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STUDENT DATA & MASTER PROGRAMME
Save this form according the format “IDE Master Graduation Project Brief_familyname_firstname_studentnumber_dd-mm-yyyy”.  
Complete all blue parts of the form and include the approved Project Brief in your Graduation Report as Appendix 1 !

** chair dept. / section:

** mentor dept. / section:

Chair should request the IDE 
Board of Examiners for approval 
of a non-IDE mentor, including a 
motivation letter and c.v..!

!

SUPERVISORY TEAM  **
Fill in the required data for the supervisory team members. Please check the instructions on the right !

Ensure a heterogeneous team. 
In case you wish to include two 
team members from the same 
section, please explain why.

2nd mentor Second mentor only 
applies in case the 
assignment is hosted by 
an external organisation.

!

city:

organisation:

family name

student number

street & no.

phone

email

IDE master(s):

2nd non-IDE master:

individual programme: (give date of approval)

honours programme:

specialisation / annotation:

IPD DfI SPD

!

zipcode & city

initials given name

country:

This document contains the agreements made between student and supervisory team about the student’s IDE Master 
Graduation Project. This document can also include the involvement of an external organisation, however, it does not cover any 
legal employment relationship that the student and the client (might) agree upon. Next to that, this document facilitates the 
required procedural checks. In this document:

•	 The student defines the team, what he/she is going to do/deliver and how that will come about. 
•	 SSC E&SA (Shared Service Center, Education & Student Affairs) reports on the student’s registration and study progress.
•	 IDE’s Board of Examiners confirms if the student is allowed to start the Graduation Project.

- -

comments  
(optional)

country

USE ADOBE ACROBAT READER TO OPEN, EDIT AND SAVE THIS DOCUMENT 
Download again and reopen in case you tried other software, such as Preview (Mac) or a webbrowser.

!

Your master programme (only select the options that apply to you):
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APPROVAL PROJECT BRIEF
To be filled in by the chair of the supervisory team.

chair date signature

CHECK STUDY PROGRESS
To be filled in by the SSC E&SA (Shared Service Center, Education & Student Affairs), after approval of the project brief by the Chair.  
The study progress will be checked for a 2nd time just before the green light meeting.

NO

List of electives obtained before the third  
semester without approval of the BoE

missing 1st year master courses are:

YES all 1st year master courses passedMaster electives no. of EC accumulated in total:
Of which, taking the conditional requirements 

into account, can be part of the exam programme

EC

EC

•	 Does the project fit within the (MSc)-programme of 
the student (taking into account, if described, the 
activities done next to the obligatory MSc specific 
courses)? 

•	 Is the level of the project challenging enough for a 
MSc IDE graduating student? 

•	 Is the project expected to be doable within 100 
working days/20 weeks ? 

•	 Does the composition of the supervisory team 
comply with the regulations and fit the assignment ?

FORMAL APPROVAL GRADUATION PROJECT
To be filled in by the Board of Examiners of IDE TU Delft. Please check the supervisory team and study the parts of the brief marked **.  
Next, please assess, (dis)approve and sign this Project Brief, by using the criteria below.

comments

Content: APPROVED NOT APPROVED

Procedure: APPROVED NOT APPROVED

- -

name date signature- -

name date signature- -
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Please state the title of your graduation project (above) and the start date and end date (below). Keep the title compact and simple.  
Do not use abbreviations. The remainder of this document allows you to define and clarify your graduation project. 

project title

INTRODUCTION **
Please describe, the context of your project, and address the main stakeholders (interests) within this context in a concise yet 
complete manner. Who are involved, what do they value and how do they currently operate within the given context? What are the 
main opportunities and limitations you are currently aware of (cultural- and social norms, resources (time, money,...), technology, ...). 

space available for images / figures on next page

start date - - end date- -
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introduction (continued): space for images

image / figure 2:

image / figure 1:
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PROBLEM DEFINITION  **
Limit and define the scope and solution space of your project to one that is manageable within one Master Graduation Project of 30 
EC (= 20 full time weeks or 100 working days) and clearly indicate what issue(s) should be addressed in this project.

ASSIGNMENT **
State in 2 or 3 sentences what you are going to research, design, create and / or generate, that will solve (part of) the issue(s) pointed 
out in “problem definition”. Then illustrate this assignment by indicating what kind of solution you expect and / or aim to deliver, for 
instance: a product, a product-service combination, a strategy illustrated through product or product-service combination ideas, ... . In 
case of a Specialisation and/or Annotation, make sure the assignment reflects this/these.
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PLANNING AND APPROACH **
Include a Gantt Chart (replace the example below - more examples can be found in Manual 2) that shows the different phases of your 
project, deliverables you have in mind, meetings, and how you plan to spend your time. Please note that all activities should fit within 
the given net time of 30 EC = 20 full time weeks or 100 working days, and your planning should include a kick-off meeting, mid-term 
meeting, green light meeting and graduation ceremony. Illustrate your Gantt Chart by, for instance, explaining your approach, and 
please indicate periods of part-time activities and/or periods of not spending time on your graduation project, if any, for instance 
because of holidays or parallel activities. 

start date - - end date- -
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MOTIVATION AND PERSONAL AMBITIONS
Explain why you set up this project, what competences you want to prove and learn. For example: acquired competences from your 
MSc programme, the elective semester, extra-curricular activities (etc.) and point out the competences you have yet developed. 
Optionally, describe which personal learning ambitions you explicitly want to address in this project, on top of the learning objectives 
of the Graduation Project, such as: in depth knowledge a on specific subject, broadening your competences or experimenting with a 
specific tool and/or methodology, ... . Stick to no more than five ambitions.

FINAL COMMENTS
In case your project brief needs final comments, please add any information you think is relevant. 



Sensemaking of the current system state

Exploration of interventions, transformations and dismantlings

Care is a business for professionals

Live independently at home Care is a commodity

The makeable human

Predominant Paradigm

Current system state Resilient system state

Decision making Information Spatial Network

System fragilities

€

112

A senior (85+) lives 
independently at home. 
Despite chronic illness, 
everything is going well.

Suddenly tragedy 
strikes, the senior falls 
and has a severe head 
wound.

A distressed neighbour 
calls 112 and an 
ambulance is send to 
the location.

Ambulance nurse acts 
according protocol. After 
ABC checks, a transfer to 
nearest emergency 
departement is made.

At the emergency 
departement the medical 
team starts to intervene. 
Their protocol prescribes: 
measuring of bloodvalues 
and a CT-scan, to rule out 
a cerebral hemorrhage.

Luckly the initial 
medical problem is 
treated. However the 
unfamiliar hospital 
environment has 
(cognatively) 
overloaded the senior.

No beds are available in 
rehabilitation homes in 
the region. The already 
weakend senior has to 
stay in a hospital bed for 
the upcoming days. More 
restless nights.

The senior still cannot 
go back home, but after 
an enormous effort a 
transfer to a nursery 
home in another city is 
�xed. 

ED

+4,9%
∆ 2022

+12,7%
∆ 2022

+37,2%
∆ 2022

Thousands (x1.000)

ROAZ NH/FL 2022

Population 2022 ROAZ 
NH/FL

GP + GP post

GP

GP post

Geriatric rehabilitation care (GRZ)

First line care residence high complex (ELV HC)

To Home

Deceased

Transfer from 
other hospitalOther/unknown

Unkown

1 Scha�ng o.b.v. NZA data aangeleverd door het RIVM
2 Reports Mental healthcare inflow are incomplete

*Lines with asterisk are increased in thickness to 1 pt for visibility

No self-referrer GP-post: 804

Line thickness of 2,5 pt stands for 25.000 pa�ents

Self-referrer AMBU:74

Crisis service reports: 25

From ED: 105

Admission mental health care: 4
Ambulant/Polyclinic:7

From ED: 271

From ED: 1*

From ED: 3
From GP + GP post: 1

From hospital: 9

To ED: 31

To ED: 30 To ED: 1,5*

Total ED visits: 360

Total Regional AMBU 
rides A1 and A2: 218

To  ED: 131

To ED: 66

GP + GP Post
To ELV (HC): 1*

To AMBU: 15

GP post
To AMBU: 10

Other/Unknown
To AMBU: 119

From Healthcare institution: 4

Self-referrer ED: 100
Self-referrer GP-post: 25

Self-referrer GP: 600¹

Digital Self-triage: 100

GP

0-20

20-75

75+

715

263

Patient with 
acute care need 

Self-referrer
General physician
Police
Other

Noti�cations: 252

Crisis assessments total: 17

Other/unknown: 0,4

Third-party crisis 
assessments: 1*

Hospital/polyclinic

Nursery home

AMBU

Crisis unit

ED

Mental health care

2.365

Patient flows

Regional characteristics

System laws

Average care costs for seniors

The homeless  
Transgender, non 
dutch speaker 
with dementia

The sleeping pill 
addict with an 
urinal tract infec-
tion and a delirium

Home alone with an 
alcohol addiction, 
limited willfulness 
and no children

Senior with Down 
syndrome and 
dementia are 
living longer and 
healthier

A common 
scenario

Complex 
cases of 
tomorrow

 up to 12%  12 up to 17%  17 up to 22%  22 up to 27% 27% or more

Percentage Senior citizens 65+ , 1 January 2023

Aging per municipality

Source: CBS

GP-post all out of of�ce hours

GP-post not all out of of�ce hours

 10-15< 10 15-20 20-25 25-30 30-45 >45

Travel time in minutes, 2022

Travel time to nearest GP-post by car

Source: RIVM

25.800 -30.000 30.00-32.000 32.500-35.000 35.000-57.500

Per municipality per person in euros, 2018

Average standardized income 

Source: CBS

 10-15< 10 15-20 20-25 25-30 30-45 >45

Travel time in minutes, 2022

Travel time to nearest hospital with ED

Source: RIVM

24/7 ED

1

2

3

6

5

4

Each block represents 1.000 people

Flevoland 2

Safety regions with their total population (x1.000)

2022 2030

ROAZ region

Source: CBS

1.105

2020

2030

435

240

341

ROAZ total 3.345 ROAZ total 3.624

670

554

Amsterdam-Amstelland1

Flevoland2

Gooi en Vechtstreken3

Kennemerland4

6 Zaanstreek-Waterland

5 Noord-Holland-Noord

1.240

473

250

369

686

606

Amsterdam-Amstelland 1

Gooi en Vechtstreken 3

Kennemerland 4

Zaanstreek-Waterland 6

Noord-Holland-Noord 5

-38%

1.0007505002500

2022

Active in 2022

Intensive care nurse

 2029

-13%

1.0007505002500

Active in 2022

Anesthetists

 2029

-25%

1.0007505002500

Active in 2022

Operating room assistant 

 2029

-

1.0007505002500

Active in 2022

Ambulance nurse

 2029

-2%

1.0007505002500

2022

Active in 2022

Emergency room nurse
 2029

Personal shortage ROAZ NH/FL 2022

1.0007505002500

Active FTE in 2022

Role ScaleActive 
FTE in 
2022

Needed 
FTE in 
2022

Estimate 
active 
FTE in 
2029

Target 
marker: 
needed 
FTE in  
2029

Emergency room nurse -2% FTE. shortage w.r.t. 
labor demand in 
2029

 2029

Professional attitudes

GPGeriatric NurseCaregiver
Elderly home

ED Doctor Internal medicine

�en you very quickly come to what 
someone expected from their life and 
what is of value in their life and also 
what value in their life has fallen 
away.

�e profession of GPs is not the 
profession of saving lives or making 
very special diagnosis, which will 
pivot people's lives.

�e patient I help move forward.
Sometimes in health, but sometimes 
in making good choices.
And that not all that's possible needs 
to be done anymore.
For me, of course, the goal is not 
always to cure. 
More, ensuring that the patients' 
wishes are central and that you 
organise care around that.

To us, at that moment, the 
vulnerable older adult is not a 
vulnerable older adult, but just an 
acute care patient.

Yes I always go for it. Also for what 
has small opportunities.
When people say they don't want to 
be completely treated, I say they 
should have another surgeon. Not 
resuscitating is a bit like asking a 
surgeon to help you, but with a 
blindfold over his eyes.

If I can stabilise someone or 
get them into  the hospital in a 
stable way, or actually just get 
them home in a stable way, 
that's incredibly satisfying.

Paramedic Surgeon

Because most people who become 
doctors become doctors to make 
people better. And not to help 
people die. 

Care Cure

Peace, Cleanliness, 
Routine

Wet publieke 
gezondheid (WPG)

Public health actLong-term Care Act
Wet langdurige zorg 
(WLZ)

Social support act
Wet maatschappelijke 
ondersteuning(WMO)

€1.650 a year

€ 9,4

€ 5.050

1.862.400 1.004.700 3.262.800

€ 9.750

€ 9,8 € 9,1

€ 22.950

395.700

€ 28,3

€ 8.650

with own risk (€385) 

Zorgverzekeringswet 
(ZVW)

Health Insurance Act

Dutch central government

Solidarity

Care institute

Financing ZVW 
and WLZ

Total costs in bilions

65-74 75-84 85+ Total or avg.

Average costs per senior in euro’s

Number of seniors

(2017) exc. WMO

Source: Vektis

Health insurance companies 

Zorgverzekeraars NL (ZN)

All dutch citizens

Premium
Basic health 
insurance 
package

at +/-

Reason
to increase cost 
awareness of 
Dutch citizens

which includes amongs other things

Uninsured 
citizens &
defaulters

medical care of GP’s medical 
specialists ambulance 
transport (RAV)
Hospital stay
medicines
Geriatric rehabilitation care

€ €

€

obligedetermine

oblige

Care providers

Purchase of yearly 
care contracts
options:

to accept all citizens,
regardless of their 
health situation, all with 
the same premium

 to take on 

VWS

But don’t get in the gutter
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The ratio between the number of people aged 65 or 
older and the number of people aged 20 to 65. (CBS)

observation forecast

The maze of loketcare: 
depression and addiction? 

GGZ

GZ

VVT

ELV

GRZ

WLV

PGB
A disrupted balans - suddenly vulnerable

But the biggest group are people who, I sometimes say 
irreverently, they are creaky wagons that keep going until 
they drive over a pebble. And then the wheel flies o�. So it 
all kind of goes. It's a shaky balance. And if something 
happens, and that something can be something physical, 
pneumonia, a urinary tract infection. But that can also be 
a partner falling away due to illness or death. �at could 
also be something cognitive. So that balance is broken.

Internal medicine

I think the complexity of the case studies.
�ese are undoubtedly the patients who have cross-domain problems.
So a vulnerable elderly who is also addicted.
A frail elderly person who also has a mental health component.
So more elderly people who have psychiatric complaints.
To make it even more complicated: or a combination thereof.
A vulnerable elderly person who is homeless.
A frail elderly person who is not insured.
�ere are arrangements for that, but then it all gets complicated.

Life is �ne in the middle of the street

SOURCE (NIV)

Of all patients treated in the ED (SEH), 
20 percent have highly complex care 
needs and 70 percent of this group are 
also admitted to hospital.

The norm works for 80 percent



2030
Forecast

To Home

Deceased

Unkown (Digi. self triage)

GP

0-20

20-75

75+

715

263

Patient with 
acute care need 

Hospital/polyclinic

Nursery home

AMBU

Crisis unit

∆ 2022

Mental health care

2.365

GP post

ED

*

*

*

*

Zorgverzekeringswet 
(ZVW)

Health Insurance Act Long-term Care Act
Wet langdurige zorg 
(WLZ)

Social support act
Wet maatschappelijke 
ondersteuning(WMO)

Tax and premiums  of the dutch 
population are divided across regions 
taking into account spatial segregation 
(population mix, percentage of seniors, 
available healthcare providers, 
socio-economic status, potential 
informal care)

Districts

Commanders intent

Build cohesive teams through mutual trust 

Mission orders

GP’s patient database

GP’s patient database (Height of fund per person t.b.d)

€6.000 per vulnerable patient per year

Shared savings: saved fund goes back to the 
citizen, GP and Social worker and health 
insurer Establish integral care and 

social plan

Part from available fund 
can be used for the 
speci�c patient

District nurse

Build robust teams between GP, District 
nurses and social workers operating in 
the same district

GP District nurse Social worker

Social worker

€500 per healthy citizen per year

Clear communication of intent of 
governmental missions. These missions 
should be backed by Dutch parlement.

For example: achieve as much health gain as 
possible for the budget we have.

Central government sets up regional teams 
for regional collaboration on integral care 
agenda

Create shared datasets and central 
information structure for emergency 
responses.

Teach and train with professionals. Build 
geriatric and palliative care competences.

To GP team: Prioritize building personal 
connections with your patient base aged 65 
and over.

To Geriatric team at ED: Support elderly in 
decision making by explaining their curative 
and palliative options and the effects of 
interventions.

To Citizen: Register at a GP practice

Each operational team has clear mission 
orders and constraints, with operational 
freedom of action, in the way they execute 
their orders. They provide documentation 
with their rational of their steps.

To scientist: Determine which patient 
groups bene�t most from proactive care 
plan conversations.

De�ne clear mission statements for actors 
within the acute care domain. Determine time 
and budget constraints with operational 
teams.

Population funding is 
seperated between:

average costs per senior 
(65-85) in euro’s in 2017 
was €8.650

First line: GP & social work
Second line:  Specialised high 
complex hospital care
Specialised mental healthcare

Sense a potential 
vulnerability

Initiate collaboration: 
acute elderly care is 
proactive

300700

€ 350.000 € 1.800.000

Shared agreements
for an acute situation
Care and social plan

These should adress the various 
needs and values of the seniors.
Next to that they should focus on 
strengthening social networks. 
Groups that know each other, 
check-in on each other and can 
give support.

Create options for the GP, 
District nurse, Social worker and 
Senior to include into their social 
care plan

Reduce administrative workload. 
AI-trained language model to 
record and transcribe 
conversations. With different 
trained models an summary can 
be made from different 
perspectives: for example the 
ambulance nurse and the health 
insurer.

Make emergency information 
about the patient available for 
the acute care system. Contact 
details of family, wishes and 
care limits. Policy of GP and 
pre-records.

Improve the decision making 
proces of ambulance nurse. 
Facilitate information about the 
patient and provide options of 
where to take them in line with 
their wishes and values.

Creating safe spaces to talk about 
tender topics, can bene�t both. For 
the senior it can be a means for 
re�ection and expression of their 
views.

With fostering intergenerational social 
networks, there can be value exchanges 
between generations. These can be 
knowledge-based, where elderly are 
seen as a source of life wisdom for the 
younger generations.

Create a desire for intergenerational social 
networks instead of making it an duty.

There is a growing interest in crafts, self 
help, and DIY sustainability by young 
adults. Next to that, life coaches and the 
commercialisation of experiences are on 
the rise.

GP

Round table conversation

Senior + 
family

Population funding GP & social work

Population funding 

Mission command Principles

€ €

€
01 - Communal senior housing

Matched on lifestyle

02 - Neighborhood clinic

03 - Hospital

Output

Acute situation

Transfer of care director
 A medical generalist with 
geriatric background

Specialist geriatric 
medicine team available 
at the clinic

GP and district nurse can 
visit the senior

GP 2

GP 1

Project Manager Learning Network 
Acute elderly care

Improved information flow

Ambulance nurse

Information

Decision making

Exploration of interventions, transformations and dismantlings

Decision making

Decision making

Decision making

Network

Government care (cross-domain) innovation 
fund for new operational care initiatives that 
�t the commanders intent and otherwise will 
not be �nanced or viable in the funding 
structures.

Risk acceptance

Excercise disciplined orders

Competence

Shared understanding

Spatial Regional

Flexible use of beds: 
GRZ, ELV, WLZ

Nursing home 
for (sub) 
acute care for 
elderly

A senior lives 
independently at home 
with multiple chronic 
illness. 

Communal 
space

Communal multipurpose 
care space

Geriatric revalidation room

Guest accommodation

Hospice at home

Multiple inter-generational 
appartements: 55+ years

Centralised 
medical 
complex care

ED+GP Post 
with geriatric 
team

Family room, palliative room,
leave through the side door 
instead of the back

€

€

€

Space for end of life

"You can be operationally ambiguous, of course, and in fact that's often 
an advantage. But you shouldn't be strategically ambiguous."

New arrangements for acute elderly care

Exploration of a resilient system state

Foster intergenerational social networks

Mission command structure

€

€

Care is a social undertaking

Growing old together (living)

Care is a common good

Live with a view of the end

New Paradigm

ROAZ NH/FL 2030
Population 2022 ROAZ 
NH/FL

To Home

Deceased

Unkown (Digi. self triage)

*Lines with asterisk are increased in thickness to 0,6 pt for visibility

Line thickness of 1,5 pt stands for 25.000 patients

GP

0-20

20-75

75+

715

263

Patient with 
acute care need 

Hospital/polyclinic

Nursery home & neighborhood clinic 

AMBU

Crisis unit

∆ 2022

Mental health care

2.365

GP post

ED

*

*

*

*

Potential redirected patient flow

 If you no longer have to look for a district nurse 
from a healthcare provider who happens to still 
have room and you no longer have to work with a 
community team where you can't find anyone who 
wants to look for this patient. But you just have a 
permanent social worker. You have a permanent 
community nurse with whom you are always in 
contact and who also knows your practice popula-
tion very well, because you already work together 
anyway. I think that's where the time savings lie.

You proactively report something about this and 
that could, for example, be that you call the GP post, 
for example on Friday at 5 o'clock.. �is has 
happened and it is coming. So when patients call, 
that's my policy. You can write that down too in 
your file.

[A lot of elderly] actually functioned worse 
than when they entered the hospital. So they 
can no longer shower themselves. Or they can 
no longer go shopping, so there is a decline in 
that. So, you actually try to prevent that as 
much as possible and you actually try to 
provide that care at home as much as possible 
because you shouldn't move old trees. So if 
an elderly person can be treated at home, that 
is actually the ideal solution, as he or she 
remains in his or her own system and you do 
not have to change care providers who do not 
know the patient.

Project Manager Learning Network 
Acute elderly care

But hey, that's not always possible at home, 
because there isn't always an informal 
caregiver. And because home care cannot 
always handle this. And that is how the 
community clinic was born, which o�ers this 
care as close to home as possible to ensure 
that the elderly do not have to be admitted to 
an academic hospital for normal pneumonia.

Geriatics - MD-PhD

You try to split [your policy] constantly. Yes, 
we are going to [keep you stable], but we are 
also going to talk to you about how far should 
we go? what do we do then? And that 
two-track policy, you also make it clear to the 
patient: You are now here in the emergency 
room and as long as we do not know and are 
in conversation, we will act and conduct 
investigations, but at the same time we will 
have the tender conversation.

Current system state Resilient system state

Decision making Information Spatial Network

Strategic responses

 up to 12%  12 up to 17%  17 up to 22%  22 up to 27% 27% or more

Percentage Senior citizens 65+ , 1 January 2023

Aging per municipality

Source: CBS

25.800 -30.000 30.00-32.000 32.500-35.000 35.000-57.500

Per municipality per person in euros, 2018

Average standardized income 

Source: CBS

1

2

3

6

5

4

Each block represents 1.000 people

Flevoland 2

Safety regions with their total population (x1.000)

2022 2030

Regional assembly acute care (ROAZ)

1.105

2020

2030

435

240

341

ROAZ total 3.345 ROAZ total 3.624

670

554

Amsterdam-Amstelland1

Flevoland2

Gooi en Vechtstreken3

Kennemerland4

6 Zaanstreek-Waterland

5 Noord-Holland-Noord

1.240

473

250

369

686

606

Amsterdam-Amstelland 1

Gooi en Vechtstreken 3

Kennemerland 4

Zaanstreek-Waterland 6

Noord-Holland-Noord 5
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	Project Introduction: Project goal
In an increasingly complex world, people and systems have to cope with high-impact disruptions. In this light, a system can better be antifragile instead of resilient, robust, or at worst: fragile. Antifragility is a property of systems in which they increase in capability to thrive as a result of stressors, shocks, volatility, noise, mistakes, faults, attacks, or failures (Taleb, 2013). I set out my graduation project with two goals: First, I want to make the concept of antifragility actionable for systemic designers. Second, I want to apply this knowledge in the act of designing for an antifragile acute care system for vulnerable older adults. In this brief I provide the context of my graduation project, it’s academical and practical value. I will explain my design research questions, followed by my approach, deliverables, planning and at last my motivation. 

The Domain – Transformational plans of the acute care
The consensus, as established in the integral care accordance (Integrale Zorg Akkoord, 2022) is as follows: the organization of professional care must transform to remain affordable, accessible and of high quality.  If nothing changes, one in four employees must work in the healthcare sector in 2040 and as a society we will be spending 19-21 percent of our gross domestic product (GDP) according to the Wetenschappelijke Raad voor het Regeringsbeleid (WWR). The urgency for the transformation is highly felt within the system. However, shaping a coherent and concrete possible transformation is an extremely difficult task for the actors within the system. 
The Netherlands is divided in eleven regional acute care networks. All networks have an organizational organ called the Regional Overleg Acute Zorgketen (ROAZ). In each ROAZ, chain partners work together to keep the acute care accessible for patients in that region. Chain partners are hospitals, ambulance care, General practitioner units, obstetricians, GGZ, GHOR and GGD. The initiators of the ROAZ are the eleven hospitals with a trauma centers.  According to the Integrale zorg akkoord, each ROAZ has the responsibility to formulate specific transformational plans for the acute care in their region for the end of 2023. With my thesis, I work together with the ROAZ of the region North-Holland/Flevoland, the second largest organization of the Netherlands. I will be under direct supervision of the acute care advisors T. Fresen and M. Wessel of the Amsterdam UMC. My thesis will be input for the ROAZ-beeld and ROAZ-plan of the region North-Holland/Flevoland. Both the ROAZ-beeld and plan have a set of criteria as described by the IZA:

“The ROAZ-beeld has to outline the actual situation of the region: the care needs of the population as well as the capacity and performance of care, welfare, and support. So that the difference between the (expected) demand for care and the (expected) supply of care and thus the biggest bottlenecks become clear. Qualitative information, such as stories from residents and care providers, clarifies the figures. In the plans, the regions zoom in on the biggest bottlenecks. They describe which parties will tackle which tasks and on which scale. And how the region steers for (measurable) results and makes progress transparent.” (dejuistezorgopdejuisteplek, 2023)

Antifragility is context specific. This is why I scoped my research further down into the context of vulnerable older adults. Elders are vulnerable if the have chronic diseases, weakened mental capacity or are socially isolated. I set out to either reduce the inflow of the vulnerable elders in the professional acute care chain, or to optimise their flow or outflow throughout the acute care chain. Ideally, I end up with an acute care system that will function better, if the stock of vulnerable elders increases over time.
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	Project Problem: Research question & sub questions

How can the concept of antifragility be applied in the transformation of parts of the regional acute care system?

• (1) How can the concept antifragility be made actionable for systemic designers?
• (2) How can we establish the current state of the acute care system regarding vulnerable older adults?
• (3) How do we establish the (unknown) fragilities for vulnerable older adults in (parts of the) system?
• (4) How do we develop antifragility by design, transforming the acute care system to a system which improves from the stressor of vulnerable older adults?

I draw from different design approaches in this project. I mix practices from the field of participatory design, systemic design, strategic design, futures thinking and frame innovation. Next to that, I will work towards my goal of designing (parts of) an antifragile acute care system, while adapting traits of antifragility in the design approach itself.
This antifragile approach somewhat overlaps with earlier mentioned design practices, in the sense that I will try to benefit from fast failures (in for example making quick iterations on my system maps), utilize diversity and optionality in the set of perspectives from key interpreters (experts and stakeholders from within and outside the domain), to recognize fragility and co-design solutions. 
	Project Assignment in 3: My project aims to make the concept of antifragility actionable for systemic designers and to apply it in the transformation design of (parts of) the regional acute care system for vulnerable older adults.


	Project Assignment Elaboration: I established three distinct phases in my graduation project. The first phase being Sensemaking, this will be a diverging phase with the aim to establish a proper understanding of the concept antifragility and to iteratively map the current state of the acute care system together with stakeholders from within the acute chain. 
In the second phase I will be looking at future fragilities of parts of the system. For example, if we look at the acute psychiatry or the acute care for elderly citizens, then what are the bottlenecks, non-linear acceleration of harm, or system traps? For this I will look use a futures thinking approach, looking at second order consequences of (disruptive) events. In this phase the aim of my interviews will be at detecting fragilities and opportunity areas.
In the third phase I will focus on a specific opportunity area in the acute care system to form a concrete, inspirational transformational design. This can function as a concept car or an experiential future: a concrete manifestation of the desired change. This concrete proposition will validated in interviews with key stakeholders.
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	Planning Elaboration: Deliverables:

Sensemaking
• Various visual representations of the system: Gigamaps, icebergmodel, processflows
• Antifragility toolkit: design heuristics, traits, and best practices of antifragility by design from the healthcare context
• Qualitative data from key stakeholders from acute care chain.

Futuring (converge and diverge)
• Set of fragile points in the system: bottlenecks, system traps, non-linearities  
• Set of opportunity areas for improvement

Transforming (converge)
• Boundary object (concept car)/experiential future: manifestation of desired change.


	Project Motivation: Motivation

Design for antifragility: developing a new design philosophy

I am deeply moved by the philosophical wisdom of Nassim Taleb. The concept of antifragility has been applied in varying fields: risk analysis, computer science, urban planning, transportation planning and molecular biology. Yet, it is rather unfamiliar in the field of systemic design. He brings a fresh perspective to the context of systems thinking and I have felt that his school of thought is highly valuable to the field of systemic design, yet few people in this domain seem to be familiar with his work. I want to further open his vault of knowledge and build on the work of Msc. Alexander Nieuwborg.

Working on a system with head and heart

In my quest to look for a systemic challenge, one that could benefit from antifragility, I looked at various systems: mobility, finance, defense, energy to name a few. However, I needed a challenge which moved my heart as much as it stimulated my mind. I found my challenge in the healthcare sector. In this project I want to address and stay connected to the “soft” side of care,  as well as the “hard” mechanism that I will find in the healthcare system. When it comes to transformational practices in this domain, I am lucky to have Prof. Maaike Kleinsmann as my chair.

Enjoying the process

Naturally I have a somewhat unhealthy sense of responsibility mixed with somewhat unrealistically high ambitions. Even when I started writing this brief, I felt tensed, worried about the outcome: will it be good enough? In my final project I want to take time to be creative, soak myself up with new knowledge, connect to key interpreters, create space for randomness, focus more on the process than the goal and above all, give myself time to become a better human-resource manager for myself.
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