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Note about eu.reca vzw
Frank Pieters is ambassador of the workstream and  founder of eu.reca, the European Respiratory Cluster 
Antwerp, a young ecosystem entirely focused on everything that impacts the human lung. To advance respiratory 
innovation, eu.reca brings scientific and medical experts together with entrepreneurs and other stakeholders. 
The network stands for a hands-on approach, not only tackling relevant challenges but always reaching out to 
present possible solutions.

  Goals of the workstream/roadmap/governance
The promise of integrated care 

More than 1 in 4 people suffer from chronic illnesses. A staggering 75% of healthcare spending in Europe is 
linked to managing chronic conditions. Integrated care implies coordination and strong collaboration among 
healthcare actors, from primary care to rehabilitation, with the patients’ needs placed at the center.

The goal is to provide higher quality care, improved health outcomes, and better patient experience within the 
care journey. 

Policymakers and stakeholders are well aware of the importance of integrated care. In 2015, the ministers 
responsible for public health at regional and federal level in Belgium adopted a common plan to tackle chronic 
disease, entitled “Integrated Care for a better Health”.  A series of pilot projects have been set up in the 
meantime, and the new government agreement refers explicitly to integrated care.  

Goal of the workstream

The goal of this new eu.reca workstream on Integrated Care for type 2 Inflammation patients is to bring 
together healthcare professionals from across pulmonology, dermatology and ear, nose & throat departments, 

The workstream on ‘integrated care for patients with type 2 inflammation’ is organized by the European 
Respiratory Cluster Antwerp (eu.reca vzw) in collaboration with Sanofi. To date, 2 round table discussions were 
held to position the work and set expectations. 

	 • Roundtable 1 addressed the scientific case for collaboration around type 2 inflammation diseases
	 • Roundtable 2 focused on the Multidisciplinary Care Model in hospitals 

The present proceedings cover the roundtable 2. Separate proceedings are also available for roundtable 1. 
Further proceedings will be published as the workstream progresses.
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to jointly reflect upon new and better ways to organize care around patients suffering from asthma, nasal 
polyps, atopic dermatitis, and other type 2 Inflammation-mediated diseases. 

Through a series of targeted roundtables, the workstream aims to come to a set of recommendations that 
will be handed over to the medical societies and the world of politics for further discussion, refinement, 
dissemination and ultimately implementation to the benefit of Belgian patients.

  The type 2 Inflammation connection between diseases
•  Recent scientific developments have shown that excessive type 2 inflammation, an overactive immune 

system response, underlies different atopic, and inflammatory diseases. Up to 35% of people with severe 
asthma also have atopic dermatitis (AD) and up to 50% of those with AD have asthma. Around 50% of 
people with Chronic Rhinosinusitis with Nasal Polyps (CRSwNP) also have asthma and up to 43% of those 
with severe asthma have CRSwNP. Around 17% of people with CRSwNP also have AD and around 13% of 
those with moderate-to-severe AD have CRSwNP. And 13% of those people with moderate-to-severe AD 
have CRSwNP.

•  Many people live with uncontrolled symptoms, particularly those with moderate-to-severe forms 
of type 2 inflammatory diseases. Up to 75% of adults with moderate-to-severe AD have inadequately 
controlled disease. Around 45% of people with asthma in Europe who are on treatment still suffer from 
the uncontrolled disease. 

Coexisting Type 2 Inflammatory Diseases Can Add to the 
Patient Overall Disease Burden
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  Multidisciplinary Care in the hospital
Hospital perspective on Integrated Care – By Prof. Dr. Marc Decramer

Prof. Decramer points out that the classical organization of a hospital is not well adapted for patients with 
multiple diseases or for patients who require the care of several doctors.

In the classical care model, patients with a cardiac disease go to a cardiologist, patients with a skin 
disease go to a dermatologist, and patients with a lung disease go and see a pneumologist. This system 
works very well for patients who only suffer from one disease. But patients who have a disease that affects 
many systems, like for instance type 2inflammation, systemic diseases, and other comorbidities are not well 
served by this specialty-oriented care model. They would benefit from a more patient-centered system. 

If we consider the practical example of a woman of 68 years old, who is a heavy smoker with COPD, 
congestive heart failure, diabetes, and who did undergo a resection of a malignant breast tumor. She could 
be treated by the pneumologist, the cardiologist, the endocrinologist, the oncologist, and the radiotherapist, 
and if she is unlucky, these doctors operate completely independently of one another. 

For more optimal care we need intra-muros a team of doctors and paramedics around the patient taking 
care of the entire pathology. And extra-muros there would be a team with the general practitioner, the 
home nurse, social worker, diabetes nurse, and physiotherapist. Integration of care in the hospital and at 
home and between home and hospital is necessary. 

Care program

In practice, care programs for a group of pathologies are needed. They include the same care for a group 
of patients and include the same medical specialties and paramedics. The UZ Leuven figured out 250 
different care programs. The new hospital care model is built on interactions between care programs and 
activity centers.
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In the concept of an integrated care program, one has to figure out the collaboration of medical doctors of 
several specialties, nurses, pharmacists, and social workers. Examples of care programs in the UZ Leuven 
are stem cell transplantation, skin tumors, interstitial lung disease, CVA, glaucoma, heart failure, COPD, 
CVA, low-risk pregnancy, chronic kidney, respiratory tumors, type 2inflammation, etc. 

Integrated care is based on value-based health care. The purpose of health care is to create value or 
improvement and can be defined as the relation between the outcome such as quality of life and the costs. 
Worldwide there are examples of integrated care in hospitals. The Karolinska hospital organized the care 
around the patient and treated the patient in and coordinated and integrated fashion.

Multi-morbidity and multidisciplinary pathology is increasingly recognized and that means that the health 
care system needs to adapt to cope with this trend. In hospitals and outpatient clinics, the monolithic 
division-based and doctor centered models are being replaced by patient-centered models such as care 
programs and clinical pathways. The multidisciplinary team-approaches crossing borders of the hospital 
into the community and vice versa are becoming the cornerstone of the modern health care organization. 

The multidisciplinary approach of type 2 Inflammation: what happens in day-to-day practice in 
Belgium? – By Prof. Dr. Didier Cataldo

Prof. Cataldo reached out on an informal basis and did a mini-survey in some Belgian hospitals to know if 
they set up an organized network, specifically around patients with type 2 driven diseases? The main result 
is that most of the centers have no organized network around patients with type 2 diseases and it appears 
that one asthma center has some contacts with the ENT department but not with the dermatologist. In 
University Hospitals there exist multidisciplinary meetings around asthma and chronic sinusitis with polyps 
and also contacts with dermatologists. In addition, there are many contacts with the pneumo-pediatric 
specialists and general interactions with the General Practitioners within the network of ENT. In one specific 
University Hospital, there is a good network between the ENT and the dermatologists, and in some cases, in 
regional hospital setting, there is a connection between the dermatologists and the ENT specialists. In one 
other regional hospital, the asthma center is organizing the follow-up of patients in dermatology and ENT if 
needed and they have some informal meetings. 

In Belgium in general there is no systematic review of cases, no regular organized meetings, no joined 
Networks of “LOK’s” or “GLEM’s”, so there is no formal institutional meeting between the specialties. In 
some parts of the country however, these collaborations seem to be more established and an organised 
concertation is in place.

What are the potential obstacles to the collaboration between pneumo, dermato, and ENT? 

From his point of view, Prof. Cataldo is convinced that the lack of any incentive to create networks among 
type 2 inflammation plays a role. Also, the difficulties to have an appointment at the same ‘time’ at the 
department of pneumo, ENT, and dermato is a practical constraint that refrains collaboration. For example, 
the overall waiting time to consult a dermatologist to treat allergy is one year in some centers. An additional 
problem is to find in the team the specialist with the right subspecialties. And besides most dermatologists 
work in private practice in Belgium.

Experience in other countries – By Prof. Dr. Thérèse Lapperre (UZA)

Prof. Lapperre shares experience from Singapore, Denmark and The Netherlands. 
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The healthcare system in Singapore is totally different from our Belgian system. It’s more privately 
organized, and the out-of-pocket payments are a hurdle for patients. In the Singapore hospital, a care unit 
for asthma and severe asthma was available but at that moment the biologicals were unavailable. A COPD-
unit was set up but National guidelines for COPD and asthma were missing. 

The problems for setting up a multidisciplinary approach were multiple: the suboptimal integration 
between primary care and secondary care with a focus on hospital care, the habit to shop for healthcare, and 
the lack of registration makes it difficult to follow the patient’s trajectory. Also, the out-of-pocket payments 
results in a negotiation with the patient about the costs of the treatment and its affordability. Nevertheless, 
there was an interest in setting up a multidisciplinary approach for asthma and related diseases.  

The health care system in Denmark is the opposite of the Singapore system. All residents benefit from 
tax-funded healthcare. Patients are referred from their local healthcare service to the secondary care and 
the Danish national register contains all patient information. Once a year certain asthma and medicine data 
are registered in the national database which can be used for research. All pharmacies are integrated into 
the system, and therefore a doctor can easily follow which medication is picked up and used by the patient, 
so you can follow the compliance. The Region of Copenhagen and also a lot of hospitals use EPIC. 

The Danish lung society is quite active and has guidelines on the website. Specifically, for asthma the 
support for research and integrated care programs was very good. A negative point is the waiting list with an 
average of at least 3 or 6 months. The asthma population is large and is classified into clinical pathways. The 
severe asthma clinics were run by three specialists, senior residents and nurses. At regular times the intake 
of new patients and their managing plan was discussed in an asthma conference. Next to the outpatient 
clinic, a research unit was established for performing all kinds of research and studies (industry-supported 
research and investigator-driven research). At the intake, patients were seen by a nurse performing some 
standard examens followed by a consult by a specialist. 

In the Netherlands, the organization of care is comparable with the Danish system. A specific asthma 
pathway exists, and the Dutch guidelines contain guidelines about integrated care with specific checklists. 

Practical experience Ghent: Allergy Network – By Prof. Philippe Gevaert

The Allergy Network at the university hospital of Ghent started 12 years ago. The goal was to work on 
allergy but finally, it ended up with a focus on severe airway diseases, immune deficiencies, and more 
complicated diseases. 

For chronic sinusitis there is a difference between patients with and without polyps. Mainly the patients 
suffering from chronic sinusitis with polyps may benefit from a multidisciplinary approach. In that specific 
group, there is a huge overlap with late-onset asthma. Most of the patients have some kind of asthma and 
NSAD. Endotyping learns that type 1 disease has mainly chronic sinusitis, no polyps, and no asthma. Those 
with type 2 disease have severe asthma and nasal polyps. This is the group of patients which suffers from 
loss of smell and which is most difficult to control.

A new vision on asthma and chronic sinusitis with nasopolyps is required: doctors need to think about 
airway diseases as one disease. Years ago, nasal polyps were treated with corticosteroids and surgery. 
Nowadays patients with asthma and chronic sinusitis with polyps are often treated with biologicals and see 
a benefit for both diseases. Many studies prove that the pathophysiology of nasopolyps have a lot in common 
with type 2 inflammation. Some biologicals have spectacular results on nasopolyps and are efficient also 
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in non-asthmatic patients. For a patient with both diseases, it’s important to choose the right biological. 

The allergy network started as a sponsored project (by a pharmaceutical company) for 2 years and after 
that period the department paid for it. The cost of two allergy nurses is shared by the departments. 

The lack of any incentive from the government or the sick funds is a hurdle. The multidisciplinary team 
in Ghent is centered around the coordinating role of the two allergy nurses. They are involved in the allergy 
phone, are guiding the patient in the system, and ensure that the patient is circulating efficiently between 
the doctors. Allergy nurses are performing very different tasks, for example, they worked out a care path for 
patients with anaphylactic shock and they helped standardize the skin tests, performed in several services. 
So finally, the added value by the nurses is very big. 

The problem is the lack of structural support for the multidisciplinary approach. As long as there is 
no financial incentive from the government or the insurance companies it’s impossible to introduce it 
countrywide.  

  Discussion & Conclusion
A recent WHO-report says that Belgium still has no strategic action plans for chronic respiratory diseases. 
We are one of the EU countries without such a plan. The government needs to encourage specialists to 
work together. In the specific case of type 2 inflammation, you can treat 2 diseases with one drug, which 
can be cost-beneficial.  

Participants experience multiple hurdles for setting up a multidisciplinary approach: for instance, the 
reimbursement for a dermatology consultation is relatively low. A lot of dermatologists are working in a 
private setting and if they work intra-muros, it is mostly part-time. The same goes for pneumologists. 
Besides, the reimbursement is not adapted and the patient who is willing to see three specialists for one 
disease has to pay three times in the end. In order to understand the situation, one should start mapping 
the flow of the money. 

Wherever the multidisciplinary approach is established, it works well, and patients are happy to come 
and see three doctors at once. This approach can be cost saving because in some cases three diseases can 
be treated with one medication. Still, we need to acknowledge that the overlap between asthma and nasal 
polyps is larger than the overlap between airway diseases and atopic dermatitis. 

The functionality of the multidisciplinary approach is not embedded in the Belgian health care system.  
The current upcoming trend of videoconference can enhance the multidisciplinary approach but also the 
possibility of a common honorarium can be the solution. Next to that, the introduction of case managers 
can also help to make the link between the specialties and help to integrate the system. There is a need 
to organize our hospitals in different ways: today the care is centered around the department and the 
specialist, but for some diseases, the care has to be organized around the patient. 

The Belgian healthcare system is not stimulating collaboration; the incentives are missing. Some of 
the problems facing the multidisciplinary approach in some university hospitals are the waiting lists for 
dermatology and finding an ENT of the right subspecialty. 

The experience of the multidisciplinary approach in some University Hospitals is very interesting. Finding 
solid solutions that apply to non-university hospitals will be very important. 

How does the collaboration work? The problem is also the difference in remuneration between specialists. 
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In a university hospital, specialists have a fixed salary, but for a private specialist, it’s not manageable due 
to financial reasons. Therefore, the cornerstone of a solid collaboration nowadays relies on friendship and 
trust between colleagues. 

It would be an opportunity to convince the health insurance of the added value of the approach and to 
support this with some good scientific studies. This can result in care with less surgery and maybe the 
new biologicals will open the door for a better structural approach. The problem is broader though, and 
the incentives of our Belgian healthcare system sometimes produce bad medicine. The healthcare system 
should rather invest in networks of collaboration to the benefit of the patients.

Another practical problem: ENT specialists see a lot of severe upper airway problems that are not 
directly linked to severe asthma. When they come to the lung department to present and discuss a patient, 
it sometimes appears that the severity of asthma doesn’t require the intervention of a lung specialist. So, 
the lung specialist would also need to be open-minded about the problem. When confronted with these 
specific cases, a better insight is created into allergic asthma and by doing these joint consultations, 
it appears that more mild asthma but with severe allergy rhinitis are responding very well to the usual 
treatment.  

Quite a number of important questions have been raised during the first 2 sessions and the work stream 
will try to find answers to address them. What will be the cost-effectiveness of interventions? Is integrated 
care more efficient and less expensive both from a patient perspective and a healthcare perspective? Can 
we establish integrated care for type 2 inflammation? What have we learned from international centers? 
What can we implement in Belgium? Can the Belgian respiratory society, eu.reca or any other organization 
facilitate? Do we need to organize a symposium in the next year or years? 

The Singapore system is similar to the US healthcare system. The difference between the Danish and the 
Belgium health care system is the lack of competition amongst healthcare providers in the Danish health 
care system. The Danish system has many smart components that encourage or facilitate a multidisciplinary 
approach: one e-health system for the whole country, same EPD.  

There is no competition between hospitals, which can be both an advantage and a disadvantage. The 
downside is that doctors are not always motivated to do more than needed. The liberty of the patient is 
limited. It is felt that a bit of competition is good, it encourages a better service and the is responsible for 
the lack of waiting lists. 
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