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1
BACKGROUND

Many countries worldwide are becoming ‘ageing societies’ in which the number of people aged 

60 years or older exceeds the number of those younger than 15 years (1). The United Nations 

estimates that the population of people aged 60 and older will grow from 960 million in 2017 (12% 

of world population) to 2.1 billion in 2050 (22%) and 3.1 billion in 2100 (28%). The population of 

people 80 years and older is expected to grow by even more (1.7% of world population in 2017 to 

8.3% in 2100). Europe and North America had the largest older populations in 2019 (18% aged 

65 or over), followed by Australia/New Zealand (16%). Projections indicate that by 2050, one in 

every four people in Europe and North America could be aged 65 years or older. The population 

in the Netherlands is ageing even more rapidly. In the Netherlands, 25% of people will be aged 

65 or older in 2040, ten years earlier than the projection for Europe and North America (2). 

Although life expectancy and health of older adults grows, in absolute numbers an increasing 

number of older adults are suffering from multiple, complex health problems. In the current 

population that is more than 75 years old, 90% of the older adults have a chronic disease and 

most have three or more diseases (3). Almost 60% of these older adults are women, and almost 

10% of them have neither a partner nor children (3). Most older adults live independently (3).

To ensure care for adults aged 75 years or older, sustainable and contemporary healthcare 

policies are aimed at replacing residential long-term care with home-based and community 

care (4). Older adults are encouraged to self-manage their disease(s) and use the 

support of family, friends and volunteers (the informal network or informal care) (3,5–7).  

Healthcare providers are starting to recognise the importance of interventions related to frailty 

among older adults, since frailty is an indicator of a greater need for future care (8). Frail older 

adults are at risk of severe health problems because of an accumulation of health issues in the 

physical, psychological and social domains (6,9,10).

Support and treatment for older adults convene in a care network: a structure consisting of 

people representing informal and formal care and organisations that are focused on a joint 

cause, such as supporting an older adult (Figure 1). A network can be a result of purposeful 

action, but it can also exist without formal organisation (7).
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Figure 1 Relations and parties in the care network 

40% of older adults who live independently receive formal care in the domains of household care, 

nursing care and personal assistance (3). Formal care is mostly delivered through collective 

services, based on legislation. Little is known about how much older adults use welfare facilities 

(3). Twenty percent of older adults receive informal care, and 13% pay for help themselves (private 

sector) (3,11). Women or older adults who live alone generally receive more care and support 

than men or older adults who live together (3). Very old adults (90 years and older), unmarried 

people and people with a low income use care and support more often than others (3). 

An international study found that in countries with a more elaborate welfare state, older adults 

more often receive support from formal care or a combination of formal and informal care (12). A 

mixed formal and informal care network is more common in countries where people are obliged 

to take care their older family members at home, but even then only 17% of older adults in 

Europe are supported by a mixed care network (12). Given the ageing population and spending 

cuts in formal care, more mixed care networks are expected to emerge (13). A 2015 Dutch study 

of the mixed care networks of older adults defined four network types: a small mixed network 
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(50% formal, 50% informal, on average 5.1 network members), a small formal network (82% 

formal, 7.5 network members), a large mixed network (57% formal, 11.3 network members), 

and a large formal network (80% formal, 13.6 network members) (13). The network types differ 

in recipients’ characteristics, configuration of the informal network and task overlap, and contact 

between formal and informal caregivers. On average, mixed care networks in the Netherlands 

comprised 9.7 people, of whom 67% were formal caregivers (13).

A case shows the complexity of a care network: 

A married couple lives independently. The wife had a stroke and is completely dependent on 

care. She also has a lung infection and uses an oxygenator. Her husband has dementia. The 

home care organisation provides daily assistance and monitors their medication and situation. 

A home service is present every day to offer assistance and activities. A physical therapist visits 

twice a week. The wife had been an artist with many friends, but now she has fewer contacts 

and misses contact with others. She does not communicate about this need. 

The couple has one daughter, who is present in the background every day. She says: ‘I just 

hope my father dies at home so we can do something for my mother. If my father and mother 

lived in different institutions, if they were taken into different nursing homes, I don’t know how I 

could manage between those two systems.’

The question is what support is good for whom in this case? How can support enhance 

independent living for the couple? What is their informal caregiver’s quality of life? What would 

be good for the husband and wife independently?

Many studies have examined the added value of care networks. Epidemiological correlational 

studies have shown that older adults with stronger informal networks have a better quality of 

life and chance of survival (7,11,14). There are clues to suggest that collaboration between 

organisations and alignment between caregivers enhance clinical results for certain patients 

(15–18). However, most studies of networks focus on improving (organisational) structures and 

processes and do not investigate the functioning and efficacy of care networks at the client level. 

The integration of formal and informal care in networks is rarely addressed (19,20). 

The majority of formal care providers and informal caregivers do not cooperate effectively 

(13,20–22). While people in the informal network are often connected to each other, they have 

limited contact with professionals in the formal care network (13). However, these professionals 

can be important to legitimising informal care from the perspective of the older adult (23). The 
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informal care network can substitute formal care in some circumstances, but it remains unclear 

to what extent this is possible and effective (24). 

A systematic literature review found that care networks are not used very effectively in long-term 

care and that formal care providers rarely go beyond mapping the informal network (25). Mapping 

a care network can contribute to consciousness and knowledge about the total network, but it 

does not automatically imply more effective support. Also, few studies have looked at how to 

improve or use organisations’ networks in the neighbourhood (7,26). Most studies of informal 

care focus on individuals in the network around an older adult (26). Future researchers should 

consider developing and evaluating interventions to improve the functioning and thus make 

better use of the care networks of home-dwelling older adults (25).

CONCEPTUAL FRAMEWORK

Research about the influence of social surroundings on health delivers some concepts that can 

explain the functioning of care networks and thus can be used for interventions (27–29). In this 

thesis, we distinguish between three types of network mechanisms: 1. negotiation, 2. navigation, 

and 3. contagion (7,30,31) (Figure 2).

Functioning of the care network Outcomes for the older adult

Actual support
(practical, emotional

information)

Perceived support

Potential support

Quality of Life:

Love and  
Friendship  

Enjoyment and pleasure 
Independence 

Doing things that  
make you feel  

valued
Thinking about the 

future

Perceived
health

Negotiation:
sharing care tasks

sharing relationships

Navigation:
connecting to resources

Contagion of practices 
and behaviour

Figure 2 Conceptual framework of relation network functioning on outcomes
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First, a care network that negotiateswell is able to distribute care tasks and shape relationships 

to achieve support for the older adult (32). Care network participants divide tasks based on 

complementarity or specialisation (whether they require specific expertise) (33). The negotiation 

also rests on principles like (expected) reciprocity from the older adult or other participants in the 

care network and sanctions for not helping. 

Second, a care network that navigates well is able to identify and connect to resources, such 

as people or organisations who can offer support (21,34). An older adult who has invested in 

this ‘social capital’ can activate more support. Informal caregivers or formal care providers can 

support navigation by the older adult and add their own relations to create more support. 

Third, if supporting behaviour that has a positive effect on the older adult spreads through 

connections within and around the care network, this contagion can influence the functioning 

and outcomes of the care network. Contagion depends on the number of network ties the older 

adult has. The more the older adult is embedded in the care network, the higher the chances of 

homogeneity of conduct in that network (35).

This allows us to define clusters in a care network, and the place of a person in a care network 

thus defines possibilities to influence the perceived support for the older adult or possibilities for 

changing the behaviour of the older adult or other network participants (28,34). Relations run 

from older adults to informal caregivers, to formal care providers, to organisations and to (other) 

networks of organisations (24,34). Structures of care networks influence cultures of people and 

organisations within the network and vice versa (21). When cultures of formal care providers and 

informal caregivers are better aligned and structures are more integrated, this improves support 

for older adults.

Care networks that are able to handle these three network mechanisms influence the actual, 

perceived and potential support of the home-dwelling older adult in terms of information and 

advice, practical support and emotional support. Support that is not only provided, but also 

is perceived by the older adult as supportive, is more effective (36). Support in turn influences 

outcomes, which are defined as quality of life and the older adult’s perceptions of health (37,38).

MAIN OBJECTIVES

This thesis aims to develop interventions that older adults, informal caregivers and formal care 

providers can use to strengthen the functioning of the care network and align their contributions. 

The underlying assumption is that effective contributions to the care network and positive client 

outcomes can be achieved by building on the three network mechanisms, which are described 

above. This is not self-evident in current practice. The ultimate goal is to develop and test a 
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support programme for care network participants that will enable them to make use of network 

mechanisms.

RESEARCH AIM AND QUESTIONS

The overall aim of the research in this thesis is to gain insight into the network mechanisms used 

in daily practice and, subsequently, to develop and test network-related actions and strategies. 

The latter are targeted at care networks including formal and informal care with the purpose of 

enhancing support for home-dwelling older adults and improving outcomes related to health 

and quality of life.

This overall aim leads to the following research questions: 

1.    What collaboration and network mechanisms underlying collaboration exist in two local 

networks of healthcare and community organisations?

2.    Which actions do formal healthcare and social care providers and informal caregivers use 

or propose to influence the functioning and generated support in care networks of home-

dwelling older adults?

3.    How can we understand network dynamics in the care networks of home-dwelling older 

adults in the Netherlands, as perceived by the older adults, informal caregivers and formal 

care providers?

4.    What should be the content and format of a training programme for healthcare and social 

care providers that is aimed at improving the functioning of care networks of home-dwelling 

older adults in order to improve support and positive client outcomes?

5.    What are the feasibility and experienced value of the support programme in terms of improving 

the functioning of care networks of home-dwelling older adults and creating support and 

positive client outcomes? 
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1
OUTLINE OF THIS THESIS

The chapters follow the research questions. 

Chapter 2 answers the first research question and describes the ways in which formal care 

providers in two local networks of healthcare and community organisations navigate the formal 

network. It presents a mixed-method study that used quantitative and qualitative research 

methods. 

Chapter 3 answers the second research question and describes the actions care network 

participants take to influence the care network. It presents a cross-sectional study that used 

qualitative research methods. 

Chapter 4 answers the third research question and describes a network typology of interaction 

in the care network. The study is a secondary analysis of network dynamics that applied network 

typologies and used data from the cross-sectional study described in Chapter 3.

Chapter 5 addresses the fourth research question by following the method of intervention 

mapping to develop a support programme for care networks. The strategies for influencing the 

functioning of the care network are made explicit in that programme. The needs assessment 

was conducted in six focus groups that included older adults, informal caregivers and formal 

care providers.

The developed programme design was then tested with older adults, informal caregivers and 

formal care providers.

Chapter 6 describes the feasibility study, which involved 20 formal care providers who used the 

support programme in their care networks of home-dwelling older adults.

Chapter 7, the general discussion, places the outcomes of this thesis in a broader context and 

describes implications for practice and education. It also offers recommendations for further 

research.
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CHAPTER 2

ABSTRACT

Background

Local collaboration of community organisations and healthcare organisations is seen as 

relevant for the efficiency and efficacy of health and social care because of their potential role 

in providing social involvement which may reduce the need for the utilisation of formal services. 

Care organisations connect to each other in different ways, thus comprising an organisational 

network. This study aimed to describe and explore organisational networks with respect to 

their activities for people with diabetes mellitus type 2 and potential mechanisms of effective 

collaboration. Collaboration could include, for example, referring to each other and organising 

activities together. Potential mechanisms are navigation, negotiation and contagion. 

Methods

A mixed methods study was conducted in an urban and a rural area in the Netherlands. The 

participating organisations were mentioned by a sample of diabetes patients in these regions 

and by organisations’ representatives in a snowballing procedure. Next a quantitative survey 

and a semi-structured interview were conducted, including 35 representatives of these local 

organisations. The social network analysis methods was used to map and characterise the 

organisational networks based on results from the survey. A thematic analysis of interviews was 

undertaken to identify how three mechanisms (navigation, negotiation and contagion) were used 

in the collaboration. 

Results

Both interviews and network structures showed evidence of navigation-related mechanisms. 

Organisations referred patients with diabetes to services within their organisation or to 

relevant services provided by other organisations. Hardly any negotiation or contagion-related 

mechanisms were identified. If negotiation between organisations was found, it seemed 

externally enforced.

The density, centrality, and reciprocity in the networks seemed low to facilitate contagion of 

practices. Some organisations reported actions that could have impacted on contagion. 

Representatives emphasized the need of network collaboration with local or regional community 

and healthcare organisations.

Conclusion

The study suggests that navigation to resources is a relevant theme in organisational networks, 

which could be targeted by interventions. More research is needed to explore the relevance of 

other network-related mechanisms.
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LOCAL NETWORKS OF COMMUNITY AND HEALTHCARE ORGANISATIONS

BACKGROUND

Diabetes, as other long term conditions, is a major public health problem globally (1,2). The 

challenge is in the provision of resources for the effective management of this long term condition 

as well as in dealing with pressures on healthcare workforce and healthcare costs (3). Worldwide 

policy strategies aim to improve the integration of health and social care systems. Collaboration 

between community organisations and healthcare organisations, is encouraged as a means to 

improve access, quality, continuity and efficiency of health and social care (4,5). Diabetes is an 

ideal health condition to examine integration of services as the guidelines for a multidisciplinary 

care team are well described (6). Collaboration aims to meet the needs of individual patients and 

to meet the needs of the broader population (7). 

Furthermore, strategies to strengthen self-management, social participation, and social 

support are seen as a means to compensate for insufficient capacity of formal care (8,9). 

Informal caregivers (e.g. family, friends, neighbours, volunteers) play an important role in day-

to-day support of patients and are increasingly involved in the provision of care, but also in 

the organizing of care for their relatives (10,11). But the alignment between professional care 

organisations and informal care (including volunteers) remains a challenge (10,12,13), resulting 

in suboptimal efficiency (14) and inappropriate services (15). Shifting primary caregiving from a 

physician centered model to an interprofessional care model is essential to improve care (3,16). 

Nonetheless, current research has not given adequate attention to the consequence of these 

shifts in care for the organisational context and their influence on voluntary collaboration (7,17)

Collaboration may emerge in a variety of ways, including enforcement, incentives and leadership. 

Regardless of these underlying drivers, the resulting networks have potential influence on the 

emergence and persistence of collaboration. Insight into the networks of organisations can 

illuminate factors and processes that facilitate the development of effective collaboration (14). 

These can be broadly grouped into three categories: navigation to relevant resources, including 

people and organisations; negotiation around and coordination of activities, such as providing 

support, and contagion of ideas and practices, such as approaches to care delivery. In the 

context of regional networks of professional organisations and community-based organisations 

these network related mechanisms could explain, for instance, referral of individuals to other 

organisations (navigation), local coordination of activities between different organisations 

(negotiation), and shared mission and culture (contagion). These three types of network 

mechanisms will be briefly elaborated below.

Network navigation concerns identifying and connecting with relevant existing resources in a 

network, such as individuals with knowledge or organisations which can provide support. It is an 

intentional act of an individual to activate social capital (15,18). Organisations may develop and 
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use network ties to refer older adults to appropriate resources or to enable individuals to navigate 

themselves. Specific for community and healthcare organisations, cooperation is necessary 

to make sure every client is transferred to an organisation that matches with the client needs 

or is supported in an effective way by cooperating organisations. With respect to navigation, 

organisations make decisions about which organisations to contact and involve in activities. In 

doing so, they successfully preserve existing relations and develop new relevant ones (14).  

Negotiation within organisational networks concerns the division of activities across 

organisations. This implies the shaping and re-shaping of relationships, roles, expectations, 

means of engagement and communication between network members. The emergence of 

coordination of activities may be influenced by network characteristics. It is assumed that actions 

are influenced by organisational interests and strategic interaction. If collaboration has benefits, 

reciprocity in and continuity of relationships connections are favourable for collaboration (19,20)

Contagion implies that (9,21) organisations adopt ideas, attitudes and behaviours from other 

network members on the basis of mechanisms, such as imitation and role modelling. These 

processes are influenced by network characteristics, such as density of the network, the number 

of closed triads and the level of homogeneity of members in the network. Embeddedness in a 

network could thus lead to a shared perception and capacity to successfully perform behaviour 

through shared effort, beliefs, influence, perseverance, and objectives (14,15). In these ways, 

organisations could developed shared goals and approaches in their activities for older adults.

These network related mechanisms can be linked to specific, quantifiable network structure 

characteristics as listed in Table 1 (22-25).

In the present study, we analysed whether these three types of network-related mechanisms could 

be observed in two different regional networks of professional organisations and community 

based organisations. The study had the following research questions: 

a)    What collaboration exists in networks of community and healthcare organisations in two 

geographic areas (one rural deprived and one mixed urban)?

b)    What network-related mechanisms underly the collaboration between these organisations 

can be observed?
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Table 1 Assumed links between network related mechanisms and network measures

Network 
Related
mechanism

Network measure Definition Indication

Navigation Number of connections:

1 step reach (min-max) The mean of the number 
of organisations in the 
network that are reached 
within one step

Higher one step reach 
indicates more knowledge 
of possibilities to navigate

2 step reach (min-max) The mean of the number of 
organisations in the whole 
network that are within 
reach of two directed steps

Higher two step reach 
indicates more knowledge 
of possibilities to navigate

Negotiation Reciprocity The extent to which ties 
are reciprocated

Higher reciprocity indicates 
more potential coordination 
of activities

Contagion Density The proportion of all 
possible connections in a 
network that are actually 
present

Higher density indicates  
more opportunities 
for collaboration and 
communication

Centrality The degree that a network 
is organized around a 
single organisation

Higher centrality indicates 
key players, which indicates 
more social influence from 
key players

METHODS

Study design

We performed a mixed methods descriptive study in two geographical regions, which were 

cases for the present study. Data was collected from January 2013 to April 2014.

Sampling

Organisations were sampled in two regions. These regions were purposefully selected to reflect 

an economically deprived rural area and a medium-sized city with both deprived and affluent areas 

(i.e. a mixed urban area). The rationale for the sampling was based on the aims of a main study, 

in which this secondary study was embedded (9). To identify relevant healthcare and community 

based organisations we followed a stepwise procedure. First, we identified organisations that 

were reported by 300 patients with diabetes who were included by primary healthcare providers 

to participate in the main study (9). Next, from the list with organisations we recruited community 

organisations offering illness relevant support to patients with diabetes. We included four types 
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of organisations: a) illness-related organisations (for example primary care practices, home care 

organisation, physiotherapist practices); b) health and healthy lifestyle-related organisations 

(for example exercise related organisations or diet groups); c) well-being-related organisations 

(for example community centres, religious organisations); and d) people’s and patients’ rights 

organisations (for example a patient council or a diabetes association). Second, in addition to 

the organisations listed by patients with diabetes, we identified organisations that were relevant 

for the support to diabetes patients. Third, a snowballing technique was used to identify other 

relevant organisations. These ‘missing’ organisations were organisations mentioned by two or 

more interviewees. 

Study population

In each organisation a representative close to the management of day-to-day operations and/

or the strategic development of the organisation were included as respondent. Verbal informed 

consent was obtained. Larger organisations with independent groups in different areas were 

seen as local branches and treated as separate organisations. 

Data collection

Survey

We used a structured self-developed questionnaire for representatives of community and 

healthcare organisations. This questionnaire was purposefully developed and covered three 

domains: a) descriptive information of the organisation and its activities; b) reach in target group 

in terms of users of information and participants in activities; and c) collaboration with other 

organisations in the local area. Collaboration was asked with the question: ‘Please list any groups/

organisations that are important to your own group/organisation’. Also three specifications of 

collaboration were inventoried: 1) giving and receiving information, 2) organizing activities and 

finances together, and 3) referring to each other. Answer scales  were yes or no. The questionnaire 

was informed by previous studies and tailored to the focus of this study, in particular to answer 

research question 1(26).

Semi-structured interview

Next, to the questionnaire we conducted a semi-structured telephone interview. The protocol 

was based on previous studies (26) and tailored to the focus of this study, in particular to answer 

research question 2. The semi-structured interviews were orientated to exploring network-

related processes, from which network related mechanisms could be suggested. Topics were 

the contribution of the organisation to the needs of patients with diabetes, the influence of the 

organisation on the health of its patients, involvement of patients in the organisation and influence 

of economic circumstances on the organisation. All interviews were done by one member of the 

research team. 
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The data were collected in the EU-WISE project, an international study on social support and 

self-management in people with diabetes type 2 (9). 

Ethical approval

Permission was obtained from CMO region Arnhem Nijmegen in The Netherlands, registration 

number 2013/098.

Data-analysis 

This study used quantitative and qualitative methods to answer the two research questions.

Analysis of the questionnaire

Network characteristics were documented and visualized for each of the two regions using 

specific social network analysis software (Ucinet 6) (24). The following coefficients were 

determined (see table 1): number of network ties, one step reach (the number of organisations 

in the network that are reached within one step), two step reach (idem but reached within two 

steps), reciprocity (mutual tie), density (proportion of all possible connections), centralisation 

(the degree the network is centrated around one organisation).

Analysis of the interviews

Semi-structured interviews were analysed using thematic analysis on the concepts of the 

network-related mechanisms (27). In the qualitative analysis meaning units (words or sentences) 

were labelled with codes following the network related mechanisms. The coding was done 

separately by both researchers (WK and JK). The codes were checked by and discussed by 

both researchers. Disagreements were solved in a consensus meeting with a third researcher 

(MW). Codes were reviewed in order to discover patterns in using network-related mechanisms. 

Interviewees were quoted as R (rural region) and U (urban region). 

For purpose of the analysis we operationalized ‘professional-based organisations’ and ‘volunteer-

based’ organisation according to the ratio professionals versus volunteers. This is relevant as 

community organisations and healthcare organisations in the Netherlands are seldom 100% 

professional or 100% volunteer-based. To get insight into the role of informal caregivers in these 

organisations, we grouped organisations following the ratio number of paid staff and number of 

volunteers into three different groups organisations: 

group 1: two thirds or more volunteers was considered a volunteer organisation, 

group 2: two thirds or more paid staff a professional organisation, and 

group 3:  all other combinations of volunteers and paid staff were considered to be mixed 

organisations.
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RESULTS 

In total 35 representatives from 35 community organisations and healthcare organisations were 

interviewed. The interviewees were mostly managers, team leaders and coordinating staff. In the 

urban region the network consisted of more organisations (a total of 22 organisations) compared 

to the rural region (13 organisations). Compared to the rural region, in the urban region fewer 

healthcare organisations were identified (1 healthcare organisation in the urban region to 4 

healthcare organisations in the rural region). 

Table 2 Characteristics of participating organisations

 
Number of 
organisations

Consisting of   

  
Professional 
organisations

Mixed organisations Volunteer organisations

Urban region 22

11 well being 6 well being

1 healthcare
3 patient rights

1 lifestyle related

Total 12 Total 10

Rural region 13

4 wellbeing

2 healthcare

1 well being

2 healthcare
2 patient rights

2 life style related

Total 6 Total 2 Total 5

In the urban region 12 out 22 organisations were ‘professional’ organisations, meaning two thirds 

of their staff are paid employees. The majority of the included professional organisations were 

well-being related organisations (11 out of 12). In the rural region 6 out of 13 organisations were 

professional organisations, and 4 out of these 6 were well-being related. Within the volunteer 

organisations there was greater diversity with regards to professional or volunteer type of 

organisation.

Collaboration within networks of organisations 

The sampled organisations reported links to 69 other organisations in the community and 

healthcare sector.

Figure 1 and 2 show collaboration network plots in the two regions.
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  Professional    Mixed    Volunteer    Mentioned by respondents, not interviewed

Figure 1 Network of organisations urban region

  Professional   Mixed    Volunteer    Mentioned by respondents, not interviewed

Figure 2 Network of organisations rural region
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The urban network consisting of 22 organisations contained a larger number of connections 

compared to the rural network of 13 organisations; 46 connections in the urban network 

compared to 16 in the rural region (see also table 3). Density was equal in both regions (0,1). 

The urban region had two key players, one professional illness-related organisation and one 

professional well-being related organisation, with most ties to other organisations in the region. 

They linked with other professional organisations and other volunteer organisations. This was 

confirmed by the centrality rate: 36.2%, compared to 17.4% in the rural region (see table 3).

In the rural region there were no central actors, but the player in the middle could be seen as 

a broker occupying a structural hole (28). The broker, a home care (professional) organisation, 

seemed to occupy the position between two clusters: a cluster consisting of volunteer 

organisations and a cluster of professional or mixed organisations. The separate clusters, not 

linked to the main network of organisations, consisted in the urban region of a well-being related 

organisation and in the rural region a general practice (the only one in the sample).

Periodic multidisciplinary meetings, the simplest form of collaboration ( in terms of the restricted 

function of giving and receiving information) was most common, but only presented in half of 

all organisations (16 organisations out of 35 organisations in total). Periodic multidisciplinary 

meetings facilitated projects in order to create a broad range of services.

This was, however, only identified by three organisations. When organisations engaged in 

organising activities together, they also tended to refer patients to each other. Referring did 

not automatically imply many network ties; many organisations who refer, used limited network 

partners. Collaboration did not relate to finances, hampering joint action with network members. 

In the case collaboration in finances was present, it took the form of mutual exchange of 

professionals without sending invoices. 

Due to the economic crisis, organisations in both regions indicated that more cooperation is 

necessary in the near future. Services should merge or lapse. 

“The health system provides enough care but could be more efficient. There are too many agents 

in the system and this causes delays in offering support”(R4). 

The main task for the near future is to integrate the network: 

“Formal and informal care should be more aligned. We have to train professionals to involve the 

network. Due to less finances, we can rely less on formal care. Formal care providers are not used 

to this” (U31).”
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PRESENCE OF NETWORK-RELATED MECHANISMS IN COLLABORATING 
WITH OTHER ORGANISATIONS

Table 3 shows output of the network measures, related to network related mechanisms.

Table 3 Network measures

Urban Rural

Total number of participating organisations 22 13

Navigation

Number of connections 46 16

1 step reach (min-max): number of organisations reached 
in 1 step

2.09 (0-9) 1.23 (0-3)

2 step reach (min-max): number of organisations reached 
in 2 steps

6.18 (0-13) 2.46 (0-6)

Negotiation

Reciprocity 0.17 0.00

Contagion

Density 0.1 0.1

Centrality 36.2% 17.4%

Opportunities for navigation seemed to be present in both regions. The number of connections 

and the number of organisations that could be reached in one step or two steps seemed larger 

in the urban region than in the rural region. This was confirmed in the interviews, which showed 

that 12 out of 22 organisations explicit using navigation in the urban region, compared to 4 out 

of 13 in the rural region.

Navigation took the form of referring patients to support in their own organisation and to services 

offered by organisations within one step reach. Organisations indicated to match volunteers and 

people who need support in order to counter loneliness or stimulate them to attend activities 

they organise.

The use of network seemed mostly directed to reaching potential patients: 

“We reach groups through the network in the neighbourhood and through personal contact. Also 

we reach people through our network as organisation“ (U20).

Almost all organisations referred to difficulties in reaching hard to reach groups. 
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“Immigrants think their children should help, not strangers. We are locals; interaction with people 

from abroad is more difficult. Secondly there is the language barrier” (U23). “We use immigrants 

to reach immigrants”(R38).

In reaching patients, organisations reached out to other organisations, but mostly to organisations 

within one or two steps of reach.  For example, one coordinator only mentioned the other parts 

of his organisation as a network, although he encountered difficulties in reaching his target 

population.

Professional organisations tended to offer the support themselves instead of navigating to 

possibilities in informal care: 

“Because we have fewer paid carers, we can offer less help”(U17).

On the other hand, professional organisations considered themselves as coordinating  informal 

care because of their knowledge and the attributed absence of the capacity to self-manage in 

patients 

“The professional coordinates and has a role in developing the network. The transition is from 

providing to ensuring support.” (R7, R38). 

Awareness of the transition extends to patients: “People should be aware that they have to 

organize things for themselves” (U44).

“Support is given mostly to people who are able to participate or navigate” (U24). 

People who are alone, stay at home, have difficulties making contact or don’t ask for help, are 

difficult to reach. Organisations did not purposefully make the network accessible for these hard 

to reach individual patients suggesting the reinforcement of inequalities of access given that 

support seemed to be directed at those who were already richer in network contact with others.

Navigation was often directed at reaching patients, but organisations expressed difficulty with 

developing network ties with other organisations:

“There are many supporting organisations, but finding the right ones is difficult” (R8).
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We found a few signs of negotiation mechanisms. The reciprocity rate in the urban region was 

low with only 17% of network ties identified as being reciprocal. In the rural region, reciprocity 

was absent. In the interviews negotiation was visible with 4 organisations in the urban region 

compared to 1 organisation in the rural region. In the rural region this negotiation involved the 

professional who coordinates the social network around a client (R7).

Task reallocation took place in the urban region within an organisation, making a shift from 

professional to informal care through buddy projects: (U6). Task reallocation between 

organisations was external driven: 

“The local government asks us to take over home care. This causes conflicts” (U25) and “we 

should involve the informal carer more in the network” (U31).

Mechanisms for contagion of ideas and practice were rarely evident. Out of the possible 

network ties, 10% was actually present, so possibilities for influencing were low. Also taking into 

consideration that only 17% of ties were reciprocal, ties seemed weak for transmission. Social 

influence from key players to other organisations was more likely in the urban region, but not 

confirmed in the interviews.

Organisations did not report to use contagion deliberately. When they quoted action, which could 

be considered strategic for contagion, this action was directed at patients and not intended 

as contagion. However, activities in which contagion between patients can occur, were cited. 

Organisations detected communities that support their patients, stimulated interaction between 

patients and brought people together in peer groups and activities: 

“We involve family and friends and stimulate patients to look for sponsors and support in self-help 

groups” (U27).

A religious organisation indicated that their church community is the base on which they organize 

activities:

‘People can meet and support each other in social activities we organise in this community” 

(U19).  

Sport organisations suggested that sport or movement is a good way for people to get into 

contact with other people:

“Sport is a means to ameliorate health and enlarge social contacts, sport enhances self-

confidence” (R3, R11).
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DISCUSSION

The value of this study is in providing insight into local networks of community and healthcare 

organisations that facilitate access to resources and sources of support for people with diabetes 

mellitus type 2. On account of the organisations’ representatives and in the observed network 

structures, we mainly found evidence of navigation-related mechanisms. These were relevant to 

reach the target groups and to refer individual patients to appropriate services. We found few 

clues for negotiation or contagion-related mechanisms in these organisational networks which 

are more likely to result in the provision of or mobilisation of tangible resources of support. 

Volunteer or mixed organisations did not differ in their way of using the network from professional 

organisations. A study of voluntary groups in Manchester confirms and nuances these results 

(29); network utilisation by volunteer groups reflected assumptions of the group’s function for 

its members. Network ties were developed advertising or facilitating the own voluntary group. 

Externally funded groups developed more collaboration with other organisations supporting their 

aim to provide a range of services. In the urban region in our study the two central players also 

perform this role in the system.

Connections between health services and community and healthcare organisations were sparse 

in our results. The Manchester study detailed frustration at opportunities that had not developed 

with health services, because of differences in approaches to health (29). This may limit the role 

that voluntary organisations can play in providing a more public health orientated care system.

A key theme in a scoping review linking health services to community and healthcare organisations 

was that individual health professionals played an important role in referring patients by providing 

credibility or legitimacy of the service for the patients (30). Connections between health services 

and community and healthcare organisations could thus add to effective use of the total network.

Network related mechanisms were not explicitly asked about, but derived from answers to 

questions concerning each organisations’ contribution to clients. The participants did not relate 

these questions to terms of active network management. Studies on local strategic partnerships 

in England (31) state that partnerships often seem to be designed to avoid any loss of power 

by their members rather than pooling power and resources. Organisations function on their 

own histories, cultures and preoccupations and are not necessarily managed on collaboration. 

Successful partnerships were outcome-focused, aligned relationships between different levels 

and responded to service users’ needs and concerns.

Navigation to relevant organisations offers the clearest indication to the design requirements  of 

network-related interventions, such as online platforms that present local support organisations. 

The absence of suggestions for negotiation and contagion mechanisms in organisational 

networks may suggest that further research is needed to explore their potential for enhancing 
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these, before interventions to improve collaboration in networks and to integrate professional 

and informal care, can be designed (32). For example, a two-step reach could be handled by an 

organisation in choosing which network ties to deepen in direct contact and which network ties 

to negotiate with other organisations.

The study has important implications for practice and policy. In recent years, many activities 

regarding social support for health and well-being have been decentralized towards the municipal 

level in the Netherlands (33). This enlarges the role and possibilities for organisations to use the 

network, especially since decentralized systems may prove difficult for individual patients to gain 

insight into their entitlements. Community and healthcare organisations should shift from the 

narrow  use of  the network serving their own interests and modus operandi to using the network 

to supplement or as an alternative to what can be provided through professional care (8,9). 

There would potentially be more utility for individual patients to access  the total network. As 

a conduit for mobilising support resources this would  reinforce individual capacities for self- 

management. For professional or mixed organisations this shift is requires even more, given that 

professionals in this study identified their role as crucial in delivering support or coordinating the 

network. Research on how to enlarge the impact of informal care in these network constellations 

could add to understanding of  this integration of networks and the potential contribution to the 

access, quality, continuity and efficiency of health and social care.

A strong aspect is the mixed methods approach of this study as quantitative methods were 

corroborated by qualitative methods. Nonetheless, also some limitations should be mentioned. 

First it was hard to define the boundaries of the network, which is a common problem in network 

mapping (34). To solve this issue, the sampling provided an extra check for relevant 

organisations, but some organisations could still have been missed if they were not mentioned 

by patients or representatives (34,35). Second, network sizes seemed to be small, but other 

studies suggest that healthcare networks often have similar sizes (36).

 

Also the measured density is common comparable to other studies. Third the participants in the 

study were managers and coordinating staff, who can be expected to oversee the connections 

with other local organisations. But, the low degree of reciprocity in the identified connections 

may raise concern on the validity of the reported connections. This could have been triggered by 

the phrasing of the question in terms of important organisations or by the fact that respondents 

had to remember organisations themselves. Last the generalizability of findings was enhanced 

by using a pre-defined framework, but is uncertain given the small number of cases.
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CONCLUSION

The study suggests that navigation to resources is a relevant theme in organisational networks for 

linking people into extended sources of social support, which could be targeted by interventions. 

More research is needed to explore the relevance of other network-related mechanisms.
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ABSTRACT

Positive impact of care networks of home-dwelling older adults may be based on several 

network-mechanisms: navigation to resources, negotiation between participants, and contagion 

of behaviors. Little is known about actions of participants - older adults, informal caregivers or 

formal care providers – to activate such mechanisms and generate support. Aim of this study 

was to identify actions in relation to these network-mechanisms. 

 

A cross-sectional qualitative study of 48 interviews with home-dwelling older adults, 

informal caregivers and formal care providers in the eastern parts of the Netherlands 

was conducted between March and September 2016. A framework-analysis on network-

mechanisms categorized actions. Actions were reviewed by network party and compared 

between networks to explore relations between actions and networks. Results showed that 

participants navigated through existing relations to seek support. Actions on negotiation 

were aimed at ameliorating existing relations. Few examples and no actions on contagion of 

behaviors were found. Actions seemed driven by incidents and existing relations. Older adults 

rarely initiated actions, informal caregivers felt hampered by their position in the network. 

Consistent patterns of relations between actions and network characteristics did not emerge. 

We concluded that the full potential of network-based support of older adults is probably 

underused.  Particularly promising seem: navigating the neighborhood for new informal care, 

using opposite opinions as a catalyst for change and bringing quality of life and dilemma’s into 

dialogue in the network. 
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INTRODUCTION

The majority of older adults (aged 75 years and older) lives at home, accompanied by a care 

network which delivers practical, informational and emotional support (1). Participants of these 

care networks may be informal caregivers, such as family, friends, neighbors, volunteers through 

local organisations, and/or formal care providers such as primary care physicians, community 

nurses and social workers (2). In view of an ageing population and cost containment in the 

public sector, the role of informal care and collaboration between informal and formal care have 

received increasing attention (1).  In the Netherlands the traditional welfare state is supposed 

to be replaced by a participation society, in which citizens are responsible for their health and 

well-being, and where care is provided in community settings, involving informal caregivers and 

formal care providers who are connected in networks (3) 

Studies on care networks and its participants focus on the process of integration of care and 

on correlations between network configuration and perceived health (2,4–7). For instance, 

studies on social networks of people revealed that people with stronger social relationships 

have a higher likelihood of survival (8). Inter-professional care, including case-management 

and multidisciplinary teams, can improve care process and outcomes, although evidence 

is mixed (9). It is crucial to get better insight into how professionals structure their working-

practices, including collaboration with informal care.  However, it seems that possibilities of care 

networks are not used optimally (10). Professionals do not use the organisational network to 

enable individual clients to navigate to resources (11). Also health and social care professionals 

rarely go beyond mapping the informal network (12). The world of informal care and formal 

care is mostly separated and contact is limited (7). A recent thematic synthesis  highlighted the 

professional perspective on collaboration, showing that formal care providers act as experts in 

a hierarchy and that collaboration with informal care was hampered by legislative and societal 

systems in which formal care providers work (3). The shift towards more collaboration in care 

networks around home dwelling elderly persons demands that participants know which actions 

could have a positive influence on the functioning of the network and generated support. 

Research on the influence of social context on health provides some concepts that can explain 

the functioning of care networks and the actions participants employ to influence these networks 

(13–15).  On the basis of empirical research, three broad mechanisms of actions on networks 

to generate support have been distinguished (16,17). First, actions can relate to navigation; 

identifying and connecting to persons or organisations who can provide support (18,19). An 

older adult can activate more support if he has invested in this “social capital” through selection 

of supportive individuals into the network and removal of unproductive connections. Second, 

actions can relate to negotiation on sharing care tasks and shaping relationships (20). Third, 

actions of participants can be the result of contagion, when ideas, attitudes or behaviours have 
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spread from one group of people to another. Patterns in and between care networks influence 

cultures of people and organisations within the network and vice versa (19). This influence can be 

positive for health and well-being, but also negative. To provide insight in actions of participants 

in networks, the central question in this study is: Which actions in relation to network-mechanisms 

are used or mentioned by older adults, informal caregivers and formal care providers to influence 

the care network in order to generate support for home-dwelling older adults?

METHODS

Design

To explore actions and viewpoints of participants of care networks of home-dwelling older adults, 

the current study was a (cross-sectional) qualitative interview study, based on interviews with 

a purposeful sample of participants of care networks. This study adds to scientific knowledge 

as we interviewed three different parties per network separately: the older adult, an informal 

caregiver, and a formal care provider (21). The research team had a background in nursing and 

education. 

The design and report of the study followed the COREQ guidelines, which safeguards quality 

of the research on aspects of the research team, study methods, context of the study, findings, 

analysis and interpretation (22).

Ethical approval

Permission was obtained from the ethical advisory board Practice oriented research in the 

Faculty of Health, Behavior and Society, HAN University, ACPO 24.03/16

Study sample and data collection

Older adults were purposefully sampled. Inclusion criteria were features of the home-dwelling 

older adult [being 75 and over with multiple chronic illnesses] and a care network with both 

informal and formal care, with at least one contact a month. The choice of the informal 

caregiver and formal care provider was made in consultation with the older adult on base of 

the relevance from this person for the older adult and aimed diversity in informal caregivers 

and formal care providers in the sample. Respondents were recruited in several ways to get as 

much heterogeneity as possible; through home care organisations, a local welfare organisation, 

a home care  services and a church community, all in the eastern part of the Netherlands. 

We aimed for diversity in education levels in order to see if actions differed with the level of 

education. The principal researcher first communicated with the contacts of the organisations 

or community, the contacts selected and approached clients personally. A confirmation letter 

gave more information about the study.  Respondents were quoted by N network number and 
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by network party: A older adult, B informal caregiver, and C formal care provider.  Data was 

collected between March and September 2016. Interviews with participants of one network 

were no more than two weeks apart in order to prevent differences in network situation blurring 

differences in actions between participants. Interviews were held in the home situation of the 

respondent, unless the respondent preferred another location. Informed consent was obtained 

through a written consent form, which was sent to the respondent before the interview and if 

needed explained further at the beginning of the interview.

Interviews

A semi-structured interview guide guided the interviews. The interview guide for the older adult, 

the informal caregiver and the formal care provider was identical, apart from formulation of 

the question from the perspective of the network party. Respondents were asked to answer 

from their own perspective about the current situation in the network. The interview contained 

only open-ended questions. Asking about actions and generated support started by exploring 

the network context: asking which informal caregivers and formal care providers support and 

describing how the network works. When respondents named an organisation, the organisation 

was listed, when respondent named persons specifically, all persons were listed. Ways of and 

actions on navigation, negotiation and contagion were explored through open questions and 

asking for specific examples of situations. Every network-mechanism had one leading question. 

Navigation: ‘If something changes in the situation: how would Mrs / Mister address this? How  do 

you seek for persons or organisations that could help?’ Negotiation: ‘How do participants interact 

to find out what the older adult needs and to divide care tasks?’ Contagion: ‘How would you define 

positive or negatives influences in or around the network?’ ‘How is this influence reinforced by the 

way people interact?”

Also respondents were explicitly asked which actions they employed to influence the network. 

WK was the primary researcher, WK, JN, LB and MP conducted all interviews and attended 

training beforehand. The interviews were conducted face-to-face or by phone and lasted about 

60 minutes. Interviews were recorded and verbatim transcribed by the researchers.

Data-analysis

After familiarization with the data at the level of the individual participant of a network and at 

network level, network situation was explored through open coding on the questions of who 

was in the network and how the network works. Second qualitative framework analysis on the 

network mechanisms was undertaken to label meaningful units on actions in relation to network 

mechanisms and generated support (Gale, Heath, Cameron, Rashid, & Redwood, 2013). 



CHAPTER 3

52

Table 1 Analytical framework

Navigation Identification possible resources

Connecting to resources

Using online information and networks

Promoting factors navigation

Impeding factors navigation

Actions on navigation

Negotiation Coordinating care activities

Shaping relationships

Reciprocity

Promoting factors negotiation

Impeding factors negotiation

Actions on negotiation

Contagion Contagion examples

Impeding factors contagion

Promoting factors negotiation

Actions on contagion

Support Information

Practical support

Emotional support

Perceived support

The coding in ATLAS-ti was done first separately by two researchers (WK and JN), then compared 

and discussed by both researchers. Disagreements were solved in a consensus meeting with 

a third researcher (ML). Second, meaningful units on actions in relation to network-mechanisms 

and generated support were recoded through open coding.  Third, findings were reviewed per 

network participant to examine whether different positions in the network bring different views 

on actions and generated support. Fourth, actions were compared between care networks to 

explore differences in actions between different networks configurations and types of caregivers.
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RESULTS

In total 48 respondents of 19 care networks were included. 11 networks with all three network 

parties, 5 networks with two out of three network parties (2 networks A/C, 2 networks A/B, 1 

network B/C), 3 networks with one network party (2 A, 1 B). Where not three different network 

parties were interviewed, this was caused by changes in the situation of the older adult or 

because the older adult thought this was too much strain for a caregiver. We  included these 

interviews, since they contained information about our research question.

Table 2 shows the characteristics of the respondents. 

Table 2 Characteristics respondents

48 respondents total Origin Sex Age  
mean (range)

Level of education

17 older adults  
(A)

 - 4 male
13 female

81 (75-92) 7 lower education
3 middle level education
7 higher education

16 informal caregivers  
(B)

2 partner
11 family
1 neighbour
2 volunteers/ clubs

2 male
14 female

57 (38-84) 2 lower education
4 middle level education
10 higher level education

15 formal care providers 
(C)

3 welfare
3 home services
7 home care
1 case manager
1 specialised nurse

2 male
13 female

48 (24-61) 1 lower education
5 middle level education
9 higher education

Network context

All networks were ego-networks around a home-dwelling elderly person. The older adult had 

chronic health problems like impaired hearing, eye disease, dementia in an early stage, diabetes 

or physical inconveniences through ageing. Table 3 shows the configuration of their support 

networks.
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Table 3 network configuration

Network 
(respondents)

Informal care: family 
and friends

(number of persons 
named)

Informal care: 
volunteers, clubs

(number of 
persons named)

Formal care: 
contracted with 

own means
(number of 

persons named)

Formal care: 
contracted 

through 
organisations

(number of 
organisations 

named)

1 (A,B,C) 9 2 4 3

2 (A,B,C) 1 0 7 4

3 (A,B,C) 10 1 1 6

4(A,B,C) 6 2 2 9

5 (A) 3 0 0 4

6 (A,B,C) 10 1 2 4

7 (A) 3 0 0 2

8 (A,B,C) 8 3 0 8

9 (A,B,C) 6 0 0 6

10 (A,B,C) 7 0 0 5

11 (A,B,C) 7 2 1 3

12 (A,B,C) 6 0 1 3

13 (A,B) 8 0 1 2

14 (A,B,C) 6 3 0 6

15 (A,B) 2 2 2 2

16 (A,B,C) 5 1 3 4

17 (A,C) 9 1 2 3

18 (B) 4 0 0 4

19 (B,C) 6 3 1 3

The table gives an indication how the older adult, informal caregiver and formal care provider 

interviewed perceived the participants of the network. Findings are corrected for duplications. 

The numbers give no indication of the amount of support provided per participant. We 

subcategorized informal and formal care to give more insight in the network configuration. Within 

formal care we found respondents made a difference between formal care as accessible through 

organisations, funded by government, or formal care which they paid for by own means. When 

support was delivered through a formal care organisation, respondents named the organisation. 

High numbers of organisations in formal care meant more specialized care. Within family and 

friends elderly persons named grand children who visited, sometimes other elderly persons in 

daycare were seen as friends. Volunteers came from the church community or daycare. Formal 

care providers were mostly home care. Formal care providers paid for by own means were 
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domestic help, pedicure, hairdresser or extra hours of help on top of the formal care funded by 

government.

Networks were developed around practical support: the older adult needed assistance with 

doing chores, arranging things and transport to various occasions. Also participants, as well 

informal care as formal care, guided undertaking small-scale activities like drinking coffee. 

The initiative for this provided support mostly came from informal caregivers, the older adult 

undergoing this passively. Within the provided support, the practical and emotional support were 

closely intertwined. 

 

Stories of participants within one network did not always match. In most cases the older adult 

did not see all participants other network parties saw and hence not all given support and 

coordination behind that support. When there was a concrete situation to negotiate support, 

informal and formal care found each other, not always in accordance or dialogue with the older 

adult.  

Actions related to navigation

Navigation in the care networks of home-dwelling older adults concentrated on using existing 

relations to enlarge support. Older adults took little or no action in navigation. They saw barriers 

before they even started navigating, like ‘those people do not match my level of development’, 

‘I find it hard to ask’, ‘people always have other priorities’. The underlying assumption was that 

something new was scary or tensive or that change was not possible. When older adults navigated 

outside their network it was in a nearby existing context: the community in the apartment building 

or the church community. 

In connecting to relevant resources older adults relied on informal or formal care. Informal 

caregivers and formal care providers stimulated the older adult, showing consideration with 

anxiety. Informal caregivers and formal care providers stressed the importance of a warm transfer 

to a new participant. Actions they named were: joining the elder in first meetings, introducing the 

older adult personally to another older adult.

“I first introduce a new participant in the network through warm transfer, then let the new participant 

take the older adult outside to meet other people” (N19C, case-manager). 

To weigh risks and need for extra care, informal caregivers and formal care providers monitored 

the situation by asking the older adult about support and reliability of other participants. In 

networks dominated by chronic illness, websites, information meetings and professionals 

working in hospitals were a reliable resource for informal caregivers and formal care providers. If 

action was necessary to find new supporting caregivers or care providers, participants aimed at 
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existing relations. The older adult addressed the informal caregiver or formal care provider within 

the network, the informal caregiver addressed known relatives or the formal care provider and 

the formal care provider addressed close colleagues or transferred a solution from one client to 

another client.

Informal caregivers and formal care providers did not undertake specific actions to improve 

their ways of navigation, but pointed at a field of potential opportunity for identifying relevant 

resources: Navigating the broader context of the neighborhood in search of informal care. ‘I 

wouldn’t know how to find extra network in the neighborhood’. ‘It swarms of support, if you 

know where to find them’. Next to better identification of relevant resources in the neighborhood, 

potential is in the way clients could be connected to other people: 

“We could improve in ways to match. One time we matched our clients within an apartment 

building, but we do not do these things often enough” (N8C; nurse)

Navigation was an individual action, the older adult, informal care and formal care did not 

navigate together.

Actions related to negotiation

Older adults were not explicit about actions on negotiation. In their view relationships were a 

result of live-events. Older adults felt dependent, which meant they could not say too much. 

Older adults found it difficult to bother someone else and communicate frankly, but also felt 

angry if passed over. 

Informal caregivers aimed their actions at keeping the relationship positive through maintaining 

a positive spirit , complementing the older adult and avoiding difficulties. They directed their 

energy on a dialogue with the older adult. Informal caregivers did not feel the position to enforce 

new actions by the older adult, feeling they have to compromise: 

“This is my life long pattern with my mother, I cannot change this, only someone from the outside 

can”(N1B). 

Actions from formal care providers did not differ much from the actions from informal caregivers. 

Their basis was building trust with the older adult, ameliorating existing contacts and within these 

contacts framing things positively. For example they sent postcards to informal caregivers for 

their birthday. They also directed their energy on a dialogue with the older adult, often defining it 

as seducing the older adult to change behaviours which could improve his or her quality of life 

or health situation. They sometimes used their professional status or the status from a primary 
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care physician to enforce decisions. If the situation demanded more care, they navigated to 

organisations for formal care

Informal caregivers and formal care providers sometimes struggled with the older adult, 

proclaiming the older adult was not clear in his wishes or was stubborn. They sometimes avoided 

expected objection of the older adult by just providing support without involving the older adult in 

the decision process, when it was concerned to be a necessity by informal and or formal care.

Negotiation in these care networks showed itself as incident-driven. Formal care and informal 

care were two separate worlds with limited contact in case of an illness situation, emergency or 

rehousing. Some networks had more regularly personal contact and mutual understanding when 

daily care for the older adult demanded presence in the house. Other contact was mostly by 

phone calls and through a care record. Often formal care asked for one appointed contact from 

informal care towards formal care. In sharing care tasks mostly two different basis principles 

of coordination were visible; either coordination by the older adult with participants keeping a 

close eye, or one central actor from informal or formal care. Informal caregivers and formal care 

providers seldom met, because they made sure the older adult saw someone each day. 

In two networks participants used a digital care network to coordinate actions, but they did not 

include the older adult. Division of care tasks altered when burdening became too heavy for 

family or more people were needed. No anticipation for future care was visible, except for some 

informal caregivers within a church community; they communicated which each other which 

future care needs they saw within their community.

Actions on reciprocity, as an underlying principle of negotiation, were not visible. Older adults 

often felt they could not do something back, informal care givers stimulated older adults ‘to allow 

somebody else to help you’. If examples were visible, like babysitting children or giving advice, 

the older adult felt physically capable and was asked by informal care. Informal caregivers and 

formal care providers named reciprocity as a seducing strategy to stimulate the older adult: new 

activities are a chance for the older adult to help somebody else. They found it difficult though 

to specify examples from this strategy. An informal caregiver skilled in motivational interviewing 

skills explained how difficult it could be to seduce the elder: 

“If I tell her that she cannot live alone anymore, she will only try to convince me that that is not the 

case. So I compliment her on her strength living alone and that that is what she wants, so she feels 

the space to tell me what is difficult” (N18B).
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Also “I let her show me how she goes upstairs to the bathroom, and on the way tell me how she 

gets around, what does not function well, and what she sees as an acceptable solution. By asking 

questions I discover removing the bathroom door is more acceptable for her than moving the 

laundry basket” (N18B).

Actions related to contagion

Participants named no actions that related to contagion of behaviours. When all interviews were 

considered together, three examples of contagion emerged from broader context, often a barrier 

for improvement. Participants saw the abilities from older adults as fixed: ‘it is what it is, it will not 

get any better’, ‘she has lived for this for eighty years I cannot change it’. Second formal care 

providers saw professional boundaries as reason not to interfere with family relations: ‘I am not a 

therapist’. Third patterns in the context hampered or helped: ’people do not have much contact 

with each other in this neighborhood’ or ‘helping each other is normal in this church community’.

Generated support

All participants saw providing support as something you do when asked by the older adult or 

when the situation was seen as risky or acute. Participants did not pro-actively anticipate future 

care demand in the health or living situation of the older adult.

“Every time we step up a little bit to convert” (N12B) 

Informal caregivers and formal care providers did not really know how the older adult perceived 

the support provided by them. Perceived support was not an explicit topic of conversation 

with informal care and formal care together. They held dialogue with the older adult or other 

participants separately, about concrete circumstances and the provision of support:

“ I think she perceives our support as positive because she seems satisfied”’ (N2B)   

Older adults, informal caregivers and formal care providers looked different towards the desired 

situation. Older adults wanted to keep everything the same or did not accept the current situation, 

where sometimes informal or formal care could see possibilities. This led to the dilemma to 

confront an older adult with this view or to let it go. To strive for better generated support as 

outcome was not an intentional strategy for participants. 

When all interviews are taken into consideration, informal and formal care struggle with dilemma’s 

which withhold them to take actions to improve network functioning or generated support. They 

do not want to intrude in the older adult’s life but see risks. They weigh between their own wishes 

and needs versus what the older adult expresses.
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Actions reviewed per network party

When findings were reviewed per network party, older adults appeared passive, relying on 

participants to fulfill care needs. Informal caregivers felt their position as family member often 

hampered them to take action. They could see useful changes in daily life or participation from 

the older adult but felt patterns in their lifelong relationship made it not possible to stimulate 

change. They weighed risks to determine if they should take action. Formal care providers took 

most actions in the network. Their actions were aimed at maintaining existing relationships or 

enlarging formal care through existing relationships. 

Actions reviewed on network configuration

A network configuration with home care had a potential positive influence on negotiation 

since home care knew most informal caregivers, but home care respondents did not use this 

knowledge to involve caregivers outside family. When a coordinating role from informal care was 

in other hands then the older adult, it was a partner or a child and as result negotiation together 

with home care improved. Homecare and welfare volunteers did not navigate together, since the 

welfare volunteer concentrated on her own setting. 

When the level of education was higher among the older adult and informal care they navigated 

more towards specialized formal care. Actions were not consistently related to characteristics 

of the older adult. Elderly persons being higher educated meant they were more specific in their 

choice of support, but it did not change their actions on navigation or negotiation. Informal care 

in the sample consisted mostly of women. Actions on network-mechanisms of these women did 

not differ from the men, both named the same kind of actions.

DISCUSSION

We uncovered that actions in networks were mostly incident- and relation-driven, in which 

participants affirmed status quo or changed support as response to a life-event.  Previous 

research on care networks of home-dwelling older adults concentrated on integration of care or 

network constellation and did not explore network-related actions of home-dwelling older adults, 

informal caregivers or formal care providers to influence the functioning of the care network or 

generated support. 

The framework of network-mechanisms proved useful for exploring actions and also showed 

fields of network-related actions that participants did not use. This corresponds with research 

that shows that most actions in networks are aimed at individuals and directed at the existing 

network and that few actions council participants to break social ties or to find new ties (23,24). 

This study shows how participants find it hard to navigate the neighborhood in search of informal 
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caregivers. Local (non-)kin could be mobilized more often (25). Further research should explore 

navigation strategies to meet other people and to use contact moments to enlarge informal 

care possibilities. Second, actions on negotiation seemed less effective because of avoidant 

or compromising behavior of informal caregivers or formal care providers. Studies on conflict 

management styles of nursing students, allied health professions and nurses showed a 

prevalence for compromise, followed by avoidance (26,27). Since informal caregivers are often 

hampered by their position in the network, effectively using conflict or opposite opinions as a 

catalyst for initiating change should be the challenge for the formal care provider. Shared decision 

making, which was developed from the patient-physician dyad, could aid, but developing it to 

support decision making in a care network asks for further research (21). How to embed older 

adults in this decision-making demands further research, since they seem resistant towards 

group conferences in fear of losing control (28). Third actions on contagion were not visible. 

Big data research shows that people are not infected by their close environment, but by circles 

around that  (29). Awareness about these contagion factors could improve conscious action. 

Further research should consider evaluation of actions in these fields to make better use of the 

care network of home-dwelling older adults (12).

Through the eyes of participants older adults seemed passive [not undertaking an action], or 

stubborn [not wanting to undertake an action]. Although physical or cognitive decline may cause 

less activity, research does not confirm passivity as a trait from the aging process (30).  People 

make decisions on basis of their attitudes towards their life and future, having an optimistic 

character helps to make changes (30,31). Heid also established that stubborn behaviours from 

older adults were not fully explained by personality, thus situational and relationship issues may 

also drive these behaviours (32). Even stronger; research shows that environmental factors and 

the execution ofservices and expectations from informal caregivers and formal care providers 

may contribute to the individual older adult being on the verge of being passive (33). In this 

way, passivity could be the result of contagion of the way we perceive older adults and organize 

support. Chronic diseases and experienced barriers in daily life do not have to be the cause of 

a lesser quality of life (34). Reframing the views of participants on the quality of life of the older 

adult and capability for change could be a strategy that creates other network support.

In this study contact with formal and informal care was merely organised by one central appointed 

contact. This is effective when the informal network can resolve conflicts and trusts the appointed 

contact (35). Obviously, this is not always the case. Especially home care professionals should 

use their knowledge of the informal network and overcome their fear of mingling in the informal 

network to develop new ways of connecting formal and informal care.

Limitation of this study is we could not account for actions participants employ not-consciously. 

We compensated through asking about situations and how the network works and asked 
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respondents to describe what they did. Asking about contagion did not deliver any answers; 

observation might be more suited to see examples of contagion. 

Bias was possible because contacts of organisations approached elderly persons personally. 

Weakness of our study was that the sample was not large enough to enable us to differentiate in 

the analysis on navigation and negotiation within networks with strong ties compared to network 

with weak ties. Richness in data came from the diversity in network parties and level of education 

of elderly persons, although informal caregivers were more high educated. No questions were 

asked though about how long the current configuration in the network existed, so how interaction 

in the care network develops during time is underexposed.

CONCLUSION 

Not all potential mechanisms to activate support networks are used in practice in care networks 

of home-dwelling older adults. Participants take actions within the existing network and do 

seldom employ network-related strategies. How care network characteristics, interaction and 

actions develop during time demands further research.
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ABSTRACT

Background

Studies on care networks of home-dwelling older adults often focus on network constellation. 

However, looking at network interaction can be helpful to improve the support generated 

by the care network. A European study on diabetes patients found network types based on 

the interaction within a network, which can be beneficial (generative, proxy) or detrimental 

(struggling, avoidant) to support. This study explored whether these network types are present 

in care networks of home-dwelling older adults in the Netherlands and how these network types 

manifest in constellation or ways of interaction (negotiation, navigation and contagion). 

Methods

The present study is a secondary analysis of a cross-sectional qualitative study of 16 care 

networks with home-dwelling older adults, informal caregivers and formal care providers 

conducted between March and September 2016. First, navigation, negotiation and contagion 

were analysed for each network; then the network type was determined for each network.  

Results

We found nine proxy networks, four generative networks, two avoidant networks and one 

struggling network. In the proxy networks, all negotiation and navigation were centralised by the 

proxy. In generative networks, negotiation was possible if the older adult could be reciprocal and 

the network supported this. In avoidant networks, informal and formal caregivers had to deal with 

an older adult who refused support. In the struggling network, the underlying problem could not 

be addressed. Furthermore, two networks seemed to show a transition process from generative 

to proxy network.

Conclusion

We concluded that the network typology on interaction offered extra information about the 

functioning of the care network. It seems that the network type can change over time, but more 

research is needed to confirm this. This study suggests that interventions in avoidant or struggling 

networks are difficult. Also, actions were aimed at developing proxy networks. Interventions 

maintaining or developing generative networks seem underused. 
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BACKGROUND

With ageing populations and spending cuts in public healthcare, western countries are 

increasingly focusing on ageing at home with support from a network that is comprised of the 

older adult’s social network with or without formal care providers (1). Networks exhibit diversity 

in their constellations and the support they generate (2-4).

Many studies in the last decades have focused on the constellation of these networks (3,5-11). 

These studies clarify structures of support and care, which emerge from interaction and act as 

context for interaction (5,12). Recognition of different network constellations makes it possible to 

identify strengths and weaknesses in informal support and to see which network types are more 

likely to request formal help than others (5,11,13).

Some studies have considered the nature and qualities of the relationships in a network, mostly 

aimed at the relationship of the older adult with other network participants (14-16). Looking 

at the patterns of interaction in the total network relationships could be helpful to improve the 

support generated by the network. A study on care networks of patients with type 2 diabetes 

developed a network typology for network interaction (17). That study looked at all relationships 

in the network through three predetermined network mechanisms: navigation to sources of 

support, negotiation of support, and contagion of supportive behaviours. This led to distinguish 

four network types: 1) Generative networks: diverse and beneficial to the individual because 

many actors provide and seek support; 2) Proxy networks: where coordination is delegated to 

one super-helper. This network could be beneficial, but it is often frail, particularly when it relies 

on an informal caregiver with few other connections; 3) Avoidant networks: where support is not 

negotiated; and 4) Struggling networks: where managing the chronic condition is a struggle or 

not prioritised by participants in the care network. 

This network typology was derived from research involving patients with type 2 diabetes in six 

European countries (17). 80% of patients in the sample were younger than 74 years, 41% had no 

other diseases, and 65% rated their general health as very good or good. It is unknown whether 

this network typology can also be used to explore network interaction in the care networks of 

home-dwelling older adults 75 years and over, who often have multi-morbidity, and are facing a 

decline in health as they age further.

A network typology can help professionals understand patterns in network interactions and how 

the network can be influenced. We assumed that this network typology would be helpful for 

developing interventions that formal care providers can use to improve the functioning of older 

adults’ care networks. 
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This led to the present study, which explored the generalization of the typology on the basis of 

the following research questions: 

1)   Are the network types described by Kennedy et al. (2014), which relate to patterns of 

interactions, present in care networks of home-dwelling older adults in the Netherlands? 

2)   How does the network type manifest itself in constellation, and/or in interaction 

(negotiation, navigation or contagion) in these care networks?

METHODS

Design

We performed a qualitative interview study and performed (cross sectional) data analysis to 

explore network interaction (2). We interviewed three parties per care network separately: the older 

adult, an informal caregiver and a formal care provider. The research team had a background in 

nursing, education and social science and had no prior relation to the respondents. The design 

and report of the study followed the COREQ guidelines (18)

Ethical Approval

Permission was obtained from the practice-oriented research ethical advisory board in the 

Faculty of Health, Behaviour and Society at HAN University of Applied Sciences, ACPO 24.03/16.

Written informed consent was obtained from all participants.

Study Sample and Data Collection

The study sampled care networks that provide informal and formal care to an older adult aged 

75 years or older who has multiple chronic illnesses (2).The older adult chose the informal 

caregiver and formal care provider to study. We recruited respondents via communities and 

organisations to get a purposeful sample: a church community, home care organisations, a 

local welfare organisation, home care services, all in the eastern part of the Netherlands. The 

principal researcher (WK) first communicated with contact people from organisations who then 

selected and approached clients personally. They provided those clients more information about 

the study and its goals.

 

At the start of the interview, respondents signed an informed consent form. Respondents 

are quoted in this article by network number (N) and network party: the older adult (A), the 

informal caregiver (B) and the formal care provider (C). Data was collected between March and 

September 2016. Interviews with participants were conducted no more than two weeks apart to 
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avoid having differences in the network situation blur the differences in perceptions of network 

interaction. Interviews were held in the respondent’s home or at the office. No other people were 

present besides the respondent and researcher. No repeat interviews were carried out.

Interviews

The semi-structured interviews followed an interview guide with open-ended questions (2). 

The interview guide was identical for all parties, apart from formulating the question from the 

perspective of the network party. Respondents reflected on the current situation in the network 

from their own perspective. 

The questions about network interaction started by exploring the network constellation: which 

informal caregivers and formal care providers offer support. Next, we explored ways of navigation, 

negotiation and contagion by asking open questions and requesting specific examples of 

situations. Every network mechanism had leading questions: 

• Navigation: ‘If something changes in the situation, how would Mrs/Mr address this? How do 

you look for people or organisations that could help?’

• Negotiation: ‘How do participants interact to find out what the older adult needs and to 

divide care tasks?’

• Contagion: ‘How would you define positive, or negatives influences in or around the 

network? How is this influence strengthened by the way people interact?’

WK was the primary researcher and WK, JN, LB and MP conducted interviews and attended 

training beforehand. The interviews lasted about one hour. The researchers recorded the 

interviews and transcribed them verbatim. The researchers discussed data saturation in the 

research team.

Data Analysis

First, two researchers (WK and JN) coded the data separately in ATLAS-ti, a software program 

for qualitative analysis, then compared and discussed them. Disagreements were solved in a 

consensus meeting with a third researcher (ML). Second, they analysed meaningful units on 

constellation, navigation, negotiation and contagion per network. Third, using these units, the 

researchers scored which criteria of the network typology applied to each network [see Table 1]:

• 1= respondents clearly mentioned this criterion or an example illustrated this criterion and 

stories among respondents were consistent 

• ½= this criterion could be derived from the respondents’ stories but stories conflicted 

between respondents

• 0= the criterion was not supported by the respondents’ stories
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Table 1 Criteria of network type and network constellation and interaction

Criteria of network type 
(Kennedy et al., 2014)

Manifestation in network 
constellation

Manifestation in network 
interaction (navigation, 
negotiation, contagion)

Generative 
network

1A Many actors, diverse 
participants

Family, organisations,
more friends, neighbours 
and groups mentioned

 1B Active weak-tie 
connections

Older adult is part 
of groups and has 
contact with (loose) 
acquaintances

Groups and acquaintances 
present, Contact in networked 
groups, references to values in 
these groups (contagion)

1C Participants make healthy 
changes sustainable

Role network participants 
in change, group exercises 
(contagion)

1D Participants are able to 
reciprocate

Reciprocity, participation older 
adult in groups

Proxy 
network

2A Network managed by 
others on behalf of the older 
adult, 

Mostly family names, 
formal care

References to a proxy,
Negotiation often family-
centred or focused on 
health professionals, Limited 
contagion from formal care

2B Close bond connections Classical strong-tie 
relationships: spouse, 
child, partner, sibling

Mostly daily, intimate contact,

2C Changes are dependent 
on a close super-helper

Negotiation: References to 
coordination of single super-
helper, change in care network 
via super-helper

2D Trust that care was 
being actively managed and 
discussed with little need 
for the older adult to be in 
control. 

Older adult describes trust 
in and often dependency on 
super-helper. Delegate control 
to their network

Avoidant 
network

3A Older adult avoids help 
and support

Small number of 
participants

References informal and 
formal care on avoidance by 
older adult, No navigation 
by older adult, mentions of 
navigation without older adult

3B Denial and lack of 
discussion in the network

No mention of negotiation. 
Control older adult, no 
contagion

3C Need for hypercontrol 
(disease)
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Criteria of network type 
(Kennedy et al., 2014)

Manifestation in network 
constellation

Manifestation in network 
interaction (navigation, 
negotiation, contagion)

Struggling 
network

4A Hidden nature of the 
chronic conditions

Extreme different views on 
situation,
network does not see the 
condition, limited/poorly 
understood examples of 
health behaviours

4B Prioritising other problems References to worries and 
consequences, financial 
worries/other health 
conditions/ complicated family 
life, Influences of worries on 
care network

4C Some cases: confused by 
unhelpful advice

Mention unhelpful advice

A score only was applied when the criterion  fit the current situation in the care network. Based 

on the scores, the researchers applied the network type which scored highest related to the 

maximum criteria of that network type

RESULTS

Network Characteristics 

In total, 16 networks were included: 12 networks with all three network parties and 4 networks 

with two network parties. Three networks with only one respondent were excluded from this 

secondary analysis. Different situations caused networks to miss a network party: one older 

adult did not name a formal care provider, one older adult felt interviewing domestic help was too 

much of a burden on the domestic help, one informal caregiver was not reached, and one older 

adult with dementia was unable to participate in the planned interview.

Network Types

Applying the criteria of the network typology (Table 1) led to the following result (Table 2).
 

Table 1 Continued



CHAPTER 4

74

Table 2 Fitness of network typology

Avoidant network Struggling 
network

Generative network Proxy network Total

Number of 
networks

2 1 4 9 16

Score on 
network type

3 out of 3 
(1 network)
2 out of 3  
(1 network)

3 out of 3
(1 network)

4 out of 4  
(3 networks)
3,5 out of 4  
(1 network)

4 out of 4  
(7 networks)
2,5 out of 4 
(2 networks)

-

We found all the network types in our study population. Every network in the sample could be 

assigned to a network type, meaning that they only scored on that network type (14 out of 16 

networks) or scored high on that network type. Two networks (N12 and N13) scored on two 

network types, with one network type scoring higher than the other. This meant we applied the 

network type of which most criteria were met.

 

The proxy network was the most present (9 times), followed by the generative network (4 times), 

the avoidant network (2 times) and the struggling network (1 time). 

Participants had different views on the interactions in the network. If we would have spoken only 

to the older adult in N10, for example, the network type would have been avoidant, but through 

other stories of network participants the proxy became clear:

“We had two multidisciplinary meetings about him this year because we were worried. He doesn’t 

find that all that impressive. He thinks it is unimportant to shower more than once every two weeks. 

Then you face an ethical dilemma: should you let him or not?’ (N10C).”

Stories from informal and formal care often offered extra information. Asking the older adult 

‘who or what supports you’ clarified what part of the care network that person noticed and what 

attitude they adopted towards support provided.

With formal care providers, it made a difference if they comprehended the older adult’s situation 

outside their own area of responsibility. For example, a social worker who supported the older 

adult in day-care activities had no knowledge of the situation at home.

Proxy networks

Quotes that led to applying criteria of this network type were all descriptions of a proxy negotiating 

or navigating. Two types of proxy were found: an overall proxy (one proxy negotiated the informal 

and formal care) and a split proxy network (the informal and formal care each had their own 

proxy). The overall proxy is most clearly illustrated in N3 and N4, which was also visible in the 

views on network constellation. The proxy in N3 and N4 organized other networks.  The older 
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adult named few network participants. Only through the proxy’s stories the richness of the care 

network became visible. The informal caregiver performed all negotiation and navigation:

“He accepts it very well, he says; my wife can’t let it go. She actually works with him the entire 

24 hours a day. I am in contact with his wife in particular. With some clients, you are the proxy in 

a network as a nurse, but here the partner does that and she really wants to do it herself.” (N4C)

The older adult in N3 described the value of contacts with acquaintances, but they are all 

organized by the proxy. Formal care in N3 explains that if the proxy did not organize this, the 

older adult would come nowhere. 

In split proxy networks, there was limited contact between the proxies in informal and formal 

care. The informal proxy negotiated informal care, while the formal proxy navigated to other 

formal care. Sometimes, an informal proxy was installed to stabilise family relations. 

In N1, the stories of the informal and formal care showed that they tried to come and stay 

in contact, but they felt the older adult was not really interested in them or the interaction felt 

negative: 

“70-80% of the initiatives comes from us; if I indicate it, she will take care of it. That goes through 

us or through that daughter” (N1C).

N9 and N10 showed that a proxy network is not always an older adult resigning control to the 

network; sometimes it involves informal or formal care taking control. They described their ways 

of dealing with this older adult: 

“If I do too much at one time, he holds back. He has to come to trust the volunteer or he will send 

them away” (N9B).

Generative networks. Descriptions of reciprocity and references to a community or living 

environment led us to apply criteria of this network type. In the networks that only had criteria 

from this network type, the older adults felt physically capable of doing something for other 

people: for example babysitting grandchildren. The diversity in informal care named in the 

network constellation was larger in the generative networks than in the other network types, with 

acquaintances named (e.g. people from the neighbourhood or church community). Especially 

the church community meant the older adults had more available support without having to 

maintain personal relationships with every person. Informal caregivers often cared for more older 

adults in the church community and named values as reason (contagion), as confirmed by the 

practice nurse from the general practitioner:
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“I know the community in which the older adult lives, I know who I’m dealing with, which implies I 

have to monitor less” (N14C). 

In most generative networks, the position of the older adult reflected their past role in the 

community. However, in N17, the older adult negotiated her own support and was able to 

maintain a generative network in a different way:

“She can be manipulative. The general practitioner even sometimes admits he does something 

for her that he intentionally did not want to do’”(N17C).

Struggling networks

N8 was a struggling network with the criterion prioritising other problems most clearly present. 

The older adult had a mentally disabled son who officially lived elsewhere but was often present 

in the household and demanded attention. Negotiation was difficult. The son’s and the older 

adults formal care network were not in contact with each other due to privacy regulations, and 

the older adult’s formal care provider felt that care for the older adult could not be optimised. 

Also, the older adult’s informal caregiver distanced herself from the situation because she fought 

with her brother. 

Avoidant networks

Avoidance of support and lack of discussion or denial defined the avoidant networks. The older 

adult felt in control and the informal and formal caregivers stated that the older adult refused 

support. They related that refusal to character:

“If you look in the news at people with loneliness, then he is not a representative of lonely people 

because he chooses to do this himself”’ (N9B). 

The informal and formal caregivers had the dilemma to refrain from engaging with the situation 

or to take control when situations became unsafe: 

“I am sometimes dictatorial: refusing what is not safe” (N9B).

Can the network type change?

In some networks participants referred to interaction in the past or they expect changes in the 

future. Formal care providers mentioned they had overcome the older adults’ avoidance in the 

past in N6, N10 and N16. In N6, quotes from the older adult and the formal care provider show 

the different positions:

“I am not such a fan of other humans, let’s face it” (N6A)
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“But at some point, you just keep asking. Do not apply too much pressure. Because often she 

doesn’t want it anymore. Until she says, well, I’m going to have a look.” (N6C)

In N2 the informal caregiver worried about the future, in which her effort to maintain the proxy 

network could change into a struggling network. Managing the support for her father with 

dementia took priority over the support for her mother with paralysis. At the time of the research 

the situation was stable but if the condition of her father changed, the network could become 

a struggling network in which a balance would have to be found between supporting her father 

and her mother. The informal proxy claimed to be aware of this situation:

“I know there is a bomb lying there. I just hope my father dies before we have to bring him to a 

nursing home, so afterwards we can do something for my mother.” (N2B)

Furthermore, network N12 and N13 seemed to show a transition process from generative 

towards a proxy network. In those networks, parties attributed this change to the older adult’s 

deteriorating health. N12 scored 3 out of 4 on proxy and 4 out of 4 on generative, N13 the other 

way around. The generative surroundings kept N12 generative because the contagion in the 

church community was to include all older adults in community activities. The older adult in N13 

did not use the generative possibilities, so the informal caregiver turned to a proxy network: 

“She has potential support in the surroundings, but she has trouble accepting what she cannot do 

anymore, which prevents her from using care and accepting emotional support.” (N13B)

DISCUSSION

Determining the network type based on interaction proved possible in care networks of home-

dwelling older adults. The network type manifested in the respondents’ narratives and their 

stories were complementary. Further, in contrast to portraying networks in constellation, asking 

participants about how they negotiate, navigate in the network and contagion of supportive 

behaviour, gave insight into underlying patterns and reasons for the network’s configuration and 

interaction patterns.

Network strategies aim at individual behavioural change, such as enlarging the network and 

changing the network configuration (19). Network interaction adds another perspective: that 

interaction can be positive (generative/proxy) or negative (struggling/avoiding), which is 

associated with the amount of support. Insight into interaction patterns showed why it is difficult 

to enlarge a network. Nevertheless, network types may change depending on the older adult’s 

health or the wishes and needs of other network parties (11). 
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This study suggested that interventions aimed at increasing support are difficult in avoidant 

or struggling networks. In a struggling network, effective negotiation and navigation are 

overshadowed by other problems. This means that participants have to address underlying 

problems before other network interaction can develop. Informal and formal care in an avoidant 

network should first focus on gaining trust and creating bonds with people in the community 

in small steps, so the older adult dares to ask for help (20). With the exception of generative 

networks, contagion of supportive behaviours was not mentioned. Contagion appears to be a 

difficult concept to recognize.

The proxy network was the most common type in this study. A proxy can fill holes in the network 

left by age-related changes and life events (3,21). Creating a proxy in informal or formal care is 

an intervention applied by informal and formal care to organise contact and distance themselves 

from interaction in the network of informal caregivers (2). However, the proxy network is vulnerable 

because changes in the network are dependent on this often-informal proxy. Caregiver distress 

is a significant predictor of nursing home placement (22). Creating more than one proxy could 

be a helpful intervention to divide support tasks more broadly and therewith spread the risks of 

overloading one informal caregiver.

In the sample, we saw the struggle to maintain a generative network. Networks undergo age-

related changes in which older adults lose network ties because of life events and lose non-

kin relationships when they become more selective (3,11). Participants were not focused on 

maintaining a generative network or exploring possibilities for reciprocity from the older adult, 

even though shaping reciprocal relationships is crucial to give an older adult a feeling of 

independence and a foundation for a caring relationship (23,24). Also weaker ties appear more 

durable and less vulnerable to loss over time than stronger ties (25).

This study had some limitations. We interviewed only three participants per network and, in some 

cases, only two participants. We may have missed present generative networks, but with three 

respondents we gain insight in the interaction between the most involved participants. There 

could be bias in the types of informal and formal care respondents because the older adults 

chose respondents. 

In addition, network types were not divided proportionally. A selection bias in participation of 

struggling networks seems logical. The strong prevalence of proxy networks could be caused 

by the presence of formal care providers in these care networks, but also could be the way they 

preferred to organise the network. This requires more research.
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Since proxy networks in which the informal caregiver is the proxy are often overburdened, there 

is a need for more research about how to split proxies and spread responsibilities among 

informal and formal caregivers. Research on possibilities to maintain generative networks or 

create access to generative networks in the neighbourhood could give informal caregivers and 

formal care providers a different range of interventions to organise the support for the older adult.

Another limitation of our study was the cross-sectional design. We interviewed respondents 

once. Following care networks over time and deepening the knowledge of transition processes 

in network types could help define interventions that help care networks become positive in their 

interactions and generate support.

We conclude that the network types described by Kennedy et al. (2014) were present in the care 

networks of home-dwelling older adults in the Netherlands. In proxy networks, negotiation and 

navigation was centralised by the proxy. In generative networks, negotiation and navigation was 

possible because the older adult was reciprocal and network surroundings were supportive. 

Only in generative networks we found examples of contagion. In avoidant networks, mostly 

caused by older adult’s avoidant behaviour, negotiation and navigation was limited. In struggling 

networks, underlying problems could not be addressed, which hampered effective negotiation 

or navigation.

Interaction gave more information than constellation about the functioning of the care network. 

In the constellation participants can be named, but that does not imply they are taking part in 

interaction. Formal care providers should include knowledge of network types into their strategies 

to strengthen the care network.
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ABSTRACT

Previous studies have shown that formal care providers need to collaborate with informal 

caregivers and align their activities in the care network in order to organise effective support for a 

home-dwelling older adult. This paper presents an intervention mapping study in the Netherlands 

to develop a training programme that helps formal care providers improve the functioning of the 

care network

.

A three-step procedure was applied. In step 1, from 2015 to 2018, we developed a logic model 

of the problem by using a mixed-methods approach (social network survey of formal care 

providers in two regions in the Netherlands; individual interviews with 17 older adults, 16 informal 

caregivers and 15 formal care providers in 19 care networks; proof of concept study on network 

interaction in 16 care networks). In step 2, from 2018 to 2019, we focused on the logic model 

of change. In this step we analysed data from step 1, performed additional desk research and 

held 5 focus groups with 36 participants in total (older adults, informal caregivers and formal 

care providers). In step 3, we designed the training programme for formal care providers.  

That programme teaches formal care providers to improve the interaction in the care network in 

order to generate more support and positive client outcomes. In addition to a dialogue on the 

theoretical background of network mechanisms, the training involves practical exercises and 

tools on negotiation and navigation. These tools enable formal care providers to analyse network 

interaction and outcomes and to improve negotiation and navigation with the care network. 
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INTRODUCTION

Health care and social workers (formal care providers) face challenges in providing care to 

home-dwelling older adults (1). The percentage of older adults is growing and these people face 

multifaceted health and social problems. This necessitates frequent contact with the health care 

system and support in maintaining their functional abilities and quality of life (2). Organising the 

support they need requires collaboration with informal caregivers (1).

Previous studies found that formal care providers rarely go beyond mapping the existing care 

network and do not look at network interactions consciously (3,4). When they do, they may refer 

clients to a small number of known organisations, thus failing to harness the full potential of the 

network of organisations available to their clients (5). When formal care providers take network-

related actions, those actions are mostly incident-driven and a response to life events (4) Contact 

with informal caregivers is limited and they seldomly engage in joint network meetings (6,7).

Research on support-generating mechanisms of social networks provides a conceptual 

framework for understanding the functioning of a care network, which can help shape the 

network-related skills of formal care providers (8,9). Previous research has identified three broad 

support-generating mechanisms: negotiation, navigation and contagion. First, formal care 

providers negotiate with informal caregivers to allocate support tasks and shape relationships 

(10). Second, formal care providers and informal caregivers navigate to persons or organisations 

who can offer support. Third, contagion can influence the functioning and outcomes of the care 

network because supporting behaviour spreads through connections within and around the care 

network (9). Insight into and use of these mechanisms could help formal care providers develop 

the needed network-related skills (11).

Since formal care providers rarely employ network-related strategies purposefully and do not 

acquire these skills naturally through experience, they would benefit from additional training in 

this domain (12,13). The aim of this study was to develop a training programme for formal care 

providers in the care networks of home-dwelling older adult that includes exercises, tools and 

assignments. This training programme would teach them how to collaborate with older adults 

and informal caregivers to improve the functioning of the care network and thus improve support 

and the older adult’s perceived health and quality of life.
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METHODS

The study applied the systematic process of intervention mapping, which specifies the creation 

of the following: 1) a logic model of the problem, 2) a logic model of change, and 3) a program 

design (14). The intervention mapping process aims to optimise the likelihood of an intervention’s 

effectiveness. Steps 4 through 6, which follow programme development ( the implementation, 

evaluation and sustainability of the programme) will be reported separately. 

Research to explore the logic model of the problem (step 1) was conducted through three 

exploratory studies in 2015 -2018 (4,5,15). Research to deepen the logic model of change (step 

2) and programme design (step 3) was conducted from September 2018-June 2019. 

This study was approved by the advisory board for practice-oriented research in the Faculty 

of Health, Behaviour and Society at HAN University of Applied Sciences in Nijmegen, the 

Netherlands (EACO 132.11/18). 

Step 1: Logic model of the problem

We followed the ecological framework in intervention mapping, which considers four levels: the 

individual (the older adult), the interpersonal (the care network), the organisational (health care 

and social care organisations), and the community (the neighbourhood the older adult lives in 

(14). We used three exploratory research methods to deepen our understanding of support-

generating mechanisms. First, we used a social network survey and interviews to explore 

how formal care providers navigate towards other organisations in two regional networks of 

community and health care organisations in the Netherlands (5). Second, we interviewed 17 

older adults, 16 informal caregivers and 15 formal care providers who were involved in 19 care 

networks (4). We searched for network-related actions they took to influence the care network. 

Third, we performed a proof-of-concept study on a network typology on interaction in 16 of those 

19 care networks (15). This exploratory research showed the interaction in the care network, in 

which the formal care provider’s actions are embedded. We identified the following areas for the 

training programme:

• Network analysis: identifying network connections and interaction.

• Negotiation: addressing dilemma’s, shared decision-making, use of reciprocity.

• Navigation: searching for informal care in the neighbourhood and connecting to clubs and 

organisations.

• Contagion: recognizing contagion of ideas and practices in care networks.
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Step 2: Logic model of change

To deepen our knowledge of the areas identified in step 1 and to work towards the intervention, we 

conducted literature research per theme per area as named above and held five multidisciplinary 

focus groups with older adults/informal caregivers/formal care providers (36 participants in 

total). For informal caregivers, we included family carers as well as neighbours and volunteers. 

The formal care providers were professionals who work in care networks of home-dwelling older 

adults. 

The focus groups addressed two of the four areas identified for the training programme 

(negotiation and navigation). Network analysis was not addressed because it was clear from the 

exploratory research in step 1. Contagion was not explored since that same research showed 

that older adults/informal caregivers/formal care providers did not recognise the concept of 

contagion when asked about it.

In every focus group interview, one of the subthemes identified for negotiation or navigation 

was deliberated on by combining and confronting the perspectives of the older adult/informal 

caregiver/formal care provider. The focus groups were reported on in accordance with COREQ 

guidelines (16). The focus groups focused on the perspective of change: what do you think 

should change to address the problem from your perspective on the level of the older adult, care 

network, neighbourhood or organisation?

Based on the results of the exploratory research in step 1, literature research and focus groups 

in step 2, we specified expected outcomes and performance objectives for behaviour. These 

performance objectives represent network participants’ behaviour that leads to better functioning 

of the care network and thus improves outcomes in terms of the older adult’s quality of life and 

perceived health. The performance objectives also define the aim of network-related actions 

taken by formal care providers. 

Finally, we finished the logic model of change phase by selecting change determinants that 

could help people achieve these performance objectives. We combined these performance 

objectives with the selected change determinants to produce change objectives. We incorporated 

recognising contagion in the area of network analysis.

Step 3: Programme Design

In the third step, we designed the training programme: themes, components (theory, exercises 

and tools), scope and sequence. We specified learning outcomes following the levels of 

competence from Miller (17). This meant we determined a target level of competence for each 

programme component: knows, knows how, shows how or does (17). The total programme aims 

at the level of ‘does’: application in everyday practice. The didactic design followed principles 
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of active learning and learning from direct experience (18). We developed training exercises for 

each programme component and created a workbook with tools that formal care providers could 

use. During the training programme and between training days, every exercise and assignment 

helped participants make progress on the levels of competence (17).

Next, we conducted a face validity test of the programme which meant that two qualified teachers 

and three respondents from the focus groups (older adult/informal caregivers/formal care 

providers) checked if the training programme seemed suitable to its aims (19). Finally, we tested 

the exercises we developed in two ongoing educational programmes for gerontological nurses 

and case managers. These measurements helped to define the final layout for the programme. 

FINDINGS

Step 1 and 2: logic model of the problem and logic model of change

The results of step 1 and 2 of the process of intervention mapping are specified per area: 

network analysis, negotiation and navigation. Next, we describe the training programme (step 3 

intervention mapping). 

Network analysis

The exploratory research in step 1, showed that formal care providers rarely did more than 

mapping the care network constellation and concentrated on known formal care providers 

and close relatives (4). Also, informal caregivers and formal care providers seldom brought in 

knowledge about (potential) informal caregivers in the neighbourhood (5). Participants were not 

used to focusing on network interaction and discussing outcomes (15). Participants did not 

recognise contagion.

This led us to conclude that it is essential to enable formal care providers to analyse network 

interaction and outcomes, so formal care providers can exchange views with other participants 

in the care network and stimulate informal caregivers and other formal care providers to bring in 

knowledge about (potential) informal caregivers. When exchanging views on the care network, 

involving the older adult as well as informal caregivers and formal care providers is a change 

determinant. This combines all perspectives and connects the worlds of formal and informal 

care. Another change determinant is asking about a broader network or involving this broader 

network in analysis. This gives additional perspectives on (potential) support.

Negotiation

The research in step 1 and 2, revealed that formal care providers rarely addressed dilemmas in 

the network out of fear of damaging the existing relationships (4). As a result, their actions were 
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incident- and relationship-driven. Contact between formal care providers and informal caregivers 

was mostly limited through one contact. When the social worker or nurse negotiated with the 

general practitioner or medical specialist, he or she felt like they had less status and were 

treated unequally (4,11). The older adult and informal caregivers had similar feelings about their 

interactions with formal care providers. Network meetings happened rarely and older adults were 

resistant to participation in group meetings (20). Interviews in step 1 and focus groups 2 showed 

that the older adult feared that informal caregivers/formal care providers would take over. When 

the older adult did not express concerns or wishes explicitly, informal caregivers/formal care 

providers supplied a solution without consulting the older adult. Also, conversation support was 

rarely used to facilitate a better dialogue in these negotiation processes. Finally, respondents did 

not use reciprocity consciously to find customised solutions for needed support.

Literature research in step 2 stated that the decision-making process starts with the need for a 

decision (21). However, the focus groups (step 2) thought it was imperative to start by sharing 

concerns and bringing different ideas to the table. A formal care provider could be the critical 

friend who starts these conversations. By learning to share concerns, the network can deal 

better with dilemmas and difficult choices (20). This helps with preparations for future care which 

respondents found difficult (22). 

On basis of the research in step 1 and 2 we defined change determinants on negotiation. First, 

when formal care providers plan negotiations with the other participants different perspectives 

are discussed. Second, to improve negotiation, formal care providers have to think about 

conversation support by informal caregivers or formal care providers and/or involving a broader 

network. Involving a broader network means using the strength of weak ties: a different person 

can bring new perspectives to a situation or change the interaction between current participants 

(23). Third, equality was a change determinant. Truly equal relationships seem difficult to achieve. 

Nonetheless, participants value interacting in an equal manner: giving complete information, 

treating each other as equals and valuing clients’ expert knowledge (24). A feeling of equality 

helps negotiation because it makes room for all perspectives. Fourth, reciprocity can encourage 

the older adult to become active and search actively for solutions, since helping somebody 

else makes the older adult feel valued. Equivalence and reciprocity were intertwined. Striving 

for equality meant striving for reciprocity, and striving for reciprocity meant acting as equals (24)

Navigation

The research in step 1 and literature research in step 2 made clear that formal care providers 

failed to make the full potential of the network of organisations available to their clients (3,5). The 

navigation strategies formal care providers used were mostly aimed at navigating to a limited 

number of other (known) organisations (5,25). Formal care providers were not used to connecting 

the worlds of informal and formal care and did not use knowledge about the older adult/informal 
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caregivers (26). Both informal caregivers and formal care providers found it difficult to navigate to 

non-organised informal care in the neighbourhood. Since older adults experience social barriers 

and social stigma, they avoid social situations, even though contacts with a wider circle are 

important to feeling valuable.

Informal caregiver’s involvement in navigation is not always appreciated by healthcare 

professionals in terms of their knowledge (27,28). If contact to new support was made, 

respondents were concerned about its stability. Formal care providers wanted to monitor the 

new contacts because older adults were not always aware of how much they were asking of their 

new contacts. Greater equality and reciprocity in a supporting relationship increase the chance 

that the needed support will continue (24,29)

In the focus groups in step 2 the older adult and informal caregivers stressed the importance of 

navigating together. Navigating to resources meant discussing possibilities for participation. It is 

important that older adults come into contact with people of other ages and at various meeting 

places in the neighbourhood, but informal caregivers/formal care providers often lacked familiarity 

with the neighbourhood the older adult live in (27). Literature research in step 2 emphasised the 

role of formal care providers in navigation. Five general navigation competencies have been 

defined: provide screening; advocate for informal caregivers towards formal care providers; 

facilitate community connections; coordinate access to services and resources; and promote 

active engagement (28)

We observed the following change determinants for navigation. The first was involvement of 

participants and a broader network, to open up possibilities and search for informal support 

in the neighbourhood. Second, reciprocity can help build connections to potential support, so 

supporting relationships become sustainable. Third, a two-step reach can help formal care 

providers not only refer to the known connection (one-step reach), but to open up the possibilities 

of the connections of these connections (5).

Step 3: Programme design

Based on the first two steps of intervention mapping, in the third step we developed the training 

programme. Figure 1 shows its themes, sequence, tools and exercises.
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Aims and layout training

We formulated the following aims for the training: 1) analyse the functioning of the care network 

in relation to generated support and outcomes, 2) use the network tools to take network-related 

action in the care network, 3) incorporate change determinants in these actions, 4) reflect on 

actions and their effects, and 5) adjust actions based on effect. 

The training programme is composed of the elements on network interaction, navigation and 

negotiation. The foundation for this training is knowledge transfer about network interaction 

combined with active learning in which formal care providers search for answers to questions 

they pose as a result of a tool or exercise (14). This way, theory is connected directly with 

examples from direct experience in the group, and the group is asked to bring in their own cases. 

Peer review is used to apply knowledge. Between the training days, formal care providers are 

asked to analyse and engage in negotiation and navigation in three care networks so they can 

learn from direct experience (17). In preparation for and on the third day, formal care providers 

self-reflect on the improvement plans for each network and fill in the better negotiation and better 

navigation scans to gain insight into the results of the negotiation or navigation process in the 

care network. Plenary discussion with other formal care providers on day three helps them learn 

which network actions lead to which result.

The face validity test confirmed the definite layout and sequence of the training programme. It 

appears that two days of training plus one day for reflection is the maximum time formal care 

providers would invest in a training programme. Respondents also stressed the importance of 

alternating between theory and practical exercises.

Network analysis

We incorporated the following tools, exercises and assignments in the training programme. First, 

we used a self-developed mapping tool for network constellation. This tool was developed as an 

interview tool for participants and was experienced as helpful to gain an overview of informal and 

formal care (4). Second, we used the ICECAP-O (a validated measurement instrument on quality 

of life) and a question about perceived health in these interviews to help formal care providers 

discuss outcomes (30,31). Third, based on the theoretical framework on network mechanisms, 

we developed a tool for functioning of the care network, in which formal care providers describe 

ways of negotiation, navigation and contagion and search for points of improvement. Fourth, we 

added a network type tool with which formal care providers determine the network type based 

on interaction: a struggling or avoiding network which has trouble organising support, or a proxy 

or generative network with more (potential) support (15).

Two exercises in the training helped formal care providers grasp the purpose and scope of 

the tools. They visualised their position in the care network in relation to other participants and 
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they practised asking questions related to the functioning of the care network. We incorporated 

these exercises because tests in ongoing educational programmes showed that formal care 

providers lacked insight into their own position and skills. By analyzing three care networks and 

making an improvement plan for each care network, they created a foundation for negotiation 

and navigation.

Negotiation

The most important part of the negotiation in the training was practising sharing concerns and 

planning the steps of negotiation. Exercises on the training days integrated the supporting tools 

in the negotiation process, while the assignment after training day two stimulated formal care 

providers to engage in a negotiation process in three care networks. The tools support this. An 

important tool is ‘do you see what I see?’, which can be used to make different opinions more 

explicit. Another tool is ‘scan inequality’, which can be used to analyse what is happening in 

the negotiation process and to see where actions are necessary. The scan ‘better negotiation’ 

contains the performance objectives on negotiation and for example asks how participants 

shared concerns, negotiated in an equal way and how negotiation influenced quality of life and 

experienced health.

Navigation

Tools on navigation help formal care providers navigate together with the older adult and informal 

caregivers. They do that by making explicit the older adult’s knowledge of the neighbourhood 

and interests and then finding people in the neighbourhood who can be connectors to other 

possible informal caregivers. Exercises addressed the process of navigating, in which formal care 

providers learn how to overcome barriers. The scan ‘better navigation’ contains the performance 

objectives on navigation and for example asks participants navigated together, used reciprocity 

in navigation and how navigation influenced quality of life and experienced health.

DISCUSSION

We used intervention mapping as the overall methodological framework for developing 

an evidence-based training programme that teaches formal care providers to improve the 

functioning and outcomes of the care network of a home-dwelling older adult. The intervention 

mapping process deepened our knowledge about the problems participants encounter in 

working in the care network and provided possibilities for change. In the programme design, 

we combined intervention mapping with didactic principles of active learning and learning from 

direct experience to increase the capacity of formal care providers to act appropriately. The 

choice to create a training programme for carers from both health and social care is consistent 
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with reviews that show that training the professional and collaborative interventions by different 

professions lead to significant improvements in client-related outcomes (32).

Interventions in elderly care are mostly aimed at individuals in the care network and are mostly 

related to disease management or social isolation of older adults (33,34). Recent years have 

seen the development of more interventions that use social network analysis and theory, but a 

network approach is still rarely used in health and social care interventions (35), even though 

choosing a network approach instead of an individual approach makes interventions stronger 

(36). This study gives insight into how a network intervention could induce new interactions 

between participants in the care network or alter the existing networks of home-dwelling older 

adult (37).

The content of the training adds to existing perspectives, which are predominantly psychologically 

oriented approaches focused on the experience of the individual. First, negotiation is broader 

than shared decision-making. Shared decision-making concentrates on joint decisions about 

treatment in contact with a formal care provider and sometimes neglects the relationship with the 

patient (38). Negotiation addresses the dilemmas that arise in organising the needed support 

in the care network and puts the relationships first. Aligning views of participants in the care 

network is a process full of trial and error between informal caregivers/formal care providers 

and among formal care providers themselves (39). Conflicts arise when formal care providers 

fail to recognise informal caregivers experience, and it can be difficult for informal caregivers to 

share responsibilities (40). Second, having insight into the navigation process helps when only 

a minority of those with a need are able to connect with resources to address these needs (41). 

Formal care providers are mainly focused on the client for whom they care, and that focus should 

shift towards connections with informal caregivers and other formal care providers (11,40). This 

is difficult for formal care providers to accomplish due to restrictions they experience, such as 

privacy regulations or financing. This makes further alignment with other formal care providers 

who are temporarily involved even trickier (42) 

Strengths and limitations

Intervention mapping is an elaborate process but deepening the logic model of the problem and 

exploring possibilities for change with participants of the care network have helped us design 

an innovative training programme and develop a new perspective on the functioning of a care 

network. Intervention mapping in our design is focused on changes in the care network that 

support or compensate for things the older adult can no longer do. It was necessary to combine 

intervention mapping with didactic principles to achieve a good training programme.
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We included reciprocity as a change determinant in the programme design, but we could find 

no practical insights on which to build tools to enlarge reciprocity possibilities. This means that 

exercises in the training are aimed at increasing consciousness, but further development is 

necessary to use network possibilities on reciprocity. Recognising contagion is embedded in the 

network analysis as a first step, but different research and tool development would be necessary 

to make full use of the potential of contagion.

This paper adds to an understanding of what formal care providers working in care networks of 

home-dwelling older adults have to learn to perform network-related actions. This was used as 

starting point to develop a training programme. Elements of that programme were pre-tested, 

but further research is essential to determine the programme’s feasibility and discover the effects 

it can have on the functioning and outcomes of the care network.

CONCLUSION

In conclusion health care and social workers working with home-dwelling older adults should 

improve their network skills to make a contribution to the functioning and outcomes of the 

care network. The intervention mapping process, in combination with action learning, enabled 

the development of an evidence-based training programme for formal care providers. This 

programme is focused on encouraging adequate network interaction analysis, negotiation and 

navigation to improve support and the perceived health and quality of life of the older adult. 
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ABSTRACT

The support that a care network of informal caregivers and formal care providers give to a home-

dwelling older adult is influenced by network-related processes and mechanisms. A training 

programme for formal care providers was developed to provide an analytical framework for 

understanding the functioning of the care network. In addition, specific tools were designed 

to negotiate in the care network or navigate to new support sources aimed at improving the 

perceived health and quality of life of the older adult. The feasibility of this training programme 

and these tools was examined in a study with 21 healthcare and social services providers 

who were involved in 46 care networks. Group interviews and surveys with study participants 

were used to document their experiences with the training programme and tools. Formal care 

providers reported that the framework of network mechanisms helped them to understand 

the functioning of the care network. They found the tools extremely useful for negotiating and 

navigating to offer support to an older adult and informal caregivers. Experiences showed that 

they connected to informal caregivers in various ways. The formal care providers highly valued 

the training and tools. The main barrier was uncertainty about how they could justify the time 

invested to institutional management.
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BACKGROUND

Improving the functioning of the care network around a home-dwelling older adult is, ideally, 

a task that is shared by informal caregivers and formal care providers (1). Older adults often 

face health and social problems that necessitate contact with health and social care providers 

and require those parties to pay attention to their maintenance of functional ability and quality 

of life (2,3). In the Netherlands, as in other European countries, the long-term policy has been 

to provide health and social care in the living environment (instead of in care institutions) as 

much as possible and to involve the informal network around people to make this possible (4). 

This ambition depends on well-functioning care networks that provide support and enable older 

adults to function in their home surroundings (4-6). A challenge, however, is the need to enhance 

the support-generating potential of care networks.

Research shows that formal care providers are focused on maintaining existing relations and 

do not necessarily anticipate situations that influence care networks, such as bereavement of 

key informal support givers (7). Formal care providers rarely employ network-related strategies 

because they did not acquire these skills naturally through experience (8,9). When they take 

actions, these are mostly targeted at individuals in the care network rather than at the way the 

network functions as a system (7). 

A good functioning care network provides three fundamental network mechanisms: 1) contagion 

of behaviours that generate support and support well-being, 2) negotiation about needed 

support and allocation of care tasks to network members, and 3) navigation to individuals 

and organisations who can provide support in the network. These three network mechanisms 

provide a framework for understanding and capitalising on networks in health and social care. 

However, most health and social care providers are unfamiliar with them and do not apply these 

mechanisms explicitly in their work (7).

Healthcare and social care providers can influence the functioning of a care network if they 

are able to recognise and translate these mechanisms into actions that generate support for 

the targeted individuals (10). Using an intervention mapping design, we developed a training 

programme and tools for healthcare and social care providers who work with home-dwelling 

older adults (10,11). Kemper-Koebrugge et al. describe the design of the training programme 

that was tested in this study (10).

The training programme for formal care providers requires three days. The first two days provide 

a set of tools and a framework for understanding network mechanisms. Using network analysis, 

study participants learn to analyse the functioning of the care network with regard to all three 

network mechanisms. For negotiation and navigation, they learn how to plan and perform 
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network-related actions. The tools help them analyse the constellation and functioning of the care 

network as well as to improve negotiation or navigation in the care network. Between training 

programme days, study participants use this knowledge in three self-selected care networks 

of older adults. On the third day , they reflect on their experiences and the role of the network-

related actions they applied. 

Change determinants play a significant role in bringing about the desired change in the care 

network. When study participants change the way they involve others in negotiation and 

navigation, they can change interaction in the network. Change determinants involve the older 

adult as well as informal caregivers and other formal care providers (the ‘golden triangle’). 

They also involve creating a broader network, reaching out to connections beyond the current 

connections (two-step reach), treating each other equally, and using opportunities for reciprocity. 

Figure 1 summarises the content and goals of the training programme.

Various learning strategies are practiced in the training programme. Since activating prior 

knowledge leads to better learning results, the programme activates study participants’ prior 

knowledge by: 1) explaining theory, 2) applying this immediately to study participants’ cases, and 

3) involving interactive elements (12). Through exercises and case deliberation, study participants 

connect theory and tools and apply these to their own cases. The training programme addresses 

all the levels of competence defined by Miller: knows (providing theory on the functioning of 

care networks and network mechanisms), knows how (providing tools), shows how (exercises 

in which study participants apply knowledge and tools to cases) and does (applying knowledge 

and tools in care networks of home-dwelling older adults) (13).

This study examined the feasibility of the training programme and tools to answer three research 

questions:

1)  How do the participating healthcare and social care providers perceive the acceptability and 

practicality of the framework and tools for use in care networks of home-dwelling older adults? 

2)  What level of competence regarding network mechanisms do study participants achieve 

through the training programme?

3)  What value do study participants experience in improving the functioning and generated 

support of the care network? 



LEARNING TO IMPROVE THE CARE NETWORK: FEASIBILITY STUDY

105

6

D
ay

 1
D

ay
 2

 (1
 m

on
th

 la
te

r)
D

ay
 3

 (1
 to

 2
 m

on
th

 la
te

r)
G

oa
ls

 tr
ai

ni
ng

O
ut

co
m

es

S
H

O
W

S
 H

O
W

S
H

O
W

S
 H

O
W

K
N

O
W

S

K
N

O
W

S
 H

O
W

S
H

O
W

S
 H

O
W

N
et

w
or

k 
an

al
ys

is
:

C
on

st
el

la
tio

n 
of

 th
e 

ca
re

ne
tw

or
k 

of
 in

fo
rm

al
 a

nd
 

fo
rm

al
 c

ar
e

E
xe

rc
is

e:
 d

iff
er

en
t p

os
iti

on
s 

in
th

e 
ca

re
 n

et
w

or
k

N
et

w
or

k 
co

ns
te

lla
tio

n 
to

ol

R
ev

ie
w

 d
at

 o
ne

 a
nd

 re
su

lts
of

 th
e 

ne
tw

or
k 

an
al

ys
is

C
ha

ng
e 

de
te

rm
in

an
ts

:
go

ld
en

 tr
ia

ng
le

, b
ro

ad
er

ne
tw

or
k 

in
vo

lv
ed

S
ho

rt 
in

tro
du

ct
io

n 
to

eq
ua

lit
y,

 re
ci

pr
oc

ity
, t

w
o

st
ep

 re
ac

h

N
eg

ot
ia

tio
n

S
te

ps
 in

 n
eg

ot
ia

tio
n

ex
er

ci
se

S
up

po
rti

ng
 to

ol
s 

in
ne

go
tia

tio
n

C
ha

ng
e 

d
et

er
m

in
an

ts
:

eq
ua

lit
y,

 re
ci

pr
oc

ity

C
as

e 
de

lib
er

at
io

n 
in

 g
ro

up
s

B
et

te
r n

eg
ot

ia
tio

n 
sc

an

N
av

ig
at

io
n

In
tro

du
ct

io
n 

to
ol

s 
in

 n
av

ig
at

io
n

E
xe

rc
is

e 
tw

o 
st

ep
 re

ac
h

E
xe

rc
is

e 
na

vi
ga

tio
n 

to
ge

th
er

C
ha

ng
e 

d
et

er
m

in
an

ts
:

re
ci

pr
oc

ity
, t

w
o 

st
ep

 re
ac

h

C
as

e 
de

lib
er

at
io

n 
in

 g
ro

up
s

S
ca

n 
be

tte
r n

av
ig

at
io

n

Th
eo

re
tic

al
 fr

am
ew

or
k:

Fu
nc

tio
ni

ng
 o

f t
he

 c
ar

e 
ne

tw
or

k 
(n

eg
ot

ia
tio

n,
na

vi
ga

tio
n,

 c
on

ta
gi

on
)

N
et

w
or

k 
an

al
ys

is
:

A
sk

in
g 

ab
ou

t n
et

w
or

k
fu

nc
tio

ni
ng

 e
xe

rc
is

e,
Fu

nc
tio

ni
ng

 o
f t

he
 c

ar
e

ne
tw

or
k 

to
ol

,
N

et
w

or
k 

ty
pe

 to
ol

 (a
vo

id
in

g/
st

ru
gg

lin
g,

 p
ro

xy
/g

en
er

at
iv

e)
,

O
ut

co
m

es
 to

ol
(p

er
ce

iv
ed

 a
nd

qu
al

ity
 o

f l
ife

)
C

as
e 

de
lib

er
at

io
n 

in
 g

ro
up

s

A
ss

ig
nm

en
t

A
na

ly
se

ne
tw

or
k

co
ns

te
lla

tio
n

an
d 

ne
tw

or
k

fu
nc

tio
ni

ng
of

 3
 c

ar
e

ne
tw

or
ks

D
is

cu
ss

ne
tw

or
k

co
ns

te
lla

tio
n

an
d

ou
tc

om
es

w
ith

 o
ld

er
ad

ul
t,

in
fo

rm
al

 
ca

re
gi

ve
rs

an
d 

fo
rm

al
ca

re
pr

ov
id

er
s

of
 th

es
e 

ne
tw

or
ks

M
ak

e 
an

im
pr

ov
em

en
t

pl
an

 fo
r e

ac
h

ne
tw

or
k

   
   

   

Th
eo

re
tic

al
 fr

am
ew

or
k:

C
ha

ng
e 

d
et

er
m

in
an

ts
G

ol
de

n 
tri

an
gl

e 
ol

de
r a

du
lt,

in
fo

rm
al

 c
ar

e,
 fo

rm
al

 c
ar

e
B

ro
ad

er
 n

et
w

or
k 

in
vo

lv
ed

A
ss

ig
nm

en
t

U
pd

at
e 

th
e

im
pr

ov
em

en
t

pl
an

 fo
r e

ac
h

ne
tw

or
k

E
ng

ag
e 

in
 

ne
go

tia
tio

n
an

d
na

vi
ga

tio
n

in
 th

e 
3

ca
re

 n
et

w
or

ks

Fi
ll 

in
 s

ca
n

be
tte

r
ne

go
tia

tio
n

an
d 

be
tte

r
na

vi
ga

tio
n

pe
r c

ar
e

ne
tw

or
k

Fr
om

al
 c

ar
e 

p
ro

vi
d

er
 is

 a
b

le
 to

:

1)
 a

na
ly

se
 th

e 
fu

nc
tio

ni
ng

 o
f t

he
 c

ar
e

ne
tw

or
k 

in
 

re
la

tio
n 

to
ge

ne
ra

te
d 

su
pp

or
t

an
d 

ou
tc

om
es

,

2)
 u

se
 th

e 
su

pp
lie

d
ne

tw
or

k-
to

ol
s 

to
ta

ke
 n

et
w

or
k-

re
la

te
d 

ac
tio

n 
in

 th
e

ca
re

 n
et

w
or

k,

3)
 u

se
 c

ha
ng

e
de

te
rm

in
an

ts
 in

 
th

es
e 

ac
tio

ns

4)
 re

fle
ct

 o
n 

ac
tio

ns
an

d 
th

ei
r a

ffe
ct

 o
n

th
e 

su
pp

or
t

pr
ov

id
ed

, a
nd

5)
 a

dj
us

t a
ct

io
ns

ba
se

d 
on

 e
ffe

ct
.

G
en

er
at

ed
 

su
p

p
or

t f
or

 
th

e 
ca

re
 

ne
tw

or
k

A
ct

ua
l

su
pp

or
t 

(in
fo

rm
at

io
na

l, 
pr

ac
tic

al
 a

nd
 

em
ot

io
na

l)

Pe
rc

ei
ve

d
su

pp
or

t

Po
te

nt
ia

l
su

pp
or

t

O
ld

er
 a

d
ul

t

Pe
rc

ei
ve

d 
he

al
th

O
ld

er
 

ad
ul

t’s
q

ua
lit

y 
of

 
lif

e:

1)
 L

ov
e 

an
d 

fri
en

ds
hi

p
2)

 T
hi

nk
in

g 
ab

ou
t t

he
 fu

tu
re

3)
 D

oi
ng

 th
in

gs
 

th
at

 y
ou

 m
ak

e 
yo

u 
fe

el
 v

al
ue

d
4)

 E
nj

oy
m

en
t 

an
d 

pl
ea

su
re

5)
 

In
de

pe
nd

en
ce

R
et

ro
sp

ec
t 

as
si

gn
m

en
ts

C
as

e
de

lib
er

at
io

n
in

 g
ro

up
s

ab
ou

t
re

la
tio

na
l

ou
tc

om
es

an
d

ne
tw

or
k-

re
la

te
d

ac
tio

ns
 

ta
ke

n
by

 th
e 

fo
rm

al
ca

re
 

pr
ov

id
er

D
ee

pe
ni

ng
in

si
gh

ts
 o

n
re

ci
pr

oc
ity

an
d 

eq
ua

lit
y

D
O

E
S

D
O

E
S

D
O

E
S

D
O

E
S

Fi
g

ur
e 

1 
Tr

ai
ni

ng
 p

ro
gr

am
m

e 
fo

r f
or

m
al

 c
ar

e 
pr

ov
id

er
s



CHAPTER 6

106

METHODS
 
Study design

This feasibility study used a mixed-methods design to determine whether the training programme 

and tools can be used in practice and whether they might affect the functioning of the care 

network and perceived health and quality of life of the older adult, as seen by formal care 

providers (14,15).

The design and report of the study followed the COREQ guidelines (16). The practice-oriented 

research advisory board in the Faculty of Health, Behavior and Society at HAN University of 

Applied Sciences, Nijmegen, the Netherlands, provided ethical approval (EACO 132.11/18).

The research team had a background in nursing and education. The main researcher (WK) knew 

the study participants in this feasibility study from earlier education programmes in which she 

was also a teacher. All study participants were practicing professionals. The second researcher 

(JN) had no prior connection to them.

Study population and recruitment

We aimed to include 20 healthcare and social care providers working in care networks of home-

dwelling older adults. The training programme was listed as a post-graduate course at HAN 

University of Applied Sciences. In addition to general marketing of the training programme, 

people were personally invited through networks of alumni from bachelor and adult education 

programmes and professional networks. A confirmation letter informed prospective study 

participants about the aim and content of the training programme and feasibility study. Informed 

consent was obtained through a written consent form, which was sent to the participants before 

the training programme and explained further at the beginning of the programme.

Feasibility test

Participants followed the training programme. Between training days, they used the knowledge 

and tools they had acquired in three self-selected care networks of older adults. On day three, 

they reflected on their experiences and the role of the network-related actions they had applied.
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Measures 

Table 1 Methods, measures and timing of data collection

Feasibility measures Method Measures
Timing of data 
collection

Acceptability: how the 
intended individual recipients 
- both targeted individuals 
and those involved in 
implementing programmes 
- are willing to initiate the 
intervention 

Structured questionnaire: 
Feasibility tools

Group interviews

Rating acceptability per 
tool (score 1 to 5)

Additional comments

During training 
programme

Between days 
2 and 3

Practicality: the extent to 
which an intervention can be 
delivered when resources, 
time, commitment or some 
combination thereof are 
constrained in some way

Structured questionnaire: 
Feasibility tools

Group interviews

Rating acceptability per 
tool (score 1 to 5)

Additional comments

Between days 
2 and 3

On all training 
days

Competence level of the 
participants in the training 
programme: knows, knows 
how, shows how, does (13)

Structured questionnaire: 
Better navigation scan and 
Better negotiation scan tools

Structured questionnaire: 
Training evaluation per 
participant

Group interviews

Rating the participant’s 
performance objectives 
in the negotiation or 
navigation process, per 
care network (score 1 
to 4, Score: 1. Not at all, 
2. Very little, 3. To some 
extent. 4. To a great 
extent)

Additional comments 
about changes in care 
networks

Question: To what 
extent did this training 
programme help you 
(13)? 
1. I gained knowledge 

about theory
2. I could use the 

knowledge in the 
tools

3. I was able to apply 
the knowledge in 
exercises in class

4. I am now using this 
in practice

Before day 3

After day 3

On training 
days
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Experienced value in the 
care network: experienced 
impact of the programme on 
performance objectives and 
important outcomes (in terms 
of improved perceived health 
and quality of life)

Structured questionnaire: 
Better navigation scan and 
Better negotiation scan tools

Group interview

Rating on performance 
objectives and outcomes 
of the negotiation or 
navigation process, per 
care network (score 1 
to 4, Score: 1. Not at all, 
2. Very little, 3. To some 
extent. 4. To a great 
extent)

Additional comments on 
change in care network

Before day 3

Day 3

Experienced value as 
formal care provider: value 
experienced by participants

Structured questionnaire: 
Feasibility tools

Structured questionnaire: 
Training evaluation per 
participant

Group interviews

Rating experienced value 
per tool (score 1 to 5)

Additional comments

Question: What I have 
learned is or will become 
useful in my work (score 
1 to 4, Score: 1. Not at 
all, 2. Very little, 3. To 
some extent. 4. To a 
great extent) 

Open questions: what 
do you like about this 
training programme? 
what can be improved?

Before day 3

After day 3

On training 
days

Data collection

We included two groups in this feasibility study. The first group followed the training programme 

between September 2019 and March 2020 and the second group followed the programme 

between January 2020 and May 2020. The face-to-face training days were held in the training 

facility at HAN and lasted seven hours per day. In March 2020, the Dutch government announced 

a lockdown in response to the COVID-19 pandemic. We therefore had to reschedule the final 

training day for the second group as two 3-hour online meetings via Microsoft Teams.

Both researchers (WK and JN) were present on the training days. One was the main teacher 

(and main researcher (WK)); the second researcher (JN) assisted and took care of reporting 

the plenary discussions and field notes. No audio or visual recording was made; instead, an 

elaborate report of plenary discussions was typed directly into Word. Reports about the training 

days were open for inspection on the training days so participants could comment on the notes. 

Table 1 Continued
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At the end of every training day, the researchers discussed how it had gone and recorded extra 

field notes.

The participants were asked to fill in multiple structured questionnaires. In the Feasibility Tools 

questionnaire, we asked them to rate each of the training programme’s tools with a score of 

1 to 5 on acceptability, practicality and experienced value. If they scored an item less than 5, 

we asked them to give/add an explanation. We also developed the Better Navigation scan 

and the Better Negotiation scan tools as part of the training programme; these also served as 

questionnaires about effects. In these tools, participants reflected on a negotiation or navigation 

process in a specific care network. They scored applied/partially applied/not applied on 

performance objectives and 1 to 4 on outcomes (perceived health and quality of life of the older 

adult), and they explained how they perceived these outcomes. The training evaluation forms the 

participants received included open questions about achieved competence level and self-rated 

experienced value.

On the training days, the plenary discussion after an exercise or case deliberation was arranged 

as a group interview. In each discussion, we asked participants about competence to estimate 

their competence in accordance with the target competence level for that exercise. We also 

asked them which impact they perceived in care networks and how they experienced value. 

If a training programme tool was used, we asked them about its acceptability, practicality and 

experienced value. On training day 3, we explicitly asked participants to reflect on the overall 

training programme and the relationship between experienced value and the network-related 

actions they took in daily practice.

Data analysis

First, all quantitative data was compiled in Excel and frequencies of scores were determined. 

Second, all qualitative data was transcribed and coded in Atlas-ti, a software program for 

qualitative analysis. The coding was done separately by the two researchers (WK and JN), 

then compared and discussed. Disagreements were solved in a consensus meeting with a 

third researcher (MA). We performed open coding on the acceptability, practicality and value 

of the data from the group interviews and the additional comments participants wrote on the 

structured questionnaires (Feasibility Tools, Better Negotiation scan and Better Navigation scan). 

We performed open coding on the group interview data about what participants said about 

their competence so we could see how aware they were of their competence. In addition, we 

used a framework analysis based on Miller’s competence levels to analyse group interviews and 

additional comments in the training evaluation (13). This allowed us to interpret and compare what 

participants said explicitly and what became clear through their comments. Finally, we related 

the quantitative data on acceptability, practicality, competence and value to the qualitative data.
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RESULTS

21 formal care providers participated in the feasibility study, 20 of whom were female. The mean 

age of the participants was 47 years (range 33-57 years). They all had bachelor degrees. The 

training group consisted of 16 nurses (district nurse, specialised nurse, case manager, nurse 

practitioner) and 5 social care providers (professional caregiver, client adviser, social activities 

coordinator, social neighbourhood team member, social coach). All participants worked in care 

networks with older adults and had at least five years of experience in this field.

These participants followed the training programme, tested network analysis tools and discussed 

outcomes in terms of perceived health and quality of life in the care networks of 46 older adults. 

In 25 of these 46 care networks, the participant also engaged in a process of negotiation 

and/or navigation. Due to the outbreak of the COVID-19 pandemic, the study included fewer 

than the targeted three care networks per participant (60 care networks targeted in total). 

Fifteen care networks were not included: 11 because participants were transferred to special  

COVID-19 teams in their organisation, and 4 because participants were sick or quarantined. 

In three care networks, participants chose to focus on care that was needed because they 

perceived that everyday pressure/workload was high and there was little or no time for home 

visits or making plans in the care networks. Also, the COVID-19 measures resulted in three care 

networks where informal networks were no longer functioning (in whole or in part), partly due to 

the difficulties of digital communication. 

Feasibility of tools for use in care networks

Participants rated every tool separately on acceptability, practicality and experienced value. 

Frequency of the scores is presented in table 2.

The participants’ median scores for the feasibility aspects of the tools was 5. Participants did not 

rate the feasibility of tools they did not use. This explains the variation in numbers of respondents 

in the table. Participants used the tools in different ways. Some participants used the tools in 

cooperation with the older adult because they found that this structured the conversation. Others 

used the questions in the tools in (casual) conversation, instead of using the tool itself, because 

they wanted to avoid mistrust from the older adult. Nonetheless, they felt that writing things down 

and filling in forms helped to make their thoughts concrete. Participants also mentioned that 

sometimes they lost track of when to use which tool.
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Table 2 Feasibility of tools for use in care networks

Network analysis 
(4 tools) 
n (%)

Negotiation 
(6 tools) 
n (%)

Navigation 
(4 tools) 
n (%)

Acceptability

5 32 (62%) 30 (38%) 12 (23%)

4 10 (19%) 5 (6%) 2 (4%)

3 15 (29%) 15 (19%) 6 (12%)

2 3 (6%) 1 (1%) 1 (2%)

1 0 1 (1%) 2 (4%)

missing 6 (12%) 19 (24%) 20 (38%)

Practicality

5 34 (65%) 38 (49%) 24 (46%)

4 16 (30%) 8 (10%) 2 (4%)

3 15 (29%) 9 (12%) 3 (6%)

2 3 (6%) 3 (4%) 3 (6%)

1 0 2 (3%) 1 (2%)

missing 1 (2%) 24 (30%) 17 (33%)

Experienced value

5 45 (87%) 51 (65%) 24 (46%)

4 10 (19%) 10 (13%) 5 (10%)

3 5 (9%) 2 (2%) 4 (8%)

2 0 1 (1%) 1 (2%)

1 0 0 1 (2%)

missing 1 (2%) 13 (17%) 13 (25%)

Participants used the network analysis tools together with the older adult to visualise the network 

constellation, interaction and outcomes in terms of perceived health and quality of life. According 

to the formal care provider, doing this together made the older adult feel taken seriously. Not 

everyone used the tools for network analysis of discussed findings with informal caregivers: 

‘Much more is clear about the concerns and wishes of the older adult, but informal and formal 

caregivers are not yet involved in the negotiation. The process is ongoing.’ (N1)

According to the participants, the negotiation tools structured the negotiation process. The tools 

helped to slow down the thought process of the formal care providers, which prevented them 

from jumping to a solution. Some  participants felt that understanding the negotiation process 

was enough and not all the negotiation tools were needed.
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Also, the participants used different navigation tools. One positive example: instead of navigating 

towards known connections (one-step reach), the tool helped the participant to also reach out 

for connections behind the known connections in the network (two-step reach):

“I used various tools. Then we looked at the “two-step reach”. Her girlfriend regularly visits her, and 

she said that her daughter-in-law’s neighbour does voluntary work. Maybe she can do something. 

I found it instructive for myself to think that I don’t always have to use my own network. I would have 

navigated to the volunteer organisation in the flat, but I think she wouldn’t have been as happy as 

she is now with the volunteer through her friend’s daughter-in-law.” (N8)

The equality scan gave insight into how equal participants in the care network treat each other 

and how this knowledge can be used as a change determinant.  Participants found this scan 

challenging, because they noticed that they made little use of the older adult’s knowledge. 

Next, they discovered that bringing in their own experience helped to build an equal relationship 

with the older adult. Participants reported that they were surprised by the opportunities to pay 

attention to equivalence among all parties in the care network. One participant also stated that 

care network participants sometimes deliberately created inequality in order to get their way.

Apart from the feasibility of the  tools, formal care providers were concerned with how to account 

for the time needed to analyse the network and engage in negotiation or navigation. In their 

opinion, the training programme is a helpful addition that helps them see the older adult and the 

network in a different way:

“I think that these tools can help us map out a network properly and talk to each other. I’m worried 

about the time investment. It’s important to think about who is going to work with them in practice. 

After all, it’s a new area for which, in my opinion, nobody feels fully responsible at the moment. It’s 

a new way of looking at ageing and involving someone’s support system.”(N10)

Competence

Ten participants rated their competence level after the training programme: four chose the level 

‘does’ and six chose the level ‘shows how’. Measurement from half the participants was not 

available since they felt they could not rate their competence because the COVID-19 pandemic 

lockdown caused them to drop out after the second training day.

Although four participants rated their competences as ‘does, the participants did not consistently 

use change determinants within the care network. Their actions were mostly aimed at the older 

adult and close relatives; involving a broader network was rarely visible. Participants reported 

that social distancing measures hampered this navigation. In acting on equality and reciprocity, 

it seems that they did not get further than recognising theory.
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On the training days, especially on day three, we saw participants give examples about network 

analysis and negotiation in which they told us what they had done with this in practice. They 

could relate the effects to their actions, and they gave some examples of navigation. Regarding 

negotiation, most participants were able to explore the issue from all perspectives and hold 

a dialogue in which worries and wishes were put on the table. According to the formal care 

providers the older adult felt taken seriously and was involved in making choices. Table 3 shows 

the extent to which participants were able to engage in negotiation in the care network.

Table 3 Performance objectives in negotiation in the care network

Negotiation
Number 
of cases

Frequency

Yes (n%) Partially (n%) No (n%)

Has the issue been explored from all perspectives 
(OA/IC/FC)? 22 16 (73%) 5 (23%) 1 (5%)

Has there been a dialogue about the issue with all 
network parties? 22 16 (73%) 5 (23%) 1 (5%)

Do all network parties understand the overall 
situation and did they exchange views on the issue?

22 14 (64%) 3 (14%) 5 (23%)

Is counselling involved where necessary/desirable?
20 9 (45%) 1 (5%) 10 (50%)

Have worries and wishes been put on the table?
20 20 (100%) 0 0

Did the OA feel taken seriously? 18 16 (89%) 1 (5%) 1 (5%)

Did the OA make their own choices? Did they not 
have to justify their choices to the network?

19 14 (74%) 2 (11%) 3 (16%)

Were the decisions also communicated and 
recorded for acute situations? 18 16 (89%) 0 2 (11%)

OA = older adult; IC = informal caregiver; FC = formal care provider

Navigation did not take place in all care networks, either because there was no request for 

support that demanded navigation or social distancing measures created practical obstacles to 

navigation. Participants often felt that mapping and aligning views on the network (negotiation) 

requires more time:

‘I think that we’re still rapidly coming up with solutions and I think that we need to get much more 

into the exploratory phase first, because I was surprised at what came out of my case’ (N17).

In navigation, it seems that participants were able to ask the older adult about their needs and 

wishes and explore possibilities. However, participants navigated less with informal caregivers 

and in the neighbourhood.
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In some cases, the older adult made overtures towards new contacts or clubs. New small-scale 

activities were rarely initiated. Table 4 shows the extent to which participants were able to engage 

in navigation.

Table 4 Performance objectives in navigation in the care network

Navigation
Number 
of cases

Frequency

Yes (n%) Partially (n%) No (n%)

OA expressed needs and wishes for contact and 
support

22 12 (55%) 9 (41%) 1 (5%)

IC/FC discussed the need for contact and support with 
OA/IC/FC 

21 12 (57%) 8 (38%) 1 (5%)

Need for more or different help was discussed with OA/
IC/FC

22 12 (55%) 7 (32%) 3 (14%)

OA/IC/FC all had roles in exploring possibilities 22 12 (55%) 7 (32%) 3 (14%)

OA/IC/FC presented all possibilities and explored 
preferences together with OA

22 13 7 (32%) 2 (9%)

OA sees new opportunities 22 12 (55%) 5 (23%) 5 (23%)

IC/FC navigated to contacts in the neighbourhood that 
the OA can use

22 8 (36%) 9 (41%) 5 (23%)

IC/FC encouraged reciprocity in contacts with and from 
OA

21 6 (28%) 9 (43%) 6 (28%)

OA made overtures towards new contacts and clubs 21 5 (24%) 7 (33%) 9 (43%)

IC/FC monitored whether new contacts feel overloaded 17 8 (47%) 6 (35%) 3 (18%)

OA organised (co-organises) new small-scale activities 
that can increase support

16 3 (19%) 2 (12%) 11 (69%)

OA = older adult; IC = informal caregiver; FC = formal care provider

Participants experienced that it takes time to learn to really use the knowledge and tools from 

the training programme. They estimated that it would be challenging to keep this going and to 

actively work with the tools. Addressing the functioning of a care network also implied taking a 

position in that network. A social care provider stated:

‘I’m at the bottom of the hierarchy, although I’m with the client most of the time. Taking a position 

in the network, in which other people are at a higher level or play a coordinating role…it’s not 

that I can’t do that, but I find it difficult to do that. Sometimes we are a subcontractor; then the 

home care takes the lead instead of our role. It is not unwillingness, but structures in which 

conversations take place are already predetermined.’ (N1)



LEARNING TO IMPROVE THE CARE NETWORK: FEASIBILITY STUDY

115

6

Experienced value in care networks

In 46 cases, network analyses was made and outcomes were discussed with the older adult 

and sometimes with informal caregivers. The participants found that simply taking these steps 

sometimes had an impact. Mapping out the network showed the older adult who was visiting 

them. This contributed to reduced feelings of loneliness, even when nothing had actually 

changed in the situation. In another network, the participant was reassured that all was well, 

which meant she could monitor the situation from a distance as a formal care provider.

A participant described the impact of discussing the network and outcomes:

“When we mapped out the network, we found that it was very functional; everybody came for a 

purpose. He felt lonely. We went for a walk, and I started talking about what he used to like to do 

and what he liked to do now (navigation tool). And that’s how it got into his head. Eventually, he 

called a friend and that’s how he started volunteering. It’s really because of what we discussed 

that he called that friend himself.’’N17)

When participants engaged in a negotiation process, they saw positive effects. A participant 

described how they had a clear conversation with almost all involved parties for the first time. 

This also made it a bit overwhelming for most of those parties. In another network, sharing 

worries helped the older adult’s partner express a great deal of sadness and powerlessness. Her 

husband had never really noticed this, partly because of his own struggles and her introverted 

nature. Sharing worries helped this couple to make decisions about future care. 

In another participant’s example, three scenarios were developed in a multidisciplinary meeting 

in the presence of the older adult, his daughter, his ex-wife, the general practitioner, the 

neighbourhood coach and the nurse. These scenarios should improve the unhygienic conditions 

in which the older adult lived, but a solution is not yet in sight:

“They were able to share their opinions. They do not agree yet, but they’re more in line (with each 

other) in the search for potential support. All have been given more space, particularly from a 

psychological point of view. The somatic worries remain but they are better framed. Being able to 

be together again without being overwhelmed by their worries increases their sense of value and 

independence.’”(N13)

It was more difficult to describe the tool’s impact on perceived health or quality of life of the 

older adult. Participants felt that it takes more time to see these impacts, and they thought it was 

imperative to really check this with the older adult by using the ‘Outcomes (perceived health and 

quality of life)’ tool. In the Better Negotiation tool and Better Navigation tool they made explicit 

how they saw the effect of the negotiation and navigation process (table 5 and 6).
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Table 5 Impact on Negotiation

Better Negotiation Number 
of cases

Frequency

1,not at 
all (n%)

2,very 
little (n%)

3,to some 
extent (n%)

4, to a 
great 
extent (n%)

We are satisfied with the decision-
making process

20 0 1 (5%) 9 (45%) 10 (50%)

Decisions and agreements have 
commitment from the OA/IC/FC

17 0 1 (6%) 5 (30%) 11 (65%)

Dilemmas will be easier to solve next 
time

17 0 3 (18%) 4 (24%) 10 (59%)

We can deal better with dilemmas and 
difficult choices

14 0 0 7 (50%) 7 (50%)

This decision-making process has had 
an impact on the perceived health of 
the OA

13 3 (23%) 1 (8%) 5 (38%) 4 (31%)

This decision-making process has 
affected the OA’s quality of life

10 4 (40%) 0 3 (30%) 3 (30%)

OA = older adult; IC = informal caregiver; FC = formal care provider

Table 6 Impact on navigation

Better Navigation Number 
of cases

Frequency

1, not at 
all (n%)

2, very 
little (n%)

3, to some 
extent (n%)

4, to a 
great 
extent 
(n%)

OA enters into new contacts and care 
relationships (potential and actual 
support)

21 3 (14%) 5 (24%) 6 (29%) 7 (33%)

OA maintains new contacts 
(sustainable)

15 4 (27%) 1 (7%) 5 (33%) 4 (27%)

This search process has influenced the 
perceived health of the OA

22 2 (9%) 7 (32%) 6 (27%) 7 (32%)

This search process has influenced the 
quality of life of the OA

14 1 (6%) 4 (29%) 5 (36%) 4 (29%)

OA = older adult; IC = informal caregiver; FC = formal care provider



LEARNING TO IMPROVE THE CARE NETWORK: FEASIBILITY STUDY

117

6

One participant talked about the great success she had experienced. She discussed the network 

and outcomes in health and quality of life with the older adult in the care network. The older adult 

-  a woman - did not feel the need to enlarge her small network, but somehow she was triggered 

to do so. When her neighbour adopted a puppy, the woman shared her knowledge of dogs and 

they now raise the dog together:

“My client says that a lot has changed for her. She goes out every day, and she talks a lot with 

her neighbour and other people they meet on the way out. Even when she is worried about 

something, she tells her neighbour: “We’ll discuss that tonight”. Mutual trust and respect have 

been created, and that’s very nice to see. My client feels better, her children are less worried and 

they don’t have to keep on top of everything anymore, she says. Everyone in the network has 

improved, and that’s wonderful to see.” (N21)

Experienced value as formal care provider

Participants reported that they thought this training programme was useful to their work. The 

programme and tools helped the participants really see informal networks: 

‘All the tools help us step out of our professional point of view and look outside our “own 

professional network”. Instead, we search in the neighbourhood and make use of the informal 

network’ (N13).

Before the training, participants thought that they knew their clients’ networks, but they discovered 

that there were more possibilities for support. Geriatric nurses in the group were already thinking 

about how to integrate this way of thinking in their geriatric assessments, in which they usually 

only involved the perspective of the older adult. They felt challenged to enter the conversation 

and ask questions in ways other than they were used to. The programme helped them to plan 

for the network more consciously: 

‘I actually think the workbook with tools is very handy; it’s small and you can read a lot more. The 

workbook has been on my table for weeks and I regularly browse through it again’ (N15).

Participants reported that the tools helped them to give older adults space to think about what 

they really want and to make their own decisions. A consequence was that one older adult 

surprised his formal care provider: 

‘I hadn’t found this path in his life. He went looking for it himself, and he took a path that I hadn’t 

seen. A beautiful outcome’ (N17).
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Participants felt that the training programme was a form of network coaching, which should 

be part of the work of various professionals. They stated that it is important to discuss the fact 

that everyone has a responsibility in this respect and can take on this role. The analysis helped 

them define this role in a specific care network and explain what is needed to other people in 

the network.

They thought this approach demands more time than they were used to when starting work 

with a network. However, participants felt that investing this time would save time later on: more 

peace and less panic, fewer phone calls. A participant:

“I also think that if you can stand up for it as a home care organisation, you can also create healthy 

networks. Because that makes things easier. You cannot influence specific people, but you are 

able to influence networks.” (N1)

DISCUSSION

This paper explored the feasibility of a training programme and its tools by evaluating their 

acceptability, practicality, competence development and value in the care networks of home-

dwelling older adults. Participants – formal care providers - gave high ratings to the feasibility of 

the total training programme, including tools for everyday practice. Participants became more 

competent in terms of analysing interactions in the care network and discussing this with the 

older adult and close relatives. Despite difficulties caused by the COVID-19 pandemic, the 

training programme seems to have had an impact on the network-related actions of healthcare 

and social care providers in care networks of home-dwelling older adults. Simply discussing 

a care network’s constellation and outcomes already alters its functioning. Negotiation tools 

helped network members to get different views on the table and share worries.

The length and components of the training programme seemed sufficient to transfer theory and 

practice with the tools in class and then apply them in practice. However, the results also show 

that the application time should be extended. Negotiation processes take longer than expected, 

and launching network-related actions participants demand more time than the current month 

between training days. The period before the third day could be extended to three months, with 

planned (digital) reflection moments in between to ask questions and support participants in 

engaging in network meetings. Day three could then be a half-day training.

The training programme is an example of interprofessional teaching and learning in which social 

and healthcare professionals can be trained together to influence the care networks in which 

they work. A review of facilitators for and barriers to interprofessional collaboration shows the 
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importance of an interprofessional training programme in which awareness of one another’s 

roles and competences and shared information are key (17). The participants in the feasibility 

study were mostly nurses, which hampered this interprofessional exchange. Also learning from 

different professional perspectives could get more attention in the training programme.

Training formal care providers is the starting point for possible change in a care network. The 

training programme was a start, but it takes more time before effects are measurable. A learning 

perspective is rarely applied in conceptual or empirical studies of integration (18). Collaboration 

among diverse actors may also highlight existing power relations (18,19). In our study, this was 

visible in the way social workers related to their position in the care network and how this is 

institutionalised. Changing these power relations requires attention to be paid to the social and 

relational aspects of knowledge exchange and learning within social networks (18).

Participants described the value and the time investment it takes to apply the framework of 

network mechanisms. They described how the framework helped in complex situations. Complex 

situations involve more actors and require an alignment of support from different organisations 

and informal caregivers (20). It remains unclear whether this framework should be applied to all 

care networks or especially in complex situations, since the time investment.

Methodological considerations

One limitation of this feasibility study is that we did not design triangulation by checking results 

with the older adult and informal caregivers. We also chose not to record characteristics of the 

older adults and their care networks. 

Our primary focus was on the participants, all of whom were experienced professionals, mostly 

nurses. Few social workers and no general practice nurses or nurse practitioners participated. 

Other studies also report difficulties due to different priorities, operational philosophies of 

organisations and a lack of recognition of the cultural aspects of collaboration (19,21). 

COVID-19 restrictions greatly influenced this feasibility study. We incorporated fewer care 

networks and did not use all training components in practice. Nonetheless, participants 

described some encouraging developments in care networks.

A strength of this study is the multiple ways we explored feasibility. By using quantitative and 

qualitative methods to ask participants about acceptability, competence and perceived value, 

we were able to gain a broader picture of the feasibility of the training programme and its tools.
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Implications for education and further research

To determine which effects the training programme could have in everyday practice, more 

longitudinal research would be necessary. Such research should investigate both the application 

in care networks between training days and the impact on care networks. Future research also 

might explore how formal and informal caregivers learn with, from and about each other (or fail 

to do so) in the delivery of integrated care. Inter-organisational and interprofessional learning 

contexts are noticeable in the background of care networks, and conflicts and power imbalances 

may be more pronounced there (18).

The goal of a feasibility study is to determine whether an intervention is ready for efficacy 

testing. The results of this study showed that the content of our training programme meets the 

requirements, but we need to create more oversight in the tools. A remaining research question 

is how we can incorporate more application of change determinants into the programme. These 

adaptations to the training programme would allow us to perform a more extensive feasibility 

study. Such a study also should measure the impact of the training programme in care networks 

over a longer time and including informal caregivers and older adults besides the formal care 

providers.

CONCLUSION

We conclude that the training programme helped participants understand the functioning of 

the care networks. They found the tools useful for negotiating and navigating with older adults. 

Taking the step to actually using these tools with informal caregivers seemed more difficult, partly 

because social distancing measures during the COVID-19 pandemic hampered contact in care 

networks, but also because participants are hesitant to mingle in the informal network.
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This thesis focused on network-related actions for improving the functioning of the care network 

of a home-dwelling older adult. Such a care network, made up of formal and informal care 

providers, supports the older adult, which is assumed to positively affect their perceived health 

and quality of life. In this final chapter, we will summarise and discuss the main findings of 

the studies in this thesis, reflect on the methods used, and provide implications for practice, 

education and research.

Many studies about the care networks of home-dwelling older adults focus on the process of 

integrating care, or on the associations between network constellation and health status. This 

thesis built on this body of research, which generally showed that social context is related to 

the health and well-being of older adults (1–3). This research provided concepts that help us 

understand the functioning of the care network in terms of network mechanisms: navigation to 

resources, negotiation between participants, and contagion of ideas and behaviours. These 

network mechanisms formed our conceptual framework, which guided the studies in this thesis. 

We pre-supposed that care networks that are able to handle these three network mechanisms 

influence the actual, perceived and potential support of the home-dwelling older adult in terms 

of information, advice, and practical and emotional support.

MAIN FINDINGS

Chapters 2, 3 and 4 explore network mechanisms in the care networks of home-dwelling older 

adults. How do participants navigate and negotiate networks? And what contagion is visible 

in these networks? The results of these studies were used to develop a training programme. 

Chapters 4 and 5 describe the development and feasibility testing of a training programme for 

formal care providers working in care networks.

Local networks of community and healthcare organisations

Chapter 2 describes a mixed-methods study that showed which network mechanisms could 

be observed in two regional networks of healthcare and community-based organisations. 

Organisations were sampled through a snowballing procedure. A quantitative survey and semi-

structured interview study were conducted with 35 representatives of those local organisations. 

The study describes the collaboration of organisations in two geographic areas and explores 

which network mechanisms underlying the collaboration between these organisations can be 

observed in these networks. 

Although respondents emphasised the need for network collaboration with local or regional 

community and healthcare organisations, not all network mechanisms were visible in the 

regional networks. Both interviews and network structures showed evidence of navigation-related 
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mechanisms. Formal care providers referred people to services within their own organisation or to 

services provided by other known organisations. Negotiation or contagion-related mechanisms 

were not identified in this context. Community and healthcare organisations can enlarge their 

contribution to people with chronic conditions if they shift from using the network in their own 

interest to using the network to optimise all accessible formal and informal care. This means they 

have to practice the two-step reach: making contacts of their contacts accessible to their clients.

Actions to influence the care network of a home-dwelling older adult

Chapter 3 provides insight into the actions related to network mechanisms that older adults, 

informal caregivers and formal care providers use or mention to influence the care network in 

order to generate support for an individual home-dwelling older adult. In an interview study, 

we interviewed 48 older adults, informal caregivers and formal care providers in 19 care 

networks. Results showed that participants navigated through existing relations to seek support. 

Negotiation actions were aimed at ameliorating existing relations. We found few examples and 

no actions related to contagion of behaviours. Instead, actions seemed to be driven by incidents 

and existing relations. Older adults rarely initiated actions themselves, and informal caregivers 

felt hampered by their position in the network. Consistent patterns of relations between actions 

and network characteristics did not emerge. We concluded that the full potential of network-

based support for older adults is not used. Particularly promising strategies included navigating 

the neighbourhood for new informal care, sharing worries as a first step in negotiation (towards 

shared decision making in the care network), and bringing quality of life and dilemmas into 

dialogue in the network. 

Network typology of care networks of home-dwelling older adults

Chapter 4 describes a proof of concept study that explored network types based on interaction 

within a network. The study was based on further analysis of the qualitative study described 

in Chapter 3. The proof of concept study included 16 of the 19 care networks found in the 

qualitative study; we excluded the three care networks that only had one participant. 

The investigated network types were: 1) Generative networks: diverse and beneficial to the 

individual because many actors provide and seek support; 2) Proxy networks: where coordination 

is delegated to one super-helper. This network could be beneficial, but it is often frail, particularly 

when it relies on an informal caregiver with few other connections; 3) Avoidant networks: where 

support is not negotiated; and 4) Struggling networks: where managing the chronic condition is 

a struggle or is not prioritised by participants in the care network. We concluded that the network 

typology on interaction offered extra information about the functioning of the care network. It 

seems that the network type can change over time, but more research is needed to confirm this. 

Interventions for maintaining or developing generative networks seemed underused.
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Development and feasibility study of a training programme for formal care providers

Chapter 5 brings together the knowledge from Chapters 2 through 4 in an intervention mapping 

study. We used literature research and five focus groups with older adults, informal caregivers 

and formal care providers to deepen insights and identify (perceived) starting points for change in 

the care network. These results were used to develop a training programme to teach formal care 

providers (in particular, (geriatric) nurses and social workers) to improve the functioning of care 

networks. Exercises and tools for this training programme were tested in ongoing educational 

programmes for case managers and (geriatric) nurses.

The training helps formal care providers improve the functioning of the care network with the goal 

of generating more effective support. In addition to a dialogue on the theoretical background 

of network mechanisms, the training consists of practical exercises and tools related to these 

network mechanisms. The tools included in the training enable formal care providers to analyse 

network interactions and outcomes. Specific tools were designed for negotiating in the care 

network, navigating to new support sources, and improving the perceived health and quality of 

life of older adults.

Chapter 6 reports on the feasibility of this training programme. We tested it with 21 healthcare and 

social services providers in 46 care networks of older adults. Interviews and surveys were used 

to document their experiences. Formal care providers reported that the framework of network 

mechanisms helped them understand the functioning of the care network. They found the tools 

very useful for negotiating and navigating with an older adult. The step towards using these tools 

in informal care seemed to be more difficult, partly because social distancing measures during 

the COVID-19 pandemic hampered contact in care networks.

METHODOLOGICAL CONSIDERATIONS

A strength of this thesis is the use of a conceptual framework for network mechanisms throughout 

the studies. This conceptual framework played an important role in the entire thesis and deepened 

our design and analysis. We found that this framework gave an integrated perspective on care 

networks and proved suitable in both the explorative studies and the intervention mapping study. 

The framework shaped our way of looking at care networks such that it exceeded a constellation 

approach. The network mechanisms of negotiation, navigation and contagion allowed us to gain 

deeper insights into processes that shape a care network and show network interaction.

A second strength is our use of different forms of network analysis that went further than the 

general applied network analysis. Research methods on networks comprise quantitative social 

network analysis and qualitative network analysis (4). We used quantitative network analysis in 
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Chapter 2, and we used qualitative network analysis in Chapters 3 and 4. A growing body of 

health-related research has used these methodological approaches (5–9). Quantitative social 

network analysis is based around the idea of seeing social relations as patterns of points and 

lines in a mathematical space with formal properties that can be analysed with precision (10). 

Qualitative network analysis complements social network analysis by collecting details on the 

meaning participants attach to their network ties and the network as a whole (4). However, 

such an analysis does not incorporate insight into network mechanisms. Qualitative network 

analysis starts with the individual actor and aims to tease out the subjective interpretation of 

networks. The qualitative network analysis used in Chapters 2 and 3 extends beyond this general 

applied qualitative network analysis (4,11). In this analysis, network mapping is still central to the 

interview, it is often limited to one perspective and the qualitative data is used to give meaning to 

the visualisation in the network map. 

In this thesis, we analysed the network from different perspectives and went beyond analysing 

the constellation. We used the perspectives of the older adult (the centre in an ego network) and 

the total care network, and then we analysed the qualitative data obtained from the perspectives 

of different parties in the care network (older adult and partner, informal caregivers, formal care 

providers). Chapter 3 added an extra layer to this network analysis: unlike many other studies 

of social network functioning, we combined the parties’ different perspectives in a framework of 

network types based on interaction. All these qualitative network analysis methods enriched our 

network analysis, exposed different views of the functioning of the care network and gave insight 

in generated support. These detailed insights also helped us develop the training programme.

A third strength is the focus on making the knowledge on care networks practical. The development 

of the training programme based on the exploratory studies and intervention mapping method 

would not have been possible without the didactic expertise of the main researcher and research 

team. The characteristics of the main researcher helped the reflexivity and interpretation of data 

in the studies (12). She combined her role as researcher with her knowledge of education 

development. Because she also worked as teacher in professional education for social and 

healthcare workers, she was in the position to use all knowledge in educational programmes 

during the research process. This offered extra insights into how formal care providers could 

learn about network interaction, and it offered testing opportunities for the development of tools 

in the intervention mapping study. Furthermore, we worked together with an older adult, a retired 

lecturer who assisted with data collection and analysis on a voluntary basis. Her great value, 

next to her educational knowledge, was her ability to bring in the perspective of the older adult. 

A final strength of the studies is that their methodological consistency provides a robust design. 

A review of educational training in palliative care showed a need for more robust designs 

(13). It seems to be a comprehensive procedure that is not standard in the development of 
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educational healthcare interventions (14). We therefore conducted a series of three exploratory 

studies that formed the foundation for the intervention mapping study, on the basis of which 

the training programme was developed and its feasibility was tested (15). The exploratory 

studies and the needs assessment in the intervention mapping study give more substance to 

the training programme because they underpin every programme component and exercise 

with research. Subsequently, we also applied the network scope in the first three studies to the 

intervention mapping framework. That framework provides a step-by-step plan, but it does not 

specify the care-related and conceptual content. Many applications of intervention mapping are 

psychological and are focused on individual behavioural change (15). In our study, we centred 

the care network and explored how it could support the older adult and compensate for the 

things the older adult can no longer do.

Our thesis also had some limitations. One limitation of the studies is the relatively low number of 

participants and the focus on one country (the Netherlands). The transferability of results needs 

to be carefully considered. To enhance transferability, we used the conceptual framework from an 

EU-WISE study, which was derived from analysis and comparisons between European countries 

(2,16,17). To facilitate readers’ judgments about transferability, we provide a clear description of 

the Dutch context in the general introduction and in Chapters 2-4.

Another limitation of our studies is that we did not consider factors in constellation that could 

influence the functioning of a care network, such as sex, marital status (single/with partner) or 

socioeconomic status. Other research has found that these are influential factors. For instance, 

female informal caregivers are more easily overburdened because they take on more informal 

care tasks (18). Older adults with a lower income are better helped by organised support instead 

of asking them to organise support themselves (19). It is unclear whether the care networks of 

older people with a lower socioeconomic position have other characteristics/interactions and 

whether special interventions are needed to address this (20). 

An additional study (not included in this thesis) that we performed on the care networks of home-

dwelling older adults with a lower socioeconomic status suggested that inequality (between 

informal caregivers and formal care providers) might have a greater influence on the functioning 

of these care networks than in care networks with more equality between informal caregivers 

and formal care providers (21). We also found that it is important to address grey areas in task 

division, where formal care providers ask informal caregivers for support. In care networks of 

older adults with a lower socioeconomic status, such requests seemed to lead to tasks not being 

performed, and this had greater consequences in terms of support not being delivered than in 

care networks of older adults with a higher socioeconomic position, whose informal caregivers 

better understood the formal care system.
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A third limitation is that there seems to be a field of tension between mechanisms that have 

been suggested by quantitative network studies and the recognition of these mechanisms by 

network participants in qualitative network studies. For example, many social network studies 

in health (22–24) have found the network mechanism of contagion, but it was not recognised 

by participants in our qualitative research. The qualitative methods did not help in developing 

interventions based on the mechanism of contagion. Anthropological research (observations) 

or experiments are needed to find starting points for interventions based on contagion. 

This would result in a completely different sort of intervention than a training programme. 

Also, support as outcome measure was not recognized by network participants. In our framework 

the assumption is that support leads to better client outcomes in terms of perceived health and 

quality of life. Participants of the care network though did not take this relation into account when 

taking action in the care network. Support as outcome measure was a question they answered 

by telling which people help and the actual support delivered. Informal caregivers and formal 

care providers did not really know how the older adult perceived the support provided by them. 

Outcomes in terms of perceived health and quality of life were according to participants more 

helpful to get insight in the generated support and necessary network-related interventions.

Finally, unfortunately, social distancing and other measures during the COVID-19 pandemic 

affected the feasibility study. We were not able to test the full breadth of the scope of the training 

programme. Some of the 21 participants could not include three care networks, and negotiation 

and navigation in the care networks were hampered. This meant that we could only glimpse the 

potential effects of the training programme. Nevertheless, the first results are promising. If merely 

discussing the care network and the experienced health and quality of life with the older adult 

can already bring about a profound change in the functioning of several care networks, what 

might we see if we were able to carry out the full feasibility study?

INTERPRETATION OF FINDINGS 

Addressing the subject of this thesis results in a few main themes. Based on the results we 

obtained from network-related actions to improve the functioning of care networks around home-

dwelling older adults, we will elaborate on these themes in the next paragraphs.

The potential of network interventions to improve care for older adults

This thesis adds to research on care networks by going further than a description of constellation 

and individual behaviour change into network change. First, much research about networks in 

healthcare describes network constellation and its correlations with health. Methods like social 

network analysis and qualitative network analysis aim to describe networks, but often they go 

no further than indicating possibilities for interventions. Although recent years have seen more 
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use of social networks in healthcare interventions, such studies were mostly limited to lifestyle 

interventions like sexual health and smoking cessation (5). This thesis has shown that it is 

possible to develop network interventions based on network interaction analysis.

Second, most network interventions focus on the egocentric or personal network (5). For 

instance, social network interventions for diabetes patients are commonly based on individual 

behaviour change rather than social or interpersonal theories of self-management (25). Providing 

self-management support is seen as an appropriate task for formal care providers (26). The way 

in which self-management is shaped in daily practice is partly determined by patients’ skills, but 

also by their care network (17). This means that looking at the functioning of the care network 

can also help to support self-management.

Third, most strategies for network interventions do not activate or change the network (5). Valente 

describes four strategies for network interventions: 1) identifying individuals who are selected on 

the basis of a network property, such as ‘opinion leaders’ in a network; 2) segmentation, where 

the intervention is directed towards certain segments or groups of people in the population; 3) 

induction, in which new interactions between people are activated as links in a network; and 4) 

alteration, in which interventions change the existing network (9). The training programme in 

this thesis works with induction and alteration at the level of the care network of an individual 

older adult. Changing the behaviour of the formal care providers and the network-related actions 

they perform can change the existing care network. This change is not easy, as we found in our 

studies. The underlying pattern in these care networks is that the focus is not on the supporting 

network, but on an urgent issue that must be solved immediately. Convoy theory states that a 

network is developed by performing activities and is the result of the way an older adult has lived 

and their life events (27). 

Informal and formal caregivers in our studies did not feel they could influence (the size and 

quality of) a network. Our thesis also shows that when formal care providers consciously look 

at a network, they start to see possibilities. Looking at negotiation showed them the possibilities 

for sharing concerns and acting upon a future care situation. Looking at navigation opened up 

possibilities for new network ties, especially in informal care in the neighbourhood. Looking at 

contagion helped participants see underlying patterns. This opens up possibilities for change in 

the care network.

A special point of attention in the network intervention is the collaboration between informal 

caregivers and formal care providers. The network studies mentioned above used the social 

network as a baseline; this means they focused on the personal network ties a person develops 

(13,14,15). They do not explicitly consider the influence of professionals and their organisations, 
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although these structures influence, and are influenced by, the way that informal caregivers and 

formal care providers relate to each other (28). 

The role of formal care providers in collaboration with informal caregivers

Formal care providers are the most logical actors to take network-related actions and thus invoke 

network change. Formal care providers are part of the care network of many older adults. They 

visit multiple older adults in their region and can function as brokers between care networks, 

thus diffusing effective practices to more care networks (29,30). This is especially the case for 

bachelor-educated social and healthcare workers, who often play an initiating or coordinating 

role in care networks or have the position to take on this role. But their current focus does not 

reflect this possible role. Instead, our research shows that formal care providers focus on the 

older adult and not on the total care network. They often focus on disease management and 

social health. Most studies look at formal providers taking action related to geriatric assessment, 

fall prevention and social isolation (31–34). These interventions help the older adult’s self-

management, including more exercise and the use of technology. In group education and 

counselling, the focus is also on the older adult as an individual (32,34).

Formal care providers are less focused on strengthening the informal care network, even though 

Vassilev and Kennedy already showed that self-management is connected to support from a 

network (1,17). Research about older adults’ needs and integrated care points towards the 

relevance of strengthening the care network in order to better inform older adults and informal 

caregivers, coordinate services, and support and align the experiences of formal and informal 

caregivers about the quality of care provided (20,35,36). Learning to strengthen the network 

should be the way forward. Formal care providers have to learn how to organise support in the 

care network in such a way that the needs of older adults and their informal caregivers are met 

and the older adult’s quality of life is maintained. This thesis shows this is not a question of more 

treatment options, but a question of improving the functioning of the care network in terms of 

navigation, negotiation and contagion.

Other research validates our conviction that formal care providers have to learn that the 

foundation of organising support in a care network is joint activity between formal care providers, 

the older adult and informal caregivers. Although support should ideally be aimed at maintaining 

independence, formal care providers often take over activities, thereby undermining older 

adults’ self-care skills and jeopardising their ability to continue living at home (36). Formal care 

providers need to invest more time in building trusting relationships, but they often limit their time 

to addressing a current action or treatment (19). A trial on the social participation of older adults 

showed the importance of negotiating in such a way that a new activity does not feel threatening 

to the older adult and opportunities for reciprocity are explored (38).
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Connecting informal and formal care at the individual and community levels

The value of this thesis is the exploration on the care network level for an individual home-

dwelling older adult, but connections between the individual and community are necessary. We 

often think that the community level is formed by organisations and formal care providers, but 

connections between informal and formal care are needed at both the individual and community 

levels (39). The worlds of informal and formal care are governed by different approaches, but 

they influence each other. Our training programme devotes special attention to experiencing the 

different positions in the care network. This lets formal care providers feel how they can both 

follow the rules of their organisations, and experience how informal caregivers see their position 

in the care network.

Research on integrated care makes the connection between the individual and community explicit 

(40): 1) Support must come together around the person (people around the person needing care 

understand what the older adult needs and bring their services together to realise outcomes for 

the older adult); and 2) Bringing support together so that continuum of care, disease prevention, 

diagnosis, treatment, disease management, rehabilitation and palliative services come together 

(40). This requires coordination in the continuum of care and collaboration within and between 

cure and care. Connections are needed between the network around the individual recipient, 

the network in the neighbourhood and the network between professionals of different disciplines 

(interprofessional collaboration). These connections provide for better response to individual 

needs and collecting collective questions that are present in multiple care networks and require 

collective action. This thesis offers clues for how to organise these connections by looking at 

negotiation and navigation. Better negotiation and navigation in the care network around an 

older adult can clarify which support is really needed and from whom (informal or formal care). 

Our navigation tools open up other possibilities in the neighbourhood (besides the already 

familiar clubs and organisations), which also gives formal care providers knowledge about these 

possibilities. In this way, better navigation also improves the network in the neighbourhood.

IMPLICATIONS FOR PRACTICE

Sharing care in the network of informal and formal care

This thesis shows that the importance of enhancing the functioning of the care network means 

sharing care and negotiating with informal caregivers and formal care providers in an equal 

manner. This implies breaking the habit of concentrating on one appointed contact for informal 

care. Collaboration means mingling in the social network of an older adult, coming out of your 

comfort zone and treating older adults and informal caregivers as equals and experts on their 

quality of life. We found that formal care providers find this difficult.



GENERAL DISCUSSION

7

135

Second, this thesis shows that to meet the needs of older adults and their informal caregivers, 

formal care providers should not start with illness, but start with the challenges in someone’s 

life and how a care network can support the management of these challenges. Challenges are 

broader than diseases. Conceptual frameworks like positive health support the transition from 

looking at illness to looking at health. We found that negotiation starts with sharing worries and 

that asking the older adult and informal caregivers how they experience quality of life opens up 

communication in the care network.

Overburdening of informal caregivers is a specific point of attention. Most formal care providers 

monitor this. The most important predictors of such overburdening are the duration of caregiving 

and the patient’s dependency level, but social support reduces overburdening (18,41). This 

thesis sheds some light on possible network interventions to prevent overburdening. Some are 

found in better negotiation: sharing concerns and negotiating more about the division of care 

tasks. But looking further at generative networks and sharing the role of the proxy between more 

participants in a proxy network also can prevent overburdening.

Learning to improve the functioning of the care network

This thesis underlines the importance of healthcare providers learning to take a coordinating role 

without taking over from the older adult. Informal care should get attention of every formal care 

provider in collaboration with the older adult, informal caregivers and other formal care providers. 

The coordination task in care networks is not the sole responsibility of a specific function. We do 

see case managers involved with people with dementia, but case management is not a solution 

for coordinating care in every care network. The conceptual framework of the functioning of care 

networks we introduced in this thesis can be helpful in all care networks, and more extensive 

negotiation and navigation seem to be necessary in complex situations. In recent years, primary 

health care for this ageing population has become increasingly complex (42). Such complex 

situations involve more actors and create a need to align support from different organisations 

and informal caregivers (43).

Formal care providers should practice negotiation and navigation together with the older adult 

and informal caregivers, reflect on these actions, and connect this to network functioning and 

network theory. This means that in addition to the basic training programme we developed, 

repeated learning sessions would be helpful. Formal care providers should give continuous 

attention to this learning process.

When we examined the learning of formal care providers in our feasibility study, we found that 

the first step is to look beyond the network constellation towards network interaction. This was 

an eye-opening experience for the participants in our feasibility study. The next step was to 

negotiate and (next) navigate together with the older adult instead of bringing up solutions. In 
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particular, navigating together stimulated the network to open up possibilities for non-organised 

informal care in the neighbourhood.

Equally involving informal caregivers in joint network meetings seemed more difficult, although 

we cannot underestimate the influence of COVID-19 social distancing measures, which 

prevented feasibility participants in the feasibility study from meeting with more than two people 

at a time. We went as far as addressing equality and reciprocity, but really wielding these change 

determinants would require a longer learning process in which learning from direct experience 

would be crucial. 

Attention and time for network-related actions

This thesis shows that formal care providers need to devote attention and time to network-related 

actions in the care networks of individual older adults. Currently, taking time for negotiation and 

navigation in care networks of individual home-dwelling older adults is seen as an in-between 

activity that is often neglected or postponed.

We appeal for funding and more available time for formal care providers to coordinate network 

activities. In the current Dutch system, the time of nurses, doctors and allied healthcare 

professionals is mostly tied to treatment-related actions, and most of a social worker’s time is 

reserved for creating community facilities with limited engagement in individual care networks 

(44). Social and healthcare organisations and funders such as local governments and health 

insurers should fund time to encourage formal care providers to look at network functioning and 

take network-related actions. Organisations should include this subject in peer review sessions 

with formal care providers.

Connecting the individual and community levels

Negotiation and navigation help to connect the individual with the community level, since these 

mechanisms reveal how participants in the care network around an individual older adult find 

and use community facilities. This thesis shows that knowing which (informal and formal) brokers 

are present in a neighbourhood opens up more possibilities at the community level. Formal care 

providers should learn to navigate to non-organised informal care in the neighbourhood and 

use two-step reach in navigation. This goes beyond creating a social map of facilities at the 

community level. Formal care providers need to support older adults and informal caregivers in 

navigating to relevant activities in the community.
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IMPLICATIONS FOR EDUCATION

The bachelor-educated healthcare or social worker often plays a coordinating role in a care 

network around an individual, participates in several networks, and coordinates with formal 

care providers from other organisations. These professionals also have the task of making 

opportunities in these various networks accessible. This is not a new task. Working with informal 

care is directly related to the role of the nurse as a collaborative partner as described in the 

Bachelor of Nursing 2020: “entering into and maintaining contact with the person requiring care, 

their relatives and social network, maintaining long-term care relationships and carefully phasing 

out the relationship when necessary” (46). 

The training programme developed in this thesis has shown promising results for improving the 

coordinating role. The programme can be offered as a stand-alone programme for experienced 

healthcare and social care workers who want to connect this knowledge to their experience with 

older adults and their care networks. It can also be used as part of bachelor, post-bachelor and 

master educational programmes for nurses, social workers and other healthcare providers.

Many bachelors in the field of health and social care are action-oriented, and it is challenging to 

create a good balance between technical skills and process-oriented skills. This thesis shows 

the importance of paying more attention to the process-oriented skill of collaborating in care 

networks. The program components (exercises and tools) in the training programme help to make 

such process-oriented skills in care networks more concrete. The following recommendations 

present concrete options that could be included in curricula of educational programmes at the 

bachelor or post-bachelor and master levels:

• Pay attention to the care network of informal caregivers and formal care providers. Exercises 

from the training programme are available to let bachelor students experience different 

positions in the care network. Many students also play an informal caregiver role in their 

personal life, which helps them understand a care network;

• Broaden the content on interprofessional learning and collaboration to include collaboration 

with informal caregivers and volunteers in the neighbourhood;

• Teach students to ask about the functioning of the care network: How does a care network 

negotiate? How do they navigate together? How does the older adult (or other care recipient) 

perceive health and quality of life?;

• When professional limits are met, teach students to navigate to other formal providers of 

both healthcare and social care and to organised and non-organised informal care in the 

neighbourhood;

• Make attention for the care network and collaboration with informal caregivers part of 

communication skills training. Let bachelor students practise conversations with clients and 

with clients and informal care until they reach Miller’s level of know how (46).
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Network-interaction analysis, especially in complex situations, requires greater analytical 

capabilities. Students in post-bachelor or master programmes should combine these 

analytical skills with network-related actions in the care network. This leads to the following 

recommendations:

• Communication skills are present in curricula, but they are not seen as a scheduled activity 

across multiple conversations. Curricula should devote attention to determining strategy 

for getting a care network to participate in negotiation, planning a negotiation process and 

being able to explain this to people with different education levels and backgrounds;

• Include network-related actions and reflect on their effect in assignments in complex care 

situations, so students reach Miller’s level of do (46);

• Reflect on equality and reciprocity in networks, at both the individual and community levels. 

Let students think creatively about how they can improve networks at the individual and 

community levels.

RECOMMENDATIONS FOR RESEARCH

The conceptual framework on network mechanisms offers several elements that have not 

yet been fully elaborated on in this thesis, but do offer potential for future development of 

interventions. First, the concept of contagion has merely been recognised. A research design 

specifically created to deepen insights on contagion could help researchers develop and 

improve network-related interventions. Some interesting research questions: Which contagion is 

seen in and around the care networks of home-dwelling older adults? What interventions could 

improve social contagion at the community level and at the level of individual care networks 

around older adults? 

Second, more research about equivalence and reciprocity in care networks is needed to 

develop effective interventions for these change determinants. Much research shows the effect 

of equivalence and reciprocity on care relationships and perceived quality of life (47–49). A 

possible research question: What network interventions help equality and reciprocity in the care 

network?

Third, the relationship between network types at the individual and community levels is intriguing. 

Wenger (2002) already mentioned relationships between generative characteristics of a 

neighbourhood and more generative networks at the micro level (50,51). Further research should 

explore characteristics of neighbourhoods and the network types that are found there. Research 

questions might be: What relationships are visible between neighbourhood characteristics and 

network types in this neighbourhood? Which interventions in the neighbourhood would help to 

create more generative network types at the individual level?
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Fourth, Chapter 3 addressed the subject of network changes over time. Very few social network 

studies have assessed network measures such as network stability and network turnover, which 

account for changes over time (52). Further research should follow the care networks of home-

dwelling older adults over time and explore the relationship between network interventions and 

effects. Research questions are: Which network-related actions change the functioning of the 

existing care network and positively affect the perceived health and quality of life of the home-

dwelling older adult? If such actions have a positive impact, do they help older adults to live 

longer independently in their home surroundings assisted by their care network? 

Finally, the intervention we developed is focused on formal care providers because they are 

present in more care networks and can connect between care networks. Further research 

should explore how older adults and informal caregivers can perform network-related actions 

and organise support in care networks the way they want to. Research questions are: What helps 

older adults and informal caregivers see and organise the care network? Since an older adult’s 

network is often a result of the way that person has lived, another relevant research question is: 

How can you teach older adults (aged 60+) to build networks when they have previously found 

that to be difficult?

CONCLUSION

The assumption in the framework in this thesis was that care networks that are able to handle 

negotiation, navigation and contagion have a positive effect on the generated support and 

perceived health and quality of life of the older adult. This thesis shows that analysing the 

functioning of the care network is helpful in identifying opportunities for network improvement. 

Asking about perceived health and quality of life helps to determine if the generated support is 

sufficient or changes are necessary, as perceived by the formal care provider. Negotiation and 

navigation can be translated into network-related action by formal care providers. A training 

programme for formal care providers teaches them to perform and reflect on these actions. 

Further research could develop interventions related to contagion, or to equivalence and 

reciprocity in and around the care networks of home-dwelling older adults. Network changes 

over time and exploring relationships between network types at the individual and community 

levels are also intriguing research subjects. 
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The human population is ageing worldwide as well as in the Netherlands, and the number of 

older adults suffering from multiple complex health problems is increasing. In the Netherlands, 

as in other developed countries, healthcare policies are aimed at replacing residential long-term 

care with home-based care and community care. Older adults are encouraged to self-manage 

their illnesses and use the support of family, friends and volunteers (the informal network or 

informal care). This care network of formal and informal care providers supports the older adult 

and thus their perceived health and quality of life. This thesis focuses on network-related actions 

that can improve the functioning of a care network of an individual home-dwelling older adult.

Many studies of the care networks of home-dwelling older adults focus on the process of 

integrating informal or formal care or on the associations between the network constellation 

and a person’s health status. This thesis focuses on concepts that help us understand the 

functioning of the care network in terms of network mechanisms: 1. navigation to resources, 2. 

negotiation between participants, and 3. contagion of ideas and behaviours. I hypothesised that 

care networks that are able to handle these three network mechanisms positively influence the 

actual, perceived and potential support of the home-dwelling older adult in terms of information, 

advice, and practical and emotional support.

The central aim was to gain more insight into the use of network mechanisms in daily practice 

and to subsequently develop and test a support programme for care network participants. In 

three studies, we explored the current functioning of care networks of home-dwelling older 

adults. The results of these studies were used to develop a training programme and tools for 

formal care providers. A feasibility test was performed as part of this thesis.

Chapter 2 presents a mixed-methods study in which we describe the network mechanisms 

observed in two regional networks of healthcare and community-based organisations. A 

quantitative survey and semi-structured interview study were conducted with 35 representatives 

of these organisations. Interviews and network structures showed evidence of navigation-related 

mechanisms. Formal care providers referred people to services at their organisation or to 

services provided by other known organisations. Negotiation or contagion-related mechanisms 

were not identified in this context. Formal care providers can use the network to optimise the 

total accessible formal and informal care. This means they have to practise the two-step reach: 

making contacts of their contacts accessible to their clients.

Chapter 3 describes an interview study with 48 older adults, informal caregivers and formal care 

providers. They provided insight into the actions they take in relation to network mechanisms to 

influence the care network, with the goal of generating support for the individual home-dwelling 
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older adult. Participants navigated through existing relations to seek support, and negotiation 

actions were aimed at ameliorating existing relations. Few examples and no actions related to 

contagion of behaviours were found. Actions seemed to be driven by incidents and existing 

relations. Older adults rarely initiated actions, and informal caregivers felt hampered by their 

position in the network. We concluded that the full potential of network-based support of older 

adults is not used. Particularly promising strategies were navigating the neighbourhood for 

new informal care, sharing worries as a first step in negotiation, and bringing quality of life and 

dilemmas into dialogue in the network.

Chapter 4 presents a proof of concept study of network types based on interaction within a 

network. The study was based on further analysis of the qualitative study described in Chapter 3. 

The network types are: 1) Generative networks: diverse and beneficial to the individual because 

many actors provide and seek support; 2) Proxy networks: where coordination is delegated to 

one super-helper. This network could be beneficial, but it is often frail, particularly when it relies 

on an informal caregiver with few other connections; 3) Avoidant networks: where support is not 

negotiated; and 4) Struggling networks: where managing the chronic condition is a struggle or 

is not prioritised by participants in the care network. We concluded that the network typology 

based on interaction offered extra information about the functioning of care networks.

Chapter 5 brings together the knowledge from these explorative studies in an intervention 

mapping study. Through literature research and five focus groups with older adults, informal 

caregivers and formal care providers, we deepened insights into possibilities for change on 

the network mechanisms and the promising strategies as determined in chapter 3: navigating 

the neighbourhood for new informal care, sharing worries as a first step in negotiation, and 

bringing quality of life and dilemmas into dialogue in the network. As a result, we developed 

a training programme to help formal care providers (in particular (geriatric) nurses and social 

workers) improve the functioning of the care network in order to generate more effective support. 

In addition to a dialogue about the theoretical background of network mechanisms, the training 

consists of practical exercises and tools for these mechanisms. The tools included in the training 

enable formal care providers to analyse network interactions and outcomes. Specific tools were 

designed to negotiate in the care network or navigate to new support sources, in order to improve 

the perceived health and quality of life of older adults. The training aims to enable the formal care 

provider to become competent at the level of ‘does’ in the competence levels of Miller. That 

means the formal care provider can analyse the functioning of the care network in relation to 

generated support and outcomes, use the supplied network tools to take network-related action 

in the care network, use change determinants in these actions, reflect on actions and their effect 

on the support provided, and adjust actions based on effects.
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Chapter 6 describes the feasibility of the training programme. We tested the training with 21 

healthcare and social services providers in 46 care networks of older adults. Interviews and 

surveys were used to document their experiences. Overall, the training programme helped 

healthcare workers and social care providers understand the functioning of the care network. 

They found the tools very useful for negotiating and navigating with an older adult. The step to 

using these tools with informal caregivers seemed more difficult, partly because contact in care 

networks was hampered due to social distancing measures during the COVID-19 pandemic.

Finally, Chapter 7 provides an overall discussion of the main findings of the thesis. It also 

includes methodological reflections and implications for practice, education and future research. 

This thesis began with the hypothesis that care networks that are able to handle negotiation, 

navigation and contagion positively influence the actual, perceived and potential support of the 

home-dwelling older adult in terms of information and advice, practical support and emotional 

support. This thesis shows that analysing the functioning of the care network is helpful to see 

possibilities for network improvement. Formal care providers can translate negotiation and 

navigation into network-related action, and a training programme can teach them to perform 

and reflect on these actions. An implication for practice and education is the recommendation 

to teach formal care providers to analyse and improve the functioning of care networks and 

connect the individual care networks to activities in the neighbourhood. Further research could 

develop interventions based on contagion and change determinants as equivalence and 

reciprocity in and around care networks of home-dwelling older adults. Network changes over 

time and exploring relationships between network types at the individual and community levels 

could also be intriguing research topics.
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De bevolking wereldwijd vergrijst. Met deze vergrijzing neemt het aantal ouderen met 

meervoudige complexe gezondheidsproblemen toe. In Nederland, net als in andere ontwikkelde 

landen, is het overheidsbeleid erop gericht residentiële langdurige zorg te vervangen door 

ondersteuning in de eigen leefomgeving en thuiszorg. Ouderen worden aangemoedigd om hun 

ziekte zelf te managen en gebruik te maken van de steun van familie, vrienden en vrijwilligers (het 

informele netwerk of de informele zorg). Deze informele zorg werkt samen met formele zorg in 

het zorgnetwerk. Het doel van het zorgnetwerk is om de ondersteuning zo te vorm te geven dat 

een oudere gezondheid en kwaliteit van leven ervaart. 

Dit proefschrift richt zich op het functioneren van het zorgnetwerk, en in het bijzonder op 

netwerkgerelateerde acties die het functioneren van dit zorgnetwerk rondom een zelfstandig 

wonende oudere kunnen verbeteren.

Veel studies naar de zorgnetwerken van zelfstandig wonende ouderen richten zich op het 

proces van integratie van informele zorg of van de formele zorg, of op de relaties tussen de 

netwerksamenstelling en de gezondheidsstatus van een persoon. Dit proefschrift focust op 

de concepten die ons helpen om het functioneren van het totale zorgnetwerk te begrijpen. 

Hierin onderscheiden we drie netwerkmechanismen: 1. Afstemmen en onderhandelen in het 

zorgnetwerk (onderhandeling), 2. Zoeken naar meer of andere hulp (navigatie) en 3. Besmetting 

van ideeën en gedragingen (sociale besmetting). De aanname is dat de zorgnetwerken die deze 

drie netwerkmechanismen hanteren een positieve invloed hebben op de feitelijke, ervaren en 

potentiële steun van de zelfstandig wonende oudere. Steun in termen van informatie, advies, en 

praktische en emotionele steun.

Het centrale doel van dit proefschrift was om meer inzicht te krijgen in het gebruik van deze 

netwerkmechanismen in de dagelijkse praktijk en om vervolgens een ondersteuningsprogramma 

voor participanten van het zorgnetwerk te ontwikkelen en te testen. In drie studies onderzochten 

we het huidige functioneren van zorgnetwerken van thuiswonende ouderen. De resultaten van 

deze studies werden gebruikt om een trainingsprogramma met bijbehorende instrumenten 

te ontwikkelen, bedoeld voor formele zorgverleners. Onderdeel van dit proefschrift was het 

uitvoeren van een bruikbaarheidsstudie.

Hoofdstuk 2 presenteert een mixed-methods studie waarin we de netwerkmechanismen 

beschrijven die zijn waargenomen in twee regionale netwerken van zorg- en welzijnsorganisaties. 

Een kwantitatieve enquête en een semigestructureerd interviewonderzoek werden uitgevoerd 

met 35 vertegenwoordigers van deze organisaties. Uit de interviews en de netwerkstructuren 

kwam met name navigatie door formele zorgverleners naar voren. Zij verwezen mensen door 
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naar diensten van hun organisatie of naar diensten van andere reeds bekende organisaties. 

Onderhandelings- of besmettingsmechanismen leken in deze context niet zichtbaar. Formele 

zorgverleners zouden het netwerk van organisaties kunnen gebruiken om meer mogelijkheden 

van het totaal aan beschikbare zorg toegankelijk te maken voor hun cliënten. Dit betekent dat zij 

moeten leren om de two-step-reach in praktijk te brengen: contacten van contacten toegankelijk 

maken voor hun cliënten.

Hoofdstuk 3 beschrijft een interviewstudie met 48 ouderen en zorgverleners, zowel informeel 

als formeel. De studie geeft inzicht in de acties die zij ondernemen om het zorgnetwerk te 

beïnvloeden in relatie tot de netwerkmechanismen. In de huidige situatie in een zorgnetwerk 

navigeerden participanten van het zorgnetwerk naar bestaande relaties. Onderhandelingsacties 

waren gericht op het verbeteren van bestaande relaties. We vonden weinig voorbeelden en geen 

acties die verband hielden met besmetting. Acties leken te worden gestuurd door incidenten en 

bestaande relaties. Ouderen namen zelden het initiatief tot acties, en informele zorgverleners 

voelden zich belemmerd door hun positie in het netwerk. We concludeerden dat niet het 

volledige potentieel van mogelijke ondersteuning door het zorgnetwerk wordt benut. Bijzonder 

veelbelovende strategieën om dit wel te doen waren het navigeren in de buurt naar nieuwe 

informele zorg, het delen van zorgen als eerste stap in de onderhandeling, en het in dialoog 

brengen van kwaliteit van leven en dilemma’s in het netwerk.

Hoofdstuk 4 presenteert een proof of concept studie van netwerktypen op basis van interactie 

binnen een zorgnetwerk. De studie is gebaseerd op een nadere analyse van de kwalitatieve 

studie die in hoofdstuk 3 is beschreven. De netwerktypen zijn: 1) Generatieve netwerken: 

divers en gunstig voor het individu omdat veel actoren steun bieden en zoeken; 2) Proxy-

netwerken: waarbij de coördinatie wordt gedelegeerd aan één superhelper. Dit netwerk kan 

nuttig zijn, maar is vaak kwetsbaar, vooral wanneer het steunt op een informele zorgverlener 

met weinig andere connecties; 3) Vermijdende netwerken: waar niet wordt onderhandeld over 

steun; en 4) Worstelende netwerken: waar het omgaan met de chronische aandoening een 

strijd is of geen prioriteit heeft voor de deelnemers aan het zorgnetwerk. We concludeerden dat 

de netwerktypologie gebaseerd op interactie extra informatie bood over het functioneren van 

zorgnetwerken.

Hoofdstuk 5 brengt de kennis uit deze exploratieve studies samen in een intervention 

mapping studie. Via literatuuronderzoek en vijf focusgroepen met ouderen, informele en 

formele zorgverleners verdiepten we de inzichten in veranderingsmogelijkheden op de 

netwerkmechanismen en de veelbelovende strategieën zoals vastgesteld in hoofdstuk 3: het 

navigeren in de buurt naar nieuwe informele zorg, het delen van zorgen als eerste stap in 

onderhandeling, en het in dialoog brengen van kwaliteit van leven en dilemma’s in het netwerk. 

Naar aanleiding hiervan ontwikkelden we een trainingsprogramma om formele zorgverleners (met 
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name (geriatrisch) verpleegkundigen en maatschappelijk werkers) te helpen het functioneren 

van het zorgnetwerk te verbeteren en zo de steun aan de zelfstandig wonende oudere te kunnen 

verbeteren. Naast een dialoog over de theoretische achtergrond van netwerkmechanismen, 

bestaat de training uit praktische oefeningen en hulpmiddelen met betrekking tot de netwerk- 

mechanismen. De instrumenten uit de training stellen formele zorgverleners in staat om 

netwerkinteracties en -resultaten te analyseren. Specifieke instrumenten werden ontworpen op 

het gebied van het onderhandelen in het zorgnetwerk en navigeren naar nieuwe hulpbronnen, 

om zo de ervaren gezondheid en levenskwaliteit van oudere te verbeteren. De training is erop 

gericht de formele zorgverlener in staat te stellen competent te worden op het niveau van ‘doen’ 

in de competentieniveaus van Miller. Dat wil zeggen dat de aangereikte training de formele 

zorgverlener in staat stelt het functioneren van het zorgnetwerk te analyseren op uitkomsten, 

de aangereikte netwerk-instrumenten te gebruiken om netwerkgerelateerde acties in het 

zorgnetwerk te ondernemen, bij deze acties determinanten voor verandering te gebruiken, te 

reflecteren op acties en het effect daarvan op de geboden ondersteuning, en acties bij te sturen 

op basis van effecten.

Hoofdstuk 6 beschrijft de haalbaarheid van het trainingsprogramma. We testten de training met 

21 zorg- en hulpverleners in 46 zorgnetwerken van zelfstandig wonende ouderen. Interviews 

en enquêtes werden gebruikt om hun ervaringen te documenteren. In het algemeen hielp het 

trainingsprogramma formele zorgverleners om de werking van het zorgnetwerk te begrijpen. Zij 

vonden de instrumenten zeer nuttig om te onderhandelen en te navigeren met een oudere. De 

stap naar het gebruik van deze instrumenten met informele zorgverleners leek moeilijker, deels 

omdat het contact in zorgnetwerken werd belemmerd als gevolg van sociale afstandsmaatregelen 

tijdens de COVID-19 pandemie.

Hoofdstuk 7 tenslotte geeft een algemene bespreking van de belangrijkste bevindingen van het 

proefschrift. Het bevat ook methodologische reflecties en implicaties voor de praktijk, onderwijs 

en toekomstig onderzoek. Dit proefschrift begon met de hypothese dat zorgnetwerken die in 

staat zijn om te gaan met onderhandeling, navigatie en besmetting de steun verbeteren aan de 

thuiswonende oudere. Steun in de vorm van informatie en advies, praktische steun en emotionele 

steun, die indien ze ook zo ervaren wordt door de oudere meer bijdraagt aan diens kwaliteit 

van leven en gezondheid. Dit proefschrift laat zien dat het analyseren van het functioneren van 

het zorgnetwerk behulpzaam is om mogelijkheden voor netwerkverbetering te zien. Formele 

zorgverleners kunnen onderhandeling en navigatie vertalen in netwerkgerelateerde acties, en 

een trainingsprogramma kan hen leren deze acties uit te voeren en erop te reflecteren. Een 

aanbeveling voor praktijk en onderwijs is om formele zorgverleners te leren het functioneren 

van zorgnetwerken te analyseren en te verbeteren en de individuele zorgnetwerken te verbinden 

met activiteiten in de wijk. Verder onderzoek zou interventies kunnen ontwikkelen, gebaseerd 

op besmetting en veranderingsdeterminanten als gelijkwaardigheid en wederkerigheid in 
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en rond zorgnetwerken van thuiswonende ouderen. Netwerkveranderingen in de tijd en het 

onderzoeken van relaties tussen netwerktypen op individueel en gemeenschapsniveau zouden 

ook intrigerende onderzoeksthema’s kunnen zijn.
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DATA MANAGEMENT

Bij het opslaan en gebruik van data zijn de richtlijnen gevolgd zoals vastgelegd in het 

Datamanagementplan van de HAN University of Applied Sciences (versie 1.0, 2016). 

Deze richtlijnen zijn gebaseerd op de Gedragscode Praktijkgericht Onderzoek (Vereniging 

Hogescholen). Tevens zijn in dit onderzoek de volgende richtlijnen gevolgd:

• Richtsnoeren informatiebeveiliging van het Autoriteit Persoonsgegevens (AP), 

• Wet bescherming persoonsgegevens (Wbp/ Algemene Verordening Gegevens bescherming 

(AVG),

• Integriteitcode (HAN),

• Gedragscode voor onderzoek met mensen (HAN)

Eigenaarschap data

De data zijn eigendom van de HAN.

De data van de studie in chapter 2 zijn eigendom van Radboudumc (afdeling IQ \healthcare). 

Beoordeling ethische commissie

De studie in chapter 2 is positief beoordeeld door de Commissie Mensgebonden Onderzoek 

(CMO) regio Arnhem Nijmegen in The Netherlands, registratie nummer 2013/098. De CMO 

beoordeelt of medisch wetenschappelijk onderzoek voldoet aan wettelijke bepalingen. 

De andere deelstudies zijn positief beoordeeld door de Ethische Commissie Onderzoek (ECO) 

van de HAN

Chapter 3 en 4: ACPO 24.03/16;

Chapter 5 en 6: EACO 132.11/18. 

De ECO beoordeelt onderzoeksvoorstellen op een ethisch verantwoorde onderzoeksmethode 

en op de omgang met onderzoekspersonen en -data. Daarnaast adviseert de ECO over toetsing 

door een erkende medisch-ethische toetsingscommissie (METC).

Beveiligde data opslag

Alle originele gegevens als ook bestanden voor analyse en meetinstrumenten zijn opgeslagen 

op de R-schijf/ AGV/lectoraat OZD onder een speciale map promotie onderzoek Wendy 

Kemper. Deze map is alleen toegankelijk voor de promovendus en co-promotoren en data zijn 

geanonimiseerd opgeslagen. Alle naar persoon of organisatie herleidbare data zijn verwijderd.

Sleutelgegevens zijn binnen de map van het lectoraat Organisatie van Zorg en Dienstverlening 

opgeslagen in de map ‘OZD Data’. Deze map is toegankelijk voor de projectleider (lector/co-

promotor in dit promotieonderzoek).
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Na afronding van de laatste publicatie blijft alle data opgeslagen op de bovengenoemde map 

op de R-schijf. Alle opgeslagen gegevens worden voor een periode van 10 jaar bewaard. 

Dr. M.G.H. Laurant is projectleider en wordt na 10 jaar geïnformeerd door onderzoek 

ondersteuning/archivaris van de HAN over afloop van de bewaartermijn. Zij neemt besluit of 

data kan worden vernietigd of indien gewenst, de data voor langere periode beschikbaar moet 

blijven (bewaartermijn wordt dan opnieuw vastgesteld) dan wel via openbare databases (bv. 

DANS Easy) wordt aangeboden. 

HAN is verantwoordelijk voor dagelijkse back-up van de files, R-schijf.

Informed Consent

Alle informed consent formulieren zijn gedurende het promotie-onderzoek als papieren versie 

opgeslagen in een afgesloten kast. Informed consent is verkregen voor (focusgroep) interviews. 

De informed consent formulieren zijn ingescand en opgeslagen op een speciale map van 

het lectoraat opgeslagen in de map ‘OZD Data’. Deze map is toegankelijk voor de projectleider/

lector Organisatie van Zorg en Dienstverlening. Na het afsluiten van de deelstudie zijn de fysieke 

documenten van de informed consent vernietigd en afgevoerd in gezekerde containers.  

Soort data

Kwantitatief: 

• Vragenlijsten, opgeslagen op de R:\schijf. 

• De data zijn verwerkt in excell en opgeslagen in .exl bestanden. 

• Vragenlijsten van studie in chapter 2 zijn opgeslagen bij Radboudumc/IQ healthcare, h:/schijf.

• Netwerkanalyses van studie in chapter 2 zijn opgeslagen bij Radboudumc/IQ healthcare, 

h:/schijf

Kwalitatief:

• Interviews, opgeslagen op de R:\schijf. 

         De geluidsopnames zijn opgeslagen als .mp3 bestanden. Ook zijn alle transcripten 

opgeslagen. Analyse zijn uitgevoerd met Atlas.ti, transcripten zijn ingelezen en gecodeerd. 

Deze bestanden zijn opgeslagen als .atlcb en .hpr7 bestanden, inclusief back-ups

•  Focusgroup-interviews, opgeslagen op de R:\schijf

         De geluidsopnames zijn opgeslagen als .mp3 bestanden. Ook zijn alle transcripten 

opgeslagen. Analyse zijn uitgevoerd met Atlas.ti, transcripten zijn ingelezen en gecodeerd. 

Deze bestanden zijn opgeslagen als .atlcb en .hpr7 bestanden, inclusief back-ups

Beschikbaarheid data

Alle data is ‘on reasonable request’ bij de co-promotor dr. M.G.H. Laurant beschikbaar. Zij zal bij 

verzoek overleggen met de promovenda W.Kemper-Koebrugge of data in openbare database 

(bv. DANS) beschikbaar worden gesteld.
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Wendy Kemper-Koebrugge is geboren op 30 mei 1972 in Hengelo (O). In 1996 rondde 

zij, cum laude, de studie Bestuurs-en Organisatiewetenschap af. Na het behalen van haar 

Mastersdiploma werkte ze bij diverse werkgevers. Ze was managementtrainee bij ORMIT, hoofd 

management development bij Agis Zorgverzekeringen en hoofd bedrijfsbureau bij Amsterdam 

Thuiszorg. Vanaf 2006 werkt ze bij de Hogeschool van Arnhem en Nijmegen, waar ze post HBO 

opleidingen coördineerde, les gaf in diverse Masterprogramma’s en maatwerk-leertrajecten 

ontwikkelde en uitvoerde in het zorg- en welzijns-domein.

Op dit moment geeft ze als programmamanager van de Zorgalliantie en het Centre of Expertise 

Krachtige Kernen van de HAN University of Applied Sciences vorm aan netwerkleren tussen 

organisaties. Met de Zorgalliantie, een netwerk van meer dan 30 organisaties in wonen/welzijn/

zorg in Gelderland, Oost-Brabant en Noord-Limburg met de HAN, ontwikkelt zij Krachtige 

Leerkringen waarin professionals, onderzoekers en studenten samen leren van maatschappelijke 

vraagstukken. Het onderzoeksprogramma van het Centre of Expertise Krachtige Kernen  verdiept 

deze kennis en draagt zorg voor verspreiding. 

Haar passie voor netwerken gebruikte ze  ook dit promotieonderzoek. De training en tools 

van dit promotie onderzoek heeft ze ingebed in onderwijsmodules in de post-HBO opleiding 

Verpleegkundige Gerontologie Geriatrie, waar ze als mede-coördinator en docent aan verbonden 

is. 

Het promotie onderzoek is ingebed in het lectoraat Organisatie van Zorg en Dienstverlening 

van de HAN University of Applied Sciences. Dit lectoraat richt zich op organisatie vraagstukken 

in het veranderde zorglandschap om te komen tot toekomstbestendige modellen voor de 

gezondheidszorg. Het promotieonderzoek past bij de onderzoekslijnen gericht op het verbeteren 

van interprofessioneel samenwerken en -leren in netwerken in de gezondheidszorg en de 

optimale inzet van professionals in de gezondheidszorg.
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Name PhD candidate: W.M. Kemper-Koebrugge PhD period: 01-05-2015 until 31-12-2021

Promotor(s): prof. dr. M.J.P. Wensing

Graduate school: Radboud Institute for Health 
Sciences

Co-promotor(s): dr. M.G.H. Laurant 
dr. M.J.M. Adriaansen

Courses Year completed ECTS

Scientific Integrity for PhD candidates 2019 1

RIHS PhD introduction course 2018 0.75

Perfecting your Academic Writing Skills 2015 1.5

Qualitative Research Methods and Analysis 2018 3

Management voor Promovendi 2016 2

Atlas Ti (Evers Research and Training Erasmus Universiteit Rotterdam) 2016 0.8

Effective writing (Han University of Applied Science, Nijmegen) 2019 0.8

Teaching Year completed ECTS

Post HBO opleiding Verpleegkundige Gerontologie Geriatrie (2 cohorten per 
jaar) (Han University of Applied Science, Nijmegen)

2021 10

Casemanagement (1 cohort per jaar) (Han University of Applied Science, 
Nijmegen)

2021 0.9

Diverse post HBO opleidingen verpleegkunde (IBD, MDL,ICS) elk cohort 1 
dagdeel (Han University of Applied Science, Nijmegen)

2021 0.5

Conferences, seminars and lectures Year completed ECTS

Radboud Frontiers (Radboud) 2016 0.4

UKON symposium workshop (UKON, Nijmegen) 2016 0.25

Radboud Research Rounds 2015 2016 (Radboud, Nijmegen) 2016 0.4

Research meetings 2015 2016 (Han University of Applied Science, Nijmegen) 2015 0.4

Landelijke werkdag Zorgpact (geven workshop) (Zorgpact, Amersfoort) 2016 0.4

Studiereis community led development organisatie (Han University of Applied 
Science (Zorgalliantie), Nijmegen)

2017 2

Lectures on healthcare (development and organisation and facilitator) 2x per 
jaar, 2015 en 2016 (Han University of Applied Science together with Radboud 
Management Academy, Nijmegen)

2016 1

International conference on integrated care (attendance en posterpresentatie 
(Han University of Applied Science together with Radboud management 
academy, Nijmegen)

2019 1

Summercourse 2015 en 2016 volgen en geven workshop (Han University of 
Applied Science, Nijmegen)

2016 1.25

Summercourse 2017 en 2018 (Han University of Applied Science, Nijmegen) 2018 1

Nationaal gerontologie congres (geven workshop) (NVG knows, Ede) 2019 0.5
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EU wise final conferention (eu-wise.com) (University of southampton, 
Southampton)

2015 0.8

International conference on health education (workshop) (International 
network for health workforce education, (online))

0.75

HGZO congres (Amsterdam UMC, online) 2021 0.5

Studiereis wonen welzijn zorg zweden (organisatie( (Han University of Applied 
Science (Zorgalliantie), Stockholm)

2019 2

Congres stimuleren maatschappelijke impact van praktijkgericht onderzoek 
(sessievoorzitter) (Science works, nederlandse en vlaamse hogescholen, 
online)

2021 0.5

Masterclasses Zorgalliantie (organisatie en gastvrouw) 4 per kwartaal (Han 
University of Applied Science, Zorgalliantie, Nijmegen)

2021 4

Landelijke geriatriedag (posterpresentatie) (NVKG themamiddag en 
geriatriedag, online)

2021 0.25

Total EC points: 38.7
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DANKWOORD

Dit proefschrift is tot stand gekomen met de hulp van velen. Daarvoor wil ik iedereen die mij (in)

direct geïnspireerd, geholpen en gesteund heeft bedanken.

Bijzondere aandacht gaat uit naar Joke Nijenhuis-van Weert. Zonder jou was dit proefschrift niet 

geworden wat het nu is. Je was ooit mijn leidinggevende en toen ik begon met het promotie 

onderzoek was jij met pensioen. We spraken elkaar, waarbij jij aangaf dat je best wilde helpen. 

En zo ben je zes jaar lang vrijwilliger-co-onderzoeker geweest. Je hebt interviews afgenomen, 

gecodeerd, geanalyseerd, meegedaan in de training geven en mij elke keer feedback gegeven 

vanuit het perspectief van de oudere. Ik mocht je nooit bedanken, want dit was wederkerigheid. 

Want ik deed een beroep op alle kennis en vaardigheden die jij hebt, terwijl je ook steeds meer 

merkte dat mensen ouderen hier niet in aanspreken. Maar nu krijg je toch het dank je. Het 

proefschrift ligt er, een bijzondere vriendschap blijft en we zullen ook in de toekomst kijken waar 

ouderen als co-onderzoeker inzetten nog meer mogelijk is.

Dank ook naar mijn promotieteam. Voor alles dat ik van jullie heb mogen leren en het vertrouwen 

in mij als onderzoeker. Jullie vulden elkaar prachtig aan. Michel vanuit het totaal, het perspectief 

van publiceren, Miranda vanuit methodologische scherpte en Marian vanuit de kennis van 

de ouderenzorg. De gesprekken met jullie waren altijd helpend voor mij om verder te komen. 

Michel, dank voor je altijd snelle reacties. Voor elk overleg was alles bekeken en van opmerkingen 

voorzien. Miranda, mijn promotie onderzoek liep gelijk op met jouw opbouw van het lectoraat 

Organisatie van Zorg en Dienstverlening. Een mooi team, dat we nog blijven samenwerken! 

Marian, we verbeterden de (HAN)wereld op de vrijdagmiddag. Ik zal die gesprekken missen als 

jij met pensioen bent. Kan ik je dan als vrijwilliger-onderzoeker benaderen?

Judith Wolf, we hebben elkaar in het kader van jouw mentorschap niet veel gesproken, maar de 

gesprekken waren helpend. Ik hoop dat wij elkaar tegen blijven komen.

Graag wil ik ook de leden van de manuscriptcommissie, Prof. dr. R.T.C.M. Koopmans 

Prof. dr. G.R.M. Molleman  en Prof. dr. L. Schoonhoven bedanken voor het lezen en beoordelen 

van mijn proefschrift.

Fernand van Westerhoven, mijn dank gaat ook uit naar jou. Je hebt me altijd gesteund en was 

altijd geïnteresseerd in het onderzoek, in hoe het met mij ging en hoe ik me ontwikkelde als 

onderzoeker.
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Veel dank gaat ook uit aan alle ouderen, informele zorgers en formele zorgers die hebben 

meegedaan in de verschillende studies. In interviews, in focusgroepen, in de training. Leonie 

Baltussen van Home Instead, die in de eerste studie persoonlijk op zoek ging naar respondenten. 

De Vereniging Oud Medewerkers (VOM) van de HAN waarvan meerdere mensen aan de 

focusgroepen meededen. Allerlei alumni van de Verpleegkundige Gerontologie Geriatrie in de 

bruikbaarheidsstudie van de training. Zonder jullie was het allemaal niet gelukt.

Tijdens mijn promotie-onderzoek overleed Ilse. Een moeilijke periode. Toen heb ik echt de steun 

gevoeld van mijn collega’s van VDO/ post HBO opleidingen. Dank jullie. Ook nu nog zijn jullie 

een team waar ik graag deel van uit maak. In het bijzonder ons kernteam Verpleegkundige 

Gerontologie Geriatrie. Harmke en Dionne, jullie zijn niet voor niets paranimfen naast Joke. ‘Wij 

van de VGG’, een ijzersterk team, met aandacht voor de student en erg veel plezier met elkaar.

Tot slot heel veel dank aan mijn familie en vrienden. Niets is zo  belangrijk als een warm thuis 

waar je bent, waar je altijd thuis komt. De laatste twee jaar in coronatijd, waarbij we dicht op 

elkaar zaten. ’s Ochtends beginnen met samen sporten voor de tv en daarna allemaal in eigen 

kamertjes in huis online. De rest van mijn leven blijf ik dit koesteren. Ook de momenten met de 

vriendinnengroep in buurt, de vrienden waarmee we ’s avonds in de tuin bij een vuurtje zitten.  

Een dingetje blijft natuurlijk wel… Jullie gaan me nooit aanspreken als weledelzeergeleerde 

vrouwe. Gelukkig maar.

Ik draag dit proefschrift op aan mijn schoonzus Ilse Kemper (1974-2017). Toen ik startte gaf jij me 

een overlevingspakket om het vol te houden. Je had er nu ook bij moeten zijn.
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