
Health Care Transitions 2 (2024) 100028

Available online 18 November 2023
2949-9232/© 2023 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nc-nd/4.0/).

Enhancing self-care and access – The Dutch stepped care model to 
strategically organize public sexual health for young people 

Filippo Zimbile a,b,c,*, Silke David a, Elmari Briedenhann d, Lisette Schutte b, Rik Crutzen c 

a National Institute for Public Health and the Environment, RIVM, Bilthoven, the Netherlands 
b Aidsfonds-Soa Aids Nederland, Amsterdam, the Netherlands 
c Department of Health Promotion, Care and Public Health Research Institute, Maastricht University, Maastricht, the Netherlands 
d Wits Reproductive Health and HIV Institute, Faculty of Health Sciences, University of the Witwatersrand, Johannesburg, South Africa   

A R T I C L E  I N F O   

Keywords: 
EHealth 
Digital health 
Self-care 
Public sexual health for young people 
Stepped Care 
Accessibility of SRH-information and services 
Public health system 
Web-based interventions 
Cooperation in health care 

A B S T R A C T   

Public Sexual and Reproductive Health (SRH) services are traditionally provided face-to-face by Dutch Sexual 
Healthcare Clinics. High demand for these services led to the exploration of digital health to increase access and 
support self-care. However, the implementation was fragmented and uncoordinated. Therefore, the Stepped Care 
Model (SCM) was introduced to (1) organize coordination and cooperation between regional and national 
providers of public SRH-services for young people; (2) link digital services to clinical services and identify op
portunities for new digital services; (3) increase the accessibility of SRH-services; and (4) stimulate self-care. This 
article describes the Dutch SCM and how digital health is integrated The process started by identifying key 
stakeholders and promoting collaboration followed by development and implementation of an unified national 
online platform to access comprehensive SRH services. The different levels of care of the existing services were 
categorized and overlap between services were inventoried. Based on ‘ideal client journeys’ for different sexual 
health themes, relevant services on different care levels were linked to each other and new opportunities for 
digital or combined digital-professional supported services were identified. It is explained how young people can 
gain easy access to increasingly specific and specialist services at the higher steps of the model via the online 
central portal with general information as a first step. The lessons learned highlight the importance of part
nerships, coordination and a shared strategy leading to reduced fragmentation and increased accessibility of 
services and more self-care. The constraints of the Dutch SCM are related to restricted evaluation possibilities due 
to anonymized client data, limited target group involvement, complexity of digital service development along 
with possible resistance from health professionals. The SCM shows how efficiency in health systems can be 
achieved following the principle of economies of scale: more coordination and less fragmentation, leading to 
lower costs for development and implementation of digital services, availability and bundling of specialized 
technical and regulatory expertise and financial resources, ultimately leading to reduced waiting times and more 
self-care for young people.   

1. Introduction 

Public Sexual and Reproductive Health (SRH)-services in the 
Netherlands are traditionally provided face-to-face by 24 Sexual 
Healthcare Clinics (SHCs) covering separate regions across the country. 
The care provided by the public SHCs is complementary to regular 
(insured) care. Complex care cases are referred to the regular health care 
providers (General Practitioners (GPs) and specialist care). Sexual 
Transmitted Infections (STI) consultations for high-risk groups (e.g. men 
who have sex with men, sex workers, people with a specific migrant 

background) as well as information and personal consultations on a 
broad range of subjects related to sexual health are available for young 
people (aged 12 – 25 years) free of charge and anonymously if preferred. 
An increasing demand for sexual health care in combination with a 
budget ceiling has resulted in SHCs having stricter triage and prioriti
zation procedures in terms of what they offer to whom. This has caused 
an increased focus on testing and treating people with high vulnerability 
of contracting STIs. Other segments of the target population (hereafter: 
target groups), mainly young people under the age of 25 without 
physical complaints, are therefore faced with longer waiting times and/ 
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or referral to a general practitioner or a private STI clinic.1 Unlike the 
SHCs, these providers are not free of charge for most young people due 
to the way in which the mandatory deductible of a health insurance is 
organized in the Netherlands. This creates (financial) barriers to 
accessing sexual health services. 

Other factors that are known to influence the accessibility of SRH 
services are lower levels of health literacy (e.g. the knowledge and 
competences of persons to meet the complex demands of health in 
modern society),2 differences in health seeking behaviors, inconvenient 
openings hours, affordability (e.g. travel costs to the clinic) and lan
guage barriers.3–6 In the Netherlands, lower and intermediate educated 
individuals are 70% of the population, but only 33% of people that are 
reached by SHCs are from this segment of the population.7 Lower 
educational level is associated with earlier sexual experiences, less 
favorable evaluations of these experiences, limited sexual health 
knowledge and a higher risk of unintended pregnancies, STIs, and 
victimization.8 Furthermore, youth with a migration background have 
higher STI and abortion rates in comparison to the native Dutch 
youth.9–11 These disparities may result from barriers at patient levels 
including lack of awareness of sexual health services, cultural taboos, 
and reduced sexual health literacy.12,13 

As observed in other high-income countries, a perceived lack of 
privacy and confidentiality and the stigma associated with both STIs and 
sexual health problems prevent some target groups in the Netherlands 
from using services in a clinical setting such as SHCs.5,14,15 A review 
study shows that the most important barrier to young people accessing 
sexual health services is their personal perceptions, including fear, 
embarrassment, and insecurity related to their self-image and reputa
tion. Confidentiality is of utmost importance to them, as they worry 
about others discovering their visit and how it may affect their 
reputation.14 

The high demand for public SRH services and the limited access for 
some target groups to the services delivered face-to-face led to increased 
interest in the possibilities of eHealth. eHealth is the use of information 
and communication technologies such as the internet, tablet or smart 
phone to reinforce health and healthcare. In general, it is recognized that 
eHealth facilitates the access and use of medical and health information 
and supports self-management as well as possible cost benefits.16 

1.1. Context 

In the field of sexual health specifically, it has been shown that 
eHealth can empower clients by improving their sexual health knowl
edge and addressing stigma associated with sexual health problems.16,17 

eHealth has the potential to identify those with sexual health needs 
sooner and provide tailored information and care.18 This empowerment 
of clients may lead to increased self-management and self-care, which in 
turn could result in important benefits for vulnerable and marginalized 
target groups.17 In addition, eHealth may better support and enhance 
the relationship between clients and their sexual health care providers 
across different locations, reduce waiting times and decrease economic 
burden to the health system.16 Because of these benefits, the World 
Health Organization (WHO) has recommended making self-testing and 
self-sampling methods available in addition to STI-testing services in 
clinics.19 

Limited healthcare resources combined with the ambition to 
improve reach among target groups, have led to investment in web- 
based sexual health services. These services allow users to order tests 
online, receive self-taken sample kits at home, and get results via text 
messages. Treatment can be delivered after a telephone or video 
consultation. They also offer personalized health information and pro
motion through the website, text messages, or online chat. Online sexual 
health services are believed to be cost-effective and improve access for 
some groups compared to clinic-based services.20 

Despite the broad recognition of the possible added value of eHealth 
for both clients and professionals, implementation is lagging behind.21 

As in other health domains, the implementation of eHealth in Dutch 
public sexual health was initially fragmented, unsustainable and lacking 
in vision and strategy. Hence, the introduction of online services should 
be considered as part of a dynamic sexual health infrastructure and not 
as a stand-alone service. Co-development of online and clinic-based 
services is therefore considered an important condition for success.22 

The Dutch coalition of public sexual health consists of SHCs and 
national stakeholders: Soa Aids Nederland (SANL), Rutgers, the 
Netherlands Institute of Health and the Environment (RIVM). In 2011, 
they identified the need and importance of coordination and collabo
ration in developing and implementing digital public sexual health 
services primarily directed towards young people. An important starting 
point was the connection between the new online and the existing 
mainly offline services. Based on the reported positive results in the field 
of mental health,23,24 the coalition saw opportunities in using a Stepped 
Care Model (SCM) as a framework for organizing public 
SRH-information and -services. 

A SCM is based on the premise that interventions should vary in type 
and intensity, especially in health care systems with limited capacity. 
According to the SCM, lower cost interventions are offered first while 
more expensive and intensive treatments are reserved for clients who do 
not respond to less intensive interventions.25 The aim of this article is to 
describe, based on the Dutch experience, the process of how to apply a 
SCM to organize online and offline public sexual health services. The 
objectives of using the SCM were to:  

1. stimulate and organize coordination and cooperation between 
regional and national providers of public sexual health services (e.g. 
preventing duplication and overlap of new digital services and con
tent, bundling knowledge and experience, and jointly financing, 
purchasing, developing, implementing and maintaining new digital 
services);  

2. link digital services to clinical services and identify opportunities for 
new digital services (e.g. offering online triage methods, video con
sultations or support by health professionals during online training);  

3. increase the accessibility of public sexual health information and 
services for young people (e.g. preventing fragmentation, intro
ducing a joint national online gateway to which various online and 
clinical services are connected);  

4. stimulate self-care (e.g. offering easily accessible health information 
(24/7), connecting relevant services, offering customized digital 
advice and training applications that can serve as a replacement or 
addition to advice from a health professional). 

The extent to which these intentions have been realized, as well as 
the lessons learned along the way, and constrains experienced are dis
cussed in this article. 

2. Principles of a stepped care model and relationship with self- 
care 

2.1. Stepped care model 

The use of a SCM as a framework for health care has been advocated 
for years and for several health domains, such as addiction (alcohol, 
smoking), eating problems and depression.24,26,27 A SCM approach can 
also be applied to a broader public health perspective.28 By organizing 
effective linkages between services in a community, these services are 
not unnecessarily duplicated and non-intensive treatments are offered as 
the initial treatment in most cases.28 Previous studies show that a SCM 
approach can reduce treatment costs without evidence of diminished 
treatment efficacy or patient satisfaction.29 Furthermore, it can increase 
the reach and availability of services.23 

In general, a SCM is based on three assumptions:30 (1) different 
people require different levels of care; (2) finding the right level of care 
often depends on monitoring outcomes; and (3) moving from lower to 
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higher levels of care based on patient outcomes often increases effec
tiveness and lowers costs overall. Because stepped care is an individu
alized approach decisions about the level of care is up to the client 
and/or the health care provider, with the possibility of ‘stepping up’ or 
‘stepping down’ for more or less complex help requests.31 

2.2. Relationship between SCM and self-care 

A SCM offers a hierarchal and logical framework to link self-care and 
self-help programs to services provided by health professionals. The 
World Health Organization (WHO) considers self-care interventions as 
promising approaches to improve health and well-being, both from a 
health systems perspective and for patients (Fig. 1). The WHO recom
mends a range of self-care interventions for health promotion, but also 
essential enablers (e.g., health literacy that provide a basis for health 
promotion). 

At the same time, it is recognized that not all individuals and com
munities require the same level of support for access to and the uptake 
and use of self-care interventions. Exclusion of people who are less able 
to manage their own care is prevented by ensuring safe and strong 
linkages between independent self-care and access to quality healthcare 
services.17,32 Especially when it comes to eHealth, it is important to 
realize that persons who are not engaging effectively with the digital 
world are at risk of being left behind.33,34 

Within SRH a SCM approach can offer digital and web-based solu
tions that support target groups to make informed decisions and actively 
engage them in prevention and care. Online channels such as chat, 
video, eHealth support the relationship between clients and their health 
care providers.16 As a result, in the Netherlands, the traditionally local 
and sometimes regional reach of the professionals working at SHCs can 
be raised to a national level. After all, via online contact, the distance 
between a health care provider and client does not play a role. 

3. The Dutch SCM for public sexual health 

3.1. Steps and services of the Dutch stepped care model 

The Dutch coalition on public sexual health used the principles of a 
SCM to link (new) online self-care products and online information and 
services by (local) professionals to existing regular offline sexual health 

services. The ambition was to work together with key stakeholders to
wards a national system in which clients are well informed but treated 
no more than is strictly necessary and the support by a health profes
sional can be tailored to their individual needs and preferences. Fig. 2 
presents the current Dutch SCM for public sexual health. 

3.1.1. Main Areas Within the Dutch SCM 
As shown in Fig. 2, the model is divided in three main areas. 

3.1.1.1. Face-to-face services: Step 4 and 5. The face-to-face services by 
health professionals, positioned at the top of the model due to highest 
average cost per contact and the most complex help requests. The range 
of these services is limited by the available capacity of medical pro
fessionals and the opening hours of clinics. 

3.1.1.2. Fully digital services: Step 1 and 2. The fully digital in
terventions and services without any support by a health professional 
and with the lowest average cost per contact are at the bottom of the 
model. These online services basically have an unlimited reach and are 
accessible 24/7, yet require the highest level of self-care. 

3.1.1.3. Hybrid services, combination of digital and human supported ser
vices: Step 3. The intermediate area, with medium average cost per 
contact, consists of hybrid services and interventions that enable digital 
guidance of a health care provider: an information or a health profes
sional (an information professional is a highly trained employee who 
specializes in providing information in the field of sexual health and 
counselling but does not provide medical advice). These services are also 
limited by the availability of professionals but since there is no 
requirement for an appointment and contact is made by e-mail or a 
message service within an intervention, organization is more flexible. In  
Table 1 the different steps are described and summarized. 

3.1.2. SCM accessibility 
The lowest and most accessible step of the model serves as a central 

portal to the various interventions and services on the higher steps of the 
model. The SCM offers the opportunity to go through the model step by 
step, while the various interventions and services at the different steps 
are also directly accessible as standalone interventions. 

3.1.3. Finding the right level of care 
Young people who navigate through the model step by step, from 

more general to increasingly personalized information and advice, are 
pointed out at each step by the various individual interventions to the 
possibilities of additional services at the higher steps. Up to and 
including step 2, young individuals themselves determine whether these 
referrals will be used and choose how they want advice and care 
delivered that best fits their personal situation. They do so without a 
needs assessment or guidance by a health professional. They can also 
step out when they conclude that their request for help is already suf
ficiently answered at one of the lower levels. 

3.1.4. Implementation data of the Dutch stepped care model 
Fig. 3 below presents data from 2022 on implementation of the 

Dutch SCM. Due to the anonymous nature of the services it is not 
possible to determine exact client routes. A combination of available 
data such as user statistics, page views, registered referrals and clicks on 
URLs to other services and applications provides approximate insights 
into the functioning of the model and the references. Unfortunately, it is 
not possible to make a distinction based on age among the users and 
provided advice from all the interventions at step 2. 

3.1.5. Referrals in the SCM 
As is visualized in Fig. 3 referrals to other services within the SCM 

can go up and down. Although referrals by nurses and doctors at steps 4 
Fig. 1. Self-care in the context of interventions linked to health systems 19.  
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and 5 to (digital) services at lower steps in the model are not registered, 
an internal needs assessment related to eHealth among health pro
fessionals working at the 24 Dutch SHCs provides insights into the extent 
to which this occurs. About 90% of these professionals refer clients to 
information on the website www.sense.info on step 1. A majority of the 
health professionals experiences that they can deliver more quality and 
increase efficiency during the consultations if clients prepare themselves 
at the lower steps of the SCM (74% and 62% agreed respectively).35 A 
table (Table 2a) with the most relevant results of this needs assessment is 

as supplementary material available at: 
https://osf.io/bujpq/?view_only=fdf0959c0e0f42b88990682 

c8aac27e3. 
Also added to this table (Table 2b), as an indication for their support 

for the SCM approach, are results of a recent evaluation among 35 nurses 
who participate in the national chat service (step 3): 97% indicate that 
national cooperation is important for the reach, quality and efficiency of 
the chat-service.36 Almost all nurses (97%) believe that the chat service 
has added value because the questions asked are relevant for sexual 

Fig. 2. Dutch SCM for public sexual health.  

Table 1 
Steps and objectives of the Dutch SCM for Public Sexual Health 32   

Description Objective Mode of interaction Reach / 
Accessibility 

Degree of 
self-care 

STEP 5 
Specialized care 

Specialized care by medical doctor or 
sexologist 

To provide specialized client-oriented 
diagnosis, treatment, care and services 

In-person visit to SHC Low / limited Low 

STEP 4 
Medical consult 

Personal health advice and services 
provided by a licensed health 
professional (nurse, doctors assistant) 

To provide client-oriented care and 
services, assess risk and personalised 
support with link to specialist care as 
needed 

In-person visit to SHC or online 
consultation (pilot) 

Low / limited Low 

STEP 3 
Helpline 

Anonymous interaction with 
information professionals / trained 
counsellors for personal advice 

To provide personalised advice and 
support through interactive dialogue to 
address specific needs and refer to other 
public health services 

Live (phone, chat) or asynchronous 
(e-mail) contact with information 
professional 

Low / 
medium 

Medium 

STEP 2 
Automated 
personalised 
advice 

Computer aided personalised advice 
and targeted learning according to 
personal situation and risk 

To provide interactive tailored personal 
advice on sexual health topics and 
referral to other public health services 

Digital self-care applications, 
online self-assessment tools, online 
training modules, serious games, 
chatbots 

High / 
unlimited 

High 

STEP 1 
General 
information 

General information on sexual health 
and related topics and main entry portal 
to online and offline public sexual 
health services. 

To increase knowledge on sexual health 
topics and prevention and referral to 
other online and offline public sexual 
health services 

(Mobile) websites which offer static 
content, video’s, personal 
experience stories of peers 

High / 
unlimited 

High 

Finding the right level of care: during Steps 1 and 2, before a possible clinical journey begins, clients determine themselves whether or not they need additional 
information or support after they have used the websites or online interactive self-assessment tools. In the direct online environment, the relevant services (based on 
the topic of interest) offered in steps 3 and 4 are always communicated including the way in which one can make contact. Access to step 5 is only possible by referral via 
step 4. The references between steps 3–5 are coordinated with the professionals involved. 
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health, but are at the same time very different from the questions asked 
at the clinic. The reason most often cited by the nurses for this difference 
is that young people dare to ask more sensitive questions via chat and 
that it is easier for them. 

3.2. The process: how to apply a SCM to Dutch public sexual health 
services 

The development of the Dutch SCM for public sexual health is a 
dynamic process. Services, (digital) interventions and steps can be 
added (or removed), for instance as a result of technological or policy 
developments or new insights (e.g., such as the changes in lifestyle of 
certain target groups). We initially applied the SCM to the target group 
of young people. In recent years, we have seen that the principles of this 
approach are also applied to other target groups in the Netherland such 
as men having sex with men and sex workers. In this article, the focus is 
on young people. 

Roadmap towards the Dutch Stepped Care Model for public sexual health. 
In the development process of the Dutch SCM for public sexual health 

six consecutive stages can be distinguished as described below.  

1. Determine key stakeholders of public sexual health care and agree to 
cooperate (objective 1) 

In the Netherlands, the process started with the awareness that 
several local and national organizations are active in the provision of 
public SRH information and services. At the national level, these 
were Soa Aids Nederland (STIs, HIV, sexual health), Rutgers (sexual 
health, contraceptives, unintended pregnancies) and the SHCs. The 

24 SHCs are part of the municipal health centers (GGD) and provide 
SRH information and services on local and regional level. All orga
nizations are publicly funded. 

In 2008 Rutgers, SANL and SHC Rotterdam each separately 
developed websites about sexual health. The intended target group 
(e.g., young people), the general objectives and parts of the content 
of these websites were very similar. Since all three organizations are 
publicly funded, the need for cooperation was evident, which was 
the point of departure for the second stage.  

2. Agree to create one national online platform that provides access to the 
online and offline SRH information and services of the collaborating 
stakeholders. Introduce one national brand name for these services (ob
jectives 1,2,3 and 4). 

Developing one collaborative sexual health platform for young 
people allows them to gain instant access to a wide range of related 
SHR themes and services without having to perform multiple 
searches. This is because they are referred to different services via 
this online platform. The introduction of a joint brand name in
creases the recognizability and mutual connection between different 
online and offline services. The Dutch public sexual health brand for 
young people was named Sense. The central website is www.sense. 
info. In order to be able to meet the branding profiling of the part
ners, the names of the partners are always mentioned in combination 
with the brand name Sense.  

3. Determine different levels of care based on the existing range of services of 
the collaborating stakeholders (objective 4). 

The online and offline services of the stakeholders were identified 
and assessed. Different levels of care were distinguished (see Fig. 2) 

Fig. 3. Flowchart Dutch SCM for public sexual health for young people (12–25 years) in 2022.  
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and organized according to the SCM, starting with self-care (lowest 
treatment intensity) and climbing up to the most advanced level of 
care provided by a medical doctor (highest treatment intensity).  

4. Determine different interventions that are operational on each level and to 
what extent they are overlapping for the purpose of assessing which ser
vices can be merged or linked together in a user-friendly manner (objec
tives 1, 2,3 and 4). 

An inventory of interventions revealed that both SANL and various 
SHCs offered personal advice to clients via chat contacts. The chat 
service of SANL was offered by information professionals during 
office hours, the chat services by SHCs by nurses on a maximum of 2 
half-days a week each. However, in terms of content, the advice 
offered showed many similarities. Stimulated by budget cuts, it was 
decided to merge the chat services of SANL and the SHCs into one 
national service. A roster was set up for the occupation in which the 
core team of SANL was in turn reinforced by nurses from all regions. 
The new chat service was branded Sense Help Line and is co-financed 
by the SHCs, SANL and the RIVM.  

5. Define ‘ideal client journeys’ taking into consideration all main sexual 
health themes (relationships, sex, STIs, HIV, contraceptives, unintended 
pregnancy, sexual harassment) covering all levels of care and determine 
which information or support should be delivered at each level by which 
digital tool or type of health professional (or a combination of digital and 
human support). Organization of relevant, active and client-friendly re
ferrals between the different levels of care to promote support for clients at 
the level of care that suits their needs (objectives 3 and 4). 

Different clients have different needs varying from information, 
advice, counselling, physical examination to treatment. This requires 
the definition of clear access criteria for the different levels of the 
SCM. For example, clients having been warned by a sex partner who 
has tested positive for an STI should be able to immediately access a 
medical professional for testing and treatment. While clients who are 
uncertain about their vulnerability for an STI, should be able to first 
determine for themselves whether an STI test is useful with the help 
of an online self-assessment tool. 

Based on the defined client journeys, available (online) in
terventions and services are linked to relevant content on the central 
website. In this way, clients are offered easy access to relevant 
follow-up steps if they wish. Where there was a possibility, existing 
interventions or services were brought under the joint umbrella of 
the youth brand Sense.  

6. Determine which new digital or combined digital-human supported service 
can be added to the SCM. The position within the SCM of new services is 
determined by the basic principle that a new service should lower the 
burden on the next step. Or, in case a new step needed to be added to the 
SCM, determine between which existing steps the new intervention should 
be positioned (objectives 3 and 4). 

This opens possibilities for constant development of additional 
services. Two services are currently piloted in the Netherlands: video 
consultations as an alternative to face-to-face consultations and web- 
beased self-training programs for sexual health problems. The 
objective of both pilots is to increase the accessibility of SHC services 
and reach young people who are less likely to visit a SHC. Video 
consultations are not only attractive to clients because there are no 
travel time and costs involved, but they also offer more privacy 
because people cannot meet people they know in the SHC waiting 
room. Although the video consultations are also performed by 
nurses, they are positioned under step 4 in the SCM because no 
physical examination can take place.37 The pilot results show that 
both young clients and nurses appreciate and accept a video 
consultation on a similar level to that of a face-to-face consultation. 
Video consultations can thus be an attractive addition to the services 
of SHCs and can be used for standard STI consultations that do not 
require a physical examination. 

The pilot with web-based self-training programs (WSTPs) is aimed 
at supporting young people who suffer from sexual dysfunctions such 

as pain during sex, lack of sex drive and premature ejaculation.38 

Although these complaints occur regularly, only few young people 
who really suffer from these complaints appear to seek help from a 
health professional.10 The pilot provides insight into the extent to 
which the WSTPs actually reach young people who suffer from sex
ual dysfunctions, how participants and nurses evaluate the programs 
and how the WSTPs can best be offered: independently by the young 
people (leading to positioning on Step 2) or under the guidance of a 
nurse during the training (leading to positioning on Step 3)? 

4. Discussion 

This section discusses the lessons learned during the process of 
developing and implementing the SCM for public sexual health in the 
Netherlands and will be followed by a description of the constrains that 
have emerged. 

4.1. Partnerships, coordination and strategy 

An important benefit of the SCM we observed in the Netherlands is 
that it promoted a shared viewpoint for local and national providers of 
public sexual health services regarding one national system for public 
sexual health. The shared perspective has encouraged Dutch public 
health providers to start coordination and building partnerships, rather 
than operating in silos. Improving coordination in public health pro
grams offers good opportunities to maximize their impact.39 In this 
context coordination and cooperation reduce duplication of efforts and 
ensures better use of resources, generates a full picture of activities and 
identifies partnerships. In this context the WHO emphasizes that strong, 
sustainable partnerships are essential for successfully scaling up eHealth 
products.40 This is also a main conclusion in a study on the upscaling of a 
digital innovation for pregnant women in South Africa.41 

Shared online channels in the Dutch SCM proved to create new op
portunities for traditionally locally operating organizations to cooperate 
with services on a national level which lead to benefits based on the 
principle of economies of scale: SHCs benefit by combining their re
sources and operations with those of others by offering public health 
activities collaboratively that would be inefficient or unfeasible to pro
duce independently.42 By working together on the (new) digital joint 
services and infrastructure such as the Sense Helpline and online 
self-training programs, public funds are used more efficiently resulting 
in less and shared costs for development, implementation and mainte
nance of joint services. This applies to maintenance of applications, 
quality management, purchasing server capacity and media space for 
promotion activities but also by distributing staff according a joint na
tional schedule instead of local operating chat-services. In the case of the 
chat service, the bundled personnel capacity resulted in being open on 
all working days and additional openings hours in the evening. This 
makes the chat service more accessible for young people. 

Successful partnerships in public health require among other things, 
shared objectives and compatible interests.42,43 The SCM offers the 
stakeholders a practical tool to map existing and intended offline and 
online services. As a result, it provides an overview of the joint offer of 
information and health care services, possible overlaps and in
terdependencies and leads the stakeholders to opportunities for collab
oration and shared challenges as well as filling possible blank spots in 
the map. In the Netherlands, these insights did not only motivate part
ners to work together, it also gave them concrete goals for their coop
eration both for the short and longer term. 

Other prerequisites for effective public health partnerships have 
shown to be financial support, having a broader array of partners, and 
allowing sufficient time for partnership to succeed.44 In the case of na
tional digital health implementations, success is found to depend on 
high-level government involvement and leadership.41 These findings are 
in line with our experience. To organize leadership, a steering com
mittee has been set up in which the managers of the participating 
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organizations are represented together with RIVM. The RIVM reserves a 
separate budget to spark new digital initiatives for national and 
regionally operating partners. The representation of managers of the 
SHCs in the steering committee must ensure sufficient mandate for new 
joint initiatives. At the same time, (financial) commitment from the 
SHCs is asked, which is realized by an annual transfer of a limited per
centage of their own budget to a common eHealth budget at the national 
level. 

In order to ensure the development and implementation of a joint 
strategy as well as implementation of interventions and initiatives a 
dedicated eHealth coordinator has been appointed on behalf of the 
steering committee to be operating at the national level. Connection 
with the daily practice of the SHCs is ensured by additional appointment 
of regional eHealth coordinators and has been shown to be necessary. 
These regional eHealth coordinators work in close contact with the 
national eHealth coordinator and prepare the strategy for the further 
development and implementation of the SCM at a more regional level. 

4.2. Decrease fragmentation 

The enhanced cooperation in the chat service of the helpline (step 3) 
is greatly appreciated and supported by all partners involved and cli
ents.45 Because of this collaboration and the joint financing, the joint 
chat-service is accessible to the target group on all working days and 
some evenings. Quality management, software development and 
training of professionals are organized centrally. This is a strong 
improvement as compared to the period previous to the national 
cooperation. 

The SCM provides a solid framework for identifying opportunities for 
corporation on the principle of economies of scale. In the hybrid middle 
area of the model (see Fig. 2), where digital channels are combined with 
support by a professional, interesting opportunities arise. After all, 
digital channels enable national collaboration of traditionally locally 
working professionals. By jointly organizing and financing new digital 
services, space is created to form project teams with sufficient time and 
resources to focus and specialize. This approach prevents the disap
pointing results of previous attempts to implement eHealth in
terventions which lacked dedication and were too fragmented. 

Apart from the benefits arising from the economies of scale, the 
Dutch experience with the SCM shows that national collaboration and 
coherence are promoted by the introduction of the common youth brand 
Sense. A common brand does not only link the different services on the 
different steps to each other, it also provides the health professionals 
with a recognizable and visible national framework for collaboration 
with professionals from other regions in shared services such as the chat 
service, Sense Online Coach and Sense consultation hours at the SHCs 
for young people. It offers young people a recognizable brand for com
plementary web-based and clinical services. A national brand promotes 
the findability of reliable public services in the field of sexual health, 
among the wide range of other private and commercial providers in this 
field. 

4.3. Increase accessibility and stimulate self-care 

As a result of the collaboration with the SCM, young people gained 
access to one central and national operating online platform www.sense. 
info offering them easily accessible and reliable information and advice 
on a broad range of sexual health topics. The potential reach of this 
online platform is very high. In the Netherlands 99.2% of young people 
aged 12–25 years have internet access at home.46,47 A smartphone is 
used by 93% of the Dutch population aged 12 years or older.48 Young 
people are very interested in sexual health information online and 
search for such information more frequently than older age groups.46 In 
2022, www.sense.info had 3.4 million visits. Various user surveys show 
that visitors are very satisfied with the website.49–52 

Not only can users switch easily between different sexual health 

topics but if needed, upscaling from general to more personalized or in- 
depth information and/or advice is facilitated by always referring to the 
help line within the online environments on steps 1 and 2. In this way 
the SCM strengthens the role of clients in the decision-making process. 
Depending on the kind of help-request they have, young people can 
determine themselves the level and type of service (digital or face-to- 
face) they require. This means more self-management and empower
ment for clients and the removal of potential barriers to public sexual 
health services. In this context, it is important to note that almost 50% of 
visitors www.sense.info are looking for support for pleasurable sex (e.g., 
sex techniques and sensitive areas of the body) and do not have a direct 
request for help.53,54 

Since there is a good chance that clients have first informed them
selves via the website or a self-assessment tool at step 1 or 2 of the SCM, 
they are better able to articulate their request for help on step 4 or 5. 
According to the medical of the SHCs they therefore can deliver more 
quality and increase efficiency during the consultations.35 

A basic principle of a SCM is that different clients need different 
levels of care. This stimulates health providers to think in different client 
journeys. The stepwise provision of information and services, starting at 
the lowest steps, reduces the likelihood of unnecessarily relying on the 
scarce capacity of (medical) professionals. For health professionals this 
means they can spend more time for clients who are the most vulnerable 
or those who have more complex help requests. In order to use consul
tation time efficiently nurses (97%) and doctors (86%) frequently refer 
clients during consultation hours to content on the lower steps of the 
SCM.55 About 20% of the clients using the help line (step 3) have been 
referred to this service by professionals at step 4 or 5. 

4.4. Transitions from public adolescent to adult sexual health services 

In the Netherlands, only young people eligible for free public sexual 
health care through SHCs, which is broader than just STD and HIV care. 
SHCs primarily treat less complex sexual problems (at step 4 and 5). If 
specialized sexological expertise is required, referral is made to a GP 
who can refer a client to specialists in regular (insured) care such as 
psychotherapists, clinical psychologists or psychiatrists. Within Dutch 
regular healthcare, both adolescent care and care for people with 
physical and mental disabilities are well guaranteed and linked to adult 
care. 

Besides treating less complex complaints, normalizing, motivating 
and offering young people access (via GPs) to specialized care are 
important tasks of public SHCs. The free and (if desired) anonymous 
services in combination with the stepped care approach of Dutch public 
sexual health care, empower and enable easy access for young people. 
The results of the recent evaluation of an implementation pilot of online 
self-training programs on sexual dysfunctions (branded Sense Online 
Coach at, step 2 of the Dutch SCM) confirm this. These online training 
programs reach young people who have been suffering from sexual 
problems for quite some time and are less likely to seek professional 
help. Moreover, after these programs these young people find it easier to 
discuss their problems with their partner or seek professional help.38 

4.5. Constraints 

An important question raised by an SCM approach is whether clients 
ultimately arrive at the right level of care and whether the lower levels 
of care actually relieve the workload at the higher levels. To be able to 
answer this question, insight is needed into the course of individual 
client journeys and how they are evaluated. Because the public sexual 
health services in the Netherlands are almost completely anonymous, 
and therefore no personal data is provided in case of a referral to the 
next step, this insight is lacking and is not easily obtainable. This is also 
the main reason why the important last stage in the process of devel
oping an SCM for public sexual health is still an important point of 
attention: the evaluation. In consultation with collaborating partners in 
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Kenya and South Africa, where development and implementation of a 
contextualized SCM based on the Dutch experience has started, we are 
currently looking for appropriate monitoring and evaluation methods to 
investigate the functioning of the SCM. 

Although it can be concluded from the output data of the central 
online platform and main entry of the SCM that accessibility is high, this 
does not mean that the services in the following steps are also easily 
found by the clients. Realization of user-friendly and easily accessible 
referrals to additional services is an important prerequisite for a well- 
functioning SCM. A recent study of the chlamydia prevention informa
tion on www.sense.info intended to stimulate STI-testing, revealed that 
only 14% of the transfers from this page led to the STI-testing page. 
Additional research among users of the platform indicate that the page 
would mostly be visited for self-diagnosis purposes. Increased attention 
therefore should be paid to lower the threshold to get an STI-test and 
referrals to additional services could be improved.56 Future research 
should be organized and planned from the start to learn from the process 
of design and implementation. By collecting constant feedback from 
users, necessary adjustments and respond to the changing needs of the 
target audience can be facilitated. Understanding how users interact 
with the linked services and move through the different steps of the SCM 
will improve services and prioritize investments.32 

In the Netherlands, the SCM, unlike most digital services, was not 
developed and implemented from the start in co-creation with the target 
group. To ensure that the SCM is demand driven and client journeys 
match the different needs and preferences of the target group, involving 
the target group from the start has a clear added value.6 In Kenya and 
South Africa, the target group was involved from the beginning of the 
process. Involving the target audience in the development of digital 
programs and services ensures alignment with their needs and prefer
ences and increases the likelihood of successful adoption. In Kenya, for 
instance, a needs assessment was conducted within the stepped care 
model. Interviews with young people representing the target audience 
gathered insights on their issues related to relationships, sexuality, 
internet usage, and website preferences. This guided the development of 
a user-friendly and engaging website in collaboration with 
web-designers. 32 

Despite the many opportunities and benefits of cooperation experi
enced through the use of the SCM, especially the development of joint 
digital services turns out to be quite complex and time-consuming. 
Thresholds arise in many areas and require time and sometimes signif
icant investment to be overcome. In the Netherlands, for example, the 
SHCs use two different digital medical records. In practice, these records 
prove difficult and costly to adapt for innovations requiring willingness 
to cooperate on national level as well as coordination between different 
commercial parties who developed these records. In practice, this means 
more than doubling the time and financial resources to find a solution 
for all SHCs involved for links between the records and, for example, 
software for video consultations or laboratories for home-based self-STI 
testing. The SHCs have now started a study into the feasibility of one 
shared national medical record. Apart from these requirements, 
knowledge of Information and Communication Technology (ICT) is 
necessary. This is lacking for a substantial part, especially at the smaller 
SHCs. Compliance with European regulations in the field of data pro
tection prove to hamper progress and influences willingness to establish 
cooperation and data processing agreements. 

Last but not least, health professionals also need time for the 
acceptance of new digital services and collaboration outside the clinical 
walls. Resistance arises from doubts about the quality or digital services, 
changes being made to existing work processes or doubt about their own 
digital skills. In this context, it is important to stress that digital services 
are not a replacement for existing services but complementary to them. 
Due to the more anonymous nature of digital services and no travel 
times and costs being required, digital services reach people who do not 
want or are not able to visit a SHC. But when offering digital services, 
appropriate care and quality are the point of departure: it must fit both 

the client’s preference and the complexity of the help request. For 
example, based on the results of the pilot with the video consultations, it 
was decided not to offer it for more complex requests for help or when a 
physical examination is necessary. Moreover, the client is always offered 
a choice. 

Gaining actual experience with national digital collaboration seems 
to have a positive effect on the attitude and abilities of professionals. In a 
recent evaluation among 35 nurses who participate in the national chat 
service (step 3), 97% indicate that national cooperation is important for 
the reach, quality and efficiency of the chat-service.36 Almost all nurses 
(97%) believe that the chat service has added value because the ques
tions asked are relevant for sexual health, but are at the same time very 
different from the questions asked at the clinic. The reason most often 
cited by the nurses for this difference is that young people dare to ask 
more sensitive questions via chat and that it is easier. 

5. Conclusions 

The SCM shows how efficiencies in health systems can be achieved 
through digital health. Although there is still a need to gain more insight 
into the functioning and optimization of the Dutch SCM for public sexual 
health, the knowledge and experiences gained so far are relevant for 
other organizations active in this setting. 

The SCM provides a logical framework to organize existing services 
from regional and national providers of public sexual health services 
hierarchically and in mutual coherence. It offers a good basis for stim
ulating and organizing collaboration between stakeholders. By jointly 
offering a national online portal that provides access to the various 
public SRH services, digital services can be linked to clinical services. 
Understanding how users interact with the linked services and move 
through the different steps of the SCM will lead to improvement of 
services and provides insights into potentially valuable new digital 
services. Cooperation between the partners at the different steps pre
vents fragmentation and duplication of public services. In combination 
with a national digital gateway, this increases the accessibility and 
findability of public SRH services. The hierarchical structure of the SCM, 
starting with digital services, also encourages self-care among young 
users. 
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