
have a higher risk of negative outcomes, other aspects are also very relevant, such as low socio-
economic status, poor physical functioning and mental health problems," he said.

In this session, Mieke Rijken, NIVEL, gave a 

presentation on the review of existing practice 

in this area that she had conducted under the 

Joint Action. The task was to identify and analyse 

integrated care practices and review the evidence 

of their effectiveness.

She outlined the variety of models and approaches 

to multimorbidity that have been pioneered across 

Europe. Most of these approaches are bottom-

up initiatives. However, most approaches are not 

specifically targeted at this group of patients, and 

due to poor evaluation, their outcomes are not well 

understood. There is thus a need for studies to be 

carried out on their effectiveness, she said.

The literature review sought to identify 

comprehensive care practices (i.e. those that made 

interventions in two or more components of care), 

but studies in this area are lacking in Europe, 

making it difficult to know whether certain types 

of comprehensive care can be effective. But there 

is nonetheless some evidence that integrated care 

programmes can improve patient satisfaction, 

quality of life and functioning.

In his presentation, Rokas Navickas further 

examined the 16 components of the multimorbidity 

care model, which can be divided into five groups. 

Under the work package, a team of experts from 

different fields (i.e. research, clinical practice and 

patient organisations) was brought together to 

assess these groups. They concluded that a multi-

disciplinary co-ordinating team is required to draw 

up individual care plans that are managed by a 

professional co-ordinator of care (potentially a 

single contact person). The multi-disciplinary team, 

however, requires training on how to work together. 

The team also must establish direct links with 

specialist care experts.

Self-management support is another key part of the 

care model and concerns the exploring of options 

for patients and relatives to be active in their care 

provision. Self-management has been shown to 

be very effective in improving the quality of care. 

The multimorbidity care model also anticipates 

the increasing role that IT will play in healthcare. 

"We need to work on a better exchange of patient 

information from one institution to another," Dr 

Navickas said. The uniform coding of information 

and the facility for patients to be able to send 

information to their care providers offer ways 

forward in this area.

The final group of components in the model is 

social support, particularly informal networks of 

friends, family and neighbours as well as patient 

associations and social services. Overall, the aim 

was to create a broad model that is suitable for all 

countries across Europe. At the end of this process, 

the partners of the work package conducted a 

survey on the relevance of the model developed, 

receiving 23 responses from 15 countries. All but 

three countries said that all the components of the 

model were applicable.



13

M. João Forjaz of the Institute of Health Carlos 

III spoke about the task of evaluating how the 

multimorbidity care model applies to a specific 

group of patients with multimorbidity. Her team 

created a 'case study' patient, Maria, who has 

diabetes, osteoporosis, mild obesity and a mental 

health problem (including panic attacks). They 

looked at the care delivery system in place for 

Maria, its design, decision support, options for 

self-management and shared decision making, the 

clinical information system (i.e. electronic or shared 

data among doctors) and the community resources 

available, such as a social support network.

Maria's husband also has multimorbidity and her 

sister recently died. Though she is fictional case, her 

story is not untypical and provided a good basis on 

which to test the multimorbidity care model. This 

was done by setting up work teams from across 

Europe to assess how different components of the 

model could be applied in this case.

The study concluded that the model is feasible 

and applicable to a complex case such as Maria's. 

It requires several professional using several rating 

scales to assess her. It is also important to integrate 

health and social services, given that some of her 

problems are social. A case manager is also required 

to co-ordinate a multi-disciplinary team and the 

experts agreed that this manager could be a general 

practitioner, a nurse or a social worker. Patient-

operated technologies are also beneficial. Clinical 

guidelines - even if they are specific for diabetes 

– should be adapted and considered. Finally, a 

consultation team could provide additional support 

and information to the core team of care providers. 

The next step, Dr Forjaz concluded, is to apply the 

model to actual case studies under the CHRODIS 

PLUS programme.

This care model, particularly the role of the 

case manager, was expanded upon by Federica 

Mammarella, AIFA, in her presentation. Partners 

The JA-CHRODIS Care Model for Multimorbidity consists of 16 components clustered into different five types. 

TYPE OF COMPONENT COMPONENTS

Delivery of system design • Regular comprehensive assessment
• Multidisciplinary, coordinated team
• Professional, appointed as a coordinator of an individualised care plan and a contact person for a 

patient and a family (“a case manager”)
• Individualized care plans

Decision support • Implementation of evidence based practice 
• Training of members of a multidisciplinary team
• Developing a consultation system to be adviced by professional experts

Self-management support • Training of care providers to tailor self-management support based on the patient’s preferences and 
competencies

• Providing options for patients to improve their self-management
• Shared decision making (a care provider and patients)

Clinical information system • Electronic patient records and computerized clinical charts
• Exchange of patient information (with a patient’s permission) between care providers and sectors 

by compatible clinical information systems 
• Uniform coding of patients’ health problems where possible
• Patient-operated technology allowing patients to send information to their care providers

Community resources • Supporting access to community and social resources
• Involvement of a social network (informal), including friends, patients’ associations, families, 

neighbours
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researched multimorbidity care 

management training programmes, 

sending out questionnaires 

across Europe. The second 

part of the research involved a 

literature review of such training 

programmes, but the search only 

came up with two examples from 

the US and one from Taiwan of the 

past 20 years. She said that better 

evaluation methodologies to 

assess multimorbidity services and 

training for case managers were 

needed. Formal qualifications for 

those who have received specific training in this area are also required. She 

concluded by emphasising the importance of the role of the case manager in 

implementing the multimorbidity care model. 

Valentina Strammiello of the European Patients' Forum underlined the need 

to involve patients in the design of care models, similar to the way that they 

were included in the creation of the multimorbidity model in the Joint Action. 

Multimorbid patients require a more tailored approach to care to avoid adverse 

interaction between different treatments. Patients and patient organisations have 

a key role to play in promoting the model in their Member States and in their own 

patient communities. Lack of patient involvement runs the risk of producing a 

model that does not adequately respond to patients' needs, she cautioned.

GRAZIANO ONDER, WP6 LEADER, DESCRIBED THE 
BACKGROUND AND THE WORK DONE BY THE PARTNERS.

MIEKE RIJKEN SHOWCASED THE SCIENTIFIC BACKGROUND 
WORK FOR THE MULTIMORBIDITY CARE MODEL.



1 5

PAR ALLEL SESSION: LESSONS FOR 
THE PREVENTION AND CARE OF 
CHRONIC DISEASES, TAKING T YPE-
2 DIABETES AS AN EX AMPLE (WP7)

Diabetes was selected as a case study by the Joint Action in order to demonstrate the benefits of 
the JA-CHRODIS approach to chronic diseases more generally. The session on the lessons learned 
through focusing on this condition was opened by Marina Maggini of the National Institute of 
Health, Italy, who was the leader of this work package.

The task, she explained, was to carry out a thorough 

analysis of practice on diabetes including a survey 

on approaches to prevention and management 

of the condition and a SWOT analysis on national 

policy programmes. During this stage, several good 

practices were identified and some of these were 

uploaded onto the CHRODIS Platform.

Recommendations for prevention and management 

of diabetes were defined using the Delphi process. 

"The objective was to define a set of policy criteria 

for implementing and monitoring good practices... 

the idea was not to define clinical guidelines, 

but to produce a report that could be used in 

policymaking," said Dr Maggini.

From the criteria developed for the diabetes 

case study, nine recommendations for quality 

assessment of good practices were drawn 

up. With clear links to the JA-CHRODIS 

12 steps, the first recommendation 

concerns the design of the practice: 

"what is well planned is well done". Dr 

Maggini said that the practice should 

"empower" the target population 

through shared decision making. 

Another recommendation is the need 

for a clearly defined monitoring and 

evaluation plan. Practices should also 

be comprehensive and include aspects of 

training. Moreover, they should be ethically 

sensitive and not overburden the target 

population. Attention should also be made to good 

governance and the way the good practice interacts 

with other systems. Finally, consideration should 

also be placed on its scalability and sustainability.

She concluded by highlighting a few key messages 

from the diabetes case study, namely that the 

recommendations mentioned above could 

constitute a tool for decision-makers, healthcare 

providers, patients and healthcare personnel when 

looking to implement and improve good practice. 

The lessons learned are broad enough to be 

relevant for countries with very different political 

situations as well as for other chronic diseases. 

Design  
the practice

Take into 
account ethical 
considerations

Include education 
and training

Consider 
sustainability and 

scalability 

Include a 
governance 
approach

Ensure the 
comprehensiveness 

of the practice

Interaction with 
regular and  

relevant systems

Define an 
evaluation and 

monitoring plan

Promote the 
empowerment 
of the target 
population

improve 
prevention and 
quality of care 

for people with 
diabetes
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Furthermore, the adoption of an agreed core set 

of quality criteria and indicators might help to 

decrease inequalities in health. 

The work package's co-leader, Jelka Zaletel of the 

National Institute of Public Health, Slovenia, focused 

on the Joint Action's relevance for National Diabetes 

Plans (NDPs). Partners looked at what makes a 

strategy effective and sustainable.  She emphasised 

the importance of leadership, recommending that 

many stakeholders should be involved and that 

there should be a balance between centrally defined 

requirements and regional autonomy. Adequate 

resources and capacity for implementation are 

other key considerations. 

The Joint Action, moreover, she said, underlined that 

patients are the best advocates of good practice 

and any management plan – both in its design and 

implementation. National plans should also be 

flexible and be able to accommodate those lessons 

learned directly as well as those learned from 

others.

Her presentation was followed by group discussions 

on the recommendations. These groups reported 

back to attendees of the session the results of their 

conversations on the particular recommendations 

that they had been assigned.

PARTICIPANTS WORKED IN SMALLER GROUPS TO 
DISCUSS THE DIABETES RECOMMENDATIONS.

THE GROUPS REPORTED BACK 
AFTER THE DISCUSSIONS.
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KEYNOTE SPEECHES 

VYTENIS ANDRIUKAITIS: JA-CHRODIS'S CONTRIBUTION TO 
EU'S EFFORT TO PREVENT AND ADDRESS CHRONIC DISEASES

The JA-CHRODIS community was honoured to welcome Vytenis Andriukaitis, the European 
Commissioner for Health and Food Safety, to the final meeting. In his keynote address, he called 
for more action on health promotion, emphasising that to "foster healthy ageing we need to start 
at the very beginning: birth (and even before that)".  

"It is not just a question of addressing chronic 

diseases. It is a question first and foremost of 

promoting good health across the life circle; 

proactively monitoring children's health in schools; 

promoting healthy living; protecting children 

against risk factors to foster healthy children and 

teenagers and then continue promoting good 

health among adults," he said.

The effect of such health promotion at all stages 

of life will be a delay in the onset of many chronic 

diseases, the Commissioner avowed. Keeping 

people in good health is achieved by addressing 

the main risk factors: nutrition, lack of physical 

exercise, alcohol and tobacco consumption, living 

and working conditions, stress and environmental 

factors. He cited the recent joint EC/OECD 'Health at 

a Glance' report that highlighted the number of lives 

that could be saved by focusing on these risk factors. 

"We cannot think about healthy 
ageing only when the first symptoms 
of chronic diseases start to emerge – 

that would be too little too late!"

But disease prevention must "reach out to everyone" 

regardless of social background and level of 

education, he cautioned. "Low social status has a 

comparable health impact to that of other major 

risk factors," he said. Owing to poorer diet, unhealthy 

lifestyles and lower inclination to visit doctors, the 

less well-off are more likely to develop a range of 

chronic diseases and to stop working as a result of 

these diseases.

A report showed that in the European Union 

more than half a million people of working age 

die prematurely from chronic diseases every 

year – representing a cost of €115 billion in lost 

productivity. "Such figures call once more for a 

greater focus in promotion across the life cycle 

reaching out to low social economic groups and 

for joint work and synergy between the health and 

employment sectors."

Dr Andriukaitis took the opportunity to praise the 

achievements of JA-CHRODIS in the area of health 

promotion. Identifying good practices and the factors 

affecting their transfer to other areas has been key. 

"The time has come to implement best practices to 

make a real impact on the ground," he said.

Models are needed for 'holistically' addressing 

patients with several chronic conditions and the 

Netherlands is pioneering the way forward in this 

VYTENIS ANDRIUKAITIS, EUROPEAN 
COMMISSIONER FOR HEALTH AND FOOD SAFETY
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area. The specific focus of JA-CHRODIS on diabetes 

has led to a guide for developing and improving 

national plans, and the Commissioner encouraged 

those Member States without national plans to use 

the guidance established in the Joint Action.

Finally, Dr Andriukaitis told delegates that the 

Commission would be developing a resource centre 

on health promotion and chronic disease prevention 

that will advance the initiative of the CHRODIS 

Platform. The Commission has also established 

a steering group in this area that will specifically 

focus on how good practices can be transferred and 

scaled up.

ZSUZSANNA JAKAB: THE LINK BETWEEN JA-CHRODIS 
AND WHO EUROPE'S ACTION PLAN ON NCD

Dr. Zsuzsanna Jakab, Regional Director, WHO Europe, began her keynote address by emphasising 
that "health and well-being are at the heart of development". Health is thus an essential 
component of meeting the sustainable development goals (SDGs) by 2030. The roadmap for 
achieving these goals is fully aligned with European health targets (Health 2020), she said.

The WHO is focusing on the political, economic, 

environmental and behavioural determinants of 

disease. In respect of non-communicable chronic 

disease (NCD), successful approaches need to 

address all these determinants together with a life 

cycle perspective and people-centred assistance. 

This approach to chronic disease was echoed by JA-

CHRODIS, according to her.

Greater recognition that health is determined by 

multiple factors has led to a "momentum for a 

'whole of government' response, ensuring greater 

cooperation and co-ordination of policies outside 

the reach of the health sector. The broad and 

interlinked SDGs make collaboration between the 

sectors more possible and more necessary than 

ever," she said.

WHO Europe, for example, held a conference at 

the end of 2016 that brought together the health, 

education and social policy sectors on the subject 

of early childhood development. Another example 

of such an inter-sector approach is the forthcoming 

ministerial conference on environmental health.

Differences in life expectancy and infant mortalities 

among countries are decreasing, underlining that 

WHO strategies are working. Many gains have been 

made in the area of tobacco, and the EU tobacco 

control directive was a "landmark achievement". 

Alcohol consumption is also declining in Europe 

ZSUZSANNA JAKAB, REGIONAL 
DIRECTOR, WHO EUROPE
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(11% drop from 1990 to 2014), though huge 

differences remain between countries. Childhood 

obesity is a major challenge, however, in Europe. 

Europe has developed action plans for all types of 

NCDs. "The main WHO European Action Plan for 

the prevention of NCDs is rooted not just in Health 

2020 but also in the local and regional strategies 

for NCDs," said Dr Jakab. The WHO 2016-25 Action 

Plan builds on previous action plans and focuses 

on environmental and social determinants of 

health. Moreover, there are "multiple potential links" 

between JA-CHRODIS and WHO Europe in the area 

of prevention and control of NCDs – owing to its 

emphasis on evidence-based practice, support for 

policymakers and ongoing monitoring of health.

Dr Jakab gave the example of promoting physical 

activity. Her organisation prepared country 

factsheets with the financial support of the 

European Commission that highlight progress and 

success stories. Nevertheless, the WHO recognises 

that strengthening health systems to achieve 

better NCD outcomes is difficult. It has carried out 

country assessments, which should lead to greater 

support and experience sharing. It moreover has 

endorsed the European Framework Correction for 

transforming healthcare systems. 

"We are now in the process of developing a 

European status report that will be launched at our 

meeting of NCD directors in the European region in 

June 2017, and we will expect to use this in a global 

status report," she concluded.

IAN FORDE: JA-CHRODIS HELPING TO ADDRESS THE 
SUSTAINABILITY OF HEALTHCARE SYSTEMS

The OECD "really appreciated the depth of innovation that the JA-CHRODIS initiative uncovered, 
particularly at local and regional level", emphasised Ian Forde, senior policy analyst in the health 
division of the organisation, at the start of his presentation on sustainable healthcare.

Public spending on health is increasing (along with 

spending on private healthcare provision), and 

therefore there is a great need to ensure that we 

get as much out of this extra spending as possible. 

We want to see more effective care for people with 

multiple chronic morbidities, a fast-growing group 

of patients with complex needs, he said. "It's clear 

at the moment that we're not doing well enough," 

he added.

Data shows that often doctors are not informed of 

specialist care and care records are not regularly 

passed from one doctor to the other. Dr Forde 

emphasised that these problems have a clear 

impact on patients with chronic diseases. This 

IAN FORDE, SENIOR POLICY 
ANALYST, OECD
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impact is particularly striking for those patients 

that also have mental health problems. Lower 

life expectancy in this group is often the result of 

physical conditions, such as untreated hypertension 

and poorly managed diabetes. "It's often due to a 

failure of care co-ordination," he explained. "I hope 

that some of the insights gained from JA-CHRODIS – 

such as shared electronic patient records, common 

coding of conditions, platforms for patients 

themselves to input their data and questions – will 

be able to help improve the effectiveness of care 

for people with chronic and complex conditions."

Efficiency of care ("care at the right place and 

the right time") is another key area of focus. For 

example, many patients are treated in emergency 

departments when it would have been more 

appropriate for them to have received primary care. 

But from the data, it is difficult to isolate healthcare 

systems that do better than others. 

Dr Forde also drew attention to the "massive scope" 

for positive socio-economic impacts. For example, in 

the developed world around 10-20% of care for over 

50s with chronic conditions is provided by informal 

carers, who are then unable to contribute in other 

ways to the economy. "So clearly, we would hope that 

the JA-CHRODIS recommendations around access 

to resources, involvement of social networks and 

psycho-social support will help," he said.

Early retirement and unemployment is also much 

more common in those with multimorbidity. These 

trends highlight the "real need to make sure that this 

group of people are still socially and economically 

participating in society to the degree that they want".

One of the most striking lessons of the JA-

CHRODIS initiative, however, he said, was the lack of 

knowledge about the impact of health programmes. 

"The evidence base is extraordinarily thin... [Many] 

have not been evaluated with a control group, and 

that's something we really need to fix." The JA-

CHRODIS recommendations around assessment are 

going to be key going forward, he concluded.



2 1

SESSION 2: HOW CAN POLICYMAKERS USE 
JA-CHRODIS RESULTS TO ADDRESS THE 
CHRONIC DISEASE AND AN AGEING SOCIET Y? 

The 12 steps towards implementing practices to 

reduce the burden of chronic diseases was one of 

the defining outcomes of the Joint Action. In his 

opening remarks, Ranieri Guerra, Director General 

Prevention, Chief Medical Officer, Italian Ministry of 

Health, praised the value of the 12 steps. "They give 

us a procedure and a strong case for what can be 

done," he said. Such a process is particularly useful 

at a time of increasingly costly ageing and greater 

life expectancies. "We need to know these people 

can be supported," he added.

Another major challenge is the impact of climate 

change on health. It is important to understand fully 

how climate impacts will affect everyday practice. A 

further challenge is the competition for financial 

resources, particularly in tightened economic 

circumstances. Treasury departments have to weigh 

up immediate "substantial" financial gains, such as 

the revenues from tobacco taxation, against those 

perhaps longer term benefits deriving from health 

expenditure.

Joined-up government is required, particularly in 

Italy, he said, where physical activity is organised at 

a municipality level and where alcohol consumption 

is linked to good education. All sectors need to be 

pulling in the same direction. He concluded by 

proposing that Member States work together to 

develop a new model of healthcare provision that 

will meet increased demand.

Prof Mirosław J. Wysocki, Director General, National 

Institute of Public Health, Poland (NIH), echoed Dr 

Guerra's view that the JA-CHRODIS 12 steps will 

be very practical – but he added that the burden 

that they will put on healthcare systems needs first 

to be understood. Poland, he said, was calling out 

for new systems to treat those with certain chronic 

diseases. He cited the example of the 300,000 cases 

of advanced Alzheimer's in the country.  

The next speaker, Gabrijela Korže, Attaché for 

Public Health and Pharmaceuticals, Permanent 

Representation of the Republic of Slovenia to the 

NATIONAL POLICYMAKERS DEBATED THE JA-CHRODIS 12 STEPS 
AS ONE OF THE MAJOR OUTCOMES OF THE PROJECT.
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EU, said that her country had identified the need 

to strengthen primary care as the "cornerstone" for 

decreasing the burden of chronic disease. National 

plans on diabetes, physical activity and general 

healthcare are boosting the sustainability of the 

healthcare system in Slovenia, she said.

Since 2011, primary care teams have included 

registered nurses and act as care co-ordinators for 

health promotion, early detection and the treatment 

of chronic diseases. Today, more than two-thirds 

of the country enjoys such coverage. Healthcare 

centres are also reaching out locally to empower 

patients and special programmes have focused on 

the less well-off.

Ms Korže also highlighted that the JA-CHRODIS 

initiative was regularly presented to the Minister of 

Health and the experiences of Slovenia were fed into 

the Joint Action's outcomes, especially good practices 

in the prevention and treatment of diabetes. Moreover, 

the country's integrative approach to addressing risk 

factors will mean that it will continue to play a role 

in JA-CHRODIS in the future. 

Alain Brunot, Medical Advisor for Public Health, 

French Ministry of Health, opened his presentation 

by observing that Europe seems to share a strategic 

vision for health. France's national strategy, he said, 

is also focused on health promotion and recently 

a roadmap was introduced for investing in health 

promotion. "There is a striking similarity between 

the conclusions of JA-CHRODIS and what we have 

in the national framework," he said.

France also has a national initiative for increasing 

the exchange of experiences and practices. The 

initiative involves national agencies, regional health 

authorities and the French Society of Public Health 

in the creation of a platform for the promotion of 

good practice similar to the CHRODIS Platform and 

its support for intervention. 

In Belgium, addressing chronic diseases has been 

national priority since 2008, according to Jolyce 

Bourgeois of the Belgian Ministry of Health. The 

Belgian plan focuses on integrated and people-

centred care. "This implies a fundamental shift in 

the way health services are funded, managed and 

delivered," she said.

The goal of the Belgian joint plan (co-ordinated 

across all the regional governments) is to bring 

together different silos and to tackle those silos 

between primary care, specialised care, home 

care and welfare. The end result is to improve the 

quality of care provided by the same healthcare 

budget. The plan identified 18 action points to 
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be implemented in regions where they would 

have a great impact in reaching healthcare goals 

in alignment with the 12 steps of JA-CHRODIS 

– e.g. addressing equity, empowering the target 

population, good governance, evaluation and 

transferability. Following pilot initiatives, the plan 

will be implemented in the regions this year. She 

concluded by expressing the hope that the Belgian 

initiative will lead to good practices being included 

on the CHRODIS Platform.

Primary prevention is also a priority of the 

Lithuanian health ministry, said Gintarė Šakalytė, 

Vice Minister of Health. She emphasised the 

importance of focussing on multimorbidity, given 

that 94% of people with a chronic disease in 

Lithuania suffer from an additional condition. She 

added that JA-CHRODIS’ unified approach must be 

adaptable to every kind of healthcare scenario. She 

reaffirmed the need for an integrated approach 

across all levels of healthcare. Lithuania, she said, 

has a working group following the results of the 

Joint Action and is integrating them into its specific 

national context.

The session moderator, Clive Needle, Senior Policy 

Advisor of EuroHealthNet, then asked the panel 

of speakers whether the practices identified by 

JA-CHRODIS would prove to be beneficial to their 

particular contexts. Prof Wysocki responded by 

highlighting that Poland does not have a national 

plan for diabetes and that the JA-CHRODIS work in 

this area, along with the Platform, could be helpful 

in planning activities to control this disease.

Vice Minister Šakalytė emphasised the need to 

target prevention initiatives at the young, particular 

for conditions linked to obesity, while Ranieri 

Guerra said that his team had been able to apply 

the lessons of the Joint Action in the redesign of 

its package of services. Though he added that 

prevention was not cheap, it is nonetheless needed 

to make health systems sustainable. 

This point was echoed by Prof Wysocki. He added 

that prevention must not only be cost-effective, 

however, it must also have an ethical dimension. 

For example, not introducing prevention measures 

for cervical cancer was unethical, while, moreover, 

vaccinating children is ethical.

Alain Brunot said that the CHRODIS Platform would 

benefit from having a broad scope for intervention; 

the more prevention the better, while Jolyce 

Bourgeois said that the Platform should not be 

only a top-down tool, but should be used by health 

professionals operating at a local level.
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SESSION 3: INTEGR ATING HEALTH PROMOTION 
IN COMPREHENSIVE HEALTHCARE
In this session, Ellen Nolte, Head of London hubs, 

European Observatory on Health Systems and 

Policies, gave a presentation on the implications 

of the comprehensive healthcare model that 

was developed by JA-CHRODIS for sustainable 

healthcare systems. She acknowledged that rising 

expectations, technological advances and increased 

life expectancies are placing a strain of healthcare 

budgets and that ensuring 'value for money' was 

thus increasingly important. 

Focusing on multimorbidity really highlights the key 

issues that countries are facing, she said. Though the 

incidence of multimorbidity increases with age, the 

burden is actually higher under the age of 65. There 

is evidence to show that deprived communities are 

disproportionally affected by multimorbidity. But 

review of evidence on interventions to improve 

primary care for this group gives a mixed picture – 

though interventions targeted at specific problems 

associated with patients with multiple conditions 

or specific combinations of conditions might be 

more effective. Guidelines have played a "huge 

role in improving evidence-based practice", she 

said, but added that they are disease specific and 

not always useful for multimorbidity. "The rigorous 

application of guidelines in some cases can lead to 

over-treatment."

The JA-CHRODIS has highlighted the need to centre 

care on the patient. "There is an acceptance that 

people have to be involved in their care," she said. 

Though improvements have been made in this area, it 

is "still not well done". Around 40-50% of multimorbid 

patients are not involved in their treatment. Diet, 

physical activity and other underlying factors are not 

being discussed with healthcare professionals. Risk 

minimisation and disease prevention remain separate 

from other activities in the healthcare continuum. 

There is therefore a need to integrate health promotion 

into day-to-day practice and provide incentives to 

healthcare professionals to do so. However, as Anne 

Hendry, Clinical Lead for Integrated Care, Scottish 

Government, pointed out, conflicts of interests between 

different insurance systems abound and, moreover, 

the political emphasis is often placed on acute care 

and not prevention. Making prevention a priority 

requires financial resources and training. Regulatory 

frameworks must also encourage innovation.

The second keynote presentation was given by 

Ricardo Baptista Leite, a Member of the Portuguese 

Parliament,  on integrating health promotion in 

healthcare from different perspectives. He said 

that his country has been successful in providing 

a national health system at a lower cost than 

many countries. But the 6% of GDP that it currently 

spends on healthcare is predicted to need to rise 

considerably in the coming years to maintain 

the same level of service. The emphasis is thus 

on sustainable spending and that depends of 

implementing reforms today, he said.

ELLEN NOLTE
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People in Portugal have a comparatively higher life 

expectancy but 'healthy life years' must be taken 

into account. An ageing population is putting great 

pressure of the health system. Other problems 

include a rising incidence of diabetes and a 

concentration of doctors in the capital. 

Reactive healthcare systems, however, became the 

norm across the developed world adding to the 

burden of care. But WHO figures support the need 

to investment in prevention in order to achieve 

sustainable systems. Nevertheless, just 3% of 

healthcare budgets across the EU are being spent on 

prevention. The days of business as usual are over, 

Dr Leite argued, due to rising costs and inequalities 

and demographic changes. "We have to move away 

from this industrialised view in which we focus on 

volume and profitability (in which hospital managers 

are more concerned about the number of hospital 

visits) to a focus based on patient outcomes."

Such a patient-centred approach takes financial 

incentives away for hospital figures, for example, 

and places rewards on outcomes. In Portugal, this 

approach has already been shown to improve 

outcomes in studies of type 2 diabetes and 

hypertension. But to avoid a plateau effect occurring 

(i.e. more spending while not improving outcomes) 

requires greater attention to also be paid to how 

the patient fits into the community. Someone's 

health status derives 60% from social determinants 

(30% genomic and 10% clinical). 

His prescription for this community value-based 

care was a four-point plan: stop the health minister 

thinking like a 'disease' minister; combine health 

and social services in the same ministry; strike a risk-

sharing deal with the finance minister; and ensure 

that the prime minister is a champion for health 

promotion. This approach provides true incentives 

for the health minister to lower unemployment and 

early retirement (and other social benefits) due to 

poor health. Nonetheless, to encourage action on 

health promotion, concrete 'before and after' figures 

should be produced. Moreover, in addition to long-

term results, timely outcomes are often politically 

necessary to get the ball rolling.

These presentations were followed by a panel 

discussion moderated by Anne Hendry. The panel was 

made up of the two keynote speakers together with 

Annabel Seebohm, Secretary General of the Standing 

Committee of European Doctors; Nicoline Tamsma, 

President of EuroHealthNet and Co-ordinating 

Advisor International Affairs at the National Institute 

for Public Health and the Environment (RIVM); 

and  Nicola Bedlington, Secretary General of the 

European Patients' Forum (EPF).

RICARDO BAPTISTA LEITE
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Ms Tamsma kicked off the discussion by welcoming 

the speakers' focus on integrated actions. She 

said that EuroHealthNet’s members had looked 

at the five components of the Ottawa Charter 

on Health Promotion and found that the least 

amount of progress had been made in the area of 

health policy. Health promoters are good at bridge 

building and creating links with other policies, but 

less successful has been their influence on health 

policy. She hopes that CHRODIS PLUS will be able 

to make a difference here.

"But we shouldn't be looking at competition 

between health prevention, promotion and patient-

centred chronic disease management," said Ms 

Bedlington. "It is definitely one continuum." She 

added that EPF is focusing on nutrition, psycho-

social support and keeping patients in work. The 

issue of equity is also key to EPF, and the forum is 

addressing the "massive" inequities across the EU. 

Her organisation's research has shone a spotlight 

on the number of patients who are foregoing 

consultations with doctors due to financial reasons 

and are weighing up the cost of healthcare against 

nutrition. Action on healthcare inequities forms part 

of a wider move to address the full range of social 

inequalities that exist.

Annabel Seebohm commented on the lack of 

political commitment on tobacco, food and alcohol. 

For example, a ban on advertising of alcohol would 

be desirable, she said. Industrial self-regulation is not 

functioning well enough, in her view. Furthermore, 

Ms Seebohm said that a lack of implementation of 

existing EU legislation is also a problem, e.g. the 

Czech Republic has only recently banned smoking 

in public spaces. Progress on plain packaging for 

tobacco products is also slow, with only a handful 

of countries in the process of implementing this 

measure. 

THE PANEL ADDRESSED THE ISSUE OF BETTER INTEGRATING 
HEALTH PROMOTION IN HEALTHCARE IN EUROPE.
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SESSION 4: HOW DOES JA-CHRODIS LEAVE ITS 
MARK, INCLUDING EX AMPLES IN PR ACTICE?
Introducing the last of the sessions on putting the tools of JA-CHRODIS into practice, Anne Hendry 
pointed to the insights to be gained from hearing the experiences of three countries from three 
different geographical locations of Europe: the Netherlands, Ireland and Serbia. 

Mieke Rijken, Research Coordinator at the 

Netherlands Institute for Health Services Research 

(NIVEL), gave a presentation on the Dutch 

implementation of the JA-CHRODIS multimorbidity 

care model, which was applied on a "small scale" 

in the country. Even though there is only limited 

research available in this area, she said that it did 

not mean that progress could not be made. Hence 

the model developed was based on expert opinion 

as well as scientific evidence.

In the Netherlands, the aim was to apply this 

model on a pilot scale in order to then evaluate 

the improvements to multimorbidity that can be 

achieved. The objective was also to transform the 

model into a self-evaluation tool. Primary care 

providers would then assess current practice and 

receive feedback and goals for improving the 

practice. Assessments of different elements and 

components are made online on a scale of one to 

ten according to relevance and more qualitatively 

on how they relate to the ideal situation that 

already exists.

Those involved in the pilot cases considered the 

practices to be all relevant and offering a wider variety 

of activity than currently practised. The JA-CHRODIS 

emphasis on collaboration and community resources 

was also viewed favourably, but respondents were 

less positive about the "completeness" of the 

assessments that they had made. "They did not do 

the comprehensive assessment described by the 

model," she said. Exchange of patient information 

was also considered an area for improvement, 

requiring greater attention to be paid to the type of 

information to be shared.    

Out of this process, a series of suggestions were 

devised, including creating the right circumstances 

for tackling the root causes of multimorbidity and 

for delivering the right messages on what care 

givers have to offer. The Dutch pilot concluded that 

the model can be further developed, particularly 

by making it simpler and more applicable to care 

professionals not working in the medical setting. 

The next stage is to work with all the relevant 

parties to explore how the model can be used 

nationally as a basis for multimorbidity care.

Next up was the experience of implementation 

in Ireland, which was presented by Helen McAvoy, 

Director of Policy at the Institute of Public Health 

in Ireland. She said that they had taken a team 

approach to implementation. "When you have 

the right blend of contributors and structured 

engagement with your department of health, this 

is critical for moving forward and really getting the 

impact of learning from joint actions."

JA-CHRODIS has brought a "real integration" 

in service design and delivery, policy work and 

research nationally as well as network sharing and 

capacity building across Europe (with "tangible" 

outcomes, e.g. bicycle use experience sharing with 

Iceland). The Joint Action has also led the country 

to take stock of its progress on certain issues such 

as tobacco control and cardio-vascular disease in 

comparison with other countries.

The initiative Healthy Ireland has led to the 

appointment of a Minister for Health Promotion 

and policies in this area have been introduced. 

However, community-based programmes have not 



28

been rolled out to the same extent in Ireland as 

some other countries. The experience of Healthy 

Amsterdam and other city-level initiatives are of 

particular relevance.

Ireland has specific health challenges such as binge 

drinking and high overall levels of consumption 

among those that drink with possible links to 

high suicide rates among young men. Incidence 

of respiratory disease is also high. Comparatively, 

Ireland also has a high level of obesity and it 

has recently launched an initiative to tackle this 

problem along with a national physical activity 

plan. "It is up to us now," she said, "to look at how 

some of the good practices across Europe fit into 

its policy frameworks." Furthermore, several healthy 

workplace initiatives were identified through JA-

CHRODIS, and this will be another area where 

Ireland will explore whether these can be adapted 

to its policy framework.

Looking ahead, she concluded that databases 

offered a means of assessing national progress in 

certain areas in comparison with other countries. 

She also emphasised the importance of adequate 

funding. "Unless the investment of resources is 

written into policy, it's very hard to knit it in later on." 

Cross-sector funding might point the way forward.

The last national experience of JA-CHRODIS was 

presented by Vesna Knjeginjic, Assistant Minister 

at the Serbian Ministry of Health, which created a 

pilot national chronic disease plan using the tools 

established by the Joint Action. As a country wishing 

to join the EU, Serbia has an obligation to adopt 

good practices, she said. In this context, she echoed 

the importance of taking action on risk factors and 

social determinants. "Prevention is an essential 

response to chronic disease," she stated.

At-risk groups need to be strengthened and early 

detection supported to reduce incidence levels. "It's 

important to map and implement existing good 

practice promoting good health and a common 

framework for operation," said Dr Knjeginjic.  

The session finished with a look ahead to the 

next Joint Action, CHRODIS PLUS – a €6.2 million 

initiative engaging 45 partners in 21 countries. 

Rokas Navickas, the scientific coordinator, said 

that the co-ordination team had already been 

working with its partners to shape the direction of 

this follow-up initiative. His presentation gave a 

picture of the situation in emerging and developing 

SPEAKERS IN SESSION 4 SHOWED HOW RESULTS OF JA-CHRODIS HAVE ALREADY BEEN 
TAKEN UP OR HOW THEY WILL BE USED IN THE NEXT JOINT ACTION, CHRODIS+.
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countries from where great examples can be found 

of how to achieve increased life expectancies. On 

effective health expenditure, emerging countries 

are actually doing better than developed countries 

because they are following a more ideal path, he 

said. "The new Joint Action will be very much about 

sharing knowledge -- from Member States but also 

from the emerging countries."

The economic dimension to health expenditure 

should not be overlooked. Studies have shown 

that reductions in mortality account for about 

11% of recent economic growth in low-income 

and middle-income countries as measured in their 

national income accounts. "If we spend the money 

[on healthcare], we actually get a good return on 

investment," Dr Navickas said.

The chronic diseases requiring attention, however, 

have not change since the three years of JA-

CHRODIS. In the new Joint Action, the achievements 

of the first initiative will be built upon. "We are 

trying to implement those deliverables to make a 

change on how we approach patients."

A study by Stanford University has demonstrated 

that it is possible to delay the onset of disability. 

It compared a group of 58-79 year-olds from a 

runners' group with a control group. The researchers 

recorded a progression to disability in both groups, 

but the control group was moving to this end at 

a much faster rate. Dr Navickas concluded his 

remarks by emphasising that positive preventative 

measures, such as physical activity in this case, can 

really make a difference.

Antonio Sarría-Santamera, overall coordinator of 

CHRODIS PLUS,  concluded the session with some 

specific remarks on the new Joint Action. As previously 

emphasised, it will focus on implementation of 

good practices. The challenge is to identify local 

factors affecting such implementation, he said. 

The Joint Action will also try to broaden the focus 

of healthcare to the full range of determinants of 

chronic diseases, emphasising the benefit of multi-

sectoral action and improving working conditions. 

He also highlighted the need under the new 

action to reach out to new stakeholders and to 

communicate the advantages of the JA-CHRODIS 

approach. Additionally, evaluating its impact will be 

key to advancing the approach.

The new Joint Action will be divided into three 

vertical work packages and one horizontal issue. 

The verticals are health promotion and disease 

prevention; implementation of the multimorbidity 

care model; and quality in prevention and care 

of single chronic disease. The horizontal issue 

focuses on support for those affected by or living 

with chronic diseases (employment setting). The 

outcomes of these work packages will feed into 

integrative healthcare policies and sustainability. 

The knowledge gained from the first Joint Action's 

specific focus on diabetes will be translated under 

the new Action into developing a model for any 

chronic disease. Finally, the multimorbidity package 

will consist of testing the care model in different 

countries and then finalising it as a ready-to-use 

tool.
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The conference was brought to a close by Paloma 

Casado Durández from the Spanish Health Ministry 

and Xavier Prats Monné, Director General for 

Health and Food Safety, (DG SANTE) European 

Commission. Ms Casado underlined the continued 

need for action in reducing the burden of chronic 

disease. She said that the success of the Joint 

Action CHRODIS was clear and that the initiative 

was a step towards achieving healthcare systems 

based on patient needs. The challenge now with 

CHRODIS PLUS, she added, was to scale up the 

good practices identified by the Joint Action.

With such wide differences across Europe in 

healthcare expenditure and life expectancy 

highlighted by the conference, Mr Prats Monné 

said that the key task for sustainable healthcare 

is to ensure that longer life translates into more 

liveable years – and that this desired outcome 

depends on how well chronic disease is managed. 

Moreover, health inequalities within countries are 

stark. "There is a bigger correlation between health 

and poverty than health and obesity," he added. In 

this light, he expressed his hope that the new Joint 

Action will indeed reach beyond the commonly 

acknowledged determinants of chronic diseases to 

the full range of factors.

CONCLUDING REMARKS

PALOMA CASADO DURÁNDEZ

XAVIER PRATS MONNÉ
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