LONG-TERM CARE SERVICES
IN 4 EUROPEAN COUNTRIES
Labour markets and other aspects

Edited by

Karsten Krüger & Erik de Gier

LONG-TERM CARE SERVICES
IN 4 EUROPEAN COUNTRIES.
Labour markets and other aspects

Karsten Krüger & Erik de Gier
(Editors)

Long-Term Care Services in 4 European Countries. Labour Markets and other aspects –
Karsten Krüger & Erik de Gier (Editors) Barcelona/Nijmegen/Oldenburg. 2011. www.dia-elogos.com; www.pcb.ub.edu/xreap; and www.ru.nl/resorg
Cover Illustration: José Manuel Taboada Lopez (2011)
ISBN: 978-3-943087-01-7

This work is licensed under Creative Commons
Attribution-Non-Commercial-Share Alike 2.5 Spain
You are free:
!

To copy, distribute, display and perform the work

!

To make derivate works

Under the following conditions
Attribution. You must give the original author credit

Non-Commercial. You may not use this work for commercial purposes
Share Alike. If you alter, transform, or build upon this work, you may distribute the
resulting work only under a licence identical to this one.

This book is based on the cooperation between the XREAP and the Radboud University
Nijmegen

The seminar “Long-term care” and this book has been supported by

The Generalitat de Cataluña

The Bosch i Gimpere Foundation

ICPP

Corporación Parc Taulí

Instituto Bonanova

CONTENT

PRESENTATION ........................................................................................................................................ 1

INTRODUCTION........................................................................................................................................ 4

CARE SERVICES LABOUR MARKETS ................................................................................................ 13
The Spanish Long-Term Care System – A Case Study ......................................................................... 14
The New Care Service Act: Frustrated Labour Market Expectations ................................................... 29
The Intricate and Uncertain Future of the Labour Market in the Dutch Health Care Sector ................ 71
“New Work” in the health economy ...................................................................................................... 86
Labour insertion after occupational training in the health and social care sector in Catalonia ........... 100
Precarious perspective? Professional return and and labour market reentry of women ...................... 119

ORGANISATION AND QUALITY OF HEALTH AND CARE SERVICE SECTOR......................... 136
Long-term care of the elderly aged 75 and over: A home care service ............................................... 137
Care Is Coming Home. Towards a New Architecture of Health Service in Europe ........................... 147
Local administration challenges caused by ageing population and the attractiveness of care work ... 165

AUTHORS ............................................................................................................................................... 189

The Intricate and Uncertain Future of the Labour Market in the Dutch
Health Care Sector, more in particular as regards long-term care
By Erik de Gier

71

The Intricate and Uncertain Future of the Labour Market in the Dutch Health Care Sector

Introduction
Seen from a comparative perspective and in hindsight, Dutch labour market policy has
performed extremely well since the 1990s. After experiencing high unemployment
figures above the level of 10 percent of the active labour force in the 1980s, from the
1990s onward figures went down substantially towards 5 percent or even lower. This
low unemployment level has been maintained until today despite the advent of the Great
Recession in 2009. This development has taken the Netherlands into the relatively small
league of best European performers, traditionally consisting of the Scandinavian
countries such as Denmark and Sweden. At this moment, the Dutch unemployment
figure hovers somewhere between 4 and 5 percent.
Already in the 1990s in the Dutch economy problems arose with overheated labour
markets in which available demand and supply didn’t always match easily. Apart from
quantitative shortages there were also substantial qualitative mismatches. To some
extent, the Great Recession has eased these problems temporarily. However, it is
foreseen that in a few years from now the Dutch labour market will experience
comparable problems to the 1990s. The main reason for this is the revived growth of the
economy in combination with massive exit from the labour market of the baby boomgeneration in the upcoming years. Particularly those sectors of the economy where the
labour market population contains many baby boomers will be hit.
One of the most important sectors in this respect is the Dutch health care sector. In this
sector the average age of the workforce is comparatively high, that is above 47 years.
Additionally, the ongoing ageing process of the Dutch population will spur additional
demand of health services, both in a quantitative and a qualitative sense. But there are
also some other relevant drivers, which induce the demand of health services, such as
medical and technological developments and socio-cultural developments.
The main question to be answered in my contribution is how the health care sector
could cope satisfactorily with this enormous challenge and what kind of impediments
has to be overcome at both the national institutional level and the organizational level.
In the first part of my contribution I will elaborate on the main quantitative and
qualitative aspects of this issue. Subsequently, in the second part I will shift my
attention towards possible solutions. Finally, I will draw some conclusions.
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The intricate Dutch health care labour market: quantitative and qualitative
developments
According to a recent authoritative labour market prognosis there will be a shortage of
approximately 470.000 workers in the Dutch health care sector in 2025. At the same
time, the total increase of the Dutch labour force will not exceed 20.000 workers in the
same period, 2009). This dramatic gap, illustrated in Figure 1, demonstrates the XL-size
of the problem at once. First of all, it shows that the level of participation of the active
Dutch labour force between 20-64 years is very high on average if compared with other
European countries. It is actually above the level of 75 percent (77 percent in 2009),
which is the objective of the in 2010 reformulated EU-Lisbon Strategy (European
Commission, 2010). This implies that attempts to increase further labour market
participation of the Dutch working population will not be easy and moreover, is
definitely not going to solve the whole problem. Therefore, other solutions have to be
looked after, such as productivity increases (Berkhout & Van den Berg, 2010).

Figure 1
The intricate labour market in the healthcare sector until 2025 at a glance

Source: CPB 2009, CBS Statline

Perhaps the numbers in Figure 1 are somewhat overstated. It depends to a large extent
on which pre-suppositions the computations are based. However, it is quite certain that
the Dutch health care labour market will have to master serious labour shortages, both
in a qualitative and quantitative sense in the years to come.
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Currently there are about 700.000 paid care workers, mainly nurses and home care aids.
If we take a broader definition of care workers, including also staff dedicated to the well
being of clients and patients, the number of care workers increases towards 1.3 million
workers. Currently, this equals about 15 percent of the whole Dutch working
population. In addition, informal workers, such as family members, neighbors and other
volunteers, traditionally administer the bulk of care work. At this moment, there are 3.7
million informal carers that at least supply some care.
A closer look at the formal care labour market shows the following facts: Workers in
the care sector are mainly female and work overwhelmingly part-time. Their average
age is above 40 years. If we make a subdivision between cure and care labour markets,
then the care labour market is the most aged. Additionally, the best-educated employees
work in the cure sector, which entails hospitals and the less-educated employees work
in the care sector made up by a number of caring institutions and residential homes for
the elderly.
In a qualitative sense there is evidence that care workers are generally satisfied about
the content of their work. However, growing work pressure is increasingly perceived as
a problem. This is caused by almost continuous processes of rationalization of the work
and the work organization in health care institutions. With respect to the future, 50
percent of the care workers expect a further increase of work pressure (Menzis 2010).
The background of the continuous rationalization processes is the drive of many health
care institutions to save costs and to increase productivity. On the long run
rationalization will probably also go at the expense of traditional craftsmanship and
professionalism of care workers and will equally reinforce neo-taylorist tendencies in
the health care sector.
Another interesting fact is that on the average employees in other sectors are less
positive about working in the healthcare sector than care workers themselves. For
example, 90 percent of the care workers perceive the content of their jobs as nice and
attractive, whereas only 57 percent of the remaining part of the working population has
the same opinion. Also with respect to other work aspects, such as suitable working
times, sufficient influence on the content of and planning of work and room for new
initiatives in the work carried out, the remaining part of the working population is less
positive on working in the care sector than the current care workers (Prismant and
Motivaction 2009).
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Asked for the most important bottlenecks in current care work employers experience as
most important: recruiting staff (52%), managing work pressure (46%), lack of staff
availability because of leave or holidays (41%), ageing staff (41%), absenteeism due to
illness and/or employment of disabled people (33%) and wage costs (33%) (Prismant
2009).
To sum up, there is a huge future labour market problem in the Dutch care sector. The
increase of future demand of health care services because of mainly demographic
reasons, cultural developments and medical technological developments cannot be
paralleled by a sufficient increase of labour supply in this sector. In addition, there rises
not only a quantitative problem in terms of a big gap between demand and supply of
labour. Likewise, a qualitative problem becomes visible that may also reinforce the
quantitative problem. Continuous rationalization of work processes and work
organization in healthcare organizations may go at the expense of the attractiveness of
working in the care sector. This is particularly detrimental if we compare the care labour
market with other competitive labour markets in the services sector. For example, the
labour market in the educational sector is in many aspects comparable with the care
labour market. Also in the educational sector the ageing process of the working
population will put a high pressure on future demand of labour in this sector. In the
short term many baby boomers will exit this sector and will have to be replaced by
younger cohorts. In a context of tight labour market in the future competing for scarce
labour supply between sectors will focus mainly on the quality of work. If the quality of
work in the educational sector will be perceived by workers as more attractive than in
the care sector many workers may decide not work in the care sector but in the
educational sector.

How to solve the future labour market shortages in the care sector?
In this paragraph I will discuss which proposals have been put forward recently to
solving the future labour market issue in the Dutch care sector. In addition, I will widen
the scope to a broader array of possible measures and policies that might contribute to
solving the problem.
By the end of 2009 on behalf of the government a group of experts related to the care
sector published a report about the expected future shortages on the care labour market
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and how to deal with it (Zorginnovatieplatform 2009). The group proposed four types of
HRM-measures with respect to health care institutions.
First of all, health care institutions need to invest in life long learning. By this is meant
effective and adequate continuing training and development of staff. The approach to be
chosen needs to be flexible in order to prevent a potential clash between broad
competences-oriented training and narrow job-oriented training.
As will be the case with the other measures proposed by the expert group, the
responsibility for organizing of and investing in life long learning will not be uniquely
an employer responsibility. Also the employee himself has to take some part of the
responsibility to make the HRM-policies a success as well as relevant national, regional
and sector actors such as the Ministry of Health, trade unions, professional
organizations and training institutions.
The group of experts recommends to specify investment in life long learning into the
following four more specific activities in behalf of all actors involved:
-

Monitor staff needs of healthcare organizations systematically to coordinate it
with trainers.

-

Collaborate on improving the study and sector results of the initial healthcare
training

-

Invest more in traineeships

-

Invest in training and development of employees

-

Utilize experience through accreditation of prior learning routes

Secondly, the group of experts recommends using employment terms to benefit from
diversity among employees in the care sector. As a matter of fact, this recommendation
anticipates the increase of the need of flexibility on the employees’ side. Differences in
age, family situation and value patterns of workers require more flexibility with respect
to employment terms, such as working hours, training and the size and quality of the
job.
More specifically, the experts recommend:
-

Remuneration in line with the market, combined with a scope for differentiation
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-

Harmonization of school and kindergarten opening times with the working and
studying hours of parents

-

To make leave-saving schemes more flexible

-

To focus on the usability policy for all age groups, including working and
learning of older age groups

-

Establishing well-defined career paths for care and nursing staff

Thirdly, the experts recommend optimizing the work structure. This implies the
structuring of work in accordance with the needs of individual employees by means of
self-scheduling, self-management, reordering of duties, job differentiation and proper
working conditions.
Finally, the experts recommend a fourth type of HRM-measures called policy-driven
recruiting, particularly focused on workers working outside the healthcare sector. For
example, deliberately focusing policies on target groups that are currently
underrepresented in healthcare, such as ethnic minority groups may contribute to an
increase of the supply of care workers. More in particular, the experts recommend:
-

To revamp the healthcare sector’s image and name as an area of employment

-

To invest in creating knowledge for recruitment and selection

-

To put energy into further strengthening regional collaboration

Summing up, the group of experts of the Zorginnovatieplatform puts forward a number
of recommendations almost completely directed at the supply of labour to solving the
future labour market shortages in the care sector. The experts realized that this would
only solve part of the problem. Apart from more deliberate HRM-policies directed at
current and future care and nursing staff also other measures have to be taken, mainly in
the context of discouraging future demand of health services (cf. also Givan 2010).
Currently, it turns out that the Netherlands is already spending 3.8 percent of BBP on
long-term care. If compared with a number of other European countries and the EU, this
is by far the most. Only Sweden is spending a comparable amount of public money on
long-term care. On average the EU spends in 2010 1.3 percent on long-term care.
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Moreover, it is forecasted that the public cost of long-term care in 2060 will rise in the
EU to 2.4 percent on average and in the Netherlands to 8.1 percent (Gradus & Van
Asselt 2011; European Commission 2009).
The main difference between the Netherlands and countries such as Germany, France,
Belgium and Denmark is that the collective Dutch healthcare system includes less
incentives stressing personal responsibility and in addition offers less individual
choices. For example, the German system for long-term care, the so-called ‘
Pflegeversicherung’ (1995) is mainly focused on living at home of the elderly as long as
possible. At the same time the Pflegeversicherung contains strong incentives towards
informal home care by family members and therefore evades a big claim on
professional care (Gradus & Van Asselt 2011).
The experts of the Zorginnovatieplatform refer in this respect to matters as adapting the
existing legal health insurance scheme, prevention, independent living of patients,
labour-savings innovations and a more outstanding role for informal care. Interesting in
this respect are calculations made by the experts of the long-term effect of alternative
solutions. These calculations are summarized in Table 1.

Table 1
Example calculations of the long-term effect of alternative solutions
The more than 900.000 part-time care
workers work on average 2 hours longer each
week

Creates 75.000 additional jobs

Older health care workers retire 2 years later
on average

Produces equivalent of 50.000 additional jobs

Increase of share health care labour market
from 13% to 15%

Produces equivalent of 175.000 additional
jobs

Annual increase of productivity of 1%

Produces equivalent of 115.000 additional
jobs

Increase of independent living reducing with
10 % entitlement of health care insurance
(AWBZ: Exceptional Medical Expenses Act)

Saves 90.000 jobs

Total number of jobs produced

Approximately 500.000

Source: Zorginnovatieplatform 2009

At least in theory these computations demonstrate that the forecasted shortage on the
care labour market by 2025 of approximately 470.000 workers is solvable by a
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combination of intelligent supply and demand oriented policies. However, at the
background rises another big potential issue, which will probably complicate the
resolution of the future labour market shortages in the health care sector. This concerns
the question of rising costs and who is going to pay for these.

Increasing costs of healthcare and its possible consequences
Until today the largest part of healthcare delivery in the Netherlands is financed by
public means. As a rule, patients are obliged to pay premiums for the two existing
collective health care regulations ZVW (health care insurance) and AWBZ (long term
care insurance and excessive medical expenses)18. The ageing process and the expected
growth of chronic diseases of the elderly will contribute to further increases of
premiums.

Likewise,

medical-technological

developments

and

socio-cultural

developments will put further upward pressure on health insurance premiums. Finally,
also the package of HRM- and labor market measures as proposed by the
Zorginnovatieplatform will contribute to a further increase of the costs of collective
health care in the Netherlands. Therefore, a more fundamental question with regard to
how much money Dutch society is willing spend on future health care has to be
answered urgently.
Despite the fact that health and the quality of healthcare by a majority of the Dutch
population are estimated as the most important private and public goods it can be
expected that there are limits to permanently rising health care premiums. For example,
instead of contracting more collectively paid workers in the healthcare sector as well as
increasing the supply of health care services, also a scenario of privatization of a
substantial part of the current collective health care system is a real possibility. If that
occurs future access and the average quality of health care provisions will become

18

Currently the AWBZ-premium individual earners have to pay amounts to approximately 12 percent
of gross personal income. In order to contain a further growth of this premium the government
excluded a few years ago home care from the AWBZ and decentralized it to the municipal level by
means of a new regulation (WMO). As a consequence, home care became less expensive because
from that moment on less professional and therefore cheaper workers deliver home care. Another
relevant cost containment policy of the Dutch government is the reinforcement of demand steering
over supply steering by stimulating the usage of personal budgets by patients and clients.
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strained, at least potentially for large groups in Dutch society. As a consequence, social
inequality could rise (De Gier 2010a).
In order to prevent the incidence of this unattractive future scenario the Dutch advisory
National Health Care Council (RVZ) has suggested recently a big cultural change in the
coming ten years encompassing a structural move from ‘sickness and care’ towards
‘health and behavior’ (RVZ 2010). In particular, the council anticipates the expected
strong increase of chronic diseases between 2010 and 2020 and proposes that both care
supplier and patients jointly manage this problem. More concretely, the RVZ perceives:
-

A substantially increasing, but principally changing health care demand

-

An increase of medical treatments and knowledge about this by the general public

-

A critical healthcare consumer and citizens searching for health

-

At the same time, a double break on this growth potential. This includes the care
labour market as well as the budget available for heath care.

Other indications pointing into the direction of future privatization and reductions of
public spending on health care are a number of reports produced on request of the
government by responsible civil servants in which possible reductions of public health
care spending up to 20 percent of total are put in a row (Rapporten brede
heroverwegingen 2010). On the whole, three reports were produced on cure, care and
mental health care. The authors not only paid attention to reducing public spending on
health care, but also developed proposals with regard to a more efficient organization of
long-term care. Taken together, all three reports propose:
-

Reduction of public health care spending by increasing own contributions of the
insured and limiting the supply of collectively financed provisions

-

Reinforcement of privately financed health care

-

Increase of self-management of clients and patients

-

A further substitution between professional and informal care

-

Increase of efficiency of the healthcare system and health care services (Rapporten
brede heroverweging 2010).
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Despite the fact that the current government didn’t explicitly formulate specific
quantitative targets yet with respect to reducing public health care spending in the short
term it can be expected that the proposals put forward by the RVZ and the civil servants
will largely be implemented in due course.

A viable alternative approach
Seen the enormous future challenge for the Dutch care labour market it seems sensible
to search also for solutions of this issue outside the narrow domain of in-company
HRM-policies. Contrary to most other labour markets the care labour market can also
be considered as a combination of a formal and an informal labour market. Traditionally
much of the care work is not only accomplished by paid employees, but also by a large
group of informal carers. Theoretically both labour markets could be enlarged or
diminished. The basic idea behind it is a sort of communicating vessel. At the same
time, patients and clients themselves could carry out a larger part of the care work by
enlarging their own personal responsibility. In that case, a more outstanding role for
self-help, all or not with support of modern technology and/or professional support,
becomes important (De Gier 2010b).
The basis of the alternative approach is the idea that both workers and clients/patients
need to dispose of the right combination of capabilities. Capabilities are individual skills
and competences that allow workers and clients to participating in an acceptable way in
society. In case of workers this points towards optimizing the employability and in case
of clients and informal carers this deals with empowerment.
Employability can be realized by the implementation of active labour market policies
and the implementation of transitional labour market policies oriented on the whole
lifetime professional career. It contains, for example, the following aspects: work
security instead of job security, education and training, mobility, making so-called
‘good transitions’ on the labour market from unemployment to employment, quality of
work, working smarter, age-specific HRM-policies, work-private provisions.
Empowerment, on the other hand, offers the right conditions to informal carers and
clients to carry out caring activities more effectively and to get a better grip on their
own personal situation and environment. Empowerment entails amongst other aspects:
care-ability of informal carers and clients, volunteer-ability, self-care of clients, remote
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care with the support of modern technology (internet and videophone), new family
networks and care of elderly people for the elderly.
There is evidence that both the formal and the informal care labour markets will be tight
in the future. For example, the number of available informal carers will shrink because
of demographic and formal labour market reasons. Traditionally, the bulk of informal
care is given by women, which mostly carry out paid part-time work. In the context of
future labour market shortages the official active labour market policy of the Dutch
government also implies stimulating women to making transitions from part-time work
to full-time work. As a consequence, less room remains for giving informal care by
women. Therefore, other categories of citizens, such as the elderly, have to be
stimulated to substitute at least a part of the informal care role of women. Another and
perhaps smarter solution is to link organizational HRM-policies of caring institutions
with taking care by these institutions at the same time of the informal carers and selfhelpers in the direct context of these institutions. Apart from dovetailing professional
care work and informal care work, part of the organizational HRM-policies could in that
case also become available to the linked informal carers. For example, available training
facilities of health care institutions would also become accessible to informal carers and
voluntary workers.

Conclusion and debate
There is evidence that the future Dutch care labour market in 2025 will be extremely
tight from a quantitative viewpoint. This is caused by demographic and economic
developments.
This problem will be reinforced by an increasing pressure on the quality of work and
working conditions in this sector. Particularly, continuously increasing work pressure
will become a problem. Moreover, traditional professional craftsmanship of care
workers will erode. Put into perspective, working in the care sector will lose some of its
attractiveness in comparison with working in other parts of the services sector. As a
consequence, attracting new and replacing labour supply will not be the only problem
the care sector will meet. Also, retaining the existing work force seems to become
problematic, mainly because of increasing work pressure and the loss of traditional
craftsmanship of caring professionals. Instead, neo-taylorist tendencies will contribute
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to the development of a so-called ‘Fordist model of medicine’. Therefore, it is
recommended by experts to develop timely competitive strategic and comprehensive
HRM-policies, of which lifelong learning programs have to be an important part. This
will not fully solve the issue. Additional policies will be required, combining labour
market and HRM-policies with a substantial discouragement of healthcare services
demand.
Discouragement of healthcare services demand in principal is a delicate matter. Either it
could focus primarily on productivity increases, privatization of healthcare and
increasing own contributions in case of services of entitled persons or, alternatively, it
could focus primarily on a smart and dynamic exchange of the formal and the informal
care labor market. This includes a larger role of self-help of clients and patients. In the
first case the risk of increasing social inequality in Dutch society will be evidently
larger. In the second case, there is a need of developing comprehensive employability
and empowerment policies of workers, informal carers and patients/clients themselves.
Also, support of appropriate medical technological devices and appliances is required.
In sum, it turns out that the Dutch care labour market is in fact an expression of a
delicate and dynamic demand and supply balance of formal carers, informal carers and
self-caring of patients and clients. An ageing and shrinking labor force, which results in
a gradual decrease of labor supply, doesn’t exclusively cause this. Another important
factor is the ageing of the population itself that will generate a further and at the same
time more diverse and complex demand of healthcare services. In 2010 there were 2.5
million citizens over 65 years of age and 640.000 over 80. In 2025 these numbers will
have risen to 3.7 million people over 65 and 910.000 over 80.
In the near future this demand and supply balance will lead to a further substitution of
formal carers by informal carers and likewise, to a re-institutionalization of the role of
the (extended family) in Dutch society. Already at this moment the number of informal
carers by far exceeds the number of formal carers. In 2010 there were about 700.000
formal care workers, which equals approximately 8 percent of the total Dutch working
population and 3.7 million informal carers. In 2025 the number of formal carers has to
rise from currently 15 percent until 22 percent of the whole working population.
Considering the already tight labour market in the Netherlands, the question is if this
will be feasible. Therefore, it becomes extremely important to increase both the
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employability of care staff and the empowerment of patients, clients and informal
carers.
Increasing the employability of care personnel entails the following:
-

Permanent investment in lifelong learning activity

-

Introduction of new and more horizontal forms of work organization

-

A re-valuation of professional craftsmanship of care workers

-

Introduction of innovative management and leadership styles, work organization
and work processes

-

More attention to the work-life balance of both formal and informal care workers

Subsequently, empowerment of informal carers as well as of patients, clients and
informal carers can be realized by:
-

Prevention of chronicle diseases of the elderly

-

A more intensive and extensive use of positive financial incentives

-

An increase of supply of combined formal and informal care

-

Extensive use of supportive and labour saving applied technology

-

Systematic attention in HRM-policies of health care institutions to the involvement
and development of informal carers

-

On the long run a cultural shift from “sickness and care” towards “health and
behavior” (RVZ 2010)

At the background remains the risk that nor the proposed trade-off between formal and
informal care will not solve the whole problem. If that happens to be the case the risk of
a dual labour market in the care sector will rise as well as the risk of a social division in
the supply of care. In that case privatization and higher own contributions will become
more predominant.

84

The Intricate and Uncertain Future of the Labour Market in the Dutch Health Care Sector

References
BERKHOUT, Ernest & Emina VAN DEN BERG (2010). Bridging the Gap. International
Database on Employment and Adaptable Labour. Amsterdam, March: Randstad/SEO
Economisch Onderzoek.
DE GIER, Erik (2010a). Gedachten over de toekomstige arbeidsmarkt in de zorgsector.
Tijdschrift voor HRM, Vol. 13, No. 1, pp. 49-50.
DE GIER, Erik (2010b). De zorgarbeidsmarkt in spagaat? Tussen een toenemende vraag naar
arbeid en collectieve bezuinigingen. Tijdschrift voor HRM, Vol. 13, No. 3, pp. 68-90.
EUROPEAN COMMISION (2009). Sustainability Report 2009. European Commission:
Luxemburg
EUROPEAN COMMISSION (2010). Europe 2020. A strategy for smart, sustainable and
inclusive growth. Communication From The Commission, COM (2010) 2020, 3 March:
Brussels.
GIVAN, Rebecca (2010). The Challenge to Change. Reforming Health Care on the Frontline in
the US and the UK. Draft, ILR School, Cornell University: September.
GRADUS, Raymond & Evert Jan VAN ASSELT (2011). De langdurige zorg vergeleken in
Nederland en Duitsland. ESB, Vol. 96, No. 4607, 1 April, pp. 202-203.
MENZIS (2010). Wat leeft er in de zorg? Samenvatting uitkomsten National Enquete ‘Werken
in de Zorg’. Enschede.
PRISMANT (2009). Regiomage 2009: De arbeidsmarkt van verpleegkundigen, verzorgenden
en sociaal-agogen 2009-2013. Utrecht: Prismant.
PRISMANT & MOTIVACTION (2009). ZorgWerk en ZorgWerkers in 2025: De ‘Z-generatie’
als wenkend toekomstperspectief. Utrecht: Prismant.
RAPPORT BREDE HEROVERWEGINGEN (April 2010). Curatieve zorg 2.0. Den Haag.
RAPPORT

BREDE

HEROVERWEGINGEN

(April

2010).

Interdepartementaal

beleidsonderzoek curatieve GGZ. Den Haag.
RAPPORT BREDE HEROVERWEGINGEN (April 2010). Langdurige zorg. Den Haag.
RVZ (April 2010). Zorg voor je gezondheid! Gedrag en gezondheid: de nieuwe ordening. Den
Haag.
ZORGINNOVATIEPLATFORM (2009). Healthcare for People, and People for Healthcare.
Labour Market Policy for the Healthcare Sector en route to 2025. The Hague, 26 November:
ZIP/ Ministry of Health.
85

