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EMPOWERCARE Strategy

Introduction
After the start of the Empowercare project, PP9, WZC Wieltjesgracht 
vzw, was chosen to be the Work Package Lead. Together with all 
other partners implied in the realisation of WP 1, a working plan was 
put together for the development of the Empowercare Strategy.  

The working plan for the strategy which was drafted consisted of the 
following steps:

1. Collection of data on various care models by all
partners concerned.

2. Site	visits	to	four	current	care	models	to	gain	first-hand
information	on	the	models	in	order	to	evaluate	them.
The	models	concerned	were	Esther	(PP3,	Kent	County	Council),
Conférence	Familiale	(PP5,	Département	du	Nord),	Zorgzame
Dorpen	(PP6,	Provincie	Antwerpen	and	Zeeuwse	Huiskamer
(PP12,	Samenwerkingsverband	Welzijnszorg
Oosterschelderegio	(SWVO)	).

3. Review	of	all	documentation	collected.

4. Filtering	the	key	components	from	each	care	model	which
was	visited.	It	appeared	that	even	if	the	models	are	not
identical,	they	all	are	built	around	the	same	basic	idea,
namely	a	person-centred	approach.

5. After	a	proper	discussion	of	all	information	and	an	evaluation
in	the	light	of	,the	specific	situations	of	all	partners,	a	number
of	guiding	principles	were	identified.	These	guiding	principles
led	to	the	co-creation	of	a	limited	number	of	‘building	blocks’.
This	‘building	blocks’	approach	was	chosen	to	make	our
strategy	more	versatile,	reproduceable	and	implementable	in
often	similar,	but	not	quite	equal	very	specific	situations.

6. These	building	blocks	were	used	to	formulate	a	draft	strategy
which	was	reviewed	in	the	course	of	the	project	at	the	level	of
the	local	pilot	projects.

7. The	procedure	allowed	us	to	formulate	a	‘final	strategy’	which
follows	hereunder.
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Some observations

Stating that this whole process ran completely smoothly, would 
be an overstatement, as we were almost immediately confronted 
with a serious problem, which was not of our making, nor was 
it foreseeable. Barely two months after the start of the project, 
the Covid-pandemic struck. This had serious consequences for 
our planned work. Due to governmental health restrictions and 
successive lockdowns, we were faced with a number of barriers 
prohibiting working as a group in person. 

Some of the limitations we faced were:

1.	No	in	person	meetings,	which	was	not	good	for	the	creation		 	
	 of	the	healthy	personal	relations	which	are	a	fundamental		 	
	 element	in	any	real	working	relationships.	We	also	discovered		
	 that	on-line	meetings	were	not	the	complete	answer	to	all		 	
	 problems,	as	these	meetings	tend	to	be	far	less	productive		 	
	 and	creative	than	in	person	contact	allows.

2.	There	were	no	real	site	visits	possible.	This	hampered	in	part		
	 our	perception	of	the	methods	or	care	models	which	were	to		
	 be	studied.	However,	the	partners	concerned	managed	to	do		
	 the	second	best	thing	by	turning	the	site	visits	into	 
 virtual trips.

3.	There	was	only	a	limited	possibility	to	collect	‘personal’		 	
	 experience	data	in	the	field	because	of	strict	lockdowns,		 	
	 meaning	that	the	elderly	and	vulnerable	part	of	the		 	 	
	 population	had	become	a	no-go	zone.

4.	The	lockdowns	limited	our	options	and	chances	to	test		 	
	 strategy	elements	in	the	field,	as	our	main	target	public	was			
	 out	of	bounds	because	of	its	vulnerability	during	the	longest			
	 part	of	the	project.

In the end, under difficult circumstances, we 
managed to formulate a number of coherent strategy 
elements, and rather than putting them in a long and 
complicated text, we formulated them in a table.  

A stunning revelation

Although we identified a number of key elements 
in our search for a strategy, it all boils down to one 
simple general principle: the individual should be at 
the heart of all actions, care and care methods. 

The strategy building blocks 
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Empowerment is 
about connection

Collaboration and Interaction

The EMPOWERCARE project aims at empowering individuals and 
communities to manage their own care and support, utilising 
technological and innovative solutions.  Empowerment is a key 
strategy for responding to the unprecedented challenges for health 
and care services, increasing demand, particularly for growing older 
populations and pressure to find new approaches. EMPOWERCARE 
supports older individuals to be more closely integrated with 
their communities, as part of supporting individuals to remain in 
their own homes safely for longer. It is a major challenge for all 
EMPOWERCARE partner countries to change the way their citizens 
are involved in their own care, support and wellbeing. 

Empowerment is about connection. It can only be achieved 
through genuine and collaborative interaction with others. While 
individual responsibility in acting to empower individuals cannot 
be underestimated, all professionals work within organisations 
and organisations work within a welfare system. To achieve 
true empowerment of individuals, the principles and ethos of 
empowerment need to be understood and actioned at all levels: 
individual, organisation and system to make a true and sustainable 
change. This is the purpose of a strategy. 
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About the EMPOWERCARE Strategy

Our strategy is based on examples of empowering practice and 
approaches taken from 4 existing models of care. 

• ESTHER

• Conférence Familiale (Family Group Conferencing)

• Zorgzame Dorpen (Caring Villages)

• De Zeeuwse Huiskamer (Zeeland Living Room)

By care, we mean the provision of what is necessary for the 
health, welfare, maintenance, and protection of someone. This 
encompasses a broad spectrum of environments and situations. 

These models have one common basic principle: they are  
person-centred and focus on the wishes, ideas aspirations, 
possibilities, and goals of the individual.

However, they use different, distinct approaches and methods to 
implement the goal of empowering individuals. 

As part of the Empowercare project, we have studied and compared 
the key common features of these models. We have selected 
the most person-centred, empowering elements from them and 
created several guiding principles, or building blocks, for our own 
Empowerment strategy.  

As part of the strategy, we will identify tools and methods related to 
these building blocks that can help empower individuals. 

We will use ‘building blocks’ rather than ‘rules’ to describe some 
common foundations for good person-centred practice whilst 
recognising the differences between individuals, their environments 
and the welfare systems that support them. 

Specifically, the building blocks will recognise that:

• Individuals’	situations	are	not	identical	and	will	differ

• Individuals	do	not	always	have	the	same	resources	or	support
available	to	them.

• Individuals	may	receive	paid	(or	funded)	care,	informal	care
(provided	by	friends	or	family	members)	or	a	combination
of	both.

• In	both	instances,	there	is	diversity	in	the	skills,	knowledge
and experience of carers.

• Cultural	differences,	as	well	as	differences	in	welfare	systems,
may	lead	to	different	approaches.
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EMPOWERCARE Strategy Framework Building Block 1: The Individual is 
at the centre of their care (a person 
centred approach)  

What this means

This is the principle at the heart of the strategy. 

It means that individuals can plan, manage and receive their own 
care in the way they want. 

Those supporting the person are responsible for enabling that to 
happen and respecting the individuals’ opinions, preferences  
and wishes.

An example to illustrate

In the ESTHER approach, ESTHER is a fictitious person in need of care 
and support from more than one organisation. 

In this approach, the key is to start with ESTHER and to build the care 
around their needs as well as their own resources. 

ESTHER cafes are informal meetings between ESTHERs, their family 
or friend, care providers and other professionals. 

ESTHERs have the opportunity to tell their story – once – for all to 
hear and the people providing support can give updates on what 
they are doing to support ESTHER and how it is working. 

The ESTHER café puts ESTHER at the centre of their care and ensures 
that their voice is heard by all those providing care and support. 

ESTHER cafes are informal 
meetings between ESTHER’s, their 
family or friend, care providers 
and other professionals
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Building Block 2:  
A right to decide for yourself

What this means

This is the key principle in Empowering the individual.

We will work with individuals to understand their unique strengths, 
the resources and assets available to them and their individual 
goals and aspirations. 

As professionals, we need to understand own role and that of 
other individuals supporting the individual. We need to be able to 
listen, reflect on their own opinions and ensure that individuals are  
empowered to make decisions about their own care.

Indeed, all our actions should be aimed at enabling individuals to 
have ownership of their own care and welfare, including the power 
to make decisions about their care for themselves. 

An example to illustrate

Empowercare has developed a Workforce Competency Framework 
to detail the skills and knowledge that an empowering  
workforce requires. 

Empowering 
the individual
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Building Block 3:  
Everyone is part of a community and 
should have a place in it

What this means

All individuals need support regardless of their age, gender, 
ethnicity or need for care and support. 

Communities and community resources are essential in providing 
support for individuals. 

Involvement and inclusion within a community has positive impacts 
at an individual level by creating connectivity to others, reducing 
isolation and creating a sense of belonging and purpose. 

Supporting individuals to integrate and connect to communities, 
increases awareness, motivation and cohesion. Creating supportive 
and accepting communities for one group of individuals, often 
benefits others in the same community. 

Within the strategy, we focus on understanding the natural 
networks and connections within communities that individuals have 
to support then, and on creating and developing networks where 
they do not exist or are not resilient or broad enough to meet the 
needs of the individual. 

In this instance, ‘communities’ can include family members, friends, 
professionals, organisations, neighbourhoods, the environment – 
basically any element that creates a circle or community of support 
for the individual. 

An example to illustrate

The province of Antwerp supports local authorities to become 
resilient communities by creating caring villages.

Communities that sign-up as a ‘caring village’ receive a support 
package to help them implement their goals. 

The package includes coaching, workshops tools, instruments, 
and a methodology for a thorough participatory analysis of 
neighbourhoods and villages. 

The approach uses detailed local research to understand 
geographical, social and environmental factors, as well as engaging 
with residents to identify the best tools to tackle loneliness within 
that community e.g. mapping local service centres and identifying the 
best location for a new centre.

The caring village package provides resources to undertake 
quantitative, environmental and qualitative impact analysis. As well 
as tools for formulating an action plan and policy recommendations 
based on the results of the analysis. 

All of this is undertaken with the aim of creating a ‘caring village’ that 
is sustainable over the longer term. 

9BACK TO CONTENTS PAGE



Building Block 4:  
Technology is my friend

What this means

In this principle, we recognise the role and value of technology in 
enabling and empowering individuals. 

Technology can widen the choices available to individuals, increasing 
their independence and broadening their options. 

Technology can help with:

• Mobility issues. 
• Communication issues. 
•	 Housekeeping. 
• Managing medical conditions.

The focus on new technology recognises the speed at which 
technology develops, making things possible which were impossible 
just a few years ago. 

Studies show us that older individuals are statistically more likely to 
be digitally illiterate or experience barriers to digital inclusion, such 
as lack of access to the internet, lack of money to pay for technology, 
lack of understanding of what is available to them. 

As a result, in Empowercare we focus on the following: 

•	 Increasing	digital	literacy. 
•	 Reducing	fear	of	technology.	 
•	 Demonstrating	technologies	to	explaining	what	it	can 
	 do	and	how	is	can	help.

An example to illustrate

The Zeeuwse Huiskamer has set-up technology 
centres known as ‘Living Rooms’ which provide older 
people, as well as their family, with the opportunity to 
trial products that can support them with their frailty 
and isolation. 

As well as trialling and testing the technology, they 
bring together residents and experts to develop 
innovative solutions e.g. improvements for wheelchair 
accessibility. Care professionals and students are 
involved in the evaluation. 

New and better ways of providing care and support 
are continuously sought, based on the views and 
feedback of individuals receiving care and support. 
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Building Block 5: 
Collaboration is key 

What this means

A key common feature of the four models is a focus on genuine, 
qualitative collaboration between care providers and other 
professionals working with the individual. 

This helps ensure that care is joined up, and the individual only has 
to tell their story once – improving the individuals experience of 
receiving care.

This relies on professionals being able to work within their 
organisational boundaries but without letting those boundaries 
create barriers to collaboration and cooperation. 

This would for example, be through a central communication area, 
where observations and experiences can be shared between carers 
and individuals.

An example to illustrate

The Family Conferencing approach focuses on bringing together an 
individual’s family, friends, community and professional supporters 
to provide a cohesive structure to aide independence. 

The model was designed to support young people but is now being 
adapted for older people through the EMPOWERCARE project.

A key feature is the consistent involvement of the individuals 
receiving care in all aspects of the planning and delivery of that care 
and support from the outset.

A key common feature of the four 
models is a focus on genuine, 
qualitative collaboration. 
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Building Block 6: 
Services should be dynamic

What this means

This building block recognises that individuals needs vary and 
change over time. 

Caring is an ongoing dynamic process which needs to be adapted 
as the person’s needs change. 

Services should be continually evolving and learning. Organisations 
and services must be willing to learn from experience.

In person-centred care, there is a focus on supporting individuals 
to access the support available to them in their communities.  
This can bring to light gaps that might exist in what is available. 
Finding solutions to fill those gaps is important. 

This can be done by working differently with existing services, 
developing new services and using  technology where possible.

An example to illustrate

Caring villages uses a participatory process to find  
gaps and solutions within community settings. 

It starts from visualising the resources, assets, good 
practices that are already in the community. 

For example, in one of the pilots sites the lack of basic 
facilities is a gap and a key challenge. Specifically, there 
is no butcher or supermarket in the village anymore.  

The solution which has been identified to fill the gap  
is to organise a weekly market on the village square. 

During this market, the village will also open the café  
in their village house where a cup of coffee will be 
offered to people to encourage social interaction 
between individuals. 

Care and welfare professionals will be available to 
answer questions and provide information about 
support needs. 

In this way, the market not only enables individuals  
to buy food locally but helps reduce social isolation  
by providing a way for people to meet and talk to  
each other. 
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Building Block 7: 
Dare to innovate

What this means

The above building blocks describe a shift, not only in, how we 
think about the provision of care services, but also how we work 
differently and professionals to support and empower individuals. 

Making these changes requires a commitment to change and 
challenge the status quo. Daring to do things differently, work in  
a different way, take risks and let individuals receiving care  
take control. 

This may be especially relevant in the use of technology where 
professional and individual perceptions of how technology can be 
used to support individuals can vary.

An example to illustrate

All of the pilots are new, innovative ways of working. They have 
been based on existing good practice and either transferred to a 
new environment (for example, ESTHER) or have been adapted 
to support a different group of people (for example, the Family 
Conferencing Approach).

Developing and embedding pilots can be challenging as they often 
require culture change and a move away from the status quo, but 
the benefits often outweigh the risks.

Daring to do things differently, 
work in a different way, take risks 
and let individuals receiving care 
take control.
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Building Block 8:  
Empowerment needs to be 
understood and actioned at all levels 

What this means

Empowerment is about connection. 

It can only be achieved through genuine and collaborative 
interaction with others.

While individual responsibility in acting to empower the 
individuals cannot be underestimated, all professionals work 
within organisations and organisations work within a  
welfare system. 

To achieve true empowerment of individuals, the principles 
and ethos of empowerment need to be understood and 
actioned at all levels: individual, organisation and system to 
make a true and sustainable change.

An example to illustrate
This is the purpose of the strategy. 

Empowerment is 
about connection
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EMPOWERCARE 
Workforce Competency
Framework



Introduction

After the start of the Empowercare project, PP9, WZC Wieltjesgracht 
vzw, was chosen to be the Work Package Lead. Together with all 
other partners implied in the realisation of WP 1, a working plan 
was put together for the development of the Empowercare  
Competency Framework.  

The working plan for the strategy which was drafted consisted of 
the following steps:

1.	Partner	community	asset	mapping	 
	 (local	training	possibilities	listed)

2.	Studying	other	existing	competency	frameworks

3.	Gap	analysis	of	existing	support	and	training	(review	of		 	
	 all	information	in	order	to	discover	which	subjects	were 
	 not	covered)

4.	Develop	1st	version	of	competency	framework	in	 
	 co-creation	with	all	partners	concerned	

5.	Making	available	existing	source	material	to	fill	gaps

6.	Finalise	the		competency	framework

17BACK TO CONTENTS PAGE



Introduction (continued)

The EMPOWERCARE project empowers individuals and communities 
to manage their own care and support, utilising technological and 
innovative solutions.  Empowerment is a key strategy for responding 
to the unprecedented challenges for health and care services, 
increasing demand, particularly for growing older populations and 
pressure to find new approaches.  EMPOWERCARE supports older 
people to be more closely integrated with their communities, as part 
of supporting people to remain in their own homes safely for longer. 
It is a major challenge for all EMPOWERCARE partner countries to 
change the way their citizens are involved in their own care, support 
and wellbeing. The workforce needs to understand this and develop 
new ways of working in line with strengthening community assets 
and empowering older people to be more involved in decisions 
concerning their care, support and wellbeing. 

A detailed search of existing workforce competency frameworks 
supporting empowerment within health and care delivery was 

carried out, before embarking on a competency framework to 
support workforce transformation for the EMPOWERCARE project. 
The starting point was the World Health Organisation's Framework 
for Action on Interprofessional Education and Collaborative Practice. 
This informed the competency framework developed to support 
the Interreg ZORO project, which was the inspiration for the 
EMPOWERCARE competency framework, focussing on the six key 
areas of: 
•	 Teamwork	

•	 Roles	and	Responsibilities

• Communication 

•	 Learning	and	Reflecting	

•	 Putting	the	person	first	

•	 Ethical	aspects

Further details of the competency framework developed to support the Interreg ZORO project can be found here.
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Key Aims of the EMPOWERCARE 
Workforce Competency Framework 

This competency framework has been developed to support the 
workforce transformation elements of the Interreg EMPOWERCARE 
project. The workforce needs to be appropriately skilled and 
competent to meet current and emerging needs and empower 
the people they work with. This includes the ‘digital revolution’ 
accelerated during 2020/21 and the increasing use of technology 
to support people to retain their independence, connect to their 
communities and live safely in their own homes.  

Teamwork is identified as a key competence for delivering high 
quality care and support and empowering people. The type of 
teamwork being promoted by this competency framework is not just 
within internal teams, it also refers to interprofessional collaboration 
between care givers, professionals, volunteers and informal care 
givers across organisations. 

Further details of how the competency framework supports the 
overall objectives of the EMPOWERCARE project can be seen 
summarised in the Workforce Transformation Logic Model  
attached as Appendix 1. 

Overall EMPOWERCARE and workforce transformation will place the 
individual at the centre of every conversation and decision relating to 
their care and support. Furthermore, the individual will be an equal 
partner with professionals and care givers, who have responsibility 
to support and enable individuals to feel empowered, as an integral 
part of their professional role. The illustration below adapted from 
the ESTHER model, represents the shift in how individuals are 
included in conversations and decisions about them, so that true 
empowerment is evident and an expectation.

Partnership

ESTHER in Focus ESTHER a part of the team

A change of perspective...

19BACK TO CONTENTS PAGE



Teamwork 
Cooperate inter-professionally and collaborate to deliver common goals, resulting in consistent, high-quality care and 
support, where feedback from people receiving care and support informs practice.
First column: Competencies Drawn From World Health Organisation Framework for Action on Interprofessional Education & Collaborative Practice.  
Second column: Resulting Impact for Empowered People Receiving Care and Support

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Understand the principles of teamwork Consistent, joined up service delivery which individuals are engaged in from the 
outset, with support to ‘find their voice’.

Take on both the role of team member and team leader 
Appropriately skilled and experienced care givers, where feedback on 
performance from people receiving care and support is sought, encouraged and 
acted upon.

Understand the potential and limitations of teamwork
Consistent, seamless service delivery, regardless of which member of the team 
is providing the service, where feedback will be sought, encouraged, shared and 
owned by the team.

Enter into a respectful relationship with team members Professional care and support, espousing an ethos of dignity and respect where 
feedback to the team is sought, encouraged, shared and acted upon.

Active participation in team operation
Motivated, well informed and appropriately skilled care givers, active 
participation by people receiving care and support in decision making on their 
care and support.

Embrace team values and standards and set common goals
The standard and quality of care and support reflects expectations stated by the 
organisation providing care and support, with regular opportunities to provide 
feedback.

Deal with conflict within the team and negotiate appropriate solutions Professional, united care and support, flexibility, solution focus and negotiation 
with people receiving care and support when agreeing outcomes.

Develop own competence and support team members in the development of 
their competencies.

Appropriately skilled and experienced care givers, consistent standard of 
service delivery, where feedback is encouraged to inform team and practice 
development
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Roles and Responsibilities  
Awareness of own and others’ expertise, to work together efficiently, resulting in people being clear on who is 
responsible for each aspect of their care and support, without duplication or gaps in service.

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Understand own role and that of other team members. 
Care and support is delivered by the most appropriate person in the team with 
the right skills and experience, feedback is sought and encouraged to inform 
future service delivery.

Recognise own expertise and that of other team members.
Confidence by the person receiving that care and support is provided by the 
most appropriately skilled and experienced care givers, feedback is sought and 
encouraged

Understand own strengths and limitations.
Care and support may be provided by a range of care givers depending on needs 
and requirements and this is discussed and agreed with the person receiving 
care and support.

Regularly review own skills and expertise and that of others in the team against 
care and support requirements.

Regular systematic feedback and involvement is sought from the person 
receiving care and support, to inform care givers’ skills assessment and 
development, with feedback to confirm outcomes.

Allocate appropriately skilled and experienced care givers to meet care and 
support requirements.

Care and support provided by appropriately skilled and experienced care givers 
who will develop in line with requirements and be replaced or supported by 
others if required, as agreed with the person receiving care and support.

Consult other health and care providers when particular expertise  
is required.

The most appropriately skilled and experienced care giver available will provide 
care and support and this may change depending on care and support needs 
and requirements, as discussed and agreed with the person receiving care and 
support.

Be accountable for own responsibilities within the team.
Clearly named individuals provide care and support, the person receiving care 
and support has a good understanding of who to contact regarding different 
aspects of their care and support.

Manage risk appropriately, acknowledge and discuss the risks, care quality and 
patient safety relating to care and support and behaviour of team members.

Support for appropriate risk taking is in place with the person receiving care 
and support, care and support feels safe and of good quality with regular 
opportunities to discuss and provide feedback.
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Communication  
Active listening and appropriate sharing of information, to support the best care and support, tailored to the 
individual needs of people requiring care and support, resulting in people feeling listened to and that their 
views matter.

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Consult with health and care professionals and all involved in a person’s care 
and support.

An inclusive approach is taken to ensure the best care and support outcomes 
are agreed and understood by all involved, with the person receiving care and 
support as an equal partner in the team.

Share relevant information and expertise with health and care professionals 
and others involved in a person’s care and support.

Care and support records are accurate, up to date and accessible to all who need 
to see them, including the person receiving care and support.

Share relevant knowledge with health and care professionals and others 
involved in a person’s care and support.

Care and support records are a reliable source of a person’s wellbeing and 
whether care and support needs are being met, with the views of the person 
receiving care and support clearly recorded.

Use language and terminology that is clear and understood by all involved in an 
individuals care and support.

An inclusive approach is taken to ensure that no one involved in a person’s care 
and support is excluded and communication support is provided to the person 
receiving care and support where required.

The purpose and potential of feedback is understood and applied in all aspects 
of providing care and support.

Every opportunity is available to provide feedback on all aspects of care and 
support and actively encouraged, follow up is provided to the person after 
feedback has been given.

Feedback is provided appropriately and in a respectful way.
An inclusive approach is taken and communication support is provided where 
required, with encouragement to the person receiving care and support to ‘use 
their voice’.

Active listening is applied consistently with people receiving care and support, 
family and other health and care professionals.

Evidence of active listening is apparent to the person receiving care and support, 
follow up takes place to confirm outcomes.

Appropriate communication tools and technology are used to ensure  
effective communication.

An inclusive approach is taken, based on the persons understanding of the 
communication tools and technology available, support is provided where 
required, to maximise engagement.
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Learning and Reflection   
Use critical reflection to understand the strengths and limitations of individuals and the team and inform 
training plans, resulting in continuous improvement of care and support for individuals.

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Critical reflection on individual performance and as part of a team. New and better ways of providing care and support are continuously sought, 
based on the views and feedback of people receiving care and support.

Be aware of and articulate own strengths and limitations.
New and better ways of individuals providing care and support are sought, based 
on the views and feedback of people receiving care and support, to improve 
individual performance and consolidate learning.

Identify strengths and limitations of the team and make improvements. New and better ways for teams to provide care and support are continuously 
sought and feedback is provided on changes made and other outcomes.

Use evidence-based methods, based on professional experience and academic 
knowledge, to refine and apply knowledge.

There is confidence in the care and support provided, as people receiving it are 
aware that it is researched, proven, based on best practice and updated when 
new evidence comes to light.

Understand the concept of life-long learning and apply it with own practice. Care and support givers consistently ask questions and use professional curiosity 
to understand if care and support needs are being met or can be improved.

Develop own competencies and support team members in the development of 
their competencies, including the use of technology.

Appropriately skilled and experienced care givers, consistent standard of service 
delivery, where feedback from people receiving care and support informs team 
and practice development.

Set up and utilise improvement cycles with the team.
Care and support givers consistently ask questions and use professional curiosity 
to understand what can be improved by the team and feedback to people 
receiving care and support.

23BACK TO CONTENTS PAGE



Putting The Person First  
The care recipient is a valuable partner in shaping person-centred care and support and feels empowered in 
all conversations and decisions about their care and support.

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Ensure the person receiving care and support is at the heart of the planning and 
delivery of care and support.

Consistent involvement of people receiving care and support in all aspects of 
their care and support planning and delivery from the outset.

See the person receiving care and support as a valuable partner within  
the team.

Empowerment, inclusion and involvement of people receiving care and support 
as equal team members on all matters relating to their care and support.

Actively engage the person receiving care and support and those close to them 
to identify what matters to the individual.

Support and encouragement for the person receiving care and support and 
those close to them to be actively engaged in care and support planning and 
understanding what matters to them.

Listen, empathise and sensitively advocate for what matters to the person 
receiving care and support.

Feeling listened to, what matters to the person receiving care and support is 
implemented, including when others do not always agree.

Promote safe and high quality care and support and what matters to the person 
receiving care and support.

Care and support feels safe and of high quality, meeting all identified care and 
support needs and what matters to the person, with feedback to those who 
provide care and support.

Work as a team to ensure safe and high quality care and support and what 
matters to the person receiving care and support.

Care and support feels safe and of high quality, meeting all identified care and 
support needs and what matters to the person, with feedback to the team that 
provides care and support.
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Ethical Aspects   
Respect for autonomy, transparency, honesty, trust, dignity and cultural differences, resulting in people 
feeling confident about their care and support.

What the workforce are expected to do What empowered individuals can expect from their  
care and support

Team members are treated in a respectful way.
The culture of respect within the team extends to all aspects of care and support 
planning and delivery, feedback on this is sought and encouraged from people 
receiving care and support.

Services are managed with transparency and integrity.
The culture of respect within the team extends to all aspects of care and support 
planning and delivery, feedback on this is sought and encouraged from people 
receiving care and support.

Care and support provision is based on informed decision making  
and freedom of choice.

People receiving care and support are involved in decision making from the 
outset and are aware of the choices available to them, decisions are based on 
what matters to the person.

Team members feel valued and safe.
Care and support givers are confident, positive and reassuring when delivering 
services, communicate openly and are receptive to feedback, people receiving 
care and support feel valued and safe and have opportunities to express this.

Team members have confidence in the team.
Care and support meets the needs of those who require it, feedback from  
people receiving care and support informs the quality and future success  
of team performance. 

Health and care services operate within an ethical code of conduct.
People receiving care and support are confident about the service they receive, 
have trust in it and are reassured that what matters to them informs their care 
and support.
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Literature Overview Ageing population

Globally, the population is ageing, and people are living longer. 
An ageing population can be defined as ‘a growing number and 
proportion of older people and a growing number and proportion 
of very old people’. As there is no agreed definition of what an older 
person’s age is, possibilities include 60 and over, 65 and over, or 
pensionable age. 
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Impacts on the individual Physical 
health aspect
Ageing can be explained by the accumulation of molecular and 
cellular damage throughout the years. It results in physical health 
declining, the risk of diseases increasing and ultimately death. The 
ageing process is different for each individual. This leads to different 
states of physical and mental functioning in people with the same 
age: one 70-year-old with good functioning, whereas another needs 
daily support to meet basic needs. The differences can be explained 
by ageing being a random process, as well as the significant 
influence that environmental factors have. As the ageing process 
is driven by molecular and cellular damage accumulation, physical 
deterioration is accompanied with a broad spectrum of psychosocial 
changes in humans. 

First, movement functions are affected. Muscle and bone mass 
decreases, and joints become stiffer and frailer as cartilage erodes. 
This leads to diminished strength and musculoskeletal function, 
higher vulnerability to fractures and susceptibility to joint pain and 
osteoarthritis. 

Second, sensory functions diminish with older age. Both vision and 
hearing declines, which has a significant influence on the life quality 
as it can induce social isolation and dependency on others, leading 
to anxiety, depression and cognitive impairments. 

Third, cognitive functions change in a subtle and heterogenous 
way. Memory, speed of information processing and the ability to 
deal with complex tasks requiring attention switching or dividing 
decrease, but abilities like maintaining concentration and avoiding 
distraction seem to remain the same. 

Next, immune function, in particular the T-cell activity, declines with 
age. This leads to lower responses to new infections, also referred to 
as immunosenescence. 

Finally, the functions of the skin are affected. 
The skin’s barrier function and strength 
diminish, which results in higher vulnerability 
to dermatological disorders. The described 
change in functions has an influence on the 
physical health status of the elderly population.
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As people grow older, the risk of health conditions increases.  
The World Health Organisation reports the followings health 
disorders to have the greatest burden of disability: sensory 
impairments, back and neck pain, chronic obstructive pulmonary 
disease, depressive disorders, falls, diabetes, dementia, and 
osteoarthritis. Moreover, according to The World Health Organisation 
reports, the following health disorders have the highest burden of 
mortality in the older population: ischaemic heart disease, stroke, 
and chronic obstructive pulmonary disease. Multiple chronic 
disorders can also be present simultaneously, which is referred to as 
multimorbidity. The World Health Organisation reports that a large 
systematic review of studies in seven high-income countries, as well 
as studies in China and Spain, describe that more than half of the 
elderly population is affected by multimorbidity. 

Lastly, other complex health issues can occur that do not categorize 
under a specific disease, described as geriatric syndromes, which 
are consequences of several underlying factors and organ systems. 
In this case, the complaint does not always represent the underlying 

pathological disorder. For instance, the complaint of a fall can be 
a consequence of drug interactions and muscle weakness, and 
the complaint of acute cognitive decline results from an infection. 
There is no consensus on which conditions are considered geriatric 
syndromes, but overall frailty, urinary incontinence, falls, delirium 
and pressure ulcers are included. Important to mention here, 
however, is the fact that the mere presence of a condition in the 
older population does not indicate someone is unhealthy. It is often 
observed an older person is diagnosed with a single or multiple 
disorders yet carries on with high functionality and wellbeing. The 
distinction here needs to be made between health and quality of life. 

The World Health Organisation defines health as ‘a state of physical, 
mental and social well-being, not merely the absence of disease and 
infirmity’. The definition of The World Health Organisation on quality 
of life is broader compared to the health definition: ‘individuals’ 
perceptions of their position in life in the context of the culture 
and value systems in which they live and in relation to their goals, 
expectations, standards and concerns.

The World Health 
Organisation defines health 
as ‘a state of physical, mental 
and social well-being.
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Wellbeing aspect
Another important aspect that is influenced by the ageing process  
is the psychological wellbeing of seniors. Wellbeing is thought to  
be determined by more than just a person’s health state, as  
self-reported life evaluation improves with age, whereas health 
usually declines. The factors that have an important impact on the 
self-reported life evaluation are social and family connections,  
social roles and activities, and the material situation. 

Moreover, quality of life plays an important role in the wellbeing of 
seniors. When addressing quality of life, empowerment is a crucial 
concept. To be empowered is ‘to have control over the determinant 
of one’s quality of life’. Further, in order to achieve empowerment, 
individuals need the ability for autonomy, which refers to one’s ability 
for self-governing, so deciding one’s own life. A high quality of life, 
empowerment and autonomy subsequently lead to higher states  
of wellbeing. 

The association between psychological wellbeing and age is not 
clearly established, as studies show mixed results. In rich, English-
speaking countries, a U-shape of life evaluation with age can 
be observed, which indicates that the elderly report to have the 
highest life evaluation. An explanation for this might be the socio-
emotional selectivity theory. This theory claims that seniors possess 
more emotional wisdom and thus are careful to select more 
psychologically pleasing activities, relationships, and experiences, 
leading to improved wellbeing despite a higher age. However, these 
U-shaped findings of life evaluation are not replicated in other parts 
of the world such as the Middle East, countries of the former Soviet 
Union and sub-Saharan Africa, where self-reported life evaluation 
seems to decrease with age. This can be due to the countries being in 
transition after losing the communistic system which gave meaning 
to seniors’ lives and now causes distress. Psychological wellbeing can 
positively or negatively impact a senior’s physical health status. 
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The negative impact is demonstrated by the increased risk of 
coronary heart disease, diabetes and disability following depression. 
However, a possible positive impact is also observed. This relatively 
new concept states that psychological wellbeing has a protective 
effect on health and even results in lower mortality and morbidity 
rates, by reducing the risk of chronic conditions. Even though studies 
show increasing evidence, there are still issues with on the one hand 
confounding, as the wellbeing can be coupled with other influences 
like education level, and on the other hand reverse causality, which 
implicates that the person reporting poor wellbeing might already be 
in bad physical health at that moment. 

On the contrary, medical conditions are associated with decreased 
psychological wellbeing. It is described that a diagnosis of diabetes, 
coronary heart disease, stroke, some cancers and chronic kidney 
disease increases the risk of a depression diagnosis. The interactions 
between physical health and psychological wellbeing stress the 
importance of societies considering both aspects when dealing with  
a population that is ageing.

The interactions between age, physical health and psychological 
wellbeing are well described. In the current ageing population, 
there are two other concepts which have a large impact on the 
senior’s state of health, wellbeing and quality of life: loneliness and 
social isolation. Loneliness is described as a subjective negative 
feeling and can be either social loneliness due to lacking a social 
network or emotional loneliness due to lacking the presence of 
specific company. The definition of isolation lacks consensus, but 
many studies describe it as the objective lack of contact with family 
members, friends, or the wider community. Loneliness and social 
isolation do not necessarily occur simultaneously. Someone can feel 
both loneliness and isolation but feeling socially isolated without 
feeling lonely or feeling lonely without feeling socially isolated are 
possibilities as well. Loneliness and social isolation, often occurring 
in older people, have a negative impact on the physical health and 
psychological wellbeing of the older population. The described 
impact on physical health includes increased risk of cardiovascular 
disease and stroke, and the impact on psychological wellbeing is 
seen as an increased risk of conditions such as dementia, depression 
and anxiety. 

The reason why older people are at risk of social isolation and 
loneliness includes interacting factors on different levels, namely 
individual, relationship, community, societal and system level. At the 
individual level, certain disorders such as cancer, stroke, hearing loss 
and dementia can increase the risk of social isolation and loneliness. 

At the relationship level, important life events that happen to older 
people, like retirement or losing a loved one, can increase risks of 
both social isolation and loneliness. At the community and societal 
level, some examples of factors that can result in loneliness and 
social isolation include transportation limitations and lacking access 
to digital technology. Loneliness and isolation are thus important 
social factors that have severe consequences for seniors’ health, 
wellbeing and quality of life. 
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Social aspect 

An ageing population brings about social consequences. First, as 
people grow older, the stereotypes around seniors grow along. They 
are portrayed as the rich, egocentric, uncaring and dependent part of 
society. Especially in the healthcare and occupational department the 
negative stereotypes are observed as age discrimination. However, 
stereotypes have serious implications. It has been described how 
negative stereotypes can lead to people believing them and starting 
to behave accordingly, while their self-image, confidence and abilities 
are affected. More specifically, it has been demonstrated that older 
people exposed to negative stereotypes have memory issues, 
lower self-efficacy, and a reduced will to live. Moreover, negative 
stereotypes induce an increased cardiovascular response to stress, 
while positive stereotypes have protective effects. Stereotypes are 
thus an important determinant of physical and emotional health in 
older people.  

Second, family members, mostly spouses and children, are crucial 
in contributing to care of older people. Especially in developing 
countries, families are an important category of caregivers. In 
the Western world, the dependency on family has declined, as 
governments have introduced social initiatives that financially help 
seniors. The family members care for the senior, but older people 
also have a described important role in caring for younger members 
of the family. Moreover, there is a possible role for older adults 
supporting other older adults in the form of peer-to-peer support. 
However, research by Jacobs et al. did not prove the effectiveness of 
this concept, indicating it needs further investigation. 

Third, the majority of the ageing population 
would like to ‘age in place’, indicating either 
living in their own homes or living with family 
members in some cases. Important to note 
is that homes need to be adapted to seniors 
ageing here, for example by removing barriers 
and prioritizing the safety of the elderly in 
homes, and seniors need to be supported 
in their independency when living alone, for 
example with innovations or assistance.

Impacts on society.
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Demographic aspect 
It has become the standard for most people to live even beyond 
the age of 60, with The World Health Organisation reporting the 
world’s population aged 60 to rise from 900 million in 2015 up to 
2 billion in 2050 (4). The Organisation for Economic Co-operation 
and Development reported that in 2020, the percentage of the total 
population that consisted of the elderly population, here defined as 
people aged 65 and over, was respectively 19.26, 20.56, 19.64 and 
18.65 for Belgium, France, the Netherlands and the United Kingdom. 
For all 27 countries of the European Union taken together, 20.69 % of 
the population consisted of people aged 65 and over.   

The trend of an ageing population started in high-income countries, 
with 30% of Japan’s population already aged 60 years or older but is 
now also occurring in low- and middle-income countries, indicating 
for example China will experience similar changes in demography  
as Japan.  

Many factors contribute to populations ageing rapidly. As the ageing 
trend is so recent, genetics alone are not sufficient to explain this 
trend. This can be observed in the so-called blue zones, places where 
people live longer and healthier than in other regions of the world. 
The places include Okinawa in Japan, part of Sardinia in Italy, Ikaria in 
Greece, Nicoya in Costa Rica and Loma Linda in the United States. As 
the populations do not have distinct genetics compared with the rest 
of the world, environment and lifestyle are essential. Environmental 
factors include improved quality of food, water, hygiene, housing, 
and lifestyle. In the medical field, increased immunisation against 
infectious disease, antibiotics and improved medical care have 
played a crucial role. Specifically for the blue zones, observed 
postnatal factors that play an important role in the life expectancy of 
these populations enclose diet, education, and physical activity, but 
early life factors and parental health are crucial factors as well. 

The trend of an ageing population 
started in high-income countries, 
with 30% of Japan’s population 
already aged 60 years or older.
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Impacts on healthcare system 
The ageing population puts pressure on healthcare systems. More 
people grow older, but they are not necessarily healthier for longer, 
which results in more older people who need healthcare and not 
enough younger people that can provide the care. Seniors who live 
longer often suffer from chronic illnesses, increasing the needed 
healthcare and associated expenditures. 

More recently, the COVID-19 pandemic has put an overall pressure 
on healthcare, like care unrelated to the virus. For example, it has 
decreased the number of breast cancer screening and increased 
the waiting list days for a hip replacement. Moreover, the pandemic 
is accompanied with a steep increase of healthcare expenditures in 
Organisation for Economic Co-operation and Development countries. 
Additionally, the pandemic highly underscores the issue of shortage 
of workforce, a challenge that was already known before. Formal 
care providers are exposed to job-related injuries such as back 
problems due to helping the elderly move around and carry the 
emotional weight of their intense jobs. On the other hand, informal 
caregivers struggle with mental health issues and often experience 
financial difficulties because of the high demand of caregiving. 
Reasons for this indicate that the informal carers often did not 
receive the appropriate training, are emotionally involved in the care 
process with the senior and lack infrastructure that could assist the 
care they are providing. 

The ageing populations’ mentality towards the care they want to 
receive has shifted. As mentioned before, more seniors prefer to 
age in place, defined by the ‘ability to live in one’s own home and 
community safely, independently, and comfortably, regardless of 
age, income, or ability level. However, when seniors cannot age in 
place anymore, another option is institutional care such as hospitals 
and residential care centres where care can be provided at any time. 
Most of the time, moving to a residential care institution is not a 
choice but a necessity, as the senior can no longer live independently. 

It requires great effort to adapt to a new environment at a later age, 
which is why it is often described as a stressful and challenging event. 
In some cases, it even brings feelings of shame on both seniors and 
family members when the senior moves to a residential care centre. 
Ideally, residential care respects human values and allows as much 
as possible for the residents to live their life the way they did before. 
The quality of life should be ensured. However, in some residential 
care facilities, caregivers do not engage closely with seniors, often 
letting them wait for assistance, which does not contribute to a 
positive experience for the elderly. A residential care centre is 
thus a complex form of care. It allows for seniors who cannot live 
independently anymore to get continuous assistance, but as the 
seniors permanently live in this partly public facility, it is important 
that they feel at home. This can be facilitated by making the physical 
environment resemble their previous homes more and to grant 
seniors their privacy in their own space.  

The current way of providing healthcare can be described as 
fragmented and episodic. Contrary to these systems, integrated care 
has gained interest. Integrated care, also referred to as coordinated 
or seamless care, pursues a better patient care experience by 
integrating and coordinating the care services that are provided. 
The patient is put at the centre, and multidisciplinary collaboration 
ensures that the care provided is constant throughout life and that 
the best possible care outcomes are obtained.  

The challenges associated with current healthcare systems are 
thus gaining interest, leading to the systems evolving towards more 
sustainable, people-centred approaches. However, as some of these 
approaches are still relatively young, they need to be investigated 
more extensively to fully understand the advantages. Overall, the 
current organisation of the healthcare system is not sufficiently 
adapted to deal with the ageing population, indicating that more 
efforts are needed to deal with this urging issue.     
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Technology for an ageing population Current situation / Technology aspect
The described challenges associated with the ageing population 
underscore that the present situation is not adapted to the care 
needs of the growing number of seniors and that the healthcare 
system is under pressure. It has therefore been suggested that 
technology might play a significant role in providing sufficient care, 
increasing the health status, improving autonomy to facilitate 
ageing in place and reducing the soaring healthcare costs. 

Three main categories of technology are dominating in the 
healthcare sector: Information and Communication Technologies, 
Assistive Technologies and Human-Computer Interaction 
technologies. 

Information and Communication Technologies, as the name 
indicates, are technologies that facilitate communicating and 
informing. The technologies include options of (video) calling, use 
of internet and online services informing on health-related topics, 
such as medical records.

Assistive Technologies are designed to facilitate ageing in place, 
as they aim to increase the autonomy and safety. Technologies 
include tools that monitor behaviour, for example sensors 
detecting when someone is moving around. 

Human-Computer Interaction technologies go further, creating 
interactions between robots and humans that can aid seniors 
struggling with mobility or cognitive functions, as robots can take 
on assistive roles here. 

The technologies can bring along advantages for safely ageing 
in place, mobility issues and rehabilitation, as well as facilitating 
communication. Additionally, technologies can counteract the 
challenges carers face and instead support them, reducing 
the costs for care, as well as the need for trained workforce.
An example of technology that could assist caregivers includes 

patient-monitoring technologies, which are wearable devices and 
videocalls that unburden the caregiver, as they do not need to be 
physically present to gather information on the mental or physical 
state of the patient. Moreover, it reduces the loneliness and social 
isolation which the ageing population often deals with. Another 
example of technology unburdening the caregivers includes 
relational agents, which are also referred to as carebots, robot 
caregivers or social robots. They mentally support the senior and 
perform physical care tasks, which significantly reduces the burden 
on carers who often suffer from mental and physical discomfort 
during their job. Important is, however, that assistive healthcare 
technologies are reimbursed, as the technologies can lower overall 
costs, increase the standard of care, and prevent or improve 
certain health impairments. It is thus important to create a service 
delivery system that will ensure accessible, available, safe, and 
effective assistive technology.However, as the role of technology in 
senior healthcare is gaining importance, the ethical debate on the 
technology use has opened. 

Research describes the ethical issues that need to be addressed 
relating to the use of technology in elderly care support. Sundgren 
et al. found ‘the need to balance between the benefits of using 
technology and the basic right of older people’ and ‘technology 
as a risk of insecurity for older people. Felber et al. report how 
robotic assistance in elderly care raises ethical concerns and 
suggest a concept of social dignity to oversee these issues. Current 
technologies in healthcare are described as ‘cold’ and ‘smart’, 
instead of ‘warm’ and ‘caring. MedTech Europe, the European trade 
association representing the medical technology industry, put 
forward six key principles for efficient and sustainable funding and 
reimbursement of medical technologies. As the principles concern 
funding and reimbursement, they are aimed towards technology 
developers and manufacturers. 
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The principles concern transparency, predictability & consistency, 
stakeholder involvement, access to care, supporting & rewarding 
innovation, and seamless care. The end-user is thus not centralised 
in this model, and the use of warm and caring technologies is not 
encouraged. This initiative illustrates the use of smart technologies 
in healthcare instead of caring technologies. Within the European 
Union, medical technologies follow strict regulations to get the CE 
mark, which indicates that the product complies with the applicable 
rules within the European Economic Area. In Flanders, Belgium the 
project mHealth establishes standards and principles in relation to 
the implementation and procurement of mobile health apps. The 
aim is for apps to have the highest quality and safety. This indicates 
that the current use of technology in healthcare is regulated, albeit 
that the regulations focus on the quality and evidence-based aspect 
of technology (i.e., the regulations are meant to verify whether the 
claimed health effects of the use of technologies are supported by 
sufficient scientific evidence), and do not provide any guidance on 
designing the technologies in such a way that the end-users’ care 
needs are given a central space. 

Aside from the current regulations, there are ‘soft law’ initiatives 
that address the ethical issues associated with technology use in 
healthcare. Beauchamp and Childress’ model of four principles for 
biomedical ethics, including respect for autonomy, beneficence 
and non-maleficence for the patient, and justice for patients to be 
treated similarly in similar positions, already focused on the patient, 
however it is not specific for technology use. However more recently, 
in 2022, the French Presidency of the European Union announced 
16 European Ethical Principles for Digital Health, divided into four 
blocks. The principles clearly focus on end-users, as the first three 
blocks concern: placing digital health within a framework of humanist 
values, enabling people to manage their own health data digitally, 
and developing inclusive digital health. The principles do not concern 
security and interoperability aspects, however. 
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The aim of the ethical principles is to have a framework for the 
future European regulation on the European Health Data Space. 
Moreover, not all initiatives centralise the end-user, such as the six 
key principles of MedTech Europe. The guiding principles orienting 
the global strategy 2020-2025 towards the appropriate and 
sustainable adoption of digital health technologies that The World 
Health Organisation puts forward have a broad scope as national 
health strategies, nonetheless, the third principle indicates that the 
global strategy promotes the protection of people, populations, 
health care professionals and systems against misinformation 
and the misuse of information, and inappropriate use of health 
data, among others. The guiding principles in this initiative were 
developed as part of the global strategy and are thus high-level 
principles. Initiatives on healthcare technologies thus pay attention 
to end-users, but not all initiatives mention it as straightforwardly. 
Contrary to these initiatives, the Welfare, Public Health and Family 
Support Centre in Belgium has put forward an ethical framework 
for the evaluation of technological health innovations that 
encompasses different ethical issues, such as e.g. human rights, 
dignity, data collection and transparency. Besides this initiative, 
there is no current other initiative to our knowledge that combines 
the human-centred approach with other aspects, such as quality 
assurance, governance and implementing responsible innovations. 
Lastly, the initiatives, such as the European Ethical Principles for 
Digital Health, are not incorporated in regulations. Therefore, they 
are not taken into consideration when a technology gets the CE 
mark or gets reimbursed. 
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Future role caring technology 
Current guidance on technology development and regulations 
falls short on combining a broad range of ethical aspects, such as 
the importance of designing and implementing technologies that 
centralise humans, ensuring their empowerment and autonomy, 
assuring quality and implementing a responsible innovation.  
The technologies do not consider the complex interactions between 
the technology itself and the end-user with regards to empowerment 
in a social environment, assuring quality and including the  
ethical framework. 

Technology can be extremely relevant in providing care for an ageing 
population, however on the condition that it is human-centred 
and not focused on increasing efficiency and reducing costs in the 
organisation it is implemented in. For example, when cameras are 
used in residential care centres simply to substitute the human 
workforce, the technology can meet with resistance. The use of the 
technology is only well-grounded and a clear added value for the 
health and wellbeing of the ageing population when the camera is 
installed and actively supported by seniors because they understand 
that it is in their best interest, thus creating a safer environment for 
them. Different terms are used to describe these two opposing types 
of technology development and implementation. 

IJsselsteijn et al. describe it as ‘warm’ technologies, opposing to 
‘cold’ technologies, and work on designing these so-called warm 
technologies for patients suffering from dementia. According 
to them, warm technologies aim at ‘improving quality of life by 
supporting and enhancing human potential, social connectedness, 

dignity, and self-reliance.  Warm technologies hereby centralise the 
end-user more, instead of the technology itself. 

The Fund Dr Daniël De Coninck and the King Baudouin Foundation 
in Belgium describe the opposing types of technology as ‘smart’ and 
‘caring’ technologies. Smart technologies focus almost entirely on 
the technology itself and the solutions it can bring for the healthcare 
sector. The focus does not lie with concerns that might arise from, 
for example, data collection. For instance, many technologies collect 
data concerning identity, health parameters and behaviour, but 
what happens with this information? To create a clear framework 
responding to the ethical issues associated with technology use in 
elderly care, the Fund Dr Daniël De Coninck and the King Baudouin 
Foundation brought different stakeholders together. They developed 
a framework with eight guiding principles that are applicable to 
caring technologies, which are technologies that focus on health 
and care management, as well as the empowerment of selfcare, 
considering quality, governance and ethical standards. 

The principles are referred to as the eight Caring Technology 
Principles and can be used to develop, implement and evaluate a 
caring technology (Figure 1). Compared to existing initiatives only 
concerning certain ethical issues, the Caring Technology Principles 
encompass a broad range of ethical aspects. They focus on the 
implementation of a technology with a human dimension and  
citizen-centred data management, anchored in society, and with 
quality and systemic coherence.  
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Figure 1: The eight Caring Technology Principles

The guiding principles were developed by 
participants brought together by the Fund Dr 
Daniël De Coninck and King Baudouin Foundation 
and are applicable to technologies relating to 
personal healthcare and support. 

As valuable information is involved in healthcare, it is crucial that the autonomy 
of citizens is ensured by providing transparent information, which results in 
the citizen or patient having ownership of their personal data. The eight Caring 
Technology Principles are further described. 

As the wording of the principles is important in the interpretation and as a lot of 
effort has been put into it, the descriptions match the original ones brought out 
by the Fund Dr Daniël De Coninck and the King Baudouin Foundation.
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Promote humane technology and 
citizen-centred data management

1. Person-centred technology

Ensure that the role of technology and use of data always facilitate 
and support people and that they remain at the service of people 
and society. Maximise opportunities for citizens to make their own 
decisions based on their care needs, support requirements and 
health-related wishes.

2. Integrated technological ecosystem

Encourage ongoing collaboration among all the actors involved, 
through the creation of an integrated technological ecosystem in 
which interoperability, standardised protocols and open-source 
(basic) technology are all self-evident. Support patients and citizens 
to allow them to participate optimally in the development and 
adoption of this ecosystem.

3. Autonomous and informed choice

Provide honest, reliable, transparent and easily understandable 
information about innovations in care and health. Make sure people 
are able to make choices in a truly informed and independent way 
(true consent) by objectively representing the usefulness, scope, pros 
and cons of innovations so that people can have confidence in the 
products they choose. 
Anchored in society.
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4. Ownership of personal data
Improve trust between people and organisations in regard to the 
use of data and data-driven innovations, by allowing them to have 
ownership of their own data. Support citizens to share these data 
safely and use it to leverage their own personal well-being and 
promote the public interest.

5. Inclusive digital and health literacy

Promote technological literacy, health skills and participation among 
all citizens. Make lifelong learning for all a goal. Ensure that no-one 
is left behind, including vulnerable and underprivileged people and 
those needing special attention. Innovation should be focused on 
reducing both the digital gap and the health gap rather than further 
widening them.

Governance
6. Participatory and adaptive governance

Develop participative and adaptive governance for the innovation 
system. Encourage citizens and stakeholders to participate actively in 
this. Make flexible but effective adjustments to policy on the basis of 
new data, experience, evidence and growing expertise.

Quality and systemic coherence
7. Guaranteed quality for innovation processes
Develop quality assurance systems for the whole innovation 
trajectory, i.e. cover the periods before, during and after the 
development and deployment of technology and the use of data. 
There must be controls on the content, safety, transparency of 
information, and on its traceability, usefulness and effectiveness. 
Knowledge gained through experience must have a place alongside 
scientific evidence. Introduce quality labels to communicate the 
results of these controls and assessments.

8. Evaluation and adjustment

Monitor and evaluate to ensure that the actions taken remain 
coherent with health and care goals within wider frameworks 
of prevention, ethics and sustainability. Integrate sustainability 
objectives and appropriate ethical principles (e.g. human rights) in 
the innovation growth pathway.
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Technology Blueprint Developmental approach

The report discusses the steps followed for the development of the 
Blueprint as an online interactive tool. The Blueprint is the Output 
3.1 of the EMPOWERCARE project. Led by the University of Brighton 
and supported by Vlaamse Instelling voor Technologisch Onderzoek, 
partners identified and piloted technologies with groups and 
individuals within the target groups, that included people aged 65+ or 
50+ with at least one chronic condition, healthcare professionals and 
the wider workforce, including formal and informal carers. Having 
identified what technology is currently being used successfully 
(including existing partner technology such as University of Brighton’s 
Digital Health Living Lab’s tested technologies, Vlaamse Instelling 
voor Technologisch Onderzoek  BIBOPP,), partners worked in a 

coproduction approach with the target groups to identify gaps and 
fill them. Individuals and groups were then invited to test technology 
in the venues, including University of Brighton’s Digital Health Living 
Lab skills lab and Solidarity University’s Zeeland living room. 

EMPOWERCARE partners provided their input in a series of 
workshops and focus groups (Figure 2). 

Workshops with external organisations were organised in order to 
reduce bias, broaden the scope of the collected opinions and not be 
limited to the perspectives of EMPOWERCARE partners. 

Figure 2: Visualisation of the data collection process. 

PPs: participants were project partners within the EMPOWERCARE project. 

EOs: participants were external organisations. 

Workshop 1 refers to the EMPOWERCARE Annual Event workshop. 

Workshop 2 refers to the workshop organised with the care network in Zeeland. 
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Questionnaires with EMPOWERCARE 
partner organisations 

To develop a guideline on how to implement a caring technology 
in elderly care, a questionnaire was sent out to the EMPOWERCARE 
partners to evaluate the current use of the Caring Technology 
Principles in the healthcare practice, specifically the current use in 
their technology trial. Additionally, the results of the questionnaires 
were used to ask tailored questions to the participants of the in-depth 
interviews, based on the scores that were given in the questionnaires.  

The questionnaire, in the form of a Microsoft Word document, was 
sent out to the different partners. To make the principles more 
concrete while filling in the questionnaires, they were converted into 
five thematic fields:

1)	Designing,	implementing,	and	using	human-centred	technology. 
2)	Citizen	empowerment	in	technology	interactions.	 
3)	Quality	assurance.	 
4)	Democratic	and	participatory	governance	and, 
5)	Responsible	innovation.	

In-depth interviews with EMPOWERCARE 
partner organisations 

After filling in the questionnaires, an online, semi structured in-
depth interview was conducted with the EMPOWERCARE partners 
via Microsoft Teams. The interview’s aim was to determine how 
the Caring Technology Principles were relevant for or used by 
the different stakeholders, what the important aspects were that 
should be considered or added to the guideline for a Technology 
Blueprint, how an implemented or completed technology trial 
could contribute to the guideline and lastly, how the region of 
technology implementation could influence the use of principles or 
implementation of the technology.
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EMPOWERCARE Annual Event workshop 
(09/11/2021)

Next, an online workshop was organised during the EMPOWERCARE 
project’s Annual Event to collect participants’ perspectives on 
what the guideline should look like. During the workshop, not only 
EMPOWERCARE partners’ perspectives were gathered, but the 
standpoints of external organisations were included as well to reduce 
the possible bias from EMPOWERCARE project partners.  

During the first workshop, the participants were first given a 
PowerPoint presentation to elucidate the current issues of the ageing 
population. Next, some questions were asked using the online  
tool Mentimeter 

Participants were asked to link three values with the term ‘caring 
technology’, which principle was most relevant for their organisation, 
which principle they would like to learn more about and what advice 
the guideline should provide. 

Workshop with care organisations from Zeeland 
(18/11/2021) 

As with the first workshop, the aim for the second online workshop 
was to collect participants’ perspectives on what the guideline 
should look like and broaden the scope of participants outside of the 
EMPOWERCARE project in order to reduce bias.  

The second workshop was organised with an EMPOWERCARE 
partner from Zeeland, the Netherlands, whereby organisations 
within their care network were invited. The workshop was attended 
by 23 participants in total: 15 participants from care organisations, 
3 participants from governments, 2 participants from research 
organisations, 2 intermediates and 1 expert. 

During the second workshop, participants were introduced to the 
subject and related issues with a PowerPoint presentation. Next, the 
participants were divided into two breakout rooms, with one room 
collecting the policy makers and innovation managers and the other 
collecting the care providers in the field. The separate groups worked 
in the online tool Padlet. Participants were asked to note down any 
difficulties or barriers, good practices or regulations, and any other 
questions or thoughts related to the Caring Technology Principles, 
while some points were orally discussed during the session. 
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Focus groups with EMPOWERCARE partners and partner organisations 

A series of focus groups were planned and undertaken online using Teams facilitated by the University of Brighton. All partners participated 
and discussed findings following technology testing allowing partners to discuss experiences in their different settings and discover the  
over-arching themes of technology needs and preferences informing the approach to the caring principles.

Focus Group 1 

The primary purpose of initial Focus Group 1 was to gather a wide 
range of experiences linked to specific activities that partners were 
committed to and engaged in. This ranged from digital day care, 
overcoming mobility problems in the pandemic, facilitating older 
people with varied digital resources, examples of incorporation 
into more formal health care and with healthcare professionals, 
technology loan schemes and tools to help older people stay living 
at home. Also, evidence gathering for local population health needs 
planning. The discussion focused on progress, anticipated and 
unanticipated challenges in the pilots to date the major findings that 
emerged from the initial scoping focus group concerned dealing with 
transitions, sustainability, financial hurdles, loss of engagement in 
interventions, importance of social innovation context; investment 
needed in already formed relationships between organisations and 
the role of stakeholders. The areas aired in this focus group were 
then used to inform the content of the subsequent focus group.

Focus Group 2 

Focus group aimed to gather experiences and build further detail 
about themes from above by focusing the discussion of example 
transitions and sustainability, role of stakeholders and a variety 
of threats, hurdles and challenges to be conscious of and ways of 
addressing the perceived challenges. Findings reflected experiences 
across pilots generally and then some discussion linked to caring 
principles from the blueprint development and work. Key areas 
that had emerged which were deepened in the discussion centred 
on sustainability, transparency, supports for older people using 
technology, role of peer support and challenges pilots were currently 
navigating. A specially focused group was held (Focus Group 3) 
specifically to build on the blueprint development and the conceptual 
‘layers’ in the blueprint model. 
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Focus Group 3 

The Blueprint model, conceptual framework of contextual layers and 
underpinning caring principles formed the substance of the in-depth 
discussion in this focus group. This focus group specifically focused 
on the frameworks underpinning the blueprint development, 
their relevance, application and accessibility. Participants included 
all those in Work Package 2. The participants engaged with the 
developmental stages of the blueprint, and gave feedback using 
a group posterboard online, each participant was able to select a) 
where their perspective  was located in a continuum to deepen the 
caring principles ideas b) to test the application of the framework and 
3) group steps to assess readiness of the blueprint caring principles 
to facilitate engagement and to explore feasibility and ease of use 
of the applied theoretical ideas. The Blueprint offers one model to 
address many of the areas that arose from previous data collection 
concerning sustainability more widely and it was underlined that 
the Blueprint had the added benefit of conceptual connections to 
caring principles. These were found to be easy to use and very useful. 
The value of the Blueprint in many domains was the focus of the 
findings that emerged, and these were able to be used in refining the 
Blueprint content.

Focus Group 4

The focus group comprised representation from partners running 
pilots and included all Work Package 2 participants. Areas explored 
included the push factors and pull factors relevant to the context of 
each pilot. Participants reported if they had tapped into an energy or 
appetite for technology use by older people that has already been 
there and if this had been effective or not and in what ways. Areas 
surfaced and explored at depth included: 'Thinking about the pilot’. 
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Key findings from the Work Package 2 focus group process: 

Recordings from all focus groups were transcribed and analysed using generic thematic analysis, each group informed the areas to probe 
further in subsequent groups. The analysis aimed to draw out discussion content and synthesise feedback reporting, examples given, 
descriptions offered in light of the questions and reflections into thematic areas as follows:

1. Readiness of engagement in digital technology

Pull and Push factors
General societal climate that is passive (pull), impacts of the 
pandemic and forced top down technology interventions that are 
active (push). ‘Tap into the energy that is already there’ linking 
digital technology offer to domains in life for older people and in 
local context. Technology almost ‘arriving overnight, somewhat 
forced undermines trust in digital supports. The context of the 
technology introduction, i.e. why it was being introduced and as part 
of what specific innovation, its precise purpose, closeness to fit with 
initiative needs and speed of the intervention/ introduction were all 
important challenges.

Support for the technology uptake and role of peers

Peer support emerged as a concept but none of the pilots used a 
mutually supporting peer support model of older person to older 
person. The support for technology uptake and skills support for 
older people reflected a more distributed model of a range of 
supports, some formal, some informal, some intergenerational. 
Some were planned and some commonly opportunistic.  
A continuum of ‘peer’ support emerged which includes local/ 
geographical; nature of local context and community; formalised 
and informal supports that emerged or were purposively 
introduced; supports relevant to conceptual layers within blueprint, 
neighbourhood groups and health care or social care initiatives with 
governance and formal demands. Therefore, continuum ranges 
from the informal to varied planned interventions with training such 
as – digital day care, digital ambassadors, technology facilitators, 
team awareness raising to promote digital solutions in social care, 
application of a ‘digital toolbox’. Range and variation according to 
context of older people and the local innovation or initiative, but 
not much emphasis on ready-made tools, more often bespoke and 
loosely personalised examples. 

Peers were most often drawn upon in informal arrangements and 
professional health care facilitation was frequently cited as part of 
the range of supports on offer. Discussion circled informal versus 
formal approaches including governance and structures, both have 
strengths in enhancing older person engagement, both have some 
problems as experienced by pilots.
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Continuum of Informal family through to top down 
formal supports

Commonly informal supports were intergenerational, young people 
‘fighting the digital gap’ in planned or inadvertent ways. Informal 
peer supports through family and grandchildren are commonplace 
and vital for some of the pilots. Family or friend support in informal 
or planned ways was very widely cited. EMPOWERCARE approaches 
to ‘peer support’ within pilots are wider than everyday definitions 
of older person peers and include cross section of ages and roles 
embedded in communities and older persons social circles, often 
whom acted as advocates in addition to technical or information 
supports. Targeted peer support with end goals in mind such as 
reducing isolation of older people emerged as important and a 
‘meta’ approach with technological support within that.

Advocacy and advocacy roles

Contextual structures such as living lab, varied community meetings 
and structural activities, health care professional led initiatives 
and local health care initiatives gave rise to roles that underlined 
advocacy. Within these advocacy activities ‘reluctant experts’ 
emerged as an area to explore further---seen as experts because 
they have some knowledge or grew up with technology but are not 
formal experts and this is seen as a personal tension for technology 
advocates who informally came into role to support someone they 
knew or an initiative they valued.
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2. Digital Literacy

Literacy development through everyday engagement with something 
helpful in everyday life, iPads, online information sources, video 
doorbell for increased security as some examples. ‘Natural next 
steps’ through opportunities to try something new. Digital literacy 
development linked to end goals in mind such as enriched social 
connections, or enhanced security, or access to information, or 
health records and assessment.

Literacy barriers including values and personal knowledge, high 
demand for skills to function in the digital era and speed of change 
and speed of adaptations needed. Temporal challenges are a major 
consideration. Ongoing demanding skills development and skills 
gaps with a rapidly changing technological offer. The experience 
for older people was reported as an active struggle, not passive 
knowledge absorption and cumulative skills development. Also 
added difficulties include sharing benefits of some new innovation 
older people have not yet tried or experienced. This how and by what 
process to manage entirely new technological offers for older people 
when it is not possible to personally imagine the benefits requires 
some thinking and development of process. 

Digital reticence can be an active choice non-adopters may be 
knowledgeable, aware of opportunity but consciously decide not to 
use digital tools or take up technologies. Older people who actively 
decide to avoid adoption are under researched.

3. Trust, privacy and transparency

A ‘threshold that has to be overcome’ by older people to trust 
and also further work is needed to expose and understand the 
management of complex boundaries, some of which have not 
yet fully emerged, some of which are obvious. Further work to 
understand these thresholds and how to manage the boundaries 
effectively. This includes the more straightforward questions of 
“What happens to data that is collected?” through to privacy and 
security and linked to peer roles and boundaries. This is further 
complicated regarding boundaries in health and social care, for 
example in mental health and boundaries for peer supporters 
in health issues. There are very many questions and issues to 
be overcome, EMPOWERCARE can share knowledge gained and 
promote best practice, but the pilots and overall project are at the 
early stages of this complexity.

Older people who actively 
decide to avoid adoption are 
under researched.
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4. Sustainability and Attrition

Importance of brokerage and value of investing time in existing 
relationships, this is with a range of entities such as developers, 
community relations and key organisations in the locale, existing 
formal structures and organisations, voluntary sector and varied 
community groups all of these were varied and in context of the 
pilots and their mission, aims and local relationships. These varied 
organisations and stakeholders often brokered introductions or 
facilitated engagement with older people.

Attrition of volunteers and ways to formalise engagement for 
benefit of peer supporters, for example young peoples’ input to 
be recognised, marked formally so beneficial for them and CV/ 
career experience.

Attrition in less formal approaches compared to approaches 
in health care has different considerations, how to sustain 
engagement in informal approaches for older people and tech 
supports, facilitators.

Nature of training which naturally varied and sustainability of 
training is complex. Scoping of training underpinning the pilots 
will add to new understandings.

Sustaining relationships with stakeholders including organisations 
and formal partners takes time and it a vital component of 
ongoing work. Examples of how relationships are sustained will 

add to shared understandings for longer term work beyond 
EMPOWERCARE.

Exchange mechanisms of developing concepts and learning, e.g. 
learning shared from digital ambassador training will benefit 
new understandings.

Lastly, after processing the data gathered from the 
questionnaires, in-depth interviews and both workshops, a first 
version of the guideline was drafted. Online focus group were 
conducted with EMPOWERCARE partners to gather feedback on 
the developmental progress of the guideline as it was planned 
under the project’s deliverables activities.   

The first version of the guideline was presented to the 
EMPOWERCARE partners during a focus group. The participants’ 
feedback was gathered in the online tool Miro. First, participants 
were asked who they considered to be the most relevant 
target group. Next, feedback was gathered on the process 
guide including three main steps of guideline structure: 1) 
Analysis of the current healthcare practice, 2) Analysis of the 
future healthcare practice and 3) Planning and evaluation. 
Lastly, participants were asked about the functionalities and 
widespread use of the guideline.  
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Questionnaires with EMPOWERCARE 
partner organisations 

To investigate the current use of the Caring Technology Principles of 
the 8 EMPOWERCARE partners, questionnaires were sent out with 
the question to rate the relevance of the different thematic fields.  
To make the principles more concrete while filling in the 
questionnaires, they were converted into five thematic fields:

1)	Designing,	implementing	and	using	human-centred	technology. 
2)	Citizen	empowerment	in	technology	interactions.	 
3)	Quality	assurance 
4)	Democratic	and	participatory	governance	and	 
5)	Responsible	innovation.

The thematic field ‘Designing, implementing and using  
human-centred technology’ was perceived to be the most 
relevant thematic field, followed by thematic fields ‘Responsible 
innovation’, ‘Democratic and participatory governance’ and ‘Citizen 
empowerment in technology interactions. The thematic field ‘Quality 
assurance’ was scored the lowest, which indicates that this subject 
was the least relevant for the partners and the fifth choice for a 
learning objective in their technology trial. The results display how 
relevant the thematic fields are and how they are currently used by 
EMPOWERCARE partners. However, important to note here is that 
the number of partner organisations participating is only 8, indicating 
it is not possible to draw conclusions from the classification.  
The questionnaires were merely conducted in preparation of the 
in-depth interviews to discuss the participants’ view on the ranking 
and the relevance of each thematic field.  

In-depth interviews with EMPOWERCARE 
partner organisations 

In a next step, in-depth interviews with 10 representatives of 8 
EMPOWERCARE partners were conducted to investigate 

1)	The	relevance	or	use	of	the	Caring	Technology	Principles	in		 	
	 their	practice.

2)	Important	aspects	to	be	considered	or	added	to	the		 	 	
	 Technology	Blueprint.	

3)	The	contribution	of	implemented	or	completed	technology		 	
	 trials	to	the	Technology	Blueprint	and	lastly,	

4)	The	influence	of	the	region	(Flanders	vs.	UK		 	 	 	
	 vs.	The	Netherlands	vs.	France)	of	technology	implementation		
	 on	the	use	of	principles	or	technology	implementation.	 
	 The	results	of	these	research	questions	are	further	discussed.
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Relevance or use of Caring Technology Principles 
To investigate in more detail the relevance or use of the Caring Technology Principles for participants in their practice, the participants were 
questioned during the in-depth interviews on their perspectives of the classification of the five thematic fields based on relevance, resulting 
from the questionnaires. 

1. Designing, implementing, and using  
 human-centred technology
The first thematic field that was discussed was also the one ranked 
the highest by the EMPOWERCARE partners in the questionnaires. 

2. Quality assurance

The participants were not as familiar with the topic of ‘Quality 
assurance’ compared to the topics ‘Designing, implementing and 
using human-centred technology’ and ‘Citizen empowerment in 
technology interactions’, but indicated the necessity of moving the 
focus of attention from the first two thematic fields to this thematic 
field instead. 

3. Democratic and participatory governance.

For the third thematic field ‘Democratic and participatory governance’, 
the clear consensus on relevance is not the same as for the first two 
thematic fields, but participants were also not as unfamiliar with the 
topic as with ‘Quality assurance’. 

4. Responsible innovation

Overall, relating the topic of ‘Responsible innovation’, participants 
reported similarly as to thematic field ‘Quality assurance’, namely 
that too much attention is paid to the thematic field ‘Designing, 
implementing and using human-centred technology’ and that more 
attention should be paid to the thematic field ‘Responsible innovation’.  
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Contribution of implemented or 
completed technology trials 

To investigate the way in which implemented or completed 
technology trials within the EMPOWERCARE project can contribute 
to the Blueprint, the participants were asked during the in-depth 
interviews about good practices they experienced in their technology 
trials. As the guideline is based on the Caring Technology Principles, 
the good practices were arranged by Caring Technology Principle 
instead of the thematic fields that were used before.  

1.Person-centred technology

For the first Caring Technology Principle, reported good practices 
focused on centralising the end-user of the technology, such as 
conducting intake conversations and intermediate meetings with 
end-users and their family to gather input on the user experience. 
Moreover, a reported good practice was the co-creation approach 
with end-users throughout the entire stage of design. Lastly, the 
community-approach was reported, thus involving the community 
to help the senior instead of counting only on the professional 
workforce.  

2. Integrated technological ecosystem
The second Caring Technology Principle is set to establish an 
integrated technological ecosystem, for example taking into account 
interoperability issues due to variation of devices and required 
connections in each different home, by testing and evaluating 
technology in the end-user’s own home. Additionally, a partner 
indicated to only work with trustworthy partners that are already 
operating in the ecosystem.  
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3. Autonomous and informed choice
Next, the third Caring Technology Principle focuses on ensuring 
an autonomous and informed choice, for example by providing 
information leaflets for family members of the end-user and by 
offering live demonstrations and installation of the technology at the 
end-user’s home, ‘in the end-user’s language’.  

4. Ownership of personal data

For the fourth principle, ‘Ownership of personal data’, adhering to 
the ethics framework of the institution regarding data sharing and 
privacy can ensure any activity is safeguarded for the end-user.

5. Inclusive digital and health literacy

The fifth principle encompasses inclusive digital and health literacy 
and numerous good practices were in use in the partnership. They 
can e.g. be obtained by using trained volunteers to help people 
improve end-user’s digital literacy. 

6. Participatory and adaptive governance

In order to fulfil the sixth principle, ‘Participatory and adaptive 
governance’, residents’ councils and family councils can be 
conducted.

7. Guaranteed quality for innovation processes
For the seventh principle, to guarantee quality for innovation 
processes, technologies can be first tested in small scale technology 
trials before rolling it out in a larger part of the organisation.

8. Evaluation and adjustment

Lastly, for the eighth principle ‘Evaluation and 
adjustment’, regular meetings can be organised 
with care managers, innovation officers and the 
department to evaluate the technology and process 
and, if needed, make the right adjustments. 
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Cross Border and Geographical Influence 
of technology implementation 
To study the influence that the region of technology implementation 
(Flanders vs. UK vs. the Netherlands vs. France) could have on 
the use of the principles or implementation of the technology, 
the participants of the in-depth interviews were asked if there 
was a certain regulation, context or macrosystem present that 
they needed to consider in their technology trial. Moreover, they 
were asked which thematic fields were relevant or less relevant in 
their technology trial taking into account the presence of certain 
regulations, a certain context or the macrosystem, as the participants 
are located in different regions and thus different macrosystems. 

Lastly, participants were asked whether the regulations, context 
or macrosystem influence the implementation of technology or 
the use of the thematic fields. Table 4 displays the description of 
the regulations, context or macrosystem, and the influence on the 
use of the thematic fields or technology implementation. Overall, 
the regulations that participants are subject to can be divided 
into external and internal regulations. Participants follow external 
regulations, such as the General Data Protection Regulation, 
regulations from the government and ethical standards. 

Moreover, internal initiatives can be present in organisations, such 
as a data officer within the organisation. A participant indicates to 
work with an eHealth platform which ensures quality, cybersecurity 
and interoperability when sharing the data with for example general 
practitioners, which corresponds to thematic field ‘Quality assurance’. 
Moreover, as governance is structured in local authorities, one 
participant reported that it leads to focus on ‘Democratic and 
participatory governance’. There are regulations on the European, 
national, and organisational level, but this did not seem to have an 
influence on the use of principles or implementation of technology in 
the different regions.
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EMPOWERCARE Annual Event workshop 
(09/11/2021) 

As the questionnaires and in-depth interviews were conducted with 
10 representatives from 8 EMPOWERCARE partner organisations, 
we aimed with the first online workshop to include perspectives on 
the practical use of the Caring Technology Principles and ‘translation’ 
into a technology guideline from external organisations as well. 
15 participants were present in total with 6 participants from care 
organisations, 5 participants from (local) governments, 3 participants 
from research organisations and 1 technology developer. 
Participants were asked:  

1)	To	link	three	values	with	the	term	‘caring	technology’.	

2)	Which	principle	was	most	relevant	for	their	organisation.	

3)	Which	principles	they	would	like	to	learn	more	about.	

4)	What	advice	the	guideline	should	provide.

Values linked with ‘caring technology’ 

Participants were asked ‘Which three values do you link with ‘caring 
technology?’ The values that were reported included person-centred, 
inclusion, respect, dignity, connection and easy use, among  
other values.  

Most relevant principle 

Participants were asked ‘Which principle is most relevant for your 
organisation? Out of the fifteen participants, six reported the 
principle ‘Inclusive digital and health literacy’ to be the most relevant 
for their organisation. 

Acquire knowledge on which principle 

Next, participants were asked ‘Which principle would you like to learn 
more about?’. The responses are visualised in Figure 6. In line with 
the reported most relevant principle, seven participants indicated 
they would like to learn more about the principle ‘Inclusive digital and 
health literacy.

Advice guideline should provide 

Lastly, participants were asked what advice the Blueprint should 
provide. Several participants indicated they would like advice 
on integration: how to integrate technology solutions with care 
pathways or in the existing system. 

Workshop with care organisations from Zeeland 
(18/11/2021) 

As for the first workshop, the aim of the second workshop was to 
broaden the scope of perspectives on the Blueprint outside the 
EMPOWERCARE project. 

Difficulties, barriers and general problems 
1.	Policy	makers	and	innovation	managers		

2.	Care	providers	in	the	field
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Focus group with EMPOWERCARE partner 
organisations (25/02/2022) 

The data gathered from the questionnaires, in-depth interviews, 
focus groups and two workshops were processed and used to 
draft a first version of the Blueprint. The draft was presented 
during an online focus group organised with 9 representatives 
of EMPOWERCARE partner organisations, with 4 participants of 
research organisations, 3 participants of care organisations and 
2 participants of (local) governments. The aim was to receive 
feedback on three different areas: 

1)	Who	should	be	the	target	group	of	the	Blueprint.

2)	The	process	guide.	

3)	The	general	set-up	of	the	Technology	Blueprint.

Participants were asked to report on: 

A)	methods	they	use	in	their	own	organisation.	

B)	Our	proposed	method.

C)	Any	good	practices	used	in	their	or	other	organisations.		

General set-up 

Finally, participants were asked to comment on the general set-up 
of the proposed Blueprint providing input on:

• Functionalities

•	 Ensuring	widespread	use	after	project
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The translation of results into the Technology Blueprint 
The results from this research, obtained by in-depth interview participants, EMPOWERCARE Annual Event workshop participants, Zeeland 
workshop participants and focus group participants, were used to inform the development and evaluation of the Technology Blueprint.

Click here to link to the online Technology Blueprint

Below there is a series of snapshots of the online Technology Blueprint, giving the user an overview of the approach and concept.  

A	screenshot	of	the	online	webpage	EMPOWERCARE	Technology	Blueprint	dashboard.
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EMPOWERCARE	Technology	Blueprint	Introduction	screen	
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EMPOWERCARE	Technology	Blueprint,	selecting	guiding	principles	and	values	screenshot.
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A	screenshot	of	the	EMPOWERCARE	Technology	Blueprint,	Setting	goals	and	direction,	brainstorming	webpage.
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A	screenshot	of	the	EMPOWERCARE	Technology	Blueprint	webpage	data	collection	exercise.
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Setting	goals	and	direction	summary	screeshot	from	EMPOWERCARE	Technology	Blueprint.
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Webpage	showing	the	Planning	and	design	summary	of	the	EMPOWERCARE	Technology	Blueprint.
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Screenshot	of	the	EMPOWERCARE	Technology	Blueprint	highlighting	a	link	to	summary	report	of	your	survey.
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Preliminary Evaluation
In general, the Technology Blueprint is an added value compared 
to existing initiatives, as it is based on the Caring Technology 
Principles, and as it includes functionalities such as a process 
guide, good practices and workshop format. The challenge that 
participants reported, relating to the use of the Caring Technology 
Principles, was the theoretical aspect of the principles and the 
inability to directly apply them in practice. This was especially true 
for the workforce in the field. The Technology Blueprint responds 
to this challenge by providing a step-by-step process guide on 
how to implement a caring technology in practice, based on the 
Caring Technology Principles. Other functionalities of the Blueprint 
include providing good practices and encouraging the target group 
of innovation managers to organise workshops with different 
layers within an organisation to include their perspectives from 
a bottom-up approach. As there is, to our knowledge, no current 
initiative that is both based on guiding principles and provides a 
process guide for the practical implementation, the Technology 
Blueprint that we propose is an added value for warm technology 
implementation in healthcare.
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