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Supporting statement: 
World Medical Association 

It is a privilege for the World Medical Association (WMA), the global 

representative body for physicians, to speak in support of this important 

World Health Organization (WHO) project. With almost nine million physi-

cians worldwide forming an integral part of the health care workforce, the 

expansion of the core competencies mentioned in this report will help the 

medical profession and all other health professionals to provide care for 

patients suffering from chronic conditions more effectively.

The WMA Declaration of Geneva1 asserts one of the fundamental 

principles of medical practice: “The health of my patient will be my first 

consideration.” It is therefore particularly encouraging to see WHO empha-

sizing the need to make patient-centred care a priority in the development 

of the health workforce of the 21st century. This will hopefully enable 

patients suffering from chronic conditions to become active participants, 

rather than passive recipients, in all aspects of the health care system they 

are exposed to. This should include the way we develop health care facilities, 

diagnostic and therapeutic methods, and most important of all, the way in 

which health professionals partner with their patients to co-manage their 

chronic health problems on a day-to-day basis. 

Another highlight of this report is its focus on partnerships. For too long 

the care of patients with chronic conditions has taken place in a compart-

mentalized fashion, often with significant differences in the care plans of 

hospital, clinic and different health professionals for the same patient. Only 

effective partnering can overcome this obstacle and improve health results, 

especially in the prevention of disease. The sophistication of communica-

tion technology will certainly enable better partnering and improvement 

in the quality of care. However, this should not be applied in a manner that 

would endanger the confidentiality of personal health information, which 

WMA regards as a fundamental ethical right of the patient. 

The section on the measurement of care delivery and outcomes deserves 

credit. This is a global trend that has especially influenced medical practice 

1 Declaration of Geneva. Geneva, World Medical Association, 1948 

(http://www.wma.net/e/policy/c8.htm, accessed 22 October 2004).
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all over the world, and is to be commended. If a health care delivery sys-

tem cannot be measured, it cannot be managed, and almost invariably this 

leads to unnecessary costs and suboptimal care of the individual patients 

involved. It is constructive and helpful for this WHO project to state that the 

evidence base for health care delivery is not only derived from randomized 

clinical trials, but also from what we learn from quality improvement efforts. 

The best practice examples included in the report further enable health pro-

fessionals to emulate this in their respective domains.

It is exactly this last point that WMA sees as one of the greatest opportu-

nities of this project. Whereas WHO has ministries of health worldwide as its 

principal members, the lessons learnt in this project shall be applied mostly 

in the public health care sectors of the countries represented in WHO. 

Because health professionals work both in the public and private sectors, 

they can play a pivotal role in translating the evidence-based improve-

ments resulting from this project into practice. Imagine the synergies and 

increased effectiveness that can result from such cross-sectoral and inter-

disciplinary collaboration! 

WHO should be encouraged and congratulated on this project. It will 

be an honour for WMA to participate as partner in helping to care for the 

patients we jointly serve. 

Delon Human

Secretary-General

World Medical Association



The challenge of chronic conditions 3

Supporting statement: 
International Council of Nurses 

The International Council of Nurses (ICN) strongly endorses this publi-

cation and calls on educational and academic institutions, professional 

organizations such as national nurses’ associations, and other stakeholders 

to use the competencies in training health care providers to meet the care 

needs of growing populations with chronic conditions. 

ICN, as a federation of national nurses’ associations in 125 countries, 

and as the international voice of nurses and nursing, is pleased to see a pub-

lication that aims to transform health care workforce training to meet the 

needs of patients with chronic conditions. ICN particularly welcomes the 

participatory process in developing this publication. 

This document also sets the stage by calling for a new type of partner-

ships between lay health workers, nurses, pharmacists, dentists, physicians, 

and allied health professionals. In addition, the publication makes the case 

for a paradigm shift from the acute care model to a chronic care model, 

dictated by the current predominance of chronic conditions, including 

diabetes, heart disease, asthma, cancer, human immunodeficiency virus/

acquired immune deficiency syndrome (HIV/AIDS), depression, and physical 

disabilities. Its central focus on patient-centred care, and the identification 

of the five core competencies needed to achieve this, is in line with ICN core 

competencies of both the generalist nurse and the family nurse.2

ICN has long been concerned that traditional training in health care 

focuses largely on the biomedical model of diagnosis and the treatment 

of acute problems, and neglects the care of the growing population of 

patients with chronic conditions. Over recent years, ICN has advocated 

widely for refocusing nursing education programmes towards a continuum 

of care, encompassing health promotion, disease prevention, acute and 

chronic care, as well as palliative and rehabilitative care. Thus, the current 

document is timely and highly pertinent to the health care workforce. 

2 ICN framework and core competencies for the family nurse. Geneva, International 

Council of Nurses, 2003.
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Among the strongest points of the publication is the identification of a 

new, expanded training model, based on a set of core competencies that 

would prepare the health care workforce to care for patients with chronic 

conditions. The competencies can serve as a starting point for the reform of 

health training institutions and of centres of higher education. 

Judith Oulton

Chief Executive Officer

International Council of Nurses
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Supporting statement: 
International Pharmaceutical Federation 

The International Pharmaceutical Federation (FIP) fully supports the basic 

competencies presented in this document and looks forward to con-

tinue working together with WHO, other health professionals and their 

patients, for better care for patients with chronic conditions, and for the 

prevention of such conditions.

Pharmacists are health professionals whose role is to help people 

maintain good health and prevent disease while guaranteeing access to 

medicines and their best use. 

Therapy with prescribed medicines is understood as a collaborative 

process involving the patient, the physician, the pharmacist and other 

health care providers. Medicines are primarily self-administered, their 

success depending therefore upon the active participation of patients. 

Objective information and guidance is required from health professionals in 

order to obtain maximum therapeutic benefit and to avoid unwanted side-

effects from courses of treatment. 

Pharmacists have, consequently, adopted a patient-centred approach 

in the professional services they provide. This ensures that both patient care 

and economic aspects are considered and correctly balanced in the interests 

of the patient, creating an adequate setting for the provision of pharmaceu-

tical care.

The goal of pharmaceutical care is to optimize the patient’s health-

related quality of life and to achieve positive clinical outcomes. Pharmacists, 

through the practice of pharmaceutical care, can prevent or stop drug inter-

actions, monitor and prevent, or minimize, adverse drug reactions, and 

monitor the cost and effectiveness of drug therapy, as well as provide life-

style counselling to optimize the therapeutic effects of a medication regime. 

The concept of pharmaceutical care is particularly relevant to special groups, 

such as the elderly and chronically ill patients. 

FIP has drafted a code of ethics 3 to reaffirm and state publicly the princi-

ples forming the basis of the roles and responsibilities of pharmacists. These 

3 FIP statement of professional standards: Code of ethics for pharmacists. 

Vancouver, Council of the International Pharmaceutical Federation (FIP), 1997 

(http://www.fip.org/pdf/2004codeofethics.pdf, accessed 22 October 2004).
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principles, based on moral obligations and values, were established to enable 

national pharmaceutical organizations to guide pharmacists in their relation-

ships with patients, other health professionals, and society in general.

All practicing pharmacists are obliged to ensure that the service they 

provide to every patient is of appropriate quality. In 1993, FIP compiled 

international guidelines for good pharmacy practice4, with the goal of con-

cretely raising the quality of pharmaceutical services. These guidelines have 

been – or are in the process of being – adopted around the world. The revised 

guidelines were adopted by WHO and approved by the FIP Council in 1997. 

Maintaining competence throughout a career, during which new and 

challenging professional responsibilities will be encountered, is another 

fundamental ethical requirement for all health professionals. It must be a 

continuous, cyclical process of quality improvement by which health pro-

fessionals seek to maintain and enhance their competence in both current 

duties and anticipated future service developments.

Effective collaboration among health professionals is key to delivering 

cost-effective and quality health care. In 2000, the international organiza-

tions representing the world’s pharmacists, nurses and physicians unveiled 

a unique and powerful alliance, the World Health Professions Alliance 

(WHPA). The founding organizations are FIP, the International Council of 

Nurses, and the World Medical Association. 

WHPA believes that reaching out to people in times of illness and well-

ness requires the resources and expertise of health professionals with 

diverse training and skills. Building on this belief, the international nurse, 

pharmacist and physician professions are strengthening their collaboration 

to bring about a higher quality of service to the public and patients.

A.J.M. Hoek

General Secretary and Chief Executive Officer

International Pharmaceutical Federation

4 Standards for quality of pharmacy services. Vancouver, International Pharmaceutical 

Federation (FIP), 1998 (http://www.fip.org/pdf/gpp97_en.pdf, accessed 22 October 2004).
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Supporting statement: 
European Respiratory Society

It is a great honour and a privilege for the European Respiratory Society 

(ERS) to express full support to this seminal WHO initiative. This project 

will certainly guide future worldwide strategic developments on educa-

tion and training of health professionals. The current publication should be 

considered an important component of a coherent and well planned policy 

conducted by WHO to meet the challenges generated by the increasing 

impact of chronic conditions.

During the previous century, enormous progress was made in improving 

health, and therefore, life expectancy. However, the realization of further 

improvements and the achievement of seamless standards of care seem 

to be hampered by the inefficiencies in applying existing knowledge at the 

level of clinical practice. There is increasing awareness of the need for bridg-

ing the gap between research and delivery of health care services. This shall 

be achieved by following the new paradigms that guide this WHO initiative. 

Basic science, clinical discovery, and patient-oriented research are interde-

pendent; they should not necessarily be considered successive steps.

This publication continues WHO efforts to update health care capacities 

to meet the needs of chronic conditions. The weight given to respiratory 

diseases could not be more timely, when the latest trends categorically posi-

tion chronic respiratory disorders among the major causes of death. Facing 

this increase requires a good understanding of the clinical context and per-

fect knowledge of the local environment. Feasibility first, and success later, 

will come about only if these two factors are fully harmonized. In this sense, 

the insights of the case examples collected in this work provide a useful 

frame of reference for both physicians and policy-makers. Much can still be 

done through local initiatives to lessen the predicted rise in prevalence and 

impact of chronic conditions if such a change in the paradigm of delivering 

care is adopted on a large scale.

ERS, like other scientific societies, has the potential to effectively con-

tribute to the transition toward the new health care landscape by increasing 

the emphasis on patient-oriented care, and the focus on public health 

issues. Our support for this WHO project is in full alignment with our mis-

sion. Additionally, the collaboration on this report has been a gratifying and 

enriching experience. 
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Founded in 1990, ERS is a non-profit, international organization com-

mitted to promoting education and research in respiratory medicine. With 

members from more than 90 countries worldwide, ERS is the leading forum 

in Europe for the exchange of knowledge between scientists and health 

professionals involved in respiratory medicine. The Society has a key role in 

establishing recommendations and guidelines to ensure the highest stan-

dards for health care delivery. Through the ERS School, we strongly support 

educational and training activities. ERS is also a founding member of the 

Forum of International Respiratory Societies (FIRS), an organization estab-

lished in 2002 by leading professional societies from all over the world to 

promote education, research, patient care and public health in the field of 

respiratory medicine. 

WHO should be congratulated for this initiative. It will be a privilege for 

ERS to further expand the partnership in this stimulating endeavour. 

Walter McNicholas

President

European Respiratory Society



The challenge of chronic conditions 9

Supporting statement: 
International Alliance of Patients’ 
Organizations

The International Alliance of Patients’ Organizations (IAPO) strongly 

supports WHO in addressing the issues of education and training of the 

health care workforce. It commends this work and, in particular, the oppor-

tunity for patients (through representation by patients’ organizations) to 

contribute their very relevant opinions and experience, which IAPO asserts are 

a vital consideration in all aspects of health care and health care policy-making.

Relationships between health professionals and patients are of para-

mount importance to build patient-centred health care for patients with 

chronic conditions. Chronic conditions often continue for many years and 

affect all aspects of a person’s life. This necessitates a shift in focus from the 

general characteristics of a disease to the personal needs and expectations 

of individuals and how they manage their condition, so that they can partic-

ipate in life. 

A productive relationship requires the involvement of health profes-

sionals, patients, families, carers, patients’ organizations, and the wider 

community. Patients, as well as health professionals, must have the skills 

necessary to interact and work together. The benefits, in addition to patient 

satisfaction, will include improved health outcomes, and will counter some 

of the imperfections of health care systems, whether they are in the devel-

oping or developed world. Communication and partnering are key in these 

relationships. 

Communication must include interactive dialogue between patients and 

health professionals, where listening is as important as speaking. Presenta-

tion of health information should consider health literacy principles. IAPO 

defines health literacy to include an individual’s reading level, as well as lan-

guage, education level, cultural background and readiness to receive health 

information by oral, written or pictorial means. Low health literacy affects a 

person’s ability to make informed decisions about his or her health, and can 

result in ineffective treatment and rehabilitation of the patient’s condition. 

A 1995 study in the United States found that one third of English-speaking 

hospital patients could not read or understand basic health materials; how-

ever, poor levels of health literacy exist in all countries. 
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Partnerships are vital. Working collaboratively with other health profes-

sionals, with patients and with the wider community will help to increase 

patient engagement, improve continuity of care, and overcome fragmen-

tation of health care systems. Patients and health care professionals need 

to work more closely together, appreciating each other’s expertise (e.g. a 

health professional is medical expert, and a patient is an expert in what 

the condition and treatment mean to them), and interacting to determine 

desired outcomes of the treatment. 

Patients’ organizations can play a vital role in these partnerships. Health 

professionals and patients’ organizations should be encouraged to fos-

ter these relationships. Patients’ organizations have a wealth of knowledge 

and experience of chronic conditions. Among the many opportunities to 

work collaboratively with health professionals, patients’ organizations can 

provide support and information to patients to aid the individual in active 

engagement in their health care, thereby helping patients to change their 

behaviours, and assisting with self-management and adherence to ther-

apies. They can provide advice to health professionals on the personal 

experiences and needs of patients – which should be considered in all 

aspects of health care – as part of evidence-based care, in the design of 

health professional training programmes and in the evaluation of services. 

The training of health care professionals is vital for patient-centred 

health care, but health care systems and external activities must also be 

examined. Education of patients, their families, and carers is essential. At 

present, there are many patients worldwide who do not have sufficient 

knowledge to take an active part in the treatment of their condition, even 

if they so choose. They need to learn how to articulate their needs, how 

to locate and analyse health information from a variety of sources, and to 

know more about health care professionals, their work and available treat-

ments and medications. 

The involvement of patients and patients’ organizations at every level 

where health care decisions are made is essential to build patient-centred 

health care worldwide.

Jo Harkness

Policy and External Affairs Director

International Alliance of Patients’ Organizations
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Executive summary

The health care workforce is one of the most important factors in the 

health care system. Health care providers are instrumental in stimulating, 

creating and maintaining health care improvement.

Around the world, the rapidly shifting balance between acute and 

chronic health problems is placing new and different demands on the 

health care workforce. There is general consensus that to provide effec-

tive health care for chronic conditions, the skills of health professionals 

must be expanded to meet these new complexities. This expansion does 

not invalidate the need for existing competencies, such as the practice of 

evidence-based and ethical care. Rather, it underscores the growing need 

for new competencies to complement existing ones.

First, the workforce needs to organize care around the patient, i.e. to 

adopt a patient-centred approach. Second, providers need the commu-

nication skills that enable them to collaborate with others. They need not 

only partner with patients, but work closely with other providers, and join 

with communities to improve outcomes for patients with chronic condi-

tions. Third, the workforce needs skills to ensure that the safety and quality 

of patient care is continuously improved. Fourth, the workforce needs skills 

that assist them in monitoring patients across time, and using and sharing 
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information through available technology. Finally, the workforce needs to 

consider patient care and the provider’s role in that care from the broad-

est perspective, including population-based care, the multiple levels of the 

health care system and the care continuum. 

These abilities and skills are reflected in five basic competencies that 

apply to all members of the workforce caring for patients with chronic 

health problems:

1. patient-centred care

2. partnering 

3. quality improvement

4. information and communication technology

5. public health perspective.

Within the main body of this publication, each competency is described 

in detail and supplemented with diverse country examples of how it has 

been implemented. 

True educational reform of the health care workforce will not be pos-

sible without concerted and sustained efforts among decision-makers, 

academic leaders, and health professional bodies. This is, nonetheless, both 

achievable and essential. 
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Introduction and scope

This document is a call for the transformation of health care workforce 

training to better meet the needs of caring for patients with chronic 

conditions. For the purpose of this document, the terms workforce and pro-

viders refer to lay health workers, nurses, pharmacists, dentists, physicians 

and allied health professionals – all of whom provide direct care for patients 

with chronic conditions. Chronic conditions are defined as health prob-

lems that require ongoing management over a period of years or decades, 

and include: diabetes, heart disease, asthma, chronic obstructive pulmo-

nary disease (COPD), cancer, HIV/AIDS, depression, and physical disabilities 

(1).
 
There are many other chronic conditions, but the one feature that unites 

them all is that they typically affect the social, psychological and economic 

dimensions of a person’s life.

Traditional health care training is increasingly acknowledged as limited 

because of its fundamental focus on the diagnosis and treatment of acute 

medical problems (2–4). Although acute medical problems and illnesses will 

always require the attention of health care providers, a training model that 

is focused on managing acute symptoms is increasingly recognized as insuf-

ficient to address the concerns of the growing population of patients with 

chronic conditions. Training reform can expand this focus to recognize the 

patient from a broader perspective: from the vantage point of the patient and 

the patient’s care continuum (i.e. from clinical prevention to palliative care). 
©
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A new, expanded training model, based on a set of core competen-

cies, could better prepare the health care workforce to care for patients 

with chronic conditions. Leaders who recognize the need for improvement 

in education and training may use this basic set of competencies as a start-

ing point for reform. The competencies could also serve as the foundation 

for health care training for the 21st century. They can be implemented in 

a variety of established training contexts, including pre-service education, 

continuing education, or in-service experiences. 

Today’s educational and academic leaders, professional bodies, and 

other stakeholders invested in health care are positioned to influence rapid 

improvements in the training and preparation of tomorrow’s cohort of 

health care providers. The core competencies outlined below are a guide for 

long overdue training reform. 

Identification of competencies  

Competencies are the skills, abilities, knowledge, behaviours and atti-

tudes that are instrumental in the delivery of desired results and, conse-

quently, of job performance. Competencies “add further definition to any 

job by their focus on how work is done and what work is done” (5). The 

competencies presented here are not representative of the full range of 

skills that providers need for delivering health care in their respective disci-

plines; rather, the identified competencies are the basic, requisite and indis-

pensable cornerstones for providing care for patients with chronic health 

problems that share a number of characteristics. These core competencies 

apply to all members of the health care workforce, irrespective of discipline. 

The five core competencies were identified following a process that 

included document review and international expert agreement. Determina-

tion of the competencies included a review of the literature on educational 

reform for health care providers and health care for chronic conditions. 

In addition, various professional organizations’ published standards and 

discipline-specific competencies were examined. Throughout the process, the 

emphasis was on the identification of competencies that addressed the needs 

of patients and their families. Common competencies across a variety of pro-

fessional groups (including family physicians, nurses, pharmacists, dentists 

and allied health workers) were identified and described in a draft document. 

International professional councils, educational leaders, patient advocacy 

groups and experts in the care of patients with chronic conditions, reviewed 

the draft and made suggestions resulting in a final list of core competencies. 
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Background 

The world is experiencing a rapid rise in chronic health problems to the 

extent that chronic conditions now account for over half of the global disease 

burden (6). Previously, acute infectious diseases were the primary focus of 

the health care workforce in every country. However, during the last century, 

advances in medical science, technology and public health, such as immuni-

zations, sanitation, housing and education, have contributed to a decrease in 

acute diseases. As a result, life expectancy has risen during this period. 

Because people are living longer, they have the opportunity for 

extended exposure to risks that promote the development of chronic con-

ditions. For example, unhealthy behaviours that have escalated due to 

aggressive marketing of tobacco, alcohol and unhealthy foods, increase the 

likelihood of the onset of many chronic conditions (7). Physical inactivity is a 

significant risk factor for chronic conditions as is poverty (1), which contin-

ues to affect a large percentage of the world’s population and is inextricably 

intertwined with chronic health concerns. Public and social policies do not 

consistently promote health and support strategies to prevent the develop-

ment of chronic problems. Clearly, the determinants of chronic conditions 

are complex: multifactoral and multisectoral.
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While the world is experiencing a rapid escalation in chronic health 

problems, training of the health care workforce has, generally, not kept 

pace. Many authors have noted that the training, education, and skill 

set of today’s health care personnel is not adequate to manage patients 

with chronic conditions (1, 2, 8–11). Moreover, while providers currently 

treat patients with diabetes, asthma and heart disease as a matter of rou-

tine, they report that their preparation for coordinating care and educating 

patients with chronic conditions is inadequate (12).

The reason for the ill-prepared workforce is straightforward: Caring for 

patients with chronic conditions is different from caring for patients with 

episodic illnesses, and the workforce is better prepared to care for the lat-

ter. Patients with chronic health problems need care that is coordinated 

across time and centred on their needs, values and preferences. They need 

FIGURE 1. The Innovative Care for Chronic Conditions Framework (1).
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self-management skills to ensure the prevention of predictable complica-

tions, and they need providers who understand the fundamental difference 

between episodic illness that is identified and cured, and chronic conditions 

that require management across many years. 

Reform in training the workforce is only one component of the more 

general health care system reform that is needed to improve care for 

patients with chronic conditions. To create a well functioning health care 

system, reform is necessary at multiple levels; WHO has provided a concep-

tual framework to address this pressing need of improving care for chronic 

conditions (see Figure 1). The Innovative Care for Chronic Conditions (ICCC) 

Framework (1) is an expanded, internationalized adaptation of the earlier 

Chronic Care Model developed by Wagner and colleagues (13). The frame-

work outlines the components necessary to improve care for patients across 

multiple levels of the health care system: the general policy environment, 

the health care organization and community, and the patient-care level. 

Optimally, patients and their families are the centre of the system, commu-

nities connect with health care organizations, and these relationships work 

best when enveloped within a policy environment that organizes the values, 

principles and general strategies of governments working to reduce the 

burden of chronic conditions. 

The ICCC Framework is a starting point for overall health care system 

improvement. It describes the essential components necessary to improve out-

comes associated with chronic conditions. However, transformation in health 

care organizations is impossible without transformation in the workforce 

that provides the care. The current document is restricted to this single topic: 

training reform for the workforce that cares for patients with chronic health 

concerns. Clearly, education and training are not the sole answers to improv-

ing care for patients; however, they are essential components of the solution.
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The need for a new perspective

Health care for patients with chronic conditions requires a fundamen-

tal change in perspective from the familiar approach, which evolved out of 

treating acute illnesses. However, shifting from the prevailing perspective 

to one of planning health care over years or a lifetime is a significant chal-

lenge to the workforce and educational leaders alike. The magnitude of 

the challenge eases somewhat with the knowledge that chronic conditions 

share many common features. In fact, comparable management strategies 

are effective across all chronic health problems, making seemingly dispa-

rate conditions such as heart disease, diabetes, disabilities and depression, 

far more alike than different. Whereas biomedical treatment is dependent 

upon the unique features of a specific disease, the general components of 

health care for chronic conditions – meaning its organization and delivery, 

and provider disease management skills – are essentially the same. These 

components include: a well defined care plan, patient self-management, 

scheduled follow-up appointments, monitoring of outcome and adherence, 

and step-by-step treatment protocols (14–20). 

Concisely, patients with chronic conditions need health care that 

emerges from a longitudinal perspective with an emphasis on prevention 

(21). Providers need vigilance regarding two types of prevention: prevent-

ing the occurrence of chronic conditions in the first place, and preventing 

predictable complications of chronic conditions through optimal treatment 

and management of chronic conditions once they have occurred. Self-

management and collaboration are essential features of this care (22). 
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Core competencies for caring for 
patients with chronic conditions

A reconceptualization of patient care translates into the need for a new 

set of workforce competencies. This expansion does not invalidate the 

need for existing competencies, such as the practice of evidence-based and 

ethical care. Rather, it underscores the growing need for new competencies 

to complement existing ones. 

First, the workforce needs to organize care around the patient, i.e. adopt 

a patient-centred approach. This focus has been described as one in which 

the provider “tries to enter the patient’s world, to see the illness through 

the eyes of the patient” (23). Second, providers need communication skills 

that enable them to collaborate with others. They need not only to partner 

with patients, but to work closely with other providers and join with com-

munities to improve outcomes for patients with chronic conditions. Third, 

the workforce needs skills 

to ensure that the safety 

and quality of patient 

care are continuously 

improved. Fourth, the 

workforce needs skills 

that assist them in moni-

toring patients across 

time, using and sharing 

information through 

available technology. 

Finally, the workforce needs to consider patient care and the provider’s role 

in that care from the broadest perspective, including population-based care, 

multiple levels of the health care system, and the care continuum. 

How can educational leaders and other stakeholders ensure the work-

force gains adequate expertise in these new areas? A practical place to 

begin is to define and build consensus around a set of core competencies. 

This publication proposes the five basic competencies that apply to all mem-

bers of the workforce caring for patients with chronic health problems, as 

outlined in Table 1 (see next page).
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These core competencies have the potential to shift current thinking 

about providing care for patients with ongoing health problems and, in 

turn, to reform the training and preparation of the health care workforce. 

The five competencies do not replicate or preclude established core com-

petencies (2, 4, 24–26). Rather, these core competencies augment existing 

knowledge and skills to provide better care for patients living with chronic 

health problems. 

TABLE 1:     CORE COMPETENCIES DESCRIBED IN THIS PUBLICATION

1. Patient-centred care

• Interviewing and communicating effectively

• Assisting changes in health-related behaviours

• Supporting self-management

• Using a proactive approach

2. Partnering

• Partnering with patients

• Partnering with other providers

• Partnering with communities

3. Quality improvement

• Measuring care delivery and outcomes

• Learning and adapting to change

• Translating evidence into practice

4. Information and communication technology

• Designing and using patient registries

• Using computer technologies

• Communicating with partners

5. Public health perspective

• Providing population-based care

• Systems thinking

• Working across the care continuum

• Working in primary health care-led systems
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Core Competency 1: 

 Patient-centred care

A shift in training from provider-centred to patient-centred care is a com-

petency specifically recommended by several health care disciplines and 

professional bodies (2, 4, 9, 27–29). Emphasis on this core competency 

alone has the potential to transform health care. Centring care upon the 

patients allows their values, preferences, needs and expertise to direct care 

for the chronic problems with which they live. 

Patient-centred care is broad in scope and requires a multitude of skills 

of the workforce. The components of patient-centred care include: 

• identifying, caring about and respecting patients’ preferences, values, 

differences and expressed needs 

• coordinating continuous and timely care

• relieving pain and suffering

• listening and communicating

• providing education and information

• sharing decision-making and management

• preventing disease, disabilities, and impairments

• promoting wellness and healthy lifestyles (2).
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Patient-centred care improves outcomes: satisfaction with care increases 

and adherence to medical recommendations improves when patients are 

actively included (22, 30).

In effect, by increasing the focus on the patient, patient-centred care 

strengthens the role of patients in managing their health problems. From 

this perspective, patients and their families become experts in their own 

care and needs, and develop as the principal caregivers for their problems 

(22, 31). In patient-centred care, patients shift from being passive recipients 

of care to being active decision-makers. 

1.1  Interviewing and communicating effectively 

To focus care on the patient, the workforce needs communication 

skills that elicit information from the patient’s point of view, instil confi-

dence in the confidentiality of the interaction, and meet the patient at his 

or her unique level of understanding. The workforce needs to be trained 

to enquire comfortably about patients’ concerns, emotions, social situa-

tions and behaviours (32). Providers need sufficient training in interviewing, 

which will enable them to identify potential problems, and allow patients 

to express – without judgement – their values and preferences for care (11). 

Cultural issues and the patient’s ability to comprehend health information, 

sometimes called “health literacy level” (3), are more likely to be identified 

during an interview that creates a supportive context and encourages ques-

tions from patients. In some cases, interpreters and/or culturally appropriate 

techniques will be indicated (33). In other circumstances, it will be necessary 

to share written materials that use graphics and simple words (34).

1.2  Assisting changes in health-related behaviours 

Incorporating patients as active and equal partners in their care requires 

a workforce capable of supporting patients’ efforts in changing their 

behaviours to improve health and to manage chronic conditions. Assist-

ing patients to change health-related behaviours is especially important, 

because research on the complex determinants of health and illness increas-

ingly points to the role of patients’ daily behaviour and decision-making (35). 

Daily decisions (e.g. eating, physical activity, taking medications, monitor-

ing symptoms, etc.), which to varying degrees are influenced by broader 

social and environmental determinants, can affect the onset, delay or total 

prevention of associated complications (36). The workforce needs a skill 
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set that will aid patients in changing their behaviours in order to improve 

health and quality of life (3). Although the determinants of health-related 

behaviours extend far beyond the confines of the health care setting, the 

health care workforce can influence how patients behave in their commu-

nities. They can provide patients with information about the behaviours 

that will improve their health, prevent chronic conditions or delay com-

plications once a chronic condition has occurred (11). Mounting evidence 

demonstrates that primary care physicians can assist patients in chang-

ing behaviour using a variety of proven techniques (37, 38). Providers can 

use verbal counselling strategies (e.g. eliciting comments from patients 

about making changes versus allowing patients to describe reasons for not 

changing) to increase the motivational level of patients considering health-

promoting behaviours (39).

1.3  Supporting self-management

Patients with chronic conditions require a variety of self-management 

abilities to control symptoms and minimize complications. The workforce 

needs to be well-versed in these skills so that they can impart them to 

patients without hesitation and as a matter of routine quality care. Patients 

will benefit from a set of cognitive and behavioural self-management skills 

to minimize complications or delay their onset entirely, including: 

• coping skills (i.e. managing emotions related to chronic conditions)

• goal setting for specific and moderately challenging behaviours

• self-monitoring (i.e. keeping track of behaviours)

• environmental modification (i.e. creating a context to maximize success)

• self-reward (i.e. reinforcing one’s behaviour with immediate, personal and 

desirable rewards)

• arranging social support (i.e. gaining the support of others).

©
 W

OR
LD

 B
AN

K

P
at

ie
n

t-
ce

n
tr

ed
 c

ar
e



Preparing a health care workforce for the 21st century24

1.4  Using a proactive approach 

Another component of patient-centred care is attention to and coor-

dination of care across time. Care for chronic conditions is continuous 

and ongoing, and as such, the workforce must be competent in conduct-

ing, planning and ensuring that patients receive scheduled follow-up visits. 

During follow-up visits, the workforce can employ skills to monitor patients’ 

response to treatment, and adherence to negotiated care plans. Patients’ 

behavioural self-management efforts can be rewarded, problem-solving 

can be assisted, anticipated difficulties can be reviewed, and solid, long-

term patient-provider relationships can grow. 

In summary, systematic reviews show that patient-centred care results in 

increased adherence to care plans, reduced morbidity, and improved qual-

ity of life for patients (40). A patient-centred approach to care could be 

especially important in low-resource contexts where the health care work-

force, medications and equipment are in limited supply, and where wasted 

resources have a particularly adverse impact. Ultimately, the success of the 

health care workforce and health care organizations depends upon the 

extent to which they can focus care on using the patients’ perspective to 

increase their engagement in continuing and/or adopting behaviours that 

best promote health and delay complications related to chronic conditions.

Chronic obstructive pulmonary disease is a major 
public health problem. Approximately 40–50% 
of COPD patients discharged from hospitals are 
readmitted during the following year, and 17% 
of COPD patients discharged from emergency 
departments require hospitalization. Innovative 
home-based services to support selected groups 
of COPD patients have shown safety, efficacy and 

cost-containment, but the role of case manage-
ment programmes in improving health service 
utilization and health status in clinically stable 
COPD patients were inconclusive. 

A multicentre randomized clinical trial conducted 
in seven city hospitals in Quebec, Canada, 
showed that a continuum of self-management 

CASE EXAMPLES:       PATIENT-CENTRED CARE

Canada:
Supporting self-management/Using a proactive approach for COPD (41)

(Continues on next page…)
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for advanced, clinically-stable COPD patients 
provided by trained health professionals, can sig-
nificantly reduce the utilization of health care 
services, and improve health status. 

The intervention consisted of a comprehen-
sive patient education programme administered 
through weekly visits by trained health profes-
sionals over a two-month period, with monthly 
follow-up by telephone. The primary outcome 
during the 12-month follow-up period was 
number of hospital admissions. Secondary out-
comes included emergency visits and patient 
health status. Patients had at least one hospi-
talization for COPD exacerbation in the previous 
year. They were elderly, not highly educated, 
with severe lung function impairment and signifi-
cant comorbidities (cardiovascular 45%, diabetes 
22%, and gastrointestinal 27%). 

Hospital admissions for exacerbation of COPD 
were reduced by 40% in the intervention group, 
as compared with the control group. Hospital 
admissions for other health care problems, emer-
gency room visits and unscheduled physician 
visits, showed significant reductions in the self-
management group as well. A beneficial impact 
of the intervention on health-related quality of life 
was also observed, and maintained at 12 months. 

The study showed that case management 
promoted continuity, communication and collab-
oration among the patient, the family and health 
care providers, and made a positive impact on 
outcomes. Because the approach does not require 
highly specialized resources, it can be easily 
implemented within normal practice by profes-
sionals as an integral part of the long-term care of 
patients with moderate to advanced COPD. 

Self-management for people with chronic disease 
is now widely recognized as a necessary part 
of treatment. The community-based Chronic 
Disease Self-Management Programme (CDSMP) 
is the most widely accepted self-management 
patient education programme worldwide, 
because it is designed to meet the needs of 
patients who have more than one chronic 
condition, and it is taught by trained lay leaders.

Noncommunicable diseases – primarily heart 
disease, stroke, cancer, and lung disease – were 
responsible for 81% of the deaths in China in 
1996 and accounted for a major portion of total 
health care costs. Prevention and management 
of chronic disease is an urgent primary health 

problem to be addressed in Shanghai. The ina-
bility of current major health care systems to 
deal with chronic conditions calls for prompt 
policy action and new approaches to people with 
chronic conditions. A Chinese CDSMP, and its 
locally-based delivery model, were developed in 
Shanghai from 1999 to 2001. A randomized con-
trolled trial with 954 participants demonstrated 
that the Shanghai CDSMP improved participants’ 
health behaviour, self-efficacy and health sta-
tus, and reduced the number of hospitalizations 
after six months. Until now, the programme has 
been implemented in 13 communities and six 
districts of Shanghai, and is being replicated in 
other cities.

China:
Supporting self-management (42)

(Case examples continue on next page…)

(Continued from previous page)
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The Clínica y Hospital de Especialidades, a small 
rural hospital located in the town of Nuevo 
Laredo, Mexico, delivers health care that reflects 
an organizational philosophy of “service to 
patients” as the determinant of quality care. Its 
organizational chart identifies the patient and 
family at the top, directly supported by hospital 
personnel whose purpose is to attend to human 
needs first, and medical needs second. Patients 
and visitors are greeted at the door of the hos-
pital, where they receive information without 
having to seek it out. Patient rooms have a sepa-
rate area for visitors. 

Diagnostic and administrative technology is less 
noticeable throughout the Clínica than in many 
other health care organizations. A few comput-
ers are available, but charting, scheduling and 
record keeping are mostly with paper and pencil. 
Physicians’ offices and laboratories are equipped 
with all the necessary tools to support common 
patient problems. If patients present concerns 
that require further investigation, however, they 
are referred to another level of care. Rather than 
emphasizing high technology care, the central 
focus of care is the patients and their families. 
The driving goal is “that patients should be made 
whole again, in all aspects of their lives.” 

Mexico:
Reorienting care around patients (43)

WHO’s Integrated Management of Adolescent 
and Adult Illness (IMAI) project is aimed at 
providing simplified guidelines for care of adoles-
cents and adults by multipurpose primary-level 
facility health workers in low resource settings 
with a high prevalence of HIV/AIDS. 

Because the management of chronic conditions 
(including HIV/AIDS) requires active participa-
tion of patients, the IMAI General Principles of 
Chronic Care are focused on equipping health 
care workers to provide patient-centred health 
care. Specifically, the guidelines and related train-
ing materials prepare health care workers to 
solicit patients’ concerns and preferences, work 

in collaboration with patients to decide specific 
goals and treatment plans, and support patients 
in their daily efforts for prevention, medication 
adherence and self-management. Focusing on 
the patient in this way constitutes an important 
shift in current clinical practice. 

Early results indicate that the ‘5As’ approach 
(assess, advise, agree, assist and arrange) to 
patient-centred health care, which is embedded 
in the IMAI, is understandable and usable by pri-
mary-level health workers. Physicians, nurses and 
lay providers have been trained in Burkina Faso, 
Burundi, Ethiopia, the Sudan and Uganda.

World Health Organization:
Integrated Management of Adolescent and Adult Illness: 

Interviewing and communicating effectively/  
Assisting changes in health-related behaviours  (44)
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 Partnering

Health care for chronic conditions is a complex interaction of people and 

other factors around the patient. To enhance care coordination and health 

outcomes, providers need partnering skills as a core competency. This 

includes the ability to partner with patients, and to join with patients’ fam-

ilies. Other health care providers are also part of the interaction: those who 

care for the patient across time, in different settings, from different disci-

plines and for different comorbid health concerns. 

When health problems are 

chronic, coordination of care 

becomes a high priority. Care 

must be organized and coordi-

nated over time, among pro-

viders and across settings. In 

addition, the health care work-

force will benefit patients by 

partnering with and under-

standing the communities in 

which patients live and make 

daily decisions about their 

health and chronic condition 

management. Patients’ needs 

do not always match with services available in one institution. Partnerships 

have the potential to address problems that a single entity, or health worker, 

cannot resolve alone (45).

Communication is the essential element in successful partnering, but it 

involves more than a friendly personality. Communication is comprised of a 

set of skills that can be taught, learned and maintained (46). A basic set of 

communication skills will prepare the workforce to collaborate effectively 

with others – patients, providers, and/or communities. These skills include 

the ability to: 

• negotiate

• share decisions

• collectively solve problems

• establish goals

Core Competency 2: 
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• implement action

• identify strengths and weaknesses

• clarify roles and responsibilities

• evaluate progress. 

The application of these general partnering skills with patients, other 

providers and communities follows. 

2.1  Partnering with patients

“Health care is relationship-centred (4).” Providers need communica-

tion skills that allow them to share power and involve patients in all aspects 

of health care decision-making. This concept overlaps somewhat with 

the competency of patient-centred care, and a shift toward equality of 

power and responsibility between patients and providers has been advo-

cated by some for decades (47). Today, empirical evidence supports an 

egalitarian relationship: shared patient-provider power and improved clin-

ical outcomes are correlated (48). Sharing power with patients creates an 

atmosphere in which patients mutually participate in care. When informa-

tion about treatment, goals and expected outcomes is shared with patients, 

they are prepared to take greater responsibility (49). 

2.2  Partnering with other providers

The ability to work with other health care providers, both within and 

across professional disciplines, is an important area of reform identified 

by a number of professional bodies (2, 4, 8, 25, 27, 50, 51). When health 

care providers collaborate and work together, outcomes for patients with 

chronic conditions improve (13, 22, 52–57).

To be competent in collaborating with each other, providers need skills 

that promote cooperation, communication and the integration of care. 

To do this, the health care workforce must work interdependently, while 

demonstrating mutual respect, trust, support and appreciation of each disci-

pline’s unique contribution (4). Training in basic group skills, such as problem 

identification, negotiation and conflict resolution, future planning, and role 

and responsibility identification, is necessary for adequate functioning (2).
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2.3  Partnering with communities

Creating and maintaining partnerships with communities is a compe-

tency recommended by several groups (4, 24, 58). Health care for patients 

with chronic conditions is improved when there are links between health 

care organizations, patients and their families, and community resources 

(22). Community partners can be as diverse as employers, academic insti-

tutions, civil society groups, media representatives, government bodies, 

patient advocacy groups and faith-based organizations. The health care 

workforce needs partnering skills that promote the development of patient 

referral pathways between the health care setting and community organi-

zations. Communication skills that nurture and maintain these partnerships 

are also crucial. 

Developing the competency to partner with the community will help to 

redistribute responsibility between the health care system, and the neigh-

bourhoods and villages in which patients spend the majority of their time. 

In fact, the Pew Commission (4) suggests that health care professionals 

“embrace individuals, families, and communities as full and equal partners 

in health care decisions and provide them with the information they need 

to consider available alternatives and make informed choices.” The ICCC 

Framework (see Figure 1) identifies community partners as equally impor-

tant as the patient (and his/her family) and the health care workforce. This 

triad makes up the centrepiece of the ICCC Framework’s internationally rel-

evant model of health care for chronic conditions. 
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The life expectancy of Australian Aborigines is 20 
years less than the rest of the Australian popula-
tion. Sixty-six percent of the premature deaths 
are due to chronic conditions, such as diabetes, 
hypertension and renal disease. These condi-
tions are related in that they share risk factors and 
markers, are easily and cheaply diagnosed, and 
respond to standard treatments. 

The Australian Chronic Disease Outreach 
Programme on the Tiwi Islands serves as a model 
of best practices to other communities and coun-
tries. Critical components of the programme 
include: 

• eliciting the concerns of the community when 
setting priorities;

• developing partnerships with remotely located 
health care teams (providing them with educa-
tion and information systems);

• performing simple diagnostic tests, using 
health care workers to interpret them (this 
allows for immediate feedback and education 
of the patient);

• treating according to evidence-based guide-
lines, using medications in a sequence of 
increasing intensity.

Positive clinical outcomes

• blood pressure is monitored in 75% of people 
with previously unrecognized hypertension;

• haemoglobin A1C is tested in 91% of people 
with diabetes;

• savings in dialysis avoided (mean treat-
ment time 2.1 years) AUD$ 700 000 to 
AUD$ 3.1 million;

• hospitalizations have declined.

Programme successes

• The Federal Government now allows health 
care workers to bill for their services on behalf 
of their clinic. 

• The information and communications tech-
nology (ICT) systems for primary care are 
provided free of charge to all communities by 
the Federal Government.

• Aboriginal communities access medicines 
through federally-funded pharmaceutical 
benefits.

• Screening and treatment guidelines are offi-
cially incorporated in the protocols of primary 
care in each region and in national guidelines.

CASE EXAMPLES:       PARTNERING

Australia:
Partnering with other providers and communities (59)

(Case examples continue on next page…)
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Finland:
Partnering with patients, other providers, and communities (60)

The Diabetes Programme for Pharmacies (DPP) 
is a supplementary programme under the 
Development Programme for the Prevention 
and Care of Diabetes (DEHKO). DEHKO has been 
nationally organized by the Finnish Diabetes 
Association to address the increase in type 2 
diabetes. Pharmacies collaborate with other 
health care providers and patient groups to 
establish best practices. Such practices involve 
participating pharmacies hosting a contact 
person to liase between the Association of 
Finnish Pharmacies and the pharmacy. Tasks 
include: maintaining internal diabetes training 

within pharmacies, the provision of an annual 
report, and standardized local-level follow-up 
on a yearly basis. Because patients with diabetes 
visit pharmacies approximately six times a year, 
these visits can be crucial opportunities in disease 
supervision with regards to obtaining information 
on the correct usage of medication, as well as 
being guided in self-management techniques. 
DPP aims to promote more effective treatment 
for type 2 diabetes by emphasizing prevention 
of the disease, and making diabetes an issue for 
pharmacies to address daily.

The WHO Practical Approach to Lung Health (PAL) 
programme is a coordinated strategy for the man-
agement of respiratory diseases that relies on the 
standardization of care practices and coordination 
between different levels of care. Four diseases are 
the primary focus of the PAL strategy: tuberculo-
sis, acute respiratory infections, asthma and COPD.

Since its inception in 1997, the PAL programme 
has developed guidelines, study protocols, train-
ing and other materials for their implementation 
in low- and middle-income countries.

Morocco figures prominently in the list of 
early adopters of the PAL approach as a way of 

extending the outstanding success of its national 
tuberculosis programme to other respiratory 
conditions. With a good partnership between 
the public and private sectors, Morocco exhib-
its tuberculosis detection and treatment rates of 
90%, with low prevalence of primary drug and 
multi-drug resistance.

PAL guidelines adapted to the country context 
were introduced in primary care centres with a 
focus on respiratory symptoms rather than on 
diseases. They proved to be useful for general 
practitioners and nurses through the increased 
standardization of patient management, and 

Morocco:
Partnering with other providers for the integrated management of 

respiratory diseases (61)

(Continues on next page…)
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the rationalization of the prescription process. 
Furthermore, clear criteria for referral helped to 
allocate resources to patients in a more cost-
efficient way.

At the secondary health care level, the Moroccan 
PAL strategy defines care paths that ensure 

the adequate continuum of care with a special 
emphasis on chronic respiratory conditions. 
The guidelines also include indicators for the 
evaluation of referrals. The country government 
has additionally supported the development of an 
information system for data collection and analysis.

Alexandra Health Centre and University provides 
free health care, medications and education. 
Services include a 24-hour casualty and maternity 
unit, chronic disease service, antenatal/gynaeco-
logical/family planning clinic, outreach services/
satellite clinics, and outpatient/labour unit.

Providers and patients 
routinely face poverty 
and violence in this com-
munity, and supportive 
services are constantly 
under development. 
Collaborative attempts to 
address the serious con-
cerns in the community 
have resulted in ‘Meals 
on Wheels’ services, pro-
grammes for child abuse, 
and programmes for male health and sexually 
transmitted infections. Although collabora-
tive practice is a necessity for the providers, the 
extended collaboration with the community has 
provided a model of integrated health service 
delivery that has persisted over seven decades.

Nurses and nurse practitioners provide the 
majority of assessments, examinations, and eval-
uations to over 1000 patients daily. Consultation, 
back-up, and referral are available through col-
laboration with physicians and medical students. 
Further collaboration occurs with the pharmacist 
and pharmacy students, physical therapists, occu-

pational therapists, social 
workers and volunteers.

The development of part-
nerships, collaboration 
and teamwork are the 
basis of the care provided 
at the centre. Trust is the 
key element to ongoing 
quality collaborative 
practice. 

Positive outcomes

• shared expertise and knowledge for improved 
health care delivery

• balanced responsibility among partners and 
increased uniformity of care

• expanded health care services to the population.

South Africa:
Partnering with other providers and communities (62)

(Continued from previous page)
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 Quality improvement

Quality improvement is a competency recommended by several health-

related professional bodies (2, 4, 25, 27, 50, 58, 63). It is a broad concept, 

but continuous quality improvement captures an approach and attitude 

towards health care that is essential in the context of chronic conditions. In 

general, quality improvement requires the health care workforce to be clear 

about the outcomes they are working towards; to know which changes 

would lead to improvements; and to know how to evaluate their efforts 

(64). In addition, it requires them to translate evidence from their own 

improvement efforts, and those of others, into practice. 

Patient safety and efficiency of service delivery are embedded in the 

quality improvement competency. Errors, waste and inefficiencies in health 

care are well documented (11). However, a growing body of literature 

describes quality improvement methods as effective in mitigating errors, 

reducing waste, increasing efficiency and minimizing delays in diagnosis 

and treatment (65–67). A workforce of health care providers needs to pos-

sess the abilities outlined herein to ensure quality improvement. 

Core Competency 3: 
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3.1  Measuring care delivery and outcomes

A number of specific skills are necessary to enable the workforce to 

apply quality improvement approaches in their work. They need the ability 

to design and test interventions with the goal of improving quality, safety 

and efficiency. The workforce also needs the ability to measure quality in 

terms of the structure, process, and outcomes of care. Quality improvement 

skills include knowing how to assess current practices and compare them to 

new practices that might produce better outcomes. The workforce needs 

to be able to identify errors in care and apply basic safety design principles 

such as standardization and simplification of processes to reduce hazards 

(11, 50, 68).

3.2  Learning and adapting to change

Continuous quality improvement requires an attitudinal element, in 

addition to the basic measurement skills outlined above. The ability to 

accept change and strive continuously to make things better for patients 

may be an equally important aspect of this core competency. Rapid 

advances in scientific knowledge, technology, population demographics 

and health care systems make it clear that mastering today’s content areas 

in health care will not adequately prepare the workforce for managing 

tomorrow’s changing health care problems. 

The health care workforce not only needs to be capable of accepting 

change and managing it, but also to be prepared to embrace change and 

capitalize upon it. The success of health care systems depends on a flexible, 

innovative and adaptive workforce (4, 8, 69). All members of the workforce 

must have these competencies, or risk losing autonomy and influence. 

3.3  Translating evidence into practice

The concept of evidence is not limited to randomized clinical trials. This 

competency includes the ability to integrate all sources of knowledge and 

evidence into practice. Randomized clinical trials are part of this evidence, 

but clinician experience and patient circumstances should also be incorpo-

rated (2). Evidence from quality improvement efforts is also included here. 

Health care workers should understand the value and rationale behind 

translating evidence into practice. They need to have the skills to formulate 

questions, know where and how to find relevant answers, and integrate 

this information into patient care. 



The challenge of chronic conditions 35

The monitoring system for quality of care in 
Mexico indicated that in 2000, only 34% of 
persons with diabetes who were receiving 
care were reported to have adequate glycemic 
control. As a result, in 2001, diabetes was added 
as a health priority, and a collaborative initiative 
between the Pan American 
Health Organization (PAHO)/
WHO and the Secretary of 
Health of Mexico (offices of 
Diabetes Action Programme 
from the Sub-Secretary of 
Disease Prevention and 
Control and the Sub-Secretary 
for Quality and Innovation). 
The Veracruz Initiative 
for Diabetes Awareness 
Project is the pilot phase of 
this initiative and is being 
conducted in five primary 
care centres. The coverage 
of the initiative is planned to 
expand nationally as part of a much larger service 
improvement campaign called “The Crusade for 
Quality Improvement”.

A health technology assessment was conducted 
to identify the gaps in current health care 
practices for chronic conditions compared to best 
practice evidence, based on the Chronic Care 
Model, and to decide on priorities for a quality 
improvement package for change. 

The goals of the project are to:

• improve capacity and knowledge of diabetes 
care among providers

• develop patient support groups
• improve glycemic control
• prevent diabetic complications.

Outcomes of the pilot project:

• organization of collective medical visits for 
diabetic clubs

• use of lay health promoters to carry out 
diabetes education

• in-service training of primary care providers on 
diabetes management.

CASE EXAMPLES:       QUALITY IMPROVEMENT

Mexico:
Measuring care delivery and outcomes/ 

Learning and adapting to change (70)

(Case examples continue on next page…)
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Oman is a relatively small country, 92% of which 
is desert, with a population of 2.5 million. In 
1970, morbidity and mortality rates were high, 
and major communicable and infectious diseases 
were prevalent; the average life expectancy was 
49 years. Health care services included two small 
hospitals and nine clinics. 

Between 1970 and 2000, Oman underwent a 
quality improvement redesign of its health care 
system, and made a commitment to providing 
its citizens and residents with quality health care. 
The following strategies were initiated:

• The Ministry of Health assessed the health-
related human resource requirements, 
including the availability and training needs of 
personnel.

• Policy analysis and recommendations were 
made to align policies to be supportive of 
health initiatives.

• Research studies, planning exercises, and 
evaluations of the recommendations were 
undertaken.

Positive outcomes

• in 2001, the Oman health system ranked first 
among 191 WHO Member States for efficiency; 
eighth for overall health system performance;

• in 2002, there were 48 hospitals and 128 health 
centres;

• a decentralized primary health care system was 
developed;

• programmes for health promotion, disease 
prevention, treatment, data collection/evalu-
ation/feedback, and safety were coordinated, 
and intersectoral collaboration was established.

Oman:
Measuring care delivery and outcomes/ 
Learning and adapting to change (71, 72)

(Case examples continue on next page…)
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The Global Initiative for Chronic Obstructive Lung 
Disease report states that because of its wide-
spread use and reproducibility, spirometry is the 
test of choice for determining airflow limitation. 
Performing a spirometry test is an easy, inexpen-
sive way to detect COPD in a preclinical phase, 
providing health professionals and patients with 
an opportunity to avert further progression of the 
disease.

Nonetheless, spirometry is not frequently per-
formed in primary care settings, despite the fact 
that most commercially available spirometers 
incorporate quality control software that checks 
for the correct administration of the test. 

Several experiences illustrate the benefits of 
adopting a COPD screening strategy using 
spirometry:

• In a pilot programme in the Netherlands, 
spirometry was performed on 651 smokers in 
two semi-rural general practice offices. The 
researchers reported that a new COPD case per 
week was identified, if at least one adult smoker 
was tested every day.

• In Poland, a prevention programme carried out 
since 2001 included the performance of spirom-
etry in outpatient facilities. Twenty-five percent 
of the 11 000 tested patients with a tobacco use 
history presented airflow limitations compati-
ble with early COPD stage. A smoking cessation 
programme was implemented in these 
patients. One year later, airflow limitation was 
found in only 50% of these patients. Smoking 
cessation rate was significantly higher in those 
patients who had initially presented abnormal 
spirometry results showing moderate or severe 
airflow limitation.

• A COPD case-finding programme in the state 
of Vermont in the United States found that 
participation by health workers in one-hour 
workshops could be sufficient for making a shift 
in some medical practices towards a greater 
adoption of spirometry for regular screening 
and diagnosis.

A worldwide comprehensive action plan to 
achieve extensive use of high quality forced 
spirometry in primary care is clearly a priority to 
improve patients’ health management.

The Netherlands, Poland 
and the United States

Translating evidence into practice for COPD (73,74)

(Case examples continue on next page…)
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Tula Oblast in the Russian Federation is an indus-
trial town in which many residents previously 
received health care through factory-based clin-
ics. A number of factories closed, leaving patients 
without access to services. Cardiovascular disease 
is a leading cause of death in Tula Oblast, account-
ing for 55% of adult mortality. Hypertension prev-
alence is estimated at 27%, and is considered a 
primary contributor to this mortality rate. 

To address this challenge, in 1998, the United 
States Agency for International Development’s 
Global Quality Assurance Project, together with 
the Central Public Health Research Institute 
of the Russian Ministry of Health and the Tula 
Oblast Health Authority, embarked on improv-
ing care for patients with hypertension, under the 
Health Committee of the America-Russia Joint 
Commission for Economic and Technological 
Cooperation. Five health care facilities, each with 
a multidisciplinary team of staff responsible for all 
clinical functions, were involved in the decision-
making and planning of the project. 

Goals included: 
• developing evidence-based guidelines for 

hypertension care at the primary care level
• changing the delivery of care for hypertension 

to reflect the new guidelines
• promoting healthy behaviours to prevent the 

complications of hypertension
• reallocation of financial and human resources to 

facilitate implementation of these services.

Positive outcomes
• seven-fold increase in number of patients man-

aged at primary care level
• 70% success rate in controlling hypertension
• 85% reduction in admissions for hypertension
• net savings for overall hypertension care costs 

of 23%.

This quality improvement project was then 
expanded Oblast-wide during Phase II 
(2000–2002) to all 289 general practitioner prac-
tices covering the whole population of Tula 
Oblast, and Phase III (national scale up) was 
launched in December 2002.

Russian Federation:
Learning and adapting to change/Translating evidence into practice (75)
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 Information and communication  
 technology

This core competency calls 

for the workforce to have 

the skills needed to use 

information and commu-

nication technologies to 

support patient care. Infor-

mation systems – from 

paper and pencil records 

to sophisticated electronic 

databases – are essential for 

organizing and monitoring 

patients’ responses to treat-

ments and outcomes. Com-

munication systems allow the exchange of timely patient information with 

other providers, who may be in other settings. Several professional bodies 

have recommended that the health care workforce be capable of using infor-

mation and communication systems to improve care for patients (2, 4, 39, 76).

4.1  Designing and using patient registries

Information technology is commanding an increasingly important role 

in the health care arena. For example, some health care systems have elec-

tronic patient registries that signal and update the workforce about care 

plans, remind them of outreach efforts, and help to monitor patients’ 

responses to treatment. However, information systems and patient regis-

tries do not have to be expensive. A system can be as simple as a paper and 

pencil-based record of patients with chronic conditions, including pertinent 

markers about their care. Simple information systems, if designed properly, 

can serve the same basic functions as sophisticated systems by monitor-

ing the incidence and prevalence of conditions in the clinical population, 

monitoring individual patients’ treatment and outcomes, and reminding 

providers about care plans. 

Core Competency 4: 

PHOTO CAPTION
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The concept underlying this core competency is to use information sys-

tems, regardless of how plentiful the resources or advanced the technology 

might be, to enhance the care of patients with chronic conditions. 

4.2  Using computer technologies

The use of computer technologies in health care is widespread, even in 

the poorest health care systems (77). The so-called “digital divide” is shrink-

ing as developing countries increasingly have access to personal digital 

assistants, satellite technology (instead of relying on land lines), and global 

networks of providers (see Figure 2). Through these advances, information 

and evidence about health care can be shared, expertise of scarce specialists 

can be pooled, and care for patients can be integrated.

To leverage available technology, the health care workforce needs a 

number of basic skills recommended as necessary abilities (2):

• using word-processing and data analysis software

• searching online and internal databases

• retrieving and managing data

• being aware of data security systems related to the use of patient 

information. 

FIGURE 2. Projected Internet use in Africa (millions of users, 1995–2005)

Source:  International Telecommunications Union, 1 April 2004, http://www.itu.int/ITU-D/afr/statistics/projections.htm
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In addition, these basic skills can be used to enhance the knowledge 

base of the workforce by allowing them to participate in Internet-supported 

distance learning and continuing education opportunities. As computer 

technologies become increasingly available in developing countries, these 

competencies will become progressively more essential for providers.

4.3  Communicating with partners

Communication technology has created a variety of ways in which the 

health care workforce can communicate with patients, other providers, and 

community partners. For example, mobile phone use has increased so dra-

matically that in Africa the subscription rate for new mobile devices is two 

times that for fixed-line telephones (78). The potential to use mobile phone 

text-messaging technology to remind patients about appointments, medi-

cation refills, or test results, is virtually untapped. Moreover, global Internet 

use is expanding to the extent that there are more than 605 million users 

worldwide (78). This suggests that the workforce can increasingly commu-

nicate with partners via e-mail, and develop websites for their patients with 

chronic conditions. Advances in communication technologies do not render 

more traditional communication avenues ineffective – the workforce can 

continue to provide general health information to their patients and com-

munity partners using available media, such as television and newspapers. 
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A telehealth distance learning programme for 
mental health care was recently implemented 
and evaluated in a remote, rural region of Atlantic 
Canada. Urban mental health specialists provided 
training and support via satellite videoconfer-
encing and Internet, print and video resources 
to a range of rural health and community provi-
ders. The rural participants represented diverse 
professions including family medicine, nursing, 
physiotherapy, school guidance counselling and 
teaching. 

A total of 12 video-satellite conferences were 
held over a 14-month period. The specific 
topics were developed in response to a baseline 
needs survey, although the content was revised 

in accordance with local needs. For example, 
following an unusually high number of deaths in 
the community, two conferences were developed 
on managing death and bereavement. Other 
topics included depression, sexual abuse and 
coping with stress and burnout. 

Evaluation indicated that participants increased 
their knowledge and skills as a result of the pro-
gramme. Their knowledge of the roles and 
expertise of other professional disciplines also 
increased, as did their cross-disciplinary connec-
tions and referrals. These results suggest that 
telehealth technology can be used to facilitate 
training and promote interdisciplinary collabora-
tion in rural settings.

CASE EXAMPLES:       INFORMATION AND COMMUNICATIONS TECHNOLOGY

Canada:
Communicating with partners (79)

(Continued on next page…)

In 2001, an interactive web site for the general 
public was designed by a panel of doctors in New 
Delhi to provide patients with chronic conditions 
a place to learn about their conditions and post 
their questions. The web site editor-in-chief says 
they receive approximately 65–100 questions 
per day from all over India and neighbouring 
countries.

The Health Information Network India project 
was initiated by a broad partnership of some 40 

members comprised of United Nations agen-
cies, nongovernmental organizations, technical 
experts, national and state government depart-
ments, research and health service facilities, 
and the private sector, to address the prob-
lem of the health-related information gap. The 
project was piloted in primary and commu-
nity health centres in the states of Karnataka and 
Orissa, and supported the tuberculosis control and 
tobacco control programmes in research institu-

India:
Designing and using patient registries/Using computer technologies (80)

Information and communication technology has been introduced and taken shape 
in various ways in India. Three illustrative examples are described here.
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tions in Mumbai, Chennai, Bangalore and Delhi. 
Computers were upgraded, networks and Internet 
connections established, and  e-faxing, hand-
held computers and e-consultations introduced. 

Both the government and the private sector 
have invested in telemedicine projects with the 

help of the Indian Space Research Organization, 
which designated a domestic satellite solely for 
that purpose. As a result, some 20 clinics have 
been linked to the network, allowing for patient 
consultations, transmission of live surgical dem-
onstrations and educational training.

The health status of Uganda’s population is 
among the poorest worldwide because of various 
social, economic, environmental and infrastruc-
tural factors. The Ministry of Health has limited 
human and financial resources with which to 
address the many health care demands, and is 
critically aware of the need to minimize ineffi-
ciencies. The Uganda Health Information Network 
was created as part of the Health Sector Strategic 
Plan (2000/1–2004/5) to assist in the delivery of 
a basic health care package and national health 
information. 

Uganda:
Communicating with partners (81)
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By the year 2005, providers and researchers 
working in 214 subdistricts, 56 districts, and 
referral hospitals will be connected with national 
level institutions using hand-held computers 
connected to a cellular telephone network. The 
network is being tested in the Mbale and Rakai 
districts to facilitate data collection, share new 

research and continuing medical education mate-
rials, and disseminate treatment guidelines. The 
initial implementation will determine the support 
and training requirements, the ongoing cost and 
maintenance, and the establishment of protocols 
for optimal functioning of the system.

There is a general consensus that only a tiny 
fraction of the current information and communi-
cations technology developments are being used 
to efficiently support the process of health care. 

The work carried out by the Department of 
Veterans Affairs Medical Centre in Boston, the 
United States, illustrates this point. Using exist-
ing telephone lines, the centre designed and 
implemented a fully automated system to mon-
itor, educate and counsel COPD patients in the 
course of automated scheduled encounters in 
their homes.

These systems, known as “telephone-linked 
care”, ask questions similar to those of a regular 

office visit, but are answered by the patient press-
ing the telephone keypad. The responses are 
then used to provide feedback to the patient. 
Telephone-linked care systems have been applied 
to the management of chronic diseases and disa-
bilities to improve educational interventions, and 
to support carers. They are well accepted by both 
patients and health care providers, who find that 
they are easy to use and useful.

In the Boston experience, the goal was to detect 
a deteriorating condition in the patient as early 
as possible, to improve his/her skills in self-man-
agement and increase adherence to treatment 
regimes. The solution was not intended to replace 
conventional health care, but to complement it.

The United States
Using computer technologies/Communicating with partners (82)

(Continued from previous page)
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 Public health perspective

This core competency may pose 

difficulties to some of the health 

care workforce, in that they may 

struggle to reconcile an abstract 

conceptualization of “public 

health” with the daily pressures 

and responsibilities of caring 

for patients’ pressing needs 

and concerns. Nonetheless, 

improved common under-

standing between public health 

practitioners and the health 

care workforce – who tradition-

ally approach health issues from 

different perspectives – will 

yield improved outcomes on all sides. For this to happen, however, public 

health must be seen as everyone’s responsibility (83), and the health care 

workforce must be engaged in the full range of advocacy, disease preven-

tion and health promotion activities relevant to the population served. 

5.1  Providing population-based care 

Public health has been defined as “the science and art of preventing dis-

ease, prolonging life, and promoting health through the organized efforts 

of society” (84). As such, thinking from a public health perspective moves 

the workforce from caring for one patient at a time, to planning care for 

populations of patients. Population as it is used in this context, refers to 

patients associated with a particular provider, clinic or health care system. 

This is one way in which population-based care differs from traditional, 

individual patient care (85). A population approach does not detract from 

individual needs, but adds another dimension, as individuals benefit from 

the information developed for the populations to which they belong (86). 

Considerations of cost-effectiveness also increase, in that patients with a 

specific chronic condition are prioritized so that interventions are targeted 

Core Competency 5: 
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toward those members most likely to benefit (87). Approaching care from 

a population perspective assists the workforce in balancing the value and 

quality of care with its costs. 

To provide population-based care, the workforce needs skills to evalu-

ate the health needs of their populations. The workforce also needs skills 

for implementing and evaluating evidence-based interventions in the pop-

ulation, with the goal of reducing risk or delaying complications in specified 

groups. Skills to manage populations of patients include innovative strat-

egies for delivering care to patients who have similar needs. For example, 

visits provided in “group appointments” or “group consultations” – where 

several patients attend together – can be efficient and effective. Participants 

report high satisfaction with care, greater adherence with prevention activ-

ities, and less use of health care services, as compared to patients who 

do not participate in group medical visits (88). Follow-up visits for specific 

populations can be provided in innovative ways and do not have to be face-

to-face; where feasible, telephone calls can be used to successfully monitor 

patient status (89, 90). Finally, the workforce needs skills that enable them 

to measure outcomes for all patients, thus avoiding the trap of focusing 

solely on the individual patients who present at the clinic. 

Providing population-based care also implies that the health care work-

force must be able to move outside formal health care settings, to work 

with and for the communities of their defined population. This includes 

involving community members as active partners in health promotion, and 

advocating – directly and indirectly – for disease prevention and risk reduc-

tion (91). Health care providers are typically viewed as credible role models 

within their communities and, as such, they can influence attitudes and 

health behaviours, such as healthy eating, physical activity and tobacco use. 

5.2  Systems thinking

Systems thinking is closely related to a public health perspective, and 

especially important to health care (92). Whereas traditional forms of 

analysis isolate smaller and smaller parts of the system being studied, sys-

tem-related analysis takes into account large numbers of interactions. This 

sometimes results in strikingly different conclusions than those generated 

by traditional forms of analysis, especially when what is being studied is 

dynamic, complex or has a great deal of feedback from other sources – such 

as a typical health care system (93).
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Health care has been described as being comprised of a series of sys-

tems which, in turn, are embedded in other, broader systems (94). As 

such, the health care system can be divided into multiple levels: micro- or 

patient level, meso- or health care organization and community level, and 

macro- or policy level. The workforce must at least be aware of these levels, 

must understand how they relate to each other and, ideally, must be active 

in advancing public policies that affect the healthcare system (4). More 

advanced mastery of this competency involves using systems thinking to 

lead innovation and change in health care systems (92).

5.3  Working across the care continuum

A public health perspective emphasizes the entire care continuum, from 

clinical prevention to palliative care. As such, it serves the needs of the pop-

ulation, who require different interventions at different time points. First 

and importantly, the population needs preventive services, to avoid or delay 

the onset of chronic conditions. Every health care interaction is an oppor-

tunity for prevention, and most chronic conditions are preventable. When 

a condition develops, patients need evidence-based interventions and self-

management support to prevent complications and disability. Patients with 

chronic conditions might eventually require palliative services and, ulti-

mately, hospice care. A health care workforce that conceptualizes care from 

the perspective of the entire care continuum can deliver care in a more opti-

mal way, and better meet the needs of patients with chronic conditions as 

well as the broader populations for which they are responsible. 

5.4  Working in primary health care-led systems 

In developing countries, chronic conditions present mainly at the pri-

mary health care level and need to be handled principally in these settings. 

To be effective across all contexts, however, primary health care must oper-

ate close to the community it serves (95), including close coordination with 

and referral to speciality or tertiary care services, as needed.

To work in a primary health care-led system, the workforce must be able 

to operate effectively as a clinical team, and must have good communica-

tion skills to assure continuity of care for patients. As such, this competency 

is reinforced by other core competencies, such as partnering. 

There is no single blueprint for organizing primary health care-led sys-

tems. Rather, the unique characteristics of each country should determine 
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how primary care principles are applied in practice. Nonetheless, the shift 

towards primary health care-led systems implies that the workforce – in all 

countries – should embody its core principles (96):

• universal access to care based on need

• commitment to health equity as part of social justice

• community participation in defining and implementing health agendas

• intersectoral approaches to health.

Intersectoral collaboration is essential to the pro-
motion of health because it is determined to 
some degree by the social, political, physical and 
economic factors that lie outside the biomedi-
cal sphere of influence. Moreover, “health cannot 
be attained by the health sector alone” (97). In 
spite of this strategy being widely acknowledged 
among health professionals as an important com-
ponent of health promotion, a challenge exists in 
having sectors other than health recognize and 
appreciate the impact of their products and work 
contributions on the health of a population.

To address this challenge, the Centre for Public 
Health within the University of New South Wales, 

Sydney, Australia, developed an undergraduate 
course as part of the general education pro-
gramme targeted to multidisciplinary students 
in fields other than health. The course objec-
tives are promotion of understanding of the care 
continuum, comprehension of personal determi-
nants of health as well as global issues affecting 
health, and appreciation of the potential contri-
bution various professions interacting can have 
on the health of others in the larger community. 
This is a step forward in building the capacity of 
organizations to collaborate intersectorally by 
educating the future professionals.

CASE EXAMPLES:       PUBLIC HEALTH PERSPECTIVE

Australia:
Systems thinking/Working across the care continuum (97,98)
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In 1984, the Cuban government introduced a 
family doctor programme with the intention of 
improving access to health care for the popu-
lation. Each family doctor is responsible for the 

general health of the entire population in a small, 
defined area. These physicians provide preven-
tive, maternal and curative services to children 
and adults, and monitor patients with chronic 

Cuba:
Providing population-based care/Working across the care 

continuum and in primary health care-led systems (99)

(Continued on next page…)
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conditions. The physicians live in the commu-
nities that they serve, often sharing the same 
apartment block as their patients. Frequently, 
their consulting room is located in the building in 
which they live. 

In addition to medical consultations, Cuba’s fam-
ily doctors play an active role in promoting health 
in their communities. They provide informal 
advice and counselling to community members, 
and facilitate prevention and self-management 
groups. They also set a positive example for their 
patients in the conduct of their day-to-day lives.

Family doctors work closely with nurses in their 
defined communities. They also collaborate with 

physician specialists, health education workers, 
and hospital-based social workers in order to 
coordinate care as it relates to individual patients 
and their defined population. 

The New Zealand Primary Health Care Strategy, 
launched in 2001, provides a clear direction for 
primary health care services in the country. The 
strategy outlines how a new approach to primary 
health care will improve the health of the popula-
tion through: 
• greater emphasis on population health, health 

promotion and preventative care
• community involvement
• involving a range of professionals and encour-

aging multidisciplinary approaches to 
decision-making

• improving accessibility, affordability and appro-
priateness of services

• improving coordination and continuity of care
• providing and funding services according to the 

population's needs (as opposed to fee for ser-
vices when people are unwell).

The Ministry of Health is working with the health 
sector to progressively implement the strategy 
over the next few years.

The Counties Manukau District Health Board also 
adopted a Chronic Care Management model in 
2001. Key components of the model are the tar-
geting of high-risk patients, organization of 
cost-effective interventions into a system of care, 
and automated flags and reminders to prompt 
action. Return on investment analysis suggested 
potential savings from $277 to $980 per person 
per annum.

New Zealand:
Providing population-based care/Working in  

primary health care-led systems (100, 101)

(Case studies continue on next page…)

(Continued from previous page)
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In 2000, the Integrated Care Programme for 
Chronic Patients (ICCP) was conceived as a key 
component of the restructuring process of one 
of the tertiary hospitals of the city of Barcelona, 
Spain (Hospital Clínic). It was developed in 
response to the challenges posed to the European 
health care systems by the ageing population and 
the parallel increase in chronic conditions and 
health care costs. The situation has been espe-
cially dramatic in Spain, where demographic 
projections indicate that people aged 65 and 
older will rise from 17% in 2000 to 20% in 2020. 
Because this scenario has been even more prob-
lematic in the Barcelona area, the Catalan Health 
Administration has supported the ICCP initiative 
since its initial implementation.

The aim of the project is to develop an open sys-
tem with a patient-centred model of care. The 
two driving forces of this ongoing process are: 
reinforcement of the collaboration among differ-
ent levels of care through common programmes, 
and promotion of excellence in biomedical 
research in the area.

ICCP was planned as a functional unit (Chronic 
Care Unit) with activities across different clinical 
institutes of the hospital. One of the unit’s pivotal 
roles is to promote bridging between hospital and 
primary care services through a continuum of care 
supported by a web-based information platform. 

Core activities of ICCP are: 

• validation of innovative health care services 
based in the home

• support of interactions among health care 
professionals across the health care system 
(e.g., primary care, general hospitals, hospices)

• facilitation of accessibility of target patient 
groups.

Until the end of 2003, ICCP was developed as a 
set of disease-specific clinical pilots essentially 
addressed to cover chronic respiratory patients at 
risk or in early COPD stages to those with end-stage 
disease. The most prominent programme benefits 
during the period have been the development of: 

• telemedicine/collaborative tools to support the 
extensive use of spirometry at the primary care 
level

• innovative home-based services to prevent 
hospitalization

• home-hospitalization trials
• strategies for end-stage disease. 

During 2004, ICCP is being consolidated by 
expanding the services to other areas of the 
region, and by adding cardiovascular disorders, 
diabetes, geriatrics and HIV/AIDS. 

Successful outcomes of ICCP have been the 
empowerment of health care providers at the pri-
mary care level, as well as the positive impact on 
patients’ self-management and health-related 
quality of life. 

Spain:
Systems thinking/Working across the care continuum 

and in primary health care-led systems (102, 103)
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Conclusions

The transition from acute to chronic health problems places a new and 

different set of demands on the health care workforce. In addition to 

skills that facilitate the diagnosis and treatment of acute illness and injury, 

today’s workforce needs a core set of competencies that will yield bet-

ter outcomes for patients with chronic conditions. A workforce for the 

21st century must emphasize management over cure, and long-term over 

episodic care. 

This document identifies a core set of competencies to improve care for 

chronic conditions:

• The essence of this care is to centre on the patient. This is a shift from 

traditional, provider-focused practice, and it requires the workforce 

to develop communication skills that empower patients through see-

ing health from the patient’s perspective, and motivating and training 

patients in health-related self-management. 

• Solo practice is no longer adequate to achieve positive outcomes for 

chronic problems; the workforce must be capable of creating and main-

taining partnerships with everyone involved: patients and their families, 

other providers and the community. 

• The workforce needs skills that ensure continuous quality improvement 

in terms of patient safety and service delivery efficiency. 
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• The ability to use available information and communication technology 

is essential in caring for patients with problems that persist across time, 

providers and settings. 

• Finally, the workforce needs the ability to view health care from a broad, 

public health perspective, which will enable them to understand their 

responsibility and accountability within the larger health care system.

The health care workforce is among the most important factors in 

the health care system. They are instrumental in stimulating, implement-

ing, and maintaining change to improve care for chronic conditions. 

Consequently, educational reform for this group is essential. Improvements 

in their preparation and training will require the commitment of a broad-

based partnership. Genuine educational reform will not be possible without 

concerted and sustained efforts among decision-makers, academic leaders 

and health-related professional bodies. 
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