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41.1 The Challenge

Due to improved living conditions and better health care, life expectancy is
expanding in many countries (OECD 2019). Overall, we consider this as a blessing.
But this blessing is to some extent ambiguous. Many people also extend their life
with years in which they suffer from multiple chronic diseases, disabilities or frailty.
One could wonder, whether quality of care has improved quality of life and whether
the solution—better treatment and decreased mortality—has become a problem. It
is a challenge to add life to years, instead of adding years to life.

This requires reconsideration of what we see as ‘good health’. The concept of
health as defined by the World Health Organization dating from 1948—a state of
complete physical, mental and social well-being and notmerely the absence of disease
or infirmity’—appears to be outdated (WHO 2006). According to this conceptual-
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ization, everyone who is not completely successful in life could be seen as unhealthy
(Nordenfelt 2009). Also, the WHO definition is a rather static conceptualization of
health, not recognizing that being healthy is an ambiguous and dynamic process.

It can be argued that this conceptualization of health contributes to an
over-medicalization of society. Huber et al. (2011, 2016) proposed a new concept
of health: the ‘ability to adapt and self-manage in the face of social, physical, and
emotional challenges’ (Huber et al. 2011: 235). Resilience and self-management are
keys to achieving as good as possible quality of life and well-being. The challenge
for care professionals, organizations and to society is to support older people in
living a meaningful life in dignity, in spite of the ‘social, physical, and emotional
challenges’ they are faced with.

In this chapter, we will explore avenues to meeting the multiple health chal-
lenges for frail older people, in particular people suffering from dementia and
multi-morbidity. We will take their needs as the point of departure for our analysis.
Secondly, we will address how integrated care for these people can be organized.
We will use the Dutch so-called Dementia Care Standard as an example of a
framework for service integration at regional level. Then, we will address our view
on future developments in integrated care by applying principles of person-centred
care and personalized care. Generic standards need to be translated to individuals,
as frail older people require tailored care and support. Finally, we will discuss how
the organization of integrated care for frail older people suffering from dementia
and/or multiple problems may be built up of similar elements. Adequate diagnostics
and multiple interventions by care professionals and organizations will not suffice.
A community approach combined with a holistic point of view is also required to
improve healthy life styles, as well as adapting the environment.

41.2 Service Users’ Needs for Integrating Services

Before thinking about (multiple ways towards) solutions, the needs of the service
users are to be explored. Frailty, dementia and multimorbidity are frequent among
the older population.

Frailty is often used to describe the high vulnerability of older people. Gobbens
et al. (2010, p. 175) define frailty as ‘a dynamic state affecting an individual who
experiences losses in one or more domains of human functioning (physical, psy-
chological, social), which is caused by the influence of a range of variables and
which increases the risk of adverse outcomes’. According to these authors, the main
components of frailty of older people are nutrition, mobility, physical activity,
strength, endurance, balance, cognition, sensory functions, mood, coping, social
relations and social support. Frailty manifests itself in adverse health outcomes such
as falls leading to immobility, disability and dependency and other negative health
outcomes, which may on their turn lead to increased institutionalization and mor-
tality. It represents an imbalance of the person’s homeostatic reserve, with a
weakened resistance to harmful agents (Fried et al. 2004; Puts et al. 2005; Gobbens
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et al. 2011; Castell et al. 2013). It is a condition of increased risk caused by func-
tional decline and manifested multiple ‘frailty’ elements. Traditionally elements like
weakness, poor endurance, weight loss, low physical activity and slow gait speed are
seen as manifestations of frailty (Fried et al. 2004). However, in addition to these
physically elements, also psychological and social factors need to be considered. In
other words, frailty is a multi-dimensional condition with physical, social and
psychological components. It is estimated that a large proportion of the older pop-
ulation are frail, ranging from around 5% among people aged 65–70, to more than
15% in persons aged 80 and over, with significant differences among various sub-
populations (Fried et al. 2004; Castell et al. 2013).

Dementia occurs relatively often in old age. The term ‘dementia’ refers to a
syndrome and describes a wide range of symptoms associated with a decline in
memory. According to the World Health Organization (2015), ‘It affects memory,
thinking, orientation, comprehension, calculation, learning capacity, language, and
judgement. Consciousness is not affected. The impairment in cognitive function is
commonly accompanied, and occasionally preceded, by deterioration in emotional
control, social behaviour, or motivation.’ Alzheimer’s disease is the most prevalent
and best known form of dementia. It accounts for 60–70% of all cases of people
with dementia (WHO 2015). The second most common type of dementia is vas-
cular dementia, accounting for about 10%. Other types are dementia with Lewy
bodies, mixed dementias, dementia as a manifestation of Parkinson’s disease,
frontotemporal dementia and Creutzfeldt-Jacob disease. There are also reversible
conditions that can cause symptoms of dementia, such as thyroid problems and
vitamin deficiencies (Alzheimer’s Association 2015).

Dementia primarily occurs in the ‘oldest old’. After the age of 80, the prevalence
increases rapidly from around 15% in the age group 80–84 to almost 50% among
the 95+ population (OECD 2015). It is expected that worldwide the number of
people suffering from dementia will rise from 47.5 million at present to 75.6 million
in 2030 and 135.5 million in 2050 (WHO 2015). In the Netherlands, dementia is in
the top five of diseases with the highest mortality among women, and it accounts for
10.3% of total health spending in the Netherlands, being the most expensive disease
(RIVM 2020a).

Comorbidity can be conceived as the presence of additional diseases in relation
to an index disease in one individual, when the nature of conditions, the time span
and sequence of conditions are considered (Valderas et al. 2009). This assumes one
disease taking a central place (for instance Alzheimer’s disease), in terms of being
dominant in terms of the care and well-being of the individual. Multimorbidity is
defined as the ‘co-existence of two or more chronic conditions, where one is not
necessarily more central than the others’ (Boyd and Fortin 2010: 453). This implies
that differentiating the nature of conditions is critical to the conceptualization of
comorbidity (Valderas et al. 2009).

Data on incidence and prevalence of multimorbidity are complex to aggregate.
Studies vary in the populations being studied, sources of data, data collection
methods, age groups and diagnoses that are included (Boyd and Fortin 2010). Data
from The Netherlands suggests that around two thirds of the Dutch seniors (65+)
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have more than one chronic condition. In the 85+ population, this is around 85%
(Van Oostrom et al. 2011). However, multimorbidity is not only a phenomenon in
the older population. An Australian cohort study found more than 40% of the
people with multimorbidity are younger than 60 years of age (Boyd and Fortin
2010). The bad news is that prevalence of multimorbidity is rapidly increasing; the
good news is that most older people with multimorbidity remain independent and
self-supporting, and most people do not feel limited in daily functioning. However,
this is different in the oldest age group. In 2018, 31% of the general population on
the Netherlands suffered from multimorbidity, and of the 70 + population, more
than 70% had three or more chronic conditions (RIVM 2020b).

Studies into the comorbidities of dementia are scarce. From the few studies that
exist, it is known that people with dementia have on average two to eight additional
chronic diseases or comorbidities. One of the larger studies among nearly 73,000
people aged 65 and over in Spanish primary care centres showed that 12% of the
people suffering from dementia had dementia as the only diagnosis, almost 70% had
at least two comorbidities, nearly 50% had three or more. These figures are around
50% higher than in the total older population. Like in the general population,
hypertension and diabetes were most often observed among people with dementia.
However, the conditions that were most strongly associated with dementia are
Parkinson’s disease, congestive heart failure, cerebrovascular disease, anaemia,
cardiac arrhythmia, chronic skin ulcers, osteoporosis, thyroid disease, retinal dis-
orders, prostatic hypertrophy, insomnia and anxiety and neurosis. Some of these can
be considered as risk factors, others as complications and others just as comorbidities
(Poblador-Plou et al. 2014). What these studies show is that dementia often does not
come ‘alone’ and that, also related to ageing, more health challenges have to be
faced. Further, there is some evidence of a ‘lack of continuity in healthcare systems
and structures for people with dementia and comorbidity, with little integration or
communication between different teams and specialties’ (Bunn et al. 2014, p. 11).

Frailty, dementia, co- and multimorbidity are multi-faceted conditions, which
require multi-faceted interventions. These multiple, mental and physical problems
are often associated with (psycho-) social problems, such as limited participation in
society, loneliness or weak social relations, restricted mobility, feelings of mean-
inglessness or uselessness, anxiety, depression and loss of dignity. From a tradi-
tional point of view of health care—being compartmentalized and organized
according to medical, paramedical, psychosocial and social disciplines and orga-
nizational entities—these needs cannot be met by simply adding up single inter-
ventions. On the contrary, coherent multiple interventions are required from
professionals, but also from non-professional carers, such as next of kin and
neighbours, as well as by the community at large (Nies 2014). In our view, the
perspective should be oriented to the new—above depicted—concept of health, in
strengthening self-management and resilience. Thus, an integrated approach for
these groups of people is needed which goes beyond connecting medical and social
care. The new paradigm of health needs focuses on domains such as bodily
functions, mental functions, perception, spiritual/existential issues, quality of life,
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social and societal participation and daily functioning (Huber et al. 2016). To put it
in simple wordings: it is about ‘living your day-to-day life in a satisfactory way’.

In practice of care delivery, this means that while drafting an individual
care/support plan with a person suffering from dementia, one needs first to discuss
what matters for this person. Before thinking in solutions for care and support, a
deeper insight into what is important for a satisfactory, meaningful way of living is
necessary to guide interventions that do not only address the physical and mental
condition. It is about how the household can be run, how social contacts can be
maintained, what the person can do ormean for his or her relatives, what role intimacy
and sexuality plays, whether membership of activities such as a choir or a lunch club,
whether spiritual needs are being met and so on. It requires professionals to have
attention beyond traditional professional domains. It requires care providing orga-
nizations to operate in collaboration in networks of relevant professional and
non-professional organizations (volunteers, citizens’ initiatives). It requires dementia
friendly communities, in which public (police, clubs, public transport, etc.) and pri-
vate services (shops, restaurants, museums, etc.) and infrastructure (signage, ramps,
housing, etc.) are attuned to people with dementia (Davis et al. 2009; Nies 2016).

41.3 Inter-organizational Collaboration by Care
Standards

In order to organize care and support for older people with complex needs, new
coherent inter-professional and inter-organizational arrangements are required. As
in many countries, in the Netherlands, care and support for people with dementia
could and can be improved. Although GP services, diagnostic clinics and home care
are available for all persons in the Netherlands, the quality of dementia care is still
subject to shortcomings and inter-regional differences. Areas for improvement
include early detection of the disease, support after medical diagnosis and
under-diagnosis of patient and caregiver depression. Lack of care coordination,
timely referrals and information flows between health professionals and informal
carers are other improvement areas (Minkman et al. 2009).

To improve dementia care, a number of incentives were initiated over the last
fifteen years. At this moment, there are about 85 dementia care networks in the
Netherlands. In these networks, professionals and managers of different organizations
(e.g. mental health care, home care, long-term care, municipalities) and local Alz-
heimer users’ organizations work together for more coherent dementia care. The needs
as defined by users and their informal carers, formulated in their language, were taken
as the point of departure for the regional plans (Nies et al. 2009; Minkman et al. 2009).

To prevent that every region had to figure out their own way of setting up
inter-organizational arrangements, for this purpose, a so-called care standard can be
helpful. A care standard is a document developed multidisciplinarily, which
describes what the important ingredients are for dementia care and support, based
on the most state-of-the-art (evidence based) knowledge and guidelines. Based on
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this national standard, solutions can be contextualized to adapt to the specific needs
of the local communities (Nies 2016).

The emergence of the dementia care networks and the needed collaboration
between a wide range of professionals showed that for providing the best care and
support guidelines from one perspective or profession were not sufficient. Therefore,
in 2013, the first national care standard for dementia was developed, led byAlzheimer
Nederland, supported byVilans (Alzheimer Nederland, Vilans 2013). The instrument
resembles to a certain extent the NICE guideline on dementia, disability and frailty in
old age (NICE 2015) but is more specific in term of what in these services should be
organized. In 2020, an updated version of this standard was published.

The process of developing a care standard, as it is presently carried out in the
Netherlands, is time consuming, as all relevant professionals and stakeholders need to
be involved. Professionals, providers, service users and healthcare insurers need to
agree on the standard and authorize it. This is a requirement for being acknowledged
by the National Health Care Institute, which gives a legal status to the standard.

The most recent standard focusses on general conditions for adequate dementia
care as well as good care and support in the four phases of dementia:

General conditions for quality dementia care
1. Advance care planning
2. One care/life plan
3. Case management
4. Coordinated network of services

Phase of uncertainty
5. Regional information structure
6. Signalizing
7. Signalizing (specific target groups)

Diagnostic phase
8. Diagnostics: physical, mental,
functional and social

Living with dementia
9. Palliative support: from life extension to maintaining
functions to comforting
10. Discussing with person and informal carers how to
deal with consequences
11. Daily support in personal and domestic tasks
12. Supporting meaningful activities
13. Balancing between safety, autonomy and privacy
14. Medical and non-medical treatment
15. Use of medicines
16. Emergency services/crisis intervention
17. Polyclinical hospital care
18. Intermediate admission in (mental) hospital)
19. Respite care
20–24 Nursing home care (information, ownership and
homeliness, environmental aspects, diversity, informal
carers)

Dying and aftercare
25. Care for loss and mourning of
informal carers
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The recommendations describe what ‘good’ care should be, based on—for as far
as possible—established guidelines and consensus, and how it should be organized.
The standard does not define which professional (group) is eligible for providing
care, this is held to the professional organizations and the local context.

A large number of dementia networks will implement this renewed care stan-
dard. There is a gap between the national (total) standard and the actual delivery of
individual person-centred dementia care. To bridge this gap, region-specific or local
standards or pathways need to be elaborated, to translate the ‘national standard’ into
a regional version. This is a necessary step, because the standard gives a functional
description of what should be considered or arranged, not whose task this is or how
it looks like in practice. Translating the national standard into a regional version
facilitates implementation and guides the steps that can be taken.

41.4 Implementation

In order to further and optimize regional dementia care according to the care
standard, a number of quality indicators are proposed. The regional dementia care
networks can choose which indicators they prefer to use, in accordance with their
regional priorities for improvement.

However, organizing regional networks is not an easy task. Issues that are
frequently encountered are (Van Maar et al. 2014):

1. Significant differences between regional networks, also with respect to the
collaboration with municipalities (which have a role in social support and
prevention);

2. Commitments on quality, diagnostics and follow-up activities exist, but are not
always followed in day-to-day practice;

3. No structural funding for case management;
4. Inter-organizational collaboration not fully implemented;
5. Structural funding of the networks;
6. Client perspective is not always in focus.

The regional networks are expected to work according to the principles of the
care standard, but this is not a stand-alone endeavour. The coordinators are often
connected to other networks in the region, in particular generic networks for care
for frail older people and networks for palliative care. Some of the networks are
focusing on one of the domains of dementia care, such as case management, others
are focusing on the full range of services.

The care standard provides an external framework for inter-organizational col-
laboration. It is also used as a basis for commissioning services by healthcare
insurers, although not very strictly.
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The example demonstrates that a care standard provides a national framework
based on (inter)nationally agreed evidence and consensus which is to be translated
at regional level as a basis for—in the terminology of Valentijn et al. (2013)—
normative and functional integration of services. It needs regional or local con-
textualization to make collaboration work.

41.5 Personalization

The term ‘Care Standard’ suggests that care is standardized and that personalized
care is not feasible. However, the instrument of a care standard does recognize
individual needs and requires tailoring services to needs. There are two ways of
tailoring service provision to needs: one is to apply methodical principles of
person-centred care in interacting with the service user and his or her informal
carers and that are applicable across various groups of service users. The other is to
develop more evidence on which interventions work for particular groups of users
and—more specifically—for which persons and under which conditions.

For person-centred care, a number of main ingredients can be defined. The key is
putting the person and the family at the heart of every decision and empowering
them to be genuine partners in their care. The focus shifts to new models of care
that change the conversation from ‘What’s the matter?’ to ‘What matters to you?’ A
starting point of person-centred care is that people’s care preferences are understood
and honoured, including at the end of life. In providing care, collaborating with
partners on programs designed to improve engagement, shared decision-making
and compassionate, empathic care is important (Barry and Edgman-Levitan 2012).
In this scope, it is not only about care, but a much broader perspective on daily
living is captured, in line with the aforementioned new paradigm of health (Huber
et al. 2011, 2016). Working with partners to ensure that communities are supported
to stay healthy and to provide care for their loved ones closer to home is the leading
societal perspective.

On a more detailed level, personalized care requires evidence on ‘what works for
whom?’ Most studies on interventions in frail older people and people with
dementia are generic. They do not make distinctions between the characteristics of
the subgroups, the circumstances in which they are effective and the specific out-
comes. However, effects of interventions, also in multi-problem target groups, can
be enhanced by tailoring services to the idiosyncrasies of the person and his or her
social network (see: Van Mierlo et al. 2010; 2012).

Most people with dementia show one or more behavioural and psychological
symptoms such as psychological pain: depressive, anxious, apathetic, psychotic and
aggressive behaviour (Bakker 2010). Both people with dementia and their informal
caregivers experience these symptoms as burdensome, whether they reside at home
or in a residential setting. The Dutch Healthcare Inspectorate (2015, 2020) con-
cluded that healthcare professionals often respond tardily or inadequately to these
behavioural and psychological symptoms of dementia. Exemplary for this is that
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so-called ‘calming’ medication is prescribed, on a non-targeted manner. It would be
more appropriate to apply a stepwise approach, involving person-centred and more
effective solutions. To be able to do this, it is essential to know the causes of the
behavioural and psychological symptoms. In other words: first get to know and
understand the person with dementia well. Only then will one be able to offer good
personalized care to the person and the informal carers. For this, it is essential that
both are in a central position and actively participate in finding the best solutions. It
is also vital that all involved healthcare professionals discuss and coordinate
everything with each other in an integrated way. A personalized, integral approach
can prevent unnecessary stress and escalation in people with dementia, their
informal caregivers and the healthcare professionals.

An integrated approach has been developed in the Netherlands based on the Dutch Guideline on
behavioural and psychological symptoms of dementia (BPSD) (Verenso/NIP 2018). This led to
the personalized integrated stepped care approach to BPSD (STIP method). This approach is
built on two elements: (1) Five phases of integrated methodical clinical reasoning and (2) Four
‘Stepped Care’ interventions.

The STIP method follows these principles:
Phase A Detection: Early detection of BPSD with the Neuropsychiatric Inventory (NPI;
Cummings et al. 1994) provides insight into the type and severity of the problems, including the
degree of burden experienced by the informal caregiver. Next to that, the biography provides
substantive information about the person's life course and the person’s most important positive
and negative experiences.
Phase B Diagnosis and Broad Analysis: Identifying basic needs, pain, physical, psychological
and social needs.
• Step 1 Basic Approach: Based on the NPI, biography and the broad analysis, describing the
approach to the client. It is important that the nurse is able to be really present, can show empathy
for the person as now known from the broad analysis and can show respect for the client.
• Step 2 Personalized Day Program: Applying a personalized balance between rest, cleanliness
and regularity, again based on the NPI, biography and broad analysis.
Phase C Integrated Treatment Plan: Including achievable goals based on Phase A and B.
• Step 3 Emotion-Oriented Care: Applying, e.g. reality orientation, validation, snoezelen,
reminiscence to necessary extent
• Step 4 Pain Medication/Psychotherapy/Psychopharmacology: Applying, e.g. life review,
cognitive behavioural therapy, system therapy and targeted medication to necessary extent.
Phase D Multidisciplinary evaluation of interventions: Assessing progress based on shared
decision-making and interdisciplinary consultation.
Phase E Reanalysis: Applying new NPI and broad analysis, checking implementation of
stepped care interventions based on new information, adjusting interventions to necessary extent.
The STIP method is supported by a Web application that is specifically designed to support this
integrated methodical clinical reasoning approach. In this Web application—which is also used
in Sweden and Japan, among other countries—care professionals can keep track of the BPSD of
clients. Such a tool supports the implementation of an integrated, methodical manner of working,
thereby facilitating a stepwise approach with person-centred and effective interventions.
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41.6 Future Perspectives

The current state of play is that dementia is a syndrome that with some exceptions
cannot be cured, is multi-faceted and asks for person-centred integrated care. The
same holds for frailty and to a large extent for the accompanying complex multi-
morbidities. The symptoms can be alleviated, and people can be supported in their
self-management and resilience. At macro-level, the best strategy is prevention of
diseases and disability. Recent research shows that the prevalence of dementia is
substantially decreasing in some countries if corrected for age, sex, area and
deprivation status. Although there are various factors that could have increased
dementia prevalence at specific ages, associated with diabetes, survival after stroke
and vascular incidents, it appears that other factors such as improved prevention of
vascular disease and higher levels of education appear to have a greater effect
(Matthews et al. 2013; Larson et al. 2013). This implies that preventive measures,
improvements in treatment and care and disease modifying interventions combined
will be the most effective strategy for the future (Prince et al. 2013).

The OECD (2015) describes the key elements of such a strategy. Generic life-
styles recommendations such as non-smoking, physical activity, healthy diets,
cognitive training and formal education are linked to reduced risk of dementia.
Treatment of medical conditions such as brain injury, diabetes, mid-life obesity,
mid-life hypertension and depression is a second line of reducing the risk of
dementia. What at present cannot be influenced are hereditary factors and age.

Following this analysis of risk factors, the OECD defines ten elements of
dementia policy:

1. Risk reduction by healthy ageing strategies targeting generic risk factors;
2. Selective early diagnostics (standardized needs assessment) for people who are

concerned about symptoms and post-diagnostic support to people;
3. Safer communities for and more acceptance of people with dementia by

awareness raising, dementia education at schools, training of people who get in
contact with people with dementia in the community;

4. Support of relatives and friends who care for people with dementia respite
services, peer to peer support networks, training to informal carers, etc.;

5. Safe and appropriate environments including alternatives to institutional care
for living with dementia in dignity, making houses suitable for living with
dementia and communities safer and more accessible for people with dementia
(dementia friendly communities);

6. Access to safe and high quality long-term care services by recruiting and
training a dementia care workforce, systematic attention to behavioural
symptoms, including the use of antipsychotics and physical restraints and
promoting independence and self-determination through user-directed support;

7. Health services recognizing and dealing with people with dementia effectively,
supported by registries or electronic health records, trained, dedicated and
specialized staff in hospitals;
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8. Increasing opportunities for dying in dignity in the place of people’s choosing,
trained home care staff in palliative care;

9. Coordinated, proactive and closer to home delivered primary care, multidisci-
plinary management of comorbidities;

10. Applying the potential of technology to support dementia care.

The OECD translates user-directed support also in financial terms for users and
informal carers. It signals that financial systems should support independence and
give control to service users and their families. This can be strengthened by
appropriate benefits in the form of cash benefits, vouchers or personal care budgets,
instead of services in kind. This allows people with dementia to choose the type of
services they prefer, which may go well beyond traditional care and across finan-
cial, legislative and professional barriers.

Changes in funding and legislation, in roles between stakeholders and in col-
laboration also have consequences for governance. Governance of (traditional)
organizations needs reframing, because inter-organizational collaboration becomes
more important and asks for new dynamics and governance which is linked to the
community (Nies and Minkman 2015).

Lastly, it can be argued that most of the above-mentioned elements for dementia
policy are also relevant for frail older people and people with multi-morbidities.
Hence, one of the key elements is safe and supportive living at home, be it in the
community or in a care facility supported by—when useful—technology and by
informal caregivers and people in the community. These elements relate to the
earlier described new concept of health of Huber (Huber et al. 2016) in which
‘whole person thinking’ is key.

41.7 Conclusions

The challenges of care for frail older people with dementia and multimorbidity are
increasing, partly due to our improved healthcare services and increased life
expectancy. This challenge is not an easy one. It requires innovative approaches in
order to face these challenges and to reduce current and future burden of service
users, their families and society. It is a challenge that requires new care paradigms
and new organizational paradigms. Working towards the principles of a new
concept of health, working towards personalized and person-centred care in net-
works, based on shared normative and functional frameworks, needs full attention
of policy makers and care providing organizations. But the challenge of an ageing
population is not merely a professional task in the field of health, long-term and
social care. The solution also lies in the community. It has to get tuned to a
changing demography, supporting people with limited functioning and supporting
healthy behaviour at all ages. Communities need to get acquainted with a changing
population, where people sometimes behave ‘differently’. Therefore, health and
long-term care professionals and services should not limit their focus of integrated
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care to their peers or care partners; it is a challenge to society and to local
communities.

New questions need to be addressed such as how to create adoptive and resilient
communities and organizations? What are effective approaches and which pre-
conditions are necessary? How do we improve collaboration between the public
sector in a broad sense such as schools, clubs, welfare services, public transport,
police on the one hand and the private sector and private life of citizens, such as
housing, shops, banks, neighbours’ support, volunteers and the dementia care
sector? Examples such as dementia friends (see: https://www.dementiafriends.org.
uk/) and dementia friendly communities (see: https://www.alzheimers.net/2013-12-
12/building-dementia-friendly-communities/) (Scharlach and Lehning 2013) are
promising, but ambitious. Turning population ageing into a blessing requires high
ambition on a wide variety of societal actors, integrating their strengths to meet the
challenging social and individual needs of frail older people suffering from
dementia and accompanying problems.
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