Workhop Combatting Social exclusion by strengthening primary care

Timetable
0:00 – 0:20

Best practices in Europe (Diederik)
0:20 -0:40
Primary care vs. social work; the Rotterdam experience (Aniek)
0:40 – 0:50

Break

0:50 – 0:55 

Presenting cases/discussion themes (Diederik/Aniek)

1:00 – 1.30 

Discussion groups

Part Aniek
1
Structure and introduction

Introducing myself

Structure of presentation

2. 
Dutch primary care
As a cause of  multiple developments
· more people have a greater life expectancy (comorbidity more common)

· growing number of patients with chronic diseases and life styles diseases (with a growing difference between high  and low SES)
· technological and medical innovations

· and therefore the need of cost containment
changes are necessary in the Dutch healthcare system.

The focus is on well organised and multidisciplinary care and especially primary care, because its gatekeeping system minimizes over- and underconsumption of healthcare, is less expensive than hospital or residentional care and offers possibilities in forming community oriented multidisciplinary teams.
One other important advantage is that primary care is traditionally community based. It treats people in their living environment and it is possible to keep in touch with other healthcare or social work organisations. 
Especially in deprived neighbourhoods this is very important. Bad health is often not simply a medical matter, but also a social matter.
For instance treating symptoms of respiratory diseases is not very effective when there is nothing done about housing isolation. Or for effectively (also in the long run) helping children to loose weight, you need to have safe playgrounds in the neighbourhood.

And in order to treat chronic medically inexplicable pain you might want to know what eventually causes the neck pain, back pain, headache etc. In many cases people encounter stress as a cause of family problems, debts, unemployment. So diminishing differences between people with low and high SES; not only intervening on the health care level is necessary, but also, if not mainly, on proper housing, safe work, employment and reduction of stress factors.

The needed changes to face the challenge of the above mentioned developments in the Netherlands are embedded in a horizontal and vertical program planning matrix. 
The concept of horizontal and vertical program planning is used in:
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Horizontal and vertical program planning

Horizontal: strengthening primary care on organizational level
Vertical: development and implementation of specific health programs.

Horizontal program planning

· more attention to prevention, health education/health promotion and primary care

· increasing the degree of organisation in primary care: from solo practices to multidisciplinary teams

· building primary care health centres in neighbourhoods
· digitally accessible patients files

· horizontal and vertical job emplacement (GP’s and practise nurses, NP’s and specialized nurses)
How to accomplish all this? 
In the Netherlands the Ministry of Health, Welfare and Sports has decided in 2005 to reallocate budget from the unidisciplinary professional organisations onto regional (independent) supportive organisations whose focus is on strengthening primary care on the local level.
These organisations are called regional supportive organisations, in short ROS.

ROS- structure in the Netherlands

Characteristics
· regionally oriented

· focus on continuity of care, collaboration between health care workers, quality of care, innovation and staff training 
· supportive of health care workers in somatic health care, primarily GP’s physiotherapists, midwifes and speech therapists and secondly dieticians, pharmacists and (community) nurses.
· initiating collaboration in mental health care between GP’s, primary care psychologists and social workers

· contracted by health insurance company

· in Rotterdam also an allowance from the Municipal Health Department
Vertical program planning

As already mentioned, vertical program planning is about the development and implementation of specific health programs.
In the Netherlands the focus is on the next major health problems: 
The big five (in random order):

· Diabetes 

· Smoking (COPD, lung cancer)

· Depression

· Overweight/obesitas

· Cardiovascular diseases

Big five of social problems in the Netherlands

· Domestic violence/child abuse

· Social isolation (mostly elderly)

· Financial problems, debts

· Unemployment

· Relational problems
As I mentioned earlier on, strict separation of health and social problems is not always possible. In most of the above mentioned problems, health and wellbeing are often interdependent and cause and effect are not clear. As a result people tend to end up in an vicious circle. So both health care workers in primary care and social workers meet each other by facing these problems. Fact is also that the combination of both health and social problems is often seen in disadvantaged areas, where unemployment rates are high, houses are badly isolated, financial problems are a common problem and where there is little space for recreating or playing outside. 

3. 
The Rotterdam experience
In the ongoing of this workshop I will give you three examples which have been implemented or are being implemented right now in Rotterdam.  Here we can see where and how primary healthcare and social work meet each other. But first let me tell you something about Rotterdam.

Rotterdam

Rotterdam is a city, situated in the west of the Netherlands. You might have heard from it, because it’s the homebase of the largest harbour in Europe (picture of Rotterdam)

Rotterdam has about 600.000 inhabitants, nearly 50% is of non-Dutch origin. Rotterdam has about 170 nationalities in which people from Suriname, Turkey en Maroc form the largest groups.

Compared to the Netherlands Rotterdam has a young population. More than half of the city is considered to be a disadvantaged area. Unemployment rates are high (9%, this is one and a half time as much as the national rate of 6%), many different cultures living together which causes distress, distrust and aggression. The wellbeing of the inhabitants in these area is considered less than average. There are housing problems and other sorts of social and psychosocial problems. It all adds up in a high prevalence and growing incidence of the big five of both the medical and psychosocial problems.

Considering the problems in Rotterdam I will give you three examples of interventions for a few of mentioned medical and physical problems.

1. Treating diabetes and depression by exercise and life style education
2. Intervening in domestic violence

3. Chronic medically inexplicable pain

1. Treating diabetes and depression by exercise and life style education
Context

Diabetes mellitus II
One of the most important risk factors in developing diabetes mellitus II is overweight. Also in diagnosed diabetes overweight is an important issue.
Other risk factors are: 

· genetics; 

· low social economic status (SES)

· cultural background

 The mean prevalence of diagnosed diabetes type II is 3.8%. Among certain groups prevalence is higher, for instance Turkish people (6%), Marocan people (8%), Surinam people (12%) en Hindu (37%).
Because of the growing number of overweight people (now already 50 % of the population are slightly overweighted BMI 25-30, 20% has severe overweight and suffer from obesitas BMI >30.) The incidence of diabetes increases also.
The Netherlands: 16.000.000 inhabitants
Recent overview by RIVM (2003)
	Defined groups
	Prevalence
	% of Dutch population

	Riskgroups for diabetes (A)
	5.000.000 overweighted people

4.900.000 inactive people
	31,3%
30,6%

	Pre-diabetic or undiagnosed diabetes (B)
	Estimates between 115.000 en 3000.000 people
	0.7 % - 1,9%

	Diagnosed diabetes (C)
	600.000 (90% DM II)
	3,8% 

	- with complications (D)
	40-45% of DM II patients (216.000-243.000)
	1,4% - 1,5% 


Depression

Depression is wide-spread problem in Western Europe including The Netherlands. Approximately 6,5% of the Dutch population has ever been diagnosed as having a depression. This means one in 5 women and one in 10 men (RIVM, 2008). The common expectation is that this number is increasing, but this can also be due to better research and recognition. Depression often can lead to a sense of worthlessness, dejection and self chosen isolation. In most cases patients are prescribed medication. In many cases there are other treatment possibilities, such as cognitive therapy and (simply!) physical exercising. 
A very important intervention for prevention and treatment of (pre-)diabetes and depression is stimulating physical exercise. For diabetes the focus is on combating overweight. For people who suffer from depression the focus is on diminishing negative thoughts and feelings and of getting out of their isolation. Physical exercise can do so by participating in a group.

Exercising, you can do very well in a community based setting with help from primary care workers, social workers and cultural workers. Clients (not patients!)  literally need to come in motion, as well physical as psychological. Research points out that overweighted and/ or depressed clients are not compliant with their GP’s symptom related advice of medication, more exercise and/or changing diet. They need a treatment directed at behavioural change and health education. In the last 3 years several programs have been developed and implemented in the Netherlands, which are based on stimulating physical exercise among the described high risk populations. 

One of the programmes is developed in Rotterdam and is called ‘Van klacht naar kracht’. Translated into English it means ‘From illness to strength’. Other programmes are called Big Move (Amsterdam) and  ‘Exercise on prescription’( The Hague). These names together point out what this programme is all about. The Rotterdam program is unique in that it’s focus is on clients taking up their own responsibility  and on leading them to ‘normal’ (instead of medical related) exercise. So no medicalisation!
Objectives
The main objective of the program “From Illness to Strength’ is getting people in high risk groups into a training course and motivate them in continuing exercising on their own and out of their own intrinsic motivation.
Intervention

The mentioned program starts with consultation by a GP. People with a high risk for diabetes or depression are screened during consultation. If a client meets the inclusion criteria he/she is invited to join the program. The GP prescribes in fact a lifestyle and exercise program.
The program has three sequential phases.

The first phase consists of individual treatment and supervision by a physiotherapist and with additional support by a life style consultant. The physiotherapist focuses on the right movements and exercise conditions. The life style consultant supports people with specific life style advise and health education. This phase has a maximum duration of 3 months.

In the second phase clients are led to (already existing) group programs. As there are, home care organisations or mental care organisations. They start exercising within a group of similar clients, but still with some support by the life style consultant. This phase also has a duration of 3 months. 

The third and last phase is focused upon leading people to exercise on regular base with a regular fitness school, exercise club or other regular and local sporting facilities. We also see clients who join a self developed exercise group with other clients they met during the program. They are now monitored for 6 months. After that people are assumed to take up exercise as their own responsibility.  
The three phases can be seen as follows:

Input : I can move!; focus on learning how to exercise, finding out one’s own possibilities

Troughput: I’m exercising!; focus on the short term effects of exercising, feeling of fitness, motivation to comply and to enjoy exercising
Output: I keep on exercising: joining a exercise club or sporting facilities in the neighbourhood
Expected outcomes

· increase the  client’s intrinsic motivation 

· decreasing complaints and pain 

· focus on decreasing psychological barriers such as fall anxiety, unhealthy diet 

· giving back client’s own responsibility

· increase the ability to manage one’s own

· decrease GP consultation

· diminish and possibly prevent complaints caused by diabetes and depression and

Results
Because this program has started as a pilot, a research study is part of the program. 
Provisional results are:
· People in the program feel better and are more active, some even take up voluntary work in motivating others into more exercise.
· People in the program are enthusiastic about the support they receive from their life style consultant
· People who joined the program lost weight
Partners

Many different organisations are concerned with this program such as

· primary health care centres, GP’s and physiotherapist practices

· municipality (incl. Health Department and Sports Department) 

· health insurance company

· mental healthcare organisations

· home care organisations
Relation with social work
Social workers are important referral parties. Because one of the other risk factors in diabetes is a low SES, people with a low SES often are expected to have relatively more psychosocial problems. Social workers can play an important role in this program, as well at the beginning, during as at the end of the program. 
First, they can refer their clients with overweight or signs of depression to their GP. Second, during the program they can support their clients to comply to the program. And third, at the end of the program they can support their clients by motivating them to keep exercising and even help clients by forming their own exercise group. 
Furthermore social workers them selves can play their part in life style education. And last bur not least, they can support people with other problems, who ultimately have a relationship with health. In this way they also contribute to the health and well being of people.
2. Domestic violence and partner abuse
Context

GP’s have little to none education at medical school to recognize complaints as results of partner abuse. However many (mostly women) seek help by their GP for the external and physical effects of partner abuse, they never talk about the causes themselves. They often go to see their GP, but with all sorts of vague complaints. And GP’s, educated in medical models tend to translate these complaints into medical diagnoses which they can treat. 
Partner abuse tends to be a social problem, restricted in the private domain, not a medical problem. So if solutions must be offered it had to be from a societal perspective, instead of an medical one. Social workers were thought to be the most adequate way of helping victims of domestic violence. Only since the past two decades this perspective has changed. Domestic violence is a much wider spread phenomenon and with many more health problems than previously was expected. The WHO Multi country study 2005 reveals that intimate partner abuse is the most common form of violence in women’s lives, more then assault or rape by strangers.

A female GP in Rotterdam thought hat also doctors should be concerned with this widespread problem and that they couldn’t hide behind their medical model anymore. They also had to enter the private domain and do something about this. So this GP, dr. Lo Fo Wong has done her thesis on this subject.
At the same time the municipality of Rotterdam has made a policy on domestic violence including partner abuse, child abuse and abuse of elderly people. Within this policy plan, local care networks play an important role in signalling and treatment of abuse. But this is not enough. Much of the abuse takes place in the private domain. Many victims of abuse don’t dare talk about it. So for these networks signalling is very difficult. They need help from other parties. Parties who have many encounters with civilians. Primary care workers form such a party, because they see a lot of people on a fairly regular base. They follow patients for a long period and are often familiar with the whole family, their history, and its system. 
This is on the other hand also the most important weakness in that conflict of interest can occur. 

Nevertheless, domestic violence is such an important issue that primary care workers are encouraged to report signs of violence or abuse to local social care networks or relevant professionals as social workers, police, youth workers etc. 
In most districts Local Domestic Violence Teams have been formed, in which several parties, like I just mentioned join in. Research shows that increasing awareness among GP’s about domestic violence and giving them tools how to operate by suspicion of abuse increases detection. Intervention groups reported 4.5 times more cases of suspicion of abuse than control groups.
Intervention

Together with the Municipal Health Department and dr. Lo Fo Wong a course is developed for primary care workers, which consists of two phases.
The first phase consists of a meeting on a local level. Primary care workers with a practice in the same district (GP, physiotherapist, midwife)  are all invited to this meeting. The focus of this meeting is to 

1) raise awareness

2) increase knowledge about domestic violence
3) learn some basics on recognising signs of abuse.
Participants also get acquainted with the Local Domestic Violence Teams (network of organisation who are involved in domestic violence, such as social work, police, youth care, women shelter homes, offender care organisations) and how to get in touch with them.
Sequel to this meeting professionals can subscribe to a intensification course. In this course participants learn about 
1) the theory of domestic violence, and offender profiles
2) epidemiology
3) their own professional and private attitudes towards domestic violence.
They increase their consultation skills on this subject through role play and DVD’s (modelling). Furthermore participants are informed about legal aspects regarding privacy violation.

Objective

The main objectives are:

1) To increase recognition of domestic violence by primary care workers.  
2) To learn specific consultation skills to bring the subject up during consultation hour.

3) To know how to handle by suspicion of domestic violence and abuse  

Program content

Meeting

· presentation coordinator Advise and Counselling Centre for Domestic Violence; enlighten participants on de local relevant organisation who have a role in detecting, intervening and treating domestic violence
· presentation GP on the content of the intensification continuation course

· presentation on how to handle by suspicion of domestic violence

Intensification course

· professional and private attitudes towards domestic violence
· theory of domestic violence

· epidemiology

· training consultation skills

· knowledge of supporting sources

· knowledge of legal aspects and privacy affairs.

Expected outcomes

· increased awareness

· more and better detection of domestic violence
· early detection (before escalating)

· notify relevant organizations so they can intervene (both victim and offender)

Results

Evaluation of the program indicates that professionals feel they have practical tools in hands with which they can work in their own practice. Women are monitored and been looked after by the local teams.
However, it is not yet made clear whether the local meetings and the sequential course have brought up positive results in the sense of decreasing domestic violence. Whether this method is effective in (eventually) reducing domestic violence has not been studied yet. Fact is that the concerned organisations and professionals work closer and more effectively together.
Partners

The partners in this program are:
· local teams domestic violence

· advice & disclosure office domestic violence

· Municipal Health Department 

Relation with social work

Domestic violence has long time been seen as a private problem. Because of this primary care workers thought that it was not up to them to intervene. Social workers felt strong on their responsibility to intervene. In the past 5 years all kinds of teams have arisen around child abuse, elderly abuse, partner abuse and lover boys. Cooperation with primary care workers gives them the possibility to intervene in an earlier stage and work together in supporting as well the victim as the offender.
3. Medically unexplainable chronic pain
Context

Recently on the medical, as the mental care and the social work agenda: medically unexplainable chronic pain. Recent guidelines acknowledge the interdependentness of treatment and necessity of collaboration by a GP, physiotherapist, psychologist and (sometimes) social worker. 
Research in GP practices shows that 16% of the patients suffer from medically unexplainable pain. Nearly 30% of patient consultations with the GP is related tot this condition and in some neighbourhoods rates are even higher. This chronic condition (pain exist longer than 3 months) expresses itself in many forms, like headache, lower back pain, insomnia, fatigue, muscle tensions and stomach/ intestines ache.
Many patients don’t get adequate treatment. In most cases treatment is focused on the presented symptoms. Research shows that treatment focused on three levels is effective.

These three levels are 

1) searching for (other than medical) causes behind the physical complaints by a social worker and/or a psychologist and look for intervention possibilities

2) learning skills tot cope with pain and accept it with support of  a psychologist

3) physical exercise to loosen muscles and acquiring specific exercises to diminish pain or to prevent it and to learn ways in which to maintain active in daily activities.
From the results of  this study a multidisciplinary standard is developed and tested. This standard can be used on a local level to make effective agreements with the concerned professionals.

Intervention

GP’s, physiotherapists, social workers and psychologists in a joining neighbourhood come together to discuss whether the standard is a practical tool to use in practice and fit their patients needs.

During a number of meetings the professionals make the standard applicable for their specific situation, implement it in their practices and evaluate the effectiveness of the standard.

In a later phase patients are also asked what they think of the multidisciplinary treatment.
Objectives
The main objective of implementing the adjusted standard is to accomplish a more efficient and effective treatment of patients. This treatment should support patients on the one hand to accept their pain and to make use of coping strategies and therefore reduce pain. On the other hand patients are supported to resolve the social problems related to the pain (stress factors).
Another advantage in this integrated approach is that patients  can be treated in their own environment and close to home. They don’t have to go to a hospital unless it’s really necessary.
Expected outcomes

The professional meetings should end up into synchronizing the different treatment methods into a integrated treatment

Relation with social work

The relation with social work is clearly present. The social worker is part of the intervention team and work side by side with the GP, physiotherapist and psychologist.

4. 
Conclusion
These three examples show that primary care and social work interact and that they do so more and more. Health problems have a social component and many social problems tend to come out as health problems or cause health problems. Raising awareness between professionals on this interaction is important. The next step is getting professionals into meeting each other gives space to learn about each others expertise and discuss responsibilities and cooperation possibilities.
We also know that primary care and especially the primary healthcare centre, is a safe environment for patients and a place where they can discuss their complaints. The connection with social work within primary care centres therefore seems the right way to do (as Diederik has made clear in is overview of best practices).

Further, primary care plays an important role in supporting people to participate in the society or for that matter in their own social environment. Getting people in motion and behavioural changes contribute to that goal. That’s why primary care is an important partner in combating social exclusion.
A recently installed Dutch professor dr. Barend Middelkoop has taken up this interaction and also interaction between employment agencies, schools, social affairs offices etc. in combating social exclusion and increasing health. Because non participation of members of a society is a joined problem and therefore a joined challenge.
Good health is not only a matter of a good medical condition, but of well being, feeling OK. You need many parties in the neighbourhood to accomplish this. On the part op primary care and social work the acquaintance is renewed and interaction seems to be redefined.

Questions/ themes for group discussion

1. What do the different professionals have in common in relation to patients/clients problems, what are their joined objectives?

2. What would you need to improve your cooperate with other professionals in the care process and on what issues would you like to cooperate?

3. Is social work part of primary care or vice versa?

4. Would it be useful to merge or mix the services? If yes, what is the added value. If not, what are the arguments?

Bottlenecks

· different professional languages

· different finance structures (taxes, vs. fee for service, vs. premiums etc)

· different ways of looking at the patient/client/consumer (symptom oriented or holistic view)
· system approach or individualistic approach

· pressure of time
· administrative burden 
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