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MANAGEMENT SUMMARY 
 

This thesis proposes a redesign of the organization of case management in dementia care in 

the region Midden-Brabant. However, other regions can use the findings as well. The 

amount of elderly people in Netherlands is growing, and therefore it is expected that the 

number of people suffering from dementia will increase as well. In order to ensure high 

quality and coherent care for those people, it has been proposed in the National Dementia 

Program to use case management in dementia care. Service providers in Midden-Brabant 

are planning to implement case management in dementia care in the region. The 

Zorgnetwerk Midden-Brabant, a cooperation of several service providers, gave the 

assignment for this research. The problem statement of this thesis is: 

 

How can case management in dementia care in Midden-Brabant be designed, in order to 

best satisfy the needs of dementia clients? 

 

Two concepts from the Operations literature have been applied to the design of case 

management in dementia care: front- and back office, and modularity. In the front office 

professionals have direct contact with a client and in the back office no direct client contact 

takes place. Dementia care is characterized by high levels of interaction between clients and 

professionals. Front- and back office concepts enabled to make deliberate decisions on the 

allocation of tasks of the professionals to the front- or back office. A dementia client often 

needs services from different service providers. Moreover, a high variation in needs exists 

among dementia clients. Applying modular principles enables creating a coherent service 

package of different services through the use of standard interfaces.  

In order to develop a design for case management in dementia care both theory as well as 

data from practice were used. Hence, theory about case management, front- and back 

office, and modularity has been applied. In addition, interviews have been held with 

professionals who already participate in existing collaboration initiatives in dementia care in 

Midden-Brabant.  

The core of the proposed design is the application of interdisciplinary teams. Members of 

these teams are a case manager, GP, and a doctor. Front- and back office theory and 

characteristics of the cooperation in practice were the basis for the allocation of 

professionals to the front- or back office. Modularity prescribes a standard interface which 

connects separate services. The interdisciplinary team, and especially the case manager, can 
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be the standard interface that ties separate services together in one coherent service 

package for a client. Also, information technology can facilitate the exchange of information 

between separate service providers. 

The proposed design does not downgrade the current organization of collaboration 

initiatives. It should be considered as a guideline for further elaboration of the adaption of 

case management in dementia care.  
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CHAPTER 1:  INTRODUCTION 

 

1.1 Introduction 

 

The number of elderly people in The Netherlands is expected to rise sharply in the coming 

decades. Hence, there will probably be an increasing amount of people suffering from 

dementia as well, because the chances of getting dementia increase with age (TNO, 2006 in 

Luijkx & Brinkhof, 2006). In 2005 the Dutch government started the National Dementia 

Program (NPD). The goal of the program was to evoke regional service providers to improve 

care given to people with dementia and their informal caregivers (Ligthart, 2006). In the 

NPD fourteen problem fields were identified, which encompass the most important 

problems and questions encountered by people with dementia and their informal 

caregivers. The fourteen problem fields cover all stages in which a dementia client can be: 

from signaling until admission in a care institution (Leidraad Ketenzorg Dementie, 2008).  

One of current main points in the design of dementia care is case management. In the NPD 

consensus was reached that case management is needed to deliver high quality care to 

dementia clients. Most problems occur before admission in a health care institution, which 

implies that the services available for clients living at home require improvement. From the 

moment of diagnosis, it would be desirable to appoint a case manager to a client. He or she 

can help to get familiar with the disease, to get a diagnosis and access to care, and to 

actually receive the required services (Leidraad Ketenzorg Dementie, 2008). Marshall et al 

όмффуΣ ǇΦоύ ǎǘŀǘŜ ǘƘŀǘ άƛƴ ƛǘǎ ǎƛƳplest form case management is a means of coordinating 

ǎŜǊǾƛŎŜǎΦ 9ŀŎƘ ǇŜǊǎƻƴ ƛǎ ŀǎǎƛƎƴŜŘ ŀ ŎŀǎŜ ƳŀƴŀƎŜǊ ǿƘƻ ƛǎ ŜȄǇŜŎǘŜŘ ǘƻ ŀǎǎŜǎǎ ǘƘŀǘ ǇŜǊǎƻƴΩǎ 

needs, develop a care plan, arrange for suitable care to be provided, monitor the quality of 

the care provided, aƴŘ Ƴŀƛƴǘŀƛƴ ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜ ǇŜǊǎƻƴΦέ  

The remaining part of this Chapter consists of the problem indication, a discussion about the 

appropriateness of a chain in dementia care, problem statement, research questions, 

research methodology, and structure of the thesis.  

 

1.2 Problem Indication 

 

The Program Chain Care Dementia, a continuation on the NPD, assigned sixteen leading 

regions to start investigating and redesigning their care models for dementia clients and 

informal caregivers in The Netherlands. Midden-Brabant is one of the leading regions. The 
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Geriatric Network of Zorgnetwerk Midden-Brabant (ZMBR), which is a cooperation of a 

group of service providers, initiated the participation in the Program Chain Care Dementia. 

On this moment different collaboration initiatives between service providers exist in 

dementia care in Midden-Brabant. Case management practices are already used in these 

collaboration initiatives. However, it is important that a standardized case management 

approach will be developed in order to deliver coherent and high quality care to dementia 

clients. This does not imply that all service providers have to design their activities in the 

exact same way, however. 

In order to have coherent and high quality care available for dementia clients in the region 

Midden-Brabant, it is required that case management in dementia care is designed 

efficiently. Two concepts from the Operations literature are used to propose an efficient 

design of case management in dementia care, which are front- and back office and 

modularity theory. Front- and back office theory can be useful, since the care for dementia 

clients is characterized by a high level of direct contact with professionals. Next to this, the 

variation of needs of dementia clients is high and requires services from separate service 

providers. Modularity theory could possibly provide an answer to the broad variation in 

needs of clients and increase efficiency of service delivery by separate service providers. 

Professionals in the collaboration initiatives in Midden-Brabant were interviewed in order to 

retrieve information about the current design of collaboration initiatives in dementia care. 

Hence, in this thesis a design of case management in dementia care is proposed, using 

insights from theory and practice.  

 

1.3 Chain care or network? 

 

Lƴ ǘƘŜ bt5 ƛǘ Ƙŀǎ ōŜŜƴ ǇǊƻǇƻǎŜŘ ǘƻ ŘŜƭƛǾŜǊ ŎŀǊŜ ōȅ ŎƘŀƛƴ ŎŀǊŜ ǇǊƛƴŎƛǇƭŜǎΦ ά/Ƙŀƛƴ ŎŀǊŜ ƛǎ ǘƘŜ 

total of interconnected care efforts by various service providers to one patient suffering 

from a certain illness, which is characterized by formalized agreements between service 

ǇǊƻǾƛŘŜǊǎέ όLD½Σ нллоΤ aŜƛƧōƻƻƳ Ŝǘ ŀƭΣ нллфύΦ ! ƴǳƳōŜǊ ƻŦ ǇŜƻǇƭŜ ƛƴ ŦƛŜƭŘ ǎǘŀǘŜ ǘƘŀǘ ǎǳŎƘ ŀ 

diverse set of independent service providers are involved in the care for clients that doubt 

exist whether chain care is really applicable. More importantly, there is no pre-determined 

care path for a dementia client. The development of networks may be more appropriate. 

Networks are also contacts between individual service providers that are used for the 

exchange of information and knowledge, and where agreements are made about the 

delivery of care to clients (Schumacher, 2006). Schumacher (2006) states that the difference 
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between a network and a chain is that partners in a network deliver products individually to 

clients, whereas in a chain service providers jointly deliver a product.  

Ψ{ǘƛŎƘǘƛƴƎ ¢ǊŀƴǎƳǳǊŀŀƭ bŜǘǿŜǊƪ aƛŘŘŜƴ-IƻƭƭŀƴŘΩ ǎǳōŘƛǾƛŘŜǎ ŎƘŀƛƴ ŎŀǊŜ ƛƴǘƻ ǘƘǊŜŜ ƳƻŘŜƭǎ 

(Donkers et al, 2008): Services model, Transfer model, and Knout model (Appendix 2). Care 

for dementia clients is an example of the Knout model. The model is focused on the 

discovery and solution of problems. However, Donkers et al (2008) wonder whether this 

model is appropriate for a so-ŎŀƭƭŜŘ ΨƪŜǘŜƴ5./ΩΦ ! ΨƪŜǘŜƴ5./Ω ƛǎ ŀƴ ƛƴǘŜƎǊŀƭ ǿŀȅ ƻŦ ŦƛƴŀƴŎƛƴƎ 

the care for chronically ill patients. A certain standard of care is identified that a chronically 

ill patient needs, which is provided by different service providers (Klink, National 

Ketencongres 2009). Donkers et al (2008) argue it to be difficult to make price agreements in 

the complex Knout model.  

A broad discussion about the appropriateness of the application of chain care to dementia is 

out of the scope of this thesis. However, it is a subject worth mentioning. The development 

of a design of case management in this thesis is not influenced by the decision for a chain or 

network.  

 

1.4 Problem Statement 

 

How can case management in dementia care in Midden-Brabant be designed, in order to 

best satisfy the needs of dementia clients? 

 

Lƴ ǘƘƛǎ ǘƘŜǎƛǎ ŀ ΨόŘŜƳŜƴǘƛŀύ ŎƭƛŜƴǘΩ ƛǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ǘƘŜ ǇŜǊǎƻƴ ǎǳŦŦŜǊƛƴƎ ŦǊƻƳ ŘŜƳŜƴǘƛŀ ŀƴŘ 

ǘƘŜ ƛƴŦƻǊƳŀƭ ŎŀǊŜƎƛǾŜǊόǎύΦ ! ΨǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊΩ ƛǎ ŀƴȅ ǇǊƻŦŜǎǎƛƻƴŀƭΣ ǾƻƭǳƴǘŜŜǊΣ ƻǊ ƻǊƎŀƴƛȊŀǘƛƻƴ 

that is involved in the care for clients.  

 

1.5 Research Questions 

 

1) What is case management? 

 

2) What are the concepts front- and back office and modularity? 

 

3) How can case management in dementia care be designed, taking into account front- 

and back office and modularity theory, based on the literature review? 
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4) What is the current way of working in the collaboration initiatives in dementia care in 

Midden-Brabant? 

 

5) How can dementia care be designed in Midden-Brabant, using insights from theory and 

practice, to implement case management successfully? 

 

1.6 Research Methodology 

 

1.6.1 Research type 

The tyǇŜ ƻŦ ǊŜǎŜŀǊŎƘ ōŜƛƴƎ ǳǎŜŘ ƛǎ ŀǇǇƭƛŜŘ ǊŜǎŜŀǊŎƘΦ ά¢ƘŜ ǊŜǎŜŀǊŎƘ ƛǎ ŘƻƴŜ ǿƛǘƘ ǘƘŜ 

intention of applying the results of the findings to solve specific problems currently being 

ŜȄǇŜǊƛŜƴŎŜŘέ ƛƴ ŘŜƳŜƴǘƛŀ ŎŀǊŜ ƛƴ aƛŘŘŜƴ-Brabant (Sekaran, 2003). ZMBR is facing a 

problem, which the researcher aims to solve through the application of existing theory and 

information from practice.  

 

1.6.2 Research methods 

Literature review and case study research are the methods that have been used for this 

research. In the first chapters of this thesis a conceptual model is developed. The model is 

based on existing academic literature. Hence, this part contains the literature review, which 

Ƙŀǎ άǘƘŜ ǇǳǊǇƻǎŜ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ƴƻ ƛƳǇƻǊǘŀƴǘ ǾŀǊƛŀōƭŜ ǘƘŀǘ Ƙŀǎ ƛƴ ǘƘŜ Ǉŀǎǘ ōŜŜƴ ŦƻǳƴŘ 

repeatedly tƻ ƘŀǾŜ ƘŀŘ ŀƴ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ǇǊƻōƭŜƳ ƛǎ ƛƎƴƻǊŜŘέ ό{ŜƪŀǊŀƴΣ нллоύΦ  

The second part of the thesis consists of case study research. Sekaran (2003) states that 

άŎŀǎŜ ǎǘǳŘƛŜǎ ƛƴǾƻƭǾŜ ƛƴ-depth, contextual analyses of similar situations in other 

organizations, where the nature and definition of the problem happen to be the same as 

ŜȄǇŜǊƛŜƴŎŜŘ ƛƴ ǘƘŜ ŎǳǊǊŜƴǘ ǎƛǘǳŀǘƛƻƴέΦ LƴǎƛƎƘǘǎ ŦǊƻƳ ǘƘŜ ŘƛŦŦŜǊŜƴǘ ŎŀǎŜ ǎǘǳŘƛŜǎ have been 

used for the development of a design of case management in dementia care.  

 

1.6.3 Data collection 

Primary and secondary data have been collected for this research. Primary data consisted of 

qualitative data gathered from interviews. These semi-structured interviews were 

performed with employees and managers of service providers involved in dementia care in 

Midden-.ǊŀōŀƴǘΦ IŜƴŎŜΣ ŎƭƛŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƘŀǾŜ ƴƻǘ ōŜŜƴ ǘŀƪŜƴ ƛƴǘƻ ŀŎŎƻǳƴǘΦ ¢ƘŜ 

researcher prepared a list of questions for the interviewees, which was based on the 

literature used in this thesis. However, improvised questions were also asked during 
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interviews. The research was cross-sectional, which means that all primary data was 

collected in one short time interval. A broad description of the collection of this data is given 

at the beginning of Chapter 6. 

Secondary data is used to build a conceptual model in the beginning of the thesis. Data was 

collected from academic journals, which were accessed through different databases. Next to 

this, documentation from practice was used in order to gain valuable information about 

dementia care. The followiƴƎ ŘŀǘŀōŀǎŜǎ ŀƴŘ ΨƪŜȅ ǿƻǊŘǎΩ ƘŀǾŜ ōŜŜƴ ǳǎŜŘΥ 

 

ü Databases 

Web of Science  PubMed  Google Scholar 

Science Direct   Ovid   Jstor 

Proquest   Medline   Sage 

     

ü ΨYŜȅ ǿƻǊŘǎΩ 

Dementia    Dementia and case management 

Case management   Review case management 

Front office/back office  Front office/back office and services 

Modularity    Modularity and services 

History case Management  Modular production 

Interfaces    Customer contact 

 

A technique, which was used to find appropriate literature, is the so-ŎŀƭƭŜŘ Ψǎƴƻǿōŀƭƭ ŜŦŦŜŎǘΩ 

method: reference lists of articles were scanned to find more relevant literature about the 

subjects. Google Scholar was useful to discover how many times an article has been cited by 

others. In order to get all up-to-date information about (the effectiveness of) case 

ƳŀƴŀƎŜƳŜƴǘ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊ Ƙŀǎ ǎǇŜŎƛŦƛŎŀƭƭȅ ǎŜŀǊŎƘŜŘ ŦƻǊ ǘƘŜ Ƴƻǎǘ ǊŜŎŜƴǘ ΨǊŜǾƛŜǿǎΩ ŀōƻǳǘ 

case management.   

 

 1.7 Structure of the thesis 

 

This Chapter is followed by three theoretical Chapters that explain the concepts case 

management, front- and back office, and modularity, respectively. In Chapter 5 a conceptual 

model for the design of case management in dementia care is developed based on these 

concepts, taking account of the characteristics of dementia care in The Netherlands. 
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Chapter 6 consists of a comparison between the current working methods of collaboration 

initiatives in dementia care in Midden-Brabant. Data for this Chapter is retrieved from the 

interviews and the comparison is based on the conceptual model. In Chapter 7 a design of 

case management in dementia care is proposed for Midden-Brabant. The last Chapter 

contains conclusions, recommendations, limitations and directions for future research. 
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CHAPTER 2:  CASE MANAGEMENT  

 

2.1 Introduction 

 

This Chapter contains the explanation of the concept of case management and its 

contribution to health care services. The following section describes where case 

management originated. In section 2.3 the definition for case management is discussed and 

section 2.4 describes the different case management models that have been developed. 2.5 

ƛǎ ŀ ǎŜŎǘƛƻƴ ŀōƻǳǘ ǘƘŜ ŜŦŦŜŎǘ ƻŦ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘΣ ŦƻǊ ǿƘƛŎƘ ǎŜǾŜǊŀƭ ΨǊŜǾƛŜǿǎΩ ƘŀǾŜ ōŜŜƴ 

consulted. The final two sections discuss factors related to the design of case management 

and the influence of case management on costs.  

 

2.2 History 

 

CƻǊƳŀƭƭȅ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ Ƙŀǎ ƛǘǎ Ǌƻƻǘǎ ƛƴ ǘƘŜ мфтлΩǎ ƛƴ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎ όaŀǊǎƘŀƭƭ Ŝǘ ŀƭΦΣ 

мффуύΦ Lƴ ǘƘŜ мфслΩǎ ŘŜƛƴǎǘƛǘǳǘƛƻƴŀƭƛȊŀǘƛƻƴ ƻŦ ǎŜǊǾƛŎŜǎ ŦƻǊ ǘƘŜ ƳŜƴǘŀƭƭȅ ƛƭƭ ƛƴ ǘƘŜ ¦{ ǿŀǎ 

started and caused a fragmented care delivery system (Mueser et al., 1998; Holloway & 

Carson, 2001; Holloway, 1991; Kersbergen, 1996). The main driver of deinstitutionalization 

was that after being dismissed from the hospital responsibility for mentally disabled persons 

was diffused among different organizations. The roles that the organizations had to play, 

were not clearly understood which left the patient without the care he or she needed 

(Intagliata, 1982). The new situation changed the locus of treatment from the hospitals to 

the communities. Mueser et al. (1998) argue that the services provided at local mental 

health centers near the houses of patients had both advantages and disadvantages. The 

advantage was that people with less severe mental problems, who had never been to the 

hoǎǇƛǘŀƭΣ ƴƻǿ ǳǎŜŘ ǘƘŜ ǎŜǊǾƛŎŜǎ ŀǎ ǿŜƭƭΦ IƻǿŜǾŜǊΣ άǘƘŜ ƳǳƭǘƛǇƭƛŎƛǘȅ ƻŦ ǎŜǊǾƛŎŜǎ ŀƴŘ ǘƘŜ 

growing complexity of the mental health system made it difficult for persons with severe 

ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ǘƻ ǎǳŎŎŜǎǎŦǳƭƭȅ ƴŜƎƻǘƛŀǘŜ ŀƴŘ ŀŎŎŜǎǎ ƴŜŎŜǎǎŀǊȅ ǎŜǊǾƛŎŜǎέ όaǳŜǎŜǊ Ŝt al., 1998, 

p.37). Hence, the goal of the local centers to provide easier access to services for severe 

mentally ill persons turned out to be not that effective (Marshall et al., 1998). According to 

Intagliata (1982) there was another reason, next to deinstitutionalization, which caused the 

ƴŜŜŘ ŦƻǊ ǊŜǎǘǊǳŎǘǳǊƛƴƎΦ ¢ƘŜ ǎŜŎƻƴŘ ǊŜŀǎƻƴ ǿŀǎ άǘƘŜ ǊŀǇƛŘ ŜȄǇŀƴǎƛƻƴ ƻŦ ƘǳƳŀƴ ǎŜǊǾƛŎŜ 

ǇǊƻƎǊŀƳǎ ǘƘŀǘ ǘƻƻƪ ǇƭŀŎŜ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ мфслΩǎ ŀƴŘ ŎƻƴǘƛƴǳŜŘ ƛƴǘƻ ǘƘŜ мфтлΩǎέ όLƴǘŀƎƭƛŀǘŀΣ 

1982, p.655). As a consequence the availability of different services increased considerably, 
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however, severe mentally ill persons had to find their way in a system of disconnected 

service providers.  

As a solution to those problems it was decided to implement case management. From the 

beginning of ǘƘŜ мфтлΩǎ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ǿŀǎ ŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ǘƻ ƎƛǾŜ ǘƘŜ ǊŜǉǳƛǊŜŘ ŎŀǊŜ ǘƻ 

the mentally ill (Marshall et al., 1998).  Not only in the US, but also in England programs to 

ƛƳǇƭŜƳŜƴǘ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ǿŜǊŜ ǎǘŀǊǘŜŘΦ ¢ƘŜ ōŀǎƛŎ ǊƻƭŜ ƻŦ ǘƘŜ ŎŀǎŜ ƳŀƴŀƎŜǊ ǿŀǎ άǘƻ 

refer to, coordinate, and integrate various services into a cohesive program best suited to 

ƳŜŜǘ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘέ όaǳŜǎŜǊ Ŝǘ ŀƭΦΣ мффуΣ ǇΦоуύΦ  

 

2.3 Defining case management 

 

Many different definitions of case management can be extracted from the literature. The 

underlying reason for the seemingly diverging views is that the definition of case 

management is dependent on the context in which the concept is applied (Intagliata, 1982; 

Franklin et al., 1987; Austin, 2001; Van Der Plasschen et al., 2004;). Case management is 

being used for several diseases, like diabetes, schizophrenia, dementia, or alcoholic abuse.  

Still, basic characteristics can be extracted from the literature. Intagliata (1982, p.657) writes 

ǘƘŀǘ άǘƘŜ ŎƻƳƳƻƴ ǘƘŜƳŜ ǎǳƎƎŜǎǘǎ that case management is a process or method for 

ensuring that consumers are provided with whatever services they need in a coordinated, 

ŜŦŦŜŎǘƛǾŜΣ ŀƴŘ ŜŦŦƛŎƛŜƴǘ ƳŀƴƴŜǊέΦ aŀǊǎƘŀƭƭ Ŝǘ ŀƭΦ όмффуΣ ǇΦоύ ǎǘŀǘŜ ǘƘŀǘ άƛƴ ƛǘǎ ǎƛƳǇƭŜǎǘ ŦƻǊƳ 

case management is a means of coordinating services. Each person is assigned a case 

ƳŀƴŀƎŜǊ ǿƘƻ ƛǎ ŜȄǇŜŎǘŜŘ ǘƻ ŀǎǎŜǎǎ ǘƘŀǘ ǇŜǊǎƻƴΩǎ ƴŜŜŘǎΣ ŘŜǾŜƭƻǇ ŀ ŎŀǊŜ ǇƭŀƴΣ ŀǊǊŀƴƎŜ ŦƻǊ 

suitable care to be provided, monitor the quality of the care provided, and maintain contact 

with the personΦέ  

!ǘǘŜƴǘƛƻƴ ǎƘƻǳƭŘ ōŜ ƎƛǾŜƴ ǘƻ ǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜ ǘŜǊƳ ΨŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘΩ ŜƳōǊŀŎŜǎ ŀ ǿƛŘŜǊ 

ǎŎƻǇŜ ǘƘŀƴ ǘƘŜ ǘŜǊƳ ΨŎŀǎŜ ƳŀƴŀƎŜǊΩΦ Ψ/ŀǎŜ ƳŀƴŀƎŜƳŜƴǘΩ ƛǎ ŀ ǿŀȅ ƻŦ ŘŜǎƛƎƴƛƴƎ ǘƘŜ ŎŀǊŜ 

ǎȅǎǘŜƳ ŀǊƻǳƴŘ ŀ ŎŜǊǘŀƛƴ ŘƛǎŜŀǎŜ ŀƴŘ ǘƘŜ ΨŎŀǎŜ ƳŀƴŀƎŜǊΩ ƛǎ ǇŀǊǘ ƻŦ ǘƘƛǎ ǎȅǎǘŜƳΦ !lso, the case 

ƳŀƴŀƎŜǊ ƛǎ ƴƻǘ ŀ ΨǳƴƛǉǳŜΩ ǇŜǊǎƻƴΣ ōǳǘ ŀ ŎŀǎŜ ƳŀƴŀƎŜǊ ΨŦǳƴŎǘƛƻƴΩ ŜȄƛǎǘǎ ǿƘƛŎƘ Ŏŀƴ ōŜ 

executed by different professionals.  
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2.4 Models of case management 

 

2.4.1 Six models 

Several authors identified six case management models (Mueser et al., 1998; Björkman & 

Hansson, 2000; Holloway & Carson, 2001; Ziguras & Stuart, 2002). These are the service 

brokerage, clinical case management, Assertive Community Treatment based (ACT), 

intensive case management, strengths, and rehabilitation model. A description of the six 

models can be found in Appendix 1.  

Mueser et al. (1998) classified these six models in three broad types: standard case 

management (service brokerage and clinical), rehabilitation-oriented community care 

(strengths and rehabilitation model), and intensive comprehensive care (ACT based and 

intensive). Ross (1979) distinguished between three broad types as well: the minimal model, 

coordination model, and the comprehensive model (Figure 2.1).  

 

 

2.4.2 Common elements 

Intagliata (1982) reviewed the literature about case management and identified a common 

set of objectives, ideology, functions, and structural elements that characterize all different 

models of case management. To give a clear overview Figure 2.2 is created in which the 

insights of Intagliata (1982) are summarized. The core agency is the central organization in a 

region that is responsible for the execution of case management practices. 

Minimal model Coordination model Comprehensive model 

Outreach 

Client assessment 

Case planning 

Referral to service providers 

Outreach 

Client assessment 

Case planning 

Referral to service providers 

Advocacy for client 

Direct casework 

Developing natural support 

systems 

Reassessment 

Outreach 

Client assessment 

Case planning 

Referral to service providers 

Advocacy for client 

Direct casework 

Developing natural support 

systems 

Reassessment 

Advocacy for resource 

development 

Monitoring quality 

Public education 

Crisis intervention 

Figure 2.1: three case management models ( Ross, 1979) 
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Common characteristics case management models (Intagliata, 1982) 

Objectives  Continuity of care  

 Accessibility and accountability. 

 Efficiency. 

Ideology   tƭŀƴƴƛƴƎ ŀƴŘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ Ǉƭŀƴǎ ǘŀƛƭƻǊŜŘ ǘƻ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘǎΩ ǎǘǊŜƴƎǘƘǎ 

and needs. 

 LƴǘŜƴǎƛǘȅ ƻŦ ǎŜǊǾƛŎŜ ǇǊƻǾƛǎƛƻƴ Ƴǳǎǘ ǾŀǊȅ ƻǾŜǊ ǘƛƳŜ ŀŎŎƻǊŘƛƴƎ ǘƻ ǇŀǘƛŜƴǘǎΩ 

needs. 

 Service deƭƛǾŜǊȅ Ƴǳǎǘ Ŝǉǳŀƭ ŀ ǇŀǘƛŜƴǘǎΩ ŘŜŦƛŎƛǘΦ ! ǇŀǘƛŜƴǘ ǎƘƻǳƭŘ ōŜ 

encouraged to act independently. 

 Commitment of case management services to patients must be open-ended. 

Functions  Basic: 

-Assessment of client need  

-Development of a comprehensive service plan  

- Arranging for services to be delivered 

-Monitoring and assessing the services delivered  

-Evaluation and follow-up 

 Additional:  

-Outreach (an effort by individuals or a group to connect its ideas or 

practices to the efforts of patients) 

-Direct service provision 

-Advocacy 

Structural elements 

 

 

 

 

 

 

 

 

 

Case manager 

 

 

 

 

 

 

 

 

 

 Functions: 

 -To remain aware of the comprehensive needs of their 

 patients 

 -To link clients to services 

 -To monitor services being provided to clients 

 Additional important services: 

-Assistance with managing problems of daily living 

-Crisis intervention 

-Individual level advocacy 

-Systems level advocacy 

The most influential aspect of the case management process is the 

quality of the personal commitment that case managers develop 

towards their patients.  

Core agencies  Important task to guarantee that services are available. 

 Service integration  

 Negotiation of interagency linkages 

Figure 2.2 
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Thornicroft (1991) came up with twelve variables that overlap most case management 

models. The variables are useful to make a comparison between the different case 

management models.  

 

12 variables for comparison case management models (Thornicroft, 1991) 

1. Individual/team case management                    7. Specialization of case manager 

2. Direct care/brokerage                      8. Staff : patient ratio 

3. Intensity of interventions                     9. Patient participation 

4. Degree of budgetary control                     10. Point of contact 

5. Health/social service function                     11. Level of intervention 

6. Status of case manager                      12. Target population 

 

 

2.5 Effect of case management 

 

2.5.1 Desired effects 

In the early years of case management the main goal was to decrease the rate of 

readmission of mentally ill persons to psychiatric clinics and increase system efficiency in 

order to bring down costs (Holloway & Carson, 2001; Norris et al., 2002). According to Burns 

et al. (2007, p.1) modern mental health services still consider this to be an important target, 

ǎƛƴŎŜ άǳƴƴŜŎŜǎǎŀǊȅ ƘƻǎǇƛǘŀƭ ŎŀǊŜ ƛǎ ǿŀǎǘŜŦǳƭΣ ǎǘƛƎƳŀǘƛȊƛƴƎΣ ŀƴŘ ŘƛǎƭƛƪŜŘ ōȅ ǇŀǘƛŜƴǘǎέΦ IŜƴŎŜΣ 

in the early years the focus for case management implementation was mainly on the supply 

side. After a while this focus changed to a more patient-oriented approach, where quality of 

life, patient functioning, and thus patient satisfaction were valued more (Holloway et al., 

1995; Norris et al., 2002).  

 

2.5.2 Reviews 

Several authors have written reviews of studies that investigated the efficacy or 

effectiveness of case management. Efficacy studies are employed under ideal conditions 

without any influences of the external environment and effectiveness studies under normal 

conditions with influences of the external environment (Jansen, 2007). Conclusions of 

individual studies about the efficacy or effectiveness have both been positive (e.g. Solomon, 

1992; Bernabei et al., 1998; Chu et al., 2000; Challis et al., 2002) as negative (e.g. Tyrer et al., 

мффрΤ 5Ω9ŎǊƻƭŜ Ŝǘ ŀƭΦΣ мффтΤ [ŀǘƻǳǊ Ŝǘ ŀƭΦΣ нллтύΦ  

Figure 2.3 
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In the following sections the reviews of studies are described that investigated the 

application of case management programs, followed by a general conclusion on the efficacy 

or effectiveness of case management. Two Dutch studies (not reviews) are also included. 

 

Holloway et al. (1995) 

Holloway et al. (1995) reviewed studies on case management for the mentally ill and 

identified nine measures that former studies used, to examine the effectiveness or efficacy 

of case management. Conclusions were rather difficult to make, since the case management 

models being tested in these studies were diverging or sometimes poorly characterized. 

However, there was some evidence that the ACT based model proved to reduce the number 

of hospital admissions. Furthermore positive effects on patienǘΩǎ ǎŀǘƛǎŦŀŎǘƛƻƴΣ ƛƳǇǊƻǾŜŘ 

social networks and relationships were identified. Another important point that they make 

ƛǎ ǘƘŀǘ άǘƘŜ ǇƻǎƛǘƛǾŜ ŜŦŦŜŎǘǎ Ƴŀȅ ōŜ ŘǳŜ ǎƛƳǇƭȅ ǘƻ ƛƴŎǊŜŀǎŜŘ ŀǘǘŜƴǘƛƻƴ ŀƴŘ ǘƛƳŜ ǎǇŜƴǘ ōȅ 

ǇǊƻŦŜǎǎƛƻƴŀƭǎέ όǇΦмнсύΦ  

 

Marshall et al. (1998) 

Marshall et al. (1998) created a pool of 67 studies from which 11 met inclusion criteria as 

randomized controlled trials of case management versus standard care. They found four 

main dimensions on which case management for the severe mentally ill was measured. 

¢ƘŜƛǊ ŎƻƴŎƭǳǎƛƻƴ ǿŀǎ ŎƭŜŀǊΥ άŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ƛǎ ŀ ǇƻƻǊ ŀƭǘŜǊƴŀǘƛǾŜ ǘƻ ǎǘŀƴŘŀǊŘ ŎŀǊŜ 

because a small advantage in numbers remaining in care is off-set by a large increase in 

admission rates, no obvious clinical gains, and considerable uncertainty over cƻǎǘǎέ 

(Marshall et al., 1998, p. 8).   

 

Mueser et al. (1998) 

Mueser et al. όмффуύ ǊŜǾƛŜǿŜŘ άǘƘŜ ǊŜǎǳƭǘǎ ƻŦ тр ǊŜǎŜŀǊŎƘ ǎǘǳŘƛŜǎ ǘƘŀǘ ǎƻǳƎƘǘ ǘƻ ŜǾŀƭǳŀǘŜ ǘƘŜ 

ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ ƻƴŜ ƻǊ ƳƻǊŜ ƳƻŘŜƭǎ ƻŦ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘέ όǇΦпмύΦ ¢ƘŜȅ ŀƭǎƻ ǎǘŀǘŜ ǘƘŀǘ ǘƘŜǊŜ 

are numerous methodological differences across studies. Studies were compared on eleven 

different domains. Most studies investigated ACT based models (44) or intensive case 

management models (16). Conclusions were that those two models reduce time in hospital 

and improve housing stability for high service users. Moderating effects of case 

management were present on the decrease of symptom severity and quality of life. Some 

deterioration in gains was identified when withdrawing ACT based or intensive case 

management services. 
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Ziguras & Stuart (2000) 

Ziguras & Stuart (2000) contradict the pessimistic conclusions drawn by Marshall et al. 

(1998). They reviewed 44 studies that investigated the use of ACT based or clinical case 

management in mental health services. Both models appeared to be more effective on 

family burden, family satisfaction with services, and cost of care, than usual care. The 

ŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ǘƘƻǎŜ ƳƻŘŜƭǎ άƭŜŘ ǘƻ ǎƳŀƭƭ ǘƻ ƳƻŘŜǊŀǘŜ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ǘƘŜ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ 

mental health services. The ACT based model has some demonstrable advantages over 

ŎƭƛƴƛŎŀƭ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ƛƴ ǊŜŘǳŎƛƴƎ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴέ ό½ƛƎǳǊŀǎ ϧ {ǘǳŀǊǘΣ нлллΣ ǇΦмпмлύΦ  

 

Anthony et al. (2000) 

Anthony et al. (2000) do not explicitly compare studies on their effectiveness or efficacy 

outcome, however, they take into account former studies and literature to describe case 

management and make implications about the use of case management. The most 

ƛƳǇƻǊǘŀƴǘ Ǉƻƛƴǘ ǘƘŜȅ ƳŀƪŜ ƛǎ ǘƘŀǘ άŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ Ƴǳǎǘ ōŜ ǎŜŜƴ ŀǎ ŀƴ ǳƴƛǉǳŜƭȅ ƘǳƳŀƴ 

response to the cƭƛŜƴǘΩǎ ǎǇŜŎƛŦƛŎ ǎŜǊǾƛŎŜ ƴŜŜŘǎ ŀƴŘ ƻǾŜǊŀƭƭ ƎƻŀƭǎΦ CƻǊ ǇŜǊǎƻƴǎ ǿƛǘƘ ƭƻƴƎ-term 

psychiatric disabilities case management brings to life the human dimension of the human 

ǎŜǊǾƛŎŜ ǎȅǎǘŜƳέ ό!ƴǘƘƻƴȅ Ŝǘ ŀƭΦΣ нлллΣ ǇΦфтύΦ 

 

2.5.3 Dutch studies 

 

Jansen et al. (2007) 

Jansen et al. (2007) conducted a randomized clinical trial in order to compare the effects of 

case management and usual care among community dwelling older adults with dementia 

symptoms and their primary informal caregivers. Coordination of care was the main focus of 

the case manager in this trial. Hence, a form of the service brokerage and clinical case 

management model was applied. The trial was done in West-Friesland, The Netherlands. 

District nurses executed case management tasks for both clients and informal caregivers for 

twelve months. The results were that no significant differences were identified in the 

effectiveness between usual care and case management interventions. However, the 

researchers emphasize that findings may be influenced by incomplete execution of the case 

management intervention, the duration of delivery, the participants, and the 

methodological characteristics of the study. 
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Minkman et al. (2009) 

Minkman et al. (2009) conducted a multiple case study across eight different regions in The 

Netherlands to investigate regional initiatives that initiated a case management program for 

dementia clients. Conclusions were that the separate programs did not differ much and 

were most comparable to the intensive case management model. In three regions 

evaluations of client satisfaction were executed that showed positive results of the case 

management program. Most professionals that were interviewed were very enthusiastic 

about the application of case management to dementia care.  

 

2.5.4 Conclusion on reviews and Dutch studies 

The reviews show that conclusions on the efficacy or effectiveness of case management 

programs are diverging. Studies of case management programs have been applied in 

different circumstances for different target groups and according to varying designs. 

Moreover, the authors included different studies in their reviews. Next to this, most studies 

in the reviews are coming from outside The Netherlands, which makes it rather difficult to 

state that conclusions about those studies are also applicable to the Netherlands.  

However, it can be said that intensive case management models (ACT based and intensive), 

where an interdisciplinary team is used, are more appropriate to apply than other models. 

Also, a great number of studies agree that case management programs contribute to the 

human dimension in the care for clients. According to Minkman et al. (2008) professionals in 

The Netherlands emphasize the improved human dimension after implementation of a case 

management program as well. Hence, case management can be a solution to the top-5 of 

problem fields identified in the National Dementia Program reflecting that the human 

dimension is often missing in the care for clients. 

  

2.6 Designing case management 

 

Holloway (1991) came up with a list of questions to be asked when designing case 

management: 

 

 What model of case management to be used? 

 Who should receive case management? 

 How will the system be organized? 

 What case-loads will be carried by case managers? 
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 How should the case management system relate to the wider service system? 

 Who should be case manager and what training will they require? 

 

This list can be very useful, because it covers a great part of the aspects of the design of case 

management.  

Holloway (1991) extracted five conditions from the literature for effective design of case 

management. First, it should be clear which population is targeted with case management 

services. Moreover, the needs of the patients should be understood and a package of all 

different services should be developed. Secondly, teamwork is necessary to assure 

continuity of care to the patients. The case manager needs to consult other professionals 

during the process. The formation of a team results in good coordination, joint 

responsibility, and improvement of workload management. Thirdly, the case manager 

should have close contacts with other services. For example, to make sure that day care is 

available when required. Very important is close contact with nursing homes in situations of 

crisis. The case manager should be respected and should be able to clearly articulate the 

needs of the patient. Fourthly, case managers should be given realistic case loads. The load 

a case manager can manage largely depends on the needs of the patients where he or she is 

responsible for. Holloway (1991) argues that for intensive case management models an 

average case load of 15 is advisable. Finally, it is important that case managers are being 

managed and monitored adequately.  

Rapp (1998) reviewed the literature on case management and came up with eight guidelines 

for the structure of case management and with seven guidelines concerning case 

management in practice. These guidelines can be found in the table (Figure 2.4) on the next 

page.  

 

2.7 Costs of case management 

 

KŜǊǎōŜǊƎŜƴ όмффсύ ŀǊƎǳŜǎ ǘƘŀǘ άǘƘŜ ŘŜǎƛǊŜŘ ƻǳǘŎƻƳŜǎ ƻŦ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ŦƻŎǳǎ ǇǊƛƳŀǊƛƭȅ 

on maintaining quality while controlling the costs of health care through coordination and 

ƳŀƴŀƎŜƳŜƴǘ ƻŦ ŎŀǊŜέΦ ¢Ƙƛǎ ƛƳǇƭƛŜǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ǎƻƳŜǘƘƛƴƎ ŦƛƴŀƴŎƛŀƭ ǘƻ Ǝŀƛƴ ǿƛǘh the 

application of case management. However, Marshall et al. (1998) state that most studies 

identified an increase in costs when case management was implemented. On the contrary, 

two studies concluded that a slide reduction in costs was found when all costs to society          
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Requirements of effective case management (Rapp, 1998) 

Structure 

1. Team structure for the purpose of creative case planning, problem-solving, sharing knowledge of 

resources and support to team members. 

2. Team leaders/supervisors should be experienced, professionally trained mental health professionals. 

3. Case managers can be paraprofessional (e.g., B.A. level) but need access to specialists; involvement of 

nurses seems particularly important. 

4. Case load sizes can vary on client severity, geography, etc. but should never exceed 20:1. The average 

across program clients should probably be 12:1 to 15:1. 

5. Efforts should be made to enhance the continuity of relationships between the client and case 

manager. 

6. Clients need 24 hour, 7 days a week access to crisis and emergency services. That service should 

require access to staff who have familiarity and a relationship with the client (can be and perhaps 

should be the case manager). 

7. Pre-service, in-service, and technical assistance should be available. 

8. Length of case management service should be indeterminate and expected to be on-going (although 

intensity at any point in time would vary). 

Service 

1. Case management contact with clients should be in-vivo (limit office-based contacts). 

2. Frequency of in-vivo client contact will vary based on the client but should average across clients a 

minimum of six in person contacts per month. This should be supplemented by telephone and 

collateral contacts. 

3. /ŀǎŜ ƳŀƴŀƎŜǊǎ ǎƘƻǳƭŘ ŘŜƭƛǾŜǊ ŀǎ ƳǳŎƘ ƻŦ ǘƘŜ άƘŜƭǇέ όŜΦƎΦ Ƴƻdeling, resource acquisition, skill training, 

advice) directly as possible. 

4. Referrals to traditional mental health programs (e.g. partial hospitalization, day treatment, in-office 

counseling, sheltered and many transitional employment programs, congregate housing, etc.) should 

be avoided. 

5. The use of naturally occurring community resources (landlords, employers, coaches, neighbors, 

churches, friends, clubs, junior colleges, etc.) should be encouraged. 

6. Case managers should have ultimate responsibility for clients services (with the exception of 

medication). They retain authority even in referral situations. 

7. Clients should be given equal or greater authority than case managers or other professionals in 

treatment and life decisions with the exception of hospitalization decisions. 

 

 

 

 

Figure 2.4 
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were considered. Latour et al. (2007) investigated the cost-effectiveness of case  

management after hospital discharge in addition to usual care. The conclusion was that it is 

not cost effective. However, they suspect that the application of case management on 

severely vulnerable and complex patients can be cost-effective. Wolff et al. (1997) conclude 

that the ACT model is more cost effective than the service brokerage model of case 

management. They argue that inpatient costs decrease and on the other hand costs 

increase for extra services. Challis et al. (2002) saw a slight increase in costs for people 

receiving case management in comparison to people receiving normal care. But they also 

found that the application of case management was beneficial to older people and their 

informal caregivers.  

Decreasing costs can be gained by the prevention of admission in a health care institution. 

Hence, when it is appropriate, patients should be living at home as long as possible. 

However, case management is a more active approach to deliver care, which could result in 

higher service consumption (Challis et al., 2002). Therefore these extra services will 

probably increase costs again. The challenge will be to supply these services in an efficient 

way in order to keep the cost increase to a minimum.    
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CHAPTER 3:  FRONT OFFICE and BACK OFFICE  

 

3.1 Introduction 

 

The front- and back office configuration is one of the concepts used in this thesis to design 

case management in dementia care. Section 3.2 defines what front- and back office is. In 

section 3.3 several frameworks of the front- and back office configuration are presented. 

Since the Zomerdijk (2005) framework at the end of this Chapter is an extension of the other 

frameworks, this framework is used to develop a conceptual model in Chapter 5.  

 

3.2 Defining front office and back office 

 

Front office and back office is the distinction between that part of the organization 

(employees) which has direct contact with the customer and that part which has no direct 

ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜ ŎǳǎǘƻƳŜǊΦ WƻƘƴǎǘƻƴ ϧ /ƭŀǊƪ όнллмΣ ǇΦфύ ǎǘŀǘŜ ǘƘŀǘ άǘƘŜ ŦǊƻƴǘ ƻŦŦƛŎŜ Ŏƻƴǘŀƛƴǎ 

that part of the process that processes customers and is the part that the customers directly 

experience. Back office operations contain processes carried out remotely from the 

ŎǳǎǘƻƳŜǊκǳǎŜǊ ƛƴǘŜǊŦŀŎŜέΦ IŜƴŎŜΣ ŦǊƻƴǘ ƻŦŦƛŎŜ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜ ŀǊŜ ǘǿƻ ŘƛǎǘƛƴŎǘƛǾŜ ǇŀǊǘǎ ǘƘŀǘ 

ǘƻƎŜǘƘŜǊ ŎƻǾŜǊ ǘƘŜ ǿƘƻƭŜ ƻǊƎŀƴƛȊŀǘƛƻƴΦ bŜȄǘ ǘƻ ǘƘŜ ŘƛŦŦŜǊŜƴǘƛŀǘƛƻƴ ōŜǘǿŜŜƴ ΨǇŀǊǘǎΩ ƻŦ ǘƘŜ 

organization, Larsson & Bowen (1989) ǘŀƭƪ ŀōƻǳǘ ŦǊƻƴǘ ƻŦŦƛŎŜ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜ ΨŜƳǇƭƻȅŜŜǎΩΣ 

aŜǘǘŜǊ ϧ ±ŀǊƎŀǎ όнллоύ ŀōƻǳǘ ŦǊƻƴǘ ƻŦŦƛŎŜ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜ ΨǿƻǊƪΩΣ ŀƴŘ {ŀŦƛȊŀŘŜƘ Ŝǘ ŀƭΦ όнллоύ 

ŀōƻǳǘ ΨǇǊƻŎŜǎǎŜǎΩ ǿƛǘƘ ŦǊƻƴǘ ƻŦŦƛŎŜ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜ ƻǊƛŜƴǘŀǘƛƻƴǎΦ  

 

3.3 Front office and back office frameworks 

 

3.3.1 Customer contact model 

Chase (1978; 1981) and Chase & Tansik (1983) distinguished between low-contact and high-

contact services. Low-contact services minimize the effect of disturbance by the customer in 

the process, which results in a possibility to organize the process efficiently. High-contact 

service situations make it more difficult to control and rationalize the organization of the 

process. Chase (1978; 1981) came up with three categories with descending customer 

contact: pure services, mixed services and quasi-manufacturing. Hairdressing is an example 

of a pure service, banking can be a mixed service, and auto repair is a quasi-manufacturing 
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service. Chase (1978; 1981) concludes that in order to maximize efficiency as many tasks as 

possible should be allocated to the back office.  

However, later researchers realized that tasks done together with the customer can also be 

beneficial. Although it is not that efficient, the needs of the customer are transferred more 

easily to the organization, which results in higher marketing effectiveness. Second, more 

understanding of the needs of the customer can increase customer satisfaction as well. 

Third, customer participating in the process can substitute for extra labor requirements in 

the organization, ǿƘƛŎƘ ƛƳǇǊƻǾŜǎ ǇǊƻŘǳŎǘƛǾƛǘȅΦ [ŀǎǘΣ άŎǳǎǘƻƳŜǊ ǇŀǊǘƛŎƛǇŀǘƛƻƴ Ŏŀƴ ƛƳǇǊƻǾŜ 

perception by the customer of quality, for example through time and cost savings, greater 

ŎƻƴǘǊƻƭ ƻǾŜǊ ǘƘŜ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅ ǇǊƻŎŜǎǎΣ ŀƴŘ ŜƴƧƻȅƳŜƴǘ ŦǊƻƳ ǘƘŜ ǳǎŜ ƻŦ ǘŜŎƘƴƻƭƻƎȅέ 

(Zomerdijk, 2005).  

 

3.3.2 Larsson & Bowen framework 

Larsson & Bowen (1989) developed a front office and back office model based on input 

uncertaintyΦ ¢ƘŜȅ ŘŜŦƛƴŜ ƛƴǇǳǘ ǳƴŎŜǊǘŀƛƴǘȅ ŀǎ άthe organization's incomplete information 

about what, where, when, and how customer input is going to be processed to produce 

desired outcomesέ όǇΦ нмтύΦ ¢ǿƻ ǾŀǊƛŀōƭŜǎ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ƭŜǾŜƭ ƻŦ ƛƴǇǳǘ ǳƴŎŜǊǘŀƛƴǘȅΣ ǿƘƛŎƘ 

are the diversity of demand and the customer disposition to participate.  

The diversity of demand relates to the uniqueness of the demand of the customer and the 

customer disposition to participate refers to the active role a customer takes in the interface 

with the organization. Both variables are positively related to input uncertainty. Larsson & 

Bowen (1989) argue that a high diversity of demand means that services for customers 

should be customized instead of standardized. Customization requires that the front office 

and back office are coupled in order to meet the uniqueness of demand. When the 

customer disposition to participate is high, work can be shifted to the customer. The 

diversity of demand and disposition to participate are both high for dementia clients which 

positions them in the upper right quadrant of Figure 3.1. 



21 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.3.3 Metters & Vargas framework 

In their study of the banking industry they specifically looked at decoupling strategies. They 

ŘŜŦƛƴŜ ŘŜŎƻǳǇƭƛƴƎ ŀǎ άōǊŜŀƪƛƴƎ ŀ ǇǊƻŎŜǎǎ ƛƴǘƻ ƛǘǎ ŎƻƳǇƻƴŜƴǘ ōŀŎƪ ƻŦŦƛŎŜ ŀƴŘ ŦǊƻƴǘ ƻŦŦƛŎŜ 

activities, segregating those activities into distinct back office and front office jobs, and, 

ǳǎǳŀƭƭȅΣ ƎŜƻƎǊŀǇƘƛŎŀƭƭȅ ǎŜǇŀǊŀǘƛƴƎ ǘƘŜ ōŀŎƪ ŀƴŘ ŦǊƻƴǘ ƻŦŦƛŎŜǎέ όaŜǘǘŜǊǎ ϧ ±ŀǊƎŀǎΣ нлллΣ 

p.664). They state that the choice to decouple depends on the business situation. They 

developed a graph where the vertical axis Ƙŀǎ ǘǿƻ ƻǇǘƛƻƴǎΥ άǎŜǊǾƛŎŜέ ƻǊ άŎƻǎǘέΦ ¢ƘŜ 

horizontal axis refers to the level of back office/front office decoupling. Four decoupling 

Figure 3.1: Larsson & Bowen framework (1989) 
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strategies were identified in their study: Personal Service, Kiosk, Focused Professionals, and 

Cost Leader.  

Dementia clients can be allocated to the Personal Service decoupling strategy. According to 

Metter & Vargas (2000) decoupling should be low in this type, because the organization has 

to be responsive to the demand of the customer, which requires a high level of flexibility. 

Only in this way the customer can receive the personal service he or she demands. Next to 

this, it is advisable that front office employees also perform back office tasks in order to 

supply the customer with high quality, customized services or relationships.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.2: Metters & Vargas model (2000) 
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3.3.4 Zomerdijk framework 

The model of Zomerdijk (2005) is an extension of the models discussed before. She states 

that previous models implied that organizations have to choose between different 

ǇŜǊŦƻǊƳŀƴŎŜ ŎǊƛǘŜǊƛŀΩǎΦ IƻǿŜǾŜǊΣ ƛƴ ǘƻŘŀȅΩǎ ŎƻƳǇŜǘƛǘƛǾŜ ŜƴǾƛǊƻƴƳŜƴǘ ƛǘ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ 

perform well on multiple performance criteria. Zomerdijk & De Vries (2007, p.113) define 

ŎǳǎǘƻƳŜǊ ŎƻƴǘŀŎǘ ŀǎ άa direct encounter between a customer and a service provider that 

takes place in the same time but not necessarily in the same place, and has the opportunity 

for interactionέ. The following questions are the basis of the framework of Zomerdijk 

(Schipper et al., 2008): 

ü Which activities are organized in the front office and which in the back office? 

ü In what way are activities coupled or decoupled and appointed to different 

employees? 

ü Are front office and back office employees classified in functional or market 

groups? 

 

  

 

 

 

 

 

 

 

 

άCƻǊ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ŦǊƻƴǘ ƻŦŦƛŎŜ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜ ŀŎǘƛǾƛǘies a trade-off exists between, on the 

ƻƴŜ ƘŀƴŘΣ ŜŦŦƛŎƛŜƴŎȅ ŀƴŘ ŎƻƴǘǊƻƭ ŀƴŘΣ ƻƴ ǘƘŜ ƻǘƘŜǊ ƘŀƴŘΣ ǎŀƭŜǎ ŀƴŘ ǎǇŜŜŘέ ό½ƻƳŜǊŘƛƧƪΣ нллрΣ 

p.234). In the back office employees have more control and activities can be done 

efficiently. In the front office activities are done more responsive and there is an 

opportunity for cross-selling. More importantly, the needs of the customer can be assessed 

much better in the front office. 

For decoupling decisions trade-offs are more complex. When activities are decoupled 

centralization and specialization can take place. There is also the possibility to better match 

between workers and tasks. Furthermore, it prevents over-qualification, because highly 

skills workers do not have to execute simple work. Last, counterchecks can take place as 

Figure 3.3: Three design decisions (Zomerdijk, 2005) 
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workers can check the work of other employees. When activities are coupled, handovers of 

work can be avoided and knowledge about the customer is kept in one place. Idle time can 

also be utilized to carry out non-contact activities. Last, coupling can result in broad tasks for 

employees, which increases motivation and satisfaction of employees. Hence, both coupling 

and decoupling can increase efficiency and quality of service, however, in different ways.  

According to Zomerdijk (2005) employees can be grouped by function or market. In 

functional groups employees possess the same skills for the same tasks. Employees in 

market groups possess different skills and knowledge. The arrangement of a functional 

group can bring about economies of scale, because employees conduct similar tasks. The 

continuity of service delivery is also guaranteed, since high workloads can be shared and 

tasks can be done by another employee in case of absence. Next to this, functional groups 

are uniform and cross fertilization can take place, because employees are able to consult 

each other. However, market groups have better knowledge about the workflow. They can 

ŎƻƻǊŘƛƴŀǘŜ ŀƴŘ Ŝŀǎƛƭȅ ǎƘŀǊŜ ƛƴŦƻǊƳŀǘƛƻƴΦ ά¢ƘŜǊŜ ƛǎ ƭŜǎǎ Ǌƛǎƪǎ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ ƭƻǎǎŜǎΣ ƴƻƛǎŜ ƻǊ 

waiting times, which iƳǇǊƻǾŜǎ ǉǳŀƭƛǘȅ ŀƴŘ ǎǇŜŜŘ ƻŦ ŘŜƭƛǾŜǊȅέ ό½ƻƳŜǊŘƛƧƪΣ нллрΣ ǇΦ носύΦ  

Zomerdijk (2005) found five broad categories of variables that influence the design 

considerations. These are service characteristics, competitive priorities, company priorities, 

information technology, and human resources. The service characteristics, competitive 

priorities, and company priorities can pre-determine the front office and back office 

configuration. Information technology and human resources, on the other hand, can create 

constraints or opportunities for the configuration. 
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The framework for the design of the front- and back office configuration 

DECISION 1 - THE DEFINITION OF FRONT OFFICE AND BACK OFFICE ACTIVITIES: 

The definition of front office and back office activities determines which activities in a service  

delivery process are carried out with customer contact and which ones without. 

Sales           Cross-selling 

Speed          Instant delivery 

                            Control and rationalization          Efficiency             

                Counterchecks         Risk control 

FO activities BO activities 

DECISION 2 - DECOUPLING PROCESSES: Decoupling decisions lay down how the service delivery process is  

divided in sub processes, consisting of one or more activities, that are allocated to different  

employees. Decoupling creates the need to handover work. 

Efficiency    No handovers 

Quality        Concentrated customer knowledge 

Speed          No idle time 

                    Broad tasks 

  No over-qualification  Centralization            Efficiency 

Counterchecks  Specialization                Quality 

Match worker-task                    Sales 

Risk control 

Coupling Decoupling 

DECISION 3 - ORGANIZATIONAL ARRANGEMENTS: Organizational arrangements regard the grouping of  

employees that are consecutively involved in a service delivery process in first-order groups.  

Employees can be grouped by function or by market. 

Speed            Workflow coordination 

Quality 

Economies of scale           Efficiency 

Continuity of delivery               Quality 

Cross-fertilization         Reliability 

                                                             Uniformity            

Market grouping Functional grouping 

OVERALL: The design of the front- and back office configuration involves given choices,  

following from the services being delivered, and trade-offs. Trade-offs can be overcome through  

information systems and coordinating the design decisions 

 

 

Figure 3.4: Zomerdijk framework (2005) 
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CHAPTER 4:  MODULARITY in services 

 

4.1 Introduction 

 

Next to the front- and back office configuration, the concept of modularity is used in this 

thesis to propose a design of case management in dementia care. In section 4.2 modularity 

is defined, which is followed by a section about the benefits of modularity. Section 4.4 

describes the application of modularity in services, where extra attention is given to the 

contributions of Schilling (2000) and Blok et al. (2008).  

 

4.2 Defining Modularity 

 

The concept of modularity is developed in manufacturing as a response to heterogeneous 

demand for products. The modular system provides a flexible manufacturing strategy in 

order to produce customized products (Pekkarinen & Ulkuniemi, 2008). Nowadays 

customers expect to buy products that largely reflect their needs. Hence, manufacturers are 

expected to deliver high quality products by means of an efficient, cost-minimizing 

production process. The basic idea of modularity is to combine basic materials (modules) in 

different ways, which results in the creation of multiple product configurations. Carliss et al. 

όмффтΣ ǇΦупύ ŘŜŦƛƴŜ ƳƻŘǳƭŀǊƛǘȅ ŀǎ άǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ōǳƛƭŘƛƴƎ ŀ ŎƻƳǇƭŜȄ ǇǊƻŘǳŎǘ ƻǊ ǇǊƻŎŜǎǎ 

ŦǊƻƳ ǎƳŀƭƭŜǊ ǎǳōǎȅǎǘŜƳǎ ǘƘŀǘ Ŏŀƴ ōŜ ŘŜǎƛƎƴŜŘ ƛƴŘŜǇŜƴŘŜƴǘƭȅ ȅŜǘ ŦǳƴŎǘƛƻƴ ŀǎ ŀ ǿƘƻƭŜέΦ 

{ŎƘƛƭƭƛƴƎ όнлллΣ ǇΦомнύ ǎǘŀǘŜǎ ǘƘŀǘ άƳƻŘǳƭŀǊƛǘȅ ƛǎ ŀ ƎŜƴeral systems concept: it is a 

ŎƻƴǘƛƴǳǳƳ ŘŜǎŎǊƛōƛƴƎ ǘƘŜ ŘŜƎǊŜŜ ǘƻ ǿƘƛŎƘ ŀ ǎȅǎǘŜƳΩǎ ŎƻƳǇƻƴŜƴǘǎ Ŏŀƴ ōŜ ǎŜǇŀǊŀǘŜŘ ŀƴŘ 

recombined, and it refers both to the tightness of coupling between components and the 

ŘŜƎǊŜŜ ǘƻ ǿƘƛŎƘ ǘƘŜ ΨǊǳƭŜǎΩ ƻŦ ǘƘŜ ǎȅǎǘŜƳ ŀǊŎƘƛǘŜŎǘǳǊŜ enable (or prohibit) the mixing and 

ƳŀǘŎƘƛƴƎ ƻŦ ŎƻƳǇƻƴŜƴǘǎέΦ  

 

4.3 Benefits of Modularity 

 

The goal of modularity is to design a standardized process that is able to create value for the 

customers by having more choice options and increase profitability (Pekkarinen & 

Ulkuniemi, 2000). Schilling (2000) mentions several advantages of using modularity in the 

production process. First, modularity increases flexibility of the product configuration, 

because products can easily be produced with distinct features. Second, customers are 
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indirectly able to decide which components they want in their end products. Last, for inter-

firm product modularity, a customer has the ability to choose components of different 

suppliers instead of a single one (Blok et al., 2008). Doran (2009) emphasizes the large 

increase in efficiency, which automatically reduces costs for the manufacturer. Moreover, 

time to market is significantly reduced, which is beneficial given the fact that customer 

demand changes continuously. Also, modularity decreases complexity in the production 

line, making it less difficult to control the production process.  

 

4.4 Modularity in services 

 

According to different authors modularity can be applied to the service organizations as well 

(Schilling, 2000; Pekkarinen & Ulkimieni, 2008; Harvey et al., 1997; Sundbo, 1994; Bowen & 

Youngdahl, 1998; van Hoek & Weken, 1998; Blok et al., 2008).  Pekkarinen & Ulkimieni 

(2008) investigated the application of modularity into the business services context. They 

compare components/materials in manufacturing to service elements or processes. Hence, 

different service elements or processes (the modules) together form the service delivered to 

the customer. However, in a service context these elements are not physically present. 

Sanchez & Mahoney (1996) add that in a service setting organizational design also has 

ƳƻŘǳƭŀǊ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎΦ άFor example, outsourcing, alternative work arrangements and the 

formation of alliances are methods of creating modularity in an organizationέ όtŜƪkarinen & 

Ulkimieni, 2008, p.87). Blok et al. (2008) argue that it is a prerequisite that the customer has 

to participate in the service process in order to combine the right service modules and tune 

supply to demand. 

 

Schilling (2000) 

Schilling (2000) came up with a general modular systems theory and described the 

application to inter-firm product modularity. She starts her reasoning with the fact that 

almost every system can be separated into smaller components. Given this potential 

decomposition, opportunities exist to disaggregate systems and recombine components to 

create a new configuration. However, the degree of decomposition differs between 

systems. Some systems are easy to decompose, while others are not. One important factor 

that determines whether a system is appropriate for modularity is synergy specificity. 

Synergy specificity άƛǎ ǘƘŜ ŘŜƎǊŜŜ ǘƻ ǿƘƛŎƘ ŀ ǎȅǎǘŜƳ ŀŎƘƛŜǾŜǎ ƎǊŜŀǘŜǊ ŦǳƴŎǘƛƻƴŀƭƛǘȅ ōȅ ƛǘǎ 

components being specific to one another; the combination of components achieves 
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synergy through the ǎǇŜŎƛŦƛŎƛǘȅ ƻŦ ƛƴŘƛǾƛŘǳŀƭ ŎƻƳǇƻƴŜƴǘǎ ǘƻ ŀ ǇŀǊǘƛŎǳƭŀǊ ŎƻƴŦƛƎǳǊŀǘƛƻƴέ 

(Schilling, 2000, p.316). When synergy specificity is high, modular system designs are less 

appropriate. Two other factors that influence the decision to develop a modular design are 

the heterogeneity of inputs and the heterogeneity of demands. When inputs are mostly 

homogenous modularity is not desirable, simply because of the restricted amount of 

configurations. Hence, a variety of inputs creates a basis to adopt modularity. This also 

counts for demand. If there is strong pressure from customers who want to be able to 

choose from a wide range of different products or services, modularity provides a solid 

solution. Schilling (2000) also mentions urgency as a factor that positively influences the 

change to modularity. Forces in the context of a system can create a sense of urgency. For 

example, competitive intensity in an industry is able to force a company to switch to a 

modular design.  

 

 

 

 

 

Blok et al. (2008) 

Blok et al. (2008) apply the concept of modularity on the care and service supply to elderly 

clients living independently in the Netherlands. They argue that the supply of service 

packages tailored to the needs of the client can bring advantages in costs, time, and quality. 

Gaps and overlaps between the services of different service providers can be removed when 

adopting a modular approach. The modular service system will clearly define the 

Figure 4.1: Factors that influence the feasibility of a modular system (Schilling, 2000) 
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assignments of the different service providers in the service delivery process, which will 

result in continuity and higher quality standards in the supply of services. The role of the 

professional in the service delivery process should not be underestimated, because he or 

she partly determines the quality of the service through the eyes of the client. Hence, 

service employees act as human interfaces. The service employee has to decide together 

with the client or after consultation which services best suit the needs of the client. The 

advantage of the modular system is that the content of the service package can be changed 

at all times by removing or adding services without problems. A modular design is therefore 

an answer to the broad variation and change in the needs of clients.  
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CHAPTER 5:  CONCEPTUAL MODEL 

 

5.1 Introduction 

 

In this chapter the concepts from the literature are used to develop a conceptual model for 

the design of case management in dementia care. The conceptual model is designed trough 

five consecutive steps, which are described in section 5.2, 5.3, 5.4, 5.5, and 5.6 respectively. 

Sections 5.2 and 5.3 show relevant features by which the context of dementia care is 

characterized. The other sections elaborate on the three concepts from the literature study. 

 

5.2 The process of dementia (step 1) 

 

The average time frame that a person suffers from dementia is eight years. These eight 

years can be divided in three different periods (ΨLeidraad Ketenzorg DementieΩ, 2008):  

 

 

 

 

 

 

In the pre-diagnostic phase (Dutch: niet-pluis fase) relatives surrounding the (potential) 

dementia client usually notice that there is something wrong. The person starts to forget 

things and does not behave the way he or she used to behave. The diagnostic phase (Dutch: 

diagnose fase) begins when a professional has been consulted for diagnosis. The critical 

phase (Dutch: manifeste fase) follows immediately after diagnosis in which different services 

are delivered to a client. This phase is characterized by treatment and guidance. Usually, a 

client will move to a nursing home for the final period of his or her life in the critical phase 

(admission). It should be noticed that the moments on which certain signs of the disease 

reveal themselves differ widely between clients. 

 

5.3 Needs of a client (step 2) 

 

A dementia client can have needs that require a wide range of services. In the pre-diagnostic 

phase there is need for information and advice about dementia, because most people who 

Figure 5.1:  Step 1 conceptual model 

Pre-diagnostic phase Diagnostic phase 

CLIENT 
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SERVICES 

 

are confronted with dementia for the first time do not know how to deal with the disease. 

In the diagnostic phase a need exists for investigation to determine what the exact diagnosis 

is and which treatment is required. In the critical phase there is a need for guidance and 

services like home care or voluntary assistance.  

In the NDP fourteen problem fields were identified that reflect the needs of dementia 

clients. These are the most striking problems and questions of dementia clients and their 

informal caregivers and cover all three phases in the time frame of dementia. A list of the 

problem fields can be found in Appendix 3.  

 

 

 

 

 

 

 

 

 

 

 

5.4 Case management  (step 3) 

 

5.4.1 Model 

Case management can bring continuity, accountability, and accessibility in the delivery of 

care to dementia clients (ΨLeidraad Ketenzorg DementieΩ, 2008). Several case management 

models have been developed. Intensive case management models where an 

interdisciplinary team is used seem to be the most effective (Holloway, 1991; Holloway et 

al., 1995; Rapp, 1998; Chu et al., 2000; Ziguras & Stuart, 2000; Anthony, 2002; Challis et al., 

2002). Characteristics of these models are (Mueser et al., 1998, p.38): 

 

ü Low patient to staff ratio. 

ü Most services provided in the community, rather than in office. 

ü Caseloads shared across clinicians, rather than individual caseloads (only ACT). 

ü 24-hour coverage. 

ü Most services provided directly by an interdisciplinary team and not brokered out. 

Figure 5.2:  Step 2 conceptual model 

Pre-diagnostic phase Diagnostic phase 

CLIENT 
Needs: 14 problem fields 
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ü Time-unlimited service. 

 

5.4.2 Case manager function 

The case manager function is characterized by assessment of the needs of a client, to link a 

client to services, and monitor the services provided to clients. Moreover, the human 

dimension in the care for clients is one of the main aspects of the case manager function. 

The case manager is expected to build up a relation of trust with a client and the informal 

caregiver. The development of a care and intervention plan is also part of the case manager 

function, in which relevant information about the care process of a client is reported 

(Intagliata, 1982; Anthony et al., 2000). 

¢ƘŜ Ψ[ŜƛŘǊŀŀŘ YŜǘŜƴȊƻǊƎ 5ŜƳŜƴǘƛŜΩ όнллуΣ ǇΦнрύ ǎǘŀǘŜǎ ŀ ƭƛǎǘ ƻŦ ōŀsic tasks that a case 

manager in dementia care in The Netherlands has to perform: 

 

ü Care diagnosis 

ü Continuous coordination of care and treatment 

ü Psycho-social guidance 

ü Practical support 

ü Therapeutic treatment 

 

Additional tasks could be early detection, crisis assistance, and post-care for the informal 

caregiver in case of admission or death. The case manager function is a role that can be 

executed by different professionals. Hence, the case manager in the context of dementia 

ŎŀǊŜ ƛǎ ƴƻǘ ŀƴ ΨǳƴƛǉǳŜΩ ǇŜǊǎƻƴΦ  

 

5.4.3 Interdisciplinary team  

According to several authors (Holloway, 1991; Rapp, 1998; Ziguras & Stuart, 2000) and the 

principles of (most) intensive models, case management should be organized around an 

interdisciplinary team. In that case, the case manager is part of the interdisciplinary team. 

Members of the team are specialized in different fields, which brings more knowledge and 

competencies together than individually working case managers would have. Moreover, the 

formation of a team can result in better coordination, joint responsibility, and improvement 

of workload management (Holloway, 1991). The members of team are together responsible 

for a certain case load.  
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5.4.4 The three phases and case management 

As described in 5.2 the process of dementia consists of three phases, which raises the 

ǉǳŜǎǘƛƻƴ ǿƘŜǘƘŜǊ ƻǊ ƴƻǘ ΨǘƘŜ ŎŀǎŜ ƳŀƴŀƎŜǊ ŀƴŘ ǘƘŜ ƛƴǘŜǊŘƛǎŎƛǇƭƛƴŀǊȅ ǘŜŀƳ ŀǊŜ ŀŎǘƛǾŜ ƛƴ 

ŜǾŜǊȅ ǇƘŀǎŜΚΩ Lƴ ǘƘŜ pre-diagnostic phase a need exists for information and advice. The 

assignment of a case manager and interdisciplinary team to a client in this phase is difficult, 

since specific clients are not identified as such so that exact complaints are not known yet.  

From the moment that a dementia client is identified and a diagnosis can be determined, a 

client should have the opportunity to benefit from the services of a case manager and an 

interdisciplinary team (ΨLeidraad Ketenzorg DementieΩ, 2008).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.5 Front- and back office configuration (step 4) 

 

5.5.1 Why front- and back office theory? 

In order to assess the needs of a dementia client and deliver services to him or her, 

professionals need to have direct contact with a client. However, there are also tasks that 

Pre-diagnostic phase Diagnostic phase 

CLIENT 
Needs: 14 problem fields 

 

 

 
INTERDISCIPLINARY 

TEAM 
 
 

CASE MANAGER 

 
 

CARE AND INTERVENTION PLAN 

-Assessment 
-Linking 
-Monitoring 
-Care and intervention plan 
-Bonding 

Figure 5.3:  Step 3 conceptual model 
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can be done more efficiently without direct client contact. A mix between those two should 

be found in order to organize activities efficiently. Hence, front office (activities with client 

contact) and back office (activities without client contact) theory is relevant for the design of 

case management in dementia care. 

The front- and back office configuration of Zomerdijk (2005) is used as a starting point for 

the application of front office and back office theory on the conceptual model.  

 

5.5.2 Defining front- and back office activities 

Service production and consumption often occur simultaneously in dementia care, which 

ǊŜǉǳƛǊŜǎ ŘƛǊŜŎǘ ŎƻƴǘŀŎǘ ǿƛǘƘ ŀ ŎƭƛŜƴǘΦ !ƭǎƻΣ ŘƛǾŜǊǎƛǘȅ ƻŦ ŘŜƳŀƴŘ ŀƴŘ ŀ ŎƭƛŜƴǘΩǎ ŘƛǎǇƻǎƛǘƛƻƴ ǘƻ 

participate (the active role a customer takes in the interface with the organization) are high 

which results in high input uncertainty (Larsson & Bowen, 1989). In order to reduce input 

uncertainty and deliver services to a client, professionals need to act in the front office. On 

the one hand front office activities are often argued to be inefficient; on the other hand 

they can result in an improved assessment of the needs of a client (Zomerdijk, 2005). 

 

ü Case manager 

Dementia clients have very specific needs, which require a careful assessment of those 

needs in order to arrange suitable services. Therefore, the case manager should constantly 

be available in the front office for the assessment of the needs of a client. Moreover, the 

ŎŀǎŜ ƳŀƴŀƎŜǊ ŀŎǘƛǾŜƭȅ ŎƻƴǘŀŎǘǎ ŀ ŎƭƛŜƴǘ ƛƴ ƻǊŘŜǊ ǘƻ ƳƻƴƛǘƻǊ ŀ ŎƭƛŜƴǘǎΩ ǎƛǘǳŀǘƛƻƴΦ IŜƴŎŜΣ ǘƘŜ 

activities of the case manager in the front office create the optimal conditions for a good 

ŀǎǎŜǎǎƳŜƴǘ ƻŦ ŀ ŎƭƛŜƴǘΩǎ ƴŜŜŘǎΦ aƻǊŜƻǾŜǊΣ ŀ ƪƛƴŘ ƻŦ ŎǊƻǎǎ-selling can occur, which in this 

context means the discovery of other needs of a client by the case manager that were not 

known before. 

For documentation activities, planning and arrangement of services (e.g. contacting a home 

care organization when domestic care is needed by a client), and consultation of the other 

members of the interdisciplinary team, the case manager operates in the back office. 

Operating in the back office is now appropriate, since contact with a client is not required. 

Hence, doing these activities in the back office can make the process more efficient. 

However, the main role of the case manager is in the front office, where he or she assesses 

the needs of a client.  
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ü Interdisciplinary team 

The other members of the interdisciplinary team operate in the back office. The main role of 

the other members of the interdisciplinary team is to use the knowledge they possess for 

the construction of an adequate care and intervention plan. However, if a member of a 

team is for example a nursing home practitioner1, it is possible that he or she also operates 

in the front office when his or her skills are needed for diagnosis or treatment. Together the 

professionals in the team guarantee that a client gets what he or she needs by exchanging 

knowledge and using each others competencies. These activities can bring about more 

efficiency, because a client does not disturb the process in the back office. Moreover, the 

broad knowledge available in the team can result in a better match of the needs of a client 

and supplied services.  

 

ü Specific professionals 

Specific professionals (professionals that deliver a specific service) form part of the back 

office, unless there is a need by a client for a particular service. If for example domestic care 

is required, a specific professional (a home care employee) is contacted by the case 

manager and appears in the front office to deliver the service. The case manager should 

know at all times which specific professionals delivered a service to a client. The case 

manager (with the support of the interdisciplinary team) manages the care process and 

specific professionals appear in the front office to deliver a service that is needed by a client.  

 

5.5.3  Decoupling decision 

½ƻƳŜǊŘƛƧƪ ϧ 5Ŝ ±ǊƛŜǎ όнллтΣ ǇΦммнύ ŘŜŦƛƴŜ ŘŜŎƻǳǇƭƛƴƎ άŀǎ ƻǊƎŀƴƛȊŀǘƛƻƴŀƭƭȅ ǎŜǇŀǊŀǘƛƴƎ 

ŀŎǘƛǾƛǘƛŜǎ ōȅ ŀƭƭƻŎŀǘƛƴƎ ǘƘŜƳ ǘƻ ŘƛŦŦŜǊŜƴǘ ŜƳǇƭƻȅŜŜǎέ ƛƴ ǘƘŜ ŦǊƻƴǘ ŀƴŘ ōŀŎƪ ƻŦŦƛŎŜΦ ¢ƘŜ 

advantages of decoupling are that expert employees can execute tasks in the back office 

without customer disturbances. Coupled processes result in more flexibility and 

responsiveness and better utilization of the front office capacity.  

In 5.5.2 three different groups of professionals are distinguished in the care for a dementia 

client: 

 

1. The case manager (mostly front office, and back office) 

2. The interdisciplinary team (back office, on demand front office) 

                                                           
1
 Doctor of a nursing home 
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3. Specific professionals (back office, on demand front office) 

 

The dementia care system has to be flexible and responsive to the demand of dementia 

clients. Therefore, the case manager should do activities both in the front- and back office. 

Hence, the activities for the case manager are coupled. In the front office, the case manager 

assesses the needs of a client. For documentation activities, the construction of a care and 

intervention plan, planning and arrangement of services, and consultation of the other 

members of the interdisciplinary team, the case manager operates in the back office. The 

case manager and other members of the interdisciplinary team are continuously informed 

about the state of affairs of a client. Handovers of work can be avoided between 

professionals in the team and knowledge about a client is kept in one place (Zomerdijk, 

2005).  

However, certain activities should also be decoupled. The specific professionals are 

specialized to deliver a certain service to a client. These activities can be separated from the 

activities of the interdisciplinary team. When a service is required, specific professionals 

deliver the service, but they are not involved in activities of the interdisciplinary team, which 

mainly concerns the management of the care process. However, handover of information 

(from the interdisciplinary team to a specific professional or the other way around) can be 

necessary. 

Information technology could make the handover of work more efficient. The processing of 

the care and intervention plan in an information system makes it easier for specific 

professionals to get informed about an individual client. This can speed up the process of 

service delivery to a client and reduce paper work. 

 

5.5.4  Organizational arrangements 

In order to safeguard the continuity of care for a dementia client professionals need a 

variety of skills. Hence, work should be done in a market group, which is the grouping of 

ŜƳǇƭƻȅŜŜǎ ǿƛǘƘ ŘƛŦŦŜǊŜƴǘ ǎƪƛƭƭǎΦ άIn market groups, workflow interdependencies are the 

main reason for grouping, as coordination regarding the workflow is facilitated which often 

contributes to the speed and quality of a processέ ό½ƻƳŜǊŘƛƧƪ ϧ 5Ŝ ±ǊƛŜǎΣ нллнΣ ǇΦммоύΦ  

The specific professionals are responsible for the delivery of a specific service. The service 

providers who deliver a specific service determine themselves how they group their 

employees. For a service like domestic care, delivered by a home care organization, 

functional grouping seems to be the most appropriate. The motivation for functional 
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grouping is that employees have the same skills and functions. Through functional grouping 

cross fertilization and economies of scale can be realized. Moreover, the continuity of 

delivery of a particular service can be assured, because professionals with the same skills 

are available to deliver a service to a client (Zomerdijk, 2005). However, the service day 

treatment in a nursing home requires broad knowledge, which best suits market grouping.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       

 

 

 

 

 

 

 

 

Figure 5.4:  Step 4 conceptual model 
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5.6 Modularity in dementia care (step 5) 

 

5.6.1 Why modularity? 

Dementia clients have become more critical in their selection of services and want to have 

services available that exactly match their needs. Blok et al. (2008, p.68) state that 

άƳƻŘǳƭŀǊƛǘȅ ǎŜŜƳǎ ǘƻ ōŜ ǇŀǊǘƛŎǳƭŀǊƭȅ ǳǎŜŦǳƭ ƛƴ ǇǊƻǾƛŘƛƴƎ ƻǇǘƛƻƴǎ ŀƴŘ ǾŀǊƛŀǘƛƻƴ ƛƴ individual 

ŎŀǊŜ ŀƴŘ ǎŜǊǾƛŎŜ ǇŀŎƪŀƎŜǎέΦ ¢ƘŜȅ ŀǇǇƭƛŜŘ ƳƻŘǳƭŀǊƛǘȅ ǘƘŜƻǊȅ ǘƻ ǎŜǊǾƛŎŜǎ ŦƻǊ ŜƭŘŜǊƭȅ ŎƭƛŜƴǘǎ 

living independently. This system has great similarities with dementia care. Both are 

characterized by a target group that requires services delivered by different service 

providers. Schilling (2000) argued that every system can be decomposed in smaller 

subsystems. If a system is also characterized by heterogeneity of inputs and demands, and 

low synergy specificity (see Chapter 4), modularity can be applied to organize a system. The 

system of dementia care meets these requirements, which supports the application of 

modularity. 

 

5.6.2 Modularity and the three phases 

In the three phases of the process of dementia different services are needed by the 

dementia ŎƭƛŜƴǘΦ ¢ƘŜ ǉǳŜǎǘƛƻƴ ǊŜƳŀƛƴǎ ƛƴ ǿƘƛŎƘ ǇƘŀǎŜΩǎ ƳƻŘǳƭŀǊƛǘȅ Ŏŀƴ ōŜ ǳǎŜŘ ǘƻ ŘŜǎƛƎƴ 

dementia care? In the pre-diagnostic phase there is only a need for information and advice, 

which does not reflect a range of service components. In the diagnostic phase, a care and 

intervention plan is constructed according to the needs of a client, which is adjusted (when 

needs of a client change) in the critical phase. This care and intervention plan can be 

compared to a package of different services, where services are delivered by multiple 

service providers. Modularity principles can make it possible that services of different 

service providers are brought together through standard interfaces in one coherent service 

package for a client.  

 

5.6.3 More efficient (modular) service delivery 

Every dementia client has its own needs, however, needs of clients overlap with each other 

as well. A modular design for the total of services available for dementia clients gives the 

possibility for mixing and matching of service components according to the needs of a client 

(Blok et al., 2008). 

The modular design couples the supply of services from different service providers, which 

makes it easier to fulfill all the needs of a client. Gaps and overlaps that exist when services 
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are supplied individually to dementia clients are removed through the construction of one 

coherent service package. This is done through the development of standard interfaces 

between separate services that dementia clients could need. The determination of those 

standard interfaces is discussed in the following section. Supplying all services in one 

package reduces the time and effort needed to search for the required services by a client 

(or case manager). Also, separate service providers need less time for intake, because all 

needs are identified at the same time (Blok et al., 2008). 

 

 

5.6.4 Interfaces 

Lƴ ƳƻŘǳƭŀǊ ǇǊƻŘǳŎǘǎ άƛƴǘŜǊŦŀŎŜǎ ǇǊƻǾƛŘŜ ǘƘŜ ƭƛƴƪŀƎŜǎ ǘƘŀǘ ŀƭƭƻǿ ŎƻƳǇƻƴŜƴǘǎ ǘƻ ŦƻǊƳ ŀ 

ŦǳƴŎǘƛƻƴŀƭ ŀƴŘ ŎƻƘŜǊŜƴǘ ǇǊƻŘǳŎǘέ όDŀƭǾƛƴΣ мффф in:  Blok et al., 2009). The interfaces allow 

for components to be mixed and matched in order to create different product 

configurations (Fixson, 2005, Sanchez, 2000 in: Blok et al., 2009). Blok et al. (2008) argue 

that service employees act as human interfaces that are responsible for the connection of 

different services resulting in a coherent service package for a client. There are no psychical 

components in dementia care that can connect these different services to each other.  

The interfaces concern the interdisciplinary team. The case manager is responsible for the 

assessment of the needs of a client. Together with a client in the front office and with the 

interdisciplinary team in the back office a care and intervention plan is constructed. Hence, 

the case manager and the interdisciplinary team should be the human interfaces that bring 

together the needed services into one coherent service package. Especially, the case 

manager tunes the activities of specific professionals that deliver a service to a client. Also, 

the case manager continuously re-assesses the needs of a client and adjusts (with the help 

of the interdisciplinary team) the care and intervention plan when needs of a client change. 
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CHAPTER 6:  DEMENTIA CARE IN MIDDEN-BRABANT 

  

6.1 Introduction 

 

This chapter is devoted to the findings of the interviews with professionals in dementia care 

in Midden-Brabant. The method which was used to collect the data is explained in the 

following section. In section 6.3 a comparison is made between the four collaboration 

initiatives. The focus of the comparison is on the current application of case management, 

front- and back office configuration, and modularity. Only the data that was relevant for the 

comparison is used in this Chapter. The scheme at the end of this Chapter gives an overview 

of the comparison between the collaboration initiatives.  

A more detailed description of the current organization of each of the collaboration 

initiatives is given in Appendix 5. Also, positive characteristics, problems, and suggestions 

for improvement according to the interviewees can be found in this Appendix.  

 

6.2 Data collection 

 

6.2.1 Population 

Service providers in Midden-Brabant have started collaboration initiatives with each other in 

order to better satisfy the needs of a dementia client. These collaboration initiatives formed 

the basis for the data collection. Four collaboration initiatives were identified in Midden-

Brabant. The following criteria were chosen for the selection of collaboration initiatives:  

 

ü More than one organization or professional collaborate to design the care for 

dementia clients at the operational level. 

ü Professionals from different service providers meet to discuss issues related to 

dementia care on an operational level. 

ü ! άŎŀǎŜ ƳŀƴŀƎŜǊέ ŦǳƴŎǘƛƻƴ ŜȄƛǎǘǎ ƛƴ ǘƘŜ ŎŀǊŜ ŦƻǊ ŘŜƳŜƴǘƛŀ ŎƭƛŜƴǘǎΦ 

 

The four collaboration initiatives are the only collaboration initiatives in Midden-Brabant 

that meet the criteria above. The names of the collaboration initiatives are chosen with the 

help of the project manager of ZMBR. The four different collaboration initiatives are 

presented in Figure 6.1. 
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Figure 6.1 

Collaboration initiative Participating organizations 

Dongen GP (general practitioner) practices + Thebe Homecare + Nursing home De 

Volckaert 

Tilburg 1 Elisabeth Ziekenhuis (Ez) Tilburg + Dementia consultant2 + Nursing Home 

De Wever 

Tilburg 2 TweeSteden Ziekenhuis (TSz) Tilburg + GGZ + Dementia consultant + (GP 

practices) 

Waalwijk  

 

GP practice Verwielstraat + Thebe Homecare + GGZ + Dementia consultant 

+ Nursing Home Schakelring  +  Volunteer- and welfare organizations + 

(other GP practices)  

 

                                                           
2
 Independent professional that can be (freely) consulted by clients with (suspicion of) dementia 

=   Collaboration Initiative 

Midden-Brabant 



45 

 

6.2.2 Interviews 

Semi-structured interviews were held with professionals of organizations that take part in 

the four collaboration initiatives in Midden-Brabant. The first goal of the interview was to 

acquire information and knowledge about the current collaboration initiatives between 

organizations or professionals in the region with regards to dementia care. The second goal 

was to learn about good practices, to uncover problems, and to obtain suggestions for 

improvement from the interviewees.  

Holloway (1991) came up with a list of general questions to be asked when organizing case 

management (Chapter 2). This list, adjusted for the other two concepts (front- and back 

office, and modularity) formed the basis for the questionnaire. Questions related to client 

contact and task allocations between professionals, which gave insights about the front- and 

back office configuration. Also, the amount of available services, how these services are 

delivered and how tuning between those services happens could provide information about 

modularity. Fifteen questions were developed. The questionnaire and the relations with the 

concepts can be found in the Appendix 4. 

The project manager of ZMBR gave advice about the selection of professionals. 

Professionals who had enough knowledge about the design of the collaboration initiative 

were chosen for an interview. Seventeen professionals were approached for an interview, 

from which fourteen were interviewed. A GP (Waalwijk) did not have time for an interview, 

a social worker (Waalwijk) appeared to be active in another region, and a nursing home 

practitioner (Tilburg 1) resigned.  The list of interviewed professionals can be found in 

Appendix 4.  

 

6.3 Comparison collaboration initiatives 

 

6.3.1 Case management  

 

ü Case manager 

The disciplines that perform the case manager function differ between collaboration 

initiatives (Figure 6.2). An important point is that the social psychiatric nurse3 only becomes 

case manager for a client with complex (mental) complaints and the social worker only in 

the transfer phase. This is the phase when a client lives at home, but will soon move to a 

                                                           
3
 Employee of the GGZ (Dutch organization for mental health care) 
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nursing home. Therefore, in case that the social psychiatric nurse or social worker become 

case manager, usually transfer of the case manager function has taken place (e.g. from 

dementia consultant to social worker). 

 

Collaboration initiative Original discipline case manager(s) 

Dongen Geriatric nurse4 + practice nurse5 

Tilburg 1 Dementia consultant 

Tilburg 2 Geriatric ƴǳǊǎŜ όƴŀƳŜŘ ΨŎŀǎŜ ƳŀƴŀƎŜǊΩ ¢{Ȋ) + social psychiatric 

nurse + dementia consultant 

Waalwijk Practice nurse + social psychiatric nurse + dementia consultant + 

social worker (of nursing home) 

*These disciplines do not reflect the total amount of case managers in the collaboration initiative. In Dongen it 

is known that there is a total of three case managers (2x geriatric nurse, 1x practice nurse). Also three 

dementia consultants are active in Tilburg and one in Waalwijk. The other exact numbers are not known. 

 

In all collaboration initiatives the period of case manager services is until admission, death, 

or transfer to another professional. All clients in Dongen are assigned a case manager, which 

is not the case in the other collaboration initiatives.  

Tasks of the case managers differ between or within collaboration initiatives and are also 

dependent on the discipline. In Dongen the tasks of the case manager are explicitly 

determined by the collaboration initiative. In the other collaboration initiatives tasks of case 

managers are determined by the organization where he or she is working for. The 

professionals used all kinds of differeƴǘ ΨǘŜǊƳǎΩ ŦƻǊ ǘƘŜƛǊ ǘŀǎƪǎΦ ¢ƘŜ ǊŜǎŜŀǊŎƘŜǊ ǘǊƛŜŘ ǘƻ 

subdivide those different terms under a consistent list of terms. Those are used in figure 6.3 

on the next page.  

In Dongen the case managers carry out case finding, being the screening of target groups 

(e.g. people older than 85) on dementia signs. They complete an EasyCare assessment6 and 

several measurements (MMSE + Barthell + EDIZ)7. This leads to an early identification of 

dementia clients. Limited case finding occurs in Waalwijk as well: two questions related to 

dementia are asked by the elderly advisor (not a case manager) when visiting older people.  

                                                           
4
 Nurse which is specialized in the care for elderly people 

5
 Assistant nurse in a GP practice 

6
 EasyCare assessment: a tool to identify the needs of a client 

7
 MMSE: a memory test, EDIZ: test for burden informal caregiver, Barthell: test for execution of general daily 

activities 

Figure 6.2 
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Collaboration 
initiative 

Tasks case manager for each discipline 

Dongen Geriatric nurse/practice nurse: 
-Referral 
-Coordination  
-Guidance 
-Support 
-Psycho education 
-Developing a care and intervention plan

8
 

-Case finding (so-called Easy Care assessment + MMSE + Barthell + EDIZ)  
-Supervise the process 

Tilburg 1 Dementia consultant: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care and intervention plan 
-Supervise the process  
-Giving information and advice in (to clients and professionals) 

Tilburg 2 Case manager TSz: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care and 
intervention plan 
-Supervise the process 

Social psychiatric nurse: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care and 
intervention plan 
-Supervise the process 
-Diagnosis 
-Evaluation of medication 
and care process 

Dementia consultant: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care and 
intervention plan 
-Supervise the process  
-Giving information and 
advice (to clients and 
professionals) 

Waalwijk Practice nurse: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care 
and intervention 
plan 
-Supervise the 
process  
 

Dementia 
consultant: 
-Referral 
-Coordination 
-Guidance 
-Support 
-Psycho education 
-Developing a care 
and intervention 
plan 
-Supervise the 
process  
-Giving information 
and advice (to clients 
and professionals) 

Social psychiatric 
nurse: 
 

No information 
available 

Social worker: 
-Coordination 
-Support 
-Processing all bills 
concerning the care 
for a client  
 

                                                           
8
 The content of the care and intervention plan differs between and within collaboration initiatives 

Figure 6.3 
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The caseloads differ widely between case managers. However, the case loads given by the 

professionals (Figure 6.5) should be handled with care, because they did not know exactly 

what their caseloads where. Also the frequency of contacts appeared to be hard to provide, 

since every individual client situation is different which results in very diverging contact 

frequencies. 

 

ü Interdisciplinary team 

In Dongen and Tilburg 2 an interdisciplinary team can be identified in the care for dementia 

clients. The team in Dongen consists of a GP, a case manager, and the nursing home 

practitioner. In Tilburg 2 this team includes the neurologist, geriatric doctor, a psychologist 

(TSz or GGZ), a psychiatrist (GGZ), a social psychiatric nurse (GGZ), and the nurse 

practitioner. The GP and dementia consultant sometimes participate as well. The team in 

¢ƛƭōǳǊƎ н ƛǎ ƻƴƭȅ ŀŎǘƛǾŜ ΨƻƴŎŜΩ ŦƻǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ŎƭƛŜƴǘ ƛƴ ǘƘŜ ŘƛŀƎƴƻǎǘƛŎ ǇƘŀǎŜ ŀƴŘ ƛƴ 5ƻƴƎŜƴ 

this team is continuously active for a client during the diagnostic and critical phase. The 

team manages the care process for a client, with the case manager as the main contact 

person for a client. In the critical phase in Tilburg 1, Tilburg 2, and Waalwijk, this role is 

performed by an individual case manager, without structural help of other professionals. 

Still, there can be informal assistance by other professionals, depending on the network or 

contacts the professional has.  

 

6.3.2 Care process and front- and back office  configuration 

 

When analyzing the care process in the collaboration initiatives, front- and back office 

activities, decoupling activities, and grouping decisions can be identified. However, these 

decisions are probably made unintentionally. Hence, by making more deliberate decisions 

about the FO and BO configuration activities can be designed more efficiently. These 

deliberate decisions will be discussed in Chapter 7. 

In all collaboration initiatives clients are identified via the GP. Other professionals can refer 

a client to the GP as well. The GP continues to have final responsibility for clients until 

transfer to a nursing home takes place. Final responsibility is transferred to the nursing 

home practitioner at that moment. The dementia consultant can also be the first to identify 

clients. Next to this, in Dongen and Waalwijk clients are also identified through case finding. 

The GP (everywhere), the dementia consultant (Tilburg 1 and 2, Waalwijk), the case 

managers in Dongen (case finding), and the elderly advisor in Waalwijk (limited case finding) 
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are active in the front office in the pre-diagnostic phase for the identification and 

assessment of the needs of a client.  

In the diagnostic phase investigation in Tilburg 1 and 2 takes by definition place in the 

hospital (Ez or TSz) after referral by the GP. As a consequence, when doctors or other 

professionals from the hospital diagnose a client, they are active in the front office. In 

Tilburg 2 an interdisciplinary team meets in the back office to construct a care and 

intervention plan during the diagnostic phase. In Tilburg 1, the doctor of the hospital or the 

nursing home practitioner develops a care and intervention plan in the back office with the 

possibility for consultation of other colleagues of Ez. In Tilburg 2, a client will be assigned a 

case manager after diagnosis if professionals in the hospital and a client think this is needed. 

A client in Tilburg 1 will only get a dementia consultant as case manager, when this client 

lives in Tilburg (dementia consultant in this collaboration initiative is only active in Tilburg). 

Hence, in Tilburg 1 and 2 a client may leave the hospital without the assignment of a case 

manager. When a client has a case manager, the case manager is constantly available in the 

front office in the critical phase. Clients sometimes return to the hospital for inspection in 

this phase. In the back office the case manager arranges services and keeps in contact with 

other professionals that deliver specific services. Since the case manager operates in the FO 

and BO, activities are coupled.  

In Waalwijk and Dongen there is not necessarily a referral to a hospital for a client. In 

Waalwijk the practice nurse or the dementia consultant become case manager in the 

diagnostic phase (not for all clients in Waalwijk). Together with the GP, they can decide to 

refer a client to the hospital for further investigation. They continue to be the case manager 

in the critical phase provided that a client wants this. When a client has severe mental 

complaints, the social psychiatric nurse of the GGZ can become case manager. As far as the 

case manager is concerned, FO and BO activities are coupled. 

In Dongen, procedures have been developed about the referral of a client to another 

discipline. A client is identified through case finding or by the GP. After identification a client 

is assigned a case manager (provided that a client wants this), who is constantly available in 

the front office, during her hours of work. When the GP thinks additional investigation is 

necessary, a client is referred to the geriatric consultation hour of the nursing home 

practitioner, which happens in the front office. If there is still doubt about the diagnosis, the 

GP and nursing home practitioner can decide to refer to the Geriatric Center Oosterhout 

(GCO) or GGZ for extra investigation. The GP, nursing home practitioner, and case manager 

keep each other updated about the current state of affairs of a client in the back office. The 
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case manager is the linking pin between a client and the team, and moreover, between a 

client and specific professionals. Back office activities for the case manager are 

administrative activities, the arrangement of services, and to keep in contact with specific 

professionals. The nursing home practitioner periodically operates in the front office for a 

client during the geriatric consultation hour. Hence, for case manager and nursing home 

practitioner, activities are coupled between front and back office. The GP is updated about 

the current state of affairs by the case manager and nursing home practitioner.  

In Tilburg 2 and Dongen, disciplines are brought together in market groups. In Tilburg 2 an 

interdisciplinary team is active once in the diagnostic phase and in Dongen also in the critical 

phase. In Waalwijk and Tilburg 1 interdisciplinary meetings occur as well, however, one 

cannot speak of interdisciplinary teams. Hence, looking at the supervision of the care 

process for individual clients in Tilburg 1 and 2, and Waalwijk no (formal) grouping occurs 

during the critical phase. In those collaboration initiatives one individual case manager 

manages the care process for a client.  

 

6.3.3 Care and intervention plan and modularity 

 

Just as the front- and back office configuration is concerned, modular principles are partly 

applied in the collaboration initiatives, however, unintentionally. By applying modular 

principles more deliberate as well, case management can be designed more efficiently, 

which will be discussed in Chapter 7. 

In all collaboration initiatives professionals design a care and intervention plan for an 

individual dementia client. This care and intervention plan generally consists of the needs of 

clients and certain services that have to be delivered. Interviewees were asked whether 

certain services exist within the collaboration initiative and whether they referred to certain 

services delivered by organizations or professionals outside the collaboration initiative. This 

resulted in an overview (Figure 6.4) of services that are available for clients in the different 

collaboration initiatives. Hence, it shows whether collaboration initiatives have all services 

available for dementia clients.  

The availability of a range of services does not imply that tuning between the deliveries of 

those services is optimal. Usually services are provided independently of each other and one 

cannot speak of a one coherent service package. With the exception of Dongen, separate 

care and intervention plans with different content are developed by professionals inside the 

collaboration initiatives. For example, when a client has been to the Ez (Tilburg 1) for 
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investigation, the neurologist makes a care and intervention plan. If a client also contacted a 

dementia consultant, he or she develops a care and intervention plan as well. They can 

exchange information on request, however, two different care and intervention plans exist. 

This also happens in Tilburg 2 and Waalwijk. The members of the interdisciplinary team in 

Dongen develop one integral care and intervention plan, however, each of them processes 

the information of the care and intervention plan in its own files.  

The case managers in practice act as kind of standard (human) interfaces that try to assure 

that tuning between the services provided by different service providers is as optimal as 

possible. In Dongen, the other members of the interdisciplinary team are also part of this 

standard interface. Dongen is the only collaboration initiative were structural meetings in 

the front office are scheduled to discuss the care process of individual clients, where the 

informal caregiver of a client, the nursing home practitioner and case manager are present 

(sometimes home care or GGZ employees join). In this meeting the care and intervention 

plan is adjusted when required. In other collaboration initiatives, professionals do not meet 

on a regular basis to discuss issues related to individual clients and to adjust the care and 

intervention plan. This merely happens informally. In all collaboration initiatives general or 

casuistry9 meetings take place in the back office between the professionals of different 

service providers. In Waalwijk many different service providers are involved in those 

meetings.  

                                                           
9
 Exchange of experiences in the care for clients between professionals 
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1 = A service available inside the collaboration initiative. 

2 = A service available outside the collaboration initiative, where professionals inside the collaboration initiative 

refer to. 

An open compartment means that 1 and 2 are not applicable.  

Available services 

 for dementia clients 
DONGEN  

TILBURG 

1 

TILBURG  

2 

WAALWIJK  

Dementia consultant    1            1        1 

GP practice with easy care 1   1 1 

Elderly advisor 2  2 1 

Diagnosis/treatment hospital/clinic 2 1 1 2 

Home care (district nurse, specialized 

nurse, and personal/domestic care) 
1 2 2 1 

GGZ (prevention, therapy, and crisis) 2 2 1 1 

Day care ς άƛƴǘǊŀ- ŀƴŘ ŜȄǘǊŀƳǳǊŀŀƭέ 

(nursing- and care home, care farm)  
1    1 2 1 

Day treatment (nursing- and care 

home) 
1    1 2 1 

Respite care (nursing- and care 

home) 
1           1 2 1 

Intake in nursing- and care home 1 1 2 1 

Meeting center   2  

Alzheimer Café 2 2 1 1 

Buddy     

Voluntarily home assistance 2  2 1 

(Dementia related) courses for 

volunteers 
   1 

{ǘŀǘƛƻƴ ƻŦ ǎǳǇǇƻǊǘ άaŀƴǘŜƭȊƻǊƎέ 2  2 2 

Memory shop 2 2 2  

CBR contact (drivers license)   2  

ά5ƛƴƴŜǊέ ǎŜǊǾƛŎŜ 2    

Alzheimer foundation 2 2 2 2 

Figure 6.4: Overview available services for each collaboration initiative 
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Concept (sub)Concept 
DONGEN  TILBURG 1  TILBURG 2  WAALWIJK  

C
a

s
e

 
M

a
n

a
g

e
m

e
n

t
 

Original discipline 

case manager 

ü Geriatric nurse  

ü Practice nurse 

ü Dementia consultant 

 

ü Case manager TSz 

ü Dementia consultant 

ü Social psychiatric nurse 

ü Dementia consultant 

ü Practice nurse 

ü Social psychiatric nurse 

ü (Social worker) 

Clients with case 

manager 

All clients 

 

Not all clients Not all clients Not all clients 

Case load 

(estimated) 

ü Geriatric nurse Thebe (25 

hours a week): 

-30 complex clients 

-20-40 clients once a year 

ü Practice nurse (6 hours a 

week): 

-20 clients 

ü Geriatric nurse De 

Volckaert ? 

ü Dementia consultant 

(26 hours a week): 

-60 clients* 

 

 

 

 

 

*clients Tilburg 1 and 2 

ü Dementia consultant 

(26 hours a week): 

-60 clients*  

ü Social psychiatric nurse 

(25-30 hours a week): 

-40 clients 

ü Case manager TSz ? 

 

*clients Tilburg 1 and 2 

ü Dementia consultant (18 

hours a week): 

-40 clients 

ü Practice nurse (? Hours a 

week): 

-25 clients 

ü Social psychiatric nurse ? 

Tasks case manager Figure 6.3 Figure 6.3 Figure 6.3 Figure 6.3 

Case manager 

frequency of contact 

with client (average) 

ü Geriatric nurse Thebe: 

once in 3 months 

ü Practice nurse ? 

ü Geriatric nurse De 

Volckaert ? 

ü Dementia consultant? ü Dementia consultant ? 

ü Social psychiatric nurse: 

once in 4 or 5 weeks  

ü Case manager TSz? 

 

ü Dementia consultant: 

once in 2 months 

ü Practice nurse: once in 2 

months 

ü Social psychiatric nurse ?  

Interdisciplinary 

team 

Yes, continuously 

 

No Yes, only diagnostic phase No 

Case finding Yes No No Limited 

Figure 6.5: Comparison collaboration initiatives 
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a
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b

a
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k
 
o

f
f
ic

e
 
 
(
B

O
)

 

c
o

n
f
ig

u
r
a

t
io

n
 

Identification client 

FO in pre-diagnostic 

phase 

ü GP 

ü Case finding by geriatric 

nurses and practice nurse 

ü GP (refers to hospital) 

ü /ƭƛŜƴǘǎΩ ƛƴƛǘƛŀǘƛǾŜ 

(Dementia consultant) 

ü GP (refers to hospital) 

ü /ƭƛŜƴǘǎΩ ƛƴƛǘƛŀǘƛǾŜ 

(Dementia consultant) 

ü GP 

ü /ƭƛŜƴǘǎΩ ƛƴƛǘƛŀǘƛǾŜ 

(Dementia consultant) 

ü (Limited) case finding by 

Elderly advisor 

FO diagnostic phase ü GP                                       *  

ü Geriatric nurse or practice 

nurse (case manager) 

ü Nursing home practitioner        

ü Doctor(s) Ez/nursing 

home practitioner 

ü Dementia consultant 

ü Doctor(s) TSz 

ü Dementia consultant 

ü Case manager TSz 

ü Social psychiatric nurse 

ü Practice nurse                   *  

ü Dementia consultant 

 

                                                                              

*The professionals mentioned in the front office in Dongen and Waalwijk can also refer a client to the hospital for further investigation. 

Those are not mentioned here, because they are not part of the collaboration initiative. If referral to them happens, they can be 

considered as a specific service delivered to a client. 

BO diagnostic phase Same persons FO, also BO ü Doctor(s) Ez/nursing 

home practitioner 

ü Other professionals Ez  

ü Interdisciplinary team 

(which also includes 

persons FO) 

Same persons FO, also BO 

Coupled activities 

diagnostic phase 

Coupled activities for all 

professionals  

Coupled activities for 

doctor(s) Ez 

Coupled activities for 

Doctor(s) TSz 

Coupled activities for all 

professionals 

Grouping diagnostic 

phase 

Market group 

(interdisciplinary team) 

No grouping Market group 

(interdisciplinary team) 

No grouping 

FO/BO configuration 

critical phase 

 

 

 

 

 

-Case manager:  continuously 

FO, and BO (coupled 

activities). 

-GP: BO. 

-Nursing home practitioner: 

FO periodically and BO 

(coupled activities). 

-Dementia consultant: 

continuously FO, and BO. 

(coupled activities) 

 

 

-Case manager TSz:  

continuously FO, and BO 

(coupled activities). 

-Dementia consultant:  

continuously FO and BO 

(coupled activities). 

 

-Practice nurse: continuously 

FO, and BO (coupled 

activities). 

-Dementia consultant: 

continuously FO and BO 

(coupled activities). 

 

Figure 6.5: Comparison collaboration initiatives (continued) 
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FO/BO configuration 

critical phase  

(continued) 

 

 

 

ü Interdisciplinary team 

(market group) 

 

 

 

 

ü No grouping 

-Social psychiatric nurse: 

continuously FO, and BO 

(coupled activities). 

 

ü No grouping 

-Social psychiatric nurse: 

continuously FO, and BO 

(coupled activities). 

 

ü No grouping 

M
o

d
u

la
r
it
y

 

Available services Figure 6.4 Figure 6.4 Figure 6.4 Figure 6.4 

Documentation 

 

ü One care and intervention 

plan 

ü Separate files 

ü More care and 

intervention planΩs 

ü Separate files 

ü More care and 

intervention planΩs 

ü Separate files 

ü More care and 

intervention plan's 

ü Separate files 

Human interfaces ü Case manager(s) 

ü Interdisciplinary team 

ü Case manager(s) ü Case manager(s) ü Case manager(s) 

Structural client level 

meetings  

Yes No No No 

Structural general 

meetings 

Yes Yes Yes Yes 

 

 
 

DONGEN  TILBURG 1  TILBURG 2  WAALWIJK  

E
x
t
r
a

 

in
f
o

r
m

a
t
io

n
 

Organizations/ 

Disciplines 

ü GP practice 

ü Home care   

ü Nursing Home  

 

 

 

ü Hospital  

ü Nursing Home 

ü Dementia consultant  

ü Hospital  

ü GGZ  

ü Dementia consultant 

ü (GP practice)  

ü GP practice 

ü Dementia consultant  

ü Home care  

ü GGZ  

ü Nursing Home  

ü Volunteer- and Welfare 

organizations  

Dementia consultant No Yes Yes Yes 

Figure 6.5: Comparison collaboration initiatives (continued) 
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CHAPTER 7:  DESIGN CASE MANAGEMENT IN DEMENTIA CARE 

 

7.1 Introduction 

 

In this chapter a design of case management in dementia care for Midden-Brabant is 

proposed. It is based on the conceptual model (Chapter 5) which is adapted for best 

practices and certain restrictions out of the current way of working by the collaboration 

initiatives in dementia care (Chapter 6). Also the insights (positive characteristics, problems, 

suggestions for improvement, see Appendix 5) of interviewees have been taken into 

account for the proposition of a dementia care model. A schematic view of the design can 

be found at the end of the Chapter (Figure 7.3).  

 

7.2 Pre-diagnostic phase 

 

The GP, dementia consultant, elderly advisor, memory shop, meeting centers, Alzheimer 

ŎŀŦŞΩǎΣ ǾƻƭǳƴǘŜŜǊ- and welfare organizations and the social environment play an important 

role in the  pre-diagnostic phase, when a client has a need for information and advice. A 

client and the informal caregiver should be assisted to get familiar with dementia and 

should not end up in social isolation. Especially the dementia consultant is an important 

person in this phase, because he or she can be contacted easily. This makes the threshold 

for people to contact a professional lower. Evaluations about the introduction of the 

dementia consultant have been positive in the region. The application of case management 

is difficult in this phase, since specific clients are not identified as such so that exact 

complaints are not known yet. 

The collaboration initiative Dongen has a valuable activity in the pre-diagnostic phase, which 

is case finding. Case finding can result in timely arrangement of services and could possibly 

overcome crisis situations, because clients are identified and monitored earlier. Moreover, it 

can give service providers a good overview of people that show symptoms of dementia. 

Case finding could be executed by different service providers. 

 

 

 

 

 




