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Executive Summary 

Background 

The Models of Child Health Appraised (MOCHA) Project – www.childhealthservicemodels.eu – is 

a Horizon 2020 Research Project which aims to describe and appraise various models of 

primary child health care in Europe and makes recommendations as to optimal components of 

provision of child health care. This study aimed to establish  consensus statements on the 

acceptability and feasibility of imaginary scenarios of primary child healthcare systems’ 

components in the future, and how potential changes might be achieved.  

Methods 

WP leaders were interviewed on what seemed potentially acceptable and achievable ways of 

care delivery with good and important outcomes. Based on this enquiry, three potentially 

optimal ways of care delivery were chosen that related to the different functions of primary 

child health care, different tracer conditions, and different age-groups. After this, three scenarios 
were developed, including definitions of the potentially optimal way of care delivery, and 

definitions of its key components. These scenarios were then sent back to the work package 

leaders and checked and corrected. 

An online questionnaire about three future scenarios on imaginary components of the child 

healthcare system was filled out by 80 stakeholders of 22 EU countries. The respondents were 

policy makers, nurses, paediatricians, GP’s, researchers and representatives of end-users. 

Scenario 1 (S1) considered specialized preventive health services for infant measles vaccination. 

Scenario 2 (S2) considered working in multidisciplinary teams in the chronic care for children 

with asthma and complex needs. Scenario 3 (S3) considered confidential access for early 

identification of mental health disorders in adolescents. Thereafter online focus group 

interviews were performed about each scenario. We interviewed 13 experts from 8 EU countries 

on the three scenario topics. The experts were recruited among the respondents of the online 

questionnaire. 

The countries’ primary child health care systems were classified as follows. A. An open access 
system and any lead practitioner. B . Partial or usual gatekeeper and either a paediatrician led 
primary care, or a mix of paediatrician led and GP-led primary care. C. Partial or usual 
gatekeeper, and primary care led by a GP.  The professional profiles of physicians and nurses in 
child primary care vary to a great extent between countries. We therefore had to distinguish 
between groups of professionals in very broad terms in this report, knowing that we do not 
acknowledge this variation in expertise. 

Results 

The stakeholders expressed a need for improvements to the existing child healthcare system. 

The majority of the stakeholders responded to the online questionnaire that they were in favour 

of changing the systems’ components presented in the three scenarios. However, not all 

stakeholders considered the three scenarios feasible for their country. 

S1. Most stakeholders were positive about specialized preventive health services. However, they 

gave a higher priority to increasing public knowledge in order to tackle vaccination hesitancy,  

for example through communication training.   

S2. Almost all stakeholders were positive about changing to multidisciplinary teams and see 
strength in the collaboration between different professionals. However, there are considerable 
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barriers as stakeholders think the current system is too far away from working in 

multidisciplinary teams and systems of financing multidisciplinary teams would be an issue.  

S3. Many stakeholders agree that guaranteeing adolescents confidential access to healthcare 

would increase the early detection of mental health problems. However, some stakeholders 

think that involving the parents in the healthcare process is essential for strengthening the 

support system, when dealing with child’s mental health problem, which would be more difficult 

if confidential access was guaranteed.    

Stakeholders from open access countries were most positive about the feasibility of the 

scenarios of specialized preventive health services and confidential access, while the 

stakeholders from gatekeeper and GP-led countries were most negative about the feasibility of 

these scenarios. On the other hand, the stakeholders from open access countries were most 

negative about the scenario on multidisciplinary teams, while stakeholders from gatekeeper and 

mixed led countries were most positive about this scenario. These differences between care 

systems make clear that transferring an optimal model requires tailoring to specific country-

settings.  

Across all scenarios, stakeholders identified the current healthcare system and service provision 

as a major barrier for the implementation of these scenarios and also a lack of well-trained 

workforce was seen as a current barrier. A strong evidence base was seen as a facilitator for 

change. 

From the focus group interviews change of the above mentioned primary care system 

components was also seen as important: public access to information about vaccination, 

coordination and continuity of care for chronic diseases, open access to services for adolescents 

and confidentiality until treatment is in place. Furthermore training of professionals and use of 

electronic health records were seen as important.  

An important barrier to optimize the healthcare system was lack of financial resources. The 

stakeholders called for support from national governments and the EU for necessary changes in 

the systems and exchange of best practices. 

In summary, with regard to the three health issues, the stakeholders mentioned the importance 

of optimizing the following components of systems of primary child health care. The 

components originate from the PHAMEU framework for quality of primary care (Kringos et al., 

2013) 

Access 

1. Necessity of public access to trustworthy information about vaccinations to improve 

vaccination rates.  

2. Confidential or open access to adolescent health services. 

 

Comprehensiveness of care 

3. Need for integration of primary care services to achieve specialized primary care 

services to combat poor vaccination rates, including a skills mix of disciplines in primary care 

and elimination of understaffing of organizations. 

 

Coordination and continuity of care  
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4. Coordination of care as the most important component of the child health care system to 

improve the treatment and monitoring of a chronic or complex condition. 

5. Collaboration and communication between health care providers to improve the early 

recognition of mental health problems in adolescents.  

6. Continuity of information on children’s health status using e-health and electronic health 

records was found important for all health topics. 

 

Workforce 

7. Increase and training of workforce to improve the vaccination coverage: training on 

adverse effects of vaccines and how to communicate on vaccination with parents and young 

people. 

8. Training on interdisciplinary working. 

9. Training and better workforce skills in assessing psychological development and 

emotional reactivity in adolescents. 

 

Economic conditions 

10. More resources for prevention and vaccination and for interdisciplinary working. 

Stakeholders from some countries mentioned also the need for more services for teenagers and 

increase of workforce, such as medical specialists, social workers and psychologists. 

 

Governance 

11. Governmental support both at national level and EU level to achieve the changes in the 

components of primary child health care. Clear policy making and strategies by the government 

are needed, in cooperation with representatives of end users and professional and science 

associations. 

Conclusion 

The stakeholders expressed a need for improvements of the child healthcare system and had a 

high level of agreement on three potential scenarios for improvement, however barriers were 

identified for the implementation of the forecasted system components. The participants of the 

survey and of focus groups agreed on ways of achieving optimal care with regard to the varying 

scenarios presented in our study. The following primary child health care system components 

were seen as important for optimization: public access to information about vaccination, open 

access to services for adolescents and confidentiality until treatment is in place, coordination 

and continuity of care, continuity of information on children’s health status using electronic 

health records, and increase and training of the workforce. Clear policy making and increase of 

resources could benefit systems’ changes. 

The following consensus statements were derived from the survey results and finally confirmed 

by the interviewed experts. 
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1. Consensus statement Specialized preventive health services 

In addressing the issue of declining vaccination rates, communication to vaccination 
hesitant parents is more important, than changing characteristics of the primary care 
system, including the availability of a specialized preventive service. 

 

2. Consensus statement Working in multidisciplinary teams (MDT) 

Working in multidisciplinary teams is important. Heterogeneity or absence of 
coordination of care is observed. In some countries regulations for coordination of care 
exits, whereas other countries  lack coordination to a great extent. Despite a 
willingness to cooperate and work in MDTs, a barrier is the funding. 

 

3. Consensus statement Confidential access for adolescents  

Countries largely differ with regard to confidential access to services for adolescents 
with mental health problems. Especially views on the involvement of support systems 
in the child’s upbringing seem important. However, all countries offer opportunities 
for confidential or open access until medical treatment is in place. 

 

Additionally the focus group experts agreed upon the following statements: 

1.  Experts’ statements Specialized preventive health services 

 

Messages to the public about vaccination should come from different sources. These 
sources need to communicate the same message to the public and should be based on 
science, and supported by (social) media expertise. The general message should be: 
vaccination is the main tool and the safest way to prevent communicable diseases.  

 

Support from national governments and scientists is needed. Governments have to 
stand up against “fake news”. They have to stress the importance of prevention and 
vaccination and allocate more resources to this area.  

 

There is a need to work together in the EU in the field of new areas of communication. 
Do not only communicate scientific knowledge. Show best practices. 

 

2. Experts’ statements Working in multidisciplinary teams (MDT) 

 

Clear task descriptions of team members working in the same setting/centre are 
important.  

 

There is a need for clear policy making in support of care coordination, a clear strategy 
for linking professionals in MDTs and finding the right funding/budget.  
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A good registration system is needed that provides doctors at all levels with 
information and feedback and also ensure smooth transitions between care levels. 

 

3. Experts’ statements Confidential access for adolescents 

Confidential or open access is important for primary care for children. For treatment of 
complex problems, medical treatment and prescription of medicines, parental consent 
is needed. Prevention (prophylaxis) and all kinds of psychological support are already 
available for all children. 

 

It is currently unclear in which situation confidential access should be guaranteed to 
adolescents. Discussions and agreement in the EU on terms used and definitions on 
access with and without consent is needed. 

 

Exchange of examples and good practices in the EU on open access to services for 
children with mental health problems helps to bring forward the harmonization of 
legislation and practices with regard to confidentiality. 
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1. Introduction 

This report is part of the Models of Child Health Appraised (MOCHA) project. The overall aim of 
MOCHA is to appraise the existing models of primary child health care in the EU with the 
ultimate objective of improving overall child health as a whole in Europe. Little evidence is 
available on the effectiveness of primary child health care models and which models are best at 
achieving optimal outcomes. Therefore, the MOCHA project aims to perform a systematic, 
scientific evaluation of different models of primary child health care in all 30 EU/EEA countries 
(http://www.childhealthservicemodels.eu/ ).  

The available literature on models of primary health care mostly relates to models of adult 

health care, and does not focus on children. Models of adult primary care do not always reflect 

the system in place for the care of children. An extensive literature review was carried out by 

Blair, Rigby and Alexander (1) to describe the many different components and elements, which 

influence child health over the course of a child’s life. This is represented in the Conceptual 

Framework of the MOCHA project (figure 1) (1). This holistic framework acts a working model 

for the project and includes determinants of the health of the child and its environment. It 

consists of the Bronfenbrenner’s (2) ecological systems theory of child development for the 

influences of the environment on a child’s health, including political and cultural influences that 

are important for the transferability of care models to other countries. The (proximal) 

determinants of primary care quality at the level of a care system’s output, process and structure 

find their origin in Coker’s conceptual model “dynamics of health outcome” (3) adapted from 
Starfield (4), and also the PHAMEU model on Primary care structure and process dimensions 

(5). 

 

 

Figure 1. The MOCHA Conceptual Framework of a Model (Blair et al., 2017 updated Oct 
2017). 

 

http://www.childhealthservicemodels.eu/
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When describing and evaluating how the child healthcare system has been arranged in each 
country, we need descriptions of key components of health care systems that may vary between 
European countries. Kringos et al. (6), distinguishes various features of the structure, process 
and outcome of primary care, including governance, economic conditions, workforce, access, 
comprehensiveness, continuity and coordination, quality, efficacy and equity. In further detail, 
the process determinants represent various functions of child health care, such as prevention 
and surveillance; problem recognition and diagnosis; treatment and monitoring. The structure 
determinants represent settings of primary care that are studied in the MOCHA project, such as 
general practice, primary community paediatric services, well baby clinics, school health 
services, community specialist adolescent health services, pharmacies and virtual services. 
Together, these features and determinants and settings serve different target groups, for 
example healthy children, vulnerable children with social needs, children with a long-term 
condition, children with complex health needs, acutely mild-to-moderately unwell children and 
acutely severely unwell children (7).  

Figure 2 shows these settings, functions, structure, process and outcome features as axes of a 
matrix of which in theory the cells can be filled by the way primary child health care is 
organised. The cells represent a subsystem of primary care that, depending on the 
transferability and culture determinants, can be translated to other countries or settings. 
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Figure 2: Key component matrix of child healthcare 
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Describing current models of primary care for children is a complex task and defining which are 
optimum is also challenging.  A model is a simplified version of the healthcare system with the 
purpose of being able to compare healthcare systems. Models are less complex, more accessible 
and usable than the original systems, but similar (8,9). Because of the multi-dimensional 
character of healthcare, models should represent multiple process, structure and output 
components (6).  

A model can be appraised by its outcome, for example in terms of child health outcomes (10) or 
in terms of key components, such as the level of addressing children’s needs, accessibility, 
continuity of care, etc. (11,12). It is important to consider that what is optimal in terms of 
outcomes, process or structure is not always acceptable and feasible, given the local context and 
availability of resources (13). The combination of definitions from the literature and extensive 
discussions with experts led to the following definition of a model of primary child health care:   

 represents a primary child healthcare system in an accessible and usable way, 

 comprises multiple process, structure and output components such as governance, 
access, advocacy. 

The model and its components can be appraised as optimal if:  

 it is shown by the available evidence to be the most appropriate and effective  

 which is acceptable and feasible, given the local context and available resources. 

 

At the start of the research of this report in 2017, it was yet unclear which specific primary child 

health care models fit this definition and can therefore be referred to as “optimal”. There was 

hardly any evidence that some child healthcare models were more appropriate and effective 

than others (14). We started with the information that was gathered by the MOCHA project team 

as a whole and interviewed work package leaders on the state of the art of their research. The 

MOCHA project (WP 4) showed some progress in finding evidence on the relationship between 

models according to the lead practitioner of a country and child health outcomes,  however 

significant associations were absent (15). A study into equity with regard the outcomes and 

performance of primary child health care models seemed to show an association between the 

availability of specialize preventive health services in EU countries and increased vaccination 

rates (16).  In the final year of the MOCHA project we took account of the newly found insights 

by the MOCHA team during their data collection and analyses and included the new results when 

progressing in collecting stakeholders’ views on models of primary child health care in Europe.  

The research of WP 9 focused on conditions of process and structure components of primary 

care models suitable to transfer from one country to another (17). The research of this report 

focuses on the acceptability and feasibility of child health care models. MOCHA has already 

conducted a study of priorities for Primary Child Health Care from a parent and public 

perspective (18).  This report fills the gap of evidence on the acceptability and feasibility from 

the perspective of professionals and policy-makers. We used imaginary scenarios of primary 

care systems, based on the most relevant evidence available at the start of our study. The 

potential optimal components of models were defined with the help of the MOCHA team.  

Therefore, the aim of this study is to obtain consensus statements from stakeholders in primary 

child health care on what has to be changed to optimize the primary child healthcare systems, 

the acceptability and feasibility of changing towards potentially optimal components of ways to 

deliver primary child health care, and how potential changes might be achieved.  
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2. Classifying countries on what we already know from the 

MOCHA project 

Based on the work in other work packages of MOCHA, in mid-2017 we developed a shortlist of 
themes and tracer conditions for which we aimed to study the feasibility and acceptability of 
components of child healthcare. From this shortlist, four tracer conditions were identified that 
represent the functioning of a primary care system for children: measles, asthma, traumatic 
brain injury and mental health, taking into account the stages in the life course of a child. We 
asked work package leaders to identify possible optimal components of primary child health 
care that according to their knowledge at that time would add to optimization of the primary 
care for these conditions. Based on their information, imaginary scenarios for the future of 
primary child healthcare were developed (for further information, see chapter 3). The following 
three scenarios, including key components, were chosen (see Table 1): specialized preventive 
health services, working in multidisciplinary teams and confidential access to care for 
adolescents. As the scenarios were built on preliminary results of the MOCHA work packages, 
they do not necessarily reflect the final outcomes of the MOCHA project.  

 

Table 1. Scenarios used in this study. 

Scenario Key components  Function of 
healthcare system 

Tracer Age 
group 

1. Specialized 
preventive 
health services 

Access 

Comprehensiveness  

Continuity  of care 

Coordination of 
care  

Prevention of 
communicable 
diseases  

Comprehensive 
infant measles 
vaccination 
coverage  

0-4 
years 
old 

2. Working in 
multidisciplinary 
teams 

Coordination of 
care  

Workforce 

Continuity of care 

Treatment and 
monitoring of a 
chronic or complex 
care condition  

Asthma care; 

Care for children 
with complex 
needs (for 
example 
children with 
traumatic brain 
injury) 

4-12 
years 
old 

3. Confidential 
access for 
adolescents 

Access 

 

Problem 
recognition/early 
diagnosis  

Early 
identification of 
mental health 
disorder 

12-18 
years 
old 

 

Country classification 

The primary child health care systems of 30 EU countries were classified by MOCHA’s WP 1 
according to two components: 1. the primary care lead practitioner and 2. referral processes to 
secondary or other care (1). Combining the two components led to the following 
characterization of the primary care in EU countries (see table 2):  
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A. Open access countries: countries with open access system and any lead practitioner, i.e. 
Austria, Belgium, Cyprus, Germany, Iceland, Luxembourg, Malta, Slovakia.  

B. Gatekeeper and mixed led countries: countries with a partial or usual gatekeeper and either 
a paediatrician led primary care, or a mix of paediatrician led and GP-led primary care, i.e. 
Croatia, Czech Republic, Finland, France, Greece, Hungary, Italy, Lithuania, Norway, Poland, 
Portugal, Slovenia, Spain. 

C. Gatekeeper and GP-led countries: countries with a partial or usual gatekeeper, and primary 
care led by a GP, i.e. Bulgaria, Denmark, Estonia, Ireland, Latvia, Netherlands, Romania, 
Sweden, United Kingdom.  

 

The professional profiles of physicians in child primary care vary to a great extent between 

countries. We therefore had to distinguish between groups of professionals in very broad terms 

in this report, knowing that we do not acknowledge this variation in expertise. In some countries 

the primary health care professionals are put in action because of their general knowledge of the 

child’s health situation. These can be General Practitioners, Primary Care Paediatricians or 

Family Physicians. They often act as gatekeeper referring to a specialist, including Paediatricians 

active in a clinic, when  specialized help is needed. They are represented in categories B and C. In 

other countries Primary Care Paediatricians have already distinguished specialized knowledge 

of child diseases. They are able to offer treatment in many instances and only for acute or 

complex diseases they will refer to sub-specialisms such as Paediatric Cardiology. Such 

Paediatrician-led primary child health care systems can predominantly be found in categories A 

and B.  

 

Vaccination coverage in infants 

Recently, the vaccination coverage in Europe has declined in several countries and the risk of 

measles outbreaks is increasing (19). The number of vaccination-hesitant parents is growing 

and so is the spread of false information about adverse effects of vaccinations doing more harm 

than good (20). Also, there are inequalities in the uptake of vaccinations among different groups 

of children. Countries with specialized preventive health services, such as well-baby clinics, were 

found to have generally more equitable uptake of vaccination than countries with prevention 

integrated in other health services (16).  

It was hypothesized that the availability of specialized preventive health services in a country 

could facilitate the access, coordination, continuity and comprehensiveness of services, and 

support a safe vaccination coverage against communicable diseases. A specialized preventive 

health service means that there is a separate organisation of preventive health services (such as 

well-baby clinics or a specialized nurse in a community centre). These are built around child or 

public health nurses, with other child health professionals, such as physicians and psychologists 

acting as consultants in a child health team. In contrast, other countries have a system in which 

the preventive child health services are integrated into the regular primary care system (16). 

From MOCHA country agents we know that the countries with specialized preventive health 

services are Norway, United Kingdom, Croatia, the Netherlands and Italy (see table 2). No data 
was available for Belgium, Luxembourg, Denmark, Sweden, France and Slovenia. The other 

countries have integrated preventive child health services. None of the open access countries 

have specialized preventive health services. 
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Treatment and monitoring of a chronic or complex care condition  

Having a chronic condition can reduce the quality of life of a child (21); and finding the right care 

for a child becomes increasingly difficult when the health issues become more complex  (22). 

Working in multidisciplinary teams might benefit children with chronic conditions and complex 

needs. Currently, many countries do not have a high level of professional collaboration, although 

even within countries there is large variability on the level of professional collaboration 

depending on the health issue and the complex care involved, such as for traumatic brain injury 

and autism spectrum disorder (23).  

Working in multidisciplinary teams was understood by our informants to be conducive for 

treatment and monitoring of chronic diseases and diseases demanding complex care. 

Multidisciplinary working should be visible in the following components of the care system: 

coordination of care, skills-mix and continuity of care. WP 2 has scored the level of professional 

collaboration, on a scale ranging from 1-5, based on the answers of country agents  (23) (table 

2). The level of working in multidisciplinary teams per country was computed by averaging the 

score on the level of collaboration, both in terms of development and implementation, from 

autism spectrum disorder, attention deficit hyperactivity disorder, long-term ventilation and 

traumatic brain injury. A higher score indicates a higher level of professional collaboration in 

multidisciplinary teams.  Countries with a high level of professional collaborations in 

multidisciplinary teams were Denmark, Belgium, France and United Kingdom. Countries with 

the lowest level of professional collaboration were Croatia, Iceland, Poland, Slovakia and 

Slovenia. There was no data available from Austria and Luxembourg. Countries with a 

gatekeeper and GP-led primary care countries had on average a higher level of professional 

collaboration in multidisciplinary teams, while open access countries had the lowest average 

level of professional collaboration in multidisciplinary teams. 

Early recognition of mental health problems in adolescents 

A substantial amount of adolescents struggle with mental health problems (24). It is vital to 

recognize mental health issues as early as possible, in order to prevent further problems (25). It 

seems possible that providing guaranteed confidential access to healthcare might increase the 

early recognition of mental health problems (26).  

WP 3 asked country agents about confidentiality in the use of services for adolescents (table 2) 

(26). The level of confidential access per country was computed by calculating the items in 

which confidential access was an option in proportion to the total of the following items: ethical 

guidelines exist for primary care to deal with the assessment of adolescent autonomy; legislation 

or policy exists on confidentiality; existence of a national policy or guidelines on the right of 

children to refuse treatment; direct access to the adolescent health service or youth mental 

health service; the possibility to visit the hospital emergency department, without needing 

parental consent; the possibility to visit a regular primary care practitioner, without needing 

parental consent or accompaniment; the possibility to consult a doctor of their choice without 

parental consent. A higher score indicates higher confidential access.   

Countries with the highest average score on confidential access are Belgium, Estonia, Finland, 

Germany, Luxembourg and Norway. Countries with the lowest average score on confidential 

access are Cyprus, Greece, Lithuania, Latvia, Poland, Romania, Slovakia and Sweden. No data was 

available for France, Hungary and Slovenia. Open access countries have a slightly higher average 

score on confidential access than the (partial) gatekeeper countries.  

A correlation table between the country characteristics can be found in appendix 1.  
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Table 2. Country information from other work packages in the MOCHA project 

COUNTR
Y  

PROFESSIONAL 
COLLABORATION IN 
MULTIDISCIPLINARY TEAMSA 

CONFIDENTIAL ACCESS 
FOR ADOLESCENTSB 

PREVENTIVE HEALTH 
SERVICES 

MEASLES 
VACCINATION 
RATE (%) (OECD 
2018) 

PRIMARY CARE LEAD 
PRACTITIONER 

REFERRAL PROCESSES TO 
SECONDARY OR OTHER CARE 

COMBINE
D 
COUNTRY 
CLASSIFI
CATIONC 

Austria  0.86 integrated care 
service 

96 mixed open access A 

Belgium 4 1 

 

96 mixed open access A 

Bulgaria 2 0.57 integrated care 
service 

 GP partial or usual gatekeeper C 

Croatia 1 0.67 both  primary care 
paediatrician 

partial or usual gatekeeper B 

Cyprus 1.25 0 integrated care 
service 

 primary care 
paediatrician 

open access A 

Czech 
Republic 

1.75 0.43 integrated care 
service 

97 primary care 
paediatrician 

partial or usual gatekeeper B 

Denmark 4.13 0.86 integrated care 
service 

97 GP primary care as gatekeeper to 
other health services 

C 

Estonia 3.63 1 integrated care 
service 

93 GP partial or usual gatekeeper C 

Finland 3.75 1 integrated care 
service 

94 mixed primary care as gatekeeper to 
other health services 

B 

France 4 

  

90 mixed partial or usual gatekeeper B 

Germany 2 1 integrated care 
service 

97 primary care 
paediatrician 

open access A 

Greece 2.5 0.14 integrated care 
service 

97 primary care 
paediatrician 

primary care as gatekeeper to 
other health services 

B 

Hungary 1.57 

 

integrated care 
service 

99 mixed partial or usual gatekeeper B 

Iceland 1 0.67 integrated care 
service 

92 GP open access A 

Ireland 3.86 0.57 integrated care 
service 

92 GP primary care as gatekeeper to 
other health services 

C 
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COUNTR
Y  

PROFESSIONAL 
COLLABORATION IN 
MULTIDISCIPLINARY TEAMSA 

CONFIDENTIAL ACCESS 
FOR ADOLESCENTSB 

PREVENTIVE HEALTH 
SERVICES 

MEASLES 
VACCINATION 
RATE (%) (OECD 
2018) 

PRIMARY CARE LEAD 
PRACTITIONER 

REFERRAL PROCESSES TO 
SECONDARY OR OTHER CARE 

COMBINE
D 
COUNTRY 
CLASSIFI
CATIONC 

Italy 1.86 0.43 separate preventive 
care service 

92 mixed primary care as gatekeeper to 
other health services 

B 

Latvia 1.67 0.17 integrated care 
service 

96 GP primary care as gatekeeper to 
other health services 

C 

Lithuania 1.25 0.14 integrated care 
service 

94 mixed primary care as gatekeeper to 
other health services 

B 

Luxembo
urg 

 

1 

 

99 mixed open access A 

Malta 2.33 0.29 integrated care 
service 

 GP open access A 

Netherla
nds 

2.6 0.57 separate preventive 
care service 

93 GP primary care as gatekeeper to 
other health services 

C 

Norway 3.5 1 separate preventive 
care service 

96 mixed primary care as gatekeeper to 
other health services 

B 

Poland 1 0.17 integrated care 
service 

96 mixed primary care as gatekeeper to 
other health services 

B 

Portugal 1.14 0.71 integrated care 
service 

98 mixed primary care as gatekeeper to 
other health services 

B 

Romania 2 0.17 integrated care 
service 

 GP partial or usual gatekeeper C 

Slovakia 1 0.14 integrated care 
service 

96 mixed open access A 

Slovenia 1 

  

93 primary care 
paediatrician 

primary care as gatekeeper to 
other health services 

B 

Spain 2 0.86 integrated care 
service 

97 primary care 
paediatrician 

primary care as gatekeeper to 
other health services 

B 

Sweden 2 0.17 * unclear answer 
(people not children) 

97 GP partial or usual gatekeeper C 

United 
Kingdom 

4 0.83 both 92 GP primary care as gatekeeper to 
other health services 

C 
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A Mean scores were calculated by averaging the scores on the development and implementation of multidisciplinary teams and professional collaboration (scored on a range of 1-5) in 

the areas of autism spectrum disorder, attention deficit hyperactivity disorder, long-term ventilation and traumatic brain injury, based on the answers of country agents (23). A higher 

score indicates a higher level of professional collaboration in multidisciplinary teams. 

B Sum of the following instances in which confidential access was the case in a country, according to country agents: ethical guidelines exist for primary care to deal with the 

assessment of adolescent autonomy; legislation or policy exists on confidentiality; existence of a national policy or guidelines on the right of children to refuse treatment; direct access 

to the adolescent health service or youth mental health service; the possibility to visit the hospital emergency department, without needing parental consent; the possibility to visit a 

regular primary care practitioner, without needing parental consent or accompaniment; the possibility to consult a doctor of their choice without parental consent  (26). The sum of 

positive items was divided by the items’ total. A higher score means higher confidential access.    

C A = countries with an open access referral process and any lead practitioner; B = countries with a partial or usual gatekeeper and either a paediatrician led primary care or a mix of 

paediatrician led and GP-led primary care. C = countries with a partial or usual gatekeeper, and primary care led by a GP. 
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3. Methods 

This study aims to examine the feasibility and acceptability of delivering child primary health 
care in the future. Input has been sought from groups of stakeholders on scenarios leading to 
models with potentially optimal components of care. The participants also commented on the 
expected facilitating and inhibiting factors for implementing the care components featured in 
the models included in the scenarios. We used a descriptive, cross-sectional, mixed-methods 
study design. The methods used were:  

1. Development of scenarios of future ways of care delivery: scenarios on models with 
potentially optimal components of care were formulated with the help of work package leaders 
of MOCHA. 

2. Online questionnaire to test acceptance and feasibility of the scenarios filled out by 
stakeholders. With the questionnaire testimonials on the potentially optimal components of 
primary child and how these can be achieved were gathered.  

3. Online focus groups to reflect on the answers in the questionnaire and to form consensus 
statements on potentially optimal components of primary child and how these can be achieved. 

3.1 Development of scenarios of future ways of care delivery  

In order to gather the stakeholders’ opinions on the feasibility and acceptability of future ways 
of delivery of primary child health care, we developed three scenarios with potentially optimal 
components of care. We used a normative transforming scenario technique for the development 
of scenarios (27) , which is a technique to provide an answer on how a specific target can be 
reached. A normative scenario has a specific starting point and the focus is on how a future 
situation can be achieved. In transforming scenario studies, backcasting is used to find out what 
changes are needed in order to achieve the future optimal scenario. Backcasting scenarios focus 
on solutions that satisfy long-term goals (27). We created SMART (Specific, Measurable, 
Acceptable, Realistic, Time-dependent) scenarios, linked to a future situation. 

In autumn 2017, work package leaders from the MOCHA project were asked to provide 

examples of potentially optimal ways of care delivery identified through their research. These 

examples could be foreseen for the future of primary child health care, based on the provisional 

data at the time. The work package leaders from four work packages dealing with the following 

subsystems of prevention, primary care for acute and chronic health problems, complex care, 

school and adolescent health services, and social care (equity), provided insight into their 

preliminary work. The enquiry with the work package leaders focused on the following health 

domains, because extensive information was gathered about these domains in different work 

packages within the MOCHA project which had been identified as key features of primary care: 

 prevention: immunization against measles (work package 1 and 7) 
 school and adolescent health services: mental health (work package 3) 
 chronic care (including social care): asthma (work package 1) 
 complex care (including social care): epilepsy/traumatic brain injury and mental health 

(work package  2 and 7) 

The WP leaders were interviewed by Skype or telephone (see interview protocol in appendix 2) 

on what seemed potentially acceptable and achievable ways of care delivery with good and 

important outcomes. Based on this enquiry, three potentially optimal ways of care delivery were 

chosen (table 1) that related to the different functions of primary child health care, different 

tracer conditions, and different age-groups. After this, three scenarios were developed (see 

appendix 3), including definitions of the potentially optimal way of care delivery, and definitions 
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of its key components. These scenarios were then sent back to the work package leaders and 

checked and corrected. 

3.2 Online questionnaire to test acceptance and feasibility of the scenarios 

The opinions of stakeholders from EU countries were gathered to get insight in the acceptance 

and feasibility of the developed scenarios and in facilitators and barriers of implementing 

optimal care components. The stakeholders had an expertise in the fields of 1. Policy (at national 

level), 2. Practice, working in the area of the health topic (i.e., paediatricians, nurses, general 

practitioners, family doctors), 3. Knowledge and science and 4. End users (i.e. professionals 

working at a patient or parents advocacy organization or as advocate in a NGO). The 

stakeholders were invited by email to fill out an online questionnaire. 

Based on the scenarios, we created three questionnaires on each of the four tracer conditions 
chosen: measles, asthma, traumatic brain injury and mental health (see appendix 4). The 
questionnaire included the following questions: 

1. Questions to identify ways in which the tracer condition could be optimized.  
2. Questions to identify if and how key components of the potentially optimal way of care 

delivery (for example access for specialized preventive health services) could be optimized 
in their country.  

3. The potentially optimal way of care delivery was presented in the scenario and stakeholders 
were asked to identify advantages and disadvantages of the potentially optimal way of care 
delivery.  

4. Questions on if the child health care system in their country should change towards the 
potentially optimal way of care delivery, or if the potentially optimal way of care delivery 
should stay in place in their country.  

5. Questions on the feasibility of the scenario.  
6. Questions to identify the three most important barriers and facilitators for changing towards 

the potentially optimal model. These barriers and facilitators were based on transferability 
criteria, as developed by Schloemer and Schröder-Bäck (17). 

7. Finally, the stakeholders were asked to provide background information, such as country of 
residence, field of expertise, function and years of relevant working experience.  

Data collection took place between February 2018 and June 2018. The strategy of network 

sampling was used to recruit stakeholders for this study. Stakeholders were recruited via the 

network of country agents and members of the European Union for School and University Health 

and Medicine (EUSUHM) network, the European Union for School and University Health and 

Medicine. The aim was to recruit policy-makers, physicians, school health doctors, 

paediatricians, nurses etc., who were knowledgeable about the healthcare system in their 

country, and were able to speak English. Subsequently, these stakeholders received an email 

with a link to an online questionnaire, made with the software program Survalyzer. Participation 

was on a voluntary and anonymous basis. Participants received no compensation for filling out 

the questionnaire. 

3.3 Online focus group interview 

Preliminary consensus statements were obtained from the survey on the acceptance and 

feasibility of the developed scenarios and on facilitators and barriers of implementing optimal 

care components. These were studied more in depth in online focus groups. 

The 80 stakeholders who filled out the questionnaire were approached via an e-mail and asked if 

they were willing and able to participate in online focus groups. In total, 14 stakeholders were 

willing to participate, three on vaccination coverage in infants,  two on treatment and 

monitoring of a chronic or complex condition, and  seven on early recognition of mental health 
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problems in adolescents. The stakeholders were invited to give feedback on the summary of the 

results of the questionnaire, and to state their priorities of how to improve the child healthcare 

system in Europe. Three questions were asked in the online focus group, which were 

communicated to the participants beforehand: 

1. A question on their opinion on changing the primary child healthcare  system in Europe 
towards the three scenarios.  

2. A question on what has to be changed in order to optimize the tracer condition in the 
European child healthcare systems. 

3. A question on quick wins. 

The three online focus groups, one on each scenario, took place on June 20th 2018. A  slightly 

adapted form of the nominal group technique was used for this purpose (28). Information on 

priorities and viewpoints of the participants were already received in the online questionnaire. 

In the online focus group, the participants and researchers were introduced to each other and 

the aim of the online focus group was presented. Each participant in the online focus group got 

the opportunity in several rounds to individually answer the interview question, after which 

there was an opportunity for a short discussion among the participants. Subsequently, the 

answers were summarized and consensus statements were formulated by the focus group 

leader (either Paul Kocken or Eline Vlasblom). The participants were asked if they agreed or 

disagreed with the preliminary consensus statements from the survey and with additional 

statements that emerged from the interviews. A transcription of the focus-group interview was 

sent to the participants and they were asked if the content was an accurate description of their 

input. Participation was on a voluntary and anonymous basis. Participants received no 

compensation for participating in the online focus group. 

3.4 Data-analysis  

The data from the questionnaire was analysed with IBM SPSS Statistics for Windows, Version 
25.0, using frequency tables and crosstabs. Data was analysed for all participating countries 
combined and for three separate country classifications (open access, gatekeeper with mixed-led 
and gatekeeper with GP-led countries). Open ended questions were analysed by using 
conventional content analysis. First, all answers to a question were read. Then, relevant parts of 
the answers were highlighted and coded and a phrase that seemed to capture the answer was 
formulated. Similar answers were coded similarly, while new answers were given new codes, if 
they did not fit existing codes. Finally, the phrases of the most frequent used codes were used in 
the summary tables of the results. The analysis let to a preliminary set of statements on which 
the survey participants showed agreement to a large degree.  

The survey results formed the background for the analysis of the online focus groups. The focus 
groups were first transcribed. Analysis of the focus groups was performed by verifying the 
stakeholders’ ideas on the proposed scenarios and establishing in depth their arguments for and 
against changing the child health care system to the proposed scenario. Together with the the 
survey data, the focus group data was analysed on which topics consensus could be reached, 
resulting in general consensus statements among all participants and additional statements 
from the specialists that participated in the focus groups. 

3.5 Ethics 

According to the criteria of the Dutch Medical Research Involving Human Subjects Act, this study 
did not need to be submitted for ethical approval by a Medical Ethical Committee. The study was 
reviewed and approved by the ethical committee of the Faculty of Behavioural, Management and 
Social Sciences of the University of Twente under file number BCE17614, on September 19, 
2017. 
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4. Results 

4.1 Results of the questionnaire 

Out of the EU/EER 30 countries, the country agents and EUSUHM members of 22 countries 

provided names of stakeholders. In total, 80 out of 161 stakeholders (50%) who were invited to 

fill out the questionnaire responded. Together they represented 22 countries. Twenty-six 

participants filled in the questionnaire about the recognition of mental health problems in 

adolescents, 37 participants filled in the questionnaire about vaccination coverage in infants, 

and 23 participants filled in the questionnaire about treatment and monitoring of a chronic or 

complex care condition. Six participants filled in a questionnaire about two topics. The 

characteristics of the participants are presented in table 3. Around half of the included 

participants identified themselves as working in the field of practice and knowledge and science. 

About a quarter of participants identified themselves as policy-makers and a small minority 

were representatives of end users or from other fields of expertise. The response of all 

questionnaires consisted for 50-60% by people from knowledge institutes or science. The 

questionnaire about treatment and monitoring of a chronic or complex care condition was filled 

out most frequently by professionals from practice and less from policy making. All participants 

had at least five years of relevant working experience and more than half of all participants had 

more than twenty years of relevant working experience (appendix 5). 
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Table 3. Participants’ country of residence and field of expertise (multiple answers possible per 

participant).a  

 Theme 
Mental health 
problems in 
adolescents 

Vaccination 
coverage in 
infants 

Treatment and 
monitoring of a 
chronic  or 
complex care 
condition 

Total 
response 

Total different countries 
of participants 

1. Austria 
2. Croatia 
3. Cyprus 
4. Germany 
5. Iceland 
6. Ireland 
7. Italy 
8. Latvia 
9. Netherlands 
10. Norway 
11. Poland 
12. Romania 
13. Slovakia 
14. Spain 

1. Austria 
2. Bulgaria 
3. Croatia 
4. Cyprus 
5. Czech 

Republic 
6. Denmark 
7. Finland 
8. Germany 
9. Greece 
10. Iceland 
11. Italy 
12. Latvia 
13. Netherlands 
14. Poland 
15. Portugal 
16. Romania 
17. Slovakia 
18. Spain 
19. Sweden 

1. Austria 
2. Bulgaria 
3. Croatia 
4. Czech 

Republic 
5. Denmark 
6. Germany 
7. Hungary 
8. Italy 
9. Italy 
10. Latvia 
11. Netherlands 
12. Norway 
13. Romania 
14. Slovakia 
15. Spain 

 

Number and 
percentage of 
participants from the 
field of policy 

n 
6 8 3 17 

% 
25.0% 24.2% 14.3% 24.3% 

Number and 
percentage of 
participants from the 
field of practice 

n 
14 19 16 45 

% 
58.3% 57.6% 76.2% 64.3% 

Number and 
percentage of 
participants from the 
field of knowledge 
and science 

n 
12 19 13 39 

% 
50.0% 57.6% 61.9% 55.7% 

Number and 
percentage of 
participants 
representing end 
users (e.g.. 
representative of a 
patient advocacy 
group) 

n 
0 0 2 2 

% 
0.0% 0.0% 9.5% 2.9% 

Number and 
percentage of 
participants from 
other fields 

n 
2 5 0 7 

% 
8.3% 15.2% 0.0% 10.0% 

aThe percentages do not add to 100. Particpants could be active in multiple fields of expertise.
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Further results will be presented per topic, including tables with summaries of results. Full 

results tables are presented in appendices 6-8.  

 

A. Vaccination coverage in infants 

 

Optimization of infant vaccination coverage 

In table 4 the possibilities for optimization of infant vaccination coverage, for example measles 
vaccination, are presented. Participants were asked to identify possibilities for the optimization 
of infant vaccination coverage in their country. The most frequently chosen items were “public 
information”, “electronic Scheduling, reminder and recording system”, “doctor and nurse 
training”. An example of a quote of a stakeholder who suggests a “campaign about the 
importance of the prevention of measles (or other communicable diseases) regarding their 
complications etc. and communication about the real data (vaccine safety, efficacy etc.)”.  

There are no large differences between types of countries. Less participants from gatekeeper 
and GP-led countries see electronic scheduling, reminder and record systems as a way to 
optimize infant vaccination coverage, in comparison to the other types of countries. Relatively 
more participants from gatekeeper and GP-led countries see doctor and nurse training as a way 
to optimize infant vaccination coverage, in comparison to the other type of countries. 

 

Table 4. Respondents agreeing with possibilities for optimizing infant vaccination 

coverage (example measles vaccination) in their country and reasons why the 

possibilities were chosen. Top three of most mentioned possibilities.  

 Total group  
(N =38) 

Open 
Access  
(N=8) 

Gatekeeper 
& mixed led 
(N=16) 

Gatekeeper 
& GP-led 
(N=13) 

Rationales 

 n % % % %  
Public 
information 

24 63 63 63 69 
To combat vaccination 
hesitancy 
Importance of improving 
knowledge about 
vaccination 

Electronic 
Scheduling, 
reminder and 
recording 
system 

20 53 63 63 39 A system to send parents a 
reminder, because 
forgetting the 
appointment seems to be 
one of the main reasons 
for missing a vaccination 

Doctor and 
nurse training 

15 40 38 25 62 Training on how to 
communicate with parents 
and thereby combatting 
hesitancy.  

 

In table 5 the possibilities to optimize Access, Comprehensiveness, Continuity, Coordination of 
care are presented. More than half of participants think that access to vaccinations, 



D18: Report on Consensus Statements 

 30  

 

comprehensiveness and coordination of care can be optimized in their country. Slightly less than 
half of participants think that continuity can be improved in their country. Relatively few 
participants of gatekeeper and GP-led countries think that the components could be optimized. 
Five out of six participants from open access think that comprehensiveness can be optimized, 
this is much less for the other two types of countries. A stakeholder from a gatekeeper and 
mixed-led country phrases a possibility for improving the comprehensiveness as follows: 
“women health and child & adolescent health must be considered in the same primary health 
services (we have Consultori Familiari with multidisciplinary team, but these services are not 
supported).” 

 

Table 5. Respondents agreeing with optimizing access, comprehensiveness, continuity or 

coordination of care in primary child healthcare, including vaccination, in their country, 

and given explanations for their choice 

 

 Total group (N = 
30) 

Open 
Access  
(N=6) 

Gatekee
per & 
mixed 
led 
(N=13) 

Gatekee
per & 
GP-led 
(N=13) 

Rationales 

 n % % % %  

Access 16 53 50 69 36 Access should be improved in 
rural areas 

Access could be improved by 
longer opening hours, or 
opening in weekends 

Comprehen- 
siveness  

18 60 83 69 36 Varying answers. Some suggest 
more staff is needed 

Continuity 13 46 40 54 36 Varying answers. Continuity 
might be more important for 
other themes and not so much 
for vaccination 

 

Coordination 
of care 

17 58 60 75 45 Collaboration between 
healthcare professionals and 
other participants  could be 
improved 

Being able to share electronic 
health records might improve 
coordination 

 

Appraisal of specialized preventive child health services 

In table 6 the advantages and disadvantages of specialized preventive child health services are 
presented. An example of a quote about the advantages of specialized preventive child health 
services is: “dedicated trained personnel with personal contact with the families and children. 
They are familiar with their area of responsibility and its population”. An example of a quote 
about the disadvantages of specialized preventive child health services is: “potential increase of 
costs, hard to achieve”. 
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Table 6. Advantages and disadvantages of specialized preventive child health services. 

Advantages: Continuity; the relationship between parents and professional 

Accessibility & quality is high with specialized preventive child health services 

Disadvantages: Some think there are no disadvantages 

Three think it will be costly 

 

In table 7, the opinions of participants on changing towards specialized preventive child health 
services in their country are presented. More than 40% of participants are in favour of changing 
toward specialized preventive child health services. For example, one stakeholder states that “in 
specialized preventive child health services there is not a competition between time for 
treatment and time for preventive measures. It makes possible to offer more preventive 
activities”. 

Around a third of participants already have such a model in place. Slightly more than 10% of 
participants are against or both against and in favour of  changing towards specialized 
preventive child health services. Four out of five participants from open access countries are in 
favour of changing towards specialized preventive child health services. However, many of the 
participants from gatekeeper and GP-led countries state that this model is already in place.  
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Table 7. Opinions of participants about changing towards specialized preventive child 
health services 

 

 Total group  
(N = 29) 
 

Open 
Access 
(N=5) 
 

Gatekee
per & 
mixed 
led 
(N=13) 

Gatekee
per & 
GP-led 
 (N=11) 

Rationale 

 n % % % %  

Against 
(negative) 

3 10 0 15 9 It does not cover the whole 
paediatric population 

It requires a substantial 
revision of the concept of the 
primary health care system 
in the country and significant 
reforms. Cost-benefit is not 
clear. 

Lack of family vision 

In favour 
(positive) 

12 41 80 39 27 More focus on prevention.  

Better access 

Both against 
and in favour 

4 14 0 23 9 The current system is quite 
good. Changing the system is 
difficult 

My country 
already has 
such a model 
in place 

10 35 20 23 55  

The models 
should stay in 

place 

9 31 20 15 55 It has proven to be of high 
quality at low costs. 

The model 
should not 

stay in place 

1 4  8   

 

Feasibility of the scenario 

In table 8 the feasibility of changing towards specialized preventive child health services and 
thereby increasing the infant vaccination coverage in 2025 is presented. More than half of 
participants think it is feasible. An example of a quote from a stakeholder who thinks it is 
feasible is: “further development of the services based on the needs of the children and families, 
and with the objective of improving and sustaining high vaccination coverage, is feasible in my 
country”. More than a third of participants think the presented scenario may be feasible and a 
tenth of all participants think the presented scenario is not feasible. A relatively large part of 
participants from gatekeeper and mixed-led countries is not sure if it will be a feasible scenario. 
Many participants of open access and gatekeeper and GP-led countries think it is feasible.  
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Table 8. Opinions on feasibility of changing towards specialized preventive child health 
services and thereby increasing the vaccination rate by 2025 

 Total group N 
= 29) 

 

 
 

Open 
Access 
(N=5) 

Gatekee
per & 
mixed 
led 
(N=13) 

Gatekee
per & 
GP-led 
(N=11) 

 

 n % % % %  

Feasible 15 52 60 1 73 Because the model or the 
vaccination rate is already in place 

May be 
feasible 

11 38 40 62 9 Introducing rigorous changes to the 
healthcare system will be 
challenging 

Not 
feasible 

3 10 0 8 18 The current system is good 

In table 9 the most important barriers for changing towards specialized preventive child health 
services and thereby increasing the infant vaccination coverage in 2025 are presented. The most 
frequent reported barrier is “the healthcare system and service provision in my country 
(including workforce and costs)”. In second place the barrier “the local and organizational 
setting in my country” was chosen. In third place the barrier “the perception of health and health 
services of the population in my country” was chosen. A participant explained: “the existing 
system should be deeply changed which is difficult due to the perception of health and health 
services (dominating role of curative part of the medical services) and lack of workforce and 
costs”. None of the participants from gatekeeper and GP-led countries see the local and 
organizational setting in their country as a barrier. None of the participants from open access 
countries see the perception of health and health services of the population in their country as 
an important barrier.  

Table 9. Most frequently reported barriers for changing towards specialized preventive 
child health services and thereby increasing the vaccination rate by 2025 

 

Barriers Total group (N 
= 32) 

Open 
Access  
(N=6) 

Gatekee
per & 
mixed 
led 
 (N=15) 

Gatekee
per & 
GP-led 
(N=11) 

 

 n % % % %  

The healthcare system 
and service provision in 
my country (including 
workforce and costs) 

15 47 50 53 36 Changing from 
the current 
system to any 
other is not a 
priority. A higher 
priority is to 
combat 
vaccination 
hesitancy 

The local and 
organizational setting in 
my country 

12 38 50 60 0 

The perception of health 
and health services of the 
population in my country 

9 28 0 33 36 
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In table 10 the most important facilitators for changing towards specialized preventive child 

health services and thereby increasing the infant vaccination coverage in 2025 are presented. 

The most frequently chosen facilitator is “the evidence base of specialized preventive child 

health services”. In shared second place the facilitators “the policy and legislation in my country” 

and “the healthcare system and service provision in my country (including workforce and 

costs)” were chosen. An example of a quote from a participant about facilitating factor is: “I do 

not think other facilitators exist besides evidence base. There is a low interest in the subject in 

general”.  Participants from gatekeeper and mixed-led countries more often choose the 

facilitators “the healthcare system and service provision in my country” and “the policy and 

legislation in my country”. 

Table 10. Most frequently reported facilitators for changing towards specialized 

preventive child health services and thereby increasing the vaccination rate by 2025. 

 

Facilitators Total group 
(N = 32) 

Open 
Access  
(N=6) 

Gatekee
per & 
mixed 
led 
 (N=15) 

Gatekee
per & 
GP-led 
(N=11) 

 

 n % % % %  

The evidence base of 
specialized preventive child 
health services 

11 34 33 33 36 The current 
good system is a 
facilitator.  

The evidence 
base would be a 
facilitator. 

The healthcare system and 
service provision in my 
country (including workforce 
and costs) 

10 31 17 47 18 

The policy and legislation in 
my country 

10 31 17 47 18 

 

B. Treatment and monitoring of a chronic or complex care condition  

 

Optimization of treatment and monitoring of a chronic or complex care condition 

In table 11 the possibilities for optimizing treatment and monitoring of a chronic or complex 
care condition, asthma or traumatic brain injury respectively, are presented. Participants were 
asked to identify possibilities for optimizing treatment and monitoring of a chronic or complex 
care condition. The most frequently chosen items were “working in multidisciplinary teams”, 
“child/ parent involvement or co-production” and “doctor and nurse training”. An example of a 
quote on working in multidisciplinary teams is: “many issues are not specific medical problems 
but issues related to psychosocial aspects, daily functioning, participation, adaptation and 
coping. Therefore one needs a multi-professional team approach (integrating the information 
and reflection on core issues, not just delegating diagnostic or therapeutic aspects to non-
physician colleagues)”. 

Relatively few participants from gatekeeper and mixed-led countries think that working in 
multidisciplinary teams or doctor and nurse training could optimize the treatment and 
monitoring of a chronic or complex care condition. Because the question refers to asthma and 
TBI, a distinction cannot be made between opinions on optimizing chronic care or complex care.  
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Table 11. Respondents agreeing with possibilities for optimizing treatment and 

monitoring of a chronic or complex care condition (asthma or traumatic brain injury of 

infant) in their country and reasons why the possibilities were chosen. Top three of most 

mentioned possibilities.  

 

 
Total group  (N 
=24) 

Open 
Access  
(N=7) 

Gatekeepe
r & mixed 
led (N=10) 

Gatekeepe
r & GP-led 
(N=6) 

Rationales 

 n % % % %  

Working in 
multidisciplina
ry teams 

15 63 86 40 83 Different professionals 
working in a 
multidisciplinary team 
can strengthen each 
other, increasing 
quality and efficiency 

Child/ parent 
involvement or 
co-production 

14 58 57 60 67 Because it leads to 
better quality of care 

There is more 
compliance because of 
child/parent 
involvement 

Doctor and 
nurse training 

13 54 71 30 83 It will improve the 
knowledge of 
conditions 

Training is always 
important to keep 
knowledge up-to-date 

Training is needed 
especially for 
communication 

In table 12 the possibilities to optimize Continuity of care, Skill-mix and Coordination of care are 
presented. More than three-quarters of participants think that continuity of care, skill-mix and 
coordination of care can be optimized in their country. There are no large differences between 
different types of countries. One participants suggests that “the coordination will be optimized if 
multidisciplinary teams are formed and there is a continuous communication between the 
members of those teams”. 

 

Table 12. Respondents agreeing with optimizing coordination of care, skills-mix and 
continuity of care in primary child healthcare, including treatment and monitoring of a 
chronic or complex care condition in their country, and given explanations for their 
choice 

 

 Total group  (N 
=21) 

Open 
Access  
(N=7) 

Gatekeep
er & 
mixed led 
(N=10) 

Gatekeep
er & GP-
led (N=6) 

Rationales 
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 n % % % %  

Coordination 
of care  

17 81 86 88 80 Large variability in answers. 
There is no coordination 
yet. 

Skill-mix  16 76 71 75 100 If multidisciplinary teams 
can be established, their 
skill-mix needs to be 
adapted and training needs 
to take place if required 

Continuity of 
care  

16 76 71 88 80 There is a need for 
continuity from primary, to 
secondary and tertiary care.  

The transition to adult care 
needs to be improved 

 

Appraisal of working in multidisciplinary teams 

In table 13 the advantages and disadvantages of working in multidisciplinary teams are 
presented for children with asthma or traumatic brain injury. An example of a quote in the 
advantages of working in multidisciplinary teams is: “increased family involvement and 
wellbeing, increased efficacy and efficiency”. An example of a quote on the disadvantages of 
working in multidisciplinary teams is: “duplication of services to be provided, increased costs (in 
an atmosphere of funding cutbacks to all public services concerned). Without a clear plan 
/process of care (absence of coordinator), the child's and the family stress would probably 
increase”. Again we do not know if the advantages and disadvantages refer to both chronic care 
and complex care. 

 

Table 13. Advantages and disadvantages of working in multidisciplinary teams, for 
children with asthma or traumatic brain injury 

 

Advantages: Efficient and of higher quality 

Comprehensive 

Leads to better satisfaction in patients 

Disadvantages: Some think there will not be disadvantages.  

There needs to be communication with all team members and it might be more 
difficult to agree 

In table 14, the opinions of participants are presented on changing towards working in 
multidisciplinary teams in their country. Most participants (almost 75%) are in favour of 
changing toward working in multidisciplinary teams. One stakeholder phrases his opinion as: 
“better outcome due to multiple views and skills, physicians are very important but are not the 
only important experts for treating patients;  in my country, we try to push implementing 
multidisciplinary teams in many fields of healthcare”. None of the participants are against 
changing toward working in multidisciplinary teams. Around ten percent are both against and in 
favour and more than 15% already have such a model in place. Relatively many participants 
from gatekeeper and GP-led countries already have such a model in place. 
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Table 14. Opinions of participants about change towards working in multidisciplinary 
teams in their country. 

 Total group  
(N = 19) 

Open 
Access 
(N=7) 

Gatekee
per & 
mixed 
led 
(N=7) 

Gatekee
per & 
GP-led 
 (N=5) 

Rationale 

 n % % % %  

Against (negative) 0 0     

In favour (positive) 14 74 86 71 60 Because the quality of care 
would be higher 

The value of different skills 
working together 

 

 

Both against and in 
favour 

2 11 14 14 0 May be costly in some 
circumstances 

It is not necessary in all 
cases. 

My country already 
has such a model in 
place 

3 16 0 14 40  

The models should 
stay in place 

3  0 14 40 We have the current 
system in place 

Because of the 
comprehensive vision of 
the patient, the family and 
their social environment 

The model should 
not stay in place 

0 0     

Feasibility of the scenario 

In table 15 the feasibility of changing towards working in multidisciplinary teams in 2025 is 
presented. Around a third of participants think it is a feasible scenario. More than 40% think the 
presented scenario may be feasible and more than 20% of participants think the presented 
scenario is not feasible. An example of a quote of a participant who thinks it may not be feasible: 
“at least not until 2025, maybe later; this needs a "cultural change" that takes time, a rethinking, 
especially by the physicians, but also by the patients”. Relatively many (three out of seven) 
participants from open access countries think that the scenario is not feasible. The answers refer 
to change of the combination of chronic and complex care. 
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Table 15. Opinions on feasibility of changing towards working in multidisciplinary teams 
by 2025.  

 

 Total group N = 
19) 

Open 
Access 
(N=7) 

Gatekeeper 
& mixed led 
(N=7) 

Gatekeeper 
& GP-led 
(N=5) 

 

 n % % % %  

Feasible 7 37 29 43 40 The model is already (in 
part) in place 

May be 
feasible 

8 42 29 57 40 It would require some 
people who want the 
change 

 

Not 
feasible 

4 21 43 0 20 We are too far away 
from this model 

 

In table 16 the most important barriers for changing towards working in multidisciplinary 
teams and thereby improving the treatment and monitoring of a chronic or complex care 
condition in 2025 are presented. The most frequent chosen barrier is “the healthcare system and 
service provision in my country (including workforce and costs)”. In second place the barrier 
“the local and organizational setting in my country” was chosen. In third place the barrier “the 
policy and legislation in my country” was chosen. An example of a quote on barriers is: “the 
health system in my country relies on health services that have differences in the budgets 
allocated for each of the services. Although the health system has shown great efficiency because 
of the health results obtained despite a low allocation of resources, they are detracting from 
public health resources, increasing private health and as a result the inequality among the most 
disadvantaged social classes 

Relatively few participants (three out of seven) from open access countries think the healthcare 
system and service provision in their country is a barrier, while they think the policy and 
legislation in their country is a barrier relatively often. Relatively few participants from 
gatekeeper and mixed-led countries think that the policy and legislation in their country is a 
barrier. 

 

Table 16. Most frequently reported barriers for changing towards working in 
multidisciplinary teams by 2025 

 

Barriers 
Total group 
(N = 23) 

Open 
Access  
(N=7) 

Gateke
eper & 
mixed 
led 
 (N=8) 

Gateke
eper & 
GP-led 
(N=5) 

 

 n % % % %  

The healthcare 
system and service 
provision in my 
country (including 
costs and 
workforce) 

13 65 43 75 80 Financing is an issue, who gets 
funding for what in a 
multidisciplinary team.  

Changing the policy and 
legislation is  a slow process 
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The local and 
organizational 
setting in my 
country 

10 50 43 50 60 More workforce needed 

 

The policy and 
legislation in my 
country 

10 50 71 25 60 

In table 17 the most important facilitators for changing towards working in multidisciplinary 

teams and thereby improving the treatment and monitoring of a chronic or complex care 

condition in 2025 are presented. The most frequently chosen facilitator is “the content of 

working in multidisciplinary team”. In second place the facilitator “the evidence base of working 

in multidisciplinary teams” was chosen.  In third place the facilitator “the attitude towards 

working in multidisciplinary teams of the population in my country” was chosen. An example of 

a quote on facilitating factors is: “there is a general trust between patients and the health care 

system. In general, health care workers also are keen to collaborate and share experiences”. 

Relatively few participants from open access countries think that the attitude towards working 

in multidisciplinary teams of the population in their country is a facilitator.  

 

Table 17. Most frequently reported facilitators for changing towards working in 
multidisciplinary teams by 2025. 

 

Facilitators Total group (N 
= 23) 

Open 
Access  
(N=7) 

Gatekeep
er & 
mixed led 
 (N=8) 

Gatekeep
er & GP-
led 
(N=5) 

 

 n % % % %  

The content of 
working in 
multidisciplinary 
teams 

12 60 71 50 60 There is trust by the 
public in healthcare 
professionals 

Evidence based 
working could facilitate 
change 

The evidence base 
of working in 
multidisciplinary 
teams 

9 45 57 38 40 

The attitude 
towards working in 
multidisciplinary 
teams of the 
population in my 
country 

8 40 14 63 40 
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C. Early recognition of mental health problems in adolescents 

Optimization of the early recognition of mental health problems in adolescents 

In table 18 the possibilities for optimization of early recognition of mental health problems in 
adolescents, for example depression, are presented. Participants were asked to identify 
possibilities for the optimization of early recognition of mental health problems in adolescents. 
The items most frequently chosen were “collaboration and coordination between health care 
providers”, “school health services”, “doctor and nurse training” and “increase of budgets”. An 
example of a quote on how the early recognition of mental health problems should be optimised 
is: “my country’s health system is divided into a primary health and care services provided by 
municipalities and a state owned specialised service. For many patients with complex needs, the 
two levels must cooperate. This does not always work as seamlessly as it should. For children 
and young people the cooperation, collaboration and coordination between social services, 
schools and other municipal services is also of utmost importance to ensure good outcomes. 
This fails too often.” 

The different types of countries do not seem vary in their answers. Eight out of ten of 
participants from gatekeeper and mixed-led countries and five out of eight participants from 
gatekeeper and GP-led countries think that early recognition of mental health problems could be 
optimized through doctor and nurse training, while this is the case for only two out of eight 
participants from open access countries. 

Table 18. Respondents agreeing with possibilities for optimizing early recognition of 

mental health problems in adolescents (example depression) in their country and 

reasons why the possibilities were chosen. Top four of most mentioned possibilities  

 Total group   

(N =29) 

Open 
Access  
(N=8) 

Gatekee
per & 
mixed 
led 
(N=10) 

Gatekee
per & 
GP-led 
(N=8) 

Rationales 

 n % % % %  

Collaboration 
and 
coordination 
between health 
care providers 

17 59 63 80 50 Current lack of collaboration 
and communication between 
health care providers, which 
is not beneficial for 
adolescents 

School health 
services 

17 59 75 70 50 School health services are 
most accessible for 
adolescents and almost all 
adolescents can be reached 
through them 

Doctor and 
nurse training 

15 52 25 80 63 Training is essential for the 
good quality of early 
recognition of mental health 
problems 

Current professional 
workforce is not sufficiently 
trained to detect mental 
health problems in 
adolescents 

Increase of 
budgets 

15 52 50 70 50 More budget is necessary in 
increase the workforce 
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Budget needs to be allocated 
to prevention 

In table 19 the possibilities to optimize access and confidentiality are presented. Most 
participants think that access to healthcare for adolescents can be optimized in their country. 
Half of participants think that confidentiality for adolescents can be optimized in their country. 
There do not seem to be large differences in the answers of different types of countries. One 
participant thinks that the “development of community based mental health services is needed, 
as well as improvement of primary care in terms of mental health provision. Currently mental 
healthcare is provided only by child psychiatrists, which are extremely few, and work in solitary 
practices, which seriously reduces possibility of access”. 

Table 19. Respondents agreeing with optimizing access and confidentiality in primary 

child healthcare, including early recognition of mental health problems in adolescents in 

their country, and given explanations for their choice  

 Total group (N 
= 24) 

 

 

 
 

Open 
Access  
(N=7) 

Gatekeepe
r & mixed 
led (N=9) 

Gatekeepe
r & GP-led 
(N=8) 

Rationales 

 n % % % %  

Access 20 83,3 85,7 77,8 87,5 Varying answers. 

Accessibility to 
currently lacking 
specialized workforce 

Confidentiality 12 50,0 42,9 55,6 50 Legislation on this 
topic needs to be 
improved 

There is a need for 
confidential access for 
adolescents which is 
currently not in place 

Appraisal of confidential access to healthcare for adolescents 

In table 20 the advantages and disadvantages of early problem recognition of mental health 
problems in which confidential access to healthcare for adolescents is guaranteed are presented. 
A quote on the advantages of confidential access to healthcare for adolescents is: “no ‘accidental’  
information for parents etc. More adolescents might confide their secrets/mental health 
problems. Possibly, less emergency cases due to better access. Less severe trajectories of mental 
health problems due to early Intervention”.  

A quote on the disadvantages of confidential access to healthcare for adolescents is:  “in some 
cases it would be important to discuss problems with e.g. adolescent's parents (best: convincing 
the adolescent to speak with his/her parents) or other health care provider (best: obtaining 
adolescent's consent)”. 

Table 20. Advantages and disadvantages of early problem recognition of mental health 

problems in which confidential access to healthcare for adolescents is guaranteed. 

Advantages: It might improve early recognition and by that improve treatment outcomes 
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Low barriers to care 

Disadvantages: The importance of knowing the context of the child and to include parents in the 
process, which is impeded by confidential access 

The number of false positives will increase 

In table 21, the opinions of participants are presented on changing towards confidential access 
to healthcare for adolescents in their country. Half of the participants are in favour of changing 
toward confidential access for adolescents. For example, one participant thinks that: 
“adolescents would be more willing to ask for medical advice and support knowing that they will 
have confidential access”. Two participants are against changing towards confidential access. 
Three participants  are both in favour and against. According to six participants, guaranteed 
confidential access is already in place in their country. Five participants think it should remain in 
place in their country. Six out of seven participants from open access countries are in favour  of 
changing towards confidential access to healthcare for adolescents, while only three out of nine 
participants from gatekeeper and mixed-led countries and four out of eight participants of 
gatekeeper and GP-led countries are in favour. None of the open access countries already have 
the model in place.   
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Table 21. Opinions of participants about change towards confidential access to healthcare 

for adolescents in their country 

 Total 
group  

(N = 24) 

Open 
Access  
(N=7) 

Gatekee
per & 
mixed 
led 
(N=9) 

Gatekee
per & 
GP-led 
(N=8) 
 

Rationale 

 n % % % %  

Against 
(negative) 

2 8 14 0 13 It will hamper the inclusion of 
family, which is a key component of 
optimum service deliver 

In favour 
(positive) 

13 54 86 33 50 Guaranteed confidential access will 
empower adolescents and will lead 
to earlier recognition of problems 

 

Both against 
and in favour 

3 13 0 33 0 Some adolescent may benefit from 
confidential access, however, I 
would rather not exclude the 
family from the healthcare process 

My country 
already has 
such a model in 
place 

6 25 0 33 37,5  

The models 
should stay in 

place 

5 21 0 33 25 The system works well  

The importance of confidential 
access in order for the adolescent 
to be able to trust the healthcare 
professional 

The model 
should not stay 

in place 

1 4 0  13 We need always the consent of the 
parent 

 

 

Feasibility of the scenario 

In table 22 the feasibility of changing towards guaranteed confidential access and thereby 
increasing early recognition of mental health problems in 2025 is presented. Four participants 
think it is not feasible (17%). Four participants (17%) think the presented scenario is feasible 
and 15 participants (65%) think the presented scenario may be feasible. An example of a quote 
from a participant who thinks the scenario is feasible is: “At present, my country is in a process 
of curricular education reform, and conservative non-governmental organizations are putting 
great pressure on the Government to make parents decide on the content their children will 
learn at school, especially the content of health education. So I think there is a real danger of 
opposing this kind of approach to adolescents, because parents are excluded from the process”. 
None of the participants from gatekeeper and GP-led countries think changing towards 
confidential access for adolescents is feasible. In contrast none of the participants from open 
access countries think it is not feasible. 
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Table 22. Opinions on feasibility of changing towards guaranteed confidential access and 

thereby increasing early recognition of mental health problems by 2025.  

 
Total group N = 
23) 

Open 
Access 
(N=7) 

Gatekeep
er & 
mixed led 
(N=8) 

Gatekeep
er & GP-
led (N=8) 

 

 n % % % %  

Feasible 4 17 14 38 0 We already have 
confidential access 

May be 
feasible 

15 65 86 50 63 Varying answers 

Importance of the political 
climate and reforms 

We already have 
confidential access, but I 
wonder if increasing the 
recognition of mental health 
problems is achievable 

Not 
feasible 

4 17 0 13 38 Because of current 
legislation,  

Because it would reduce the 
potential to deliver 
optimum service 

Because there is not enough 
time for this change before 
2025 

 

In table 23 the most important barriers for changing towards guaranteed confidential access and 
thereby increasing early recognition of mental health problems by 2025, are presented. The 
most frequent chosen barrier is  “the healthcare system and service provision in my country 
(including workforce and costs)”. In second place the barrier “the local and organizational 
setting in my country” was chosen. In a shared third place the barriers “the attitude towards 
confidential access to healthcare for adolescents of the population in my country” and “the 
evidence base of confidential access to healthcare for adolescents” were chosen. An example of a 
quote on barriers is: “different stakeholders are involved in my country and the health system is 
complex. There are differing interests. Further, some decisions concerning health care are made 
on national level, other by federal states.” Many participants from gatekeeper and GP-led 
countries see the healthcare system and service provision and the local and organizational 
setting in  in their country as barriers. The participants from the other type of countries are 
much more diversified in what they perceive as barriers.  

Table 23. Most frequently reported barriers for changing towards guaranteed 

confidential access and thereby increasing early recognition of mental health problems 

by 2025. 

Barriers Total group (N 
= 23) 

Open 
Access  
(N=7) 

Gatekeep
er & 
mixed led 
 (N=9) 

Gatekeep
er & GP-
led 
(N=7) 

 

 n % % % %  
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The healthcare 
system and service 
provision in my 
country (including 
workforce and 
costs) 

11 48 29 44 71 Varying answers 

Different agendas 
of different 
stakeholders 

Lack of trained 
professionals 

Lack of financial 
resources 

Lack of a strong 
evidence base 

The right of parents 
to be informed 

The stigma 
surrounding 
mental health 
problems 

The local and 
organizational 
setting in my 
country 

8 35 14 33 57 

Attitude towards 
confidential access 
to healthcare for 
adolescents of the 
population in my 
country 

7 30 29 44 14 

The evidence base of 
confidential access 
to healthcare for 
adolescents 

7 30 29 33 29 

In table 24 the most important facilitators for changing towards guaranteed confidential access 
and thereby increasing early recognition of mental health problems by 2025, are presented. The 
most frequently chosen facilitator is “the perception of health and health services of the 
population in my country”. In shared second place the facilitators “the local and organizational 
setting in my country” and “the healthcare system and service provision in my country 
(including workforce and costs)” were chosen. An example of a quote on facilitating factors is: 
“because my country is a part of the European community has adapted a more or less 
progressive legislation (the problem is with implementation) including most of the international 
human rights documents, which is an important asset in grounding change. Many of the 
stakeholders would be on board for the mentioned system. Although there is no specific 
evidence base for my country, evidence base from other settings can be extrapolated onto the 
situation in my country.  

The participants from gatekeeper and GP-led countries never see the healthcare system and 
service provision in their country as a facilitator.  

Table 24. Most important facilitators for changing towards guaranteed confidential access 

and thereby increasing early recognition of mental health problems by 2025. 
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Facilitators Total group 
(N = 23) 

Open 
Access  
(N=7) 
 

Gateke
eper & 
mixed 
led 
 (N=9) 

Gateke
eper & 
GP-led 
(N=7) 

 

 n % % % %  

The perception 
of health and 
health services 
of the 
population in 
my country  

8 35 43 22 43 Varying answers 

Good accessibility of healthcare 
to adolescent, for example 
through school health services 

Good evidence base 

There is increasing knowledge 
on mental health problems 

A generally positive attitude 
towards confidential access 

The local and 
organizational 
setting in my 
country 

7 30 29 22 43 

The healthcare 
system and 
service 
provision in my 
country 
(including 
workforce and 
costs) 

7 30 29 56 0 
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 4.2 Results of the online focus groups 

A. Vaccination coverage in infants 

Three stakeholders participated in the online focus group and one sent his answers via e-mail 

(see appendix 6). The stakeholders were from three different countries. One participant was a 

representative of a parents organization, one represented the field of practice and knowledge 

and two represented the field of policy making, practice and knowledge. A transcription of the 

focus group can be found in appendix 6. 

Opinion on changing the primary child healthcare  system in Europe towards specialized 

preventive child health services 

The stakeholders had different opinions on specialized preventive child health services. One 

stakeholder thought that preventive services which are not integrated with other services are 

not preferable. Another stakeholder suggested that it is probably not the preventive healthcare 

system in his country that is an important factor for the decline in vaccination coverage. Another 

stakeholder had experience with both integrated and separate preventive health services and 

the stakeholder suggested that the previous system had better coverage than nowadays, the 

current system with family doctor practices. Another stakeholder was positive about specialized 

preventive child health services. 

Three out of four stakeholders suggested other factors were more important for the decline in 

vaccination coverage. One stakeholder suggested that training of professionals is important, as 

well as coordination of care. Another stakeholder thought that the most important factor for the 

decline in vaccination coverage is the rise of fake news and that there is not enough time 

available at preventive health care services. Two other stakeholder did not suggest which other 

factors are important for the decline in vaccinations. 

There was consensus among the professionals that communication to vaccination hesitant 

parents is more important for addressing the issue of declining vaccination rates, than changing 

characteristics of the primary care system, including the availability of a specialized preventive 

service. 

What has to be changed in order to optimize the vaccination coverage in the European 

child healthcare systems 

The participants suggested that efforts to reduce vaccination hesitancy needed to be undertaken. 
One stakeholders stated that only 3% of the population is against vaccination of their child, and 
97% is okay with vaccinations, among which 30% have doubts or are mildly hesitant. Also, out 
of these 97%, there are many parents who miss a vaccination.  

 

The stakeholders mentioned the following factors which have to be changed: 

1. Disinformation via media: all stakeholders suggested communication is a key factor. All 
stakeholders addressed the role of social media and that fake news is easily spread. The 
psychological aspect of hesitance has to be addressed. One stakeholder had a strong 
opinion about the media and how they need to take responsibility and not put the 
opinion of a group of parents at the same level as evidence based science. One 
stakeholder suggested to make use of a strong ‘opinion leader’ who uses an active 
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approach in the social media to bring forward the scientific opinion, based on scientific 
evidence. 

2. Training: a stakeholder mentioned that in his country very little training of professionals 
on vaccinations is available. Professionals need to know how to communicate with the 
parents and also they need to be trained on their expertise of vaccinations, for example if 
there are contra-indications.  

3. Information systems: one stakeholder suggested that an electronic reminder system is 
important. We need to know about what happens with each child and his/her 
vaccinations. 

4. Legislation: another stakeholder suggested that maybe making vaccinations mandatory 
would be a good strategy.  

Quick wins 

The focus groups were asked for quick wins that would contribute in the short term to solving 

the declining vaccination rates. These were:  

 Having an ‘opinion leader’. 
 Training of professionals (certified training); nurses, midwifes, physicians. All need to 

know the same information. 
 Use of e-health/reminder system. 
 Communication of information through reliable sources; scientific evidence base. 
 Support from government; cooperation with organisations within Europe (such as 

WHO). 
 Parents need to tell whether or not their child is vaccinated. Change of attitude of 

parents with regard to their responsibility to other parents (who also bring their child to 
kindergarten). 

 Physicians need to know what real contra-indicators are. 
 Very quick win: more resources are needed to carry out the recommended actions. 

 

Consensus statements 

The focus group participants agreed with the following consensus statement that was also the 
result of the survey among stakeholders (chapter 4.1).  

 

In addressing the issue of declining vaccination rates, communication to vaccination 
hesitant parents is more important, than changing characteristics of the primary care 
system, including the availability of a specialized preventive service. 

 

Additional statements 

The focus group participants added the following three statements on the information transfer 
about immunization to the public and the urgency for national governments and science to 
invest in prevention and vaccination. 

 

Messages to the public about vaccination should come from different sources. These 
sources need to communicate the same message to the public and should be based on 
science, and supported by (social) media expertise. The general message should be: 
vaccination is the main tool and the safest way to prevent communicable diseases.  
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Support from national governments and scientists is needed. Governments have to 
stand up against “fake news”. They have to stress the importance of prevention and 
vaccination and allocate more resources to this area.  

 

There is a need to work together in the EU in the field of new areas of communication. 
Do not only communicate scientific knowledge. Show best practices. 

 
 

B. Treatment and monitoring of a chronic or complex condition  

Two stakeholders, from two different countries participated. One participant was a 

representative of the field of practice and knowledge and one represented practice. A 

transcription of the focus group can be found in appendix 7.  

Opinion on changing the primary child healthcare  system in Europe towards working in 

multidisciplinary teams. 

Both stakeholders were in favour of working in multidisciplinary teams. One of the stakeholders 

was in favour because there was already multidisciplinary collaboration in her country. The 

collaboration also stimulates the involvement of parents. The other stakeholder was in favour 

because it improves the efficiency of the system and could be a solution in the shortage of 

specialists in her country.  

There was consensus that heterogeneity or absence of coordination of care was observed. In one 

country regulations for coordination of care in the country existed, for example coordination of 

care by a linked nurse. In another country to a great extent lack of coordination was perceived 

and no clear plan, no vision with regard to starting multidisciplinary teams.    

What has to be changed in order to optimize chronic or complex care in the European 

child healthcare system. 

One stakeholder suggested that currently there is no incentive to stimulate cooperation, because 

there are separate budgets, resulting from politics per care sector. The other stakeholder 

suggested that in her country, there was a public health system and the professionals were not 

competing for money, which was a good base for multidisciplinary cooperation.  

There was consensus that working in multidisciplinary teams is important. Clear task 

descriptions of team members working in the same setting/centre were found important. A 

barrier might be the funding, but there was willingness to cooperate and work in 

multidisciplinary teams 

Quick wins 

 Improvement of the educational system (lessons for (school) nurses how to 
communicate with a GP or Primary Care Paediatrician). 

 Develop a system with a nurse within each school. 
 Education of the families in self-care and how to make care use decisions. They need to 

learn to recognize red flag signs and know where to go with problems (e.g. mild 
symptoms: GP/Primary Care Paediatrician; severe symptoms: hospital).  

 There is a role for GPs, Primary Care Paediatricians, and nurses to educate families. 
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 It is important to involve patient and parent organisations. These organisation could 
form a lobby toward the Ministry.  

 

Consensus statement 

The two participants agreed with the following consensus statement that was also the result of 

the survey among stakeholders (chapter 4.1).   

 

Working in multidisciplinary teams is important. Heterogeneity or absence of 
coordination of care is observed. In some countries regulations for coordination of care 
exits, whereas other countries  lack coordination to a great extent. Despite a 
willingness to cooperate and work in MDTs, a barrier is the funding. 

 

Additional statements 

The focus group participants added the following statements about a need for clear policy 

making in support of care coordination and for good registration systems that facilitates 

transitions between care levels. 

 

 

Clear task descriptions of team members working in the same setting/centre are 
important.  

 

There is a need for clear policy making in support of care coordination, a clear strategy 
for linking professionals in MDTs and finding the right funding/budget.  

 

A good registration system is needed that provides doctors at all levels with 
information and feedback and also ensure smooth transitions between care levels. 

 

C. Early recognition of mental health problems in adolescents 

Seven stakeholders, from seven different countries contributed to the online focus group. One 

participant was a representative of the field of policy making. One stakeholder represented the 

field of practice and another stakeholder represented the field of knowledge. Four stakeholders 

represented both the field of practice and knowledge. A transcription of the focus group can be 

found in appendix 8. 

Opinion on changing the primary child healthcare  system in Europe towards confidential 

access to health care for adolescents. 

All stakeholders agreed that confidentiality or at the minimum open access is important for 

getting in contact with the adolescent, however, sometimes the current legislation inhibits 

confidentiality. However, two stakeholders had the opinion parental consent was necessary for 

children to get in contact with services. This was also the policy in their country. Two other 

stakeholders suggested that for the initial stage of getting in contact with the adolescent 
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confidentiality was important, but that more invasive treatment (for example pharmacological 

treatment) should only be performed with parental consent. In two countries exceptions to the 

rules are made in practice, for example when a child is 16, while the law says the child should be 

18, or when it is about „mild” issues such as prophylaxis. In two countries there was a clear 

legislation about confidential access and when parental consent is necessary.  

The consensus was that countries largely differ with regard to confidential access to services for 

adolescents with mental health problems. Especially views on the involvement of support 

systems in the child’s upbringing seemed important. However, all countries offered 

opportunities for confidential or open access until medical treatment is in place. 

Also, there was consensus that confidential or open access is important for primary care for 

children. For treatment of complex problems, medical treatment and prescription of medicines, 

parental consent is needed. Prevention (prophylaxis) and all kinds of psychological support are 

already available for all children. 

What has to be changed in order to optimize the confidential access to healthcare for 

adolescents. 

Two participants stated that there is a need for well trained professionals. Also, four 
stakeholders suggested a definition at EU level on what does access without consent mean and 
on which terms, is necessary. One stakeholder suggested access to healthcare through channels 
that children use today, like live-chat on the internet. There seemed to be a cultural influence 
from views on the role of parents.  

Quick wins 

 European institutions (commission and parliament) should take care of the issue. They 
should stimulate action together with scientific and professional societies at EU level. 
The EU parliament could force on regulations and  EU recommendations with regard to 
good practices.  

 In some cases judges can interfere (e.g. in case of hazard for the child). 
 Evidence based working is important. But not yet all evidence on confidential access is 

known.  Research is important. Then, a legal framework and regulations can be 
established. 

Consensus statements 

The focus group participants agreed with the following consensus statement that was also the 
result of the survey among stakeholders (chapter 4.1).  

 

Countries largely differ with regard to confidential access to services for adolescents 
with mental health problems. Especially views on the involvement of support systems 
in the child’s upbringing seem important. However, all countries offer opportunities 
for confidential or open access until medical treatment is in place. 

 

Additional statements 

The focus group participants added the following statements about the importance of 
confidential or open access to adolescent health services, the exchange of examples of good 
practices agreement, and  terms used and definitions on access with and without consent in the 
EU. 
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Confidential or open access is important for primary care for children. For treatment of 
complex problems, medical treatment and prescription of medicines, parental consent 
is needed. Prevention (prophylaxis) and all kinds of psychological support are already 
available for all children. 

 

It is currently unclear in which situation confidential access should be guaranteed to 
adolescents. Discussions and agreement in the EU on terms used and definitions on 
access with and without consent is needed. 

 

 

Exchange of examples and good practices in the EU on open access to services for 
children with mental health problems helps to bring forward the harmonization of 
legislation and practices with regard to confidentiality. 
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5. Discussion 

This report is part of MOCHA WP 9 which aimed to develop optimal patient-centred and 
prevention-oriented primary child health care models emerging from the analyses of other WPs. 

The objective of this study was to obtain consensus statements of stakeholders in primary child 

health care on what has to be changed to optimize the primary child healthcare systems, the 

acceptability and feasibility of changing towards potentially optimal components of ways to 

deliver primary child health care, and how potential changes might be achieved. Testimonials 

and opinions of experts from the fields of policy making, practice, science and knowledge and 

end-user advocacy were gathered. They gave their opinions in a survey and in online focus 

groups that showed imaginary scenarios on future provision of child health care.  

They were surveyed and interviewed on three health topics with accompanying scenarios that 

were related to functions of primary child health care, tracer conditions, and age-groups. The 

topics more or less reflect a comprehensive total of components of a primary child health care 

system: 

 Vaccination coverage in infants: prevention/ immunization against measles/0-4 years 
old  

 Treatment and monitoring of a chronic or complex condition: chronic care or complex 
care/asthma or traumatic brain injury/4-12 years old 

 Early recognition of mental health problems: school and adolescent health 
services/mental health/12-18 years old 

 

Vaccination coverage in infants 

The opinions of participants of the survey and focus group comprised the following 

consensus statement: 

 

In addressing the issue of declining vaccination rates, communication to vaccination 
hesitant parents is more important, than changing characteristics of the primary care 
system, including the availability of a specialized preventive service. 

 

With regard to immunization of infants the stakeholders considered the change of the care 

system’s component ‘public access to trustworthy information’ important. In both the survey 

and interviews, they called for more public information about vaccinations, in order to reduce 

vaccination hesitancy and thereby improving the vaccination coverage. Furthermore, the 

majority of stakeholders was positive about the scenario of development of the primary care 

system toward specialized preventive child health services. This was either because they 

thought preventive child health services could improve vaccination coverage due to the 

advantages of well-kept parent - professional relationships and good accessibility (29). They 

were also positive when specialized preventive child health services were already in place in 

their country. The change towards specialized preventive health services was thought feasible, 

however change from the current model to any other was not given a priority and seen as 

challenging. A higher priority was given to combat vaccination hesitancy using public 

information. However, literature suggests combatting vaccination hesitancy through public 

information might be less effective than providing information on vaccinations within an 



D18: Report on Consensus Statements 

 54  

 

ongoing relation between a specialized preventive child health nurse and the parents of infants 

(1). 

An explanation for the respondents’ tendency to adhere to the existing way of care delivery may 

be inherently connected with questions on the change of a health care system the respondent is 

involved in. Reasons maybe the pride about the system the respondent contributes to from day 

to day or resistance because of lack of confidence that a system change can be achieved. This 

may have influenced for instance the result of staying to the way vaccinations are provided in a 

country instead of introducing new ways such as specialized preventive health services. The 

stakeholders’ advices on necessity of training of professionals, use of social media and opinion 

leaders to influence public opinion, and use of electronic reminder systems, comply with 

standards and guidelines for immunization and reducing differential uptake based on evidence 

(30-32). However, the NICE guideline from the UK is very clear in its conclusion that there is still 

a lack of evidence on the effectiveness and cost-effectiveness of different interventions aimed at 

increasing immunisation uptake among children and young people aged under 19 years, 

particularly among those who may not have been immunised or only partially immunised and 

vulnerable groups.  

Treatment and monitoring of a chronic or complex condition 

The following consensus statement could be determined: 

Working in multidisciplinary teams is important. Heterogeneity or absence of 
coordination of care is observed. In some countries regulations for coordination of care 
exits, whereas other countries  lack coordination to a great extent. Despite a 
willingness to cooperate and work in multidisciplinary teams, a barrier is the funding. 

 

In our consultation of stakeholders, we found that almost all were in favour of working in 
multidisciplinary teams as a possibility to improve the care for children with a chronic condition 

or complex needs. Especially the added value of professionals with different skills working 

closely together was rated as important. From the survey a large variability in opinions on the 

feasibility of changing towards multidisciplinary teams appeared. Some stakeholders thought 

their country was too far away from the model. They also thought working in teams costly and 

not necessary in all cases. Because the scenario referred to asthma and TBI it is not clear 

whether this equally applies to chronic care and complex care.   

The experts of the focus group interview observed a willingness among professionals to 

cooperate and work in multidisciplinary teams, however there was also a mention of some 

competition among professionals on the funding of collaborative teams. In general a perspective 

from the needs of families and educating them how and where to express these needs was 

advocated. The MOCHA project showed that special attention should then be given to the 

position of vulnerable families with complex needs, who do not have the capacity to organize 

their help in a sufficient way (33). Although the experts mentioned involvement of a variety of 

disciplines, among which social workers and dieticians, working together on a day-to-day basis 

as a team to attain integrated care for the individual is a challenge (34). The experts mentioned 

the importance of training the workforce. MOCHA advises to focus on real interdisciplinary 

training of all kinds of professionals (23).  

Early recognition of mental health problems in adolescents 

The following consensus statement could be determined: 
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Countries largely differ with regard to confidential access to services for adolescents 
with mental health problems. Especially views on the involvement of support systems 
in the child’s upbringing seem important. However, all countries offer opportunities 
for confidential or open access until medical treatment is in place. 

 

The stakeholders supported the collaboration and communication between health care 

providers as components of health care that should be optimized in order to improve the early 

recognition of mental health problems in adolescents. Half of the stakeholders also answered 

that they were positive about confidential access to adolescent health service. We received a 

variety of opinions on the subject. 

 A pro of guaranteeing confidentiality to adolescents when consulting primary care is that 

it improves the early recognition of mental health problems through lowering the 

barrier to approach care. Increase of the willingness of adolescents to discuss sensitive 
topics when providing confidential access was confirmed in the literature (35).  

 Some participants expressed their doubts or were even against confidential access. They 

thought it hampers the inclusion of the family in the treatment process, which is 

considered key to optimal service delivery to adolescents with mental health problems.  

 The experts of the focus group were clear at what stage of the patient consultation 

confidentiality can be given, namely in preventive activities, all kinds of psychological 

support and trainings or courses that are available for all children. However, for 

treatment of complex problems, medical treatment and prescription of medicines, 

consent of parents is needed and confidentiality cannot be given.  

 An expert who seeks the involvement of parents for all problems of a child, prefers the 

wording “open access” instead of “confidential access”. 

 

Optimal components 

In summary, with regard to the three health issues, the stakeholders mentioned the importance 

of optimizing the following components of systems of primary child health care. The 

components originate from the PHAMEU framework for quality of primary care  (5) 

Access 

1. Necessity of public access to trustworthy information about vaccinations to improve 
vaccination rates.  

2. Confidential or open access to adolescent health services. 

 

Comprehensiveness of care 

3. Need for integration of primary care services to achieve specialized primary care services to 
combat poor vaccination rates, including a skills mix of disciplines in primary care and 
elimination of understaffing of organizations. 

 

Coordination and continuity of care  

4. Coordination of care as the most important component of the child health care system to 

improve the treatment and monitoring of a chronic or complex condition. 
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5. Collaboration and communication between health care providers to improve the early 

recognition of mental health problems in adolescents.  

6. Continuity of information on children’s health status using e-health and electronic health 

records was found important for all health topics. 

 

Workforce 

7. Increase and training of workforce to improve the vaccination coverage: training on adverse 

effects of vaccines and how to communicate on vaccination with parents and young people. 

8. Training on interdisciplinary working. 

9. Training and better workforce skills in assessing psychological development and emotional 

reactivity in adolescents. 

 

Economic conditions 

10. More resources for prevention and vaccination and for interdisciplinary working. 

Stakeholders from some countries mentioned also the need for more services for teenagers 

and increase of workforce, such as medical specialists, social workers and psychologists. 

 

Governance 

11. Governmental support both at national level and EU level to achieve the changes in the 

components of primary child health care. Clear policy making and strategies by the 

government are needed, in cooperation with representatives of end users and professional 

and science associations. 

 

Difference between countries’ primary care systems 

The stakeholders of open access countries seemed to answer most frequently to have a need for 
a change of the system. They were relatively more often in favour of a change than the two 
gatekeeper system countries across all three scenarios. The stakeholders from gatekeeper and 
mixed-led countries asked the least for a change towards confidential access. The primary care 
systems for children in countries with a gatekeeper function by GPs seemed to need the least 
amount of change (this applies to specialised preventive health services and multidisciplinary 
teams). The stakeholders from these countries indicated most often that the suggested scenario 
was already in place in their country. The EU-project PHAMEU rated the primary care systems 
where GPs are the main point of entry to the rest of the healthcare system rated as strong (5). 
This may explain the lack of urgency to transform these types of systems. On the other hand, 
respondents from primary care systems that are largely state regulated may also have 
differently answered  questions on the need for a system change, compared to respondents from 
systems that are less top down regulated.  

 

This corresponds with the finding from MOCHA’s survey of public preferences among the 

general population of a few EU countries (18). The performance of the Spanish (gatekeeper and 

mixed-led) and Dutch (gatekeeper and GP-led) primary care systems were judged relatively 

good by their residents. The general public of Germany (paediatrician-led system and open 

access) found it important that all health care providers involved in the care of a child know 
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about each other's involvement, trust each other and work well together, however they judged 

the current system in Germany low in this respect.  

An interesting result of the survey was that in countries with open access to care, more 

opportunities exist for adolescents to ask for confidentiality. This may be the result of the 

relative independence in which professionals can work in comparison to gatekeeping systems in 

which there is more state influence on care delivery, including financial regulations and 

insurances for the use of care by young people (36). The stakeholders of open access countries 

seemed to answer most frequently to have a need for a change of the system. They were 

relatively more often in favour of a change than the two gatekeeper system countries across all 

three scenarios. The stakeholders from a gatekeeper and mixed-led countries asked the least for 

a change towards confidential access. 

 

Feasibility, barriers and facilitators: criteria for transferability 

The stakeholders from open access countries were the least negative about the feasibility of the 

scenarios of specialized preventive health services and confidential access, while the 

stakeholders from gatekeeper and GP-led countries were most negative about the feasibility of 

these scenarios. The stakeholders from open access countries were most negative about the 

scenario on multidisciplinary teams, while stakeholders from gatekeeper and mixed led 

countries were least negative about this scenario. The highest proportion of participants of the 

survey rated specialized preventive health services as feasible, as compared to multidisciplinary 

teams and confidential access. The latter was rated as the least feasible. These differences 

between care systems make clear that transferring an optimal model requires tailoring to the 
specific country-setting. MOCHA developed a long list of criteria for assessing transferability. 

The criteria have been summarized in a PIET-T model: Population characteristics, Intervention 

content, Environment and Transfer (17). 

Population characteristics 

Public attitude towards a health topic seemed to be important for change to be effective and for 

equitable service delivery. This is particularly relevant for issues such as vaccination, the way of 

accessing services and the age in which a young person can make use of a service without 

parental consent. MOCHA’s research into public preferences for primary care for children 

showed large differences between countries for the respondents’ agreement on the statement 

whether the child has the right to a confidential consultation with a primary care provider (18). 

Samples from populations of for example Spain and Poland (gatekeeper and mixed-led 

countries) did agree the least with this right for children, which corresponded with the views of 

the experts in our focus group interviews. As the public attitudes on for instance family 

involvement in the care of a child vary between countries, transferability of a health care system 

from one country to another is very much depending on these opinions embedded in the 

countries’ culture ((17,37). 

Environment 

In all scenarios the current healthcare system and service provision in the country was regarded 

as a major barrier for moving towards the proposed changes in the systems’ components. This 

was least the case for a change towards multidisciplinary working, by the stakeholders, although 

the issue of financing multidisciplinary teams, the slow process of changing the policy and 

legislation, and the general need for more workforce were nevertheless mentioned as barriers. A 

well-functioning and accessible healthcare system was also seen as a facilitator in the sense that 
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well-equipped school health services add to the early recognition of mental health problems in 

adolescents. The MOCHA project valued the presence of extensive national policies, sometimes 

as shared responsibility with regional authorities, with regard to school and adolescent health 

services as an indicator for countries to have potentially good quality services for children and 

adolescents (26). Such national policies to ensure geographical and financial access were also 

seen by the PHAMEU project, which evaluated different types of systems of  primary care in 

general, as indicators for the presence of strong primary care in a country (5). EU and EER 

countries that have such strong primary care systems may be ready to move forward toward 

further improvements to higher quality levels of primary care. 

 

 

Intervention content 

A facilitating factor mentioned several times by the stakeholders was the evidence base with 

regard to the targeted changes of improved communication on vaccination and confidential 

access to adolescent health services. With regard to the importance of interdisciplinary working 

for an effective primary health care system, the evidence base was already there according to the 

interviewed stakeholders. The importance of good e-health systems, such as patient record 

systems for coordination of care and reminder systems for vaccinating children, was also 

mentioned several times as a facilitator. A lack of evidence on the influence of such systems on 

the effectiveness, efficiency and quality of primary care hinders further development of the care 

system. Conducting research to find the evidence will facilitate changes in components of 

primary care. 

 

Transfer 

Favourable economic conditions, supportive policy making and a good political climate will 

facilitate the sustainability of transfer of optimum components of primary care from one country 

to another (17). The barriers found in our study, such as lack of funding and lack of qualified 

professionals need to be addressed in clear strategies and policies.  

 

Strengths and limitations 

This study has various strengths and limitations. One of its strengths is the use of normative 
transforming scenarios with a long term perspective, which allows stakeholders to not only look 
at the shortcomings of the current models in place, but to investigate which changes are 
necessary to reach the desired situation. Another strength of our study is the gathering of a 
combination of survey and interview data and the quantitative and qualitative analysis of data, 
which makes it possible to clarify and understand the data from multiple perspectives. 
Conducting the research in different types of stakeholders from 22 different European countries 
increases the likelihood that our results represent opinions of stakeholders from all EU 
countries. They represented three types of primary child health care systems. However, the 
number of stakeholders per country in both the survey and focus groups was limited. We were 
able to include many stakeholders from practice and knowledge and science, but less from the 
field of policy making and representatives of end-users. This bears a risk of information bias due 
to selective response, in which the information input by scientist and professional with a 
specialist expertise is dominant. 
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A limitation of our study is that only three scenarios on three topics were used. This limits the 
generalizability of the results regarding the components of primary care. However, we tried to 
increase the generalizability by choosing scenarios that described different functions of 
healthcare, different complexities of health issues and different age groups. A drawback of the 
back-casting approach in the scenarios is that it results in expensive short-term solutions and 
that a lot can change during the years which might make the proposed solutions irrelevant (27). 
A limitation of the scenario on multidisciplinary teams and related questionnaire was that we 
made no distinction between asthma and TBI.  Therefore we had to presume results were equal 
for chronic care and complex care, which in practice will not always be the case. 

 

Implications for future ways of healthcare delivery 

We found that consensus exists among stakeholders among the best ways to solve some 

challenges in primary care for children across Europe, depending on the design of the current 

system of a country. They are promising but next require confirmation.    

The stakeholders of this study seemed reluctant to suggest a wide-ranging reform of the primary 
child health care system in their country. They did not give priority to a change of the country’s 

primary care structure toward specialized preventive health services to improve vaccination 

coverage. However, their mention of the importance of change of the skills mix, training of 

physicians and nurses, and relief of shortage of workforce, can also be seen as important steps 

toward specialization in the functions of primary care in a country. We found that public 

attitudes, current health care systems, economic conditions and supportive policy making are 

relevant for achieving changes in the systems’ components. We advise to be aware of the 

sensitivity of the population and environmental characteristics of a country and monitor them, 

before starting changes to the system of primary child health care. 

 

As previously mentioned, the existing primary care system in any country was identified as an 

important barrier for change to the primary child health care system. Moving towards more 

optimal models of child health care, where necessary, will  in all likelihood take many years. 

However the experts in our study identified several quick wins, with which the local 
governments and the EU parliament and Commission could implement at shorter notice. These 

quick wins are summarised as:  

 Start research on the evidence of the effect of changing components of primary care on 

the effectiveness, efficiency and quality of the system. More evidence for instance is 

needed on the role of confidentiality in the access to a health service by adolescents or 

effective ways of influencing the public opinion on vaccination. 

 Introduce more multidisciplinary working, and evaluate its effects and implementation. 

The importance of interdisciplinary training of professionals and improvement of the 

educational system was mentioned with regard to all scenarios of this report. 

 Improve specific components of health systems, in particular establish good working e-

health systems, such as patient record systems and reminder systems. 

 Provide European support for national and local governments to remedy problems with 

vaccination coverage, interdisciplinary working and confidential access for adolescents. 

They should stimulate action together with scientific and professional societies. 

 Involve patient and parent organisations in identifying and solving any issues in primary 

care that lead to poor child outcomes.  
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 Focus on the education of families about self-care, health promotion and how to make 

care use decisions, including navigating the primary care system and interface with 

other aspects of primary care successfully.  

 Use showcases of  good practices in primary care from all European countries as first 

steps toward harmonization in Europe, with a focus on the practices that have been 

shown to be best transferable. The introduction of regulations or recommendations by 

the European Union regarding good practices.  

 Increase resources to carry out the recommended actions. 

In the scenarios several ethical issues have been addressed, such as the issues of vaccination 

refusal; or the lack of children’s rights to make their own decisions or seek health care 

independently of their parents. These ethical issues are particularly difficult to navigate in cases 

when there is an obligation from the financial system that parents have to be informed about the 

payment of a service. This study showed that these ethical issues caused a debate among the 

stakeholders from the European countries. It makes clear that the discussion centred on ethical 

issues and children’s rights is an essential aspect of change in primary care services for children, 

and discussion should also be led at national and also European level.  

The stakeholders in our study advocate the exchange of good practices at EU level as one of the 

first steps and a quick win for further harmonization of health care practices in the EU/EER 

countries. Examples are social media use for influencing public opinions on vaccination or ways 

of dealing with lowering the threshold to adolescent services through allowing access without 

parental consent. The national and EU governments are advised to facilitate this exchange of 

good practices. MOCHA‘s report on barriers and facilitators of the implementation of good 

practices will inform this exchange of information between countries. The report deals with 

topics of this current study on consensus statements, i.e. vaccination hesitancy, asthma care, 

promoting sexual and reproductive health, and recognition of mental health problems (38).  The 

availability of guidelines and formal procedures on good practices, financial resources, training 

of professionals, and hierarchical models in which the health system is organized around 

primary care seemed to play a role in the implementation of good practices. We recommend to 

take these factors into account when countries exchange their experiences with primary care for 

children. 

 

Physicians and nurses in primary child health care were seen in this report as relatively 

homogeneous groups of professionals, however the expertise of GPs, family doctors, Primary 

Care Paediatricians, Specialized Paediatricians, GP nurses or clinical nurses varies considerably. 

Paediatrics is an independent medical specialty based on the knowledge and skills required for 

the prevention, diagnosis and management of all aspects of illness and injury affecting children 

of all age groups from birth to the end of adolescence, up to the age of 18 years (European union 

of medical specialists, 2015). This specialism should be well accessible for children in a country, 

whether the primary child health care system is Paediatrician or GP-led, open or with a 

gatekeeping function. On the other hand the general expertise of GPs is important for the access 

and functioning of a primary care system. It is advised that Paediatricians, GPs, family physicians 

and nurses are trained in an integrated way to warrant the use of each other’s expertise and to 

further quality of care. 

The MOCHA project adds to the evaluation of the EU primary health care systems and further 

monitoring of changes in the services targeted at children and young people. It is advised to 

sustain the transformation of the EU/EER systems with research. 
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Overall conclusion 

The aim of this study was to obtain consensus statements from stakeholders in primary child 

health care on the changes needed in their countries to optimize primary child health care 

systems. The stakeholders expressed a need for improvements to the child primary care system 

and highly agreed on three potential scenarios for improvement. However they also identified 

barriers for the implementation of the forecasted system components. The participants of the 

focus groups were next able to reach consensus on ways of achieving optimal care with regard 

to the various scenarios presented in our study. The following primary child health care system 

components were seen as important for optimization:  

 public access to information about vaccination,  

 open access to services for adolescents and confidentiality until treatment is in place,  

 coordination and continuity of care,  

 continuity of information on children’s health status,  

 and increase of size and of availability of training of the primary care workforce.  

Heterogeneity was found between countries with regard to the presence of these system 

components and their demand for change. Primary care systems with open access seemed to 

have the highest demand for changing system components. GP-led gatekeeper systems, 

generally rated as strong primary care systems, felt the least urgency for transforming system 

components. The stakeholders called for support from national governments and the EU for 

necessary changes in the systems and exchange of best practices. Clear policy making and 

increase of resources could benefit systems’ changes. 
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Appendix 1. Correlation matrix 

 

Matrix with correlation between country characteristics.  
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(Bourgueil et 
al.) 
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OECD 
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General 
practitioners/ 

100,000 
population (all 

ages) ('c) 

,597** -0,142 ,501* 0,235 -0,187 0,019 -0,272 0,322 -0,093 -0,127 -0,033 -0,224 

  

EHR usage in 
primary care 

(WP8) 

,489** ,450* ,742** -0,058 0,044 -0,158 -0,040 ,507** -,376* -0,083 0,165 -0,262 0,409 

 

Country 
classification 

WP9 

0,335 0,31 -0,085 -,559** ,428* 0,186 ,681** -0,179 ,428* 0,346 -0,133 -0,097 -0,141 0,128 
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Appendix 2. Interview protocol for scenario building 

 

Interview protocol for scenario building – example chronic care 

 

In your opinion, which characteristics of a primary care system stand out with respect to 

its quality and effectiveness?  

 

Please answer the following questions.  

 

1. Which primary care system(s) or components of system(s): 
 stand out with regard to chronic care? (For instance with regard to the disease 

management of asthma.) 
 are most effective and have the highest quality with regard to chronic care? (For instance 

with regard to the disease management of asthma.) 

 

2. What indicators or determinants/features/principles of the primary care system(s) are 
the most influential for a good performance with regard to chronic care? (For instance 
with regard to the disease management of asthma.) 

 

Please also take into account possible differences between countries (Northern, Eastern, 

Western, Southern Europe). 

 

Examples system elements 

   

Structure Funding Financing, salaries 

 Workforce Type of professional, trained professional 

 Governance/policy Preventive programs, screening programs 

 Level  Child (micro), family, community (meso), health and social 
care services (exo), social and political context (macro) 

Process Access Opening hours, confidentiality, free access, autonomy 

 Continuity of care Longitudinal, informational, relational 

 Coordination of 
care 

Skills mix, integration 

 Comprehensiveness Medical procedures, preventive care, health promotion 
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Which evidence from your WP is already available at this moment with regard to the 

performance of (components) of systems? 

 

Please fill out the scheme below. 

 

Health topic: asthma 

 

1. Please rate the following indicators by turning each box green (= important 
indicator/contributor) or red (= not an important indicator/contributor). 

 

AND 

 

2. Please explain why a determinant/indicator contributes or not by filling out the 
appropriate (red or green) box (see example below). 

 

 

Component/subsystem 

 

Indicator/determinant 

Chronic care 

Gatekeeper  

Funding (Example) No insurance coverage 

Workforce (Example) Trained personnel 

Governance/policy  

Level  

Accessibility  

Continuity of care  

Coordination of care  

Comprehensiveness  

Culture  

Transferability  

Child centricity  

Empowerment/family 
care 

 

Equity  

IT / registration  
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Other:   

Other:  

 

Index 

Important indicator/contributor Reason 

Not an important indicator/contributor Reason  
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Appendix 3. Scenarios 

 

Imaginary scenario 1: Prevention and surveillance 

In the year 2025 children, aged 0-4 years, in your country are vaccinated against measles 
through specialized preventive child health services, such as well-child clinics or a 
specialized nurse in a community centre. These services are built around child or public health 
nurses, with other child health professionals, such as physicians and psychologists in a child 
health team. Such services contribute to high vaccination rates. It also helps to achieve more 
equal access to healthcare for socially disadvantaged families.  

 

Specialized preventive health services are well accessible and do not only offer vaccination, 
but also other (preventive) health services that address needs of children. They are within 
reasonable reach of parents and children, with ample opening hours, have good appointment 
systems and other aspects of service organization and delivery that allow children to obtain the 
services when they need them. They are comprehensive, offering also curative, social and care 
coordination services.  Follow-up and a good relationship between the professional and 
children and their guardians ensure continuity of care. Continuity of information through 
availability of information about previous problems and the services used, and the management 
of this information satisfies the care and needs of the patient and his / her family . 

 

A vaccination rate of 98% of 0-4 year old children has been achieved in 2025. 

 

Definitions becoming visible after hovering above words in blue: 

Specialized preventive health service: 

A specialized preventive health service means that there is a special organisation of preventive 
health services (such as well-baby clinics or a specialized nurse in a community centre). These 
are built around child or public health nurses, with other child health professionals, such as 
physicians and psychologists acting as consultants in a child health team. 

 

Access: 

Accessible primary care is available within reasonable reach of parents and children, with ample 
opening hours, good appointment systems and other aspects of service organization and 
delivery that allow children to obtain the services when they need them. 

 

Comprehensiveness: 

Comprehensive primary care identifies the full range of children’s health needs and the 
resources to manage them. It assumes not only curative care, but also preventive care and health 
promotion, and often requires other services such as social. 

 

Coordination of care:  
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Coordinated primary care is deliberately organizing child care activities and sharing of 
information among all of the participants concerned with a child’s care,to achieve safer and 
more effective care. It involves the availability of information about previous problems and the 
services used, and the management of this information to satisfy the care and needs of the 
patient and his / her family. 

 

Continuity: 

Continuous primary care is having a long-term relationship between primary care providers and 
children and parents in their practice beyond specific episodes of illness or disease. 

Imaginary scenario 2: Treatment and monitoring 

In the year 2025, 4-12 year old children diagnosed with asthma or complex needs in your 
country are treated and monitored by multidisciplinary teams. Health professionals working 
in multidisciplinary teams, attain better health outcomes compared to health professionals 
working independent from each other. Teamwork not only applies to children with single 
chronic conditions, such as asthma, but also to children with complex health problems, such as 
traumatic brain injury, in which many care providers are involved.  

 

The multidisciplinary teams show a good skills-mix and balanced qualifications and training. 
Continuity of care is offered and the care is coordinated among practitioners and across 
organizations and time. The sharing of confidential information aims to achieve safer and more 
effective care for the child. It involves the availability of information about previous problems 
and the services used, and the management of this information to satisfy the care and needs of 
the patient and his / her family.  

 

In 2025, 80% of 4-12 year old children diagnosed with asthma or complex needs in your 
country are treated and monitored by multidisciplinary teams and are able to carry out their 
daily activities without being hindered by their illness. 

 

Definitions 

Multidisciplinary team 

A multidisciplinary team is composed of health professionals of different disciplines who work 
together in the hospital and/or primary care, e.g. collaboration between primary care, education 
and social services (teacher, a family doctor, a social worker discussing a case) (Brenner et al., 
2017b). 

 

Skill-mix 

The skill-mix refers to the composition of the workforce and the balance among health 
professionals and their qualifications and training. 

 

Coordination of care 

Coordinated primary care is deliberately organizing child care activities and sharing of 
information among all of the participants concerned with a child’s care with the aim to achieve 
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safer and more effective care. It involves the availability of information about previous problems 
and the services used, and the management of this information to satisfy the care and needs of 
the patient and his / her family. 

 

Continuity of care 

Continuity of care consists of the degree to which the care needed by a patient is coordinated 
among practitioners and across organizations and time.  

 

Imaginary scenario 3: Problem recognition/diagnosis 

In the year 2025 adolescent mental health problems, such as depression, are recognised early, 
through guaranteed confidential access to adolescent health services.  Adolescent Health 
Services provide early problem recognition of mental health problems, such as depression, for 
adolescents aged 12-18 without needing parental consent. This leads to earlier problem 
recognition, compared to non-confidential access. 

 

Confidential access means information shared between health professional and adolescent is 
not shared with others. Confidentiality is ensured within any healthcare setting, except in life 
threatening situations or abuse. The adolescent health service is available within reasonable 
reach of the adolescent, with ample opening hours, good appointment systems and other aspects 
of service organization and delivery that allow adolescents to obtain accessible services when 
they need them.  

 

At least 30% of adolescent mental health problems, such as depression, are recognised early in 
2025, through guaranteed confidential access to adolescent health services 

 

Definitions becoming visible after hovering above words in blue: 

Adolescent health services in primary care 

Adolescent primary care services include the identification and management of common 
adolescent disorders, (1) acute situations, (2) chronic and rehabilitation care as well as (3) 
prevention and health promotion. All are an integral part of adolescent health care. 

 

Confidential access 

Access to adolescent health services without needing parental consent.  

 

Access 

Accessible primary care is available within reasonable reach of the adolescent, with ample 
opening hours, good appointment systems and other aspects of service organization and 
delivery that allow adolescents to obtain the services when they need them.  

 

Confidentiality 
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Confidentiality means information shared between health professional and adolescent is not 
shared with others. Confidentiality is ensured within any healthcare setting, except in life 
threatening situations or abuse. 
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Appendix 4. Questionnaires 

 
 
 

 

Dear Sir/Madam,  

 

 

We are performing a European research project which will appraise models of child healthcare in 
Europe (the MOCHA project). First, we gathered information on what systems of healthcare exist for 
children in 30 EU/EEA countries. Currently we are analysing which building blocks or components of 
health care systems might contribute to good outcomes and high quality. We would like to receive 
your feedback on whether these components of primary child healthcare systems have the potential 
to form part of an optimal model of primary care. 

 

In this questionnaire, we present an imaginary scenario for the future of child healthcare. The 
scenario presented does not necessarily reflect outcomes of the MOCHA project. It is meant to gain 
insight into issues of changing child healthcare systems in European countries.  

 

Your input is invaluable: using the results of this questionnaire and additional data from the analyses 
carried out in the MOCHA work packages, a second round of consultation of stakeholders will be 
carried out . The final results of this study will be presented  in a report on the feasibility and 
acceptability of optimal models of primary child healthcare.  

 

If you have any questions concerning our questionnaire or about the MOCHA project in general, 
please contact me (paul.kocken@tno.nl) or visit the MOCHA website 
www.childhealthservicemodels.eu.  

 

We would appreciate receiving your response before April 6th. 

 

Thank you in advance and best regards on behalf of the MOCHA project team, 

 

 

mailto:paul.kocken@tno.nl
http://www.childhealthservicemodels.eu/
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Dr. Paul Kocken  

 

Introduction 

The MOCHA project wants your opinion on one or more of the following topics relevant for children’s 

health. We chose these topics based on the work performed in MOCHA, because they cover three 

different age-groups and different functions within the healthcare system. 
 

Function of healthcare system Tracer Age group 
4. Prevention of communicable 

diseases  Comprehensive infant measles 

vaccination coverage  

0-4 years old 

5. Treatment and monitoring of a 
chronic or complex care condition  

1. Asthma care 
2. Care for children with 

complex needs (for 
example children with 
traumatic brain injury) 

4-12 years old 

6. Problem recognition/early 
diagnosis  Early identification of mental health 

disorder 

12-18 years old 

 

Question 1. 

Please choose one of the following topics: 

Prevention of communicable diseases (vaccination as a tracer for preventive care services) (young 

children) > GO TO Questionnaire on Prevention of communicable diseases 

Treatment and monitoring of a chronic condition (optimising chronic health care e.g. asthma, particularly 

in terms of workforce) (school-age children) > GO TO Questionnaire on Treatment and monitoring of a 

chronic condition 

Problem recognition / early diagnosis (Early identification of mental health disorder) (adolescents) > GO TO 

Questionnaire on Problem recognition / early diagnosis 

 

Prevention of communicable diseases 

 

Part 1. 

 

Question 1 

From your experience and knowledge, how can infant vaccination coverage, for example measles 
vaccination, be optimized in your country? (multiple answers possible) 
1. No changes needed  
2. Electronic Scheduling, reminder and recording system  
3. Public information  
4. A specialised preventive health care service, such as a well-child clinic 
5. Additional preventive health care workforce  
6. Electronic healthcare  
7. Working in multidisciplinary teams 
8. Doctor and nurse training 
9. Quality assurance, such as implementation guidelines 



D18: Report on Consensus Statements 

 78  

 

10. Collaboration and coordination between health care providers 
11. Increase of budgets 
12. Improvement of geographical access 
13. Child/ parent involvement or co-production 

Other: ____________ 

 

 

Question 2 

Please explain why you chose [insert answers Q1] in the previous question. 

 

 

 

 

 

Access: 

Accessible primary care is available within reasonable reach of parents and children, with ample 
opening hours, good appointment systems and other aspects of service organization and delivery 
that allow children to obtain the services when they need them. 

 

Question 3 

From your experience and knowledge, can access to primary child healthcare, including vaccinations, 
be optimized in your country? 

No (no change needed) 

Yes, please explain how access to primary child healthcare can be optimized in your country 

 

 

Comprehensiveness: 

Comprehensive primary care identifies the full range of children’s health needs and the resources to 
manage them. It assumes not only curative care, but also preventive care and health promotion, and 
often requires other services such as social work. 

 

Question 4 

From your experience and knowledge, can comprehensiveness in primary child healthcare, including 
vaccinations, be optimized in your country? 

No (no change needed) 

Yes, please explain how comprehensiveness in primary child healthcare can be optimized in your 
country 

 

Coordination of care:  
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Coordinated primary care is deliberately organizing child care activities and sharing of information 
among all of the participants concerned with a child’s care,to achieve safer and more effective care. 
It involves the availability of information about previous problems and the services used, and the 
management of this information to satisfy the care and needs of the patient and his / her family. 

 

Question 5 

From your experience and knowledge, can coordination of care in primary child healthcare, including 
vaccinations, be optimized in your country? 

No (no change needed) 

Yes, please explain how coordination of care in primary child healthcare can be optimized in your 
country 

 

Continuity: 

Continuous primary care is having a long-term relationship between primary care providers and 
children and parents in their practice beyond specific episodes of illness or disease. 

 

Question 6 

From your experience and knowledge, can continuity in primary child healthcare, including 
vaccinations, be optimized in your country? 

No (no change needed) 

Yes, please explain how continuity of care in primary child healthcare can be optimized in your 
country 

 

Part 2. 

 

We present an imaginary scenario for the future of infant measles vaccination coverage. The scenario 
presented does not necessarily reflect outcomes of the MOCHA project. It is meant to gain insight 
into issues of changing child healthcare systems in European countries.  

 

Please read carefully the information in box 1 below and answer the questions. 

 

Box 1 

 

Imaginary scenario (for definitions, hover above words in blue): 

 

In the year 2025 children, aged 0-4 years, in your country are vaccinated against measles through 
specialized preventive child health services, such as well-child clinics or a specialized nurse in a 
community centre. These services are built around child or public health nurses, with other child 
health professionals, such as physicians and psychologists in a child health team. Such services 
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contribute to high vaccination rates. It also helps to achieve more equal access to healthcare for 
socially disadvantaged families.  

 

Specialized preventive health services are well accessible and do not only offer vaccination, but also 
other (preventive) health services that address needs of children. They are within reasonable reach 
of parents and children, with ample opening hours, have good appointment systems and other 
aspects of service organization and delivery that allow children to obtain the services when they 
need them. They are comprehensive, offering also curative, social and care coordination services.  
Follow-up and a good relationship between the professional and children and their guardians ensure 
continuity of care. Continuity of information through availability of information about previous 
problems and the services used, and the management of this information satisfies the care and 
needs of the patient and his / her family . 

 

A vaccination rate of 98% of 0-4 year old children has been achieved in 2025. 

 

Definitions becoming visible after hovering above words in blue: 

Specialized preventive health service: 

A specialized preventive health service means that there is a special organisation of preventive 
health services (such as well-baby clinics or a specialized nurse in a community centre). These are 
built around child or public health nurses, with other child health professionals, such as physicians 
and psychologists acting as consultants in a child health team. 

 

Access: 

Accessible primary care is available within reasonable reach of parents and children, with ample 
opening hours, good appointment systems and other aspects of service organization and delivery 
that allow children to obtain the services when they need them. 

 

Comprehensiveness: 

Comprehensive primary care identifies the full range of children’s health needs and the resources to 
manage them. It assumes not only curative care, but also preventive care and health promotion, and 
often requires other services such as social. 

 

Coordination of care:  

Coordinated primary care is deliberately organizing child care activities and sharing of information 
among all of the participants concerned with a child’s care,to achieve safer and more effective care. 
It involves the availability of information about previous problems and the services used, and the 
management of this information to satisfy the care and needs of the patient and his / her family. 

 

Continuity: 

Continuous primary care is having a long-term relationship between primary care providers and 
children and parents in their practice beyond specific episodes of illness or disease. 
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Question 1 

What do you think are advantages of specialized preventive child health services, in general (see Box 
1)?  

 

Question 2 

What do you think are disadvantages of specialized preventive child health services, in general (see 
Box 1)?  

 

Question 3 

If the primary child healthcare system in your country were changed towards specialized preventive 
child health services (see Box 1), would you be against that (negative), or would you be in favour of 
that (positive)?  

Against (negative) >4a 

In favour (positive) >4b 

Both against and in favour > 4a & 4 b 

My country already has such a model in place >4c 

 

Question 4a 

Please explain why you would be against changing towards specialized preventive child health 
services (see Box 1) in your country. 

 

Question 4b 

Please explain why you would be in favour of changing towards specialized preventive child health 
services (see Box 1) in your country. 

 

Question 4c 

Do you think the model in Box 1 should stay in place in your country? 

Yes > 4.1a 

No > 4.1b 

 

Question 4.1a 

Please explain why you think the model in Box 1 should stay in place in your country. 

 

Question 4.1b 

Please explain why you think the model in Box 1 should not stay in place in your country. 
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Question 5 

In your opinion, do you think the scenario presented in Box 1 is feasible for your country?   

Yes > 6a 

Maybe > 6a 

No > 6b 

 

Question 6a 

Please explain why you think the scenario in Box 1 might be feasible in your country 

 

Question 6b 

Please explain why you think the scenario in Box 1 is not feasible in your country 

 

 

Question 7a 

Which three factors do you consider the most important barriers for changing from the current 
situation towards the situation in Box 1 in your own country? (please check maximum three boxes)  

 

The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards the advantages of comprehensive, child centred specialized preventive child health 
services of the population in my country 

The evidence base of specialized preventive child health services  

The content of specialized preventive child health services  

The local and organizational setting in my country 

The healthcare system and service provision in my country (including workforce and costs) 

The key stakeholders in my country 

The policy and legislation in my country 

Other barrier:____________________ 

(for examples, hover above words in blue) 

 

Question 7b 

Please explain why you considered these three factors the most important barriers for changing 
towards the situation in Box 1 in your own country? 

 

 

Question 8a 
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Which three factors do you consider the most important facilitators for changing towards the 
situation in Box 1 in your own country? (please check maximum three boxes)  

 

The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards the advantages of comprehensive, child centred specialized preventive child health 
services of the population in my country 

The evidence base of specialized preventive child health services  

The content of specialized preventive child health services  

The local and organizational setting in my country 

The healthcare system and service provision in my country (including workforce and costs) 

The key stakeholders in my country 

The policy and legislation in my country 

Other facilitator:____________________ 

(for examples, hover above words in blue) 

 

Question 8b 

Please explain why you considered these three factors the most important facilitator for changing 
towards the situation in Box 1 in your own country? 

 

 

Examples appearing after hovering over blue words: 

The population in my country 

The characteristics of the population in my country 

for example: 

Epidemiologic characteristics (health status with regard to the health topic) 

Sociodemographic characteristics (sex, age, socioeconomic status) 

Cultural/social (including individual) characteristics (cultural values and 

lifestyle)  

Cognitive characteristics (cognition, e.g. depending on age) 

Socio-educational characteristics (health education and literacy, being 

informed) 

The perception of health and health services of the population in my country  

for example: 

The risk perception of the population regarding the danger of measles  

Views on the importance of cooperation between providers and recipients 

(including trust in the professional providers) 
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Attitude towards the advantages of comprehensive, child centred specialized 
preventive child health services of the population in my country 

for example: 

The extent to which specialized preventive child health services are asked for 

by the population 

The acceptability of specialized preventive child health services  and their 

professional providers 

The motivation (willingness) to change and take part in specialized preventive 

child health services 

The characteristics of the (preliminary) optimal model 

The evidence base of specialized preventive child health services  

for example: 

Quality of primary evidence (how convincing the evidence is to anticipate a 

successful change) 

Utility/usefulness of primary evidence (how useful and applicable the 

evidence is for planning of a successful change) 

The content of specialized preventive child health services  

for example: 

The concept of specialized preventive child health services (characteristics of 

the model, complexity, tools and materials) 

The possibility of adaptations while keeping the key components of 

specialized preventive child health services  

The organizational and socio-political context in my country 

The local and organizational setting in my country 

for example: 

Local/organizational climate 

Awareness and readiness in terms of organizational (including political) will 

for implementation. 

Decision-makers’/leaders positive perception of specialized preventive child 

health services  and its importance/priority, , status,  

Support of decision makers and management  

The healthcare system and service provision in my country 

for example: 

The structure of the healthcare system and services (organization, financing 

system, availability of alternatives) 

Conditions of health service provision (professional expertise, availability of 

resources, accessibility) 

The key stakeholders in my country 

for example: 

Types of partners, networks and their involvement 
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Different personal and professional interests of stakeholders 

The policy and legislation in my country 

for example: 

National policy and political programs 

Political climate and will 

Local policy 

Legislation  

 

 

 

Question 9 

At the end of the MOCHA project, we will communicate evidence-based recommendations for 
optimal child healthcare models to all countries. 

 

In the following questions we would like your opinion on how health policy-making is best achieved 
in your country.  

 
a) In your opinion, what strategy is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, through a new policy act, through the media, through impact of 
authorities, etc.)  

 
b) In your opinion, which target audience is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, patients, decision makers, parents, health professionals, etc.)? 

 
c) In your opinion, which format is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, an official EU report, a scientific publication in a peer-reviewed journal, 
a news item in popular media, seminars, etc.)  
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Problem recognition/early diagnosis 

 

 

Part 1. 

 

Question 1 

From your experience and knowledge, how can early recognition of mental health problems in 
adolescents, for example depression, be optimized in your country? (multiple answers possible) 

1. No changes needed  
2. Electronic record system  
3. Public information  
4. A specialised preventive health care service, such as a well-child clinic 
5. Additional preventive health care workforce  
6. Electronic healthcare  
7. Working in multidisciplinary teams 
8. Doctor and nurse training 
9. Quality assurance, such as implementation guidelines 
10. Collaboration and coordination between health care providers 
11. Increase of budgets 
12. Improvement of geographical access 
13. Confidential access for adolescents   
14. School health services 
15. Child involvement / co-production 
16. Other: ____________ 

 

Question 2 

Please explain why you chose [insert answers Q1] in the previous question. 

 

 

Access 

Accessible primary care is available within reasonable reach of the adolescent, with ample opening 
hours, good appointment systems and other aspects of service organization and delivery that allow 
adolescents to obtain the services when they need them.  

 

Question 3 

From your experience and knowledge, can access to primary child healthcare, including early 
recognition of mental health problems in adolescents, be optimized in your country? 

No (no change needed) 

Yes, please explain how access to primary child healthcare can be optimized in your country 
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Confidentiality 

Confidentiality means information shared between health professional and adolescent is not shared 
with others. Confidentiality is ensured within any healthcare setting, except in life threatening 
situations or abuse. 

 

 

Question 4 

From your experience and knowledge, can confidentiality in primary child healthcare, including early 
recognition of mental health problems in adolescents, be optimized in your country? 

No (no change needed) 

Yes, please explain how confidentiality in primary child healthcare can be optimized in your country 

 

 

Part 2. 

 

We present an imaginary scenario for the future ofearly recognition of mental health problems in 
adolescents . The scenario presented does not necessarily reflect outcomes of the MOCHA project. It 
is meant to gain insight into issues of changing child healthcare systems in European countries.  

 

Please read carefully the information in box 1 below and answer the questions. 

 

Box 1 

 

Imaginary scenario (for definitions, hover above words in blue): 

 

In the year 2025 adolescent mental health problems, such as depression, are recognised early, 
through guaranteed confidential access to adolescent health services.  Adolescent Health Services 
provide early problem recognition of mental health problems, such as depression, for adolescents 
aged 12-18 without needing parental consent. This leads to earlier problem recognition, compared to 
non-confidential access. 

 

Confidential access means information shared between health professional and adolescent is not 
shared with others. Confidentiality is ensured within any healthcare setting, except in life 
threatening situations or abuse. The adolescent health service is available within reasonable reach of 
the adolescent, with ample opening hours, good appointment systems and other aspects of service 
organization and delivery that allow adolescents to obtain accessible services when they need them.  

 

At least 30% of adolescent mental health problems, such as depression, are recognised early in 2025, 
through guaranteed confidential access to adolescent health services 
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Definitions becoming visible after hovering above words in blue: 

Adolescent health services in primary care 

Adolescent primary care services include the identification and management of common adolescent 
disorders, (1) acute situations, (2) chronic and rehabilitation care as well as (3) prevention and health 
promotion. All are an integral part of adolescent health care. 

 

Confidential access 

Access to adolescent health services without needing parental consent.  

 

Access 

Accessible primary care is available within reasonable reach of the adolescent, with ample opening 
hours, good appointment systems and other aspects of service organization and delivery that allow 
adolescents to obtain the services when they need them.  

 

Confidentiality 

Confidentiality means information shared between health professional and adolescent is not shared 
with others. Confidentiality is ensured within any healthcare setting, except in life threatening 
situations or abuse. 

 

 

 

Question 1 

What do you think are advantages of early problem recognition of mental health problems in which 
confidential access to healthcare for adolescents is guaranteed, in general (see Box 1)?  

 

Question 2 

What do you think are disadvantages of early problem recognition of mental health problems in 
which confidential access to healthcare for adolescents is guaranteed, in general (see Box 1)? 

 

Question 3 

If the primary child healthcare system in your country were changed towards confidential access to 
healthcare for adolescents (see Box 1), would you be against that (negative), or would you be in 
favour of that (positive)?  

Against (negative) >4a 

In favour (positive) >4b 

Both against and in favour > 4a & 4 b 

My country already has such a model in place >4c 

 



D18: Report on Consensus Statements 

 89  

 

Question 4a 

Please explain why you would be against changing towards confidential access to healthcare for 
adolescents (see Box 1) in your country. 

 

Question 4b 

Please explain why you would be in favour of changing towards confidential access to healthcare for 
adolescents (see Box 1) in your country. 

 

Question 4c 

Do you think the model in Box 1 should stay in place in your country? 

Yes > 4.1a 

No > 4.1b 

 

Question 4.1a 

Please explain why you think the model in Box 1 should stay in place in your country. 

 

Question 4.1b 

Please explain why you think the model in Box 1 should not stay in place in your country. 

 

Question 5 

In your opinion, do you think the scenario presented in Box 1 is feasible for your country?   

Yes > 6a 

Maybe > 6a 

No > 6b 

 

 

Question 6a 

Please explain why you think the scenario in Box 1 might be feasible in your country 

 

Question 6b 

Please explain why you think the scenario in Box 1 is not feasible in your country 

 

 

Question 7a 

Which three factors do you consider the most important barriers for changing towards the situation 
in Box 1 in your own country? (please check maximum three boxes)  
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The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards confidential access to healthcare for adolescents of the population in my country 

The evidence base of confidential access to healthcare for adolescents  

The content of confidential access to healthcare for adolescents  

The local and organizational setting in my country 

The healthcare system and service provision in my country (including costs and workforce) 

The key stakeholders in my country 

The policy and legislation in my country 

Other barrier:____________________ 

(for examples, hover above words in blue) 

 

Question 7b 

Please explain why you considered these three factors the most important barriers for changing 
towards the situation in Box 1 in your own country? 

 

 

Question 8a 

Which three factors do you consider the most important facilitators for changing towards the 
situation in Box 1 in your own country? (please check maximum three boxes)  

 

The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards confidential access to healthcare for adolescents of the population in my country 

The evidence base of confidential access to healthcare for adolescents  

The content of confidential access to healthcare for adolescents The local and organizational setting 
in my country 

The healthcare system and service provision in my country (including costs and workforce) 

The key stakeholders in my country 

The policy and legislation in my country 

Other facilitator:____________________ 

(for examples, hover above words in blue) 

 

Question 8b 

Please explain why you considered these three factors the most important facilitator for changing 
towards the situation in Box 1 in your own country? 
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Examples appearing after hovering over blue words: 

The population in my country 

The characteristics of the population in my country 

for example: 

Epidemiologic characteristics (health status with regard to the health topic) 

Sociodemographic characteristics (sex, age, socioeconomic status) 

Cultural/social (including individual) characteristics (cultural values and 

lifestyle)  

Cognitive characteristics (cognition, e.g. depending on age) 

Socio-educational characteristics (health education and literacy, being 

informed) 

The perception of health and health services by the population in my country  

for example: 

The need for confidential access for adolescents  

Views on the importance of cooperation between providers and recipients 

(including trust in the professional providers) 

 

 

Attitude towards confidential access to healthcare for adolescents of the 
population in my country 

for example: 

The extent to which confidential access to healthcare for adolescents is asked 

for by the population 

The acceptability of confidential access to healthcare for adolescents 

The motivation (willingness) to change and provide confidential access to 

healthcare for adolescents 

 

The characteristics of the (preliminary) optimal model 

The evidence base of confidential access to healthcare for adolescents  

for example: 

Quality of primary evidence (how convincing the evidence is to anticipate a 

successful change) 

Utility/usefulness of primary evidence (how useful and applicable the 

evidence is for planning of a successful change) 

The content of confidential access to healthcare for adolescents  

for example: 

The concept of confidential access to healthcare for adolescents 

(characteristics of the model, complexity, tools and materials) 
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The possibility of adaptations while keeping the key components of 

confidential access to healthcare for adolescents 

 

The organizational and socio-political context in my country 

The local and organizational setting in my country 

for example: 

Local/organizational climate 

Awareness and readiness in terms of organizational (including political) will 

for implementation. 

Decision-makers’/leaders positive perception of confidential access to 

healthcare for adolescents and its importance/priority and status 

Support of decision makers and management  

 

The healthcare system and service provision in my country 

for example: 

The structure of the healthcare system and services (organization, financing 

system, availability of alternatives) 

Conditions of health service provision (professional expertise, availability of 

resources, accessibility) 

The coordination players in my country 

for example: 

Types of partners, networks and their involvement 

Different personal and professional interests of stakeholders 

The policy and legislation in my country 

for example: 

National policy and political programs 

Political climate and will 

Local policy 

Legislation  

 

 

Question 9 

At the end of the MOCHA project, we will communicate evidence-based recommendations for 
optimal child healthcare models to all countries. 

 

In the following questions we would like your opinion on how health policy-making is best achieved 
in your country.  
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d) In your opinion, what strategy is most effective for communicating 
recommendations, to ensure implementation of optimal models in your country? 
(for example, through a new policy act, through the media, through impact of 
authorities, etc.)  

 
e) In your opinion, which target audience is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, patients, decision makers, parents, health professionals, etc.)? 

 
f) In your opinion, which format is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, an official EU report, a scientific publication in a peer-reviewed journal, 
a news item in popular media, seminars, etc.)  

 

 

Treatment and monitoring of a chronic or complex care condition 

 

Part 1. 

 

Question 1 

From your experience and knowledge, how can treatment and monitoring of a chronic condition, 
for example asthma or traumatic brain injury, be optimized in your country? 

No changes needed  

Electronic Scheduling, reminder and recording system  

Public information  

A specialised preventive health care service, such as a well-child clinic 

Additional preventive health care workforce  

Electronic healthcare  

Working in multidisciplinary teams 

Doctor and nurse training 

Quality assurance, such as implementation guidelines 

Collaboration and coordination between health care providers 

Increase of budgets 

Improvement of geographical access 

Confidential access for adolescents   

School health services 

Child/ parent involvement or co-production 

Other: ____________ 

 

Question 2 
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Please explain why you chose [insert answers Q1] in the previous question. 

 

Skill-mix 

The skill-mix refers to the composition of the workforce and the balance among health professionals 
and their qualifications and training. 

 

Question 3 

From your experience and knowledge, can the skill-mix in primary child healthcare, including 
treatment and monitoring of a chronic condition, be optimized in your country? 

No (no change needed) 

Yes, please explain how the skill-mix in primary child healthcare can be optimized in your country 

 

Coordination of care 

Coordinated primary care is deliberately organizing child care activities and sharing of information 
among all of the participants concerned with a child’s care with the aim to achieve safer and more 
effective care. It involves the availability of information about previous problems and the services 
used, and the management of this information to satisfy the care and needs of the patient and his / 
her family. 

 

Question 4 

From your experience and knowledge, can coordination of care in primary child healthcare, including 
treatment and monitoring of a chronic condition, be optimized in your country? 

No (no change needed) 

Yes, please explain how coordination of care in primary child healthcare can be optimized in your 
country 

 

Continuity of care 

Continuity of care consists of the degree to which the care needed by a patient is coordinated among 
practitioners and across organizations and time.  

 

Question 4 

From your experience and knowledge, can continuity of care in primary child healthcare, including 
treatment and monitoring of a chronic condition, be optimized in your country? 

No (no change needed) 

Yes, please explain how continuity of care in primary child healthcare can be optimized in your 
country 

 

Part 2. 
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We present an imaginary scenario for the future of  chronic health care, particularly in terms of 
workforce. The scenario presented does not necessarily reflect outcomes of the MOCHA project. It is 
meant to gain insight into issues of changing child healthcare systems in European countries.  

 

Please read carefully the information in box 1 below and answer the questions. 

 

Box 1 

 

Imaginary scenario (for definitions, hover above words in blue): 

In the year 2025, 4-12 year old children diagnosed with asthma or complex needs in your country are 
treated and monitored by multidisciplinary teams. Health professionals working in multidisciplinary 
teams, attain better health outcomes compared to health professionals working independent from 
each other. Teamwork not only applies to children with single chronic conditions, such as asthma, 
but also to children with complex health problems, such as traumatic brain injury, in which many 
care providers are involved.  

 

The multidisciplinary teams show a good skills-mix and balanced qualifications and training. 
Continuity of care is offered and the care is coordinated among practitioners and across 
organizations and time. The sharing of confidential information aims to achieve safer and more 
effective care for the child. It involves the availability of information about previous problems and 
the services used, and the management of this information to satisfy the care and needs of the 
patient and his / her family.  

 

In 2025, 80% of 4-12 year old children diagnosed with asthma or complex needs in your country are 
treated and monitored by multidisciplinary teams and are able to carry out their daily activities 
without being hindered by their illness. 

 

Definitions 

Multidisciplinary team 

A multidisciplinary team is composed of health professionals of different disciplines who work 
together in the hospital and/or primary care, e.g. collaboration between primary care, education and 
social services (teacher, a family doctor, a social worker discussing a case) (Brenner et al., 2017b). 

 

Skill-mix 

The skill-mix refers to the composition of the workforce and the balance among health professionals 
and their qualifications and training. 

 

Coordination of care 

Coordinated primary care is deliberately organizing child care activities and sharing of information 
among all of the participants concerned with a child’s care with the aim to achieve safer and more 
effective care. It involves the availability of information about previous problems and the services 
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used, and the management of this information to satisfy the care and needs of the patient and his / 
her family. 

 

Continuity of care 

Continuity of care consists of the degree to which the care needed by a patient is coordinated among 
practitioners and across organizations and time.  

 

Question 1a 

What do you think are advantages of working in multidisciplinary teams, for children with asthma? 
(see Box 1)?  

 

Question 2a 

What do you think are disadvantages of working in multidisciplinary teams, for children with 
asthma? (see Box 1)?  

 

Question 1b 

What do you think are advantages of working in multidisciplinary teams, for children with traumatic 
brain injury? (see Box 1)?  

 

Question 2b 

What do you think are the disadvantages of working in multidisciplinary teams, for children with 
traumatic brain injury? (see Box 1)?  

 

Question 3 

If the primary child healthcare system in your country were changed towards working in 
multidisciplinary teams (see Box 1), would you be against that (negative), or would you be in favour 
of that (positive)?  

Against (negative) >4a 

In favour (positive) >4b 

Both against and in favour > 4a & 4 b 

My country already has such a model in place >4c 

 

Question 4a 

Please explain why you would be against changing towards working in multidisciplinary teams (see 
Box 1) in your country. 

 

Question 4b 

Please explain why you would be in favour of changing towards working in multidisciplinary teams 
(see Box 1) in your country. 
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Question 4c 

Do you think the model in Box 1 should stay in place in your country? 

Yes > 4.1a 

No > 4.1b 

 

Question 4.1a 

Please explain why you think the model in Box 1 should stay in place in your country. 

 

Question 4.1b 

Please explain why you think the model in Box 1 should not stay in place in your country. 

 

Question 5 

In your opinion, do you think the situation presented in Box 1 is feasible for your country?   

Yes > 6a 

Maybe > 6a 

No > 6b 

 

Question 6a 

Please explain why you think the situation in Box 1 might be feasible in your country 

 

Question 6b 

Please explain why you think the situation in Box 1 is not feasible in your country 

 

Question 7a 

Which three factors do you consider the most important barriers for changing towards the situation 
in Box 1 in your own country? (please check maximum three boxes)  

 

The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards working in multidisciplinary teams of the population in my country 

The evidence base of working in multidisciplinary teams  

The content of working in multidisciplinary teams  

The local and organizational setting in my country 

The healthcare system and service provision in my country (including costs and workforce) 

The key stakeholders in my country 
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The policy and legislation in my country 

Other barrier:____________________ 

(for examples, hover above words in blue) 

 

Question 7b 

Please explain why you considered these three factors the most important barriers for changing 
towards the situation in Box 1 in your own country? 

 

 

Question 8a 

Which three factors do you consider the most important facilitators for changing towards the 
situation in Box 1 in your own country? (please check maximum three boxes)  

 

The characteristics of the population in my country 

The perception of health and health services of the population in my country  

Attitude towards working in multidisciplinary teams of the population in my country 

The evidence base of working in multidisciplinary teams The content of working in multidisciplinary teams 
The local and organizational setting in my country 

The healthcare system and service provision in my country (including costs and workforce) 

The key stakeholders in my country 

The policy and legislation in my country 

Other facilitators :____________________ 

(for examples, hover above words in blue) 

 

Question 8b 

Please explain why you considered these three factors the most important facilitator for changing 
towards the situation in Box 1 in your own country? 

 

Examples appearing after hovering over blue words: 

The population in my country 

The characteristics of the population in my country 

for example: 

Epidemiologic characteristics (health status with regard to the health topic) 

Sociodemographic characteristics (sex, age, socioeconomic status) 

Cultural/social (including individual) characteristics (cultural values and 

lifestyle)  

Cognitive characteristics (cognition, e.g. depending on age) 
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Socio-educational characteristics (health education and literacy, being 

informed) 

The perception of health and health services by the population in my country  

for example: 

The need for working in multidisciplinary teams  

Views on the importance of cooperation between providers and recipients 

(including trust in the professional providers) 

 

Attitude towards working in multidisciplinary teams of the population in my 
country 

for example: 

The extent to which working in multidisciplinary teams is asked for by the 

population 

The acceptability of working in multidisciplinary teams  

The motivation (willingness) to change to working in multidisciplinary teams 

 

The characteristics of the (preliminary) optimal model 

The evidence base of working in multidisciplinary teams 

for example: 

Quality of primary evidence (how convincing the evidence is to anticipate a 

successful change) 

Utility/usefulness of primary evidence (how useful and applicable the 

evidence is for planning of a successful change) 

The content of working in multidisciplinary teams 

for example: 

The concept of working in multidisciplinary teams  (characteristics of the 

model, complexity, tools and materials) 

The possibility of adaptations while keeping the key components of working in 

multidisciplinary teams 

 

The organizational and socio-political context in my country 

The local and organizational setting in my country 

for example: 

Local/organizational climate 

Awareness and readiness in terms of organizational (including political) will 

for implementation. 

Decision-makers’/leaders positive perception of working in multidisciplinary 

teams and its importance/priority and status 

Support of decision makers and management 
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The healthcare system and service provision in my country 

for example: 

The structure of the healthcare system and services (organization, financing 

system, availability of alternatives) 

Conditions of health service provision (professional expertise, availability of 

resources, accessibility) 

The coordination players in my country 

for example: 

Types of partners, networks and their involvement 

Different personal and professional interests of stakeholders 

The policy and legislation in my country 

for example: 

National policy and political programs 

Political climate and will 

Local policy 

Legislation  

 

 

Question 9 

At the end of the MOCHA project, we will communicate evidence-based recommendations for 
optimal child healthcare models to all countries. 

 

In the following questions we would like your opinion on how health policy-making is best achieved 
in your country.  

 
g) In your opinion, what strategy is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, through a new policy act, through the media, through impact of 
authorities, etc.)  

 
h) In your opinion, which target audience is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country, in 
your country? (for example, patients, decision makers, parents, health professionals, 
etc.)? 

 
i) In your opinion, which format is most effective for communicating 

recommendations, to ensure implementation of optimal models in your country? 
(for example, an official EU report, a scientific publication in a peer-reviewed journal, 
a news item in popular media, seminars, etc.)  
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Background information 

 
1. What is your country of residence? <list of EU countries> 

 
2. What is your field of expertise? (multiple answers possible) 

A policy 
B practice 
C knowledge and science 
D end user (for example, representative of a patient advocacy group)  
E other 
 

3. How many years of experience do you have in this field? 
Less than 5 
Between 5 and 10 years 
Between 10 and 20 years 
More than 20 years 

 

4. What is your current job title?  

 

5. Please provide your full title and name if you wish to be acknowledged for your contribution 
in our final report (for example: Dr. Paul Kocken): 
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Appendix 5. Participants information 

 

Participants’ years of relevant working experience.  
 

Less than 5 

 

Between 5 and 10 
years 

 

Between 10 and 20 
years 

 

More than 20 years 

 

  N % N % N % N % 

Mental health 
problems in 
adolescents 

0 0,0% 5 23,8% 5 23,8% 11 52,4% 

Vaccination 
coverage in infants 

0 0,0% 4 14,3% 9 32,1% 15 53,6% 

Treatment and 
monitoring of a 
chronic or complex 
care condition 

0 0,0% 2 10,5% 3 15,8% 14 73,7% 

 

Participants’ country of residence.  

 
 Open 

access 
countries 

Gatekeeper & 
mixed led 
countries 

Gatekeeper & 
GP-led 

countries  

Total 
participants 

Total number of 
different 
countries 

Mental health 
problems in 
adolescents  

N 8 10 8 26 14 

 Countries Austria 

Austria 

Cyprus 

Germany 

Germany 

Germany 

Iceland 

Slovakia 

 

Croatia 

Croatia 

Croatia 

Italy 

Norway 

Poland 

Spain 

Spain 

Spain 

Spain 

 

Ireland 

Latvia 

Latvia 

Latvia 

Netherlands 

Netherlands 

Netherlands 

Romania 

 Austria 

Croatia 

Cyprus 

Germany 

Iceland 

Ireland 

Italy 

Latvia 

Netherlands 

Norway 

Poland 

Romania 

Slovakia 

Spain 

 

Vaccination coverage in 
infants 

N 8 16 13 37 19 

 Countries Iceland 

Austria 

Cyprus 

Cyprus 

Germany 

Croatia 

Croatia 

Czech Republic 

Finland 

Greece 

Netherlands 

Bulgaria 

Denmark 

Latvia 

Latvia 

 Austria 

Bulgaria 

Croatia 

Cyprus 

Czech Republic 
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Germany 

Slovakia 

Slovakia 

Italy 

Italy 

Italy 

Italy 

Poland 

Poland 

Portugal 

Spain 

Spain 

Spain 

Spain 

Latvia 

Netherlands 

Netherlands 

Netherlands 

Netherlands 

Romania 

Romania 

Sweden 

Denmark 

Finland 

Germany 

Greece 

Iceland 

Italy 

Latvia 

Netherlands 

Poland 

Portugal 

Romania 

Slovakia 

Spain 

Sweden 

Treatment and 
monitoring of a chronic 
or complex care 
condition 

N 7 10 6 23 15 

 Countries Austria 

Austria 

Austria 

Austria 

Germany 

Germany 

Slovakia 

Czech Republic 

Croatia 

Hungary 

Italy 

Italy 

Norway 

Spain 

Spain 

Spain 

Spain 

Bulgaria 

Romania 

Denmark 

Latvia 

Netherlands 

Netherlands 

 Austria 

Bulgaria 

Croatia 

Czech Republic 

Denmark 

Germany 

Hungary 

Italy 

Italy 

Latvia 

Netherlands 

Norway 

Romania 

Slovakia 

Spain 
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Appendix 6. MOCHA focus group on “Prevention and infant 

vaccination coverage and the importance of specialized preventive 

services” 

June 20, 2018 

 

Attendees focus group 

Italy (IT1)   : representing practice, knowledge 

Latvia (LV1)   : representing policy, practice, knowledge 

Netherlands (NL)  : representing parent organisation 

TNO Project team  : Paul Kocken, Eline Vlasblom, Gaby de Lijster.  

 

Sent answers via mail beforehand; not attending 

Latvia (LV2)   : representing policy, practice, knowledge  

 

What is your opinion on changing the primary child healthcare  system in Europe towards specialized 
preventive child health services? 

 

IT1: (as a paediatrician he was involved in child health policy at European level) “There are 
different perspectives on child health care systems in Europe. All aspects of care delivery for 
children are covered by primary care. The professionals are different: there are GP’s and 
paediatricians. The training of the professional is important. Preventive services only (i.e. not 
integrated in other systems) is not handy. Integration of services is important. Training serves 
as basis. And also proper coordination of care.” 

 

NL: (he has a non-medical background) “The system is not a problem, but the decline in 
vaccination rates. Dutch parents have access to pediatricians (Child health care physicians (ed.)) 
and GPs. Fake news is coming up; is becoming an issue. The time available at the preventive 
health care service (in Dutch ‘consultatie bureau’) is too short (only 10 minutes).” 

 

LV1: (he has experience with both systems: policlinics and preventive health care services) 
“Previously (during Sovjet Union times) coverage was good; nowadays another system is in 
place (family doctor practices). In the beginning good coverage. Coverage is okay now, but 
hesitance is growing and vaccination rates are declining. Change of the system is not the 
problem, possibly there are other explanations.”   

 

LV2:  “My opinion on changing the primary child healthcare system in Europe towards 
specialized preventive child health services is generally positive, because I see a number of 
advantages in it. Changes will not be easy, as the current balance in primary care in Latvia for 
family physicians seems acceptable and they will not be the moderators for changes. At the 
same time there is enough evidence that a variety of preventive measures are needed to be 
developed ranging from public health nurse home visits, improved commitment in 
multidisciplinary partnership approach with social and other services etc.” 
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Summary of the answers 

 It is probably not the system that is an important factor for the decline in vaccination 
coverage 

 What is important: 
o Coordination of care 
o Integration of primary care services 
o Enough capacity to reach all the people 

 

What has to be changed in order to optimize the vaccination coverage in the European child 
healthcare systems? 

 

IT1: “There are no quick wins. A lot needs to be done by politics, health care staff, public opinion 
leaders, professionals. Suggestion may be: vaccination to be mandatory (at least for some time). 
There were mildly hesitant parents, but they eventually agreed to vaccinate their child; strongly 
opposed parents are fighting ‘like hell’ in Italy, but they only make up 2-3% of the population. 
These are a major problem. The 97% of parents do not make themselves heard.”  

 

LV1: “The problem of vaccine hesitancy needs a good analysis. Major cause is fear. There were 
small surveys in Latvia. Hesitance among parents and family doctors is much the same. For 
instance for HPV and influenza vaccine. We have to work with both parties.  

1. Training: very little courses/training on vaccinations are available. Professionals are not 
able to speak about vaccinations with parents.  

2. Disinformation via media: rumours and information via social media are coming; 
psychological aspect of hesitance has to be addressed.  

3. Public health services: there is little/no info about vaccinations being 
damageable/adverse effects. Make use of expertise of public health services. 

4. We need to think about information systems (e-health system and reminder systems). 
We need to know about what happens with each child and his/her vaccinations.  

5. Attitude of parents: current systems usually work with sick children and not with a 
healthy child.  

6. Training of the doctors on information transfer to parents is very important. If a doctor 
can explain, this is very helpful.” 

 

NL: “In the Netherlands there is a discussion about vaccines since 5 years. Mostly coming from 
big cities with high rates of educated parents bringing fake news. The perceived status of the GP 
and paediatrician is not as it has been before. The advice is not to talk about the skills of the 
doctors, but talk about communication and look at information through social media who 
influence the view of the parents. Also talk about the harmfulness of diseases like measles. 
Protect the parents from the fake-information. Influence the public media and use 
communication experts who can raise a wall against the militant parents. Aim the message to 
the 30% parents with doubts. 

 

LV2: “In order to optimize the vaccination coverage in the European child healthcare systems it 
is necessary to find a permanent, acceptable, evidence based, but easy to understand and 
coming from the industry and health services advertisement separated communication flow 
with young parents who annually maintains approximately the same level of vaccination 
hesitancy.  Professional information in this regard is in my opinion significantly slower and not 
so appetizing than the information at glance given by the vaccination opponents. This may 
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require new tools in our health education programs and more attention to the development of 
the health literacy in the population. I would prefer permanent interventions instead of scandal-
based short-term campaigns.” 

 

IT1: “Make use of a strong opinion leader in all communications in media. Check for instance the 
‘leader’ in Italy, who is an agreed expert on immunization science. He is generally seen as 
reliable with high professional status (he is on Twitter, Facebook, writes books etc). He is hated 
by several people because of his opinion, but he is a good protagonist. He shares his scientific 
opinion, based on scientific evidence. 

In Italy, vaccination now is mandatory, but when the new government will come, this may be 
different. Government does not always see the advantages of preventive vaccinations. They 
don’t see sick children and point to cost of health care. We need to work together with science 
and WHO. We need to find out new means of communication with the people, they do not 
believe science anymore, they only believe each other. We need supporters. We need to 
introduce ‘our’ people (like social scientists, psychologists) among the public. We need to know 
how to use Facebook. Use of simple language.  

An online petition by mothers of immunodepressed children to the Prime Minister and Health 
Minister is collecting the support of more than 260000 people in Italy at the moment. 
https://www.change.org/p/difendiamo-i-nostri-bambini-s%C3%ACvaccini-per-andare-a-
scuola-giuseppeconteit-e-giuliagrillom5s?source_location=discover_feed” 

 

Summary of the answers 

 Efforts to raise vaccination rates need to be undertaken. Only 3% is against vaccination 
of their child, and 97% is okay, among which 30% with doubts/mildly hesitant.  

 Training of professionals; we need to know how to communicate with the parents; 
address the role of social media; clear information on the adverse effects of vaccination; 
reminder system is important; point out to the media their responsibility (opinion of a 
group of parents is not the same as science based evidence); be aware: of the 97% there 
are many parents who miss a vaccine (such as HPV). 

 Make use of a strong ‘opinion leader’ who uses an active approach in the social media to 
bring forward the scientific opinion, based on scientific evidence. 

 

Consensus statement 

 

In addressing the issue of declining vaccination rates, communication to vaccination 
hesitant parents is more important, than changing characteristics of the primary care 
system, including the availability of a specialized preventive service. 

Expert statements 

 

Messages to the public about vaccination should come from different sources. These 
sources need to communicate the same message to the public and should be based on 
science, and supported by (social) media expertise. The general message should be: 
vaccination is the main tool and the safest way to prevent communicable diseases.  
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Support from national governments and scientists is needed. Governments have to 
stand up against “fake news”. They have to stress the importance of prevention and 
vaccination and allocate more resources to this area.  

 

There is a need to work together in the EU in the field of new areas of communication. 
Do not only communicate scientific knowledge. Show best practices. 

 

What are quick wins? 

 

 Having an ‘opinion leader’ (see example of Italy) 
 Training of professionals (certified training); nurses, midwifes, physicians. All need to 

know the same information 
 Use of e-health/reminder system 
 Communicate information through reliable of sources; scientific base 
 Support of government; cooperation with organisations within Europe (such as WHO) 
 Parents need to tell whether or not their child is vaccinated. Change of attitude of 

parents with regard to their responsibility to other parents (who also bring their child to 
kindergarten) 

 Physicians: they need to know what real contra-indicators are. 
 Very quick win: more resources are needed to carry out the recommended actions. 

 

There were no additional comments. 
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Appendix 7. MOCHA focus group on “Treatment and monitoring of a 

chronic or complex care condition and working in multidisciplinary 

teams” 

June 20, 2018 

 

Attendees focus group 

Spain (ES1)  : representing practice, knowledge 

Latvia (LV3)  : representing practice 

TNO Project team : Paul Kocken, Eline Vlasblom, Gaby de Lijster.  

 

What is your opinion on changing the primary child healthcare  system in Europe towards working in 
multidisciplinary teams (M)? 

 

ES1: “We are in favour of working in MT. We are working in MT already, in primary care. 
Pediatricians and nurses work together, but also midwifes and social workers. Hospitals are 
organised in about the same way.”  

 

LV3: “We only started recently to think about working in MT. When you involve more midwifes 
and social workers etc, you can save capacity of doctors, but also finances. Working in MT can be 
a solution for the shortage of specialists.”   

 

ES1: “It also improves involvement of parents, people surrounding the child (also teachers etc). 
It creates synergy.”  

 

What is your definition of multidisciplinary working? 

 

ES1: “Different competencies, working with the same patient in the setting of primary health 
centres, although not all disciplines are attached to the health centre (1 patient, 1 process). E.g. 
vaccinations: nurses work together with doctors, etc. They are collaborating and working in the 
same centre together, but also communicating with each other.”  

 

LV3: “A big network of nutrition specialists, education nurses, GP’s, school nurses and social 
workers. Not only involved in treatment, but also  teach school teachers and talk about 
socializing the children (to accept their disease).”  

 

What has to be changed in order to optimize chronic or complex care care in the European child 
healthcare system? 

 

ES1: “The challenge is now: coordination between levels (primary and tertiary level). Linked 
nurses are nurses who can be in the hospital and are in charge of the patient transferring from 
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hospital to primary care. The linked nurse carries out coordination of care. There are only a few 
linked nurses now, there is no specific profile right now.”  

 

LV3: “We need to specify what each professional does in each setting (school, social work, GP, 
medical specialist/hospital). If each professional knows what (s)he needs to do, we can 
improve. Education is lacking. At the tertiary level education is okay, but at primary level 
(school nurses for instance) it is not okay. A school nurse may not know what she needs to do 
when a child has an asthma attack or with regard to passive smoking.”  

 

ES1: “It also depends on the country. There can be differences within the country as well (big 
regions, hospital in other region, lots of territory in between; rural and urban areas). Care needs 
to be coordinated between tertiary and primary and secondary level. To have a coordinator of 
care (someone who can supervise the whole process; in Spain the linked nurse) can make the 
family feel safer and enable the transition between levels.”  

 

 

 

How can costs/payment be organized? 

 

ES1: “In Spain we have a public health system. Professionals are not competing for money. 
Money comes to the hospital; and also to the primary care/health care centre.” 

 

LV3: “There is no mechanism to stimulate cooperation. There are separate budgets for primary 
care and for secondary/tertiary care. This is the result from politics per care sector.” 

 

What is stopping you from working in MT (what is the barrier)? 

 

LV3: “No one (from the hospital team) says: we need to do this! There is no coordinator, no 
clear plan, no vision etc.  That is a problem.” 

 

ES1: “There is a strategy for e.g. infant chronic patients. Sometimes the budget is a barrier. 
When there is not enough money you cannot develop a strategy or have enough professionals 
working in the health centre. This is especially the case in the province.” 

 

Summary of the answers 

 Clear policy making with regard to working in multidisciplinary teams is necessary to 
structure daily practice in primary child health care. 

 Lack of funding and lack of qualified professionals are barriers for multidisciplinary 
working. 

 

Consensus statement 
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Expert statements 

 

There is a need for clear policy making in support of care coordination, a clear strategy 
for linking professionals in MDTs and finding the right funding/budget.  

 

A good registration system is needed that provides doctors at all levels with 
information and feedback and also ensure smooth transitions between care levels. 

 

What are quick wins? 

 

 Improvement of the educational system (lessons for (school) nurses how to 
communicate with GP/Primary Care Paediatrician) 

 Develop a system with a nurse within each school  
 Education of the families in self-care and how to make care use decisions. They need to 

learn to recognize red flag signs and know where to go with problems (e.g. mild 
symptoms: GP/Primary Care Paediatrician; severe symptoms: hospital)  

 There is a role for GPs/Primary Care Paediatricians and nurses to educate families. 
 It is important to involve patient and parent organisations. These organisation could 

form a lobby toward the Ministry  

 

Do we need more evidence for working in MTs? 

ES1+ LV3: We use guidelines which are evidence based. It should not be a priority right know.  

 

What is the first step in the direction of working in MT? 

LV3: “First step for Latvia: develop clear strategy/strong plan, supported by the government. 
There is a need for collaboration between Ministry of Health and Ministry of Wellbeing.  
Professionals are willing to cooperate.” 

 

Summary of the answers 

 Evidence base for MT is not a quick win, the evidence is already there.  
 Education and training for nurses and families could be a quick win.  

There were no additional comments. 

 

  

Working in multidisciplinary teams is important. Clear task descriptions of team 
members working in the same setting/centre are important. Despite a willingness to 
cooperate and work in MDTs, a barrier might be the funding. 

Heterogeneity or absence of coordination of care is observed. Spain mentioned the 
existence of regulations for coordination of care in the country, whereas Latvia 
perceived lack of coordination to a great extent. 
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Appendix 8. MOCHA focus group on “Early identification of mental 

health problems in adolescents and confidential access to care” 

June 20, 2018 

 

Attendees focus group 

Italy (IT2)  : representing practice, knowledge 

Poland (PL)  : representing practice, knowledge 

Croatia (HR)  : representing policy 

Romania (RO)  : representing practice, knowledge 

Latvia (LV4)  : representing practice, knowledge 

TNO Project team : Paul Kocken, Eline Vlasblom, Gaby de Lijster.  

 

Sent answers via mail beforehand; not attending 

Iceland (IS)  : representing knowledge  

Spain (ES2)  : representing practice 

 

What is your opinion on changing the primary child healthcare  system in Europe towards confidential 
access to health care for adolescents? 

 

RO: “Legislation and privacy regulations inhibit confidentiality. Confidentiality is very 
important for teenagers; especially for teenagers with risk for suicide, addiction (gambling, 
drugs, facebook, etc.) or without family. More services for teenagers are needed; more medical 
specialists, social workers, psychologists. Also more collaboration with the family physician is 
needed. It is important to recognize and diagnose problems early. Family medicine and school 
medicine need to collaborate together (also child psychiatrist; judicial authorities; juvenal 
institutions etc). Confidentiality may be possible in case of prophylaxis and crisis situations.”  

 

LV4: “It is complex; access to primary care could be confidential; this is different when you talk 
about secondary/specialist care, because of the child’s (complex) problems involved. Latvians 
conditions are very good. Anonymous and confidential access is okay from 18 years on. From 
age 14 adolescents can consult (regulated by legislation). This may be different in the rest in 
Europe, but harmonization is needed. We may not all speak about the same things, there are a 
lot of questions that need to be answered first. E.g. how you assess if adolescents are able to 
make decisions for themselves.” 

 

HR: (Agrees with what was mentioned before.) “According to the legal framework, parental 
consent is needed for those younger than 18. In practice: at age 16 they can and should be 
allowed to decide on some situations themselves. Take legal conditions into account. As a 
professional: in favor of confidential access.” 

 

PL: “What is confidentiality? Legal guardians need to be present until age 18. In terms of doctor 
consultations: the doctor is not obliged to tell everything to the parents what is said by the child. 



D18: Report on Consensus Statements 

112 

 

When it concerns psychiatric consultation: parents need to be present; in case of physical 
consultation this may not be necessary. Almost all doctors carry out consultations with parents 
present.” 

 

IT2: “Confidentiality in consultation is in consideration. Primary level (school psychologist): 
free entry for adolescent. Information can be discussed. From 12 years on: child can ask for 
confidentiality (‘do not tell my parents’). Except when there is risk for suicide. Treatment is only 
possible with parental consent. If both parents are legal guardian and they disagree, the 
professional cannot act. If asked by one of the parent or by the clinician, a judge can interfere in 
that case.”   

 

IS: “I prefer to talk about “open access” instead of confidential access, because, when you are 
dealing with children with mental health problems, the role of the health care personal is to 
strengthen the support system of the child, which in most cases is the family.  So to promise 
confidentiality beforehand can send wrong messages to the adolescent. All health care 
professionals sign a confidential statement when they start working here in Iceland, and 
probably in other countries too.  So that gives the frame of confidentiality of all cases – you do 
not for example talk about a child´s health problem to the school staff except with the 
child’s/parents’ consent.”    

 

ES2: “This model is in place in Spain and adequately works at all health care levels (primary 
care and specialized /hospital care). Regulated by law but also in conformity with National 
Strategic Plan for Childhood and Adolescence. Confidential access to services/medical records, 
informed consent, refusal of treatment is embedded in adolescent care services. In order to 
assure the trust in health care professionals, confidential access should be kept in all stages 
/ages of health care for adolescents even when information to parents and school services is 
required. Adolescents, parents and professionals should be aware that confidentiality has 
constraints derived from disruptive /antisocial behaviours which could jeopardize the 
adolescent’s health (suicidal behaviour), his /her peers (bullying /cyber-bullying) and the 
family /community (violence winding upwards in the family and community space).” 

 

Summary of the answers 

 Confidentiality is important for getting in contact with the adolescent  
 (Pharmacological) treatment only with parental consent  

 

What has to be changed in order to optimize the confidential access to healthcare for adolescents? 

 

RO: “We need more services, more specialists such as psychiatrists, social workers, 
psychologists, and school physicians. More training for professionals is needed. Attention for 
families with alcohol abuse or mental health and behaviour disorders. Children without parents 
run also a higher risk  of mental health problems such as suicide. Collaboration and information 
exchange between professionals is important.”  

 

LV4: “Content should be confidential. We need to know which content this concerns. Access 
without parental consent should be available. A clear definition of confidential access is needed 
as a first step and then we can see how we can be provide this.” 
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HR: (agrees with the above)  “In addition: a legal framework is necessary; the age to consult 
physician with/without parent has to be defined. Not only focus on mental health issues, but use 
holistic approach (also look at other issues).”   

 

PL: “The main problems in Poland are access to and lack of services. I agree with former 
speakers: legal framework is necessary with regard to treatment of mental health problems, 
medical services and medicines. For prophylaxis, assertiveness therapy and psychological 
support confidential access is not an issue.” 

 

IT2: “A girl can ask the judge to not involve the parents (conform the law). For instance in case 
of an abortion. Different systems in different regions are in place right now. A legal framework 
is fine, but the Italian system is diffuse; and there are financial constraints (different services 
(GP, paediatrician) are being reimbursed in different regions).”  

 

IS:  “Increase the understanding of mental health and mental disorders among children. We 
have looked at some role models from Canada http://teenmentalhealth.org/product/mental-
health-high-school-curriculum-guide-washington-state-edits-online-version-full/ . Increase 
open access to health care professionals through canals that children use today – like Live-chat 
and other web/internet facilities.” 

 

ES2: “Postgraduate and continuous education /training methods and content. Better workforce 
skills in assessing psychological development and emotional reactivity in adolescents; 
Professional and social awareness regarding the importance of parenting skills and emotional 
relationships bet family members and peers. Increased abilities for the detection of risk 
situations at individual and family level of family; Population attitudes leading to mental health 
problems stigmatization /social exclusion. More inclusive education and social acceptability of 
adolescents with mental health disorders; Cooperation between all levels /sectors involved in 
adolescent care (health care services, schools and social services). Implementation of evidence-
based care processes aiming at early detection and comprehensive care programming for 
adolescents at risk for mental health disorders.” 

 

Summary of the answers 

 There is a need for well trained professionals 
 A definition at EU level on what does access without consent mean is necessary. We 

need agreement on terms  
 There is a cultural influence from views on the role of parents 

 

Consensus statement 

 

Countries largely differ with regard to confidential access to services for adolescents 
with mental health problems. Especially views on the involvement of support systems 
in the child’s upbringing seem important. However, all countries offer opportunities 
for confidential or open access until medical treatment is in place. 

Expert statements 

http://teenmentalhealth.org/product/mental-health-high-school-curriculum-guide-washington-state-edits-online-version-full/
http://teenmentalhealth.org/product/mental-health-high-school-curriculum-guide-washington-state-edits-online-version-full/


D18: Report on Consensus Statements 

114 

 

 

Confidential or open access is important for primary care for children. For treatment of 
complex problems, medical treatment and prescription of medicines, parental consent 
is needed. Prevention (prophylaxis) and all kinds of psychological support are already 
available for all children. 

 

Discussions and agreement in the EU on terms used and definitions on access with and 
without consent is needed. 

 

Exchange of examples and good practices in the EU on open access to services for 
children with mental health problems helps to bring forward the harmonization of 
legislation and practices with regard to confidentiality. 

 

What are quick wins? 

 European institutions (commission and parliament) should take care of the issue. They 
should stimulate action together with scientific and professional societies at EU level. 
The EU parliament could force on regulations and  EU recommendations with regard to 
good practices.  

 In some cases judges can interfere (e.g. in case of hazard for the child). 
 Evidence based working is important. But we do not yet know all evidence on 

confidential access.  Research is important. Then, we can come up with a legal 
framework and regulations. 

 

There were no additional comments. 

 
 


