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This paper reflects discussions of the online seminar held on May 31, 2021 under the aegis of 
the AAL Programme with the cooperation of German Health Regions, Health Valley 
Netherlands, the University of Vaasa/IRWIN project and the Tampere University from Finland 
and the ScanBalt BIO Network. 
 
The following person contributed to the successful event as panellists and moderators: 
 
Alexia Zurkuhlen, PhD, German Health Regions 
Anna Kork, Tampere University, Finland 
Antonio Lindo da Cunha, Instituto Pedro Nunes, Portugal 
Bengt Andersson, Nordic Welfare Centre, Nordic countries 
Conchita Kleijweg, ehealth competence center, Netherlands 
Eduard Maron, Phd, DocuMental, Estonia 
Eric Gehl, Hakisa, France 
Eve Mitleton-Kelly, Professor, Cambridge University, UK 
Henrike Gappa, Fraunhofer-Institut, Germany 
Herko Coomans, Ministry of Health, Netherlands 
Hien Nguyen, Novartis, Germany 
Jelle van der Weijde, Regional Development Authority Utrecht, Netherlands 
Klaus Niederländer, AAL Programme, Belgium 
Malek Bouhaouala, Ageing Well eco-system Grenoble, France 
Marit Tanke, VGZ Health Insurance, Netherlands 
Martina Thelen, Gesundheitsregion Köln/Bonn, Germany 
Mirjam Jern-Matintupa, Vaasa Hospital District, Finland 
Niclas Forling, Vaesterbotten Region, Sweden 
Nico de Fauw, In4Care, Belgium 
Oliver Grǀne, PhD, Co-Chairman of OptiMedis, Germany 
Oliver Stenzel, ScanBalt Network, Germany 
Petri Uusikylä, Vaasa University, Finland 
Pietro Siciliano, PhD, IMM-CNR and National Cluster SMILE, Italy 
Rauno MŅekivi, Ministry of Social Affairs, Estonia 
Riina Sikkut, Member of Parliament and Former Minister of Health, Estonia  
Sophie Schmitt-Crespel, Seniosphere Conseil, France 
Ulriika Leponiemi, Tampere University, Finland 
Victor Haze, Health Valley Netherlands, Netherlands 
 

This executive summary report has been written by Tom Kennis, MakeShiftPublising. 
 
The document aims to complement the rich discussions and select direct quotes (yellow 
boxes) of the seminar, with definitions-in-the-making gleaned from the discussions and from 
outside sources (grey boxes); where attributable we have included sources, but just as often 
they are paraphrased reflections of an ongoing process rather than clear-cut definitions. For 
the sake of brevity, we could not detail every example project that was mentioned or that the 
participants are currently involved in, but we have highlighted a few (in green). Finally, we 
draw attention to a preliminary set of proposed actions to move this exciting field forward (in 
blue).
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Europe is faced with a tremendous health and care challenge. Ageing populations and tighter 
budgets are creating a gap between growing demand for health and care services and a 
decreasing supply of resources. The shock of the COVID-19 pandemic has accelerated these 
trends and brought into sharper relief overall shortcomings of European health systems. As it 
is with many crises, the current inflection point is also an opportunity. 
 
This opportunity comes in the form of health and care ecosystems emerging everywhere. 
Broadly speaking, health and care ecosystems can be seen as integrated networks spanning 
across sectors, including multiple if not all the stakeholders that are involved in creating 
health outcomes: healthcare providers, formal and informal caregivers, insurers, 
governments; regional, national and cross-border networks, academia, technology 
companies, and ς most importantly ς the citizens and patients themselves. Health is and 
remains, by definition, a public good. 
 
Crucially, these ecosystems are not designed or decided upon from the top down. They 
emerge naturally and collaboratively. Their goal is not solely to treat disease, but also to 
prevent it, and to promote health and wellbeing in a holistic way. 
 
The AAL Programme with its partners has brought together a broad range of stakeholders 
engaged in such ecosystems to discuss the implications of the emergence of health and care 
ecosystems, opportunities and pitfalls based on concrete examples from the daily practice. 
Much work lies ahead, many questions need answers, which have been put forward during 
the event: 
 
How can we increase awareness of health and care ecosystems?  
How do we ΨƳŀƴŀƎŜΩ them, from a governance perspective and practically? 
How do we engage and activate ourselves in them? 
How, in short, do we design more resilient health & care systems, beyond the pandemic? 
 
The needed system transformation is 
aimed simultaneously at the micro- 
meso- and macro- levels. Health & care 
eco-systems connect these different 
levels, providing new roles and 
opportunities first and foremost on the 
demand side; citizens, customers and 
patients that are actively engaged in 
improving their own well-being and in 
caring for others. Organisational 
processes and structures on the supply 
side need to follow these evolving needs.  
 
 
 

Organisational processes require structural 
change at the organisational level of health and 
care suppliers (policies, practices, resource 
flows), relational change (connections, power 
dynamics), and finally transformative change of 
mental models. 
έ¢ƘŜ ²ŀǘŜǊ ƻŦ {ȅǎǘŜƳǎ /ƘŀƴƎŜΥ !Ŏǘƛƻƴ 
Learning 9ȄŜǊŎƛǎŜέ, John Kania, David 
Garfunkel, Hayling Price 
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Through greater awareness and understanding, through methodology and rigour but above 
all through personal and organisational experience, eco-systems can become drivers for 
systemic change & transformation. But first, how can we better understand complex systems? 
How do we navigate complex systems? How do we integrate ourselves in them, and become 
co-creators? 
 

Clinical micro-systems ς Complexity calls for integration 
 

Exploring complexity begins with analysing a system at the smallest unit level. The clinical 
micro-system thinking, a 

term coined by Professor 
Nelson at Dartmouth, 
illustrates this micro-level 
approach. The clinical micro-
system is the building block of 
every healthcare systemΦ LǘΩǎ 
the place where patients, 
families, and care teams 
meet. It's the frontline care, 
which encompasses a small 
group consisting of support 
staff, technology, processes, 
and recurring patterns of 

Successful clinical micro-systems have five things in common.  
1. They are focused on the patient, and work very closely 

together.  
2. They are also focused on the staff. The staff feel important 

and that their work is valued, regardless of their place in the 
hierarchy or seniority.  

3. They require excellent leadership. Anyone can be a leader, 
be it a nurse, a doctor, or an administrator.  

4. They emphasise providing good care; both in processes and 
outcomes. There is a continuous effort to improve results, 
i.e. the health benefit to the patients.  

5. They make use of innovative, standardised, and user-
friendly information technology, as well as effective 
communication. 

 
Eugene Nelson, D.Sc., Dartmouth Medicine, Summer 2006 
https://dartmed.dartmouth.edu/summer06/html/what_system_05.php 

Top left: Klaus Niederländer, AAL Program, Petri Uusikylä, University of Vaasa, Riina Sikkut, MP, former Minister of health,  Estonia 
Bottom left:  Dr. Oliver Gröne, Co-Chairman of OptiMedis, Germany, Prof. Eve Mitleton-Kelly, Cambridge University, UK 
 

The following section reflects a panel discussion with Riina Sikkut, Dr. Oliver Gröne, and 
Professor Eve Mitleton-Kelly, led by Klaus Niederländer, AAL Programme, and Petri 
Uusikyla, University of Vaasa. 
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information and behaviour and results. The patient who is central to every clinical 
microsystem.  
 
Complexity arises where, for instance in cancer care, a recurring loop of 15 to 20 micro-

systems are found working together in the care-pathway of the patient: screening, 

oncology, surgery, pathology lab, education, shared decision-making, etc. The challenge lies 
in managing the complexity of this clinical micro-system chain, their inter-connectivity and 
mutual influence or co-evolution. The huge complexities at the micro level are indicative of 
even greater challenges at the macro level. 
 
In practice: One way of changing the 
mindset is to look at the problem in a 
broader way. We need to establish 

integrator units. These are teams 

whose task it is to harmonise systems. We 
assume that just passing along 
information between units will do the 
trick. However, people need to actively 
manage these linkages, beyond simple 
data transfer. Integrator units should be 
given the responsibility to harmonise the 
systemΩǎ various components.  
 

Fear of failure? 
 
At the organisational level there exists a 
fear of failure, which keeps health 
professionals and policy makers from 
experimenting. This applies to the clinical 
setting, all the way up to the ministries. 
Changing established methods requires 
analysing a problem at its core, without 
looking at existing solutions, to 
experiment with an open mind. 
Convincing people to do this takes 
leadership.  
 

Estonia came up with innovation 
teams that work across silos. The 

starting point ǿŀǎ ΨǎƻƭǾƛƴƎ complex 

άInnovation and experimentation are 
fundamental. We need to continuously 

explore the space of possibilities.έ 
Prof. Eve Mitleton-Kelly, Cambridge 

University 
 

 
Organisational sustainability does not mean 
sustaining the status quo.  
It is an ongoing dynamic process of co-
evolution and learning within a changing 
environment. New structures and ways of 
working are developed to ς continually ς 
adjust to a changing set of conditions.   

άA look at decades-long patient safety 
statistics reveals that on average 10% of all 
hospital admissions lead to some form of 
harm. At the system-level, we see that 

resources are limited, yet studies indicate 
that 20 to 30% of what is being produced in 
the health & care system is waste. Failure to 

look at the whole results in expensive 
fragmentation, duplication and inefficiency. 

Germany has excellent professionals, yet 
linkages between clinical micro-systems are 

still weak.έ 
Dr. Oliver Gröne, Co-Chairman of OptiMedis, 

Germany 
 

άtŜƻǇƭŜ ǿƘƻ Ŏƻ-create in the health & care system need to have an open mind, but also 
a common starting point: patient welfare and data confidentiality are paramount to 

name a few. A balance must be struck between the freedom to experiment, the right to 
ŦŀƛƭΣ ŀƴŘ ŀ ōŀǎƛŎ ǎƘŀǊŜŘ ŦǊŀƳŜǿƻǊƪΦέ 

Riina Sikkut, MP, former minister of health, Estonia 



 6 

problemsΩ, tackling for instance improving the 
cancer care pathway, or increasing traffic 
safety. Looking at resources or the need to 
change the legal framework derived from this 
starting point. This way they were able to 
engage the ǇǊƻōƭŜƳ ǿƛǘƘ ŦǊŜǎƘ ŜȅŜǎΦ LǘΩǎ ƳǳŎƘ 
easier to rally stakeholders, in this case 
coalition and opposition parties, around a 
solution that has been shown, empirically, to 
work. One challenge is that many people have 
great ideas but have little experience in 
collaborating or actively advocating for their 
ideas. 
Prof. Eve Mitleton-Kelly of Cambridge University developed an innovation process, the 
principle and methodology of which has been used at different scales, from a team to an 
entire organisation, from fixing healthcare to global issues like deforestation or overfishing. It 
consists of three main steps: 
 

1. Understand the problem in depth. 
Making assumptions and jumping to 
solutions is an all too human reflex, 
which leads to repeating mistakes of 
the past. Complex problems exist in 
multiple dimensions: political, technical, cultural, financial, social, etc. How does 
change in one dimension impact another? 

2. Co-evolution* : We get overwhelmed and paralyzed by the sheer volume of problems. 
To overcome this, we zoom in on inter-connected clusters, and analyse what happens 
when we introduce change in one aspect. One or two clusters can serve as the starting 
point for decision making. Because everything is interconnected, you end up 
addressing a lot of other issues at the same time. 

3. /ƻƳǇƭŜȄ ǇǊƻōƭŜƳǎ ŘƻƴΩǘ ƘŀǾŜ ǎƛƳǇƭŜ ǎƻƭǳǘƛƻƴǎ, but can be addressed effectively by 
co-creating an Enabling Environment which includes an enabling infrastructure. What 
are the skills, resources, etc. that are needed to address a problem, today and 
tomorrow? 
 

*Co-evolution is reciprocal influence which changes the behaviour of the interacting entities. 
 
In practice: you bring together a small 
representative team, which means looking at 
a cross-section of an organisation. Multiple 
viewpoints are crucial. Then you ask 
straightforward questions, trying to 

Leadership and the creation of an 
enabling environment for change are 
necessary but not sufficient. The idea of 
Ψcontinuous changeΩ ƴŜŜŘǎ ǘƻ ōŜ 
embedded within the organisational 
culture, through a different way of 
working, relating and thinking. 
Leadership is key to fostering learning in 
organisations, as well as co-creating 
enabling environments that facilitate 
learning.  

άBefore you disturb the system in any 
way, watch how it behavesΦέ 

Donella Meadows 

άEvery system is perfectly designed to 
get the results it getsΦέ 
W. Edwards Deming 

άWe cannot assume a linear system. We need to provide space to adapt systems to a 
local context. You have to pilot every time in every new context where innovation is 

implemented. The human touch remains critical. This way, change will be embedded, not 
just be the icing on the cake.έ 

Dr. Oliver Gröne, Co-Chairman of OptiMedis, Germany 
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understand how each team member perceives the problem to be. One key question is: What 
happens when we change this or that? What would it take to do things differently? LǘΩǎ a very 
practical approach towards inviting people to think in a different way.  

 
EstoniaΩǎ ǊŜŎƛǇŜ ŦƻǊ success 
 
Estonia has been comparably lucky. Upon 
ǘƘŜ ŎƻǳƴǘǊȅΩǎ ƛƴŘŜǇŜƴŘŜƴŎŜ ƛƴ мффм few 
legacy systems existed. Today, citizens 

have a lot of trust in the state and 

towards digital solutions and data 
collection.  
 
Challenges remain: While a lot of data is 
collected, not enough of it is used to inform 
decision-making. Digital solutions are 
geared toward reducing paperwork, 
improving ŜŦŦƛŎƛŜƴŎȅΣ ōǳǘ ǘƘŜǊŜ ƛǎƴΩǘ 
enough attention to what happens in other 
parts of the system. Inter-connectedness is 
underappreciated.  
 

One-day clinic 
 
In the U.K. the first point of contact of a 
patient is their general practitioner (GP). 
The GP might send the patient to a 
specialist; tests follow, and the patient 
returns to the GP to discuss the results. 
They often go back and forth for weeks, 
sometimes months, until the patient is 
diagnosed and a treatment started.  
 
One hospital executive decided to cut the 
Gordian knot, creating the one-day-clinic. 
The patient enters in the morning. By the 
end of the day, all the tests are done, 
resulting in a diagnosis. To achieve this, 
everyone involved had to radically adapt their thinking. A lot of this process came from 
experimenting. Solutions arose spontaneously, often unexpectedly.   

Recommended reading: https://www.oecd.org/health/health-at-a-glance-europe/ 

Reimbursements of prescription 
medication in Estonia have been fully 
digitised. People no longer have to keep 
track of their spending or apply for 
reimbursements. Benefits kick in 
automatically at the pharmacy when the 
300 Euro spending threshold is reached. 
Unexpectedly, in addition to simplifying 
ǇŜƻǇƭŜΩǎ ƭƛǾŜǎΣ ǘƘe number of people 
spending more than 300 Euro on 
medication dropped from 17.000 to 120, 
ǎǳōǎǘŀƴǘƛŀƭƭȅ ƭƻǿŜǊƛƴƎ ǇŜƻǇƭŜΩǎ ƻǳǘ-of-
pocket spending burden.  

Pursuing change in a community is about 
tactics, coalition-building, and advocacy. 
One needs to think through the 
implications of proposed changes on other 
parts of the system. Every organisational 
change implies winners and losers who 
need to be convinced of new ways of doing 
things.  
 
Creating space for reflection and coalition-
building is equally crucial. High workloads 
too often make it impossible to sit down 
and think about systems.  

άLeadership is not just people at the top. Allow for distributed leadership to develop. An 
enabling environment lets leaders emerge for particular tasks. The system benefits from 

their particular viewpoint.έ 
Prof. Eve Mitleton-Kelly, Cambridge University 
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Notwithstanding differences among 
national welfare systems, European 
healthcare policies share similar 
objectives such as the need to 
promote healthier environments, to 
better respond to patient needs, to 
advance equal access to services 
and at the same time to ensure 
financial sustainability of the 
system.  
 
The recent COVID-19 crisis has 
brought into sharp focus the fact 
that European healthcare systems 
share the same limits and 
weaknesses, in particular linked with an ageing population and digitalisation.  
 
A new approach is needed. Different models, applied at different scales; cities, regions, 
countries, and Europe, can lead the way. The challenge for the future is to find sustainable 
institutional, organisational and technological policy frameworks that can generate better 
health and well-being for all. In other words, the objective is to design more effective and 
sustainable welfare systems without compromising quality or efficiency.  
 
What can we learn from novel governing models aimed at harnessing this complexity, 
challenges and opportunities, that have been applied in different countries? 
 
The Netherlands: an emerging inclusive governance approach 
 
The Netherlands have created a good 
ōǳǘ ŎƻƳǇƭŜȄ ǎȅǎǘŜƳΦ LǘΩǎ a decentralised 
model, with a key role for private 
organisations, funded through 
mandatory health insurance. Given that 
in 2011 parliament prohibited the 
establishment of a national health 
governance system, an alternative 
national health information council 
came into being. This is a governance 
board that includes patients, payers, 
healthcare providers, professionals, and 
government. 20 different stakeholders represent their own interests yet working towards 

Top left: Mrs. Sophie Schmitt-Crespel, Seniosphere Conseil, France  
Bottom left: Ulriika Leponiemi, Tampere University, Finland 
Top right: Herko Coomans, Ministry of Health, Netherlands 
Bottom right: Prof. Pietro Siciliano, IMM-CNR and National Cluster SMILE, 
Italy 
 

Listening to patients 
Patients /users/citizens should be included at 
every level. At the local implementation level 
this is easier than at the policy level.  
In the Netherlands a CEO ς Chief Experience 
Officer Council ς was created where patient 
advocates are given access to training, 
emerging policy proposals before they are sent 
to parliament, let alone voted into law. Taking 
patients seriously is taken seriously.  

The following section reflects a panel discussion with Ulriika Leponiemi, Herko Coomans, 
and Prof. Pietro Siciliano, led by Sophie Schmitt-Crespel. 
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common goals. It has worked on 
interoperability and making sure data is 
at the right place and available to those 
who need it. The council gave rise to 
what is called blended services: 
providing care where it is needed ς less 
often exclusively inside hospitals, and 
increasingly at home. Another objective 
was to give patients access to the data to 
improve their own health decisions.  
 
The governance board is not based on a 
law. It does not have a mandate, 
consisting solely of ΨƳŜŜǘƛƴƎǎΩ on all 
aspects of healthcare, including elderly 
care, clinical care, primary care, and 
mental health care. The intrinsic motivation of the different stakeholders makes it 
sustainable. The government is involved as a partner rather than top-down. The boŀǊŘΩǎ 
actions and results garnered trust and authority, attracting more stakeholders. The structure 
that emerged has now ōŜŎƻƳŜ ŀƴ ΨŀǳǘƘƻǊƛǘȅΩ ǘƘŀǘ ƎǳƛŘŜǎ or allocates about 1 billion Euros in 
health and care investments. In all this, trust and collaboration, and the realisation that a 
bottom-up approach yielded better results than a top-down approach was key. 
 
Italy: regional assistance technology clusters within national super-cluster 
 
Italy has been a forerunner in clusters: a 
public-private aggregation of companies, 
research centres, universities, and other 
stakeholders. The clusters, set up under 
the aegis of the ministry of education but 
also supported by the regions, are meant 
to function as engines for the sustainable 
development of healthcare services. They currently have over 200 members. Clusters are not 
just about collaborating between different stakeholders, but also supporting the government 
in certain initiatives, to create synergies between the public and private sectors, and 
attracting additional resources for user-driven innovation. 
 
Challenges 
The COVID-19 pandemic has shown that 
health systems need a bottom-up redesign 
to better respond to citizensΩ needs. 
Increased pandemic-preparedness is just 
the start. Globalisation facilitated the 
lightning-fast spread of the pandemic, 
pointing to the need of more centralised 
management of health and care, as opposed to the current large autonomy of the regions in 
Italy. To this end, the national government envisions among other things the creation of 

Č EUROPEAN LEVEL 
 

Everyone is evaluating their national health 
systems. The Netherlands looks to Europe for 
guidance and boundaries. The European digital 
single market approach to data entails a 
variety of new legislations, on AI, data 
governance, the operation of large platforms, 
or the secondary use of health data. 
Connected to the European health data space 
is the European recovery and resilience fund. 
A part of its 800 billion Euros pertains to health 
as a way of building resilience. AAL could 
provide guidance as to what happens with 
these funds. 

άEnough research has been doneΦ LǘΩǎ ǘƛƳŜ ǘƻ 
deliver. Time for large-scale deployment of 
technology, digitalisation, and integrated 

care.έ 
Prof. Pietro Siciliano, IMM-CNR and National 

Cluster SMILE, Italy 
 
 

ά¢Ƙƛƴƪ ōƛƎ - we share challenges and 
solutions. Act small - make it relevant for the 
user. Start today - ŘƻƴΩǘ ǿŀƛǘ ǳƴǘƛƭ ȅƻǳ ƘŀǾŜ 

all the answers. EȄǇŜǊƛƳŜƴǘΗέ 
Herko Coomans, Ministry of Health, 

Netherlands 
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national health & care hubs to create in-home monitoring of older adults living alone. The aim 
is to improve their quality of life and independence by detecting early signs of illness, 
functional decline, or emergencies, using non-intrusive, privacy-preserving smart sensor 
systems.  
 
Finland: Linking local healthcare with regional and national levels 
 
Like most European countries, Finland is 
confronted with an ageing population. As an 
added challenge, the country is extremely 
sparsely populated. Its 310 municipalities 
are responsible for organising healthcare 
and social welfare services, alone or in joint 
municipal authorities. In addition to the 
public sector, services are also available 
from the private sector. Third sector 
organisations play a major role in the 
provision of services supplementing public 
services. 
 
In a bid to improve efficiency, the 
government plans to move health and care 
from the municipalities to 21 regional 
governments (counties). This reform comes 
on the heels of attempts at reorganising 
health and care. The first reform attempt; 
the National Health Project, started in 2001. 
Each subsequent government has since 
tried to implement its own reform.  
 
While decision-making at the national level 
drags on, some actors on the ground are 
waiting for solutions to their problems. 
Others, like the Tampere region, are taking 
action. Whereas Finish municipalities are 
very different, historically, culturally, 
topographically, and socio-economically, in 
Tampere conditions are favourable for 
quicker decision-making: education levels 
are high, and the population is small: 
proximity enables easier decision-making. 
 
While the need for services increases, there is a limit to how much can be done. Digital tools 
can bridge the gap. For instance, the KEHYS-project pilots the deployment of a digital tool for 
two service chains: substance abuse and diabetes. Patients are divided into four different 
groups based on symptoms, coping mechanisms, and other factors. Services are tailored to 

ǘƘŜǎŜ ƎǊƻǳǇǎΩ different needs: One size does not fit all.  

KEHYS. Kehitämme yhdessä project 
An effective RDI environment for the social 
and health care sector.  
The aim of this project is to build a model 
for an active RDI ecosystem in social and 
health care to promote customer-oriented, 
integrated and digital services in the 
Tampere region. The aim is to facilitate the 
integration of stakeholders; 
clients/patients, companies, start-ups, 
researchers, decision-makers into the 
ecosystem.  

Why do we need innovative ecosystems? 
 

- Close the gap between needs and 
resources 

- Improve productivity and cost-
efficiency  

- Faciliate new business models, 
RDIs, partnerships, customer-
centric approach 

- Accomodate and harness disruptive 
innovations 

ά[ƻŎŀƭ ŀŎǘƻǊǎ ƘŀǾŜ ƭƻǘǎ ƻŦ ŜȄǇŜǊǘƛǎŜ ŀƴŘ 
ƪƴƻǿƭŜŘƎŜΦ ¢ƘŜȅ ƴŜŜŘ ǘƻ ōŜ ƘŜŀǊŘΦέ 

Ulriika Leponiemi, Tampere University, 
Finland 
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Understanding & defining healthcare ecosystems 
 
A digital healthcare ecosystem is an infrastructure that supports the shift from an 
organization-centric to a patient-centric model of delivering healthcare services using digital 
platforms. The primary goal of this system is to encourage cross-organizational, 
multidisciplinary, and collaborative healthcare delivery. 

 
 

 
Health hub Utrecht 
 
The health care sector in the Netherlands suffers from high costs, a shortage of qualified 
personnel, among other issues. To address these complex issues an ecosystem on health and 
well-being consisting of all health-care providers in the province, health insurers, 25 health 
organisations, and advisory boards was set up. By providing innovative solutions to have the 
right care at the right place by the right people, the goal is to make Utrecht the happiest and 
the healthiest region in the Netherlands by 2030.  
 
 
 
 
 
 
 

άCollaboration is the new innovation. No 
ƻƴŜ Ŏŀƴ Řƻ ƛǘ ōȅ ƘƛƳǎŜƭŦΦέ 

Jelle van der Weijde, Regional 
Development Authority Utrecht, NL 

ά!ƴ ŜŎƻǎȅǎǘŜƳ ƛǎ ŀ ŎƻƳƳǳƴƛǘȅ ǿƻǊƪƛƴƎ 
ǘƻǿŀǊŘǎ ŀ ŎƻƳƳƻƴ ƎƻŀƭΦ LǘΩǎ about 

connecting people more than connecting 
ƻǊƎŀƴƛǎŀǘƛƻƴǎΦέ 

Nico de Fauw, In4Care, Belgium 

ά9Ŏƻ-systems have a hidden strength to 
transform individual capacity into 

collective capacity. The whole is more 
ǘƘŀƴ ǘƘŜ ǎǳƳ ƻŦ ƛǘǎ ǇŀǊǘǎΦέ 

Antonio Lindo da Cunha, Instituto Pedro 
Nunes, Portugal 

ά{ƻƳŜ ŀŎǘƛǾƛǘƛŜǎ ŀǊŜ ǘƻƻ ŎƻƳǇƭŜȄ ŦƻǊ 
companies alone to produce desired 

ƻǳǘŎƻƳŜǎΦέ 
Malek Bouhaouala, Ageing Well eco-

system Grenoble, France 

The following section reflects a panel discussion with Marit Tanke, VGZ Health Insurance, 
NL, Jelle van der Weijde, Regional Development Authority Utrecht, Netherlands, Nico de 
Fauw, In4Care, Belgium, Malek Bouhaouala, Ageing Well eco-system Grenoble, France, 
Antonio Lindo da Cunha, Instituto Pedro Nunes, Portugal, led by Victor Haze, Health 
Valley, Netherlands. 


























