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Infroduction

The People’sRepublic of China —with one-fifth of the world population- has
seen majorand rapid changesduring the last generation. The changeswill
be equally consderable, if not more so, forthe yearsto come.

One generation ago the Cultural Revolution swept through China. Currently,
strong economic growth issustained for more than ten years, the country
recently extended compulsory education to a nine-year period, special funds
are being made available to promote the ownership of one’sown house
among ordinary people, and gradually unemployment provisonsand
benefits, previoudy available only in urban areas, start to be provided in rural
areasaswell. Opening to the west and reforms, from a planned economy to
a market economy and increased mobility of people are otherchangesin
China.

Ageing isa worldwide phenomenon and also affectsChina. It createsmany
challengesforall societiesand countries. How to maintain or develop a
meaningfulrole forelderly people in society, how to organise care and how
to sustain financially a growing proportion of inactive elderly people in society
are questionsto which answersare looked for globally. In recent years, China
hasgiven particular attention to thisand started to look forexperiencesand
policiesin other countries.

Smultaneoudy, the development of Primary Health Care isa topic of
importance in China. ltshogpital oriented Health Care sysstem istop heavy,
expensve and doesnot sufficiently addressthe health concernsof the
population. A new system needsto be built. While initiating health reforms, the
government of China decided to look acrossthe bordersand try to learn from
policiesand practiceselsewhere.

Initiated in 1996 during a visit to China by MrsErica Terpstra, then State
Secretary for Health, Welfare and Sportsin the Netherlands, contactsand
exchangesbetween Dutch and Chinese officialsand expertshave lead to a
Sno-Dutch programme on the topicsof Hderly Care and Primary Health
Care, concentrated on the citiesof Qingdao and Suzhou. Underthe umbrella
of an official Memorandum of Understanding between the two governments,
civiland health authorities, health planners, managersand health
professionalshave paid studyvisitsto each otherscountriesand
trainingcourseshave been given in the Netherlandsfor Chinese professonals.

Thisbook summarisesthe activities, rolesand contributionsof the different
Chinese and Dutch partnersduring the initial contactsand the more than
four-year programme: from 1999 well into 2003. It providesfor some insight in
the approach taken by the Chinese authoritiesforthe development of their
Health Care and Care systemsand highlightsthe resultsof these several years
of collaboration. It also givesinsght in how the cultural differencescould
enrich ratherthan hinderthe collaboration and how the learning processwas
both ways.



Thisbook isa testimony to solidarity and effective collaboration between two
countries. It providesfor a fine example of how problemsthat occurglobally
can be addressed locally.



Preface

When my predecessor Sate Secretary MrsEric Terpstra offered to her
counterpart of the Sate Development Planning Commisson MrsHao
Jiangxiu, in 1996, assstance to the reform of Health Care and Elderly Care in
China, she assumed that Dutch non-governmental organisationswould be
willing to help to implement the commitment taken by the Dutch
Government.

She hasnot been disappointment. On a voluntary basis, staffmembersof
several Dutch hogpitals, primary care and Hderly Care organisationsand
teaching institutionshave invested many hoursin sharing their knowledge with
their Chinese counterparts, both in the Netherlandsand in China.

Thisproject showsthat, in a period that the Dutch systemsof Care and Health
Care are confronted with budgetary and organisational constraintsand also
are involved in a reform process, they did not loose the vitality needed to
sustain a longerterm collaboration with Chinese partners.

The Chinese partnerseloguently describe in thisbook the resultsof the
collaboration and show that, acrosscultures, an exchange between
professionalsfrom countriesasfarapart asthe Netherlandsand China can
effectively contribute to the development of a new system of care and
healthcare.

Being personally familiar with China and the Chinese language and culture, |
appreciate the close relationship and confidence that developed between
personsand institutionsin both countries. Thisbook illustratesthat the transfer
of knowledge isnot one way traffic and that the benefitsof the project are
on the Dutch sde aswell, fore example through reflection and feedback on
our policiesand systems.

While the Ministry of Health, Welfare and Sortswasat the basisof the
collaboration, itisgood to read that the implementing Dutch and Chinese
partnerstake the initiative to consolidate and continue theirexchanges,
capitalisng on earlier investments.

I wish them a fruitful and effective collaboration.

Clémence Ross-van Dorp
Sate Secretary for Health, Welfare and Sports



China in brief

China’stotal population isapproximately 1.280 billion people.

The large majority of the population livesin the southern and eastern partsof
the country.

Especially the so-called southern rim, bordering the Chinese Sea, isa
prosperousarea with approximately 400 million people.

Sxty percent of China’spopulation livesin rural areas, where living standards
are much lowerthan in the urban areas. Although China’seconomic growth
isoverwhelming, with near-double digit figures, in some areas, especially rural,
growth isminimal oreven contraction istaking place. In these conditions,
migration from rural to urban areasisa natural phenomenon.

The administrative structure of China iscomplex, due to the geographical
and demographic variations. Bascally, there are 31 provinces, autonomous
regionsand municipalities, each with itsown government. There are 34 cities
with more than one milion inhabitantsand among them are Qingdao and
Suzhou.

Four municipalitiesreside directly underthe central government in Beijing:
Beijing, Shanghai, Tianjin and Chongqing. They all have more than 10 million
inhabitants.

Citiescan have urban and rural areas. The urban area issubdivided in
districts, which can have a population of several hundredsof thousands. A
district issubdivided in streets, which can have up to 20.000 population. In
rural areastownsand villagescan be found, whetherornot they belong to a
city.

In Qingdao and other cities, health centresare developed at street level.

The government

The Sate Development Planning Commisson (SDPC) co-ordinatesbudgeting
and targeting of the different National Ministriesin China. It hasdelegationsat
the level of the government of provinces, municipalitiesand cities. In the
current project, the SDPC isthe formal counterpart of the Ministry of Health,
Welfare and Sortsin the Netherlandswith which it hassgned a
Memorandum of Understanding.

The currency in China isthe Yuan, also called the Renminbi (RMB).

1RMB= €0, 12
1€= 85RMB



The Sino-Dutch programme, a general overview
Background

Fom the early ninetieson, the challengesto China in the field of Health Care
and Care forthe elderly became a topic on intense discusson. The Dutch
Sate Secretary of Health, Welfare and Sports, MrsErica Terpstra, visited China
in 1996. Among the topicsof discusson wasthe intention of the Chinese
authoritiesto develop Primary Health Care and Hderly Care and reform the
health system. It wasthought that the Dutch with their experience in these
issuescould delivera meaningful contribution to the Chinese plans. Therefor,
two Chinese delegationsvisted the Netherlandslaterin 1996, in order to build
up some understanding on the Dutch approach to Bderly and Primary Health
Care. Amongst others, they visited the nursng homesof Zorg Spectrum in
Nieuwegein.

These vidgtsled to the wish to maintain a longer-term collaboration between
the two countries. Early 1999 a Memorandum of Understanding (MoU) was
sgned between the Dutch Ministry of Health, Welfare and Sports (Ministry of
VWS) and the Chinese Sate Development Planning Committee (SDPC)
covering a three-year period, 1999 —2001. Later, it wasextended to include
2002. The MoU dtipulated the purpose of the collaboration: the exchange of
knowledge and experiences. The transfer of hardware orcapitalgoodswas
not going to be an important component of the collaboration. The citiesof
Qingdao and Suzhou were chosen to be the locationsforthe implementation
of the project, under supervison of the SDPC in Beijing.

Programming

At the request of the Ministry of VWS the International Centre of the
NetherlandsIngtitute for Care and Welfare takesupon itself the coordination.
It appointsa programmecoordinatorwho had been involved in the
development of Bderly Care in the Netherlandsand who had previous
international experience. The programmecoordinator makesan initial visit to
Suzhou and Qingdao of 6 weeksin spring 1999, in order to familiarise with the
counterpartsand to get a clearer picture of the stuation in both cities.
Through discussonswith policy makers, managerialand medical staff, a
picture concerning the present and the desred stuation startsto emerge. The
chapterson Qingdao and Suzhou provide for more detail on the situation
and intended developmentsin both cities. Allin all, it isevident that profound
reformsin several sectorsof society are taking place in China, and that Bderly
Care and Primary Health Care are among the reform priorities.

At that point in time, mid-1999, it isclear that the Chinese counterpartsare
looking for practicalexamplesof how Primary Health Care and Ederly Care
can be organised, and foran opportunity to train some of their policy makers



and implementing staff. Thisleadsto the idea to organise a group of Dutch
institutesand organisations, which can function asknowledge-providers.

So indeed, from mid-1999 on, a number of Dutch institutionsget involved in
the project: training-institutesand organisationsfor Health Care and Hderly
Care. Gradually, seven regular partnersemerge and the
programmecoordinatorinitiatesgroup meetings, which are held several times
overthe years. Chapter3 containsa description of each of the partners,
including the specific contribution to the programme.

Activities

There are severalcomponentsto the programme:

* Inorderto involve a large number of authoritiesand health staff, group
delegationsfrom Qingdao, Suzhou and Beijing pay viststo the
Netherlands, during the years1999 — 2002. The schedule invariably contains
brainstorm sessonsand viststo the Dutch partner organisationsand is,
each time, adjusted to the specific compostion and focusof each
delegation. When necessary, other ingtitutionsare involved aswell. The last
vigt in 2002, for example, includesa vist to the University of Professonal
Education in Amsterdam, hitherto not involved in the programme. During
the fouryears, 10 viststake place with an average of 10 Chinese vistors
each.

 Several Dutch partnersundertake individual viststo their Chinese
counterparts, from which longer-term bilateral collaboration originatesin
some cases.

In spring 2000, a team from the GDVYV visits Suzhou, aspart of the support
to the

uzhou Welfare House. In February 2001, the GDVVgroup organisesa small

symposium in Suzhou for staff of the Suzhou Welfare Home and for staff of
homes

forthe elderly in the city. A further GDVYV visit to Suzhou takesplace in

November
2002, on invitation of the Suzhou Welfare House. New plansforexchanges

are
made at that point in time.

In July 2000, a 2-person delegation of the HieronymusBosch Hospital (then:

Bosch
Medi Centrum) spendsseveraldaysin Qingdao. The Second People’s

Hospital is
interested to reflect on the necessary hospital changes, once Primary

Health Care will
develop.

In April 2000, a Dutch GP and a NI2W adviser vist Qingdao to discuss
general

practice.

In August 2000 en May 2001, director and staff from the HealthCare group

Almere



vist Suzhou and Qingdao, for discussonson the development of family
practice.

In September 2000, a delegation from Care Sectre Nieuwegein vistsboth
citiesto

discusson rehabilitation.

* Onrequest of the Chinese partners, a specific training of 3 monthsfor
health plannersand health managersfrom Qingdao and Suzhou is
organised. Fontys School for Social Work in Endhoven providesthese
trainings. from 1999 on, seven coursesfor 10 Chinese participantseach are
provided, the last of thisseriestaking place early in 2003.

* In 2001, the King Wiliam 1 College in Den Bosch providesfora 6-week
course for 20 nursesfrom both cities. Thisisa “Train the Trainers’ course for
home care teachers.

Before the course, staff from the College visitsthe two citiesto make an
assessment
of training needsand design the training format. Afterthe course, in April

2001, a
delegation of four personsof the Dutch teaching staff viststhe two cities

again, to
discusswith the participantsthe degree to which the newly acquired

knowledge
could be putinto practice.

e During spring 2001 equally, a group of ten general practitionersfrom both
citiesreceivesa sx-week training by the Healthcare group Almere. The
training focuseson the role and postion of the General Practitioner and
the relationship between the GP and hispatients.

e InOctober 2001, a symposium isheld in Suzhou, with a large Dutch and
Chinese participation. There islively interest from other citiesin China as
well. Chapter4 summarisesthe proceedingsof the conference.

During the mutual visits, strong relationshipsdevelop between some of the
Dutch partnersand the corresponding Chinese Ingtitutions. Thisleadsto
bilateralagreementsand vists, asisevident from the GDVV activities.
E-mail contactsbetween the Dutch training institutesand their former
studentscontinue.

How the collaboration developed

Overthe years, the Chinese partnersget to understand better what the
Netherlandshasto offer—and what not.

Asfarasthe Dutch partnersare concerned: from the start they realise that, in
thisprogramme, there isno question for the Chinese of copying the Dutch
models. Rather, the Chinese partnersseek inspiration in the Netherlandsand
look for principlesof Primary Health Care and Hderly Care thatcan be
applied in a Chinese manner. Thisleadsto a frank exchange of information
and ideas, which doesnot commit one or both sdesto direct
implementation.



By way of example: the development of sysemsof Primary Health Care and
BElderly Care in China takesplace in a complex context. A minority of the
population in both citeshasgot a health insurance, although the number of
insured personsrapidly increases. Hence, there isno question that the health
insurance companiesplay the same role asthey do in the Dutch system.
However, the Chinese studentswho follow coursesin Endhoven, Den Bosch
and Almere, use theirknowledge and insight to propose modelsof care and
a processof change to theirsuperiorsback home: they write the proposals
during their course in the Netherlands. Snce the studentspartly are senior
managersin both cities, they have the required background information to
do so.

The combination of general orientation of health managersand professonals
and gpecific coursesfora number of them has, in both cities, resulted in a
high level of motivation and skilsamong those responsble forthe
development and implementation of Primary Health Care and Hderly Care.

The programme isnot entirely one way traffic. Without exception, the Dutch
partnersbenefit from the collaboration aswell. They feel that the relationship
with China enrichestheirown staff and institutes, due to the confrontation
with other culturesand views. In general, the staff of the Dutch partner
organisationsappreciatesthe visgtsfrom China. Forthe organisationsasa
whole, theirinvolvement in the Chinese programme may feelasa burden but
thisiseclipsed by the non-material rewards. The institutesare proud to be
partnerin a longer-term programme of collaboration with China.

Financial aspects

In agreement with the MoU, both the Dutch and Chinese sdesfinancially
contribute to the programme. Accommodation and local expensesin China
forthe Dutch vistorsare provided for by the Chinese counterparts.
International flightsfor the Chinese vigtorsto the Netherlandsare equally paid
forby the Chinese.

The Ministry of VWS coversthe expensesof the Chinese vistorsto the
Netherlands, the travel of the Dutch counterparts, the coordination and other
general cods. The training by the FontysSchool on Social Work and the
Healthcare Group Almere isfunded by the Ministry of VWSaswell. The total
financial contribution from the Ministry of VWSin the period 1999-2003 ismore
than €500.000.

The training by the Koning Willem | College in 2001 hasbeen funded by the
so-called Asia facility of Senter, an agency of the Ministry of Economic Affairs
in the Netherlands.

When receiving Chinese delegations, the Dutch counterpartsprovide their
time forfree. Snce mogs of the Dutch institutionsreceive Chinese visitors quite
regularly, their contribution in time representsa considerable value. When



they pay viststo China the Dutch partnersmostly make theirtime available
forfree aswell.

Further plans for the future

At the end of 2002, the MoU between the two countriesfinished, and with
that the agreed upon programme of collaboration. However, both the Dutch
partnersaswell asthose in charge in Qingdao and Suzhou, and the SDPC in
Beijing, intend to continue the collaboration. The newly developing modelsof
Hderly Care and Health Care require the training and retraining of many
health professonalsand health managers. The existing training capacity in
both citiesisnot yet sufficiently developed, in termsof the availability of
curricula and teaching staff.

After discussionson the modalitiesof support from the Dutch partnersto the
training capacity in both cities, the first coursesare provided early in 2003. The
coursesconcern health management, nursng and Primary Health Care.
These trainingsare also seen asthe start of a Sno-Dutch Knowledge Centre
on Healthcare.

The NIZW International Centre maintainsitscoordinating role, and isin charge
of fundraising forthe coverage of the programme.

The further development of thisexpertise centre isone of the main challenges
forthe coming years.



The development of Community Health Services in Qingdao

Qingdao isstuated in Shandong province, approximately 600 km north of
Shanghai. The city itself has 1.4 milion inhabitantsin 6 urban districts.

The system as it was

The starting pointin Qingdao in termsof care and healthcare isidentical to
other citiesin China: a large number of hospitalsof different size that
developed in an unplanned and uncoordinated manner. There are smaller
clinics, either with or without beds, with a varying number of doctorsand
nursesand with varying specialities. Some of these clinicsfunction asa fird line
facility but there isno coherent network, there are no standards. Most of the
doctorsin these clinicsare medical specialists. Especially the smaller hospitals
are underfunded and underused: the population prefersthe biggerand
betterequipped hospitals. Asa consequence, even for minorillnessespeople
vigt the large hospitals. Hence, the system istop heavy and expensive. There
isno community care to speak off. Isolated ingtitutionsfor the elderly exist and
some home care activities, but again, there isno general coverage, there are
no quality sandardsand servicesare irregular and erratic and there isno
functional relationship between ingtitutions. The picture in healthcare ispart of
the widerphenomenon that the growth of the population and the
developmentsin society at large during recent yearswere not matched by
concomitant government policies.

In Sfang digtrict, population 430.000, there were 16 first level hospitals, 4-
second leveland 2 third level hospitals, 52 private clinics, one epidemic
station and one health centre forwomen and children. They did not form a
system, there were no standardsof performance or quality, although there
were a number of formal regulationsto comply with.

The new system, some principles and practices

In 1999, a start wasmade with the development of community Health Care.
Thiswaspart of a general national policy to adopta community approach,
which hasstarted in 1997. Thisincludescommunity ad ministration, community
public security, community culture, community service and community Health
Care.

In 1999, the establishment of a steering group by the municipal government,
the earmarking of fundsand the selection of Sfang district for piloting the
development of community Health Care were the first steps. Sfang district
also takespartin other pilot activitiesto develop a community approach,
which are initiated at national level.

A Qingdao Community Health Service Experimental Working Plan established
some basc principlesand targets.

The main principle is: “first line treatscommon disease, hospital treats serious
discase”. At district level, a system with three layerswasdesigned: primary,
secondary and tertiary level. At the top of the triangle isa hospital. In the



case of Sfang district thisisthe Second People’sHospital, to become a
centre of medical expertise, training and research. The middle levelisformed
by the functionsof day-care, long-term care and rehabilitation, forin and
outpatients. The lower levelisthe Community Health Centre, which functions
asa gatekeeperof the health sysstem and asfirst contactsfor patientswith
the health system. There are six functionsof community care that need to be
organised: health protection, health education, family planning, treatment of
common and minordiseases, treatment of chronic dissasesand
rehabilitation.

The street levelisthe lowest organisational level for (health) care, so each
street hasitsown community health centre. The General Practitioner (GP) can
be based in the community health centre but frequently he worksin an easly
accessble facility or clinic, depending on the stuation in the street. He mostly
worksin a smallgroup of GP’s. The community care centre comprisesa home
care organisation, including nursing staff, an alarmpost and ambulance
service. The GP hasa family orientation and usespatient files. The patient can
choose hisown permanent GPand a GP can have up to 2500 patients, he
conductshome vidts. The GP sreferspatientsto the district hospital when
necessary. A diagnostic centre, physically located elsewhere, complements
the community care approach:itisused forexaminationsof patientsof GP's
—which previousy wasnot possible.

Working on the change, and the results

The change from the previousto the new system required a number of
measures.

At the dtart, Sfang district reserved fundsfrom itsown budget for the health
sectordevelopment, in addition to the municipal fundsand a project group
wasset up.

Later, Shinan district offered itself aswelland wasincluded in the pilot.

Hrst, an inventory of existing health providersand health faciltiesand a plan
for conversion of existing faciltieswere made. The development of further
principlesand standardsfor care wasinitiated. Forexample, the referral
system would not (yet) be set up like in the Netherlands, snce the health
insurance system doesnot allow for that. It isthrough quality and
convenience that GP swill attract their patients. Quality ssandardsfor
community health servicesand for health staff were formulated.

Secondly, managersin Health Care were trained and criteria for
organisations, that were to be recognised aspart of the community services,
were established. Among them are many private organisations (clinicsfor
example). At street level —a street may count up to 20.000 inhabitants—an
administration wasset up and staff wastrained.

In the middle of 2002, more than 100 clinicshave been transformed in a GP
clinic. Otherclinicswere closed and illegally working doctorshad to stop
practising.

GPtraining wasset up by Qingdao Medical School, inspired by the GP
training in the Netherlands.



Initially, medical specialistsare retrained, later recently graduated doctorswill
be trained to become GP’'s.

At the end of 2002, more than 700 doctorshave been trained asa GP.

In Sfang didtrict, four rehabilitation centresnew style have been established
by mid 2002. They are part of the system, but theirrole, activitiesand skills
need to be further studied and developed.

Also, four diagnostic centreshave been converted into community
diagnostic centres, which meansthat a functional relationship of previously
existing diagnostic centresisestablished with the GP clinics.

An important part of the introduction of the new system isthe information to
the population. Information sessions, exhibitions, distribution of bookletsand
many more activitieshave been undertaken. An opinion pollin 2001
indicated that a large part of the population isaware of the new system and
favoursthe changes.

What was the role of the Dutch ?

Exchange with Dutch expertsand viststo the Netherlandshelped to define
the above mentioned community Health Care model. Tenthsof health
managersand civil authoritiesfrom street, district and municipallevel have
visted the Netherlandsoverthe yearsto get acquainted with the Dutch
philosophy and principleson Primary Health Care and the model used. Thirty-
eight managers, GP's, nursesand teacherswent to the Netherlandsfor
varioustypesof training by the Koning Willem 1 College, the Fontys University
and Healthcare group Almere. Amongst others, 10 GP'sreceived additional
training in the Netherlands.

Any change isconfronted with obstaclesand resistance. In thiscase, the
challenge isto get lasting support within the health system for the shift from
hogspital oriented care towardsPrimary Health Care. The visitsto the
Netherlandsare enlightening and motivating and have contributed to the
consolidation of the vison behind the changesamong so many people
concermned.

The need isfelt, in Qingdao, to continue some form of collaboration between
the Dutch and Chinese partnersfrom 2002 on, in order to sustain the changes.
Implementation in Qingdao isonly halfway and needsfurther support.
Rehabilitation isone focus, the development of dissase control by GP’'s, for
example on diabetes, isanotherone. Also, programmeson women’shealth
and children still need to be embedded in the syssem, aswellashealth
education and promotion. A professional organisation of GP'sisneeded, in
orderto sustain theirdevelopment.



The development of Elderly Care in Suzhou

Suzhou isstuated in Jiangsu province, at approximately 100-km south west of
Shanghai. Iltisan ancient city and enjoysstrong economic growth and
prosperity.

The urban area of Suzhou has 1.06 million inhabitants, of which 11.7 % over 65
yearsand 15.8 % over 60 yearsin the year 2000. There are three urban digtricts.
The larger Suzhou area countsmore than 5 milion inhabitants, in the rural
area of the region ageing isdightly lessadvanced. Projectionsare that by
2010 the proportion of urban elderly over 60 and 65 will have risen to
respectively 22 %and 14.5 %.

Several yearsago the city initiated a three level syssem for Hderly Care, at
municipal, district and street level. By the end of 1998, at the start of the
project, there were 20 Hderly Care institutionsof all kindsand 1000 geriatric
beds, which is10 per 1000 elderly people. There were 23 community care
centres, 330 elderly activity rooms, 28 elderly rehabilitation clinicsand more
than 4000 volunteers. Impressive asthese figuresmay be, these facilitiesdid
not form a coherent and well-organised syssem and the actualcapacity and
guality of the facilitieswere insufficient. Virtually no home care was
developed and there wasno leading organisation or central policy
development.

By that time, two surveysrevealed that in total, 28 % of the elderly livesin
institutionswhile 72 % livesat home. Of those who do not live in institutions, 38
% liveswith children or relativesand 62 %livesalone. Thispointed to a great
need forhome care orcommunity care. Having assessed the situation in
other cities, the authoritiesbecame convinced that the family will continue to
play an important, albeit declining, role in Bderly Care. The family will need
support from community services, and need forcommunity care or
institutional care forthe elderly willincrease.

Fom 1999 on, a number of viststo the Netherlandswere made, studying the
Dutch approach to Hderly Care. The comprehensvenessof the system isvery
instructive: income (pensons, social security), housing, Health Care and social
aspectsare allregulated by lawsand acts; organisationsand institutionsare
organically integrated. The extramural part playsan important role; 80 % of
expenditure isspent on intramural care, the rest on extramural care. The shift
in orientation from intramural to extramural care that took place some time
ago in the Netherlandsprovidesfor an interesting learning point for the
Chinese sde. Given the scarce resourcesin Suzhou, extramural care iseader
to realise. The Dutch example showed that there wasa need to overcome
administrative divisons, if an effective network isto coverthe whole city. It
wasconcluded that the concrete servicesneed to be developed at street
level and that one leading agency should be identified, which wasto
become the Municipal Social Welfare House.



Sowly, a model for provison of Hderly Care emerged in Suzhou based on two
starting points: the focusneedsto shift from intramural to extramural services,
which are client oriented and not bureaucracy driven, and comprehensve
servicesthat have broad coverage need to be developed.

The basic unit for provison of the different formsof care and servicesisthe
street level: home services, day care, resdential care, rehabilitation, Health
Care and welfare serviceslike opportunitiesto meet other people. At the
district level resdential care isprovided and supportisgiven to the street
level. Sudieson needsand demandsofthe elderly are done and used for
policy development.

At municipallevel, the Suzhou Social Welfare House, next to offering
resdential nursing care, focuseson rehabilitation and combineswith health
education and providesfortraining of professionals. It initiatespolicy
development and has, forexample, established a list of 18 servicesitemsthat
need to be provided orto be available,among which are emergency
treatment, Health Care, security, home help, shopping, police support, law
counselling etc. Thislist by now hasbeen approved by the Sate Civil
Administration Bureau and isknown asthe Suzhou model.

How does the change take place from the previous to the new situation ?

Jinchang district waschosen asthe pilot area. At street level, new residential
homeswere constructed and old oneswere rehabilitated. Pre-existing
community centreswere remodelled and re-equipped, so that they became
multifunctional. In Jinchang district there are now seven elderly homes, of
which five have an auxiliary facility. The number of geriatric bedsrose to 17
perthousand elderly; there are 92 activity roomsforthe elderly, 23 facilities
that provide for psychological support, 63 home bedsand 38 community
health stations. Also in the two other districtsthe reform started. A plan to
coverthe whole city with these servicesisbeing implemented.

The Suzhou Welfare House, operated by the Suzhou Civil AffairsBureau, was
founded in 1710. It wasan ingtitution for orphans, handicapped and elderly. In
the last ten yearsit opened a municipal geriatric hospitaland a day care
centre. Presently, there are 600 beds, of which 350 geriatric beds. Managerial
and care staff numbers253 and medical staff 180.

The Suzhou Social Welfare House isbeing remodelled, forwhich consderable
funds—more than 10 milion RMB—-had to be reserved. Fom the previous
standard institution with a large number of bedsand a hospital like
atmosphere it developsinto a multifunctional home. The orientation is
changing from a medicalto a more social perspective. The day care centre
recently opened. A schoolhasbeen affiliated to the Welfare House, which
providesfor coursesforthe elderly. With the assstance from the Dutch, a
number of lecturesfor Hderly Care workershasbeen given.

Particular mention needsto be made of the alarm system, in use since July
2001. It enjoysquick popularity and iscalled the intelligent nurse. It is



connected with the alarm system of the public security and of the
emergency system of the municipal hospitals.

A survey wasdone, designed by a Sno-Dutch team, on the qualificationsof
the staff, working with the elderly. More than 70 % of staff hasonly primary
level education, 25 % middle schooland only 4 %secondary school or higher.
To provide forthe comprehensve and demand oriented community care
thatisbeing developed, the professional skillsof the care workersneeded to
be improved. After training in the Netherlands, 10 professonalsfrom Suzhou
wrote a training book with 10 chapterscovering all the detailsof Ederly Care.
More than 400 staff hasreceived an additional training by now, on nursing
and home care.

Many measuresneed to be taken in orderto come to high quality services
with a good coverage. Further training of saff isnecessary. Also, more
regulations, criteria and standardsare needed forresourcesallocation and
provison of services.

Inorderto ensure a paralleldevelopment of community Health Care, a
number of Health Care administratorsand Health Care professonalshave
received training in the Netherlands, together with their colleaguesfrom the
elderly services. The previousabsence of exchange between the Hderly Care
and Health Care systemshasbeen partially remedied by that. The concept of
community Health Care hasbeen introduced and a seriesof initiativeshas
been taken foritsimplementation. It started with the establishment of a
community Health Care committee, of which the mayorisin charge and
mogst of the municipal government departmentsare members. The
committee drew up the following model: a community health centre for
200.000 — 300.000 people hasseveral resdential functions: asnursng home for
the elderly, asrehabilitation centre and aselderly home. Underthe jurisdiction
of thiscentre come the community health stations, covering 15.000 — 20.000
persons. Here the 6 basic functionsof Primary Health Care are exerted.
Retraining of medical staff isrequired for thisnew system and Suzhou Health
School offers400-hour coursesto doctorsand nursesin the city. By the end of
2001 some 300 have been retrained and mog of them work in the community
health stations, of which by now more than 100 are functioning. A three-year
training of general practitionersisbeing set up aswell. Provison of medical
care to elderly people in nursng homesorhomesforthe elderly asan
outreach activity takesplace in an experimental way in some areas. This
needsto be systematically done, but the constraint isthe lack of resources. A
textbook on community nursng practicesisbeing written by the traineeswho
have been studying in the Netherlands.

Otherchangesare urgently required aswell: a social security system needsto
be created. Because Suzhou’'seconomy hasbeen developing rapidly, it is
neitherdesrable nor necessary to wait fora national policy. A district based
social security system willbe completed assoon aspossble. Next to this, an



Bderly Care fund willbe created from tax revenues, inspired by the pension
fundselsewhere.

Some serviceswillbe provided on bassof out-of-pocket payments.

Fnally, collaboration with the Health Care sector, with the transport
department and with the housng department needsto be intensfied in order
to develop really comprehensve services.



Sino-Dutch symposium on
Elderly Care and Community Health Care Reform
Suzhou, 8-10 October, 2001

Thissymposium brought togetherthe Chinese and Dutch partnersin the
project, along with a number of Chinese representativesfrom more than 15
provincesand several cities. The intention of the symposium wasto
conslidate and discussthe achievementsof the project and to look at the
agenda for future action. Sharing the information and ideaswith colleagues
from other partsof China wasto give additional value to the efforts
undertaken by the partnersin the project from the two countries.

The 33 personsstrong Dutch delegation washeaded by Mr. Hans Smons,
chairman of the board of the NIZW and Mr. Peter Pennekamp, director
general of the Ministry of Health, Welfare and Sports. All Dutch partnersin the
project participated in the symposium. Several Dutch companies, like
Estafette (specialised in home alarm syssems) and the international Drager
Homecare company took part aswell. The joined home care providersin the
Netherlandshave set up a national support organisation called W.DT, which
wasrepresented aswell.

The consul general of the Netherlandsin nearby Shanghai, Mr. Heinsbroek,
attended and addressed the symposum equally.

The 92 Chinese participantswere led by Mr. Yu Guangzhou, vice chairman of
the SDPC and Mr. Yang Qingwei, Director General of the Department of
Social Development of the SDPC. The vice Governor of Jiangsu province and
the vice-Mayor of Suzhou both addressed the conference. Among the
participantswere many of the partnersfrom Suzhou and Qingdao, officials
from the SDPC and more than 50 representativesfrom other provincial
governmentsand city administrations.

The presentationsby several national Chinese authoritiessummarised the
stuation of the ageing population in China and the challengescreated by
the rapid increase of the numberand proportionsof elderly people and the
gradualweakening of the family support syssem due to small familiesand
increasing mobility of the younger generations. The worldwide trend has
reached China already: 6.96 % of the population isaged 65 and over and this
willincrease to more than 20 %in 2030. The differencesbetween rural and
urban areasand eastern/coastal China compared to western and northern
China were emphasised: in termsof general economic levels, individual
income and family composition the stuation varies. Hence, there are
variationsin the need —and the posshilities—for social security systems,
servicesand ingtitutionsfor elderly people. The encouragement of migration
from rural to urban areaswasmentioned asan approach that deserves
further study. In 1949 the pension age formen wasset at 60 years, forwomen
at 55 years. In view of increasing longevity these age limitsneed to be
reconsidered. In 2000, the government decided to addressthe ageing
problem more actively, and action hasbeen included in the tenth five-year
plan on the National Economic and Social Development. New waysneed to



be found to generate fundsfor servicesforthe elderly, and the Sarlight
projectisseen asan important contribution: the revenuesof a so-called
welfare lottery.

The need forintroduction of Primary Health Care isfelt all over China and
supported by the majority of the population, according to surveys. The
epidemiological trangtion —decrease of infectiousdiseases, increase of
chronic diseases-, the inefficiency of the current hospital oriented health
system, the strong annualincrease of medical expensesand the
inaccessbility of the health system for many people, especially the elderly, all
point to the need to develop Primary Health Care. In 1997 already the
government initiated the policy on health reform and in 1999 issued some
guidelineson the development of Ulban Community Health Service. The
dogan “common disease to be treated by community health service and
complexdissasesat hospital level” summarizesthe vison behind the reform.
Sx functionsare foreseen for the community health services: health
protection, health education, family planning, treatment of common and
minor diseases, treatment of chronic dissasesand rehabilitation. However,
there isa lot of informationalwork to do among authoritiesand medical staff
to implement the policies.

Care forthe elderly and Primary Health Care are developed in an era during
which the reorientation from a planned economy to a socialist market
economy takesplace. Thiscreatesnew challenges, like the redefinition of the
role of the state and itsorgans. The state should withdraw from
implementation tasksand limit itself to creating conditions, regulation and
control. To ensure financial accessbility to both Bderly Care and Primary
Health Care isan immense task. Social security, health insurance and pension
sysstemscurrently only cover a part of the urban populationsand hardly the
rural populations. The design and funding of systemsforthe very diverse
stuationsin the different partsof the country requiresa great effort. New
opportunitiesarise aswell: China’smembership of the WTO, the economic
growth and the development of civil organisations.

Presentations from several Chinese cities described the approach taken to
implement the policies set at national level.

In Shanghai, population 13 million, ageing isalready in an advanced stage: it
hasthe largest proportion of elderly people in China: 14.2 % of the city’stotal
population isover 65 with 12.6 % of them being over 80. These figuresare
double the national average. Already in the early ninetiesprogrammeson
BElderly Care were developed. A Shanghai Municipal Old Age Working
Committee hasbeen established to coordinate between the different sectors
and localgovernment departments. The development of private
organisationsthat run homesforthe elderly isencouraged, resulting in an
increased percentage of privately run homes 26 %in 2000. Once the network
of ingtitutionsfor the elderly startsto have a wide coverage, now the
development of day care and home care hasbeen taken at hand: home
nursing, meal deliveries, performance of household tasksetc. The starlight



lottery functionsalready in Shanghaiand isexpected to contribute at least 80
milion RMB in the city peryear.

In Chengdu, capital of the province Schuan, with 10.13 million inhabitants,
the population aged 65 and overismuch lessthan in Shanghai: 895.000 or 8.8
% of the total population and the over 60 population is12.5 %. Emphasishas
been put on the income of the elderly: A social security system with different
compartmentsisbeing developed: basic insurance, supplementary insurance
and individual private insurance. In total, 1.7 milion people were insured in
2000. An elaborate system of reimbursement of medical expensesmade for
the elderly to the hospitalshasstarted. In addition, supportisbeing
developed forChengdu’slarge rural population, especially to the poorest
households supply of basc commoditiesand support to decent housing. A
seriesof other policiesand programmesare underdevelopment and elderly
are encouraged to make active use of theirrightsand for that purpose the
“Law on Rightsof the Hderly” willbe widely publicised.

Jinan city, located in Shandong province, coversan area of ¥ of the
Netherlandsand counts6 million inhabitants.

In 1996, the establishment of community Health Care started and attracted
nationwide attention through a national community Health Care conference
in November 1997.

The government of Jinan included the community Health Care policiesand
implementation plansin itseconomic and socialdevelopment plans, which
guaranteed cooperation and involvement of other sectors. At district and
county level, the governmentsdeveloped plansof theirown, integrating
community Health Care in the overallcommunity development plans. At this
level, the coordination committee comprises, amongst others, the health,
education, civil affairs, financing and labordeparntments. At street and town
level, corresponding committeesexist. The reform resemblesthe approach
taken in other cities: the existing health institutionsare restructured: primary
hogpitalsturn into community health centersof which one isplanned in each
street; several community Health Care stationsper street are set up in resdent
committees. Health centersand stationsemploy doctorsand nurses. One
doctor plusa nurse service 1500-2000 residents, which contract them. A
training school forgeneral practitionershasbeen established.

Health research hasa prominent place: some pilot interventionshave been
researched, like a diet and sport programme, without drug treatment, for
personswith diabetes, hypertenson and obesity. In Huaiyin district basic data
and information on chronic discsaseswere collected among 170.000 residents,
aspart of a national non-infectiousdisease control programme.

Zhenjiang Municipality, in Jiangsu Province, started the introduction of
community health in 1998.

Asa result, currently seven Health Centersare operating around the clock,
each covering 30.000 —50.000 population, within 15 to 20 minutes ride and
the network isexpanding. At the start, each Health Center surveyed the
community it servesand established health filesof the resdents. There are no
stationsforeseen underthe level of the Health Centers. The former
neighbourhood clinic iscancelled. A training programme forthe staff of



Health Centersisdeveloped and the staff worksin a more proactive way
than before.

Among the challengesforthe new system isthe need to strike a better
balance between workload and activitiesof the staff of the health centers
and the income forthe servicessupplied.

Against the background of thisnationwide picture, the project-partnersfrom
Qingdao and Suzhou gave several presentations. They described the
principlesand practicesdeveloped overthe past 3years, inspired by the
exchange with the Dutch partners. More information can be found in the
chapters on the two cifies.

Several presentations by the Dutch participants summarised their
contributions to the collaboration with the Chinese partners:

Piet Driest, who coordinated the project forthree yearson the Dutch sde until
recently, wasthe first of the Dutch speakers. He started with expressing his
appreciation forthe fact that thisconference isa milestone in the Sno-Dutch
collaboration. He highlighted the smilaritiesbetween the two countriesby
giving concrete examplesofthe physcal needsof elderly people in China
and in the Netherlandsand by showing that the response needed was
different in organisational termsbut identical in practicaltermsasfarasthe
elderly personsthemselvesare concerned. The same appliesfor Primary
Health Care: he expectsthat, in both countries, patientsask forthe same
quality and accessbility of care when they have the chance to express
themselves. The collaboration between the partnersfrom the two countries
wasa learning process, he underlined. The dedication and sense of purpose
of the partnersovercame the cultural differences. The challenge ahead isto
consolidate the collaboration but in new ways.

HansSmonssummed up the factorsthat made thisSno-Dutch collaboration

to a success

« The involvement and good collaboration between the governmentsof
China and the Netherlandsgave a valuable impetusto the project

 The coalition that hasbeen formed between the Dutch parthersamong
themselvesand between the Dutch and Chinese partnersproved to be a
stable setting. Thisallowed forthe gradual building of confidence
between the parties.

* The realigtic timeframe of the project —step by step, but not too dow —was
helpful to achieve goalsin the period of time which wasagreed upon.

» Both partiessupplied a reasonable financial contribution, which showed
commitment and created the necessary material conditionsfor the
implementation of the project.

A furtherfactorwasthe processof regularadjustment and evaluation of
the programme. In thisway, justice wasdone to the growing
understanding of each other sstuation, needsand intentions.



* FHnally, the project and itsresultscan be reproduced;it doesnot need to
be a single experience.
HansSmonsalso mentioned some recent developmentsofimportance to the
Dutch systemsof Care and Health Care:
Decentralisation and privatisation are themesnot only in China but in the
Netherlandsaswell: it impactson the implementation of the care syssem and
requiresa new role of the government. The development of the European
Union bringswith it a dow but permanent processof convergence towards
certain approaches, valuesand standardsin care. Although the European
Union in itslegidation and regulationsdoesnot influence the care system as
such, many of itselementsare subject to European policies, like the
harmonisation of diplomasfor professonalsand the development of
standardsfor quality of care.
Asin most European countries, the Netherlandsisconfronted with an increase
in costsof healthcare, which seemsto escape control. Thisdoesrequire new
waysof budgeting and asksfor new viewson which care isessential and
which isnot.
Medical technology, finally, doescreate new possbilitiesand challenges: the
development of new ethicson gene technology amongst others.

Peter Pennekamp emphasised that one of the pillarsof a policy on ageing is
the development of a coherent and flexible pension system. Taking the
system in the Netherlandsasan example, he suggeststhat there are three
components

The government guaranteesa minimum income forallaged persons(in the
Netherlandsabove 65 years), which isfunded from general taxation. The
second componentisa company based pension fund, to which both the
employerand the employee contribute. Self-employed people can adhere
to special pension funds. Thirdly, people can use private savingsto add to
their old age income. A point of discussion isthe question under what
conditionsthe entire population can be covered by pension funds.

In generalterms, he asked attention for Mental Health asone of the
increasing health concernsin the world: according to the World Health
Organisation in the coming decade mentalillnesseswillincrease substantially.
He also mentioned the relationship between employeesand employersthat
influenceshealth and wellbeing of the former. In the Netherlandsthisisan
issue of considerable debate. Fnally he stressed that proper housing adjusted
to theirneedsisa condition forelderly people to remain fulland participating
membersof society; it should be avoided that elderly people are locked
away from mainstream society.

Han van Oogerbos, director of the Almere Healthcare group and Daan van
de Meeberg, director of the GDVVgroup, one of the care providersin The
Hague, described the functioning and organisation of theirrespective
institutes. They underlined that their clientsare central and that the
organisation should follow the clientsin theirneedsand demandsand that
clientsshould not be hindered by bureaucratic red tape. More information on



the two organisations can be found in the chapter with the descriptions of the
individual partners.

Pieter Huijbers, at thispoint in time coordinator of the programme, in his
addressasked attention for hardware forhome servicesfor the elderly: alarm
systems, regpiratory suppotrt systems, rehabilitation devices. They help to
sustain elderly people in theirhome environment and reduce the need for
institutionalisation.

He also emphassed the chain-approach in health and care: the system
should function in such a mannerthat patientsor clientsduring the different
phasesof the period that they need care or Health Care, easily find accessto
the care they need. Thisrequiresgood collaboration and fine-tuning between
the different layersof the care system. Forexample, home care, the Primary
Health Care level and the secondary and tertiary level should coordinate
their services, so that individualsdo not run into problemswhen they need a
shift in care from level to the other, orwhen they need care from several
servicesat the same time.

Anotherissue of attention isthe needsassessment: in order to assure timely
and adequate care forthe elderly, a quick and standardised needs
assessment hasto be putin place, with good communication with the
providersof the services. In the Netherlands, for thispurpose independent
bodies, the so-called regional organisationsfor needsassessment, have been
developed. Asone of the corerstonesof the system, their challenge isto
avoid bureaucracy and delaysforthe patientsand clientsand to provide for
transparent assessment conclusonsand recommendations.

Ashisclosing remark Mr. Huibersmentioned that it takestime to learn to
collaborate and he wishesto appreciate the invesment of the Chinese
partnersin the processof working together.



The Dutch partners in the programme
Netherlands Institute for Care and Welfare in Utrec ht

The Netherlands Institute for Care and Welfare / NIZW isa non-governmental
organisation which targetsinnovation and improvement in the care and
welfare sector. It providesinformation and support to many organisationsand
more than 400,000 professionalsand volunteersworking all over the country in
fieldsasvaried aschild care, social services, community work, care and
servicesforthe elderly, youth care, shelter, nursng homes, home care and
servicesfordisabled people.

Also organisationsoutsde the care and welfare sector, but providing care
and welfare services, such asschools, provincial and municipal authorities
and housing associations, regularly make use of NI2W's services. The activities
of the Institute are grouped around a humber of themes: information and
infrastructure, child and youth care and welfare, caring and nursing,
organisation of care, and local social policy. Within these frameworksneatrly
400 staff are committed to developing and implementing new methodsand
information materials, matching supply and demand of service delivery, and
expertise building. Concrete productsinclude research and study reports,
conferences, education and training programmes, books, brochures,
databases, websdtes, CD ROMs, videosand an information telephone / help
line.

NIZW hasan International Centre (IC), which contributesto the improvement
of the health, care and welfare sectorsboth in the Netherlandsand abroad.
The IC stimulatesand co-ordinatesco-operation and exchange of
knowledge and information between Dutch and foreign organizations, it
monitorsinternational developmentsin health, care and welfare that are of
importance to the Dutch field, and it offersexpertise and information on
internationalisation. The IC seeksto establish linksbetween the Dutch field of
health, care and welfare and the relevant Dutch authorities, and between
the Netherlandsand other countries. In addition, the IC ensurescontactswith
international organizations, both inter-governmental and non-governmental.
The International Centre hasasitsfour priority areasof work: youth, public
health, care, and social policy.

The NIZW International Centre hasbeen particularly involved in reform of the
health, care and welfare sectorin the countriesof Central and Eastern
Europe. It involvesthe Dutch organisationsin policy developmentsin the
European Union and took partin the preparation of several UN summits, like
the Madrid 2002 summit on Ageing.

The International Centre managesthe Sno-Dutch Project on Social
Development and Health Care. It hasbeen requested to do so by the Ministry
of VWS The role of NIZW/IC isto plan, organise and co-ordinate the
implementation of the programme. Therefor it maintainscontact with the



Ministry of VWSand with the implementing partnersin the Netherlandsand in
China. Overthe years, the NIZW/IC also hashosted vistsfrom otherareasand
authoritiesin China.



The GDVVgroup in The Hague

The GDVVgroup isone of the care providersin the city of The Hague. In its
four nursng homes, five homesforthe elderly, the Dr.W. Dreesnursng home
and 900 individual sheltered homes, the GDVVgroup caresfor more than 2500
elderly people and has1300 staff and 750 volunteersworking for it.

The organisation iscurrently undergoing a processof modernisation, with
more care being provided to clientsin theirown homes. Thisisin fact one of
the trendsin the development of care in the Netherlandstoday: from
intramural to extramural. The care isthusorganised in a more need-orientated
way. Combined with changesin the care system where person-related
budgetsare being introduced into care forthe elderly, the GDVVgroup will
focusmore on the wishesof clients. The use of ICTtoo, both internal and in
communication with the customer, willoccupy an increasingly important
place.

Beddesthe attention and care that the homesof the GDVV group give to
theirresdents, they also offer support to resdentsin theirown
neighbourhoods. Foringance, localscan come to these homesforday care
and ergotherapy.

In line with the trend that people want to remain living in theirown homesas
long aspossible, more and more care isprovided at home. A good example
of thisisproviding emergency help to occupantsof sheltered homes. Each
sheltered home hasan alarm connection with the home for the elderly or
nursng home. The alarm isreceived by the reception desk, and then a carer
issent to the sheltered house to offer help. Resdentsof sheltered homesmay
also make use a range of other services, such asthe meal service and a
variety of recreational activities.

If the stage isreached where a resident in sheltered homesdoesrequire more
care, oreven nursing care, in some casesitisstill possble to continue living at
home. The Moerwijk home forthe elderly and Vrederust-West nursing home
have started a new project where they provide home nursing care for
resdentsin sheltered homes. The other GDVV houseswill also offer thiskind of
care in the future.

The GDVV also hasmuch to offerlocal resdentswho can sill look after
themselvesperfectly welland have no need of sheltered accommodation.
The Moerwijk home forthe elderly isthe first GDVV house to start up a new
care subscription scheme forlocals. Asfrom November 2001, home care
subscriptionswill also be offered to occupantsoftwo apartment buildingsin
the vicinity of the Vrederust-West nursng home. Home care subscriberslive
independently in theirown homes, but have a special telephone with an
alarm button. Thismeansthat in the case of an emergency they can contact
the reception of the home forthe elderly or nursing home, and a carer will
come draight away to see what the problem isand what help isneeded.
Complete independence isthuscombined with the security of knowing that



help isalwaysclose at hand. In addition, local resdentswith a care
subscription may use a range of other servicesprovided by the nursing home
ata reduced rate, such asthe hairdresser, pedicurist, meal service and
participation in organised activities.

Snce December 1999 the GDVVgroup hasbeen involved in a collaboration
project in China, with the Suzhou Social Welfare Home (SSWH) and the care
forthe elderly in the JinChang district. Vistswere made to the Welfare Home,
homesforthe elderly in the city, private homeslived in by elderly people and
a (traditional) hospital.

A numberof delegationsfrom Suzhou have also visted the GDVV and three
membersof saff at the SSWH have had a short period of work experience in
the homesof the GDVVgroup.

The GDVVgroup hasa numberof elderly Chinese people among itsresdents,
which givesthe collaboration with the city of Suzhou a reciprocal character.
Forthe Chinese resddentsin our institutions, a number of provisonshave
already been made to make theirtime with the GDVVgroup even more
comfortable.

In February 2001, the GDVVgroup organised a small symposium in Suzhou for
staff of the Suzhou Welfare Home and for staff of homesforthe elderly in the
city.

The central theme of thissymposum wasthe stimulation of co-operation
between the variousdisciplines. In addition, the opportunitiesforday
treatment and day care asan addition to extramural provison were
highlighted.

The role of home care here isan essential condition. The provision of alarm
syssemswasdiscussed in thisrespect, whereby the Thuiszorg Den Haag (The
Hague Home Care) looked into possbilitiesfor this.

During the coming years, the GDVV group willbe available to intensfy the
collaboration with Suzhou.

We would like to welcome staff from Suzhou to give them some experience of
care forthe elderly in the Netherlands. Together with Thuiszorg Den Haag, the
GDVV group isalso wiling to support the development of home care and
alarm systems.



The Hieronymus Bosch Hospital (in Dutch: Jeroen Bosch Ziekenhuis) in Den Bosch

Thishospital organisation isa result of the merger on January 1, 2002 between
the Bosch Medicentrum (Bosch Medical Centre) and the Carolus-Liduina
Hospital.

The new hospital hasbeen given the name of the most famousinhabitant of
Den Bosch: the fifteenth century artist and painter, HieronymusBosc h. His
grand imaginative powersand supreme sKillsstill attract the people of the 21st
century and inspire the management to develop and sustain a high quality of
care.

Untila new accommodation will be realized in 2007 or 2008, the present five
locationsof the original two hospitalswill continue to serve asthey have in the
past years. The hospital servesa population of 360.000 in Den Bosch and the
region around it.

The HieronymusBosch Hospitalisa teaching hospital providing a large variety
of treatment and care. The hospital has4000 employeesand 200 medical
specialists. In accordance with the new national regulationson the number of
allotted hospital beds (2 bedsper 1000 inhabitants), the new hospital will have
approximately 700 bedsin the future. There are nearly 28.000 admissonsper
year and 200.000 outpatient visits.

The Hospital offersspecialised medical diagnosds, treatment aswellaspara-
medical and nursing care. Presently, the hospital hasonly one so-called top-
reference treatment facility, that of the kidney dialysiscentre. In the future,
ambitionsgo out to attaining permitsfor perinatology treatment and care as
wellasthe statusof a neurosurgery sub-centre.

During 2001, much energy and thought went into the development of a new
and innovative policy forthe total hospital organisation. One of the key
aspectsisthe personaltouch for every one of the patientsthat trust
themselvesto our care. The larger scale of the new hospital may not stand in
the way of customer (patient) orientation and coherence of care. The
hospital policy also hasa number of other prominent topics, like improving
guality, the further development of the teaching hospital and the acquistion
of othervery specialised top-clinical services. It strivesto maintain itsposition
among the best hospitalsof the country.

One of the more recent delivery systemsthat prove to be an excellent
example of thisphilosophy isthe Multi-disciplinary Oncology Centre (MOC).
Here, the medical specialistsscome to the patient instead of the other way
around. The treatment and care are organised around the patient, so to
speak. The quality of care isnot limited to the professional aspectsof the care
delivered. Eficiency and effectivenessof the organization of care are also of
high importance. Therefor, we also strive to shorten the length of stay to a
safe and acceptable minimum. To achieve this, it isevident that Cupertino
with other Health Care providers, like home care agenciesand other primary
and tertiary Health Care providersmust be furtherdeveloped, which leadsto
so-called chaincare.



Hence, the HieronymusBosch Hospital maintainsexcellent relationshipswith
other stakeholdersin Health Care, including specific patient groups, general
practitioners, nursng homes, rehabilitation centres, psychiatric care facilities,
facilitiesforthe mentally and physically handicapped aswellaswith the
Health Care insurance companiesand local, provincial and national
government.

High quality hospital care goeshand in hand with high quality education and
training facilities. Thisappliesto both the training of young medical specialists
aswellasnursesand para-medics. 1.700 nursing studentswere trained in our
hospitalin the course of 2001. The hospital hasan accreditation to train young
medicaldoctorsto become specialisssand accreditation for 15 different
specialisations,among othersthose of intensvists, internal medicine and
clinical physics.

Hieronymus Bosch Hospital and China

Snce sxyears, we receive numerousvistsfrom China. The FontysInstitute of
Social Work and the King Willem 1 College aspart of a specific training initiate
some of the vidts. Other vistsare delegationsfrom Beijing, Qingdao and
Suzhou.

Also we facilitate vistsof delegationsto other partnersin our network
(including nursng homes, variousother institutionsaswellasa Health Care
Insurer, CZInsurance’sin Tilburg). Presently we are investing in a more
permanent relationship with the Municipal Health Bureau of Suzhou. There are
plansforexchange of more vital information and training of people from
Suzhou.

MrsRosemary van der Avort — Lierhasbeen involved in the China
programme formany yearsnow: “We find working with the
Chinese very ingpiring and meaningful. It helpsusto reflect on our
own stuation, teaching usnew valuesand giving usinsght and
reflection about ourown system. China isa booming nation with
many ambitions. We have learned from theireagerness. The
country isfilled with postive energy, something we missat timesin
the Netherlands. Change doesn’'t seem to be a threat to China,
but a meansto reach theirgoalsof becoming one of the leading
nationsin the world. I have been impressed by the ingenuity of
our partners. They know very wellwhat they want and use our
experience and information in a careful and critical way. For
example, they understand ourindividualism and need for
privacy, but do not aspire to go asfaraswe go, in that respect.
On the other hand, it isvery helpful foruswhen we know some
more of the Chinese culture.”




HealthCare group Almere in Almere

Almere isa growing town on reclaimed land, the like of which isunknown in
the rest of the Netherlands. In just over 25 years, Aimere hasgrown from the
first sngle inhabitant to a town of more than 160,000 residents. Over the next
25 yearsitisexpected that the population of Almere will more than double to
reach a total of 350,000 resdents, whereasin the same period the number of
elderly personswill increase fourfold.

Almere isgrowing and the healthcare provison isgrowing with it. Much has
been achieved during the past 25 years. The co-operating care providers
have succeeded in providing every new resdent with a broad and well-
organised care provison in theirown neighbourhood. Forthe care provison in
Almere, thishasmeant a growth from a small group of pioneersto a sector
with more than 5000 employees. Due to a permanent building programme
the infrastructure forcare provison developed from the first temporary
building to 40 buildings, scattered around the town.

A new town with a new view of healthcare. A step towardsan integrated
healthcare supply chain where resdentsand patientsare offered the right
care at the right moment.

Overthe padt 25 years, Alimere hasintroduced a range of developments
directed towardsgreaterregional coherence and collaboration between
care providers. The reasonsforthisstem from the following observations: that
the numberof elderly and chronically illisincreasing, the demand forcare is
changing and becoming more complex, the patient no longeracceptsthe
inconvenience caused by bureaucratic barriersbetween different partsof
the healthcare supply chain, professonalswish to concentrate on theircore
taskswithout being burdened by bureaucratic red tape; and finally that
developmentsin medical and information technology are opening up new
formsof coherent care provison.

Today, Almere isalso an example of coherent local provision, transmural care
and healthcare supply chains. It isa strong intention in Almere to share our
experienceswith others. Thisisnot in orderto be copied literally elsswhere but
ratherto facilitate the application of some principlesconcerning a
patient/care consumer-oriented and integral provison of resdential care,
care and social services.

Almere isa continuoustest bed in the areasof care organisation and care
renewal.

Snce 1999, Almere hasbeen involved with the China project. A number of
delegationshasvisted different locationsof the Healthcare group Almere.
The main focusformost of the delegationswasthe organisation of the
primary care in Almere in local Health Centresand especially the role of the
general practitionerin the chain of care. The general practitioner in Holland
playsan important role asa gatekeeperforthe hospital and other health



institutions. About 90% of the health problemsin Holland are effectively
treated by the GP. In the Health Centre he worksclosely together with other
primary care workerslike home care nurses, pharmacists, physiotherapists,
midwivesand social workers. The delegationsvisted also residential homes
and nursng homesforelderly and the local hospitalaspart of the chain of
care.

Apart from the different delegationsone group of ten GP'sfrom SQuzhou and
Qingdao hasbeen the guest of Health Care group Almere for 6 weeksin
2000. Thisgroup hasgone through an intensve program mainly about the role
of the GP and hisCupertino with others. After that visit one GP from Almere
hasvisted Qingdao and Suzhou and hasshared some of hisexperience.

For Almere it isalso very useful to have a close collaboration with our Chinese
friends. On one hand we like to share ourexperience and our model in which
we strongly believe, on the otherhand we are most impressed by the
effective waysin which our Chinese friendsare developing theirown vison
and implement important changesin their health system in a unbelievable
short time. What we mosdly have in common isbeing pioneersin our different
countriesand our aim to provide the best care we can.



The Flevo Hospital in Almere

Almere isa young city built on reclaimed land, the so-called polderland.
Every yearthe city welcomes 7000 new inhabitantsand thusthe Hevo
Hospital islocated in a rapidly growing city, which isa unique stuation for the
Netherlandssince, elseswhere, there isno space forexpanding, not for cities
nor for hospitals. Consequently, the Hevo Hospital seesitsnumber of patients
increasing day by day. In 1991, when the Hevo Hospital opened itsdoorsfor
the first time, Almere counted 70.000 inhabitantsand now, ten yearslater
160.000 people are living in Almere.

Fnally, the Hevo Hospital islocated in the city centre, which is, again, unique
forthe Netherlands. For many yearshospitalshave been banished to the
suburbs, faraway from the inaccessble city centre.

Taking thisallinto account, it can be said that the Hevo Hospitalisa unique
hospitallocated in the pounding heart of a unigue city.

In Almere the Hevo Hospital, healthcare centres, nursng homesand ANO/Z, a
medical insurance company, have been co-operating very closely in order to
fine-tune all activitiesin the area of Health Care, which isof great importance
snce an expanding city continuousy asksfor keeping up, anticipation and
co-ordination from allactorsin the field.

The efficient way in which the so-called Primary Health Care (including
general practitioners, district nurses, physiotherapists) isorganised in Almere,
hasresulted in a kind of hospital differing from other hospitalsin the
Netherlands. Health Care, such asthe reception of emergency cases, care
forchronically sick patientsand aftercare, are not taking place in the Hevo
Hospital but in health-care centres. Thisenablesthe Hevo Hospital to focus
mainly on specialist medical care provided by itsphysiciansand trained
nurses.

Snce September 2001 75 physcianshave been working in disciplinesranging
from internal medicine, paediatrics, surgery, dental surgery, rheumatology
and oncology. Patientsalso can enterthe Hevo Hospital for specialist dental
care (Centre for pecial Dentistry), plastic surgery, IVFand pain control.

At thismoment there are 240 beds, including 7 incubators, 8 intensive-care
beds, 12 medium-care bedsand 5 surgeries.

For 2001, 70.000 first vigtsby outpatients, 100.000 repeated vigts, 5600-day
care treatments, 11250 admissonsand 65000 patient-dayshave been
planned. The 2001 budget of the Hevo Hospital amountsto 50 million Euro.

To optimise the organisation of healthcare and subsequently itsquality, the
Hevo Hogspital in collaboration with itspartners ANOZ and the Care Group
Almere, continuoudly investsin the supply of Health Care. According to this,
the Medical Co-ordination Centre Alimere hasbeen established to improve
the realisation of innovative projects. The majority of these projectsare
focused on the co-ordination and fine-tuning of Health Care supplied by the
Healthcare Group Almere on the one hand and the care supplied by the



Hevo Hospital on the other hand. Examplesof thiskind of projectsare home
nursing of thrombosspatients, collective treatment of CVA patients,
deliverance of medicine to the home of patientswho were recently released
from hogspital.

Anotherexample of the above mentioned co-operation isThe Patient Service
Point, located in the Hevo Hospital. Here patientsare informed on the
hospital, theirillnessand itstreatment aswellason patient associationsand
insurance matters.

Snce a few yearsthe Hevo Hospital hasbeen too small to satisfy the needsfor
medical care of a fast growing city in the usualway. Therefor, the hospital has
been forced to organise itsinternal and external processesof healthcare as
efficient and effective aspossble. Consequently, job requirementsat the
hospital are extremely high. Besdesbeing qualified, employeesneed to be
creative, committed and ambitiousin theircare forpeople in Almere. Plans
forenlargement of the Hospital are being made.

The hospital hasreceived many vistsfrom the Chinese partnersin the project,
too many to recall. Especially the guestsfrom Qingdao have been interested
to see how the relationship between the Primary Health Care level and the
hospital worksout. The hogspital staff isused to foreign vistorsand hasa
welcoming attitude. The visitsreinforce the feeling among staff that they work
in a unique setting and have something to share with others.



The Carespectrum Foundation (in Dutch: Sichting Zorgspectrum) in
Nieuwegein

Isa modern organisation with over 800 staff membersand six nursing and
resdential homesin the townsof Nieuwegein, Houten and Vianen, in Utrecht
area.

Further the Carespectrum Foundation hasa rehabilitation/stroke unit in a
general hospital in Nieuwegein with 32 beds. With day-care facility, day-
treatment and extramural care projectsthe Carespectrum foundation
providesa complete spectrum of care.

The capacity in the homesisasfollows:

Resdential care centre Zuilenstein 75
Reddential care centre Vreeswijk 120
Nursing home De Geinsche Hof 200
Resdential care centre Het Haltha Huis 77
Nursng home Het Houtens Ef 95

Resdential care centre Batenstein 107

The budget of the Carespectrum foundation isabout 33 million Euro annually.

The individual resdent iscentral to the Carespectrum Foundation. The
resdentsrequest care tuned in to the individual, corresponding to the
person’sown life style. They themselveswant to chose where, when and how
they receive the care they need. They are even prepared to pay extra for
additional services. In short, the resdentsbecome clients.

Allthese developmentsrequire a clearview on our wotrk. The care provided is
geared to the resdent’spersonal needsto the largest possble extent. With
that, customising care and improving the quality of care are given top
priority. Thisisreflected in the architecturaldesign of ourhomesand
resdences. the recently built onesare more adapted to nowadaysviewson
how our clientswish to spend theirtime. Practically speaking, thismeansfor
example that the trend to accommodate the wish for privacy from our clients
leadsto providing individual roomsforthem, within the possbilities. When new
resdencesare built, the architect includesindividual roomsin the design.

The Carespectrum Foundation isactively involved in developing the care of
the elderly in the Netherlands, in general, and in the Utrecht area, in
particular, by taking part in the policy and planning processin several
advisory bodies.

Between 1996 and 2002, we have fourtimesreceived a one-day vist of
Chinese policymakersand planners. During the first vist we intended to show
the level of resdential care aspart of a general orientation to Mrs. Hao
Jianxiu, Vice-Minister of the Sate Development Planning Commission and
other officialsfrom the SDPC. The following delegationswere composed of
SDPC officialsand representativesfrom several citiesin China and from
Qingdao and Suzhou. Several of ourlocationswere visted and the care
processwasdiscussed, including the competenciesof our staff and their
training and the concept of integrated care. Otherissuesof interest were the



architecture of the buildingsand the way an organisation on 6 different
locationsismanaged. In total Carespectrum received 30 vistorsfrom China.
The chairman and two staff membersof Carespectrum have taken part in
viststo Qingdao and Suzhou.

Maarten Dekker, chairman of Carespectrum, says.

“We have appreciated the visitsto our organisation. It has
stimulated usto

engage in more international exchanges. We are proud of our

Carespectrum and like to share ourviewsand experienceswith
foreign

partners. Foreign vistorsare not only nice and friendly: they
challenge us

by asking questionsthat we are not asking ourselves, and they
help usto

be aware of ourblind spots. Language isan important issue: the
better

one speaksEnglish, the betteristhe quality of the exchange and
the

depth of the analysisand discusson.”




The King William | College (in Dutch: Koning Willem 1 College) in Den Bosch

The Koning Willem 1 College isone of 45 Regional Training Centres (ROC) in
the Netherlands. It isstuated in Den Bosch, in the southern part of The
Netherlands (60 milessouth of Amsterdam). The variouseducational
departmentsare separately housed. The college has13.000 students, of
whom several hundredsof foreigners, and 1100 employees. It offerscoursesin
the field of welfare, healthcare, hospitality, busnessadministration, adult
education, Dutch and second language courses, engineering and coursesin
the technicalfield.

The Department of Health Care organisesbasic vocational programsfor
nurses, health-care workers, health-care assstantsetc. and has 1200 students,
presently.

In addition to these educational programmes, specialist coursesand other
coursesin the field of continuing education are presented.

The Train the Trainers course

Asa part of the joint development programme on healthcare and Hderly
Care, the Department of Health of the Koning Willem 1 College desgned a
Train the Trainersprogramme forteachersin healthcare. Twenty teachers
from Qingdao and Suzhou, were our guestsfor 6 weeksin Octoberand
November 2000.

Aim of the course.

To give the traineesthe toolsto create a curriculum for different professonal
workersin community care or/and in the Bderly Care. The result had to be a
CD-ROM. Assuch these trainerscould use the programme for different kinds
of training that would need to be developed in the future forthe new
community healthcare organisations.

These care workershave the following profiles:

Community nurse;

Home nurse;

Home help.

Characterigicsof the course.

The focusofthe course wason giving optimal information to our Chinese
guests.

Thisinformation should not be copied, but needsto be transferred into a
practical body of knowledge in the Chinese stuation.

The educational vison of our institute consistsof coaching the student to learn
in an active way. Linking the practice of a health-care workerto the
theoretical background isessential for thisprocess.

The contentsof the programme focused on competence oriented learing:
the make the connection between knowledge, skills, insight and attitude in
the professional practice. Therefore, case studieswere presented from the
Chinese background in both citiesand used askeynote for several
educational partsof the programme.



In addition to that, a week of working in the Dutch Home-care organization
wasincluded.

During the last week the knowledge and skillsobtained were consolidated by
designing core curricula for staff in the different home care or Hderly Care
settingsin both cities.

Global contentsof the course.

* Practicaland cultural information about The Netherlands

 Dutch Healthcare system

* The Dutch educational system

» Methodsof education, in relation to the programme and creating a CD-
ROM

« Community Care, theory and practice

« Care forthe elderly people, Rehabilitation

» Organization and Fnances

* Ehics

e HEducation, new conceptsof learning, teaching

* Analysing the professional background and formulating profiles

 Vocationaltraining for adults

Oda Terwindt, head of the Health Care department:

“Looking back to thisexperiment, all of usare happy with the result. During a
visit in April 2001, we observed that our studentshad done a wonderful job.
Qingdao developed a course and they were training 200 health-care nurses.
The Suzhou studentswere writing a book (at least 9 chapters) that wasmeant
to be the main tool for the future training.

But: not only the resultswere positive. Also our contactswith the individual
Chinese guestsgave usmany happy and valuable memories. On several
occasons, like dinner-parties, cooking together, celebrating birthdays,
excursions, and the daily contact of six weeks, we shared much and learned
from each otherscultures”




Home care Den Bosch region (in Dutch: Thuiszorg regio Den Bosch) in Den
Bosch

Thuiszorg regio Den Bosch isa home care organisation in the southern part of
the Netherlands. We focusour activitieson the 260,000 inhabitantsof the city
of Den Bosch and almodg every municipality in the vicinity. Approximately
1600 employeesprovide on a daily bassa wide range of productsin order to
enable clientsto remain at home aslong aspossble and to maximise the
quality of life at home. Allouremployeesare professonally trained. Whether
you are a home-helper, home carer, auxiliary nurse, district nurse, dietician or
doctorin a child health clinic. Our servicescomprise nursing, support and
counselling related to illness, recuperation, disability, old age and death. It
also includeshelp, advice and care to the young family. Together with the
general practitioner we play a key role in the Primary Health Care system of
ourregion. We also work together with the hospitalsto assure that patients
don ‘t stay in hospital unnecessary. A new trend in the care forelderly people
isa more intense co-operation between home care, nursng homesand
elderly homes, in orderto develop new arrangementsin care which connect
in a betterway the needsand demandsof thisfast growing category of
clients.

The home care servicesof Thuiszorg regio Den Bosch are:

e Community nursing
Mainly person-oriented nursing care; set out medication, administer oral
medicine, give injections, wound care, catheterisations, care for urine
drainage systems, maintenance and control of fluid therapies, control of
essential body functionsetcetera.

* Home help services
Assistance which isprovided during the day and includesall activities
which are necessary to keep the household independent, such as
cleaning, washing and ironing, messagesand cooking meals. Sometimes
in combination with low and middle complex personal care, asdstance in
moving, bathing, eating, (un)dressing, visting the lavatory.

* Alpha help
Home help servicesduring a limited number of hoursa week, in which the
clientisthe direct employer of the alpha help.

 Materity care
Pre-natal gymnasdtic classes, assstance by delivering a baby at home,
nursing care, prevention and health promotion and household support at
home in the first week afterdelivering a baby.

* Child health clinics
Clinicsto monitorand promote the health and development of young
children in the age from zero to fouryears. Also vaccinationsforbabies
and infants.

* Prevention & health promotion
To prevent illness, to promote health by information and education for
groups.



» Dietician services
Diet advice in the Primary Health Care.

« Daycare ward
A numberof clientsare looked afterin groupsoutsde the home. Clients
who are mentally or physically handicapped orwhose continual care is
too heavy forthere immediate surroundingsare eligible for thistype of
care.

+ Socialalarm system
A necklace with an alarm button which can be used to connect a
telephone alarm service when necessary.

* Mealservice
Meal service deliverschilled mealsto clientswho are unable to shop orto
prepare nutritioushot mealsforthemselves.

» Severaltransmural servicesas.
- A sheltered hostel for patientswith Alzheimer disease
- Use at home of residential nursing technology
- Liaison nurses

* Home care shop to borrow, rent or buy nursing appliances

In the last few yearsseveral delegationsfrom Qingdao and Suzhou visted
Thuiszorg regio den Bosch. We also co-operated in the Train the Trainers
course of the college *’Koning Willem I'’ in the autumn of 2000. One of our
staff membersvisted Qingdao and Suzhou in March 2000 to study the
Chinese situation in orderto develop thistraining programme. In thistrain the
trainer course. We organised the practical training forthe Chinese students
and offered them, together with three otherhome care organisations, a
week of practical training to experience the meaning and possbilitiesof
home care in the Dutch Health Care system. Also several of our specialists
gave lecturesto the students.

Some impressonsofthe Chinese studentsduring their practical training.

“’COPD patientscan live in theirhome with the help of a long oxygen tube
and the help of home care. They can do anything they want at home.”

“’The nurse and home help communicate very easly with the clientsand their
family, They st there to discusshow to help them and how to handle
problems, just like a member of the family’’

I saw many different appliancesin the homes, electronic wheelchairs, an
electronic lift to go up and downstairs, an patient-elevator, a special bath-
chairand a rollator which isvery helpfulto walk stable and on which you can
sit safely when you are tired.”




“Inmost caseshome care isnot spectacular, but I discovered that their
supportisvery important forthe patientswell-being.”




Fontys Institute of Social Work
Fontys University of Professional Education in Endhoven

The FontysInstitute of Social Work isone of the 33 institutes of the Fontys
University of Professonal Education. Fontysrepresentsthe largest educational
institution in the Netherlands, providing 180 different coursesand education
programmes (fulltime and part-time) for over 33.500 students. In total, the
organisation employs 3.500 staff membersand it hasan annualbudget of
about €240 million.

The FontysInstitute of Social Work focusesitsteaching on both social work
and social servicesand on social and cultural development. Both are
organised for full-time or part-time students. In addition to this, we offeran
internationally recognised degree of Master of Artsin Social and Community
Sudies. In total, the Institute providesregular coursesfor 950 studentsand
employs 100 staff members.

Ourunit specialisesin training, research, development and consultancy
projectsin the area of social servicesand social policy. In these, we combine
the pergpective of citizens, professionals, managersand policy makers. We
operate on a localand national, aswell asinternational level. Our clientsare
citiesand ministriesand we support institutesin several countriesin Central
and Eastern Europe. We take partin some European programmeslike
Leonardo. Some of the more specific areasof ourexpertise include labour
market issues, care forthe elderly, social aspectsof the information society,
research methodologies, team building and multicultural work.

Our contribution to the project isthe organisation of intensive social

development training for professonalsof the People’sRepublic of China.

Between 1999 and 2001, five programmeswere implemented for a total of

100 studentsfrom Qingdao and Suzhou, with a duration of 12 weekseach. In

2002 and 2003 two more willbe run.

The objectivesofthe programmeson Health Care reform and Hderly Care

are:

The participants:

* Understand the Dutch way of thinking about, and working in care and
welfare.

 Know the central theoriesand applicationsof working methods.

e Cancompare the Dutch and the Chinese way of thinking and doing and
can transfer the Dutch conceptsto the Chinese context.

» Contribute to the innovation projectsof Hderly Care in Suzhou and
community Health Care Qingdao.

The main subjectsof the training are:

* Introduction in the Netherlands(Dutch culture, policy, paradigms)
» Social Policy

« Theory an practice in Care and Welfare (with excursions)

* The Dutch educational system



 Working in projects

 Teambuilding

 Theory of management

The training consistsof group discussions, free study, classsoom teaching and
vigtsto care-organisationslike hospitalsand homecare organisations.
Computertechnology isextensvely used.

For the Dutch teachersand the Chinese studentsthe training isvery useful for
the intercultural exchange and experience. In three monthsitispossble to
learn from each otherand to betterunderstand each othersbehaviour,
expectationsand experiences.

One of the elementsof the programme the participantsappreciate most is
teambuilding. On the one hand it isnot surprising because they are eagerto
learn about thisapproach that isvery new forthem. On the other hand this
way of working together makesthe differencesbetween both culturesvery
visble. It asksfor behaviour that the Chinese studentsare not accustomed to,
but they rather easly adjust to our cultural rulesabout intimacy and equality
when working together. They have drawn the concluson that such a close
co-operation in groups, without hierarchy but with attention for the value of
each single team member, would be of great added value in the Chinese
context: “Our managersshould do thistraining!”

One of the first Dutch wordsthe traineeslearned was“overleggen”, which
meanssomething like “negotiating”. In contrast, we learned from them that in
their huge country itisnot possible to negotiate about everything with
everybody, and also that in our country all that ‘overleggen’ isoften
inefficient.




Summary

China isgoing through a period of profound changesin society and reforms
in many areas. One issue isthe rapid ageing of China, a consequence of,
amongst others, the one-family-one-child policy, initiated some more than a
generation ago. Snce the middle of the nineties, the Chinese authoritiesare
looking forwaysto deal with ageing, also with regardsto care forthe elderly.
Healthcare istop heavy, with large hospitalsand many medical specialists, as
one meetsin the countriesof Central and Eastern Europe aswell. The search
for alternativesbrings Primary Health Care in the picture.

After a vist to China by the Dutch state secretary of Health, Welfare and
Sports (Ministry of VWS), Mrs Erica Terpstra, in 1996, a collaboration hasbeen
set up between the two countries, with the view to provide for Dutch support
to the development of Elderly Care and Primary Health Care in China. Under
the umbrella of a Memorandum of Understanding, between the Ministry of
VWSand the Sate Development Planning Committee (SDPC) in China, a
programme isbeing implemented snce 1999.

The SDPC slected the citiesof Qingdao and Quzhou aslocations. In Qingdao
emphassison Primary Health Care and in Suzhou on Hderly Care. The
programme involvestransfer of knowledge exclusvely, there isno material
component.

The programmecoordination isentrusted to the International Centre of the
Netherlandsinstitute for Care and Welfare, which created a group of 8
organisationsin the Care and Health Care sector, which take part in the
programme regularly:

* Hevo Hospital, Almere

* FontysUniversty, Endhoven

» GDVVgroup, the Hague

* HieronymusBosch Hospital, den Bosch

* Homecare Den Bosch region,den Bosch
* King Wiliam | College, Den Bosch

e Carespectrum Foundation, Nieuwegein
e Healhcare group Almere, Almere

These organisationsall have received delegationsfrom China for short visits,
on a regular bass. Fom the two multi-milion-inhabitantscities, a total of
approximately 100 policymakers, managersof (healh)care organisationsand
medical staff have been in the Netherlands, to get inspiration for an
alternative to their present caresystem. Due to these visits, understanding for
and acceptance of new systemsof Primary Health Care and Ederly Care are
widely spread. Obvioudy, the vistorsdo not try to copy the Dutch models, but
their aim isto reflect on principlesand conditions, in order to, subsequently,
make their own analyssof the necessary changesin China. Many
counterviststo Qingdao and Suzhou by the Dutch organisationsallowed fora
deepening of the understanding of the Dutch partnersof the current stuation



and fordiscussonson the directionsof change that are being considered.
The Chinese counterpartswarmly appreciate these opportunitiesto put their
plansto the test.

Overthe years, several training courseshave been given to groupsof Chinese
studentsfrom the two cities: coursesin the field of management of
(health)care institutionsby Fontys University, a train-the-trainerscourse for
nursing and caretakersin homecare by the King Wiliam |1 College and a
course for future family practitionersby Healthcare group Almere.

In some cases, a more orlessautonomousbilateral programme of
collaboration isdeveloping between one of the Dutch partnersand their
counterpart in China. Thisprovesthe successof the formula of collaboration.

In both cities, the authoritieshave proceeded energetically with the
implementation of the Primary Health Care and Hderly Care.

Modern, de-medicalised nursng- en caringhomesin Suzhou and community
based Primary Health Care centresand stationsin Qingdao are withessesto
the rapid developments. Training courseshave been orare being set up and
the hospitalsdo have plansto adjust to the new situation.

Once the Memorandum of Understanding expires, at the end of 2002, the
Chinese counterpartsand the Dutch partnersare motivated to continue
some form of collaboration. During 2002, planshave been made forthe
support to the development and implementation of trainingcoursesin China,
reducing the need fortraining coursesin the Netherlands. Early in 2003, further
decisonsare to be taken.

Overthe years, the Ministry of VWShascovered the material expensesof the
programme, like travel expensesand the costsof preparing and
implementing the formal training courses. The Dutch partnershave provided
their time forfree. In view of the considerable time invested by them, thisdoes
represent a condderable value.

The visble effectsin China make participation in thisprogramme quite
rewarding for the Dutch partners. Also, the organisationsdo feel that the
contactswith the Chinese are stimulating and challenging: it givesfood for
thought on one’sown stuation.

Indeed, asthe state secretary statesin the preface, itisa proof of their vitality
that the organisationsparticipate in such an international collaborative
programme, in a period that they are confronted with budgetary constraints
and reformsthemselves.



Samenvatting in het Nederlands

China maakt een periode doorvan diepgaande veranderingen inde
maatschappijen hervormingen op allerleiterreinen. Zo kent China een snelle
vergrijzing, onderandere alsgevolg van het een-kind beleid dat ruim één
generatie geleden isingezet. Sndshet midden van de jaren negentig zoekt
de Chinese overheid naar manieren om de vergrijzing goed op te vangen,
ook ten aanzien van de ouderenzorg.

De gezondheidszorg istopzwaar, met grote ziekenhuizen en veel medisch
specialisten, zoalsmen datin Midden en Oost Europa ook kende. Men isop
zoek naar een alternatief en denkt aan het opzetten van een eerste
lijnssysteem.

Naar aanleiding van een bezoek van staatssecretarisErica Terpstra in 1996, is
een samenwerking ontstaan tussen Nederland en China, waarbij Nederland
helpt om de eerste liinszorg en de ouderenzorg te ontwikkelen. Onderde
paraplu van een Memorandum of Understanding , afgedoten tussen het
Nederlandse Ministerie van Volksgezondheid, Welzijn en Sort (VWS) en de
Sate Development Planning Committee (SDPC) in China, issnds1999 een
programma in uitvoering. De SDPC heeft de steden Qingdao en Suzhou
uitgekozen alslocatiesvoorhet programma. In Qingdao ligt de nadruk op
hervorming vand eerste lijn en in Suzhou op de ontwikkeling van ouderenzorg.
Het programma richt zich uitlsuitend op kennisoverdracht, erisgeen
materiele ondersteuning mee gemoeid.

De codrdinatie van het programma isgelegd bij het International Centre van
het NederlandsInstituut voor Zorg en Welzijn (NI2ZW/IC). Vanaf 1999 iseen
groep gevormd van 8 instellingen in de Nederlandse zorg die regelmatig een
bijdrage leveren aan het programma:

* Hevo Zekenhuis, Almere

» FontysHogescholen, Endhoven

» GDVVgroep, Den Haag

» Jeroen Bosch ziekenhuis, den Bosch (voorheen Bosch Medi Centrum)
 Koning Willem I College, den Bosch

* Schting Thuiszorg Regio den Bosch

» Sichting Zorgspectrum Nieuwegein

 Zorggroep Almere

Deze instellingen hebben allemaal regelmatig delegatiesuit China
ontvangen. Aangezien het om twee miljoenen steden gaat, zijn vanaf 1999
omgeveer 100 beleidsmakers, managersuit de (gezondheids)zorg en
(para)mediciin Nederland geweest om zich te orienteren op een alternatief
voor hun huidige systeem. Inmiddelsisdaardoor het begrip vooren de
acceptatie van nieuwe systemen voor eerste lijinszorg en ouderenzorg wijd
verbreid. Uiteraard komen de bezoekersniet om het Nederlandse model te
copieéren, maar zijorienteren zich vooral op principesen randvoorwaarden
om vervolgensin China hun eigen analyse van de benodigde veranderingen



te maken. Veeltegenbezoeken doorde Nederlandse organisatieshebben
de gelegenheid gegeven om in Qingdao en Suzhou ter plaatse kenniste
nemen van de huidige stuatie en om de veranderingsric htingen te
bespreken. Deze toetsng van hun gedachtengoed wordt doorde Chinese
counterpartszeerop prijsgesteld.

Inde loop derjaren zijn verschillende cursussen gegeven aan groepen
studenten vanuit de twee steden: cursussen op het gebied van management
van (gezondheids)zorginstelingen door FontysHogescholen, een cursusvoor
opleidersvoorverpleegkundigen en verzorgenden in de thuiszorg door het
Koning Willem | College en een cursusvoor huisartsen-in-spé doorde
Zorggroep Almere.

In een enkelgevaliseen min of meer zelfstandige bilaterale samenwerking
aan het groeien tussen een van de Nederlandse partnersen hun specifieke
counterpart in China, hetgeen opgevat kan worden alsbewijsvan het
succesvan de formule van samenwerking.

In beide steden zijn ouderenzorg en eerste lijinszorg zeer voortvarend
aangepakt.

Moderne, gedemedicaliseerde verpleeg- en verzorgingshuizen in Suzhou en
wijkgebonden huisartsenpraktijken in Qingdao getuigen van de snelle
ontwikkelingen. Opleidingen zjn of worden ontwikkeld en de ziekenhuzien
hebben plannen om zich aan de nieuwe stuatie aan te passen.

Na afloop van de Memorandum of Understanding, eind 2002, zijn de Chinese
counterpartsen de Nederlandse organisatieszeergemotiveerd om doorte
gaan meteenvorm van samenwerking. Gedacht wordt vooral aan
ondersteuning van het opleiden van studenten in China zelf. Begin 2003
wordt bedoten overplannen daartoe, die in 2002 zijn opgesteld.

Het Ministerie van VWSheeft in de loop van de jaren de materiéle kosten
vergoed, zoalsreizen en verblif, en de kosten van het organiseren van de
formele cursussen. De inzet van de Nederlandse organisatiesgebeurt voor
het overige volledig pro deo. Gezien de (vrije) tijdsnvestering
vertegenwoordigt dit een aanzenlijke waarde.

Het zichtbare effect in China iséén van de factoren die participatie in dit
programma lonend maakt. De instelingen ervaren de contacten metde
Chinezen ook alsuiterst stimulerend en uitdagend: het zet ook aan tot
denken overde eigen stuatie.

Zoalsde staatsecretarisin haarvoorwoord schrijft: het iseen blijk van vitaliteit
dat de zorginstellingen, in een periode waarin zijin Nederland zelf te maken
hebben met financiéle beperkingen en hervormingen, gedurende langere
tijld aan een dergelijke internationale samenwerking deelnemen.



The Dutch partner organisations

NIZW International Centre / Dutch Institute for Care and Welfare
P.O. Box 19152

3501 DD UTRECHT

+31-(0)2306552

Mr. Pim de Graaf, director NIZW International Centre

Mr. Piet Driest, projectmanager

WWW.nizw.nl/ nizwic

p.degraaf@nizw.nl

p.driest@nizw.nl

GDVV Groep The Hague

Thorbeckelaan 378

2564 BZ DEN HAAG

+31-(0)704499904

Mr. Daan van de Meeberg, director GDVV group

www.gdvv.nl
dvandemeeberg@gdvv.nl

HieronymusBosch Hospital (Jeroen Bosch Ziekenhuis)

P.O. Box 90153

5200 ME 'sHERTOGENBO SCH

+31-(0)736992000

Ms. Rosemary van der Avort, assstant Chief Executive Officer
www.jeroenboschziekenhuis.nl

r.v.d.avort@bz.nl

Healthcare group Almere / Zorggroep Almere

P.O. Box 10136

1301 AC ALMERE

+31-(0)365488500

Mr Han van Oosterbos, director

Mr Edzo Bbbens, General Practitioner — Senior Advisor
www.zorggroep-almere.nl
eebbens@zorgroep-almere.nl
hvanoosterbos@zorggroep-almere.nl

Hevo Hospital

P.O. Box 3005

1300 EG ALMERE
+31-(0) 365398765
www.flevo.ziekenhuis.nl







The Caregpectrum Foundation / Zorgspectrum Nieuwegein
P.O.Box 1175

3430 BD NIEUWEGEN

Mr Maarten Dekker, chairman of Carespectrum

+31-(0) 306007142

www.zorgspectrum.nl

.Sprenger@zorgspectrum.nl

Thuiszorg regio Den Bosch

Postbus 1700

5200 BTDEN BOSCH

Mr. Dr. Jo Caris, managing director

Mr. Ton Vissers, MSc, manager of the department education.
+31- (0) 736814814

www.thuiszorgdb.nl (in Dutch)

info @thuiszorgdb .nl

Fontys Universty of Professional Education

FontysIngtitute of Social Work.

P.O Box 342

5600 AH EENDHOVEN

Mr Josvan der Aalst, Senior Consultant Care and Welfare
+31- (0)877 870133

czw @fontys.nl

http://www.fontys.nl/c zw/

J.vanderAalst@fontys.nl

Koning Willem I College

CampusHealth Care

Glorieuxlaan 6

5261 SJ VUGHT

Ms. Oda Terwindt, coordinator continuoushealth scienceseducation
+ 31- (0)736587175

www.kwlc.nl

o.terwindt@kwic .nl




