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PREFACE - DUTCH ELDERLY CARE 
LANDSCAPE 
 

This publication is dynamic and will be iteratively updated and enhanced during the course of the project. The 
March 2021 V100 consist of a general description of the Dutch elderly care landscape with a focus on all four 
themes. The current V100 version serves as a pre-final version. TFHC and Vilans will address the comments 
and suggestions on this version 100 by the National Development and Reform Commission (hereafter: NDRC) 
of the People’s Republic of China to ensure compatibilities between the knowledge needs and presentation 
form, and the provision of knowledge via this publication. 

Throughout the publication, many examples are provided about projects, products and services to support 
elderly care. The organizations behind the ‘GOOD PRACTICES’ already provided consent for sharing the 
information to NDRC and are willing to present during the Sino-Dutch policy forums and explore further 
cooperation. All the other examples illustrate the Dutch elderly care landscape and could in potential be 
actively involved, however no consent has been asked for yet. 

In the document multiple references are used to background information on websites and academic and grey 
literature. The languages of these sources are mainly in Dutch or English. Both Baidu and Google have 
possibilities to auto translate text to Chinese Mandarin. For example, via Baidu Translate.  
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MAPPING OF THE DUTCH ELDERLY CARE 
LANDSCAPE 
According to the workplan, the mapping of Dutch elderly care enables NDRC to decide about the focus for the 
future activities and identify possible areas for collaboration. In addition, the mapping serves as the Dutch 
banner of the elderly care landscape and thereby contributes to strengthening the opportunities for Dutch 
companies and organizations in China and new Sino-Dutch collaborations. 

The mapping of the Dutch Elderly Care landscape is a dynamic and ongoing activity based on desk research 
and interviews focused on the themes, areas and cases and opportunities mentioned in figure 1. 

 

Figure 1: Dutch elderly care landscape - themes, areas, cases and opportunities 

The mapping consists of the following repeating steps:  

1. (Initial) mapping per theme in which the following five areas will be addressed: policies, research, 
education & training, technological innovation and organizational implementation. Per area a brief 
summary will be given including links to relevant publications. This information will be collected via 
desk-research.   

2. Feedback from NDRC on the initial mapping: specific areas of interest and presentation form, and 
the provision of knowledge via this publication 

3. Presentation of (initial) mapping. The results will be presented during the first Sino-Dutch policy 
forum (fall 2021) and included on the project website.  

4. Feedback from China after presenting the initial mapping. Feedback on the most interesting and 
promising areas for knowledge exchange and partnering will be collected from NDRC and the other 
Chinese participants. In order to be better able to identify the shared challenges and 
complementarity between China and the Netherlands in the field of elderly care TFHC will ask NDRC 
to provide input on and to present the Chinese elderly care landscape during the policy forum as 
well.  

5. Additional research and interviews to deepen knowledge on areas of knowledge exchange and 
partnering identified in step 3. Based on China’s feedback, the good practices & lessons learned, the 
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existing Sino-Dutch collaborations both public and private, and the opportunities & challenges with 
regard to future Sino-Dutch collaborations will be further explored via interviews. In addition, China’s 
feedback is also used as input for the programme of the next mission and policy forum. 

6. Enrich mapping and deep dives. Again, the results will be presented online and during the Sino-Dutch 
policy forum, followed by the feedback from China, deep dives etc    
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1. SHORT INTRO ON PROJECT & GOALS 
In May 2019, NDRC and the Ministry of Health, Welfare and Sport of the Kingdom of the Netherlands (minVWS) 
have signed a Memorandum of Understanding (MoU) to strengthen cooperation in the field of Elderly Care. 
The International Cooperation Center of the NDRC (NRDC ICC) and the Task Force Health Care (TFHC) have 
been identified as the executive organizations in each country. In order to facilitate and strengthen Sino-Dutch 
knowledge exchange and cooperation in the field of elderly care, the first goal of the project is the ongoing 
mapping of the Dutch elderly care landscape. Therefore, TFHC has commissioned Vilans to conduct desk 
research to deliver a mapping of four themes related to elderly care, being: prevention; integrated care; care 
at home; and dementia care.  

Vilans is the National Centre of Expertise for Long-term Care in the Netherlands. Vilans engages in innovation, 
research and development, dissemination, and implementation of good practices in the field of elderly care. 
Its wide knowledge and network in the elderly care sector, in particular the publicly funded, not-for-profit 
organizations contributes to the aim of the project strengthening the Sino-Dutch exchange and cooperation 
in the field of elderly- and long-term care. Its expertise ranges from nursing to (para)medical and psychosocial 
interventions, assistive technology, eHealth, quality management, organization development and 
improvement, integrated care, large scale implementation, policy development and evaluation, and 
international developments in long-term care. A particular field of interest in all these domains is dementia 
care and – currently – Covid-19 care in long-term care settings. 

This report describes the aforementioned four themes and discusses the following five areas per theme: 
policies, research, education & training, technological innovation and organizational implementation. Per 
area, a brief summary is given including referencing to relevant publications. These results will be presented 
during the Sino-Dutch policy forum and included on our project website.  
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2. DUTCH ELDERLY CARE EXPLAINED 
2.1 General facts and figures on healthcare in the Netherlands  

The philosophy underpinning the Dutch healthcare system is based on 3 universal principles: access to care 
for all, solidarity through medical insurance (which is compulsory for all and available to all) and high-quality 
healthcare services 1. Furthermore, the Dutch system has been shaped by historical trends, developments 
and social conditions 1. The healthcare system is based upon five basic healthcare-related acts: 1) the Health 
Insurance Act (Zorgverzekeringswet), 2) the Long-Term Care Act (Wet langdurige zorg), 3) the Social Support 
Act (Wet maatschappelijke ondersteuning), 4) the Public Health Act (Wet publieke gezondheid) and 5) the 
Youth Act (Jeugdwet) 1. The first four acts have an influence on the organization of the care for the elderly and 
are discussed in paragraph 2.6. In table 1, general facts and figures on healthcare in the Netherlands are 
depicted, such as the expenditure on health and long-term care, the population of 75+, and the oldest old 
support ratio. 

 

Table 1: Facts and figures Dutch healthcare system (2018) 
 

2.2 Who are the Dutch elderly? 

In 2017, there were 3,2 million people above 65 years old. This is approximately 1/5th of the Dutch population 
6. Approximately 4% of these elderly people has an non-western migration background and 10% has a western 
migration background (Japanese and Indonesian are considered western) 7. In total, 5.1 million people are 
providing informal care or volunteering to elderly people 8. Of the informal caregivers, 19% is 65 years and 
older. Of the volunteers, 30% is 65 years or older 9. 

2.3 Which types of care do Dutch elderly receive? 

Roughly, the used care by elderly people can be divided in 6 levels. Table 2 depicts the amount of people 
above 65 years old that received care according to each of the steps in 2016.  

Population    17.2 million 2 

Population 75+ 1,4 million (8% of pop.)  3 

Oldest Old Support Ratio (ratio 50-74 vs. 85 y/o) 154 

Population 75+ living alone 660.000 3 

Gross Domestic Product (GDP) EUR 700 billion / CNY 5.5 trillion   1 

Health expenditure 10% of GDP 1 

Long-term care expenditure (health) by government and 
mandatory health insurance 

2.7% of GDP 5 
 

Total number of people employed in the healthcare field 1,2 million (13% of working population) 1 
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Elderly living independently at home with light 
disabilities, going to the general practitioner every 
once in a while 

748.000 (4% of population) 

Elderly living independently at home using medical 
specialist care due to an acute care need or chronic 
disease 

1.600.000 (9% of population) 

Elderly using social support care and are somewhat 
dependent on care or support 

96.000 (1% of population) 

Elderly that use district care or care in a nursing 
home for shorter than 3 months 

172.000 (1% of population) 

Elderly that use district care or care in a nursing 
home for longer than three months 

329.000 (2% of population) 

Elderly that are admitted in a nursing home or 
receive long-term care at home 

189.000 (1% of population) 

Table 2: People 65 and older receiving care in 2016 10 

2.4 What does the elderly care workforce look like? 

A report from 2019 states that almost all elderly people over 74 are in contact with medical care providers3. 
More than four out of ten people (75+ years) communicated that they are receiving care and support at home 
(in one year of time). This includes help in the household or personal care and nursing care and support. Half 
of these elderly people get (additional) informal support and care.  

 

 

 

 

  
  
 

 

  

Figure 2: amount of vulnerable elderly people in the Netherlands and their living situation.11 

 

730 000 
vulnerable 
elderly people in 
the Netherlands
22% of all elderly people in 
the Netherlands (65+)

180 000 
live in a care 
institution

547 000 
live at home
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In the Netherlands, 373.000 people are working 
in elderly care. Particularly of interest for elderly 
care are employees in the sectors nursing and 
caring and home care. Approximately 237.000 
professionals are employed in the sector 
nursing and caring. As is shown in figure 4 this 
is the largest sector in the Dutch health care. 
130 000 are employed in home care. Figure 4 
also shows that in both sectors the vast 
majority is employed as a care worker. The 
majority of people that use community nursing 
services are elderly. Three-quarters of these 
users are over 67 and the mean age is 75 years 
old. There is a peak in 84 year olds 11. This age 
group is the biggest user of community care services. 
This is shown in figure 3. 

The core of primary care for elderly people is provided by general practitioners. GP practice and health care 
centers make up the smallest sector in healthcare.  

In addition to paid employees, there are volunteers and informal caregivers who take care of elderly clients 
as well 12. In general, informal caregivers are family or friends of clients while volunteers are people that 
provide care to people who are (usually) unfamiliar to them. In 2011, at least 100.000 volunteers supported 
in elderly care 13. In general, care homes rely on almost half the number professional carers as volunteers 14–

16.  

 

Figure 3: The amount of users of community nursing 
services and their age.11 

Age 
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Figure 4: Jobs in the health care sector in the Netherlands 12 

2.5 Who are important stakeholders and what do they do? 

Apart from people that provide care for elderly, there are also other stakeholders involved in the elderly care 
field. For example, The Ministry of Public health, Welfare and Sport (minVWS)  is the ministry responsible for 
public health, healthcare, quality of life, social work and sport. The ministry is currently headed by the Minister 
of Health, Welfare and Sport, Hugo de Jonge. The ambition of the Ministry of VWS is to keep everyone healthy 
as long as possible and to restore the sick to health as quickly as possible. The ministry also seeks to support 
people with a physical or mental limitation and promote social participation. 

The Dutch Healthcare Authority (NZa) is an autonomous administrative authority, that is part of the Dutch 
Ministry of Health, Welfare and Sport (VWS)17,18 . Their job is to set rules, conduct oversight over healthcare 
providers and health insurers, and give recommendations to minVWS18. 

The National Health Care Institute (Zorginstituut Nederland) advises and implements the health insurance act 
and the long term care act19. They provide advice about the size and the type of care that should be included 
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in the basic health insurance package 20. Furthermore they also give advice on how to improve care 
professions and education programs. 

Part of provided elderly care is paid for through a health insurance. In the Netherlands there are ten health 
insurance companies offering 58 insurance brands 12. The health insurer has a duty of care, meaning they 
must provide or reimburse the care and services that the insured needs and that healthcare is available in 
the basic package for all those insured. Under the health insurance act, the total costs of care are paid for by 
all insured persons together 1,21. Furthermore, there are 31 care offices that regionally purchase nursing care. 
For further information on health insurance see the next paragraph.  

Furthermore, there are organizations that represent interests of the elderly and organizations that promote 
the interests of the professionals working in health care. The interests of professionals are represented by 
trade unions, professional associations (and their umbrella organizations), industry organizations, and 
networks. For patients there are around 300 patient-organizations that represent the interests of patients for 
specific types of disease/conditions. Furthermore, there are also patient organizations that focus specifically 
on (groups of) older people, such as NOOM,  that focuses on elderly with a migrant background. 

Other stakeholders in the field of elderly care include the institutes that developing knowledge on care. These 
include for example funding organization ‘The Netherlands Organization for Health Research and 
Development (ZonMw)’,’The National Centre of Expertise for Long-term Care (Vilans)’, and the national 
knowledge institute for social issues ‘Movisie’. 

2.6 Which healthcare acts apply to elderly care? 

In order to shed a light on which healthcare acts apply to elderly care, we present a table discussing the 
different acts, what they entail, who implements what, who pays what, and how this healthcare act affects 
elderly care. 

  Health insurance 
act 

Social Support Act Long-term care 
act 

Public Health act 

What is it? Every person who 
lives or works in the 
Netherlands is 
legally required to 
take out standard 
health insurance to 
cover the cost of for 
example GP 
consultation, 
hospital treatment. 
Health insurers are 
obligated to accept 
all individuals, 
regardless of 
factors, such as age 
or health status 1.  

Organizes the 
municipalities’ 
responsibilities for 
the provision of 
social support for 
people with 
disabilities 22,23 . The 
act is based on the 
principle of 
personalized 
solutions and an 
individual 
approach. 

Arranges care for 
citizens that need 
24-hour care and 
permanent 
supervision 1,22,24. 
It includes the 
most vulnerable 
groups in our 
society, such as 
people with severe 
dementia, people 
with serious 
physical or 
intellectual 
disabilities and 
people with long-
term psychiatric 
disorders.  

Lays down the 
responsibilities 
regarding 
prevention and 
health promotion 
and also describes 
how this should be 
organized 1,25. It 
focuses on 
combating 
infectious diseases 
and the detection of 
diseases through 
population 
screening 26. 
Furthermore, the act 
also describes what 
needs to be done in 
case of a public 
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health crisis 
situation. 

Implemented 
by whom? 

Health insurers 
have a duty of care, 
meaning they must 
provide or 
reimburse the care 
and service that the 
insured needs and 
that this care is 
available in the basic 
package for all 
insured 21. What is 
insured under the 
basic health 
insurance package 
is provided for by 
the government 
under the law 1. 

The local authority 
discusses the 
request for support 
with the client and 
provides the 
appropriate type of 
support  1. 
Furthermore, the 
local authority is 
also required to 
provide general 
solutions to people 
in need of support, 
to ensure that all 
citizens can actively 
participate in society 
1,23. The necessary 
care is implemented 
by private health 
care facilities and 
informal caregivers 
are also expected to 
contribute. 

The legislative 
framework is set 
by the ministry of 
Health, Welfare 
and Sport. The 
Care Assessment 
Agency (CIZ) 
establishes which 
type of care a 
person needs 
within the long-
term care act 24,27. 
Local Healthcare 
administration 
offices are 
responsible for the 
purchasing of care, 
service to clients, 
and keeping 
records 1.. 

Preventative 
activities are 
conducted both by 
the central 
government as well 
as by local health 
authorities 25. 

Who is 
paying? 

All insured persons 
pay together 
through 

- a monthly 
premium of €120,00 
/ ¥812  

- mandatory policy 
excess of €385 / 
¥2604, that can be 
increased 
voluntarily with 
€500 / ¥3382)  

-  employers (an 
income-dependent 
contribution) 1,21 

A co-payment 
applies for some 

Financed through 
the municipal fund, 
supplied by the 
central government 
1,22 The 
municipalities are 
free to decide how 
they spend these 
funds in order to 
meet the 
requirements as 
stated in the social 
support act 22. In 
practice, this means 
that different 
municipalities can 
have a different 
organization of 
social support. 

A compulsory 
health insurance 
policy that is based 
on solidarity. The 
premium to-be-
paid is dependent 
on the 
individual’s 
income.  

People that wish to 
make use of the 
care falling within 
the long-term care 
act pay a co-
payment which 
also depends on 
the person’s 
income 1,24 

The activities 
conducted by the 
central government 
are financed via the 
national budget, 
and the activities of 
the local authorities 
are financed 
through the 
municipal fund. 
The national 
government 
supplements this 
municipal fund if 
municipalities take 
on new tasks or 
when costs 
substantially 
increase 1. 
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forms of care, such 
as hearing aids and 
specific medications. 

Elderly care? District nursing 
and the receival of 
temporary care and 
nursing at home 26. 
Geriatric 
rehabilitation care 
and temporary 
primary care stay 
when medically 
necessary and not 
possible to provide 
at home. The 
receival of aids and 
facilities for elderly 
and the case 
management for 
complex conditions 
such as dementia. 

General support, 
such as a service for 
groceries, or a 
personal service, 
such as domestic 
help 26. They can 
obtain support 
from a provider or 
buy support 
themselves through 
a personal budget. 
older people can 
receive aids, house 
adjustments, 
transport and 
independent client 
support through the 
social support act. 

Personal care or 
nursing, at home 
or in a nursing 
home 24,26 Elderly 
are allowed to buy 
their own care at 
home (through a 
personal budget) 
or obtain the care 
through one of the 
long-term care 
providers. The 
long-term care act 
also arranges the 
provision of aids 26. 

Monitors and 
stimulates health, 
through institutions 
such as the public 
health service 
organizations 26. 
Population 
screenings, such as 
the screening for 
colon cancer for 
people between 55 
and 75 years old and 
the provision 
vaccines by the 
governments 25,26. A 
more elaborate 
discussion can be 
found in Chapter 5.2. 

Table 3: The different healthcare acts explained 

 

3. THEMES 
In the following sections we will provide a short introduction to the four themes: “Prevention”; “Integrated 
care”; “Care at home”; and “Dementia care”. Per theme the following five areas will be addressed in more 
detail: policies, research, education & training, technological innovation and organizational implementation. 
Per area a brief summary will be given including links to relevant publications.  
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4. PREVENTION 
4.1 Introduction to prevention 

In the Netherlands, prevention (as well as health promotion) is part of the public health act 29,30. The tasks 
related to public health and prevention are specified in this act and include: preventive youth healthcare (child 
health centers and preventive care at school); environmental health; socio-medical advice; periodic sanitary 
inspections; public health for asylum seekers (such as tuberculosis screening); preventive screening; 
epidemiology; health education; vaccinations; preventive community mental health 29. The national 
responsibility for prevention lies with the Ministry of Health Welfare and Sport (VWS) 30,31. They set the policy 
objectives for prevention and are responsible for distributing the national budget to local governments and 
national institutes related to prevention and health promotion 31. Other ministries, such as the Ministry of 
Education, Culture and Science, also play a role in prevention policy in the Netherlands 31.  

On the local level, the responsibility for prevention lies with the local authorities (352 municipalities). They 
formulate a public health strategy for their district every four years 30. Municipalities join forces and create 
municipal public health services (Gemeentelijke Gezondheidsdienst or GGD, in Dutch) 29,30.  

There are approximately 25 GGDs in the Netherlands. Municipal public health services carry out a wide range 
of public health related activities. The range of activities can differ between the different municipal public 
health services, because the municipalities assign the tasks, tailored to the needs of the local community 30,31. 
The municipal public health services can design their own interventions and they can also implement 
interventions developed by third parties, for example by national health promotion institutes 30. 

 

There are multiple nationally operating health promotion institutes in the Netherlands. They receive funding 
from the government and specialize in research, consultancy and the development of educational materials, 
health promotion programs and campaigns 30. Some examples of health promotion institutes include: 
National Institute for Public Health and the Environment or RIVM (leading center of expertise in the fields of 
health, nutrition and environmental protection), Pharos (focusing on health disparities), Rutgers (sexuality), 
and Trimbos (mental health and addiction) 30. 

Textbox 1: Example; Municipal intervention  

In the municipality Laarbeek, health policy includes the promotion of a healthier lifestyle for its citizens. 
Between the year 2010 and 2012, this was done through a so-called 'Health race', where different teams 
battle for the title of ‘the fittest group of Laarbeek’28. The municipality provided the facilities, and the 
teams took care of the rest. Participants reported that they are more aware of a healthy lifestyle, and the 
social aspect of the race helps motivation to train. A measurement by the GGD shows that 90% of the 
participants lost weight (4.1 kgs on average). 
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Textbox 2: Prevention 
through the eyes of a client.  

  

This is Agnes (73 years old). She lives in a 
working-class neighborhood in a large 
city in the Netherlands. Agnes has two 
sons. However, to great displease of 
Agnes, they cannot visit her frequently 
since they both live abroad. Her husband 
passed away two year ago. Since then, 
Agnes felt quite lonely sometimes. She is 
a real people-person and motivated to 
make new social contacts. She also 
gained some weight after the loss of her 
husband, so she would like to get her 
healthy lifestyle back. 

For seniors like Agnes there are various initiatives to prevent loneliness. Agnes frequently visits the activities 
organized in her neighborhood community. Here she meets other seniors. The community organizes weekly 
activities. Last week Agnes signed up for a bike tour, and the week before that the group seniors took a 
cooking course. In this way she can keep up her social contacts and learn some new skills. These activities 
are organized by the community in order to prevent social isolation, and stimulate healthy living habits such 
as cooking healthy meals and regular exercise.  

Agnes used to smoke on a regular basis. She met other seniors at the organized activities who told her they 
had quit. This motived her to seek out help as well. Because of a recommendation from another senior from 
the group she is participating in the “Smoke-free Lottery”. In order to prevent health issues, behavioral 
insights are applied to help people make healthier choices. The National Institute for Public Health and the 
Environment (RIVM) developed an evidence-based quitting course. First Agnes took a course on quitting 
smoking. She then had to commit to deadlines for quitting smoking. When she refrains from smoking until 
that deadline, she competes for the lottery prizes for that week. She has to do a breath test in order to 
compete. Last week Agnes won. She has managed to quit smoking for two months now. 

This use case illustrates Dutch examples for prevention of loneliness in elderly people through social 
activities and prevention of health problems by offering a quitting course for smoking and healthy cooking 
courses. 

4.2 Policies 

The organization of public healthcare, combating infectious diseases, screening for diseases, and the isolation 
of persons in case of international health dangers is organized through the Public health act 1,25, see also 
section 4.1. This act also lays down the responsibilities of the central government and local health authorities 
regarding preventative (elderly) healthcare and health promotion 1,25.    

For older people, the public health act monitors and stimulates health, through institutions such as the public 
health service organizations 32. It also ensures that the government conducts population screenings, such as 
the screening for colon cancer for people between 55 and 75 years old and it also ensures that the 
government provides vaccines, such as the flu vaccinations 25,32. 
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Public health care is financed through several means. The activities conducted by the central government are 
financed via the national budget, and the activities of the local authorities are financed through the municipal 
fund1. The national government supplements this municipal fund if municipalities take on new tasks or when 
costs substantially increase 1. 

 

4.3 Research 

In 1996, MinVWS commissioned The Netherlands Organisation 
for Health Research and Development (ZonMw) to develop the 
first prevention program for research. This programme 
includes aspects such as: disease prevention, lifestyle 
influence, health promotion, health protection and targeted 
prevention (such as screening and vaccination) 33. Currently, 
more than 20 years down the line, the sixth prevention 
programme is in operation. While the first prevention 
programme focused mostly on providing evidence of 
prevention in practice and prevention projects, later 
programmes put more emphasis on the nationwide 
implementation of useful prevention practices and on 
renewing and innovating preventative practices. Because 
prevention is a theme that covers multiple domains (such as 
care, housing, and welfare), the fifth and sixth prevention 
programmes have focused on an integrated approach to 
prevention, by including various stakeholders from practice, 
policy, education and the population. Furthermore, knowledge 
networks and collaborations are being stimulated. An example 
of one of the areas of research in the prevention programme 
of ZonMw is the investigation into screening in elderly people. 
This field focuses for example on research into disease 
detection, dementia risk reduction, fall prevention, and reducing undernutrition in elderly 34–37. Regarding 
undernutrition, Nutricia has recently presented a report on the importance of nutrition for healthy ageing.  

Textbox 3: Example; Policy 

The National Prevention Agreement is an agreement made in 2018 where three topics are tackled: 
smoking; problematic alcohol consumption and overweight. These topics were chosen because they cause 
the largest burden of disease both in deaths as well as in spending. In the agreement, a broad coalition of 
social parties and the business community is involved (in total more than 70 stakeholders). The agreement 
consists of ambitions for the year 2040 and arrangements between these stakeholders on the three 
prevention topics . An example of an ambition is: in 2040, less than 5% of Dutch adults will smoke and 0% 
of young people and pregnant women will smoke. An example of an agreement to achieve this ambition 
includes the removal from sight of smoking products in supermarkets and other points of sale by 2021.  
In 2019, a progress report showed that  within all three topics, most of the made agreements were in 
progress (62% smoking, 80% overweight, 65% problematic alcohol consumption). The results so far are 
mixed.  Despite made agreements, supermarkets still persuade the customer to buy unhealthy foods. 
Furthermore, the share of overweight children in the population is also increasing. The amount of children 
smoking and drinking has not decreased over the years, and organizations are calling for additional 
measures. 

Textbox 4: Research 
SNAQ65+ is a screening instrument 
developed with subsidies from the 
ZonMw prevention programme. It 
consists of a quick and easy checklist 
for healthcare providers to identify 
(risk for) undernutrition35,100. The 
results of the screening can help 
decide whether an intervention (and 
which) is necessary101.  
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Other projects regarding prevention research include the so-called ‘knowledge agendas’ on prevention. These 
agendas aim to establish knowledge themes and gaps regarding prevention 38,39. Furthermore, they aim to 
improve cohesion and collaboration in prevention research 38. Currently, there are two knowledge agendas 
on prevention in place. The National Science Agenda (NWA) with a specific knowledge agenda on prevention 
was established by a taskforce consisting of prevention experts, and focuses specifically on research themes 
that should be further investigated in the future 39. The discussed topics include: diversity of people; 
motivation, behavior and knowledge; eHealth; big data; innovative research methodologies 39 The other 
knowledge agenda, established by the knowledge platform prevention, focuses on providing 
recommendations to the whole knowledge chain, from conducting research until implementation of this 
research. These recommendations were given on six focus topics, being: upscaling of proven measures; 
finding new solutions for impediments in implementation; stimulating application of known solutions for 
implementation impediments; in-depth knowledge about promising measures; accessibility of knowledge; 
knowledge development on unproven measures 38.  

 
In academic workplaces (academische werkplaatsen) for public health, several different involved stakeholders 
(such as universities, knowledge institutes, public health authorities, municipalities) collaborate to tackle 

Textbox 5: Research  

In the Netherlands, research is often conducted in urban living 
labs. An urban living lab is a research method that provides a co-
innovative setting in which different stakeholders jointly test, 
develop and create urban solutions In 2018 in Amsterdam, a so-
called healthy urban living lab was founded. This urban living lab 
focuses on improving environmental aspects to contribute to a 
healthy lifestyle of the future inhabitants of the district.  

 

Textbox 6: Research 

Lifelines is a multigenerational cohort study that includes over 167,000 participants (10%) from the 
northern population of the Netherlands. Lifelines is conducting a study named  LIFESTYLE, that focuses on 
gaining knowledge on what causes issues with starting or keeping a healthy lifestyle, despite awareness of 
the importance of a healthy lifestyle. A mixed team of economists, epidemiologists, health scientists and 
psychologists have developed a questionnaire that helps to set out the influences on healthy and unhealthy 
behavior. Using this knowledge, tools and policy can be developed to help stimulate healthy behavior and 
help people reach their goals. 

Textbox 7: Research 

AWPG NZH is the academic workplace public health of the northern part of the province Zuid-Holland.  
In this workplace, the Leiden University Medical Centre, Leiden University, the Netherlands Organisation 
for applied scientific research (TNO), and two local health authorities collaborate. They provide solutions 
regarding public health for municipalities, help researchers valorize their research for practice, and help 
professionals find education and training regarding public health. Examples of past projects include a 
study into the effect of preventive health consultation in older people,   and needs and perceptions 
regarding healthy eating among people at risk of food insecurity102,103. 
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societal issues in a certain region. By forming a bridge between practice and science, scientific institutes 
conduct mainly practice-oriented research, while public health authorities and municipalities mainly focus on 
evidence-based knowledge. Supported by ZonMw funding, currently 12 academic workplaces public health 
have been implemented (see figure below) 

 

 

 

 

 

 

 

 

 

Figure 5: Current academic workplaces public health in the Netherlands33 

4.4 Education and training 

Professionals 
In order to become specialized in public health and prevention, one can follow specific education programmes 
such as training and education to become a physician society and health. This is a two-year program, in which 
the trainee chooses one theme of focus for the first year. This theme can be: 1. Policy and advice; 2. Donor 
medicine; 3. Forensic medicine; 4. Infectious disease control; 6. Medical environmental sciences; 7. Social 
medical assessment and advisement; 8. Tuberculosis control. The second year is cross-domain and focuses 
on policy, management, and scientific research. A physician society and health does not work in the hospital, 
but instead in the district, at a GGD, at national institutes such as the RIVM, at schools or at municipalities. As 
a physician society and health, one signals risks for health of certain population groups (such as the elderly) 
or the general public health, give advice and introduce interventions when necessary.  

In order to be ready for future issues, branch organizations have agreed to develop an integrated education 
program for the profession physician society and health. This program will commence in 2022 and will consist 
of four years of training, in which all eight themes (as discussed above) will be incorporated.  

Elderly people 
For older people, there are several trainings available that can help prevent health issues, for example to 
prevent falls. Every year, VeiligheidNL organizes the fall prevention week and provides multiple interventions 

Textbox 8: Online FreeLearning - Prevention 

The NSPOH is  a non-profit organization that provides a contribution to improving public health by training 
professionals for the current practice of public and occupational health. They not only educate doctors 
and nurses, but also other professions, such as managers and consultants. Aside from offering education 
programmes and training, they also offer in-company training, where they provide training in public 
health, tailored to the needs and ambitions of an organization.  
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and trainings that are freely available40. For example, the Otago practice program helps to circumvent 
incidents of falling in people above 65 years old.  

Textbox 9: Prevention through the eyes of a professional 

  This is Simon. Simon is a care 
professional and trained to coach 
informal care givers. Today an intake is 
planned. The intake is for an informal 
care giver named Jan who takes care of 
his wife who is in the early stages of 
dementia. Simon introduces himself to 
Jan and the programme. Simon explains 
that this intake is the start of an 8-week 
programme named “Partner in Balans" 
(translated: “Partner in Balance”).  

Simon shares that the purpose is to train Jan to develop skills that support him to deal with the dementia-
related changes of his partner. For example, to put a picture of a key on the door, to help remind his wife 
to take her keys when she leaves the house. Or when his wife accuses him of something (suspicion is a 
frequent symptom of dementia), how to stay calm in order to circumvent a vicious cycle of accusations and 
frustration. The programme is designed to reduce and prevent care-related strain and overload. Simon 
explains that the programme can help prevent the pressure of the caretaking affecting his health, when his 
partner enters later stages of dementia. Simon further reports that this main goal of the program and the 
practicalities. Subsequently Simon maps the needs of Jan. Simon asks which problems he faces while taking 
care of his partner. Together they set goals and discuss which specific modules fit this situation and can 
support Jan. Lastly, Simon also explains how Jan can enter the eHealth support part of the program. 

This example illustrates one of the manners in which Dutch prevention coaching programs can prevent 
health problems that can arise in the future, in this particular case by avoiding care overload.  

 

4.5 Technological Innovation 

Many preventive interventions are supported by technological innovations. For example, there are multiple 
mobile applications available that support to quit smoking, monitor heart problems, medication adherence, 
and build resilience. eHealth interventions that focus on prevention can reduce health problems and can also 
– in potential – have a large impact on the quality of life of society and support the financial sustainability of 
long-term care. ZonMw has a specific eHealth and prevention programme to subsidise research and 
development. Currently, six projects are running to study the cost-effectiveness of eHealth applications within 
the field of prevention and health. 

eHealth is increasingly supported by Artificial Intelligence (AI), to contribute to prevention of disease or to 
promote health. AI analyses behaviour of healthy citizens or clients with a certain condition and can therefore 
calculate the probability of certain conditions or predict how people can be persuaded to perform healthy 
behaviours 41. AI systems can be based on relatively low-complex rule-based algorithms to machine and self-
learning systems. One of the technological innovations for prevention in long-term care - using rule-based AI 
- that is successful in The Netherlands is ‘lifestyle monitoring’. Lifestyle monitoring was first developed within 
the European Active and Assisted Living (AAL) project ROSETTA. Lifestyle monitoring consists of a sensor 
network in the (care) home that detects the behaviours of the inhabitant. Lifestyle monitoring is mainly used 
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for people with dementia that live alone. The algorithms in the software platform constantly measure and 
detect deviances of the normal lifestyle and can thereby predict and prevent possible health problems such 
as a urinary tract infection, a delirium or the flu. It does so by analysing data on for example lavatory use, 
nightly wandering, or the (lack of) opening of the refrigerator.  Lifestyle monitoring can also detect inactivity 
or wandering, which supports long-term care by changing the care plan and introducing interventions. The 
system can also support (in)formal carers in a reduction of workload and care related stress 42. 

The advantage of technological innovations for prevention are that they can be tailored to individual needs 
and are applied in the context of the user. For example, it is more beneficial to measure a person’s gait velocity 
and balance within the home environment than in a clinical lab setting. Gait velocity can be used as a predictor 
for health issues and even a future fall incident. One of the latest innovations in measuring gait velocity is a 
smart floor 43. One of the smart floor solutions consists of fifty radio antennas per meter square and a 
responder worn by the client in a care home. Care organization tanteLouise in The Netherlands used the 
smart floor to detect possible reductions in gait velocity and whenever the case, these clients start to wear a 

hip airbag to reduce the impact of a fall44. 

 

Textbox: 10 Example - Technological Innovation  

Artificial Intelligence (AI) will have a major impact on the 
prevention of complications after surgery and diseases. 
One line of interventions focusses on predicting post-
operative infections (e.g., after hip-surgery). Infections 
are common among almost 1/4th of the people that had 
surgery in the hospital and can have a major impact on 
health-care costs and long-term care processes after 
discharge. The PERISCOPE platform is an AI platform 
that focusses on the prevention of post-surgery 
complications. 
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4.6 Practical implementation 

4.7 Concluding Remarks & Strenghts– Prevention 

Based upon the analysis of prevention and public healthcare in the Netherlands, we identified several 
strengths: 

 Integrated approach by including policy, research, education, technological innovations and 
the end-user 

 National prevention approach on three topics; smoking, problematic alcohol intake and 
overweight 

Good Practice: Prevention (see Appendix 9.5) 

Title: International master’s programme ‘Vitality and Ageing’ 

Company/organization: Leiden University Medical Center (LUMC) 

Which challenges does 
it solve? 

The LUMC’s internationally oriented master’s program equips students with the 
knowledge and academic skills that enable them to enhance the lives of senior 
citizens. By combining knowledge about vitality and ageing of the biological 
perspective, the individual perspective and the societal perspective, they are 
dedicated to play a key role in improving the future of ageing societies and lives 
of older people.  

How does it work? The master Vitality and Ageing is a one year program characterized by three 
major values: Interdisciplinary, international, and intergenerational (see 
appendix for further details).  

Requirements for 
successful 
implementation? 

Chinese professionals and students could study this program in two ways.  

o Fulltime: the student will have a one-year program. Preferably, the 
fulltime students come to Leiden for this study.  

o Flexible: students will follow the program over a period of two years. 
They can come to Leiden, but it is possible to follow part of the program online 
from China.  

Also Chinese students have to fulfil the criteria for admission as pointed out on 
the website, including specific requirements for English.  
Enrollment in a PhD project might be a viable follow-up for instance. 

Quote of end-user After this master, I want to start my own company in which dementia-patients can live 
and work at a farm. My ultimate dream is that tailormade care will make it possible 
that my older clients live their own, happy, lives. (Female alumni, 22) 

Why is this solution 
relevant for China? 

The report ‘China’s Evolving Senior Care Sector’, by Asia Pacific Foundation of 
Canada states: “Even though China’s aging population is rapidly growing, the 
services available to support this demographic group are deficient. In addition, 
current senior care workers often lack formal qualifications. There is also a 
shortage in senior care facilities.” The students graduating from the master’s 
program Vitality and Ageing are specialized in elderly care across multiple 
domains. This knowledge is currently lacking in China and might prove beneficial 



24 
 

 User friendly technological innovations that increases quality of life and reduces health care 
expenditure 

5. INTEGRATED CARE 
5.1 Introduction to integrated care 

Since the early 1990s, The Netherlands has started paying attention to an integrated way of care provision45. 
Care professionals, general practitioners, medical specialists, physical therapists and other care providers 
combine their expertise when providing integrated care with the goal to increase the quality of life of clients. 
According to the WHO, integrated care can be defined as an approach to strengthen people-centered health 
systems through the promotion of the comprehensive delivery of quality services across the life-course. 
Integrated care is designed according to the multidimensional needs of the population and the individual and 
delivered by a coordinated multidisciplinary team of providers working across settings and levels of care. 
Integrated care should be effectively managed to ensure optimal outcomes and the appropriate use of 
resources based on the best available evidence, with feedback loops to continuously improve performance 
and to tackle upstream causes of ill health and to promote well-being through intersectoral and multisectoral 
actions 46. This definition of the WHO both emphasizes the provider perspective of integrated care, as well as 
the client perspective.  

What is noteworthy about the Dutch approach to integrated care, is the shift from the emphasis on the care 
perspective to a social support perspective. This means that integration does not merely include care-related 
aspects, but instead integrates living, care, welfare and other services within the environment of the individual 
47.  

In The Netherlands, there are a number of nationwide programs for integrated care. These programs focus 
on patients with diabetes type 2, vascular risk management, COPD and dementia. The care within these 
programs is based on care standards, that describe the care that is insured by the health insurance law, and 
also describe who provides said care 48. 

In order to illustrate how integrated care is organized in the Netherlands, a fictitious example of the 
perspective of a client is presented below.   

Textbox 10: Integrated care through the eyes of a client 

  This is Rita (81 years old). Her biggest 
wish is to live independently in her own 
house for as long as possible. For her, in 
this stage of her life, physical health is 
important, however not as important as 
mental- and social wellbeing. A few 
years ago, Rita got diagnosed with 
diabetes type 2. Since diabetes occurred 
later in Rita's life, her treatment plan is 
quite complicated since there is a 
continuous need for monitoring and 
balancing competing priorities.  
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A client centered approach was applied, and Rita’s wish to continue living at home independently was 
granted. After the diagnosis, Rita got allocated a case manager, who helps her with advice and referrals. 
Rita knows that this case manager collaborates with other healthcare providers to make sure she receives 
adequate treatment. In order to coordinate the treatment, a care network is composed including a home 
nurse, primary care doctor and pharmacist. In this care network Rita, her two daughters and neighbours 
are put at the centre. 

Applying their different backgrounds, the specialists can point out different changes in Rita's behaviour and 
health. Whenever a specialist identifies a change in Rita’s health situation or behaviour, they share this 
information with the other specialists in the network. There is a general system in which changes are 
documented. The integrated care network frequently contacts each other.  

Not long ago, Rita tripped and fell in her garden. Her neighbour saw her and contacted the case manager, 
who in turn updated the care network. Together, the network provides extra care to support Rita’s medical 
rehabilitation. The challenge that the team encounters here is that each specialist and person concerned 
can provide their expert care in the most efficient manner. The case manager attempts to streamline this 
process. This illustrates one of the challenges of integrated care, how this process can be coordinated 
effectively, including all essential care specialists.  

This fictitious client perspective illustrates the purpose of integrated care. Rita’s care is planned with 
specialists who work together, understand her needs and coordinate the services to create the best 
outcome for Rita. 

5.2 Policies 

In the last years, the Dutch government has 
focused on increasing and improving the 
implementation of integrated care in the 
Netherlands by implementing several policy 
measures. These can be divided in two groups: 
general policy measures and targeted policy 
measures. General policy measures focus on 
reforming the healthcare system as a whole. An 
example of such a measure is 2015 reforms, where 
the financing and provision of long term care were 
profoundly reformed, shifting responsibilities to 
health insurers and municipalities to ensure more 
tailored and more cohesive care22. Other policy 
measures have focused around a certain target 
group, for example the initiation of a bundled payment scheme and care standard promoting integrated care 
for people with chronic conditions, such as diabetes and COPD. Other measures have focused on for example 
dementia care  (more tailored, integrated care provision, and stimulating collaboration in stakeholders) and 
frail elderly (the formation of regional geriatric care networks and interdisciplinary collaboration and 
innovation) 49. 

 

 

 

Figure 6: Schematic depiction of the 2015 reforms 
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Textbox 11: Background - Policies 

General Policies – 2015 Reforms 

In 2015, the government profoundly reformed the financing and provision of long-term care (LTC). This had 
several reasons, including: increasing life expectancy; high costs of LTC, decreasing percentage of citizens living 
in LTC institutions; and decreasing number of available informal caregivers 104.  

The reform contains a long-term care act (LTCA), that arranges the care for persons in need of permanent 
supervision due to (functional of mental) limitations. The financial responsibility for the provision of care for the 
most vulnerable people was laid at the central government. Due to the LTCA, the admission criteria for LTC 
became stricter. 

The second element of reform was the health insurance act. In 2015, health insurers were made responsible for 
home nursing care (including personal care). With this shift, home nursing moved closer to other types of 
primary care, meaning that health insurers became responsible for the whole medical domain: from home 
nursing care to specialist care 105. This would provide a good feeding ground for better integration of care 105.  

The last element was the decentralization of social LTC to municipalities in the social support act 106. This was 
done because municipalities are most able to provide tailored solutions for patients 22,105. They are free to 
choose tailor-made support for their citizens, leading to different solutions in different municipalities 105. The 
budget for social support was decreased because it was expected that municipalities, since risk-bearing, would 
have strong incentives to negotiate lower prices 22,104. It was also expected that citizens would need less care 

Textbox 12: Policy 

A good example of integrated care practice in the Netherlands is  'Geriant'. This organization provides 
services for people with dementia in a region in North-west Netherlands in multidisciplinary teams, from 
the first presumption of dementia until the client moves to a care home or passes away. They take a 
proactive role in aligning services across different providers, and collaborate with for example GPs, care 
homes, hospitals, home care and social care organizations107. They started as a joint program of nursing 
homes and public mental health care organization in the region, but are now operating as an independent 
legal entity, and are funded through the mental health component of the national health insurance.  They 
have contractual agreements with health care insurers that include details on bundled payments, nature 
and scope of activities, and quality standards and procedures. In 2019, Geriant reported serving 
approximately 4300 clients (of approx.. 11.000 people with dementia in the region), with 172 employees 
on their payroll. 
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5.3 Research 

Integrated care research is primarily done either by universities (e.g. Erasmus University Rotterdam) or 
national knowledge and research institutes (e.g. Vilans and RIVM). Furthermore, research into integrated care 
is also conducted in network organizations, for example het Kennisnetwerk CVA-NL for care for people with 
a cerebrovascular accident. This network focuses on facilitating knowledge networks in which project leaders, 
implementation managers, chain care coordinators and other share knowledge. Kennisnetwerk CVA-NL 
organizes good knowledge exchange between the stakeholders and enables the implementation of 
knowledge developed outside of the Kennisnetwerk CVA-NL. Another network organization is the Dementie 
Netwerk Nederland aimed at dementia care. This organization focuses on professionalizing and further 
developing regional networks for dementia care and developing and sharing and knowledge and experiences 
with these networks. Currently, there are 60-65 dementia networks active in the Netherlands, wherein 
professionals work together on providing proper care and support for people with dementia. ZonMw, the 
Dutch organization for funding health research and development, is often involved in supplying funding for 
integrated care research. In 2018, VWS, ZonMw and Vilans hosted the 18th International Conference on 
Integrated Care (ICIC) in Utrecht with the aim share research and best practices on integrated care and to 
promote quality and innovation of health research in order to make health care better and to keep it 
affordable. 

Textbox 13: Background - Research 

Integrated care model for organizational implementation 

Integrated care can increase client satisfaction, quality of life and higher 
quality of care, however, the realization and implementation can be complex. 
A development & implementation model for integrated care has been 
developed for care organizations to support the evaluation, improvement and 
development of integrated care 50.  

The integrated care model was based on research in three different integrated 
care settings in The Netherlands: patients with stroke, acute myocardial 
infarction (AMI), and dementia. A wide spectrum of integrated care clients 
were included resulting in a development model for integrated care consisting 
of nine clusters and four development phases. The clusters are named 
‘patient-centeredness’, ‘delivery system’, ‘performance management’, ‘quality of care’, ‘result-focused 
learning’, ‘interprofessional teamwork’, ‘roles and tasks’, ‘commitment’ and ‘transparent entrepreneurship’ 

 

 

Textbox 14:  Research  

The Rotterdam Stroke Service is a famous example of integrated care 
delivery for stroke patients in the Netherlands. Their aim is to provide the 
right care, at the right moment, by the right healthcare provider, at the 
right place. Therefore, hospitals, nursing homes, a rehabilitation center, 
home care and a primary care network collaborate to improve 
communication and organization of care. Their network collects data on 
rehabilitation outcomes, and also participates in (inter)national studies. 
Furthermore, they aim to share knowledge between stakeholders within 
the network, through for example seminars, courses, meetings, and their 
website.  
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5.4 Education & Training 

Integrated care is part of most Dutch health care 
education programmes, as it is part of the 
educational profile of the Dutch Bachelor in nursing 
(as proposed by the National Consultation on 
Nursing Training 51. Based on the Canadian Medical 
Education Directives for Specialists (CANmeds) one 
of the core tasks of a health care professional is 
formulated as “the provision of integrated care by all 
independently common (including reserved and 
risky) perform nursing activities in complex care 
situations with due observance of the applicable 
regulations legislation and regulations and from a 
holistic perspective.” 52. The CANmeds roles are a 
central part of nursing training in most universities 
of applied sciences 52. 

In order to illustrate how integrated care is applied 
in the Netherlands and how this affects the work of 
a care professional, a fictional example of the 
perspective of a case manager is presented below.  

Textbox 16: Integrated care through the eyes of a professional 

  This is Dewi. She is a district nurse who takes 
care of the case management for an elderly 
client named Ellen. One of Dewi's roles is to 
monitor Ellen's health situation. Most of the 
time Dewi does this by phone, but she tries to 
visit Ellen once in every two months to go more 
in depth on Ellen's situation and to build a 
relationship of trust. Today Dewi is doing a 
home visit at Ellen's. Dewi comes over and first 
ask Ellen how she has been doing. They chat 
for a bit about their personal lives Then Dewi 
checks if Ellen has been taking her medication.          

Ellen tells her that she did. Ellen is very proud to show her medicine container (see 6.5, care at home – 
technological innovation for info on medicine container). Dewi compliments Ellen on this, tells her that this 
shows that she can do this independently, and motivates her to continue with this behavior. Dewi's role is 
to help Ellen take control of her life, handing her the skills and knowledge to do so. For Dewi, being 
trained as a nurse it took some time to use to this new way of working. This role in which she is responsible 
for care coordination instead of care provision is new and challenging. 

During the home visit Dewi also askes Ellen about her physical and emotional functioning. Ellen tells Dewi 
that she has been quite anxious lately. At night Ellen feels like there is someone in her house (where she 
lives by herself). This causes her to worry and experience stress and impairs her sleep. Dewi explains to 
Ellen that she wants to investigate this and will refer her to the appropriate specialists. After the meeting 

Textbox 15: Online FreeLearning – Integrated 
Care 
 
There are several online platforms in The 
Netherlands that provide free online training videos 
or courses for nurses. Most of these platforms are 
indirectly financed by the Ministry of Health, Welfare 
& Sport. One of these platforms is ‘Zorg voor Beter’ 
where nurses can find a variety of instruction 
videos, also for integrated care, e.g., on how to 
perform integrated care.  
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with Ellen Dewi rapports her findings in the computer system and contact the GP to discuss the meeting 
and Ellen expressing her anxiousness. The GP expresses gratitude for Dewi sharing this, and commit's to 
looking further into this. 

This fictitious example illustrates the new role a professional has to adapt, from a main focus on health 
provision to promoting self-management for older adults. This example demonstrates the aspect of 
integrated care where the client is put in control and how the professional coordinates the care. In the next 
part the specific skills and competencies this role requires are further explained.   

 

The role of integrated care case manager requires a certain set of competencies, skills and 53 . Case managers 
can have a background in social work. These case managers tend to be more familiar with the psychosocial 
aspects. Case managers can also have a background as a district nurse. They tend to focus more on the health 
and medical problems.  

Skills and competencies of a case manager53 

- Ability to separate the essential from the non-essential. 
- Ability to initiate productive interactions with seniors, the members of the care team, and other 

professionals.  
- Listening skills and the ability to ask the right questions. 
- Understanding implicit messages. 
- Providing feedback.  
- Skills in motivating and stimulating older adults to improve their self-management abilities and 

independence. 
- Observational skills for detecting existing problems and anticipating future problems.  
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5.5 Technological Innovation 

Integrated care means providing care that is personalized 
and complementary between and within care domains and 
should support the client needs and wishes. However, it can 
be challenging to provide the necessary care, in particular 
with the increasing shortages of health care staff and 
informal carers. In addition, when different people are 
involved and decisions need to be based on care plans, 
reports, and other types of information originating  from  
different  individuals, integrated care can be a challenge.   

In The Netherlands there is a relatively long history of 
technological innovations supporting integrated care with a 
major breakthrough in 2008 with the introduction of the 
National Electronic Patient Record. In 2010 this process was 
put on hold by the Senate of the Dutch Parliament with a full 
stop in 2012. The main reasons were related to privacy and 
security issues, and also the ownership of the records. 
Nevertheless, there are still multiple technological 
innovations in place on a local and national level that support 
integrated care such as electronic client/patient records to 
exchange client information between - among others - GPs, 
home care and hospital care.  

On a data and communication level, integrated care is 
supported by the Omaha system, which is a (nursing) 
classification system used to classify and label client health, 
actions and measurements to support a common language between carers. In order to increase the quality 
and efficiency of (integrated) care provision, care institutions are switching to the use of an Electronic Client 
Record (ECD in Dutch). There are multiple commercial solutions for ECDs in The Netherlands, yet, the Dutch 
government sets demands for how information is entered in the records. For the future it is still planned to 
have one National ECD, however the information will likely be transferred from individual ECDs of care 
organization. A Dutch standard has been developed for the safe exchange of health care related information 
between clients and care professionals, which is called MEDMIJ. Another initiative that supports integrated 
care via technology is the Personal Health Train (PHT), which enables a variety of stakeholders including health 
care professionals, innovators and researchers to work with health data from various sources 54. PHT enables 
access to data, while ensuring privacy protection and optimal engagement of individual clients/patients and 
citizens. Whenever there is a large-scale application of the PHT, it requires that health data is FAIR (Findable, 
Accessible, Interoperable and Reusable). 

There  is  a  common  understanding  that technology is an important facilitator in tackling this challenge. 
Technological innovation already support care processes and complements the role of people in many ways. 
For instance, technologies complement or take over tasks, saves time, obtains new insights and simplifies the 
complexity of care 55. ZonMw and the European Active & Assisted Living (AAL) Programme finances varies 
research and development projects on supportive technologies that support integrated care, such as 
GUARDIAN and eWare with online care platforms and social robotics to support people with dementia at 
home and integrated care between informal and professional carers. 

5.6 Practical implementation 

Textbox 17: Technological Innovation 

Vilans is involved together with twelve care 
organizations, in the Working Differently 
programme financed by the MinVWS. 108. 
According to the initiators of the programme, 
one of the solutions to the shrinking labour 
market in long-term care is to introduce 
technological innovations to the everyday care 
processes. Innovations consist of smart 
glasses, smart incontinence material,  and 
airbags worn around the hips. In the case of 
the smart glass, the innovation can support 
integrated care, e.g., between specialists in 
the Hospital, a rehabilitation team at a care 
organization and specialized nurses. 

 



31 
 

Good Practice: Integrated care (see Appendix 9.1) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 
cooperation. 

Title: Better care at home at lower cost: A digitally 
enabled comprehensive elderly care model, 
allowing elderly to age at home in best possible 
condition, dignity and independence . 

Company/organization: Buurtzorg Neighborhood Care China Ltd (Shanghai)                                     

Which challenges does it 
solve? 

China is facing a fast growing number of elderly. However, the traditional 
Chinese model of filial care at home does not work anymore due to “empty 
nesters”, one child policy (one couple has to care for 4 parents), etc.  Central 
Government’s “90-7-3” strategy sets the frame of how to cope with the large 
number of elderly in need of care. Yet, so far there are only little focus, 
understanding and capabilities on care at home (90%) and in communities (7%). 
Also, there is a lack of collaboration between medical care (MOH) and social 
care (Civil Affairs). 

How does it work? The Buurtzorg Model provides patient-centric care at home, addressing both 
medical and social needs. Trained nurses conduct a comprehensive 
assessment of the patient, to identify the problem areas and to develop a 
tailored care plan. They also define care objectives for each problem area and 
track the progress continuously. They work closely together with the family 
members and caregivers, and they involve and leverage informal and formal 
resources of the neighborhood as much as possible, resulting in minimized 
formal care hours and lower cost. The nurse provides the medical part of the 
care and at the same time orchestrates the entire care process with all its 
stakeholders. They use a structured care model (“Omaha System”) and are 
supported by a comprehensive IT-system which guides and documents the 
entire care process.  

Requirements for 
successful 
implementation? 

(1) Understanding of the concept and willingness to pilot by local 
government.  

(2) Willingness to collaborate between BOH/community health 
centres/community hospital and Bureau of Civil Affairs.  

Quote of end-user “My mother is suffering from diabetics and hypertension. I am busy and working, I 
have concern about her medication, diet, monitoring of blood sugar and mental 
health. I usually argued with her about all these topics. But I don’t want to take care 
for my mother like a child. I hoped she could take medication on time, have regular 
and healthy diets, monitor her blood pressure/sugar regularly, have hobbies with 
her friends. I looked for professional help. Thanks to the support of the Buurtzorg 
nurse, I am so glad to see my mother having regained her healthy way of living now.”    
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Why is this solution 
relevant for China? 

China’s ever increasing number of “empty nesters” and hundred thousands of 
elderly suffering “alone at home”, in combination with the high prevalence for 
certain chronical diseases among the elderly like diabetes, hypertension or 
dementia, calls for resource efficient, affordable and effective solutions to care 
for the elderly in their homes and in communities. Otherwise neither human 
nor financial resources will be sufficient to cope with the challenge of the ageing 
population. 

GOOD PRACTICE: Integrated care (see Appendix 9.8) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 

 cooperation. 

Title: Regional integrated elderly care policies for healthy ageing 

Company/organization: University Medical Center Groningen (UMCG) 

Which challenges does it 
solve? 

Our population is ageing, with average life expectancy of the population 
increasing by 2 years every 10 to 15 years. The added life-years however are, 
on average, not spent in health but increasingly with multiple chronic diseases. 
Whereas western medicine is more and more effective in treating specific 
disease or targeting specific organs. It is a challenge to treat those patients that 
have multiple chronic diseases, contributing to maintaining quality of life. The 
Dutch system of integrated elderly care is an effective policy tool to face this 
challenge. 

How does it work? Building an integrated care system requires multi-disciplinary staff with 
targeted education and training, embedded within the built environment suited 
for older people, integration of ‘smart’ monitoring and signaling systems, and 
science based policies for management and integration.  

The Northern Netherlands is an innovation and test-bed region in the 
Netherlands, where there is excellent collaboration within the quadruple helix 
of government, science, businesses and citizens. In our region we have set-up 
several locations of interest:  

• Integrated primary healthcare centers  

• Integrated elderly care homes/ nursing homes where a multidisciplinary team 
of physicians, psychologists, physiotherapist and nurses provide specialized 
care with a focus on maintaining quality of life, preserving dignity and 
preventing hospital admissions is given for older people with dementia and 
other diseases.  

• Integrated and personalized rehabilitation care pathways (already part of an 
ongoing collaboration in Tianjin, focused on cardiac diseases) 

Requirements for 
successful 
implementation? 

Integration of the model into the existing healthcare organization requires a 
tailored Chinese approach and integration and educational programs. The 
implementation should be showcased in an area first and could provide a 
model that can then be implemented in other cities or nationwide. UMCG has 
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existing collaborations with several universities in China. In particular there are 
connections with the City of Tianjin and universities there. 

Why is this solution 
relevant for China? 

Managing an ageing multi morbid population is a shared challenge between 
the Netherlands and China. The Dutch healthcare system has been ranked best 
in Europe many times and is among the best in the world. The system relies 
more on formal care infrastructure and less on informal care responsibilities. 
This model can be integrated into the evolving and urbanized Chinese society. 
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GOOD PRACTICE: Integrated care (see Appendix 9.9) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 
cooperation. 

Title: Geriatric Rehabilitation 

Company/organization: Enraf-Nonius BV 

Which challenges does it 
solve? 

Stroke, heart failure, COPD, hip fracture, other trauma, amputation, 
musculoskeletal and neurological conditions such as MS and Parkinson as well 
as oncological conditions are often found among elderly. To control the effect 
of these problems and to improve the quality of life significantly, geriatric 
rehabilitation is effective. Unfortunately, for many elderly patients in China this 
medical treatment is not available. These patients are often bound to stay at 
home, depending on overburdened children but too often in social isolation 
without any support available if children are living far away. These negative 
effects can be avoided by geriatric rehabilitation. 

How does it work? Geriatric rehabilitation has three components. The first one is passive 
rehabilitation: physical treatment f.i. by application of shockwave therapy to 
improve the musculoskeletal apparatus. The second one is active rehabilitation 
with a range of equipment to improve medical fitness. The devices and 
equipment for both passive and active rehabilitation have built-in protocols. 
These protocols are evidence based, following the latest results of scientific 
research. The third component of geriatric rehabilitation is training in self-
management focused on activities of daily life (ADL) and social participation. 
For each patient a tailor-made treatment program will be made according to 
the specific physical and social conditions. Geriatric rehabilitation can be 
offered in inpatient as well as outpatient settings. A combination of therapy, 
starting with inpatient, followed by outpatient treatment and even training at 
home gives the best results. 

Requirements for 
successful 
implementation? 

For a complete geriatric rehabilitation facility, without patient rooms, a 
minimum of 400 m² is required. More is better, but if the numbers of patients 
and target groups are smaller, less is also possible. Besides equipment and 
devices, instruction to use and training to embed it in modern geriatric 
rehabilitation is a second requirement. Dutch doctors, therapists and nurses 
can come to China for an adequate training on the job. A study visit to the 
Netherlands, including an intensive training of key staff, is recommended.      

Quote of end-user “I really recommend Enraf-Nonius. It is the combination of advanced equipment, 
adequate instruction to use it and extensive training in China as well as the 
Netherlands to embed it in modern geriatric rehabilitation that makes our decision 
to go for Enraf-Nonius a big success. I myself learned a lot in my one-year 
traineeship in the Netherlands.” GONG Jianqiu,- Rehabilitation Physician, Head 
Department of Rehabilitation, Shaoxing Peoples Hospital 
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5.7 Concluding Remarks & Strengths – Integrated Care 

Based upon the analysis of integrated care in the Netherlands, we identified several strengths of integrated 
care in the Netherlands: 

 Strong care management models 
See example of the Rotterdam Stroke Services, HANN, Buurtzorg and Geriant 

 Large care networks including (in)formal carers and volunteers 
 

 Technological innovation for integrated care 
Including data exchange applications such as MEDMIJ, Personal Health Train and supportive technologies such as 
smart glasses, medication dispensers 

 Bundled payment schemes and care standards for chronic diseases 
As previously described, nationwide programmes consisting of integrated care for people with chronic diseases have 
been implemented. These make use of care standards to organize care and innovative bundled payment schemes 
to organize integrated financing. 

 

 

 

  

Why is this solution 
relevant for China? 

Rehabilitation in China is booming since the publication of Guidelines for 
Rehabilitation Departments in Level 3 and Level 2 Hospitals in 2011, developed 
with support of Dutch experts. However, geriatric rehabilitation is still in its 
infancy. China’s elderly care policy is aimed at bridging the gap between 
medical care and social care for the aged population. Geriatric rehabilitation is 
a key specialty to realize a chain of facilities for elderly care. Hospitals are 
important for acute rehabilitation, but for post-acute and chronic rehabilitation 
treatment facilities at the level of communities are extremely beneficial in 
realizing China’s goals in elderly care.       
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6. CARE AT HOME 

6.1 Introduction to care at home 

Care at home in the Netherlands includes social care and support, medical devices, nursing care and personal 
care provided to independently-living people with impairments 56.  Furthermore, an older person can also 
receive primary care (such as care provided by general practitioners (GPs), dentists, pharmacists and 
physiotherapists). 

Primary care in the Netherlands is considered the backbone of the Dutch Healthcare system. On average, it 
takes 1.3 minutes by car from any location in the Netherlands to reach a GP 59. All Dutch citizens are registered 
with a general practice. They are free to choose their own GP, although limitations exist (some GPs make 
mutual agreements to only allow patients from their own district). GPs are the gatekeepers of the health care 
system, meaning a referral from the GP is required prior to visiting a medical specialist. A referral of the GP is 
not required for some primary care services, such as home care nursing, physiotherapy, and dentistry 59 

The responsibility for the provision of social care and support is stated in the social support act and lies with 
the municipalities. Possible forms of social care and support are: household help, adult day care and support 
for informal caregivers 32. Furthermore, medical devices that can help the person living at home, such as stair 
lifts, wheel chairs, and sit-to-stand lifts are also provided through the social support act.   

Personal and nursing care are mostly organized through the health insurance act and sometimes through the 
long term care act 1,56 Examples of home care services organized by the health insurance act are: medication 
administration, help with showering, and help with getting dressed  60. Home care services organized by the 
long term care act are meant for patients who need 24-hour care or supervision, but wish to stay at home 
instead of being admitted to a care institution. This is only allowed if it is practicable and if the costs do not 
exceed the costs of residential care 60.  

Textbox 18: Background - Increasing self-reliance 

Traditionally, a large portion of the responsibility for providing care lay with the Dutch government, in contrast 
to other European countries, where most of the responsibility lies with the care recipient’s family (either through 
financing or providing it themselves) 56. However, since the 1980s, the government has focused on decreasing 
the role of the government, and on increasing the responsibility of citizens and stimulating citizens’ initiatives 
and commitment 57. The government also focused on stimulating informal caregiving (provided either by a family 
member or volunteer) 57. The goals of the strategy were twofold. First of all, stakeholders involved wished to 
provide recipients of care with the ability to live independently, to function in society, and to develop their full 
potential. It was predicted that increasing the responsibility of citizens in caring would stimulate care awareness 
in society, which in turn would lead to more acceptance of those in need of care and hence more inclusion 57. 
The second goal of the shift in responsibility was to curb healthcare spending 56,57. For years, healthcare spending 
in the Netherlands was one of the highest in Europe, and if policy remained unchanged this would increase even 
further due to the aging population 56. 

Thus, in the last few decades citizens’ responsibility for caregiving and informal caregiving increased. Since the 
population is aging, more older people are living at home, and the care needs of those living at home is becoming 
more complex, the pressure on informal caregivers has been increasing.  In 2018, already 10% of informal 
caregivers in the Netherlands reported being overburdened 58. Furthermore, the amount of available informal 
caregivers is also predicted to decrease. Currently, there are 15 potential available informal caregivers (between 
50-75 years old) for every 85+ years old. In 2040, there will be merely 4 potential available informal caregivers 
for every 85+ years old individual 58. It is the municipality’s responsibility to provide proper support to informal 



37 
 

Primary care by GP’s is organized 24/7. In out of office hours collaboration between these disciplines across 
practices is organized at regional level. Moreover, at local level GP practices collaborate in order to ensure full 
coverage of needs. For pharmacists there are regular audits and meetings organized to evaluate and learn 
about prescription behavior.  

When palliative care is needed (in case life expectancy is less than three months) intensive and additional 
nursing can be provided at home. Moreover, volunteers’ organizations provide sitting services, for instance 
at night for people with dementia. In the following fictitious example you can get a picture of what home care 
looks like for an older person, and what types of applications this includes. 

Textbox 19: Care at home through the eyes of a client 

  This is John. John is a 75 year old, single man. He lives 
independently in a suburb in a Dutch town and has 
mobility problems (difficulty walking and moving 
around) that occurred after surgery. John applied for 
home care service. Together with a district nurse they 
put together a care plan.  

In the morning a nurse stops by at John's home. Because John is not able to open the door by himself a key 
safe was recently installed. The nurse goes to the key safe, fills in the code and takes the key to open the 
door 61. Because of this recent intervention John, for whom it is quite hard to open the door by himself, this 
reduces daily stress. The nurse enters and helps John with showering, getting dressed and take his 
medication, they talk about for a bit and then the nurse leaves again. A different nurse then visits John in 
the evening to help him get ready for bed. Lately the nurse noticed that John was having difficulty getting 
up and down the stairs in his house. She discussed this with him. The nurse recommends getting a chair 
lift. Together they filled in a form requesting this lift. A few months earlier John also got his bathroom 
remodeled with grab bars and walking accessibility based on the suggestions of the nurse. He is really glad 
the nurse helped him with this improvement.  

The home care services that are included in this fictitious example are the key safe and chair lift (medical 
devices) and medication administration, help with showering, and help with getting dressed personal care 
and nursing care (home care services). 

6.2 Policies 

As mentioned in the background information in the previous paragraph, the Dutch government has been 
focusing on decreasing the role of the government and on increasing the responsibility of citizens and 
stimulating citizens’ initiatives and commitment. Aside from this shift in responsibility to citizens, the 
government has also focused on a shift from secondary care to primary care. This shift includes both 
substitution of care previously provided in hospital settings, as well as stimulating elderly to live longer at 
home instead of moving into elderly care institutions 65. The reasoning is that patients prefer to receive care 
close to home, and it also saves costs 65.    

One can imagine that these shifts have put additional pressure on care at home. Therefore, recent policies 
have focused on improving the organization, transparency and integration of primary care 65. The policies aim 
to stimulate collaboration between different professionals, both in the medical domain as well as the social 
domain. The district nurse, social support act consultant and general practitioner are the key players shaping 
this collaboration.   
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6.3 Research 

For over 40 years, data on primary care has been 
collected and put into a national database. This 
database is maintained by the Netherlands Institute for 
Health Services Research (NIVEL) and contains 
information on the whole array of primary care 66. They 
receive anonymized data from digital information 
systems from over 500 GP’s and around 800 paramedics 
(such as physiotherapists, dieticians, speech therapists) 
all over the country. The data gives an insight into 
patients’ health problems and the nature, size and 
quality of care  66. Data can be used for research 
purposes by NIVEL and requested by external 
researchers 67. Examples of research questions that can 
be answered by the data are ‘In which part of the 
Netherlands is COVID-19 most prevalent?’ or ‘Did the 
health campaign help to stimulate people to quit 
smoking?’ Furthermore, data is also used for 
surveillance, to detect sudden changes in disease 
patterns (especially infectious diseases) 67.  

In addition to digital data from information systems, NIVEL has a research panel for conducting surveys called 
“nursing and care”68. The research that is conducted using this panel has a broad range of topics, including 
research on district nursing and home care. Panelists work directly with clients in the healthcare sector. 
Therefore these panelists can share their experiences they encounter in the daily practice. They can provide 
information on what is required to provide adequate care and they understand the client’s and their informal 
care giver’s perspective. These respondents can also share their view on campaign effects, policy changes and 
other developments in the healthcare sector. The goals is to use the findings to improve policies.  

6.4 Education and training 

Textbox 19: Example - Research 

NIVEL publishes weekly numbers on the 
registration of GPs of COVID-19 in their practice. 
This way, they give an insight into the 
development of this disease and how it spreads. 
These numbers are (among others) used for the 
national covid-19 response. 

 

Textbox 18: Background - Applying for help and support at home 

To receive support through the social support act (WMO, 2015), applicants fill in an application at the 
municipality 62. The municipality conducts an investigation into the personal situation, needs and 
preferences. When the applicant is found to be insufficiently self-reliant and the social network cannot 
contribute, the municipality will organize the needed social care and support 62.  

For care described in the health insurance act (ZVW), an applicant contacts a home care organization 63. 
District nurses indicate the needs of the applicant, using standards and principles as prescribed by the 
district nursing branch organization63. Furthermore, they make a care plan, together with the client 64. The 
client is allowed to choose to receive either care in kind, or a personal budget. In the former, the health 
insurer makes agreements with the healthcare provider and pays them directly. When the client opts for 
a personal budget, the client can choose their own healthcare providers and make agreements 
themselves 63. The care assessment agency assesses the needs for home care organized through the long 
term care act (WLZ). They apply nationwide uniform criteria, and establish the ‘care profile’ of the 
applicant. This care profile describes the characteristics and level of needed care 55. 
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In terms of formal education there are, among others, training programmes for GP’s (primary care) and 
community care nurses. A GP needs to have a BSc and MSc in medicine and enter a 3-year specialization 
general practitioner education 69. In the Netherlands, a University of Applied sciences offers a degree in 
nursing. One challenge in this area is that nurse students seem to prefer being placed in hospital-settings 
instead of community care 70. Therefore there is a growing shortage community care nurses in the labour 
market. There is a misconception that community care provides little challenge 70. In an attempt to solve this 
problem the curriculum was changed to stimulate choosing community care job positions 71.  

In order to provide care from home professionals that visit clients at home require certain practical and soft 
skills. An initiative from Vilans and LOCOmotion offers free-learnings (in Dutch) in diverse themes important 
for care from home. These free learning’s include practical training, for example on hand hygiene in home 
care,  how to dress and undress clients,  and soft-skills such as on communication, and stimulating 
independence in clients. LOCOmotion offers more free publications including how to choose an appropriate 
mobile hoist etc.72 

There is a shift in the Netherlands resulting in more care at home. This requires both the elderly client and 
the health care professional to be retrained in order to preserve quality of care. One promising skill that 
elderly clients at home could be trained in is self-management 73. Elderly clients that are living independently 
at home, for example need to learn how to use new aids and devices. For example, elderly can improve their 
digital skills through seniorweb, a national association with 150.000 members, 425 teaching locations and 
3000 volunteers, that aims to make the digital world more understandable to seniors.  Besides, this shift also 
results in role expansions for health care professionals. Professionals go from providing information and 
education to providing clients tools to make more fitting behavioral choices and built confidence 73. To do so 
professionals could for example learn how to apply motivational interviewing and brief negotiation.  

In the fictitious example below is demonstrated how the nurse besides doing the daily care routine also 
actively thinks about improving the living situation of the client and how she acts on the information that she 
gathers about the client. 

Textbox 20: Care at home through the eyes of a professional 

  This is Maja. Maja works as a nurse for a local 
authority in the center of the Netherlands. Today 
she is visiting clients. She get on her bike and 
goes to the first one. She enters the house and 
ask how the client is doing. She tries to go in 
depth and responds to reactions of the client.  

In addition, she combines this house visit by 
taking care of the daily care routines. In the past 
the client had let her know that she appreciates 
this, that she does not have to get bothered too 
frequently.  

Each visit Maja tries to look at the bigger picture. She looks at how the client is doing, and when there are 
problems or concerns, how Maja can help with these. As Maja discovered previously, this client experiences 
stress from being disrupted by frequent house visits on a daily basis. The client is in the early stage of 
dementia and gets frequent house visits from care providers. For example, because she tents to forget to 
eat her meals from time to time. Therefore this client needs to be checked daily. Maja has found a solution 
that she wants to propose today: placing smart sensors in the client’s house (i.e., lifestyle monitoring). 
Sensors can be installed in different places in the house, for example on the fridge. This sensor can send a 
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message to the (in)formal carer if the fridge has not been opened within a certain time frame. These 
sensors can also report other deviations from the usual lifestyle, such as when the client falls or when the 
client has spent a longer amount of time on the toilet. This data is send to a mobile- or desktop application 
that Maja controls. Maja gets notified in case of deviations or -depending on the type of lifestyle monitoring 
- of an emergency. The client is really pleased with this solution and let’s Maja know that she will consider 
it. They say goodbye and Maja then leaves and gets on her bike to visit her next client. 

Within community care the professional first looks at the perspective of the client and what the client can 
do themselves (with the help of their own network and informal support) and consequently whether 
additional formal care is necessary. In this fictitious example Maja and her client are implementing a smart 
sensor that allows the client to live more independently, reducing the amount of formal care the client 
needs. 

 

6.5 Technological Innovation 

In the Netherlands, in the last decade, there has been a boost in technological innovations to support care at 
home, i.e. home care technologies. The boost was supported by the national long-term care reform in 2015 
that set the legal framework for clients to live in their own (home) environment for as long as possible with 
support of informal care and technological innovations74. Technological innovations that support care at 
home consist of - among others - screen-to-screen care, medicine dispensers, social robotics and electronic 
client records to support professional care (see also section 8.5 for people with dementia). By means of these 
technologies, clients can be supported in - among others - self-management, resilience and safety while care 
professionals and informal carers can be supported in reducing the care load and enhancing the efficiency of 
work.  

Multiple studies in the Netherlands showed that lifestyle monitoring in home care reduces the care burden 
among informal carers, supports personalized care and potentially prevents a crisis situations. Overall, the 
acceptance of home care technologies among users is high, although the integration in the care processes 
can be a challenge. 

Screen-to-screen communication and pharmaceutical tele-care are currently among the most widely used 
home care technologies. They are financed via the health insurance of a client. Since 2012, the Dutch 
Healthcare Authority (NZa) added pharmaceutical tele-care as a possibility for clients who live at home to 
finance a medicine dispenser to deliver medicine at a distance without a home carer who physically provides 
the medicine to the client (see example below). From January the 1st 2021, there is new policy for home care 
to reimburse a variety of homecare technologies such as social robotics and reminder systems to support 
day structure, and lifestyle monitoring. It is up to the care provider and the health care insurer to decide which 
technologies will implemented and reimbursed. It is possible to reimburse a maximum of 6.5 hours of home 
care for care technologies. 

Textbox 21: Example - Technological Innovation 



41 
 

 

The Netherlands Enterprise Agency (RVO) started an innovation scheme (SET) to support older people at home 
and people at risk of a chronic disease or limitation by means of eHealth. The goal is for them to live at home 
for longer. With eHealth, they can in potential have a better quality of life. For 2020, a total budget of €28 
million was available (217 million CNY). On an European level, various financing schemes are available to 
develop and implement care technologies for the home environment. For example, via the European Institute 
of Innovation & Technology (EIT), Horizon 2020 or the Active and Assisted Living Programme (AAL). Besides 
specific care technologies and services, consortia 
of European partners including from The 
Netherlands, worked for over 15 years on the 
universAAL IoT open middleware platform for 
connecting a variety of care technologies that can 
be used in the home environment. The 
universAAL middleware is able to facilitate the 
integration of supportive technologies as well as 
the communication among them at a semantic 
level. 

It is essential to train and educate home care 
nurses about the possibilities, financing and use 
of technological innovations. There are multiple 
training centres throughout the Netherlands to 
learn and try-out (home) care technologies, such 
as the ‘Zorgtrainingscentrum’. In addition, while 
renovating or buildings sustainable housing, it is 
essential to take into account the possibilities and requirements of home care technologies.  

 

 

  

The medicine dispenser is a device in which a medication roll can be loaded 
where the medicines are sorted into bags per admission moment. There are 
one or more bags for every intake moment of the day. The medicine dispenser 
prompts the client at the pre-set time. After a push of a button by the client 
himself, the medication is dispensed by the device. A care centre and / or the 
home care organization will receive a notification if someone does not take a 
bag from the roll or a separate bag of medicines. 

Healthcare organizations use the 
medicine dispenser for clients who forget to take their 
medication and need to be reminded of this. Usually there is 
some form of dementia or mild cognitive impairment (MCI). The 
medicine dispenser replaces the provision of the medication by 
the healthcare professional. Research from Vilans showed that 
the medicine dispenser can save almost 800 Euros (6.203 CNY) 
per month per client for a health care insurer75.  

Textbox 22: Online FreeLearning – Technological 
Innovation in home care 

The national programme ‘Digivaardig in de Zorg’ has 
multiple online training tools to keep up-to-date 
about the latest advancements in technology and 
eHealth. The tools also aim home care nurses to learn 
about the possibilities. For example on robotics and 
what robots can do to reduce loneliness among 
elderly people109.  
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6.6 Practical implementation 

Good Practice: Care at home (see Appendix 9.2) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore cooperation. 

 

Title: Social care robot Tessa 

Company/organization: Tinybots                                                

Which challenges does it 
solve? 

Governments are facing increasing healthcare costs as consequence of aging 
population. The number of professional caregivers is not sufficient as the 
number of patients are forecasted to double in the next 20 years. The social 
care robot ‘Tessa’ can provide verbal guidance to increase daily structure and 
self-reliance of people with dementia. Tessa enables them to live longer 
independently taking care of themselves, and therefore decrease the need for 
professional care. 

How does it work? Robot Tessa is connected with the internet to the Tinybots cloud system. The 
healthcare professional or a family member can schedule tasks for the robot 
Tessa via an app on their smart device. These tasks contain verbal instructions, 
to encourage the person with dementia to do certain tasks, for example to take 
their medicine or how to warm up a meal. The robot can ask questions and 
based on the answer can react differently. The product is evolving as more 
users are using the robot. Tessa can also be connected to IoT, such as sensors 
detecting movement in the eWare project. 

Requirements for 
successful 
implementation? 

Training for healthcare professionals is needed to equip them with knowledge 
about which patients benefit from the robot Tessa. Little training is needed to 
use the app. The shift in paradigm of enabling patients to do things themselves 
instead of providing care is often experienced as the biggest change. Therefore, 
the robot Tessa should be embedded in the usual care procedure instead of 
seen as an add-on. Healthcare organization may need to have some ICT 
support personnel in-house or contract ICT support for organizing safe and 
stable internet connection. Tinybots support the implementation. 

Quote of end-user ‘Despite she has had Tessa for only a short period, Tonny can say: ‘I gained an extra 
daughter’.  

Why is this solution 
relevant for China? 

China’s population is aging. In near future (2050) 39% of the population reaches 
retirement age. This means the number of people with dementia also 
increases. Technology such as affordable care robots can support the care and 
living at home for people with dementia, and lower healthcare expenses. 
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Good Practice: Care at home (see Appendix 9.7) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 
cooperation. 

Title: Giving Elderly more confidence and independency by using the smart Personal 
Medication Card: Monitoring Adherence from a Distance. 

Company/organization: Global Factories BV 

Which challenges does it 
solve? 

Elderly receives multiple medications and vitamins for their therapy in a bag full 
of original boxes to take home from their pharmacy. Once the elderly are at 
home, they discover it is a complicated. Questions arise like: “Which medication 
to take, at what time?, “Did I already take this medicine and/or vitamin this 
morning? People start to forget to take their medication resulting in a decrease 
of their health condition and possible (re-) hospitalization. 

How does it work? The Personal Medication Card is a way to simplify the intake process of 
medicines and vitamins. The PM Card is using separate cups containing the 
medicines and vitamins for each intake moment. The PM Meds-alert card 
makes it possible to monitor the adherence from a distance, while the card 
itself is easy to take along. The card is connected to a tag with SIM card. The tag 
shows a number of the corresponding cup that needs to be opened. The tag 
makes a sound at the timing of intake.  A message will be sent to family 
members, neighbours or care centre up to 5 contacts. Personalized message 
are sent when the meds are taken correctly, too many cups are opened, the 
wrong cup is opened or intake is too late. Both the PM Card and PM Meds-Alert 
Smart Card use colours, visuals and explanatory texts. 

Requirements for 
successful 
implementation? 

The Cards are filled and checked automatically on a large scale with the VBM 
Blister Packing machine. All Medicines are photographed and checked using 
Intelligent Software. The machine also generates valuable data on medicine use 
and safety features with the highest standards. 

Quote of end-user ‘It’s a comfort to know he is taking his medications; I can rely on Meds-Alert’.  

Why is this solution 
relevant for China? 

Children in China are moving to the cities leaving their parents behind in the 
villages. This makes it difficult to monitor if their parents are taking their meds 
correctly and timely. The Meds-Alert card gives the elderly more confidence and 
independency. At the same time the information in the app comforts their 
children. Also in Corona-times the Meds-Alert card provides an innovative 
solution to monitor the adherence from a distance. 

6.7 Concluding Remarks &  Strengths – Care at home 

Based upon the analysis of care at home in the Netherlands, we identified several strengths of care at home 
in the Netherlands:  

 Affordable and high quality technological innovations that increase the independence and self-
management of elderly people living at home 

 Involvement of home care nurses in using technological innovations 
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7. DEMENTIA CARE 
7.1 Introduction to dementia care 

Dementia is a major socio-economic challenge in many 
societies, including the Netherlands. Due to an ageing 
population, the number of  clients will grow 
exponentially in the coming years. One in five Dutch 
citizens will get dementia and it is expected that 500.000 
people in The Netherlands will have dementia in 2040 
76. In the Netherlands, dementia is the most expensive 
disease, accounting for more than 5% of the entire 
healthcare budget. This challenge not only concerns the 
lives of people with dementia and their families, but 
also the healthcare and society as a whole 77. 

The Dutch government invests in research, care 
enhancement and knowledge about dementia across 
the population and works together with companies and 
universities, on an (inter)national level. In the 
Netherlands, the government works with the ‘Deltaplan 
Dementia’ 76. 

The main independent organization on dementia is Alzheimer Nederland (The Netherlands). Alzheimer 
Nederland is involved in a national and regional lobby in politics, governments, municipalities and financing 
organizations to improve dementia care. They focus on six spearheads: better care; case management 

dementia; daily activities at home; early diagnosis; 
person-centered care in care homes; and a 
dementia friendly society 78. 

In earlier stages of dementia, a client with dementia 
get supported by primary care practitioners and 
informal caregivers. When a person shows 
dementia related symptoms or persons related to 
this person either enter the care chain with a 
request for help (push), or they are led by others 
(pull). A case manager gets assigned 79. When the 
client sees a GP, they can refer a client to specialist 
memory clinics for diagnosis 80. There are cases in 
which, after examination of the symptoms, there is 
a different diagnosis such as depression 79. Then 

the person does not enter the dementia trajectory. When the person is diagnosed with dementia a care plan 
is formulated. This plan is updated during the entire process until the client passes. In later stages, living at 
home might become impossible 79. In this case the elderly client can move to a nursing home or sheltered 
housing.  This care process is illustrated in figure 7 below. 

 

Textbox 22: Example - Care standard 
dementia 

Vilans and Alzheimer Nederland developed the 
care standard for dementia care 79,110. In the 
care standard it is written what is expected of 
carers and yourself. Ten requirements have 
been published in the care standard: 1) Early 
and clear information; 2) Take complaints 
seriously; 3) Fast and correct diagnosis; 4) 
Respect in interactions/communication; 5) 
Right to have a case manager dementia; 6) Stay 
active; 7) Talk about the future; 8) Support, care 
and personal care/life plan; 9) Support for the 
informal carer; 10) Whenever life is difficult at 
home (respite care). A possible solution for this 
standard is a placement in a nursing home. Life 
as a client in a nursing home is illustrated in the 

Textbox 23: Example - Meeting centres 

Since 1993, a multitude of meeting centres for PwDs 
and their informal caregivers have been set up. 
These provide support to both the PwDs as well as 
their informal caregivers. The centres offer many 
activities, such as support groups, social activities, 
and informative meetings. In 2018, the 
MEETINGDEM NETWORK has been launched, which 
consists of meeting centres in different countries in 
Europe and beyond, universities and welfare 
organizations. They aim to further disseminate the 
use of meeting centres, exchange knowledge, 
experiences and views, and to collaborate in applied 
research.   
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Figure 7: schematic representation of the care process of a client with dementia81. 

 

7.2 Policies 

Since 2004, the Dutch government has aimed to improve dementia care and cure through several policy 
programs. The most recent policy program is the ‘National Dementia Strategy 2021-2030’. This policy program  
continues and intensifies the efforts previously conducted in the other programs 83. For example, the previous 
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Textbox 24: Dementia care through the eyes of a client 

 

 

 This is Hans. Hans just turned 93 years of age. He 
is in a later stage of dementia. Because it was not 
secure for him to live at home he moved to a 
nursing home a year ago. Hans is quite happy 
here. The care home looks like his home from the 
past, the same type of tables, chairs and 
decoration 82. They play music that reminds him 
of his youth. This gives Hans a calm and protected 
feeling he is taken good care of 24-7. This 
demonstrates the attention that is given to 
decorating a care home to make sure clients feel 
save and at ease. 

A nurse checks up on Hans regularly. When he gets agitated or confused, the nurse can help him. Based 
on her training and their relationship she knows how to calm him down. Hans also sees a therapist who 
helps to reduce agitation where possible. Because he liked to do wood-crafting before he lived in the care 
home, Hans gets to do this two times a week in the care home as well and supports his well-being. His 
family comes over in the weekend and they then go for a walk in the village and Hans really enjoys their 
presence.  

This illustrates how the client’s personal needs are taken into account and the living conditions are 
structured to ensure the client gets good care and keeps up their quality of life. Hans feels like his basic 
needs are taken into account. He gets love and respect, support, comfort, feels safe and he can stay 
engaged in his hobbies.  

Care and welfare 
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Death 
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Dementia related 
sympoms 

push 

pull 

Population 



46 
 

program focused on creating a ‘dementia-friendly society’, in which people with dementia can be a part of 
society for as long as possible. This was achieved by creating awareness around the impact of dementia, by 
increasing knowledge about dementia and how to act around people with dementia and by making dementia 
a topic that is discussed openly 84. One of the tools to increase knowledge on how to cope with people with 
dementia was an online training available for everyone. The new strategy will continue on this, by offering 
structural training for professionals in different sectors, aiming specifically at young adults.  

The mission of the national dementia strategy is formulated as follows: ‘Persons with dementia and their loved 
ones can continue to function as valuable members of society and receive appropriate support and care. Sufficient 
scientific research is carried out into the possibilities for preventing, treating, and curing dementia.’ 

The program consists of three themes and four shared themes that relate to the three main themes. The 
three main themes are: ‘A world without dementia’, wherein 
a research program will be implemented to provide more 
focus and synergy into the field of dementia research, 
‘Persons with dementia matter’, where the aim is to ensure 
that persons with dementia are given the opportunity to 
continue playing a role in society in line with their wishes 
and capabilities, and ‘Tailor-made support when living with 
dementia’, which aims to further improve the support and 
care provided to persons with dementia 83. The four shared 
themes include ‘innovation’, both technological and non-
technological in all aspects of dementia, ‘young persons 
with dementia’, which often have other forms of dementia 
than their older counterparts, experience diagnostic issues, 
and have other needs (e.g. still have a family at home), ‘international’, since dementia care and research have 
an excellent reputation in an international level, collaboration to share and develop knowledge will be sought 
after, and ‘communication’, that includes the sharing of results, knowledge and experiences acquired83. 

Textbox 25: Example - Dementia-friendly 
village 

Hogeweyk is a group of 23 houses - similar 
to a village - in the city of Weesp specially 
designed for >150 people with dementia 
(PwD). The PwD all need nursing home 
facilities and live-in houses differentiated 
by lifestyle. The village has streets, squares, 
gardens and a park and just like any other 
village, Hogeweyk offers a selection of 
facilities, like a theatre, bar and restaurant. 
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7.3 Research 

The level of dementia research in the Netherlands is of high 
quality and the research topics are quite diverse85. The 
research perspectives range from neuropsychology and 
neurocognition to psychosocial interventions 85. Furthermore, 
there is a strong focus in the Netherlands on practice-oriented 
care. 

A strength of the Dutch dementia care is the so-called 
Brainbank (Hersenbank), established in 1985 85. This is a non-
profit organization that collects human brain tissue of donors 
with different neurological and psychiatric disorders, from 
diseased and non-diseased donors 86 

The Netherlands also has a longstanding reputation regarding 
long-term population cohorts and patient cohorts, where a 
large group of people is followed over a relatively long period 
of time to study which predisposing factors and which 
environmental factors relate to the development of a disease 
85. In 2018, The ‘Netherlands Consortium of Dementia Cohorts 
(NCDC) was established 87. In this consortium, 9 different 
cohorts share their data, in order to further develop knowledge 
on prevention of dementia 87. 

The establishment of this consortium is part of ‘Memorabel’, a 
ZonMw dementia research and innovation program with a budget of over €60 million (464 million CNY) that 
lasted from 2013 until 2020 88. The goal of this program was to gather knowledge that might in the long term 
help to stem the growth in the number of patients (caring for tomorrow’s patients), improve the quality of life 
of people with dementia and improve the care and support they receive 88. 

Other fields in dementia research that are high standing in the Netherlands are more fundamental topics, 
such as biomarkers, imaging, cardiovascular risk factors, genetics and basal neurosciences 85. Furthermore, 
the Netherlands also has a strong focus on psychosocial interventions in the social context of the person with 
dementia and their informal caregivers 85. This perspective follows a so-called ‘social health’ approach, 
meaning it focuses on the influence of the social context on the development of the disease and capabilities 
of the person with dementia 89. 

7.4 Education and training 

As is explained in the introduction (7.1), GP’s are a first point of contact when dementia is suspected. In 
paragraph 6.4 the formal education for GP’s is explained. In case the GP is not able to provide adequate 
treatment, because the demand for help is too big, expertise of a geriatric specialist is necessary. Formal 
education starts with the general medical degree. Then a post-academic education for geriatrics specialist is 
required (3 years) 90. Geriatric specialists manage a multidisciplinary team of psychologists, paramedics, 
nurses and carers. One part of this education is diagnosing and treatment of cognitive disorders such as 
different types of dementia 91. 

Nurses and carers also provide care to persons diagnosed with dementia. Professionals with a general degree 
in nursing can provide this type of care. There is some criticism that dementia care requires special knowledge 
and skills from professionals that are not yet included in the regular nursing program92. These critics also 

Textbox 26: Example Research 

Alzheimercentrum Amsterdam is the 
diagnostics- and treatment center for 
dementia founded by Philip Scheltens in 
2000 in 
Amsterdam. 
They not only 
conduct 
diagnoses and 
treatment, but 
combine this 
with a focus on 
conducting 
scientific research in dementia. Their 
main focus is to develop tailored 
treatment for brain diseases that cause 
dementia (Alzheimer, Lewy body etc.). 
They focus on looking for the origin, 
improving diagnosis and the provision of 
prognoses for specific patients, and 
interventions and prevention. 
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emphasize that it is important to keep learning in practice (after formal education), to stimulate workplace-
learning and for nurses to be able to grasp the perception of people with dementia92.  To learn about the 
experiences and feelings of a person with dementia there 
are multiple innovative types of training available such as 
the use of virtual 93. There are also initiatives that use 
games to learn care professionals and informal carers how 
to deal with dementia 93. An example of this type of gaming 
with educational purpose is given under the header 
“Training” below.  

As stated before, it is important for care professionals to 
develop skills and acquire the knowledge necessary to deal 
with clients with dementia at home and in nursing homes. 
Besides taking care of the quality of life of the client, the 
care provider should also be able to support and work 
alongside the informal caregivers of the client81.  Vilans has 
developed a knowledge guide (in Dutch) that contains 
information on dementia, treatment and care94. 
Dementie.nl has developed an online course with YouTube 
video’s (possible to turn on translation) on how to deal with 
clients with dementia. For example when the person with 
dementia is suspicious, shows disguising behavior or is 
restless at night. 

Dementia case manager,  that guide a person with 
dementia through the care process, has to possess or be 
trained in the following qualities: analytical abilities, 
creativity and perseverance 80. Furthermore, they should 
have good communication and negotiation skills80. They have to be able to form relationships with patients 
and their social network and collaborate with a variety of professionals.  In terms of the way the work is 
organized, dementia case managers have to be able to organize work from the perspective of the patient and 
not from an organizational perspective. Besides, they need to be familiar with the local services and provision.  

Activities can be included in the care plan for people with dementia. Below you can find a fictitious example 
of an activity coordinator at a care farm. Client with dementia can spend the day at these farms and be 
occupied in useful activities. These activities can provide the client structure and social contact. 

Dementia care through the eyes of a professional 

 

 

 This is Tim. Tim is an activity coordinator at a care 
farm (zorgboerderij in Dutch) in the east of the 
Netherlands. He is a supervisor for the clients with 
dementia that visit the farm. Around 9 o’clock the 
program starts. He welcomes the clients, and they 
talk about what activities can be done that day 
and who wants to do what activity. If Tim hears 
any important information from a client, he puts 
it in the digital client-record.  

Textbox 27: Example Training 

Vilans is involved in the AAL POSTHCARD project. 
The aim of POSTHCARD is to help district nurses 
and informal carers practice how to deal with 
people with dementia, so that their care burden 
can be reduced.  

The game is tailored to the personal situation. 
Depending on the choices the player makes, the 
game will develop further. The serious game is 
combined with a digital environment that 
partners are still developing in 2021. Informal 
carers and community nurses will be able to find 
additional information there.’   
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Tim supports the clients during the organized activities. He starts at the group that works on the land. One 
client is working in the vegetable garden. He asks Tim how to remove the weeds in an efficient way. Tim 
shows him how to use the tool. The client starts to tell vivid stories about his youth and how he would help 
his grandfather in the garden. Tim notices a positive change in the client when he starts to talk about his 
youth. In the afternoon Tim prepares the lunch with his colleagues and two clients. They use vegetables 
from their own garden. After the lunchbreak Tim guides the group that takes care of the animals. One 
client, who came to the farm for the first time today, is very scared of the goats. Tim helps her milk the 
goats. She notices that the goats won't hurt her, and Tim 
sees in her facial expressions that she is very proud that 
she milked the goats today. Animals can help clients to 
get over their fears. 

Here a specific type of day time activity for clients with 
dementia is illustrated. Working at the care farm 
provides structure and a routine, and can result in 
positive effects for the client’s wellbeing95.  

 

7.5 Technological Innovation 

Technology can support people with dementia to live a more pleasant independent live throughout the 
various dementia stages. In addition, their families and (in)formal carers can also be supported by care- and 
well-being technologies. For example, by means of apps, screen-to-screen contact, lifestyle monitoring, 
personal alarm systems or medicine dispensers. Depending on the dementia stage, there are different 
support options. The Vilans infographic below provides an overview of different technologies that you can 
use to support people living at home with dementia. The technologies are classified according to the four 
stages of dementia: Mild Cognitive Impairment, early-stage dementia, middle stage dementia and late-stage 
dementia (see infographic below for an overview). Whenever a person with dementia has to move from the 
home-environment to a care home, it is essential - due to a decreasing workforce of nurses - that they and 
the formal carers are supported with technologies that add value, match the needs of the end-user group 
and can decrease the care burden and increase the safety and quality of life of the person with dementia. 
Within care homes, a variety of technologies can support people with dementia and professional care. For 
example care domotics ranging from enhanced acoustic surveillance to video surveillance which can detect 
wandering or a fall out of the bed 96. Besides monitoring, multiple innovations have been introduced and 
implemented in care homes to support positive health with games for health and playful experiences, such 
as the MagicTABLE or via ‘snoezelruimtes’ to activate and stimulate the human senses.  
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In recent years, there has been a large increase in technological developments for people with dementia and 
a lot is possible, yet, many solutions still need formal validation on added value in long-term care and (cost) 
effectiveness 97.  

In the beginning of 2021, the Dutch JAIN challenge started, an online competition for eHealth and AI 
developers to support people with dementia and their carers. The JAIN challenge will lead to the World JAIN 
Challenge, in which all countries can participate. Another challenge that is relevant to share is the Challenge 
Care Homes of the Future with many innovations to support people - including people with dementia – that 
work and live in Dutch care homes. Finally, there is a large National programme ‘Dignity and Pride on location’ 
to support care homes to increase the quality of care and innovate to adjust to decreasing numbers of carers 
and increasing complexity of care. 

The European Active Assisted Living Programme (AAL), with a total budget of 700 million Euros (5.45 billion 
CNY), financed over 220 R&D projects with a strong focus on dementia care and the Dutch long-term care 
market. Examples of supportive technologies that were developed in these programmes are sensor systems, 
smartphones with low complexity, reminiscence applications, and electronic calendars. The supportive 
technologies have a variety of purposes, such as support in daily activities and safety. There are also 
technologies with a focus supporting communication, involvement in meaningful activities, information 
exchange, and screening of well-being and health. Iterative co-design with the intended end-user groups is 
needed to ensure high accessibility, relevant benefits, and satisfactory use of these supportive technologies 
98.  

Iterative co-design with people with dementia and their carers is necessary in meaningful technology 
development and it is known that: 

 People with dementia are mainly involved in the generative or evaluative phase of development, but 
not in the pre-design and post-design phases.  
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 There is a lack of specific knowledge on appropriate methods and materials for active involvement 
of people with dementia in supportive technology development99.  

 It is beneficial to experiment with the technologies and possibilities that are available. In meaningful 
try-outs various technologies can be tried out in a short experiment of 2-3 weeks and tested for 
predefined and desired outcome variables (such as functionality / user-friendliness and costs and 
financing).  

7.6 Practical implementation   

 

 

Good Practice: Dementia Care (see Appendix 9.3) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore cooperation. 

Title: The Work Differently Programme – eHealth in Care Homes 

Company/organization: tanteLouise 

Which challenges does it 
solve? 

Employees will need large-scale technological support to continue to provide 
good care, including people with dementia. Twelve elderly care organizations 
have started working with the same technological applications and exchanged 
knowledge during the programme in workshops. Implemented innovations 
consisted of smart diapers, smart glasses, and hip airbags. 

How does it work? With support of awareness sessions, 
workplaces and continuous 
cooperation between the care 
organizations, developers and 
research, within one year, more than 
half of the participating organizations 
in the Working Differently Programme 
tried out and scaled up a number of 
care innovations to support long-term 
care. 

 

Requirements for 
successful 
implementation? 

Both project leaders and care staff of almost all participating organizations 
indicated that they have been greatly helped with the support provided by the 
technology suppliers in the pilots and the overall programme. These positive 
experiences were mainly fed by the low-threshold contact during the 
implementation phases and interactions with the researchers. 

Quote of end-user “Smart Diapers deployed = fewer actions” at the bedside.”  

Why is this solution 
relevant for China? 

The ‘Work Differently Programme’ is relevant to China because China faces the 
same challenges in respect to elderly/dementia care as The Netherlands. The 
movement scales up so quickly within a year from 11 to 50 organizations within a 
year. 
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Good Practice: Dementia Care (see Appendix 9.4) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 
cooperation. 

Title: CRDL (pronounce Cradle) 

Company/organization: CRDLT BV 

Which challenges does it 
solve? 

CRDL helps to break the barrier of social isolation for people who normally 
experience difficulty in communication or social interaction, such as people 
suffering from dementia (PwD), autism, mental disabilities or visual 
impairment - and their caretakers or loved ones. 

In 2018 CRDL won the Dutch Care innovation award. 

How does it work? CRDL is an interactive instrument that enables a new form of non-verbal 
communication. It utilizes the novel ability to translate interpersonal touch into 
sounds/music to encourage physical contact between people. CRDL is 
organically formed and fully made of natural wood, with on top on opposite 
sides conductive elastomer for touching the instrument. The interaction starts 
when two users each place one hand on the CRDL and a physical skin-
connection is established between users. CRDL can register and distinguish 
different gestures in the formed circuit and simultaneously convert these into 
a variety of sounds. The instrument can be used in one-to-one interactions, or 
in larger groups by adding more participants to the circuit. 

Requirements for 
successful 
implementation? 

A shared vision of what makes up the constituting elements of Care Quality 
and Quality of Life (QoL) for inhabitants of care- home centers is essential. 
CRDLT BV provides caregiver-training and support materials, plus the 
organizational awareness and guidelines to optimize the lifetime-use of CRDL.  

Why is this solution 
relevant for China? 

With increased reliance on living in care-homes, it is important that not only 
the physical care is adequately attended to. Equally important for PwD is the 
mental care or psychological activation. For PwD, the ongoing reduction of 
brain activity as a consequence of the advancing and irrevocable process of 
dementia, leads to reduced or complete lack of processing of environmental 
stimuli. Ultimately this leads to a stage of “brain-dead” or mental shut down. If 
caretakers and family alike, don’t apply techniques, methods or assistive tools 
to  overcome this on an individual level, PwD will become more difficult 
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to handle within the care-home setting and family will feel lost in their efforts 
to remain in contact with their loved ones. QoL will suffer substantially in such 
an environment. The goal of care-homes ought to be “To improve the lives of 
inhabitants for the remaining days, not to stretch the days of the remaining 
lives.” 

 

  

Good Practice: Dementia care (see Appendix 9.6) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore 
cooperation. 

Title: Tailor-made training courses of Nursing & Rehabilitation for Dementia Elderly 

Company/organization: Avans+ 

Which challenges does it 
solve? 

The ageing society is the big challenge in China so as any other countries.  How 
to construct a system within a community to face the pressure. Beijing Haidian 
is one of the piloting districts in China.  There were 2 groups coming to the 
Netherlands for 2-week training course of Dutch elderly care system in 2018 
and 3-week training course of Casemanager for dementia in 2019.   

How does it work? For three years, Beijing Haidian district has sent two groups of hospital 
directors and community health service system decision makers to learn the 
system, operation, quality control, performance indication, and more 
specifically focusing on casemanager system for dementia care, and etc. 
Planned training in the Netherlands was suspended due to Covid-19, but an 
online webinar with the subject of “Dementia Care in Community” was 
successfully held by Citta Consulting as our partner at the end of 2020. 

Requirements for 
successful 
implementation? 

Clear understanding of latest development in elderly care industry, working 
with highly trained and experienced experts in different professionals, efficient 
program design to fit perfectly of clients’ requirement 

Quote of end-user  

 

“It was an eye-opening training with Avans+, we were offered by up-to-date 
development in organizing elderly care in different levels.  We got the chance to see 
the actual practice in elderly care in the Netherlands.  This is a training program we 
will keep join in the future.” – Beijing Haidian District Health Care Commision, China 

Why is this solution 
relevant for China? 

There have been dozens of training projects tailor-made for Chinese 
participants from government officers who were interested in elderly health 
care system and operation, managers in various types of elderly care facilities, 
professionals in elderly care industry seeking for improving skills, and etc.  The 
professional training with Chinese partners is we have done for more than 10 
years. 
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Good Practice: Dementia Care (see Appendix 9.10) 

This good practice already provided consent for sharing the information to NDRC and are willing to explore cooperation. 

Title: Living with dementia in freedom: dignified care and (semi)independent living with 
advanced dementia 

Company/organization: tanteLouise 

Which challenges does it 
solve? 

People with dementia are usually confined to staying indoors and stop taking 
risks in order to keep them safe. They are constantly corrected by (informal) 
caregivers, rising the levels of frustration and agitation. Usually ending in 
administering medication to prevent agressive behavior of the person with 
dementia. This on itself again enhances the cycle of becoming more immobile. 
The result of this chain of events is that the development of dementia 
progresses faster. Our dream was to give back vitality, a meaningful life and 
significantly diminished frustration. Based on practical experience and 
scientific research (prevention of dementia, cognitive reserve) we are able to 
slow down the further detoriation of the cognitive abilities, improve general 
wellbeing, self-awareness and self-esteem and improve physical mobility. 
Realizing dignified care and (semi)independent living for people with dementia, 
even at an advanced stage of the disease. And realizing a hands-on program 
for significantly slowing down the development of dementia after diagnosis 
and/or MCI (Mild Cognitive Impairment) stage. The aim is to extend the 
program to the biggest challenge of all: preventing the onset of dementia 
symptoms despite the physical precondition. Contributing to a better future for 
the ageing population, to lighten the rapidly increasing burden on informal 
care-givers and providing dignified and effective care for those in need.  

How does it work? With the therapeutic program of living with dementia in freedom, that was 
developed by tanteLouise 7 years ago, a much better quality of life for 
people with dementia, even at an advanced stage of the disease, is realised.  
The active-ageing stimulus program results in significantly improved mobility, 
a reduction of 90% psychofarmaca usage and a much higher functional level 
- both physical and cognitive– for patients. Therefore, ensuring their 
prolonged ability to live as independently as possible. 

Supporting this is a continuum of integrated care that is put in place to be 
able to prevent crisis and provide emergency access to elderly care 
specialists. Preventing adverse hospital admittance and supporting the 
system of primary care doctors.  

The program can be implemented in both the institutional environment or 
in a combination of specialized, intensive daycare and living at home.  

 

Requirements for 
successful 
implementation? 

Both project leaders and care staff of almost all participating organizations 
indicated that they have been greatly inspired and helped with the support 
provided by the specialized team and the overall programme. These positive 
experiences were mainly fed by the low-threshold contact visiting the facilities 
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of tanteLouise, consultation during the implementation phase and interactions 
with the researchers.  

Quote of end-user “I didn’t believe that the patients enrolled at tanteLouise had the same stage of 
dementia, until I actually saw what the program achieved.” 

Why is this solution 
relevant for China? 

Living with dementia in freedom is relevant to China because China faces the 
same challenges in respect to elderly/dementia care as The Netherlands. The 
program is widely appreciated, both nationally and internationally, and was 
brought to China as best example of Dutch Dementia Care by the minister of 
Health Mr. Hugo de Jonge in may 2021 upon his visit to China.  

See for more information: 

www.tantelouise.nl 

Link to BBC documentary (audio in English) 

https://www.bbc.co.uk/sounds/play/w3csy58s 

 

 

7.7 Concluding Remarks &  Strengths – Dementia care 

Based upon the analysis of integrated care in the Netherlands, we identified several strengths of integrated 
care in the Netherlands: 

 Dementia Case Management 
 Care farms 
 Technological innovations for monitoring, training and entertainment 
 Meeting places including Alzheimer Cafes for informal carers 
 Volunteers / volunteer networks 
 Dementia friendly villages 
 High standard care homes 
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APPENDIX 
9.1 Good practices – Mapping Dutch Elderly Care - Buurtzorg 

1. Title of good practice: Better care at home at lower cost: A digitally enabled comprehensive 
elderly care model, allowing elderly to age at home in best possible condition, dignity and 
independence . 
 

2. Name of company/organization: Buurtzorg Neighborhood Care China Ltd (Shanghai). 
 

3. Which challenges does it solve? China is facing a fast growing number of elderly. However, the 
traditional Chinese model of filial care at home does not work anymore due to “empty nesters”, one 
child policy (one couple has to care for 4 parents), etc.  Central Government’s “90-7-3” strategy sets 
the frame of how to cope with the large number of elderly in need of care. Yet, so far there are only 
little focus, understanding and capabilities on care at home (90%) and in communities (7%). Also, 
there is a lack of collaboration between medical care (MOH) and social care (Civil Affairs). 
 

4. How does it work? The multiply awarded Buurtzorg Model, considered as “Global Best Practice’ in 
the Western World, provides patient-centric care at home, addressing both medical and social 
needs. Trained nurses are empowered to conduct a comprehensive assessment of the patient, to 
identify the problem areas and to develop a tailored care plan. They also define care objectives for 
each problem area and track the progress continuously. They work closely together with the family 
members, doctors (GPs) and care givers, and they involve and leverage informal and formal 
resources of the neighborhood as much as possible, resulting in minimized formal care hours and 
lower cost. The nurse provides the medical part of the care and at the same time orchestrates the 
entire care process with all its stakeholders. They use a structured care model (“Omaha System”) 
and are supported by a comprehensive IT-system which guides and documents the entire care 
process. The Buurtzorg model hence focuses on care outcomes and prevention so that the elderly 
can continue to live in their homes in better health, with dignity and best possible independence 
while keeping total cost of cure and care at minimum. 
 

5. Requirements for successful implementation? (1) Understanding of the concept and willingness 
to pilot by local government: Current LTCI policies in China are purely input-focused, i.e. number of 
patients/hours served. We suggest setting up a pilot project over a period of 2 years where 
Buurtzorg China will be mandated to provide care in a neighbourhood following the Buurtzorg 
model and an (academic/independent) research institution tracks all data on health/wellbeing 
improvement and total cost of cure and care. (2) Willingness to collaborate between 
BOH/community health centres/community hospital and Bureau of Civil Affairs  
 

6. Quote of end-user (Testimonial from private paying client in Shanghai): “My mother is suffering 
from diabetics and hypertension. I am busy and working, I have concern about her medication, diet, 
monitoring of blood sugar and mental health. I usually argued with her about all these topics. But I don’t 
want to take care for my mother like a child. I hoped she could take medication on time, have regular 
and healthy diets, monitor her blood pressure/sugar regularly, have hobbies with her friends. I looked for 
professional help. Thanks to the support of the Buurtzorg nurse, I am so glad to see my mother having 
regained her healthy way of living now.”     

 

7. Why is this solution relevant for China? China’s ever-increasing number of “empty nesters” and 
hundred thousands of elderly suffering “alone at home”, in combination with the high prevalence 
for certain chronical diseases among the elderly like diabetes, hypertension or dementia, calls for 
resource efficient, affordable and effective solutions to care for the elderly in their homes and in 
communities. Otherwise, neither human nor financial resources will be sufficient to cope with the 
challenge of the ageing population. 
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8. Attachments: include pictures, video links:  

 
Buurtzorg China short introduction in English: 
http://v.youku.com/v_show/id_XMzEyMTU3OTA5Ng==.html?spm=a2h3j.8428770.3416059.1  
Buurtzorg China short introduction in Mandarin: 
https://v.youku.com/v_show/id_XMzEyMTUwNzk3Ng==.html?spm=a2h0k.11417342.soresults.dpost
er  

9.2 Good practices – Mapping Dutch Elderly Care - Tinybots 

 
1. Title of good practice:  

social care robot Tessa 
 

2. Name of company/organization:  
Tinybots 
 

3. Which challenges does it solve? max 100 words 
Governments are facing increasing healthcare costs as consequence of aging population. In 
particular the care for people with dementia becomes more complex and demanding as the 
disease progresses. The number of professional caregivers is not sufficient as the number of 
patients are forecasted to double in the next 20 years.  
 
The social care robot of Tessa can provide verbal guidance to increase daily structure and self-
reliance of people with dementia. Tessa enables them to live longer independent taking care of 
themselves, and therefore decrease the need for professional care.  
 

4. How does it work? max 200 words 
Robot Tessa is connected with the internet to the Tinybots cloud system. The healthcare professional 
or a family member can schedule tasks for the robot Tessa via an app on their smart device. These 
tasks contain verbal instructions to encourage the person with dementia to take their medicine, how 
to warm up a meal, remind them to stay active, and tells them when an appointment is scheduled. 
The robot is can ask questions and based on the answer it can react differently. 
 
The product is evolving as more users are using the robot. Tinybots is developing A.I. in Tessa to 
recommend the most effective intervention. Tessa can also be connected to I.o.T. such as sensors 
who detect in-house movement of the person with dementia. Tessa can act on the data shared within 
these systems to encourage healthy behavior of the person with dementia. 
 
Tessa has been proven in the Netherlands to provide the equivalent homecare of 100 minutes per 
week per patient. For every 3 Tessa’s implemented a healthcare organization can provide care for an 
additional patient. Making healthcare for people with dementia more cost-efficient while providing 
higher quality of care as patients experience more independency and 24/7 available support. 
 

5. Requirements for successful implementation? max 100 words 
Training for healthcare professional is needed to equip them with knowledge about which patients 
will have the most benefit of the robot Tessa. Little training is needed to use the app. However, the 
shift in paradigm of enabling patients to do things themselves instead of providing care is often 
experienced as the biggest change. Therefore, the robot Tessa should be embedded in the usual care 
procedure instead of seen as an add-on. Healthcare organization may need to have some ICT support 
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personnel in-house or contract ICT support for organizing safe and stable internet connection. 
Tinybots support the implementation. 
 

6. Quote of end-user (Testimonial) max 100 words 
Ik zie bij mijn cliënt dat de regie in eigen hand 
blijft, dat is zo belangrijk! De client kan weer 
meer zelf. 93% vermindert of voorkomt directe 
inzet van fysieke zorg. Dit betekent dat wij 101 
minuten zorg per week per cliënt minder inzet.  
 

It is so important for me that my patient can 
take more control over their own life. In 93% of 
the cases we can reduce or prevent the need 
for physical care from us. This means 101 
minutes reduced care per week per patient.  

“Als hij het moeilijk heeft, kan hij ook een stukje 
troost halen uit Tessa. Tessa geeft het gevoel 
van de nabijheid van hulpverlening. Het is een 
stukje veiligheid voor Jordy. Hij heeft dagelijks 
veel ups and downs en Tessa helpt hem dan bij 
het behouden van structuur. Zonder Tessa had 
hij daar veel moeite mee”, 
 

If my patient is going through a tough time, he 
receives support from Tessa. Tessa give the 
feeling of the care being close by. It provide the 
feeling of safety for Jordy (my patient). He has 
daily ups and downs and Tessa helps him to 
keep structure. Without Tessa, he experiences 
many struggles. 

 
7. Why is this solution relevant for China? max 100 words 

China’s population is aging. In near future (2050) 39% of the population reaches over retirement age. 
With this the number of people with dementia also increases and require care. Technology such as 
affordable care robots can support the care and living at home for people with dementia, and lower 
healthcare expenses. 
 

8. Attachments: include pictures, video links 
https://www.youtube.com/watch?v=AtzUkYmzyYI&feature=emb_logo&ab_channel=Vilans  
https://www.youtube.com/watch?v=8X4pleHDsBI&ab_channel=Kwintes  
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9.3 Good practices – Mapping Dutch Elderly Care – Work Differently 
Programme 

 
1. Title of good practice:  

The Work Differently Programme – eHealth in Care Homes 
 

2. Name of company/organization:  
tanteLouise 
 

3. Which challenges does it solve?  
The number of older people is growing and there is a shrinking labour market in long-term care. 
Employees will need large-scale technological support to continue to provide good care. Because of 
this challenge, a movement was started in 2019 in the West-Brabant region of The Netherlands 
through the Working Differently Programme to support digital transformation of care, including 
dementia care. Twelve elderly care organizations have started working with the same technological 
applications and exchanged knowledge during the programme in workshops. 
 

4. How does it work?  
With support of awareness sessions, workplaces and continuous cooperation between 
the care organizations, within one year, more than half of the participating organizations 
in the Working Differently Programme tried out and scaled up a number of care 
innovation. Smart diapers and smart glasses were successful within the programme and 
Vilans and the organizations studied the cost-effectiveness and usefulness. For some 
organizations, forming an enthusiastic and innovative project team was easier than for 
other care organizations. As a result, there were organizations that got started quickly 
and organizations that needed some more time to get started. 
 

5. Requirements for successful implementation? max 100 words 
It is important to follow the Vilans 'Honeycomb Model' in which various necessary phases of 
technology implementation and upscaling are described. The phases can be iterative, for example, 
an organization can evaluate a technology in use and conclude that it is necessary to continue co-
creation based on insights from the research. Both project leaders and care staff of almost all 
participating organizations indicated that they have been greatly helped with the support provided 
by the technology suppliers in the pilots and the overall programme. These positive experiences 
were mainly fed by the low-threshold contact during the implementation phases (for example 
through direct messaging apps) and clear explanations if desired (for example the training 
sessions). 
 

6. Quote of end-user (Testimonial)  
““Smart Diapers deployed = fewer actions” at the bedside. ” 
 

7. Why is this solution relevant for China?  
The ‘Work Differently Programme’ is relevant to China because China faces the same challenges in 
respect to elderly care as The Netherlands. The movement scales up so quickly within a year. In 
2021, more than 5 regions in The Netherlands with over 50 care organizations are implementing 
care technologies and learn from eachother. 
 

8. Attachments: include pictures, video links 
https://anderswerkenindezorg.nl/ 
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9.4 Good practices – Mapping Dutch Elderly Care - CRDL 

1. Title of good practice:  
CRDL (Pronounce: Cradle) 
 

2. Name of company/organization:  
CRDLT BV 
  

3. Which challenges does it solve? max 100 words 
CRDL delivers an answer to two essential questions which tend to become more significant and 
more urgent, as dementia progresses: 
 
1) How can one still communicate with a loved one who lives in another reality? 
2) Don’t persons with dementia have the same need and desire for human contact, regardless of the 
phase of dementia they experience at any given moment? 
CRDL helps to break the barrier of social isolation for people who normally experience difficulty in 
communication or social interaction, such as people suffering from dementia, autism, mental 
disabilities or visual impairment - and their caretakers or loved ones. 
 

4. How does this solution contributes to improving elderly care? max 100 words 

 Improvement of elderly care by CRDL 

By enabling communication, on a full reciprocal and equality basis, with personal attention and 
respect towards persons with dementia (PwD), with a free association for communication topics on 
the basis of touching each other on the skin (hand-wrist-arm-cheek-neck) during the interaction, 
thereby creating sounds and music emitted by the instrument (CRDL) and meanwhile stimulating 
thoughts and memories.  

Thereby CRDL delivers a positive contribution to the Quality of Life (QoL) of PwD since social interaction 
and communication become possible again and can be experienced together in a dignified and respectful 
manner by professional caretakers, family members or partners. 
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5. How does it work? max 200 words  
CRDL Functionality 

CRDL is an interactive instrument that enables a new form of non-verbal communication. It utilises 
the novel ability to translate interpersonal touch into  sounds/music to encourage physical 
contact between people.  CRDL is organically formed and fully made of natural wood, with on top on 
opposite sides conductive elastomeer for touching the instrument. Because of the gentle  round 
forms of CRDL, it can be easily placed and shared on each other’s lap and underline the proximity of 
users. CRDL doesn’t possess any visible, disturbing, control mechanisms, like lights, knobs, buttons 
or a remote control. On the inside, out of sight and out of reach, the advanced electronics translate 
the skin-touch into different sound. 

The interaction starts when two users each place one hand on the CRDL and a physical skin-
connection is established between users. Through innovative technology CRDL can register and 
distinguish different gestures in the formed circuit and simultaneously convert these into a variety of 
sounds. (hold, tick, caress, knock, knead) 

All participants have equal opportunities to initiate and influence the interaction, regardless of their 
cognitive abilities. The instrument can be used in one-to-one interactions, or in larger groups by 
simply adding more participants to the circuit. 

6. Requirements for successful implementation? max 100 words 

 Vision, Mission, Implementation, Training, Utilisation and Effect 

Successful implementation of CRDL depends on a shared vision of what makes up the constituting 
elements of superb Care Quality and QoL for inhabitants of care-home centers. When the Mission of 
care-home centers is to provide optimum person- and experience-oriented care, within an active 
social and stimulating environment, then CRDL will be an important element to achieve that goal. 

We will provide the caretaker-training and support materials, plus the  organisational 
awareness and guidelines to optimise the lifetime-use of CRDL. This  includes information to 
record details in person-care-files such that use, effect and  utilisation are harmonised and deliver 
maximum benefit for care-homes, care-takers, family members and, most importantly, persons living 
in care-homes.  

 Current Situation 

In 2018 CRDL has won the coveted Dutch Care Innovation Award (PDF attached), an annual 
competition among a selection of the best Dutch care innovations, organised by the Ministry of 
Health, Welfare and Sport in combination with 12 regional health care development organisations, 
Task Force Health Care and Health Valley.   

With >1.000 CRDL's in use (status 02- 2021) at care homes in The Netherlands and in several countries 
abroad, we have collected numerous 3/6/9/12 months’ evaluation reports from our customers. Over 
92% of these indicate that CRDL is a valuable, effective and unique contribution in making contact 
with PwD. 

  

 Specifically these customer reports show that CRDL has: 



  

        
Mapping Elderly Care - The Netherlands                                                                                                           71 
 

Increased effect /higher observed frequency as a result of CRDL: 

Make contact with other persons 

Improved mood 

Show alertness 

Take initiative 

Apply reminiscence 

Give and receive personal attention 

Become calm and tranquil without medication 

Experience social interaction 

Laugh and smile 

 

Reduced effect /lower observed frequency as a result of CRDL: 

Lost in apathy 

Demonstrate agitation 

Aggressive behavior towards other care home inhabitants or care personnel 

Depressive behavior 

Call or demand attention from others 

Show signs of unrest 

Show non-understood behavior 

Show loneliness 

Show unhappiness 

7. Relevance for China 

With current and future increased reliance on living in care-homes, it is important  that not only 
the physical care is adequately attended to. Equally important for PwD is the mental care or 
psychological activation. For PwD, the ongoing reduction of brain activity as a consequence of the 
advancing and irrevocable process of dementia, leads to reduced or complete lack of processing of 
environmental stimuli. Ultimately this leads to a stage of “brain-dead” or mental shut down. If 
caretakers and family alike, don’t apply techniques, methods or assistive tools to overcome this on 
an individual level, PwD will become more difficult to handle  within the care-home setting 
and family will feel lost in their efforts to remain in  contact with their loved ones. Quality of 
Life will suffer substantially in such an environment. The goal of care-homes ought to be “To improve 
the lives of inhabitants for the remaining days, not to stretch the days of the remaining lives.” 

8. Attachments: include pictures, video links 
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 Links to CRDL-Videos: 
 
 

https://vimeo.com/139836604 -Short introduction to CRDL and background information (English) 
https://vimeo.com/274761713  -12 minutes doc. about use and effect of CRDL -English subtitles 
https://vimeo.com/260543560 -30 seconds intro about use and effect of CRDL -English subtitles 
https://vimeo.com/437856186  -Mentally limited child in care centre playing with CRDL 
https://vimeo.com/317249302  -Video by Alzheimer Europe showing CRDL; part of congress 
theme 
https://vimeo.com/357835986  -Compilation of 3 minutes of different CRDL interactions -no 
      translation 
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9.5 Good practices – Mapping Dutch Elderly Care – Vitality and Ageing 

 
1. Title of good practice 

International master’s programme ‘Vitality and Ageing’ 

2. Name of company/organization 
Leiden University Medical Center (LUMC) 
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3. Which challenges does it solve? max 100 words 

The report ‘China’s Evolving Senior Care Sector’, by Asia Pacific Foundation of Canada, emphasizes the 
increasing number of Chinese inhabitants over 60. The Chinese government is actively involved in changing 
the healthcare landscape to adhere to the consequences of their graying society. This will raise the need for 
interdisciplinary professionals that are equipped with dedicated knowledge and skills. This will provide 
opportunities for international knowledge institutes to contribute.  

The LUMC’s internationally oriented master’s program equips students with the knowledge and academic 
skills that enable them to enhance the lives of senior citizens. By combining knowledge about vitality and 
ageing of the biological perspective, the individual perspective and the societal perspective, they are dedicated 
to play a key role in improving the future of ageing societies and lives of older people.  

4. How does it work? max 200 words 
The master Vitality and Ageing is a one year program characterized by three major values: 

Interdisciplinary 

 The master is designed for students from various health related bachelors. Visit the entry 
requirements page to see the diverse admissible bachelor backgrounds. 

 The courses are thematized in various perspectives regarding the unprecedented growth of senior 
citizens (biological, individual and societal). 

 The master’s coordinators and teachers are from the faculties of Medicine, Social Sciences, and 
Governance and Global Affairs (The Hague). 
 

Internationally 

 English spoken master 
 International study contents and materials (lectures, research designs, papers etc.) 
 International students 
 Dutch students are motivated to study abroad 

 
Intergenerational 

 Older adults are part of the program of Vitality and Ageing in numerous ways: 
o Participation as an advisory board: Older adults advise the master’s staff about the 

program’s content. 
o Teaching and practicing: Older adults are invited to give lectures and participate in the 

curriculum. 
o Co-creation: Older adults collaborate with students on their innovation projects. 

 
5. Requirements for successful implementation? max 100 words 
 Chinese professionals and students could study this programme in two ways.  

o Fulltime: the student will have a one-year programme. Preferably, the fulltime students 
come to Leiden for this study.  

o Flexible: students will follow the programme over a period of two years. They can come to 
Leiden, but it is possible to follow part of the programme online from China.  

 Also Chinese students have to fulfil the criteria for admission as pointed out on the website, 
including specific requirements for English.  

 Enrollment in a PhD project might be a viable follow-up for instance. 
 

6. Quote of end-user (Testimonial) max 100 words 
 Being halfway this master Vitality and Ageing, I find this MSc programme REALLY fascinating and I 

am thoroughly enjoying to learn and train this interesting content! (Female student, 36)   
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 After this master, I want to start my own company in which dementia-patients can live and work at 
a farm. My ultimate dream is that tailormade care will make it possible that my older clients live 
their own, happy, lives. (Female alumni, 22) 

 With my new knowledge and skills, I prefer a societal career in which I can contribute to the ageing 
society, for example at the Dutch ministry (Male alumnus, 26)  
 

7. Why is this solution relevant for China? max 100 words 
As mentioned in the third question, China is facing challenges when it comes to its increasingly older 
population. The earlier mentioned report states: “Even though China’s aging population is rapidly growing, 
the services available to support this demographic group are deficient. In addition, current senior care 
workers often lack formal qualifications. There is also a shortage in senior care facilities.” The students 
graduating from the master’s program Vitality and Ageing are specialized in elderly care across multiple 
domains. This knowledge is currently lacking in China and might prove beneficial to their needs for qualified 
care workers and setting up appropriate facilities.  

8. Attachments: include pictures, video links 
https://www.universiteitleiden.nl/en/education/study-programmes/master/vitality-and-ageing 

https://www.youtube.com/watch?v=CvFusE4Y91w&feature=emb_logo 

9.6 Good practices – Mapping Dutch Elderly Care – Tailor-made training 
courses of Nursing & Rehabilitation for Dementia Elderly 

 
1. Title of good practice 

Tailor-made training courses of Nursing & Rehabilitation for Dementia Elderly 
 

2. Name of company/organization 
Avans+ 
 

3. Which challenges does it solve? max 100 words 
The ageing society is the big challenge in China so as any other countries.  How to construct a system 
within a community to face the pressure. Beijing Haidian is one of the piloting districts in China.  There 
were 2 groups coming to the Netherlands for 2-week training course of Dutch elderly care system in 
2018 and 3-week training course of Casemanager for dementia in 2019.   
 

4. How does it work? max 200 words 
For three years, Beijing Haidian district has sent two groups of hospital directors and community 
health service system decision makers to learn the system, operation, quality control, performance 
indication, and more specifically focusing on casemanager system for dementia care, and etc. 
Planned training in the Netherlands was suspended due to Covid-19, but an online webinar with the 
subject of “Dementia Care in Community” was successfully held by Citta Consulting as our partner at 
the end of 2020. 
 

5. Requirements for successful implementation? max 100 words 
Clear understanding of latest development in elderly care industry, working with highly trained and 
experienced experts in different professionals, efficient program design to fit perfectly of clients’ 
requirement 
 

6. Quote of end-user (Testimonial) max 100 words 
“It was an eye-opening training with Avans+, we were offered by up-to-date development in 
organizing elderly care in different levels.  We got the chance to see the actual practice in elderly care 
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in the Netherlands.  This is a training program we will keep join in the future.” – Beijing Haidian District 
Health Care Commision, China 
 

7. Why is this solution relevant for China? max 100 words 
There have been dozens of training projects tailor-made for Chinese participants from government 
officers who were interested in elderly health care system and operation, managers in various types 
of elderly care facilities, professionals in elderly care industry seeking for improving skills, and etc.  
The professional training with Chinese partners is we have done for more than 10 years. 
 

8. Attachments: include pictures, video links 
https://drive.google.com/file/d/1V_hx2BWNndYyN-NdLpxftfW-9th3xU-g/view?usp=sharing 
 

9.7 Good practices – Mapping Dutch Elderly Care – Smart personal 
medication card 

 
1. Title of good practice 
Giving Elderly more confidence and independency by using the smart Personal Medication Card: 
Monitoring Adherence from a Distance. 

2. Name of company/organization 
Global Factories BV, The Netherlands 

 
3. Which challenges does it solve? max 100 words 
Elderly receive from their pharmacy multiple medications and vitamins for their therapy in a bag full of 
original boxes to take home. Once the elderly are at home they discover it is a complicated. Questions 
arise like: “Which medication when to take?, “Did I already take this medicine and or vitamin this morning? 
People start to forget to take their medication resulting in a decrease of their health condition and 
possible (re-) hospitalization. Also, family members wonder if their parents took their medication on time 
especially in Corona times. 

4. How does it work? max 200 words 
The Personal Medication Card is a perfect way to simplify the intake process of medicines and vitamins 
increasing the adherence and lowering the healthcare costs. The PM Card is using separate cups 
containing the medicines and vitamins for each intake moment. The PM Meds-alert card makes it possible 
to monitor the adherence from a distance while the card itself is easy to take along. The card is connected 
to a tag with SIM card. The tag shows a number of corresponding cup that needs to be opened and the 
tag makes a sound at the timing of intake.  A message will be sent to family members, neighbours or care 
centre up to 5 contacts. You can choose the message when the meds are taken correctly, too many cups 
are opened, the wrong cup or too late. Very convenient for caretakers and family. Both the PM Card and 
PM Meds-Alert Smart Card are making use of colours, visuals and explanatory texts making the PM card 
the most effective personalized medicine intake tool for elderly. 

5. Requirements for successful implementation? max 100 words 
The Cards are filled and checked automatically on a large scale with the VBM Blister Packing machine. 
All Medicines are photographed and checked using Intelligent Software. The machine also generates 
valuable data on medicine use and safety features with the highest standards. 
For a successful implementation of the cards and machine a distributor  
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6. Quote of end-user (Testimonial) max 100 words 

 
7. Why is this solution relevant for China? max 100 words 
Children in China are moving to the cities leaving their parents behind in the villages. This makes it difficult 
to monitor if their parents are taking their meds correctly and timely. The Meds-Alert card gives the elderly 
more confident and independency and at the same time is the information via the app giving comfort to 
their children since they now can keep an eye on the adherence. Also in Corona time the Meds-Alert card 
provides an innovative solution to monitor the adherence from a distance, no need to meet in person. 

 
8. Attachments: include pictures, video links 

Company Introduction with Chinese subtitles: https://youtu.be/MOewkqYS6dc 

https://globalfactories.com/solutions/meds-alert/ 
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9.8 Good practices – Mapping Dutch Elderly Care – regional integrated 
elderly care policies for healthy ageing 

 
1. Title of good practice  

Regional integrated elderly care policies for healthy ageing 
 

2. Name of company/organization  
University Medical Center Groningen (UMCG) 
 

3. Which challenges does it solve?  
Our population is ageing, with average life expectancy of the population increasing by 2 years every 
10 to 15 years. The added lifeyears however are, on average, not spent in health but increasingly 
with multiple chronic diseases. Whereas western medicine is more and more effective in treating 
specific disease or targeting specific organs, it is a specific challenge to treat those patients that 
have multiple chronic diseases in order to maintain quality of life. The Dutch system of integrated 
elderly care is an effective policy tool to face this challenge. 
 

4. How does it work?  
Building an integrated care system requires multi-disciplinary staff with targeted education and 
training, embedded within the built environment suited for older people, integration of ‘smart’ 
monitoring and signaling systems, and science based policies for management and integration.  
 
The Northern Netherlands is an innovation and test-bed region in the Netherlands, where there is 
excellent collaboration within the quadruple helix of government, science, businesses and citizens. 
The region is a highest ranked EU reference region for active and healthy ageing with a “Certificate 
of excellence” in recognition of their outstanding work in driving regional innovation in active and 
healthy ageing, improving the quality of life of the ageing population, making health and social care 
delivery more sustainable and stimulating economic growth and competitiveness. 
 
In our region we have set-up several locations of interest:  

 Integrated primary healthcare centers  
 Integrated elderly care homes/ nursing homes where a multidisciplinary team of physicians, 

psychologists, physiotherapist and nurses provide specialized care with a focus on maintaining 
quality of life, preserving dignity and preventing hospital admissions is given for older people with 
dementia and other diseases.  

 Integrated and personalized rehabilitation care pathways (already part of an ongoing collaboration 
in Tianjin, focused on cardiac diseases) 
 

5. Requirements for successful implementation?  
Integration of the model into the existing healthcare organization requires a tailored Chinese 
approach and integration and educational programs. The implementation should be showcased in 
an area first and could provide a model that can then be implemented in other cities or nationwide. 
UMCG has existing collaborations with several universities in China. In particular there are 
connections with the City of Tianjin and universities there. 
 

6. Why is this solution relevant for China?  
Managing an ageing multi morbid population is a shared challenge between the Netherlands and 
China. The Dutch healthcare system has been ranked best in Europe many times and is among the 
best in the world. The system relies more on formal care infrastructure and less on informal care 
responsibilities. This model can be integrated into the evolving and urbanized Chinese society.  
 

7. Attachments: include pictures, video links 
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9.9 Good practices – Mapping Dutch Elderly Care – geriatric rehabilitation 

 
1. Title of good practice 

Geriatric Rehabilitation  
 

2. Name of company/organization 
Enraf-Nonius BV 
 

3. Which challenges does it solve? max 100 words 
Stroke, heart failure, COPD, hip fracture, other trauma, amputation, musculoskeletal and 
neurological conditions such as MS and Parkinson as well as oncological conditions are often found 
among elderly. To control the effect of these problems and to improve the quality of life significantly, 
geriatric rehabilitation is effective. Unfortunately, for many elderly patients in China this medical 
treatment is not available. These patients are often bound to stay at home, depending on 
overburdened children but too often in social isolation without any support available if children are 
living far away. These negative effects can be avoided by geriatric rehabilitation. 
 

4. How does it work? max 200 words 
Geriatric rehabilitation has three components. The first one is passive rehabilitation: physical 
treatment f.i. by application of shockwave therapy to improve the musculoskeletal apparatus. The 
second one is active rehabilitation with a range of equipment to improve medical fitness. The devices 
and equipment for both passive and active rehabilitation have built-in protocols. These protocols are 
evidence based, following the latest results of scientific research. The third component of geriatric 
rehabilitation is training in self-management focused on activities of daily life (ADL) and social 
participation. For each patient a tailor-made treatment program will be made according to the 
specific physical and social conditions. Geriatric rehabilitation can be offered in inpatient as well as 
outpatient settings. A combination of therapy, starting with inpatient, followed by outpatient 
treatment and even training at home gives the best results.      
 

5. Requirements for successful implementation? max 100 words 
For a complete geriatric rehabilitation facility, without patient rooms, a minimum of 400 m² is 
required. More is better, but if the numbers of patients and target groups are smaller, less is also 
possible. Besides equipment and devices, instruction to use and training to embed it in modern 
geriatric rehabilitation is a second requirement. Dutch doctors, therapists and nurses can come to 
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China for an adequate training on the job. A study visit to the Netherlands, including an intensive 
training of key staff, is recommended.      
 

6. Quote of end-user (Testimonial) max 100 words 
“I really recommend Enraf-Nonius. It is the combination of advanced equipment, adequate instruction to 
use it and extensive training in China as well as the Netherlands to embed it in modern geriatric 
rehabilitation that makes our decision to go for Enraf-Nonius a big success. I myself learned a lot in my 
one-year traineeship in the Netherlands.” 
GONG Jianqiu,  
Rehabilitation Physician, Head Department of Rehabilitation, Shaoxing Peoples Hospital  
 
“Since the equipment of Enraf-Nonius is installed in our department and our training in China and the 
Netherlands was completed, the number of patients, including many elderly, increased significantly. Today 
all medical specialists in our hospital are well aware of the benefits of our expertise for elderly patients 
dealing with long lasting effect of their medical problems.” 
SHEN Mei,  
Chief Rehabilitation Physician, Zhongshan Affiliated Hospital of Dalian University  
 

7. Why is this solution relevant for China? max 100 words 
Rehabilitation in China is booming since the publication of Guidelines for Rehabilitation Departments 
in Level 3 and Level 2 Hospitals in 2011, developed with support of Dutch experts. However, geriatric 
rehabilitation is still in its infancy. China’s elderly care policy is aimed at bridging the gap between 
medical care and social care for the aged population. Geriatric rehabilitation is a key specialty to 
realize a chain of facilities for elderly care. Hospitals are important for acute rehabilitation, but for 
post-acute and chronic rehabilitation treatment facilities at the level of communities are extremely 
beneficial in realizing China’s goals in elderly care.       

 

9.10 Good practices – Mapping Dutch Elderly Care – Living with dementia 
in freedom 

1. Title of good practice  
Living with dementia in freedom: dignified care and (semi)independent living with advanced 
dementia 
 

2. Name of company/organization 
tanteLouise 
 

3. Which challenges does it solve? max 100 words 
People with dementia are usually confined to staying indoors and stop taking risks in order to keep 
them safe. They are constantly corrected by (informal) caregivers, rising the levels of frustration and 
agitation. Usually ending in administering medication to prevent agressive behavior of the person 
with dementia. This on itself again enhances the cycle of becoming more immobile. The result of 
this chain of events is that the development of dementia progresses faster. Our dream was to give 
back vitality, a meaningful life and significantly diminished frustration. Based on practical 
experience and scientific research (prevention of dementia, cognitive reserve) we are able to slow 
down the further detoriation of the cognitive abilities, improve general wellbeing, self-awareness 
and self-esteem and improve physical mobility. Realizing dignified care and (semi)independent 
living for people with dementia, even at an advanced stage of the disease. And realizing a hands-on 
program for significantly slowing down the development of dementia after diagnosis and/or MCI 
(Mild Cognitive Impairment) stage. The aim is to extend the program to the biggest challenge of all: 
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preventing the onset of dementia symptoms despite the physical precondition. Contributing to a 
better future for the ageing population, to lighten the rapidly increasing burden on informal care-
givers and providing dignified and effective care for those in need. 
 

4. How does it work? max 200 words 
With the therapeutic program of living with dementia in freedom, that was developed by tanteLouise 
7 years ago, a much better quality of life for people with dementia, even at an advanced stage of the 
disease, is realised.  The active-ageing stimulus program results in significantly improved mobility, a 
reduction of 90% psychofarmaca usage and a much higher functional level - both physical and 
cognitive– for patients. Therefore, ensuring their prolonged ability to live as independently as 
possible. 
Supporting this is a continuum of integrated care that is put in place to be able to prevent crisis and 
provide emergency access to elderly care specialists. Preventing adverse hospital admittance and 
supporting the system of primary care doctors.  
The program can be implemented in both the institutional environment or in a combination of 
specialized, intensive daycare and living at home. 
 

5. Requirements for successful implementation? max 100 words 
Both project leaders and care staff of almost all participating organizations indicated that they have 
been greatly inspired and helped with the support provided by the specialized team and the overall 
programme. These positive experiences were mainly fed by the low-threshold contact visiting the 
facilities of tanteLouise, consultation during the implementation phase and interactions with the 
researchers. 
 

6. Quote of end-user (Testimonial) max 100 words 
“I didn’t believe that the patients enrolled at tanteLouise had the same stage of dementia, until I actually 
saw what the program achieved.” 
 

7. Why is this solution relevant for China? max 100 words 
Living with dementia in freedom is relevant to China because China faces the same challenges in 
respect to elderly/dementia care as The Netherlands. The program is widely appreciated, both 
nationally and internationally, and was brought to China as best example of Dutch Dementia Care by 
the minister of Health Mr. Hugo de Jonge in may 2021 upon his visit to China.  
 
See for more information: 
www.tantelouise.nl 
Link to BBC documentary (audio in English) 
https://www.bbc.co.uk/sounds/play/w3csy58s 
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Our dream: 

Giving back vitality, a meaningful life and 
significantly diminished frustration.


