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General introduction

Medical care for older persons is changing. (1,2) This is partly a consequence of the
challenges presented by changes in demography and society, which became apparent
during the 20th century and are expected to continue. (3,4) These challenges apply at
both a policy level and at the level of healthcare provision. Due to the increasing number
and proportion of older persons, the challenges related to policy are mainly concerned
with capacity and finance. (5) The challenges for the actual provision of health care is
also related to capacity. In addition, this implies changes for daily practice, such as an
increasing number of treatable chronic diseases within the same individual. There is also
a shift to more attention for quality of life and comfort in the aging population; this
is the ultimate goal and encompasses more than merely the absence of disease. (6,7)
These changes have led to new care models and paradigm shifts which come together
in the concept of ‘person-centered, integrated care’. (8) This implies that new forms of
cooperation are required within and between the medical and welfare domains, and
between the professional and informal caregivers. (9)

In the Netherlands, the combination of policy and the wish of older persons to grow
old in the community means that it is particularly in primary care that the challenges
of an aging society are met. Traditionally the general practitioner (GP) was the sole
coordinator of primary health care, as well as the gatekeeper for secondary health care.
Nowadays, since the GP is no longer the only player in the provision of person-centered
integrated care in the community, meeting the present challenges is now considered a
team effort.

The case of Mr and Mrs P. (described below) illustrates the double meaning of chang-
ing care, in that it is not only the situation which has changed but that there is also an
active process of changing care for the better, i.e. a continual progress. This is called

innovation.
Changing care

it 1 Carein 1986
Mr and Mrs P. are a couple in their eighties, living in a village in the

western part of the Netherlands. Mr P. (a retired accountant) suffers
from diabetes and general vascular problems whereas Mrs P. is rela-
tively fit physically but suffers from early symptoms of dementia. They
live contentedly in the house where they raised their two children, happy with each
other and the daily routine of their modest lifestyle. A domestic help (a lady who is not
much younger than the couple) comes to clean the house, and help with the shopping
and preparation of meals. Their children are well educated, have their own families and
demanding careers, and live in different parts of the Netherlands. For Mr and Mrs P, their
only activities outside the house are a weekly visit to the church and to the bridge club
in the local community center. Although this routine has been followed for many years,
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it was recently disrupted because Mr. P had to undergo amputation of an ischemic toe.
He was admitted to hospital for a few days and then discharged home, but unable to
move from his chair without help.

The village has three general practitioners (GPs) and Mr and Mrs P. have been patients
of one of these GPs since he started his practice many years ago. Mr P. had been dis-
charged on a Friday and, when the GP made a home visit on the following Monday, he
encountered a distraught and squabbling couple. Due to the increased demands on
Mrs P. it became apparent that her dementia had deteriorated to such an extent that
she could no longer function adequately in the household. For example, yesterday she
had put the kettle on to make tea but had become distracted and had left the gas burn-
ing. The GP has now planned a visit to coincide with a visit from the community nurse
who has come to attend to the husband’s foot wound. Their daughter is also present.
Problems and practical solutions are discussed while sitting at the kitchen table, and
actions are planned and allocated.

Carein 2017

Before Mr P's discharge, a social worker employed by the hospital
contacts the village's GP medical center as well as a community social
worker who is part of a social care team (sociale wijk team), to initiate

the necessary home care. Wound care is initiated via a home nursing
organization which is related to the same organization that the hospital belongs to. In
the GP medical center, one of the five GPs has a discussion with the practice nurse who
runs the diabetes and cardiovascular program, and also with the practice nurse who
runs the geriatric care program. Since the diabetes/cardiovascular nurse only knows Mr
P. from his visits to the practice for the respective prevention programs and the geriatric
nurse has visited the couple at home in the past, and also because Mrs. P. has been
diagnosed with dementia, it is decided that the geriatric nurse will follow-up the case.
She plans a home visit to make an inventory of the care needs situation and to coordi-
nate activities. She contacts the council social worker who has also visited the couple
and plans a Skype conversation with the daughter. A care plan is made and discussed
with the elderly care physician who regularly advises the GPs. It is decided to involve a
dementia case manager, domestic care, ‘meals on wheels, and to initiate an account in
the digital case documentation & communication module. The couple has signed forms
permitting their children, and all the caregivers involved, to use the module. The option
of admitting one or both of the older persons to a nursing home is discussed; however,
because it is not yet considered necessary, the decision is deferred. A visit by one of the
GPs is planned to evaluate the situation with the couple.
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Changes in care

In the 1980s, it was expected and common practice that, as the needs of an older couple
or individual started presenting problems, the GP fulfilled a central role in organizing
appropriate care. Most likely there would be an exchange between the GP, the older
person(s) and their children and/or their neighbors, after which decisions would be
made as to how best to solve the problems. Solutions could consist of practical actions,
like arranging a lift with someone from the social club, cooking on electricity instead of
gas, or regular visits to the grocery store with a volunteer, and having some shopping
delivered at home. Financial actions might also be necessary, such as asking a local civil
servant to help fill in forms and tax returns, or requesting a contribution from the church
funds towards taxi costs. Medical actions could include starting or stopping therapies,
possibly involving other (usually local) (para)medical professionals. Over time, the
conclusion might be reached that procedures should be set in motion to obtain a place
in the local residential care home. This was not a ‘doom scenario’ since it was often the
location for many social activities, and both residents and staff knew each other and
(some) were, literally, family. Medical caregivers, including the GP, continued seamlessly
in the new setting. Satisfaction with the GP’s contribution was sometimes expressed in
the form of a chocolate letter at St Nicholas, or a bottle of wine at Christmas but, most
often, in the form of the continuing relationship and process of tackling new questions
together as they arose.

In 2018 the GP still plays a role in coordinating the medical care for older persons
living in the community, but the care has become less exclusive. While the practical
problems and solutions may not have changed greatly, the organization has. Many other
professionals are included and the role of the informal caregivers has become formal-
ized. The changed healthcare organization concept has been captured in the phrase
‘person-centered, integrated care’ and a paradigm shift has occurred from ‘reacting as
required’to ‘proactive anticipation’ (10,11)

As an overall measure for the succes of the provided care, the concept ‘value’ has now
become widely used. This combines the achieved outcomes of care and the costs of
doing so. (12) In person-centered integrated care, the new care organization term‘value’
therefore also includes the personal values of patients, since these partly determine
both the achieved outcomes and the costs. These personal values are more consistent
and have not changed substantially over time. For older persons, particularly qualita-
tive studies consistently show the same personal values being prioritized, albeit under
various names, e.g. social relations, functional ability and activities, security and health
status. (13,14,15,16) These personal values influence the perception of changes in care.

The personal values of the immediately involved caregivers are also relevant when
changing care. For example, GPs still define their role by the core values of being gener-
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alist, person-centered and offering continuity of care. (17, 18) The degree to which these
values remain intact influences their perceptions of changes.

The changes taking place in health care are partly a reaction to changes in society and
views on disease and disability. Major changes are that there are more older persons
who, while having a greater number of diagnosed and treatable chronic diseases, are
increasingly wealthier and better educated and expect to stay active longer. (6,7,8,19).
There is also a proportionately greater number of less-fortunate older persons with
functional restrictions and (complex) care needs. (4) Due to a shift from a welfare state
to a participation society and the accompanying changes in laws and regulations, many
of the Dutch older persons with complex care needs who were previously cared for in
sheltered residential facilities (care homes) are now living more or less independently in
the community. (20,21) In the community the older persons, and their professional and
informal caregivers, are confronted with the challenge of putting together an appropri-
ate package of medical, social and domestic care. In the Dutch context this has to be
performed within the framework of the three separate laws governing medical care and
costs (Health Care Act), social care and participation (Social Care Act) and long-term care
and disability (Long-Term Care Act). (22) The actual care is partly regulated at a national
and partly at a municipal level. It is delivered by organizations and autonomous profes-
sionals financed from a mix of public and private funds via the three above-mentioned
laws and out-of-pocket money from citizens. Informal caregivers are increasingly relied
on to fill the gaps (23). Professional care organization has become more complicated
through phenomena such as free market competition, task specialization, care central-
ization and interdisciplinary cooperation. (9,11,24,25) Combining these changes with
the necessity to find solutions for rising healthcare costs has inspired influential care
concepts such as’value-based healthcare’and triple aim’which, in turn, have introduced
new roles and procedures for policymakers, and care users and providers. (8,12,26,27)

Innovating care

As mentioned before, care change is partly driven by changes in society and context.
Therefore, a conscious effort must be made to ensure the incorporation of both the
individual and collective personal values of patients. Traditionally, at the individual level,
the actual care was based on the available resources and the one-to-one interaction
between physician and patient. Nowadays, the actual care is still partly determined by
the one-to-one interaction between the caregiver and patient as it was in the past. In-
creasingly, however, it is also determined by protocols and standards leading to a selec-
tion of predetermined interventions created under the influence of evidence and policy,
and delivered by multiple professionals. (28,29,30) The expression of the personal values
of the patient in the actual care received remains vulnerable, as it was before. (31,32)
Ensuring that ‘An individual’s specific health needs and desired health outcomes are the
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driving force behind all healthcare decisions and quality measurements’ is now called
‘patient-centered care’. (33,34) Patient-centeredness, formerly largely dependent on the
one-to-one relation between the patient and the caregiver (GP), is now also an organi-
zational entity in care innovation. To achieve and ensure this, we depend on instruments
such as shared decision-making at the individual level, and value determination at the
collective level. (32)

A still relatively underdeveloped approach is to involve patients directly in the care
innovation process, usually referred to as‘patient engagement’. (35) Experience and evi-
denceis being developed with patient engagement varying from an advisory function in
an organization through participation in decision-making. (36,37) This has the potential
of truly putting the patient at the center of care development and bypassing a number
of problems related to collecting and interpreting patient opinions and translating them
to care design. Thus, while there are changes in progress at the various levels ranging
from (inter) national policy, organization and financing and professional delivery, the
voice of the patient needs to be expressed and heard at all levels. A practical question is:
how can patient centeredness be incorporated into care improvement and innovation
with personal value?

Towards care with personal value

This thesis focuses on combining the process of innovating care practice and the values
of the older persons involved, by investigating patient satisfaction while innovating and
implementing integrated primary care. We propose a role for patient satisfaction of older
persons in the innovation and implementation of integrated care, thereby addressing
the question as to how patient satisfaction can help the innovation of strategies and
processes towards ‘care with personal value'.

Description of used concepts

Integrated care is of particular importance to older persons with complex health prob-
lems. Since integrated care is person/patient-centered and its design and implementa-
tion should represent personal value, patient satisfaction is a relevant instrument and
outcome. Since all these concepts are interrelated, these concepts are briefly described
below.

Integrated care

There is no single definition of ‘Integrated Care’. In her 2016 report for The King’s Fund
entitled ‘Supporting integration through new roles and working across boundaries;
Helen Gilburt refers to the definition used in a 2008 World Health Organization directive
(9,38) and this definition is still valid today. Therefore, the following working definition of
integrated care is proposed:‘The management and delivery of health services so that clients
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receive a continuum of preventive and curative services, according to their needs over time
and across different levels of the health system’. This directive indicates that integrated
care can mean different things to different people. For example: i) to the user, it can
mean that the care is seamless, smooth and easy to navigate; ii) to providers it implies
that separate services are provided, managed, financed and evaluated in relation to each
other; iii) for professionals, it means that different (health) professions or disciplines/
specialties work together to provide joined-up services; and iv) at the management and
policy level, it can mean that decisions on policies, financing, regulation and/or delivery
are appropriately compartmentalized.

This definition (as well as its practical interpretations) emphasizes that integration
of care must be based on the needs of the users. Perhaps the best expression of the
‘patient-centeredness’ of integrated care is offered by the title of the UK National Health
Service consultation document (2012) on this subject:'No decision about me without me’.
(39) Moreover, in his book on integrated care, Schrijvers goes further by adding to the
WHO definition the following phrase “..according to their needs, throughout their whole
life and in continuous discussion with the patients’. (10)

In their conceptual framework for integrative primary care Valentijn and colleagues
show the full range of elements of horizontal and vertical integration around the
person-centered focus. (11) The horizontal ranges from functional to normative while
the vertical ranges from clinical to system.

Both the WHO definition and the framework of Valentijn and colleagues accentuate
that the obligatory focus on the user/person optimally integrated care, involves many
levels and expressions and its development can therefore follow various routes.

Patient satisfaction

Patient satisfaction is defined as an evaluation by the patient based on the fulfilment of
expectations. (40,41) Satisfaction with the GP can be determined by asking the question
‘How satisfied are you with your GP?' The responses can be quantified by requesting a
score on a scale ranging from 0 to 10, or using a 5-point (Likert) scale ranging from very
satisfied to very dissatisfied (with three intermediate choices).

The concept ‘patient satisfaction’ can be further understood by its historical devel-
opment. In 1983 Gregory C. Pascoe wrote a review based on the literature on patient
satisfaction in primary health entitled ‘Evaluation and Program Planning’ He concluded
that, although relevant as a predictor and indicator of care outcomes, additional (espe-
cially longitudinal) research was required. (42) In particular, the small effect sizes in the
measurements of satisfaction were reported to be a problem.

In 1997, John Sitzia and Neil Wood published a review in Social Science & Medicine on
patient satisfaction entitled ‘Patient satisfaction: a review of issues and concepts’ They
concluded that, possibly due to pressure from the rising consumerism in Western medi-
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cal practice, more attention was paid to the measurement of satisfaction in management
and professional terms as an audit tool, than to understanding the underlying meaning.
(43) The authors suggested that more attention should be paid to dissatisfaction and
a narrative approach should be applied to care expectations, and warned healthcare
providers about a too optimistic interpretation of satisfaction responses.

Patient satisfaction with health care has an impact on patient outcomes, including
treatment adherence and health behavior. (44-46) It is also argued that only patients
themselves can evaluate the entire (especially chronic) care process and determine
whether (or not) it provides worthwhile outcomes. (47) However, because patient satis-
faction offers only a partial picture of care organization, it is not sufficient to use this as
a design indicator and evaluator of care improvement. For example, patient satisfaction
does not reflect the technical quality of care, but is strongly associated with the rat-
ings of communication. (48) Moreover, the personal characteristics of patients and care
providers (such as age and gender) also influence patient satisfaction. (49, 50)

A study published in 2010 in the British Medical Journal showed that 4.6% of the vari-
ance in the satisfaction rating of patients of their GPs was related to differences in the GP
practices. (51) This prompted the discussion in the editorial section under the heading:
‘Are measures of patient satisfaction hopelessly flawed?’ The general conclusion was
that this is not the case, but that the measures do need to be refined. (52)

Implementation

Implementation research is the study of methods to promote the systematic uptake of
proven clinical treatments, practices, and organizational and management interven-
tions into routine practice and, thereby, improve health (see homepage implementation
science url: https://implementationscience.biomedcentral.com/).

Despite broad agreement on the evidence for the ‘health improvement’ effect of an
intervention, in practice the required changes are not always made. This phenomenon
has been described and solutions have been suggested in ‘Crossing the quality Chasm’
by Plsek. (53) Implementation can be seen as the combination of strategies and inter-
ventions aimed at bridging this chasm.

Confusion about the terminology is often present in implementation literature, be-
cause the same term might be used for various concepts (homonyms), and differing
terms might be used to describe the same concept (synonyms). In this thesis, all the
terms used are in accordance with the rationale that care innovation entails designing
new care and promoting its uptake and dissemination in daily practice through a com-
bination of interventions and strategies. Care innovation can consist of redesigning and
adapting existing care, and the combined process of promoting uptake and dissemina-
tion can be called implementation. However, in practice, innovation and implementa-
tion are so closely related that they cannot be easily differentiated.
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Complex health problems

Anindividual can have multiple health problems and this situation is more likely to occur
in older persons. These problems can be categorized according to their consequences
in the four domains of i) somatic, ii) functional, iii) psychological and iv) social function-
ing. Complex health problems can be defined as the accumulation and interaction of
problems in multiple domains. In a research setting, as developed in the ISCOPE study,
an individual is considered to have ‘complex health problems’ when he/she reports (or
is found to have) problems in two or more of the four domains. In case of an increasing
number of domains, an interaction of problems has a more than linear association with
poor health and wellbeing outcomes, including increased use of care, and death. (54)

Aim and outline of this thesis

The overall aim of this thesis is to provide an evidence-based proposal for the incorpora-
tion of the opinions and values of older persons in the innovation of their GP care, by
investigating patient satisfaction as an influencing factor in the innovation and imple-
mentation of integrated care.

The background projects

This thesis is based on two large research projects (for one of which the author was
project leader), performed within the department of Public Health and Primary Care.
Both projects took place in and around the city of Leiden between 2009 and 2013 as part
of the National Program for Elderly Care.

The ISCOPE study

The overall aim of the Integrated Systematic Care for Older PErsons (ISCOPE) study was
to assess, in general practice, the efficacy of a simple monitoring system for determina-
tion of the individual level of complexity of health problems and the composition and
performance of a personalized care plan, as an operationalization of integrated care.
In this project (led by J.W. Blom), a postal screening questionnaire, aimed at finding
perceived problems in four domains (somatic, functional, psychological and social func-
tioning) was sent to all persons aged 75 years and older in 59 primary care practices.
(55) In 30 random intervention practices, the GPs and their practice nurses were trained
in providing person-centered integrated care. This entailed making and performing an
individual integrated care plan for a randomized selection of patients with perceived
health problems in 3 or 4 of the four domains. In the control practices, patients received
‘care as usual’ Participants in the intervention and control practices were visited by a
research nurse at baseline, and again one year later, to collect demographic and clinical
data as well as information on how they experienced the care.
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The MOVIT project

The Medischezorg Optimalisatie in Verzorgingshuizen Implementatie Traject (MOVIT)
project (Medical Care Optimalization in Care Homes Implementation project) was initi-
ated in the region South Holland-north with the aim of developing a strategy for the
implementation of improved integrated care for older persons throughout the entire
region. In this project (led by A.J. Poot), a total of 29 local teams of GPs, nursing staff,
pharmacists and elderly care physicians were formed, serving 33 of the 43 regional resi-
dential care homes. To improve care, these teams were individually coached and offered
regional training in moving towards optimal person-centered integrated care for their
residents. They prioritized and made improvements in inter-professional cooperation in
the daily delivery of integrated care. The implementation process was described and all
residents of the participating care homes were visited by a research nurse at the begin-
ning and after (at least) one year of implementation to collect demographic, clinical, and
care experience data.

Overview of this thesis

In this thesis, the first four studies contribute to the overall aim by providing evidence on
patient characteristics and values, and patient satisfaction; the fifth study contributes by
describing the position patient satisfaction can have within the real-life implementation
of integrated care for older persons in the community.

Chapter 2 presents an investigation of the relationship between satisfaction and pa-
tient characteristics in the ISCOPE study; this study focuses on the association between
the complexity of health problems and satisfaction. The aim is to better understand the
seemingly contradictory finding that emerged from earlier studies, i.e. that increasing
age is related to higher satisfaction while the age-related increase in morbidity is related
to lower satisfaction.

Chapter 3 further explores the relation between the complexity of health problems
and patient satisfaction, by examining changes in satisfaction levels during the imple-
mentation of integrated care in the ISCOPE study in relation to the perceived health
state of the older persons.

Chapter 4 investigates the role that the doctor-patient relationship, as perceived by
the older persons, plays in their level of satisfaction with the GP in the MOVIT study.

Chapter 5 examines the changes in perceptions of aspects of integrated care among
older persons and GPs during the implementation of integrated care in the MOVIT
project. Investigating these differences in parallel serves to highlight the differences in
values.

Chapter 6 describes how, retrospectively, using descriptive frameworks a matrix was
developed to capture the complex process of the pragmatic real-life implementation of
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the MOVIT project. On reflection, implementation of MOVIT reveals the role that patient
satisfaction could have played in this process.

Chapter 7 discusses the evidence provided by the studies in the previous chapters
concerning the role of patient satisfaction. The evidence that emerged is placed in
the context of the available literature. After reflecting on the experiences gained by
performing the MOVIT and ISCOPE projects, a proposal is formulated as to how patient
satisfaction can be used in the implementation of integrated care. Finally, a brief de-
scription is given of the studies and activities that are planned as a continuation of the
work presented in this thesis.



General introduction

REFERENCES

10.

11.

12.

13.

14.

15.

16.

17.

Reckrey JM, Soriano TA, Hernandez CR, DeCherrie LV, Chavez S, Zhang M, et al. The team approach
to home-based primary care: restructuring care to meet individual, program, and system needs. J
Am Geriatr Soc. 2015 Feb;63(2):358-64.

Callahan CM. Controversies Regarding Comprehensive Chronic Care: Coordinated Care: The Drug-
Free Wonder Drug. J Am Geriatr Soc. 2015;63(9):1938-40.

Christensen K, Doblhammer G, Rau R, Vaupel JW. Ageing populations: the challenges ahead. Lancet.
2009;374(9696):1196-208.

WHO Study on global AGEing and adult health (SAGE). World Health Organization [Internet] 2018.
Available from: http://www.who.int/healthinfo/sage/en/

Cuckler GA, Sisko AM, Poisal JA, Keehan SP, Smith SD, Madison AJ, et al. National Health Expenditure
Projections, 2017-26: Despite Uncertainty, Fundamentals Primarily Drive Spending Growth. Health
Aff (Millwood). 2018 Mar;37(3):482-492.

Berkelmans PG1, Berendsen AJ, Verhaak PF, van der Meer K. Characteristics of general practice care:

what do senior citizens value? A qualitative study. BMC Geriatr. 2010 Nov 2;10:80.

Huber M, Knottnerus JA, Green L, van der Horst H, Jadad AR, Kromhout D, et al. How should we
define health? BMJ. 2011 Jul 26;343:d4163.

Oliver D, Foot C, Humpbhries R. Making our health and care system:s fit for an ageing population. The
King's Fund [Internet]. 2014. Available from: http://www.kingsfund.org.uk/publications/making-

our-health-and-care-systems-fit-ageing-population.

Gilburt H. Supporting integration through new roles and working across boundaries. The King’s
Fund [Internet]. 2016. Available from: http://www.kingsfund.org.uk/sites/files/kf/field/field _publi-
cation_file/Supporting_integration_web.pdf.

Schrijvers G. Integrated Care - Better and Cheaper. Sutton, Surrey, UK: Reed Business Information;
2016.292 p.

Valentijn PP, Schepman SM, Opheij W, Bruijnzeels MA. Understanding integrated care: a compre-
hensive conceptual framework based on the integrative functions of primary care. Int J Integr Care.
2013 Mar 22;13:e010.

Porter ME, Pabo EA, Lee TH. Redesigning primary care: a strategic vision to improve value by orga-
nizing around patients’ needs. Health Aff (Millwood ). 2013;32(3):516-25.

Bastiaens H, Van RP, Pavlic DR, Raposo V, Baker R. Older people’s preferences for involvement in their
own care: a qualitative study in primary health care in 11 European countries. Patient Educ Couns.
2007;68(1):33-42.

al-Bashir MM, Armstrong D. Preferences of healthy and ill patients for style of general practitioner
care: implications for workload and financial incentives under the new contract. Br J Gen Pract.
1991;41(342):6-8.

Nelson KM, Helfrich C, Sun H, Hebert PL, Liu CF, Dolan E, et al. Implementation of the patient-
centered medical home in the Veterans Health Administration: associations with patient satisfac-
tion, quality of care, staff burnout, and hospital and emergency department use. JAMA Intern Med.
2014;174(8):1350-8.

Wilhelmson, K., Andersson, C., Waern, M., & Allebeck, P. (2005). Elderly people’s perspectives on
quality of life. Ageing & Society, 25(4), 585-600.

NHG-Standpunt Kernwaarden huisartsgeneeskunde: generalistisch, persoonsgericht en continu.
Vastgesteld in de Algemene Ledenvergadering van het NHG op 9 juni 2011, (2011).

19



Chapter 1

20.

21.

22.

23.

24,

25.

26.

27.
28.

29.
30.

31.

32.

33.

34,
35.

36.

37.

20

Moller H, Gildea C, Meechan D, Rubin G, Round T, Vedsted P. Use of the English urgent referral path-
way for suspected cancer and mortality in patients with cancer: cohort study. Bmj. 2015;351:h5102.
Een breed gedragen toekomstvisie en veranderagenda voor wonen welzijn en zorg voor ouderen
in een kwetsbare positie. Beter Oud [Internet] Available from: http://www.beteroud.nl/docs/beter-
oud/over-ons/Toekomstvisie-wonen-welzijn-zorg-ouderen.pdf

Social state of the Netherlands. The Netherlands Institute for Social Research [Internet]. 2017.
Available from: https://www.scp.nl/english/Publications/Summaries_by_year/Summaries_2017/
Social_state_of_the_Netherlands

Older persons in nursing and care homes. The Netherlands Institute for Social Research [Internet].
2017. Available from: https://www.scp.nl/english/Publications/Summaries_by_year/Summa-
ries_2017/0Older_persons_in_nursing_and_care_homes

Healthcare in the Netherlands. Ministry of Health Welfare and Sports [Internet] 2016. Available
from: https://investinholland.com/nfia_media/2015/05/healthcare-in-the-netherlands.pdf

There for each other? The Netherlands Institute for Social Research [Internet]. 2017. Available from:
https://www.scp.nl/english/Publications/Summaries_by_year/Summaries_2017/There_for_each_
other

Greaves F, Pappas Y, Bardsley M, Harris M, Curry N, Holder H, et al. Evaluation of complex integrated
care programmes: the approach in North West London. Int J Integr Care. 2013;13:e006.

Harris M, Greaves F, Patterson S, Jones J, Pappas Y, Majeed A, et al. The North West London Inte-
grated Care Pilot: innovative strategies to improve care coordination for older adults and people
with diabetes. J Ambul Care Manage. 2012;35(3):216-25.

Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost. Health affairs (Project
Hope). 2008;27(3):759-69.

Wise J. Services for older people need major change, says report. BMJ. 2014;348:91994.

Epstein RS, Sherwood LM. From outcomes research to disease management: a guide for the per-
plexed. Annals of internal medicine. 1996;124(9):832-7.

Managing in an age of modularity. Baldwin CY, Clark KB. Harv Bus Rev. 1997 Sep-Oct;75(5):84-93
Improving long-term care provision: towards demand-based care by means of modularity. de Blok
C, Luijkx K, Meijboom B, Schols J. BMC Health Serv Res. 2010 Sep 21;10:278.

Effect of patient-centred bedside rounds on hospitalised patients’ decision control, activation and
satisfaction with care. O’Leary KJ, Killarney A, Hansen LO, Jones S, Malladi M, Marks K et al. BMJ Qual
Saf. 2016 Dec;25(12):921-928.

Older patients and their GPs: shared decision making in enhancing trust. Butterworth JE, Campbell
JL. BrJ Gen Pract. 2014 Nov;64(628):e709-18.

What is Patient-Centered Care? NEJM Catalyst [Internet] 2018. Available at: https://catalyst.nejm.
org/what-is-patient-centered-care/

Sands KE. Patient-centred care: confessions of a pragmatist. BMJ Qual Saf. 2016.

Sharma AE, Grumbach K. Engaging patients in primary care practice transformation: theory, evi-
dence and practice. Family practice. 2017;34(3):262-7.

Mockford C, Staniszewska S, Griffiths F, Herron-Marx S. The impact of patient and public involve-
ment on UK NHS health care: a systematic review. International journal for quality in health care :
journal of the International Society for Quality in Health Care. 2012;24(1):28-38.

Suzanne Parsons AW, Peter Cross, Don Redding. The quality of patient engagement and involve-
ment in primary care2010. Available from: https://www.kingsfund.org.uk/sites/default/files/field/
field_document/patient-engagement-involvement-gp-inquiry-research-paper-mar11.pdf.



General introduction

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.
53.

54.

55.

Waddington C, Egger D. Integrated Health Services - What and why? WHO [Internet]. 2008. Available
from: http://www.who.int/healthsystems/technical brief final.pdf.

UK Doh. Liberating the NHS:No decision about me, without me 2014 [updated 2014. Available
from:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216980/

Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf.
Williams B. Patient satisfaction: a valid concept? Soc Sci Med. 1994;38(4):509-16.
Wright OR, Connelly LB, Capra S, Hendrikz J. Determinants of foodservice satisfaction for patients

in geriatrics/rehabilitation and residents in residential aged care. Health expectations : an interna-
tional journal of public participation in health care and health policy. 2013;16(3):251-65.

Pascoe GC. Patient satisfaction in primary health care: a literature review and analysis. Eval Program
Plann. 1983;6(3-4):185-210.

Sitzia J, Wood N. Patient satisfaction: a review of issues and concepts. Soc Sci Med. 1997;45(12):1829-
43.

Coulter A, Collins A. Making shared decission-making a reality. No decision about me, without
me. The King’s Fund [Internet]. 2016. Available from: http://www.kingsfund.org.uk/sites/files/kf/
Making-shared-decision-making-a-reality-paper-Angela-Coulter-Alf-Collins-July-2011_0.pdf.

Collins K, O’Cathain A.The continuum of patient satisfaction--from satisfied to very satisfied. Soc Sci
Med. 2003;57(12):2465-70.

C H, N W. Making integrated care happen at scale and pace: lessons from experience. London:
The King's Fund 2013 [updated 2013. Available from: http://www.kingsfund.org.uk/publications/
making-integrated-care-happen-scale-and-pace.

Jaques H. Putting patients at the heart of quality. BMJ. 2012;344:e3164.

Chang JT, Hays RD, Shekelle PG, MacLean CH, Solomon DH, Reuben DB, et al. Patients’ global rat-
ings of their health care are not associated with the technical quality of their care. Ann Intern Med.
2006;144(9):665-72.

Heje HN, Vedsted P, Sokolowski I, Olesen F. Patient characteristics associated with differences in

patients’ evaluation of their general practitioner. BMC Health Serv Res. 2008;8:178.

Hall JA, Dornan MC. Patient sociodemographic characteristics as predictors of satisfaction with
medical care: a meta-analysis. Soc Sci Med. 1990;30(7):811-8.

Salisbury C, Wallace M, Montgomery AA. Patients’ experience and satisfaction in primary care:
secondary analysis using multilevel modelling. BMJ. 2010;341:¢5004.

Haggerty JL. Are measures of patient satisfaction hopelessly flawed? BMJ. 2010;341:c4783.

P P. Crossing the quality chasm: a new health system for the 21st century. Redesigning health care
with insights from the science of complex adaptive systems: Institute of Medicine; 2001.

van Houwelingen AH, den Elzen WP, le Cessie S, Blom JW, Gussekloo J. Consequences of interaction
of functional, somatic, mental and social problems in community-dwelling older people. PloS one.
2015;10(4):e0121013.

Blom J, den Elzen WP, van Houwelingen AH, Heijmans M, Stijnen T, Van den Hout W, et al. Effective-
ness and cost-effectiveness of a proactive, goal-oriented, integrated care model in general practice
for older people. A cluster randomised controlled trial: Integrated Systematic Care for older People-
the ISCOPE study. Age Ageing. 2016;45(1):30-41.

21



