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Introduction to a Theoretical Framework for a Long-Term Vision
1. Discovering the future in the past
There is good reason for LOC’s following formulation of a vision and for the fact that it wishes by means of this document to contribute to a dialogue about the transition of the healthcare and care system, hereinafter referred to as ‘care’. From a historical perspective, the two oldest sectors served by LOC, namely care and mental healthcare, have undergone many changes through the centuries in terms of the way in which care is viewed and the practices arising from the prevailing view. A close consideration of historical developments reveals that, precisely at the present time, a new phase is logically set to unfold. Brief summaries of the development of psychiatry and of care for the elderly are provided below. The broader context of social developments of which they were and are a part, as well as the Zeitgeist underlying that context, is first provided for both forms of care. Historical outlines are subsequently always placed in the context of how care in various sectors was structured and organised through the centuries. We conclude this section with a discussion of what the panorama it sets out means for the future of care in terms of its organisation. The second section contains a theoretical framework that, based on current findings of, among other sources, the scientific community, provides a view on the way in which care should be organised and embedded in a drastically changing Dutch society.
1.1. A history of psychiatry
Religion and charity
In principle, it can be said that ‘care for the insane’ (the Dutch term krankzinnig, which means insane, mad, demented, mentally deranged or crazy, originates from the seventeenth century) only started to acquire concrete form in around 1800. There were of course cases of what we now refer to as ‘psychiatric disorders’, but there were no dedicated facilities and provisions in a modern sense for individuals suffering from such disorders. Many of these individuals were simply part of the communities in which they lived. If they constituted an excessive threat to their respective environments, however, they were locked up in what were known as ‘madhouses’. There were only a very few madhouses, however. The earliest madhouses were those of Reinier van Arkel in Den Bosch, established in 1442, and Willem Arntszhuis in Utrecht, established in 1461. Only after 1560 were more madhouses established, though they remained few in number. For this reason, hospitals founded primarily on the basis of ecclesiastical charity to, among other things, shelter and assist destitute elderly men and women also provided shelter and assistance to individuals suffering from mental disorders. Many ‘insane’ individuals therefore stayed in charitable institutions. There were indeed regular hospitals, leprosy and plague houses, homes for elderly men and homes for elderly women. At the time, however, the care provided to different kinds of residents in such institutions was identical or differed only to a very limited extent. The institutions provided shelter, food, clothing and safekeeping. Assistance and care were kept to a minimum. Residents received little to eat, clothing was scant and rooms were cold and damp, and sometimes also very dirty. 
The treatment of mental illnesses was something of the distant future. The primary focus was on restraining ‘insane’ people, often by prolonged periods of confinement in wretched conditions or by chaining. 
Private madhouses were established in the eighteenth century, not on the basis of charity but on that of the spirit of enterprise. These private madhouses were intended for those who were more socioeconomically privileged and were usually located in peaceful areas of natural beauty.
Perspective
Views on and the treatment of ‘insane’ people in this period were based primarily on our traditional religious culture. In the Middle Ages, ‘insanity’ was viewed mainly as a form of divine punishment or, even worse, possession by Satan. The traditional religious framework determined society’s attitudes towards ‘insane’ people until the fifteenth century. Those who manifested socially accepted behaviour were ‘good Christians’, whereas those who did not were locked up in a madhouse or hospital, or condemned to punishments like burning.
Reforms: law and knowledge
The basic idea that ‘insane’ people were individuals suffering from an illness that required medical treatment emerged at the end of the eighteenth century. The aim in this regard was to allow an individual who had made a sufficient recovery to return to society. The idea that only a medical doctor had the knowledge and experience required to cure insanity also took root, thereby cementing a medical doctor’s position as one of authority.
In addition, formal regulations were introduced. A royal decree of 1818 that is also referred to as the ‘Humanitarian Decree’ established that curing the ‘insane’ must be the objective of mental institutions. The first Lunacy Act was passed into law in 1841 and the first home for the mentally ill was opened in the same year (Santpoort). Among other things, the Act specified the means by which mental institutions could be reformed. It also stipulated that admission could only take place with the authorisation of a court, which was obliged to base its decision on the opinion of a medical doctor. ‘Insane’ people were now studied by medical doctors and insight into psychological disorders therefore increased. There was as yet no treatment, however.
Perspective
Views on and the treatment of ‘insane’ people in this period were based on Enlightenment thought. Church and state were separated so that the state could exercise influence on the desired order in a society through legislation and regulations. The state watched over its citizens based on the conviction that the state knew what was best for its citizens. The traditional religious perspective gave way to the early development of objective scientific research, a process that enabled research into ‘insanity’ to take shape.
The centrality of the individual
Legislation and regulations have evolved since the first Lunacy Act of 1841. A bill for a Psychiatric Hospitals (Compulsory Admissions) Act (Wet bijzondere opnemingen psychiatrische ziekenhuizen, Bopz) designed to replace the old Lunacy Act was submitted in 1971. Twenty years passed before the Act was published in the Dutch Bulletin of Acts and Decrees (1992), after which it came into operation only in 1994. It took so long because of the statutory provisions required to regulate issues like compulsory admission and compulsory treatment. Opinions on how such issues should be regulated differed strongly in society, and therefore also in parliament. Requirements like ‘disorder’, ‘danger’ and ‘causal link between disorder and danger’ were also contained in the Lunacy Act. The required ‘showing no evidence of the necessary willingness’ (also referred to as the ‘willingness criterion’) was included in the Psychiatric Hospitals (Compulsory Admissions) Act in the place of the objection criterion. Now, not only those who oppose admission but also those who show no evidence of assent or opposition, or who are incapable of showing such evidence, must be admitted with a measure provided for in the Psychiatric Hospitals (Compulsory Admission) Act. The Psychiatric Hospitals (Compulsory Admission) Act is an improvement relative to the Lunacy Act, especially with respect to the legal protection of a patient. The Psychiatric Hospitals (Compulsory Admission) Act provides for the rights of a patient during the period of involuntary stay. Periodic evaluations had to be carried out, for example, for the first time three years after entry into force and subsequently every five years. The Psychiatric Hospitals (Compulsory Admission) Act Evaluation Committee published the results of the first evaluation in December 1996. A document detailing the government position was released in November 1997. The second evaluation was completed in March 2002. In June 2003 the Court of Audit published a report on the practicability of the Act in the practice of geriatric psychiatry and in May 2004 the Health Council of the Netherlands issued a recommendation titled ‘Noodgedwongen. Zorg voor niet-opgenomen acute psychiatrische patiënten’ (‘Out of Necessity: Care for Non-Admitted Acute Psychiatric Patients’). New instruments were introduced within the parameters of the Psychiatric Hospitals (Compulsory Admission) Act, such as new forms of court authorisations. In addition to the interim authorisation, the authorisation for continued stay and the court authorisation issued at one’s own request, since 2004 the Act has included the option of a conditional authorisation. This makes it possible for a patient to avoid compulsory admission by adhering to certain conditions attached to his or her treatment. The option to use compulsory treatment following a compulsory admission was also expanded in 2004. The applicable requirement in this regard is now ‘danger’ within the institution rather than ‘serious danger’. Following all evaluation rounds, a bill for a completely revised Act is still being drafted. Scientific developments have likewise progressed. From the time at which research into psychological disorders and the treatment of such disorders became a formal scientific discipline, a range of views have emerged concerning causes and their respective treatments. A brief summary of scientific developments is given in the following.
Medical perspective
In this perspective, a psychiatric disorder is the result of an abnormality in the structure or functioning of the body. This perspective was influenced by, among other things, the study of genetics.
Psychological perspective
In this perspective, the inadequate psychological functioning of a patient is the cause of the disorder. This cause can be traced to a range of factors as specified in, for example, psychodynamic theory (experiences of early childhood that affect current psychological functioning), learning theory (behaviour that is learned and that leads to disorders, and that can also be unlearned) and cognitive theory (information stored in the psyche can be ‘activated’ by certain current events in a way that causes psychological problems).
Sociological perspective
In this perspective, social and economic environmental factors and cultural background affect psychological functioning and are systematically included in the treatment of psychological disorders. The medical perspective has led to, among other things, the administration of medication as a form of treatment. The psychological perspective meant that the specific history and behaviour of the individual were increasingly included in new forms of treatment, as a result of which greater knowledge could be acquired in those areas. These medical and psychological currents led to the emergence of anti-psychiatry in the 1970s. It was asserted that pathogenic factors of society itself were the main cause of psychiatric disorders. This assertion led to the birth of social psychiatry as a discipline. In terms of treatment, the main focus of this branch of psychiatry is on the client in relation to his or her environment. 
New forms of therapy were developed, such as family therapy or system therapy. The view that patients should be allowed to ‘normally’ participate in society to the greatest extent possible (‘socialisation’) also gained wide acceptance. One of the results of this view is that the idea that psychiatric patients should or could use their experience with respect to being ill, treatment and reintegration for purposes of personal interpretation and to improve psychiatric care (‘experiential expertise’) has gained ground in recent years.
Perspective
Views on the assistance and treatment of psychiatric patients in this period increasingly came to be based on the conviction that the individual, his or her background and the environment of which he or she was a part were all of importance to healthy functioning. In stark contrast to earlier periods, the restriction of an individual’s freedom was now a subject that had been discussed in society and the political arena for decades. In accordance with the Zeitgeist, laws and regulations had to do justice to both the individual and serve the collective (care institution/society). Forms of treatment increased and encompassed medical, psychological and sociological disciplines, which meant that an increasing number of aspects of being human were included in a positive way. 
Developments are occurring at a rapid pace. Both care in general and psychiatric care in particular are becoming increasingly complex. The issues concerning the future of care are therefore increasing in complexity as well. These issues are addressed in the following of this section.
1.2. A history of care for the elderly
Charity for the elderly in poverty
As was the case with psychiatry, care for the elderly was originally rooted in charity. The Netherlands did not have old-age pensions until the 1960s. The elderly simply continued to work until they were no longer able to do so. A large family usually provided for old age because children looked after their parents. In the Middle Ages, elderly men and women who were unable to look after themselves could find shelter in very austere hospitals, which also provided food and clothing. Mainly for women, there were also foundations in which they lived under supervision. Following the rise of the middle class in the late medieval period, hospitals were also founded by laymen. 
Until the Renaissance, assistance was provided primarily by the churches. Reforms during the Renaissance further reduced the role of the church in this regard, however. Many hospitals previously run by religious orders were closed down or taken over by secular authorities. In this period, hospitals were governed by regents who often required virtuous behaviour from residents, such as regular church attendance. A violation of the rules could result in house arrest or expulsion from the institution. The matter was still mainly one of shelter rather than one of care. An active contribution to the performance of chores, household and otherwise, was usually required. No nursing was provided for the infirm. In the event of illness, fellow hospital residents were usually expected to provide the necessary care.
Sometimes a city had several hospitals, in which case a distinction was frequently drawn between ‘inside’ hospitals and ‘outside’ hospitals. The latter were mainly for the ‘insane’ and those with contagious diseases like the plague.
Perspective
As was the case with psychiatry, care for the elderly originated primarily from our traditional religious culture. Hospitals focused mainly on the spiritual welfare of the elderly. In addition, it was mainly church funds that financed hospitals for destitute elderly people. The system was based on denominationalist barriers.
Prosperity for all
Thorbecke drafted a new law for the relief of the poor (1851) that was designed to place responsibility for care for the poor with the state. Such a shift would have put an end to the dominant position of church and private institutions. However, the Poor Act that was actually passed in 1854 essentially left care for the poor in the hands of church and private institutions. This was because the Act stipulated, among other things, that only those who could not secure shelter for themselves were eligible for relief of the poor provisions under the Act, such as admission to a municipal home for the elderly. Many elderly in need of assistance therefore remained dependent on ecclesiastical charity. 
Only after the Second World War did the government take up an active role in the various fields of care. One of the most crucial modernising steps taken in this regard was the introduction of the General Old Age Pensions Act (AOW) in 1957. The elderly no longer had to work into the fading twilight of their days, and it was no longer necessary to have large families to provide for old age. 
The elderly now wished to enjoy their well-earned rest after reaching the age of 65, and moving into a home for the elderly was part of this process. A large number of such homes were therefore built. Although healthy and vital, many elderly people preferred to be cared for in the secure environment provided by such homes, where they hoped to remain until they passed away. Transferring to a nursing home was an option if an excessive deterioration of health occurred. Intramural care for the elderly was popular and therefore became more expensive.
Perspective
The advent of industrialisation made ‘prosperity for all’ a key point of departure in the structuring of society and therefore also in government policy. The same applied to the lives of the elderly. Following a lifetime of hard work and an active contribution to reconstruction after the Second World War, the elderly had to be able to count on a retirement that was secure in material terms. At this time, care was financed entirely from public funds and was accessible to the elderly from the moment at which they reached the age of 65. Becoming older was increasingly defined in terms of material satisfaction and the enjoyment of old age. Moreover, elderly people who moved into homes for the elderly were of a generation that had often experienced acute poverty and had hardly known luxury. They usually experienced the care that they received in homes for the elderly as a luxury.
Changing individual wishes
Carefree old age in a home for the elderly ended with spending cuts in the 1980s. Because of its major role in providing for the elderly, the government had a decisive position in the allocation of available resources. Homes for the elderly became progressively less accessible to elderly people who did not really need the care that they provided. In addition, a new trend emerged among the elderly, namely a preference to remain in their own homes, or at any rate to continue to live independently, for as long as possible. This shift in the individual wishes of the elderly and the high costs of intramural care led to new forms of housing and regulations. Homes for the elderly effectively became nursing homes, since elderly people were now only admitted if it had been decided by an objective authority that they needed care or a secure environment. 
Mirroring a development in wider society, individualisation gradually became a factor in the care sector as well. Rather than the capabilities and limitations of an organisation, it was now the specific needs and wishes of individual clients that had to be accorded centre stage. With varying degrees of success, care institutions worked to meet the increasingly explicit demand for care that was appropriately tailored to individual clients. As had always been the case with respect to nursing homes, admission to a care home was no longer experienced as a luxury but, rather, as a decline and curtailment of individual freedom.
Perspective
Once large groups of people, including the elderly, live in relative prosperity, the focus shifts to other needs. The elderly may no longer be automatically admitted to homes for the elderly and the elderly themselves also do not favour such automatic admission. Moreover, if admission becomes inevitable, the elderly do not by definition wish to receive care in the manner provided as standard by the care institution. The individualisation that characterises wider society also influences the way in which the elderly view care. They wish to be independent and receive care where and when they consider it necessary. The organisation of care institutions seems to be lagging behind this development and, in many cases, is still focused on the standard provision of care with which the previous generation, seeking comfort after a lifetime of hard work, was satisfied. Expectations that clients now have of care institutions are more complex. The care sector must therefore evolve in a way that is not possible within the current paradigm of thinking and doing. Within the framework of addressing the future of care, the concluding part of this section presents potential solutions.
1.3. The organisation of care
From a historical perspective, it can be said that most care institutions in the Netherlands, whether psychiatric or for the elderly, were set up on the basis of an organisational model conceived during the period of industrialisation. In this model, the individual human being is subordinate to the organisation’s system, which is directed towards objectively measurable factors like ‘production’ and ‘output’. In the care sector, this subordination of the human being to the system is reflected in phenomena like fixed times for waking up and going to sleep, fixed times for the provision of medication and the use of sanitary facilities, the chronically long waiting times for a member of staff who will ‘be there in a minute’ and, in extreme cases, the forcible locking up of individuals due to an organisation’s staff shortage. The deep entrenchment of this mechanically oriented system is the reason that many care institutions have difficulty in transforming into organisations in which the system serves the human being. At the same time, individualisation has become more pronounced in all facets of society and members of the public want individual needs and wishes to be taken into account. Most of the care sector has been caught in a dilemma for a long time already; a dilemma that is becoming increasingly apparent to wider society. It is time to consider how things could be done differently.
1.4. The care institution of the future
The history of care indicates that the care sector as we currently know it is the result of a logical route. In its respective way and time, each care system was functional and, for a variety of reasons, had a certain value, even if only because it was part of a development towards improvement. The increasingly complex problems with which the sector has already been struggling with for some time in combination with a future that will entail greater complexity and the changing needs and wishes of clients all indicate that the current system has reached its end. Radical new views are required to meet increasing complexity. Where meaningful, constructive elements of old systems must remain in operation, albeit in a different context. What no longer works must be jettisoned.
Basic starting points in a care system
How could a new vision on care institutions be formulated and where would the ‘old’ fit within that vision? Two starting points are of importance in clarifying the current state of affairs and the direction in which that state of affairs will evolve.
1. Current care systems are based first and foremost on quantitative thinking: as someone in need of assistance, the human being (client) is part of a system and must adjust or be adjusted to it to enable the system to achieve optimal production and output (mechanical).
2. A new system could be based on qualitative thinking that nevertheless accords quantity a rightful place: the human being (client) is an integral whole and the care system is there to serve his or her physical, psychological and social needs. Attention would therefore be paid to both the individual and his or her physical and social environment. This approach would ensure that output, which would in part be visible and measurable, is directed towards quality of life as experienced by the client. The care institution would therefore be contributing to the client’s individual quality of life and thereby also to the well-being of the wider society of which the client is a member (organic and systemic). Quality in its entirety would then be determined by both the mechanical aspects of a system – that is, in terms of product, output and measurable result – and its organic dimension, in which the process (how), interpersonal connection and vivification are central. The order in which things are done in the proposed new system would differ from that of the ‘old’ because healthcare would become welfare care in the broadest sense of the term (see also the definitions of the World Health Organisation provided in the following section, which concerns the theoretical framework).
Basic starting points in care organisations
Care organisations have to deal with a range of dynamics that determine how their care is ultimately put in place, provided and experienced. In brief, these dynamics are:
1. The personal contributions to the organisation made by its individual employees, who together constitute the organisation, and the attention paid to the motivation underlying such contributions.
2. The cooperative relationships between employees, the relationships between employees and clients and the relationships between clients.
3. Internal operational processes directed towards care activities of the highest possible standard.
4. Social responsibility: the added value for the society that makes resources available for care.
These different forces operate simultaneously in our current systems, often against each other. Internal operational processes, for example, can constitute an obstruction with respect to providing the time and attention required to enable employees to do their work properly. Employees who do not or do not have the opportunity to devote time and attention to their deeper motives, and therefore to their ways of working, are less conscious when it comes to devoting genuine attention to clients. Clients who feel that they are merely being processed as cases and not receiving genuine professional attention as individuals experience the quality of care received as minimal, which raises discussion about the added value of the care organisation in question. This in turn prompts a greater focus on operational processes with the aim of improving output and other ‘mechanical’ aspects.
In the proposed care institution of the future, it would be possible to unite the prima facie conflicting forces referred to. They would indeed even prove to be necessary as complements of each other. Such complementarity is needed because all parties in a care institution must be involved in providing care of the highest standard. The totality in terms of clients, care institutions and society would benefit. A new way of thinking and doing is essential to achieving such a transformation. It will not be possible through the mere adjustment of current systems. ‘Innovative’ projects in the care sector are often directed towards a cosmetic adjustment of a current system or the addition or embedding of something in an old one. Such initiatives frequently result in a temporary improvement or in an improvement that is beneficial in a fragmented sense primarily to employees, clients or management but not to the organisation as a whole or to society. The transition that the care sector must now undergo is a structural one and therefore requires a different way of thinking and doing to elevate the sector to a higher plane.
The theoretical framework presented further below explains more fully what is meant by a ‘fundamentally different level of care’. For now, it is sufficient to say that it concerns a transition from a system based on scarcity to a system based on potential. The starting point of thinking and doing in the old system is: how can we provide the minimum level of care required with as few resources as possible? The starting point of thinking and doing in the new system would be: how do we use the potential of people (employees/clients) and systems (operational processes/society) to provide care of the highest possible standard to a client and thereby contribute as a care organisation to society as a whole?
Making that starting point a reality requires more than just managers in the care sector who keep the systems going. Above all, leaders are needed who, together with the people who constitute the organisation and its human capital, and supported in the endeavour by operational processes directed towards healthy, high-quality output, continuously seek ‘optimal effectiveness’ on all fronts of the organisation. Such optimal effectiveness would be defined in terms of the client, who would receive the maximum level of care, treatment and support – as much necessary to shape his or her qualities, opportunities and potential through his or her own life and, on that basis, contribute to the whole. Such an organisation would therefore have to devote attention to:
- Personal processes of meaning (Who am I? What is my potential? What do I have to offer?)
- Cooperative processes (How do we work together? Who are ‘we’?)
- The dynamics of operational processes (What is productivity? What is quality?)
- Social responsibility (How do we contribute to social welfare? How do we contribute to the welfare of our natural environment?)
The organic and mechanical aspects of care organisations are integrated in all these questions. Each has its own place and importance. That place and importance depend on the current state of affairs in an organisation and on its development. None of the different aspects predominates, however. Organisations that devote considerable attention to ‘relationship’ will probably have to focus also on properly functioning operational processes, whereas organisations at which operational processes determine the course of events will have to shift attention to cooperation and/or the individual development of employees. There are numerous ways in which a system that accords all aspects a rightful place can be structured. It starts, however, with an honest diagnosis of the current state of affairs:
- Do we focus mainly on output, product and services and emphasise the ‘what’, the objectifiable and the measurable?
- Do we focus mainly on process and emphasise the ‘how’, the interpersonal connection and vivification?
As already stated, the one is not better than the other but each cannot do without the other. Each organisation must determine its own status quo. Usually this is at one end of the spectrum. To effect structural change in this regard, letting go of the old is absolutely necessary to create an integrated new beginning. While old elements that have proven their worth must be accorded a place in that new beginning, they must not be allowed to define it.
The history and future of care outlined in this section,* as well as the way in which it is embedded in society, is followed by a theoretical framework. The subsequent section explains how the more practical description provided in the foregoing can be viewed from a broader, society-based perspective on health, welfare and healthcare/welfare care. That perspective can enable care organisations to achieve a de facto transformation in terms of thinking and doing.
* Particularly for the ‘The care institution of the future’ subsection, use was made of the lecture of Professor J. van de Kerckhove, ‘De zorg voor ieders welzijn in de zorg’ (‘Concern for Everyone’s Welfare in the Care Sector’), as given during LOC’s study days on 9 January 2009. Van de Kerckhove heads the KernKracht agency, an initiative of the University of Leuven in Belgium. The agency comprises a network of trainers and consultants employed at the university and elsewhere who study the problems and challenges of organisations from specific perspectives.
2. A theoretical framework for the Netherlands and the care sector in 2010 – 2050

	The purpose of this theoretical framework:
As an organisation of and for clients in the care sector, LOC actively participates in the transition to a sustainable* Dutch society in which sustainable care is a matter of course.
* As referred to here, sustainability concerns the balance between economic, social and environmental development.



‘The Netherlands is a prosperous, well-organised country, and yet people still encounter daily problems like traffic jams, harrowing conditions in the care sector and poor air quality. In addition, we are regularly buffeted by crises like livestock diseases, flooding and high oil prices. 
‘Although simple solutions sound attractive and decisive, they usually fail. More asphalt, for example, attracts a greater volume of traffic, which in turn increases air pollution. Dutch Railways was privatised, but passengers remain dissatisfied. An additional 14 billion euros went into the care sector, but the problems persist. 
‘To solve problems, systems like our transport system, energy system or care system must change structurally and in their entirety. Tackling only a single, constituent part will lead to problems with the other parts. 
‘Such broad social changes, or transitions, can only be successful with a new way of looking at these problems and a new way of acting and influencing.’
Drift, Dutch Research Institute For Transition, part of Erasmus University (Professor J. Rotmans, 2007).

For a number of years, LOC Zeggenschap in zorg has focused on an integrated way of working and on contributing to the quality of care and therefore also to the quality of society. The passage quoted above articulates that integrated vision at the level of society. Those who wish to work in an integrated way on the quality of healthcare, hereinafter referred to as ‘care’, must sooner or later confront a range of issues that concern society as a whole. If we wish to deal with clients differently in the care sector, for example, what does that say about how we as a society deal with each other and therefore with elderly or psychiatric clients? Do we have to change the structures of systems in our society to achieve different results in the care sector and, if so, what role should LOC play in that regard? Partly on the basis of views like the one expressed above, LOC has thought about the changes occurring in the Netherlands and about its contribution in that context, especially with respect to the future of our care system.

We have considered pressing questions, such as whether we will be sufficiently capable of solving problems in the care sector both now and in ten, twenty or thirty years by changing the current care system. If the answer is ‘no’, what does that mean in terms of the change required? And how should such change be brought about?
2.1. Looking outside
To obtain an objective view of the status quo in and the future of the care sector, as well as of the sector as part of society, LOC consulted a wide variety of sources. These were found both in the sector itself and, above all, outside it, for example in the scientific and business communities. This external focus was prompted by that fact that parties who work in a different domain can often cast a refreshing and clarifying eye on one’s own domain, in this case the health sector. Moreover, scientific findings concerning the nature and workings of our reality have changed radically in the past century. Nevertheless, those discoveries are not included in the development of policy for the care sector or for other sectors in society. An organisation like LOC, which is itself embedded in the care sector, therefore does well to look at its own sector from perspectives that differ from the usual ones. Through the notes in the text, the diverse sources explicitly used for the formulation of the present vision can be found in the list of sources provided at the end of this document.
2.2. Definition of the care system
The present work defines the current care system as one that is ‘production oriented’ in terms of its structure and regulation. Care institutions are held to account based on the number of care activities that they provide.

The recurring problems in the care sector are an indication that the current system is no longer functioning optimally. The costs of care are increasing. The quality of life of clients is still not a given in spite of all the instruments deployed to that end. In addition, the number of people who wish to work in the care sector is decreasing. These are just a few of the challenges currently facing the care sector, and the situation is set to become more complex in the future. The present expectation is that demand for care will increase without a proportional increase in resources. At the same time, there will be less manpower to actually provide care. In other words, the challenges facing the care sector will become more complex and acute.
The question posed by LOC is how the sector can meet those challenges. Answers to this question arguably point to the conclusion that the care system must be radically changed both in terms of its structure and the culture within which it operates, not least because the current system was set up in a time in which Dutch society was very different from the one that exists today. Our views on what care is or should be have changed in the course of time and will now have to change further in fundamental ways (see the previous section on the history of psychiatry and care for the elderly). This theoretical framework sets out the route LOC wishes to take towards a new vision of care and the system that must guarantee that care, both now and in the future. The framework details LOC’s underlying thought, the way in which LOC wishes to translate this thought into practical action and the parties with which it wishes to cooperate to achieve that practical action.
2.3. The Netherlands in 2050
It is often rather easy to present an outline of a current situation and subsequently conclude that something is amiss. It is more difficult to find a meaningful answer to the question as to how, given that something is amiss, things should be done. In seeking an answer, it is useful to start with an impression of how the care sector could look like in the future. In other words, what is sustainable care in the Netherlands of 2050?
‘Sustainable healthcare could mean a care system that is financially robust and economically profitable, as well as accessible to all, and in which the individual in need of care rather than the care provider is central and the emphasis is on prevention rather than cure. This requires a fundamental shift in thinking. It also requires different roles and working methods on the part of the parties involved. Instead of viewing individuals as passive, suffering objects, we could also see them as active and personally responsible for their own health, also in the case of illness. In accordance with their respective lifestyles, phases of life, occupational groups or types of work, cultures or genetic dispositions, individuals would organise themselves differently in relation to health and illness. The medical structure would change: the position of the general practitioner as a ‘case manager’ would become stronger again, with more time for periodic checks and personal attention. This would relieve doctors from their lonely positions because relational, human and cooperative dimensions would again become more important in their work. In addition to their role as expert care providers, they would also become counsellors in a more modest and fallible role.
Specialist care would be streamlined through interdisciplinary care programmes that integrate precautionary care and aftercare processes. In addition, specialist treatments would become shorter in duration and more technically advanced but nevertheless better embedded in human-oriented care.’1 
2.4. The starting points of LOC’s vision
The vision concerning human-oriented care raises a broad array of questions; questions that will be addressed in this theoretical framework. First, however, two starting points are referred to above that are of importance with respect to the way in which LOC came to formulate the foundation of this theoretical framework, namely ‘prevention’ and ‘personal responsibility’. The latter applies to all parties in the care sector, therefore also to clients. More will be said on the matter in the following of this section. Since the terms in question are rather charged and open to numerous interpretations, they require context and qualification. In the context of this long-term vision, prevention is used to mean the following. 
In an article on the subject published in Tijdschrift voor Verpleeghuiszorg,2 a journal on care provided in nursing homes, Yvonne van Gilse, as director of LOC, argued that prevention must be the standard applied in thinking about the future of the care sector. She stated that, ‘According to the Van Dale dictionary, preventative action is action that is “intended to prevent worse”. In this article, I would like to go a step further. (…) People must be supported to enable them to live, to the greatest extent possible, the lives that they wish to live and are accustomed to, and to do the things that, within the parameters of their capabilities and limitations, they themselves consider important and meaningful.’ She went on to highlight an integrated approach to care, stating that the matter concerned, among other things, a sensitivity on the part of health professionals to all domains of the lives of clients in terms of both their physical and mental health or well-being, as well as in terms of the context in which they live (their social network and living environment) and the way in which they wish to and can participate in society. In this connection, she also stated that a client may be expected to bear joint responsibility for his or her own health to the greatest extent possible. After all, the care sector has virtually no influence on the particular lifestyle chosen by an individual. It can, however, provide information and stimulate and assist individuals to live in a more healthy way. An integrated approach to health is aimed at enabling people as much as possible to express their capabilities, qualities and potential in and through the lives that they lead. The reason that this is important for both an individual client and society as a whole will be comprehensively addressed further below.
However, if an integrated approach to care based on giving and receiving is to succeed, a fundamental shift towards a way of thinking and doing that does not permit the production orientation of the current system is needed. After all, the current system exists by the grace of illness and care, while the influence that the healthcare sector has on public health is generally not as great as is sometimes thought.3
Prevention as defined here is by no means a matter of course within the care system. This means that irrespective of the reforms that the current system may undergo, the foundation will remain ‘curing illness and providing minimal care’. Aiming for prevention and according a place within that framework to illness and care is not possible in the present system. The current reimbursement system (reimbursements pursuant to the Exceptional Medical Expenses Act, Healthcare Insurance Act and personal budget schemes), for example, is based solely on care and aftercare. It does not provide for precautionary care. In other words, its raison d'être is to reimburse costs for minimally necessary treatment and care. This starting point is incompatible with an integrated approach, in which the objective of achieving ‘quality of life’ means precisely that the maximum necessary in all domains of life is the starting point.4 In other words, the current care system is embedded in a society that basically assumes scarcity. This way of thinking can be traced to primal fears rooted in the fact that we feel vulnerable when it comes to illnesses that we might suffer and our own mortality. These primal fears resonate with our will to survive, a good thing when our very survival is actually at stake. However, in our present-day society, one of the richest on earth, the fear of scarcity and uncertainty still dominates the way we act. Our main focus therefore remains the solution of problems on the basis of the belief that we must protect ourselves against them. This attitude proves to be the foundation of many of the problems that we experience, however, since we are only capable of considering problems from the narrow perspective of fear. And while the problems are becoming increasingly complex, we appear to have a diminishing number of solutions due to our one-sided way of looking at things, whether it be about economic, environmental, energy or social crises. This feeds our fear on a daily basis and in turn makes fear a cultural pattern that prompts us to adopt defensive attitudes and reactive behaviour.5 These mechanisms will make us progressively less capable of envisioning new possibilities and devising structural solutions. The recurring problems in the care sector are just one symptom of this atrophy.
2.5. The new paradigm: a single system
Scientific theory and research conducted in various disciplines, among which physics, biology, psychology and philosophy,6 have shown that the world as we perceive it is not as it appears to be. We see a fragmented reality in which the environmental crisis is independent of the social crisis, which in turn is divorced from the energy crisis and has nothing whatsoever to do with the food crisis. We see a reality in which atomised individuals go their own ways without having any meaning to each other. In the care sector this manifests itself in, for example, the scant attention paid to the relationship between client and care provider.
That reality is not fragmented has been shown particularly by experiments in quantum mechanics and system theory. Reality is not a multitude of parts (people and objects) that exist in ‘splendid isolation’ and have no impact on each other. As numerous experiments have shown, the foundation of our reality is a single, overarching reality that consists of everything in our respective realities (people and objects). Everything is interrelated in that single system. This applies to both the largest scale known to us, that of the universe, and to ‘smaller’ scales such as our planet and, on it, our societies, the organisations at which we work and the neighbourhoods and families in which we live.7 
That single system of which we form a part and contribute to as individuals is continuously affected by the choices that we make both collectively and individually and that determine how we ultimately act. It is therefore a very different reality from that of the ‘fear culture’, in which we constantly live in the now and that tells us that everything happens to us because we have no influence over anything.
These far-reaching scientific discoveries mean that we are gaining increasingly better access to information that invites us to view our reality in a fundamentally different way. And if we can look at things in a different way, we can probably make different choices and therefore act in a different way as well, also in the care sector. 
LOC is of the opinion that the way in which we structure a society in social, economic and environmental terms must be based on the most current knowledge available to us regarding the nature and workings of our reality and how it can be influenced. Current society, and therefore the care system as outlined above, is not based on such knowledge. It is based on fragmentation instead of wholeness. Thinking is based too much on fear, uncertainty and scarcity instead of influence, responsibility and abundance. Members of the public, however, form part of a system in which either illness or health is accorded centre stage and, depending on that primary choice, we organise a system designed either to cure the ill or provide minimal care to them. Alternatively, we could organise a system that promotes health and in which the treatment and care of the ill are coupled with maximum resources. This latter approach would enable everyone to continue to contribute to the whole on the basis of his or her respective capabilities.
If quality of life is truly to become the starting point for members of the public, whether they are dependent on care or not, the fear paradigm must be replaced by a new one; by one that is based on the most current scientific findings and in which we acknowledge that the reality we desire can be achieved through the choices that we make and the actions arising from those choices. Such a paradigm would mean proceeding on the basis of the potential in and capabilities of members of the public, however great or small they may be. This would create a society that truly places the well-being of its members at the forefront. The consequences for the organisation of systems such as those of the care sector are considerable, and the same applies to the way in which they must be financed.
2.6. A sustainable society
LOC advocates a sustainable society in which it is made possible for each member of the public to achieve ‘quality of life’, since that member of the public is part of a larger system and his or her individual well-being therefore has a direct impact on the well-being of the system. In this connection, LOC adheres to the definition of ‘health’ as formulated by the World Health Organisation in 1946 and that entered into force in 1948: ‘Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.’
LOC also adheres to the definition provided by the World Health Organisation for ‘mental health’ in terms of what it means for the course of a human life as a whole, in this case specifically with respect to healthy ageing: ‘Mental health is defined as a state of well-being [1] in which every individual realises his or her own potential, can cope with the normal stresses of life, can work productively and fruitfully [2], and is able to make a contribution to her or his community [3].’
1 concerns the subjective well-being of the individual, while 2 concerns optimal individual functioning and 3 concerns effective functioning and contributing to society.
For over 30 years now, research has been carried out in the Netherlands into the determinants of human happiness.8 A number of criteria in this regard are:
- The way in which people perceive themselves (self-image)
- The way in which they are of meaning to others
- Having prospects
- Not holding on to (negative) experiences from the past
By way of illustrating what the foregoing means in terms of everyday reality, a striking example taken from the many scientific findings is provided below. 
In 1979 a team of researchers of Harvard University’s Department of Psychology housed a group of men aged 75 and older on a country estate arranged in the style of the 1950s for one week. The men were asked to behave as they had done 20 years previously. Discussions had to be about events of the 1950s and had to be conducted as though those events were currently taking place. Every detail of their surroundings was designed to foster the experience, feelings and behaviour that the men had had or manifested in the 1950s. Each man carried a passport photograph of himself taken in the 1950s, so that a different image of the other could also arise among the men themselves. The research team’s objective was to change the context in which the men perceived themselves, since the purpose of the study was to determine whether the way in which people perceive themselves influences the ageing process.
Throughout the week, the research team carried out an extensive range of measurements aimed at determining the men’s biological ages. These measurements included physical strength, posture, powers of perception, cognitive power, short-term memory, the powers of hearing and vision and the ability to taste. After a week, it emerged that the men, in comparison with the control group, which had likewise been on holiday but had remained in the world of 1979, had improved in terms of both memory and the motor control of the hands. In addition, they were more active and independent and generally behaved more like men of 55 rather than 75. The most striking changes, however, concerned an alteration in the ageing process, which until that time had been assumed to be irreversible. Impartial assessors were asked to study photographs of the men taken prior to and after the holiday week. The result was that all of the men appeared to be, on average, three years younger than their biological ages. Merely one week of living in a different context had brought about a shift in their identification (perceived reality) capabilities. Measurements of fingers revealed that these had become longer, stiff faces had become more supple and muscular strength and the powers of hearing and vision had all increased. Moreover, while it had been assumed until that time that intelligence in adults was fixed, half of the experimental group manifested an increase in intelligence, whereas the intelligence of a quarter of the control group had deteriorated.9
This example illustrates the extent to which reality as we perceive it and create it affects our well-being. Numerous examples of similar experiments, also in the context of illness and recovery, can be found in scientific literature. In addition, in-depth research has been carried out into the considerable difference in the way in which old age and physical and mental deterioration are experienced by the elderly in cultures in which old age is viewed as a positive part of life rather than as a decline. We remain so strongly influenced by the way in which we perceive reality that we frequently fail to recognise that processes we consider to be irreversible, and on the basis of which we have constructed entire healthcare systems, are in fact far less objective and immutable.
It may therefore be concluded that in a society in which fear is the cultural pattern, the assumption is that members of the public are vulnerable due to disease, ageing and mortality. At the same time, members of the public may as a result be condemned to a shorter life and a more marginal existence than would be the case if we adopted a different approach to disease, ageing and death. The way in which we currently view being ill, whether psychologically or physically so, and ageing means that we will irrevocably end up in a vicious circle. We will act according to the expectations and structures of a society’s unquestioned tenets. 
What would happen, however, if we rotated our gaze and view by 180 degrees and asserted that the older people become, the more they inevitably have to add to their own lives and therefore to society as a whole? And what would happen if we made it possible for those who are ill to continue to develop in ways that, and at locations at which, such development is possible and desired? And what would a vision reformulated in the way described mean for the organisation of a society and therefore also of its care sector?
This is the starting point that LOC wishes to introduce into a broad social debate; a starting point predicated above all on the conviction that the current (health)care system has reached its end. The dialogue could begin with a vision of the Netherlands in 2050 of a kind with which this section also opened:

‘[The] individual in need of care rather than the care provider is central and the emphasis is on prevention rather than cure. This requires a fundamental shift in thinking. It also requires different roles and working methods on the part of the parties involved. Instead of viewing individuals as passive, suffering objects, we could also see them as active and personally responsible for their own health, also in the case of illness. In accordance with their respective lifestyles, phases of life, occupational groups or types of work, cultures or genetic dispositions, individuals would organise themselves differently in relation to health and illness.’
In closing with respect to the context of this theoretical framework, it is also important to address what that context means for the embedding of the different sectors served by LOC in the healthcare system. It is not the intention to anticipate the broad social dialogue to which LOC would like to contribute. We are not advancing firm proposals for the elaboration of policy frameworks, since those frameworks must arise from the dialogue. We do, however, wish to examine what a different paradigm – one based on the starting point of well-being and joie de vivre – in short, on human potential – means in terms of how the functions and working methods of different sectors can be approached in a manner that differs from the current one.
2.7. Mental healthcare as a good example
When it comes to how a paradigm shift as described above could be given form in, for example, the sectors served by LOC and, we hope, in society as a whole, developments occurring in the thinking on mental healthcare arguably serve as a guide. For a number of years, positive psychology has been applied in all domains of the sector.
In 2007 Stichting ter bevordering van wetenschappelijk Onderzoek en Onderwijs Geestelijke Gezondheidszorg Twente (STOOGG), a foundation that promotes scientific research and education with respect to mental healthcare and in which Mediant GGZ and RIBW, which both provide mental healthcare services, cooperate, jointly organised a symposium on positive psychology with the University of Twente. In January of this year, Trimbos Instituut, the Netherlands Institute of Mental Health and Addiction, organised a one-day event to promote awareness about mental healthcare called ‘The Mental Capacity of the Netherlands’. The event generated considerable interest in the application of this relatively new branch of psychology, especially among scientists and care providers active in the field.

In 1998 Martin Seligman, the then president of the American Psychological Association (APA), argued a case for a new kind of psychology; a psychology that focused on health and capacities rather than on illness, disorders and deficiencies. Seligman is a cognitive psychologist famous primarily for his scientific research into ‘learned helplessness’ in animals and humans.10 
The first goal specified by Seligman was to build up knowledge about the optimal functioning of people through scientific research. The central research question formulated in this regard was: under what circumstances do people flourish and what techniques promote people’s well‑being? 
In its research, positive psychology uses a range of scientific disciplines, such as neurobiology, traditional psychology, medicine, educational theory and sociology, and thereby strives to take an interdisciplinary approach that is as yet unknown to us in the Netherlands in that particular form.
Positive psychology is, however, already applied in the Netherlands in, for example, the assistance provided to people with light to moderate psychological symptoms, the chronically ill, psychiatric patients and the elderly. As evidenced by presentations of research and practical application during the event organised by Trimbos Instituut, the outcomes of such assistance are promising.11 Further research into the ways in which people’s well-being can be enhanced through, among other things, positive psychology and certainly also other approaches, and personal responsibility and society’s responsibility in that regard is desirable. LOC would like to actively foster such advances because it believes that systems in the care sector must be modernised on the basis of well-founded knowledge. This theoretical framework and the activities undertaken by LOC within it will hopefully contribute to the modernisation referred to.
2.8. The transition: form, content and future action
If our society and the systems from which it is built are based on the fear paradigm and we have barely begun to explore what a human being is capable of if he or she is encouraged to live on the basis of his or her strength, quality and potential, perhaps it is high time for us to devote our attention to the matter.
If the way in which we provide care was defined by a vision based on capability, employees and clients in the care sector would approach themselves and others differently. The result would be a system based on interpersonal connection and constructive relationships, quality of life and well-being. This would also end the perception of care as a cost item and the added value that the care sector has for society in terms of both the welfare of members of the public and the wider care environment, and therefore also for the economy, would be made explicitly visible.12 The concluding part of the section dealing with the history of psychiatry and care for the elderly addresses this interrelatedness in a more practical sense.
For the care system, such a vision would mean a starting point of health and maintaining health rather than merely combating disease and providing care, long-term or otherwise. It must be stressed in this connection that it is not the purpose of this theoretical framework to propagate the ‘perfectibility of man’ or ‘perfectibility of society’. There will in any case be people who, due to a psychological or physical disorder, will not be capable of shaping their own lives. It is precisely because of this, however, that we will have to start thinking differently about the care sector, its organisation and its funding. In this connection, people who are not capable of shaping their own lives independently are well and truly entitled to a maximum level of assistance. This approach would make it possible for such individuals to be optimally, as opposed to minimally, supported with respect to what they need, which in turn would make it possible for them to shape their lives in an optimal way, as opposed to a minimal one, under the given circumstances. A society that facilitates its members to make maximum use of their potential and undertake efforts for both themselves and the whole, thereby promoting the well-being and health of the individuals concerned to the greatest extent possible, also makes it possible to draw distinctions between members of the public who wish and are able to financially invest in their health and well-being and those who are unable to do so.
The financing of treatment and care from public funds would then be placed in a fundamentally different context and contribute to the maximum possible rather than the minimum feasible. A system to maintain health and promote well-being must be organised to that end.
It is on the basis of the vision set out in the foregoing that LOC wishes to contribute to a broad social dialogue about the reform of Dutch society. That dialogue will by no means be easy. Our cultural history, however, shows that in the pursuit of consensus (elevated in the twentieth century to the status of ‘polder model’), every transition has been preceded by heated debate and healthy polarisation in order to formulate new prospects for the future that were broadly supported and made possible in practical terms through the consensus referred to.13 The time has now come for another transition. It is time to replace old perspectives with new ones. This transition must take place in the opening decades of this century if we are to stand a chance of resolving the pressing and complex issues that we are already grappling with today.
Utrecht, March 2009
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